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Preface 
Unlike generations past, few living Australians have experienced anything like the upheavals wrought by 
the COVID-19 pandemic. While wholly different to a world war or depression, a global pandemic shares 
many similar consequences for both individuals and communities. These include death, physical and 
mental health impacts, social dislocation and economic ruin on a broad scale. 

Preparedness for all types of emergencies is at the heart of creating safer and more resilient Victorian 
communities. We know this from decades of responding to large-scale emergencies and disasters 
stemming from natural, environmental or human-made hazards.  

The Review of Victoria’s preparedness for major public health emergencies, including pandemics, (the 
Review) is not solely about the COVID-19 pandemic. It is more broadly an examination of Victoria’s 
preparedness for public health emergencies, specifically major emergencies which will test the 
emergency management sector’s capability and capacity to respond. Quite obviously the COVID-19 
pandemic is the immediate (and ongoing) case in point. However, the Review has also examined 
preparedness in the context of a range of other public health emergencies, such as heatwave, air and 
water contamination, thunderstorm asthma and other forms of communicable disease. 

The pandemic developed as a public health emergency on a scale and with a speed which had not been 
contemplated by many within or outside government. It is unreasonable, even with the benefit of 
hindsight, to expect that the emergency management sector or government more broadly would be 
perfectly prepared for it. That is not to say it was completely unforeseeable. The experience of the more 
limited and quickly contained SARS-Cov1 epidemic in 2002 was an early warning of what might be to 
come. 

The wider impact of the pandemic is at a level not seen here since the so-called ‘Spanish flu’ influenza 
pandemic just over a century ago. The experience of large-scale loss of life and community illness, 
accompanied by wholesale changes to daily life, impacts upon employment, restrictions on movement 
and the temporary sacrifice of liberties previously taken for granted has been immensely challenging for 
many Victorians. 

It is important to note also that the Review is focused upon the pandemic at a point in time. It looks at 
preparedness for a public health emergency up to the point at which COVID-19 emerged and the 
response to the evolving pandemic until the end of 2020. Much has happened since then as government, 
agencies, and the Victorian community have learned to cope and eventually live with a virus which 
continues to infect thousands daily and tragically claims many more lives.  

This Review does not, except in passing, look beyond that initial phase. Nor does it look at those issues, 
such as quarantine, which have already been the subject of other detailed inquiries. 

The Review has, however, focused on the broader aspects of the emergency management arrangements 
that influence preparedness. One of these is the extent to which the arrangements are understood across 
all levels of government and the emergency management and public health sectors and how this 
affected the immediate response. 

Another is the classification of emergencies.  

While the control and support arrangements which have been in place for different emergencies for many 
years continue to serve us well, it is difficult to escape the conclusion that the division of emergencies into 
classes – a peculiarly Victorian arrangement – has simply served to confuse rather than create benefit to 
agencies and departments.  

Further, there is no evidence to show how classification has improved agency accountability or improved 
community safety outcomes, both of which being objectives that our emergency management 
arrangements and governance structures should aim to achieve. 

Despite more sophisticated thinking and greater resourcing than in the past, there is little to suggest that 
the need to prepare for major emergencies, and especially public health emergencies, is diminishing. If 
anything, it has become more pronounced.  
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Whole-of-government, whole-of-community emergencies remain thankfully rare in Victoria. The 
opportunity now is to re-envision ‘traditional’ approaches to some aspects of emergency management so 
that events on the scale, and with the implications of a global pandemic or other major public health 
emergency are embedded in our planning and arrangements.  

An issue to emerge clearly from the experience of the pandemic is one of threshold – the point at which 
an event no longer sits easily within the remit of the emergency management sector.  

When does an emergency become something that demands the holistic attention and efforts of all the 
arms of government, and those with decision-making power and greater access to public resources? 
There is more thinking to be done around the triggers and mechanisms that enable such a transition of 
management to occur in a planned and systemic way.  

The need to ‘think big’ in anticipation of uncertainty due to potential crises is probably more apparent 
now than at any point in our recent history.  

The emergency management sector needs to better understand how, for example, climate change will 
influence public health as much as it influences natural disasters. Similarly, we need to learn how 
pandemic illness drives change through economic and social consequences. As always, placing 
community at the centre of our emergency management efforts is crucial if better outcomes are to be 
delivered for all Victorians. 

The Review team and I conducted interviews with key stakeholders and held discussions and other 
engagements with external subject matter experts. We also engaged with stakeholders through formal 
submissions. Further literature reviews and research activities were undertaken.  

I am extremely grateful for the assistance provided by those people, including many involved at the most 
senior levels in responding to the pandemic, who freely gave of their time and expertise to this Review. 
Their views have been crucial in shaping the recommendations made.  

The Victorian community will forever be grateful to those frontline workers in the state’s health system 
and facilities, in aged care, quarantine, and the emergency services who faced the unknown implications 
of the COVID-19 pandemic as it developed. It is important also to acknowledge and remember the legions 
of others in the public sector, non-government organisations and across the private sector who 
committed to helping Victorians come to terms with the new reality that a global pandemic forced upon 
us and assisted to maintain a level of community function.  

Their efforts have helped to ensure that many more Victorians are alive today than might otherwise have 
been the case. That is a debt which cannot be repaid but we can honour them by working to improve 
upon our preparedness for public health emergencies of all kinds. 

 

Tony Pearce 
Inspector-General for Emergency Management 
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Glossary 

Charter, the  Charter of Human Rights and Responsibilities Act 2006 

Class 1 
emergency 

As defined in the 2013 EM Act means:  
(a) a major fire; or  
(b) any other major emergency for which Fire Rescue Victoria, the Country Fire 
Authority or the Victoria State Emergency Service Authority is the control agency 
under the State Emergency Management Plan.  

Class 2 
emergency  

As defined in the 2013 EM Act means: 
A major emergency which is not: 
(a) a Class 1 emergency; or  
(b) a warlike act or act of terrorism, whether directed at Victoria or a part of Victoria 

or at any other State or Territory or the Commonwealth or  
(c) a hi-jack, siege or riot. 

Class 3 
emergency  

A warlike act or act of terrorism, where directed at Victoria or at any other state or 
Territory of the Commonwealth; or a hi-jack, siege or riot. 

COVID-19 Severe Acute Respiratory Syndrome Coronavirus 2 (SARS-CoV-2). 

Epidemic An outbreak or unusually high occurrence of a disease or illness affecting a large 
number of people, over a large geographic area. 

Government Victorian Government 

Major 
Emergency  

As defined in the Emergency Management Act 2013, any of the following: 
(a) a large or complex emergency (however caused) which: 

(i) has the potential to cause or is causing loss of life and extensive damage to 
property, infrastructure or the environment; or 
(ii) has the potential to have or is having significant adverse consequences for the 
Victorian community; or 
(iii) requires the involvement of 2 or more agencies to respond to the emergency; 
or 

(b) a Class 1 emergency; or 
(c) a Class 2 emergency. 

Major public 
health 
emergency 

An extensive biological, biohazard, radiation or other physical event that is causing or 
has the potential to cause loss of life or serious risk to public health, significant 
adverse consequences for the Victorian community, and threatens to overwhelm the 
public health and healthcare systems 

Minister  The minister responsible for administration of the Emergency Management Act 2013. 

Pandemic An epidemic on a global scale.  

Preparedness 
Framework 

The Victorian Preparedness Framework (2018) 

VicEmergency  A centralised platform that supports the dissemination of emergency information and 
warnings to the community through a number of public communication channels.  

White Paper Victorian Emergency Management Reform White Paper (2012)  
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Preparedness for all emergencies relies upon the existence and awareness of sound governance 
arrangements and operational plans. Those involved in the prevention, response and recovery of 
emergencies also need to have the authority, capability and capacity to enact the plans and 
arrangements. Ideally, these incorporate both foresight and flexibility. 

Public health emergencies require similar preparedness strategies, tailored to the specific requirements 
of hazards that affect human health on a (potentially) broad scale. These emergencies are managed by 
the Department of Health, the Department of Environment, Land, Water and Planning, or the Emergency 
Management Commissioner rather than a ‘traditional’ emergency response agency.  

Large-scale emergencies are not unusual in Victoria. Major public health emergencies are less frequent 
than fires, floods or storms but potentially just as catastrophic. Heat health emergencies, thunderstorm 
asthma and emergencies that affect air or water quality can have profound consequences and 
sometimes affect the whole state. 

Outbreaks of epidemic or pandemic disease are even less common. The health, social and economic 
consequences of these emergencies are significant and enduring. Although infrequent, Victoria has 
experienced several significant epidemics and pandemics. For example, Victorians have endured the 
Spanish influenza pandemic of 1918–20, tuberculosis, poliomyelitis, HIV-AIDS and even the brief but 
virulent 2003 SARS.  

The ongoing COVID-19 pandemic demonstrates how major public health emergencies can have complex, 
far-reaching and significant consequences. The pandemic was already taking hold overseas at a time 
when Victorians were actively responding to major fires in Gippsland and the North East.  

By the time the first case of COVID-19 was reported in Australia on 25 January 2020, large parts of 
Victoria had been on fire for two months. Bushfires eventually consumed more than 1.5 million hectares of 
the landscape, hundreds of homes and killed five people, placing pressure on the capacity of responding 
government departments and agencies even before the pandemic arrived.  

The Review of Victoria’s preparedness for major public health emergencies, including pandemics (the 
review) is not just about the COVID-19 pandemic. It considers the range of events which might have wide-
ranging public health impacts upon the Victorian community. Preparing for major public health 
emergencies involves not just the health sector but many other government and non-government 
agencies and departments, together with the emergency services.  

In the case of pandemic human disease there are local, state, national and global dimensions. The 
success of preparedness measures undertaken at state level is contingent upon what has been done 
nationally.  

Quarantine – historically a highly effective method of containing the spread of infectious disease – is a 
measure led by the Australian Government. Its ad hoc provision at the start of the COVID-19 pandemic, in 
the absence of fit-for-purpose facilities, was beset by jurisdictional confusion and failure as quarantine 
management was pushed back to the states.  

Similarly, the funding and regulation of aged care centres in which most deaths occurred early in the 
pandemic in Victoria and New South Wales is primarily a national responsibility. Failings in these two 
areas have been explored in detail by other reviews and boards of inquiry. 
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The COVID-19 pandemic has dominated the lives of Victorians for more than two years since the first 
public health restrictions were imposed in March 2020. It is notable, among other reasons, for the speed 
with which it developed.  

In late January 2020, there were just 1320 reported cases of the virus globally, including 41 deaths. On  
11 February, the World Health Organisation (WHO) identified the unnamed Severe Acute Respiratory 
Syndrome Coronavirus 2 (SARS-CoV-2) as COVID-19. In the following weeks the virus spread rapidly to 
more than 100 countries, with Europe becoming its epicentre. WHO declared COVID-19 a global pandemic 
on 11 March 2020.  

The first Australian death from the virus occurred in Perth on 1 March 2020. On 16 March, as Australian 
cases reached 300, Victoria declared a State of Emergency. As cases hit 170,000 globally the following 
day, Australia banned all travel overseas.  

Exactly two years later, some four million Australians (roughly one in six) had contracted the disease and 
5763 had died from it. Victoria had the highest death toll of any state and was second only to New South 
Wales in case numbers. Globally, the death toll exceeded 6 million from 472 million cases. The number of 
cases and deaths continues to increase as the virus mutates and the disease tracks back and forth 
across the world. By mid-2022, the death toll in Australia exceeded 8000.  

The context and approach to preparedness  

This review was initiated by the Inspector-General for Emergency Management under the Annual 
Forward Plan of Reviews – 2021. It follows on from previous reviews of sector preparedness, focusing 
specifically on major public health emergencies, which are not considered typical or as well-practised.  

A major public health emergency is an extensive biological or biohazard event that is causing or has the 
potential to cause loss of life or serious risk to public health, significant adverse consequences for the 
Victorian community, and threatens to overwhelm the public health and healthcare systems.  

The COVID-19 pandemic has drawn major public health emergencies into sharp focus for both 
government and the community. It provides an opportunity to consider how prepared Victoria was to 
respond to a public health emergency of this scale, duration and severity. 

While the pandemic provides one example of a public health emergency to consider preparedness, 
Victoria’s arrangements need to be flexible enough to accommodate a range of public health 
emergencies. These may be rapid onset and brief duration (for example, thunderstorm asthma), of 
medium duration but broad scale (smoke and other air quality events) or gradual onset and prolonged 
duration (pandemic influenza). In addition to the COVID-19 pandemic, five case studies have been used 
by this review to consider the broader range of circumstances that may be linked to a major public health 
emergency. 

Preparedness is not defined in legislation and there are multiple definitions of preparedness in use across 
the emergency management sector. Descriptions of preparedness and the outcomes of being prepared 
are largely consistent across state planning documents. 

This review considers preparedness to be the shared actions of emergency management agencies and 
communities to anticipate, document, and prepare for, emergency events.  

Being prepared for major public health emergencies requires planning, testing, practising and refining of 
arrangements in a range of ways. People who contribute to the response, relief and recovery in these 
emergencies must also have the capability and capacity to enact these processes. 

Victoria’s approach to managing all emergencies is guided by a set of priorities. These give precedence 
to protecting life and providing information to the community. However, some priorities are only 
applicable to emergencies that cause the physical destruction of assets (personal, commercial, 
community and environmental) making them less directly relevant to major public health emergencies. 

An effective pandemic response requires actions and restrictions with which generations of Victorians 
are unfamiliar. It is one thing to block a road to prevent access to a flood-affected area; it is another 
entirely to confine people to their homes, restrict their intra- and interstate movement or mandate that 
they must be vaccinated in order to go about day-to-day life. While compliance with these restrictions 
was high, there were some who felt the restrictions unfairly imposed upon their human rights. 
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The COVID-19 pandemic and the extensive public health restrictions put in place to manage its impact 
drew the government and community’s focus to the question of when does an ‘emergency’ become 
something else? Victoria’s emergency management arrangements have been updated and refined over 
many years to deal with sometimes large-scale disasters. Yet even tragic events such as the 2009 
Victorian bushfires are defined and limited by time and space and do not often impact the whole state 
and its entire population.  

The arrangements barely contemplate that at some point an emergency will escalate into something that 
is a whole-of-Victorian community event with far reaching social, economic and political dimensions. 
They do not extensively plan for the potential of an emergency to overwhelm the State’s capacity to 
respond or develop to a point that threatens social stability.  

Preparedness depends upon foresight. In Victoria, despite the reforms of the previous decade, the 
emergency management arrangements continue to reflect what had gone before rather than imagining 
that which might be coming. In this context, history is evidently no longer an accurate guide to the future. 

The key document guiding Victoria’s preparedness for all emergencies is the Victorian Preparedness 
Framework (the Preparedness Framework). It outlines a series of core capabilities and critical tasks that 
can be used to assess overall emergency management capability and identify priority development 
areas. The capabilities and risk scenarios proposed in the Preparedness Framework provide a strong 
foundation for preparedness for major public health emergencies in Victoria. 

Many of the core capabilities outlined in the Preparedness Framework are relevant to major public health 
emergencies. However, Victoria’s level of preparedness in the core capability most specific to major 
public health emergencies – health protection – had not been assessed prior to the pandemic. 

Emergency management doctrine now links the core capabilities identified in the Preparedness 
Framework to agency roles and responsibilities outlined in the State Emergency Management Plan 
(SEMP). As the pandemic emerged, this was not the case in the Emergency Management Manual Victoria 
(EMMV). Other health emergency doctrine does not explicitly use the Preparedness Framework to guide 
planning. 

Risk and consequence management  

Victoria’s SEMP recognises that risk management must be embedded in all phases of emergency 
management and that responsibility for risk reduction must be shared across all sectors of society. 
Managing risk helps governments, institutions, businesses and communities make good decisions in an 
environment of uncertainty. Sound risk management identifies and protects what people and society 
value. 

Emergency management arrangements address hazards based on risk assessments that are highly 
influenced by past events like bushfires, floods, heatwaves, and pandemic influenza. Risk assessments 
should involve thinking about uncertain events, including those that may never have happened in 
Victoria or of a magnitude not yet experienced. 

Fundamental to Victoria’s emergency management reform over the past decade has been the elevation 
of consequence management; the idea that the outcomes of an emergency and their impact upon 
community are pivotal to the management of emergencies. Yet there remains confusion across the 
emergency management sector and government as to what consequence management means and who 
holds accountability for managing consequences. 

As the COVID-19 pandemic unfolded on a national scale, the state-level mechanisms for consequence 
management of an escalating Class 2 emergency of this nature were neither well defined nor tested. The 
ad hoc responses in areas such as quarantine have been examined through other reviews and inquiries. 
However, it is clear that the structures for dealing with the social and economic consequences of an 
emergency on the scale of a pandemic were lacking.  

The concepts of risk and consequence management are discussed in Chapter 4. 
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Legislation and regulation 

Legislation provides a foundational level of preparedness in Victoria’s emergency management 
arrangements, articulating powers, functions, roles, responsibilities and accountabilities of relevant 
personnel, agencies and departments in emergencies. 

The Emergency Management Act 1986; Emergency Management Act 2013 (EM Act 2013), the Public Health 
and Wellbeing Act 2008 and the Charter of Human Rights and Responsibilities Act 2006 underpin 
Victoria’s preparedness for major public health emergencies. They are supplemented by the Biosecurity 
Act 2015 (Cth). 

The EM Act 2013 created the statutory position of the Emergency Management Commissioner (EMC) and 
the organisation Emergency Management Victoria. The role and entity have legislated roles, obligations 
and powers relating to emergency coordination. The EMC has powers related to incident control if 
required. This Act also established the categories of Class 1 and Class 2 emergencies. 

The Public Health and Wellbeing Act establishes the current statutory position of Chief Health Officer 
(CHO) and outlines the roles, obligations and powers for the position and that of the Department of 
Health and its Secretary.  

Conflict and overlap in roles, powers and responsibilities between senior officials in emergency 
management and public health are not currently resolved in legislation or policy. There are similar 
accountabilities and powers for the EMC, CHO and Secretary of the Department of Health that apply in 
major public health emergencies. As a foundation for all other arrangements, this undermines 
preparedness, as some plans and procedures cannot be implemented in a way that concurrently satisfies 
all legislative accountabilities. 

The EM Act 2013 also outlines the role, responsibilities and powers of the State Controller, the lead control 
position in a Class 2 emergency. This Act specifies in part the method of appointment and the relationship 
between the EMC, departmental Secretary, and the State Controller(s). However, there remains some 
ambiguity around the authority of the State Controller. 

An exemplar of robust preparedness can be found in the arrangements for critical infrastructure 
specified in Part 7A of the EM Act 2013. These require planning, exercising and resilience networks for 
designated essential services and vital infrastructure. Other non-essential services participate or are 
exposed to the learnings and outcomes of those preparedness activities. Among the most valuable 
outcomes of the arrangements are the strong relationships and networks formed as a by-product of 
these regulated activities.  

The legislative underpinnings of managing public health emergencies are explained in Chapter 5. 

Plans and processes 

Planning for an effective response to a major public health emergency requires extensive engagement 
between public health experts, clinicians, diagnostic laboratory staff, emergency managers, the 
community (and especially those most at risk) and state and national agencies. It also demands the 
rigorous development of planning tools that will assist emergency managers, clinicians, and others to 
provide guidance to the wider community as the emergency unfolds. 

A critical factor in Victoria’s preparedness plans for pandemic is that these were largely based upon 
influenza-type epidemics. None of the plans in place were appropriate to the extent, duration or 
complexity of the COVID-19 pandemic at the state or national scale experienced since 2020. 

Victoria’s emergency management planning process is dynamic and facilitated by a strong collaborative 
relationship between government agencies and non-government stakeholders. While some stakeholders 
considered the available plans scalable, there was a degree of consensus that the plans had not been 
adequately tested or exercised and were limited by their focus on single events such as influenza.  

During the initial stages of the COVID-19 pandemic response, the arrangements and priorities established 
under the State Health Emergency Response Plan (SHERP), including pandemic influenza plans, were not 
used. This was due to the plans not being well-communicated and understood by those leading 
government’s emergency response. Roles and responsibilities for command and control are clear in the 
SHERP, but the plans arguably lack maturity and are not suited to a large scale and prolonged health 
emergency.  
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The SHERP and pandemic plans also lack consideration of logistics preparedness. Further they did not 
account for human behaviour and how that will adversely affect capability and capacity during a major 
public health emergency response. 

Planning and plans are the subject of Chapter 6. 

Governance and decision-making  

The complexity of Victoria’s governance arrangements for major public health emergencies is due largely 
to the different legislative bases from which these emergencies are managed. The intersection of 
emergency management and public health governance has resulted in complicated preparedness 
arrangements for command, control and coordination. It was clear early in the COVID-19 pandemic 
response that these arrangements were not fit-for-purpose for an event of this scale and duration. This 
led to ongoing changes and departures from preparedness arrangements to manage the broad 
consequences of COVID-19. 

In particular, the concept of control as it applies in health emergencies was not well understood across 
government. Early in the response phase, the decision to appoint the State Health Coordinator as State 
Controller rather than the CHO was the first significant departure from the arrangements. The decision 
highlighted the limitations upon an individual statutory appointment in acquitting multiple 
responsibilities during a major public health emergency of this scale. However, as the CHO still retained 
critical decision-making powers under the Public Health and Wellbeing Act, the line of control to State 
Controller - Health under these arrangements was compromised. During this period there were also 
governance deficiencies due to ineffective flow of cross-sector information and reduced attendance of 
key roles and representatives at key governance committees. 

The ongoing reorganisation of governance arrangements, including the elevation of governance and 
decision-making to ministerial level for six months in mid – to late 2020, was a further departure from the 
emergency management preparedness arrangements. This created additional confusion around 
accountabilities, as the CHO still held decision-making authority and the State Controller – Health was 
not directly involved in ministerial decisions. Ministerial decision-making effectively elevated control to 
government. This structure reduced the line of sight across the emergency management sector and 
eroded the efficiencies of the command-and-control decision-making structures designed for rapid 
emergency response.  

Reverting to state control arrangements at departmental Secretary level in late 2020 was viewed 
positively, as it brought governance back somewhat into closer alignment with emergency management 
preparedness arrangements. It also assisted with improving information flow, accountability and 
decision-making line of sight. The sector had also used internal assurance processes to identify and 
implement improvements to governance information sharing systems, tools and processes.  

This case study provides critical lessons into the strengths and weaknesses of Victoria’s preparedness 
arrangements for major public health emergencies that will support improved accountability, information 
flows and escalation and de-escalation processes to ensure more fit-for-purpose arrangements are 
embedded in future. 

These issues are discussed in Chapter 7. 

People capability and capacity 

The potential of certain public health emergencies to impact every Victorian has obvious implications for 
the availability of people to work in response and relief – whether in substantive or surge roles. 

Having people who know what to do (capability) and enough of them available (capacity) to respond to a 
major public health emergency was an existing and known challenge. The scale and complexity of the 
pandemic response outstripped business-as-usual coping capacity. The existing staffing and surge 
workforce arrangements were not designed for protracted or compounded major public health 
emergencies – but the foundations for subsequent workforce planning could have been stronger. 
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There was a general desire to increase emergency management capability and capacity. However, the 
sector did not know what its workforce looked like and there were no mechanisms for tracking emergency 
management capability and capacity. The sector had not systematically identified actual levels, forecast 
needs or any resultant gaps, all of which is baseline information necessary to build capability and 
capacity.  

Pre-existing staff shortages in public health, communications and community services impeded 
Victoria’s ability to meet increasing staffing demands, as did the opt-in nature of surge arrangements 
and discrepancies in pay and entitlements for emergency management roles across the Victorian Public 
Service. 

Many people worked incredibly hard under highly stressful circumstances to respond to the COVID-19 
pandemic and support the community during 2020 and beyond. The review’s commentary on capability 
and capacity reflects a system-level view and is not intended to detract from their extraordinary efforts. 

These matters are discussed in Chapter 8. 

Public communication  

Providing accurate, timely, and targeted public information and warnings is always a priority during an 
emergency. During major public health emergencies, public communications form an essential part of the 
response to provide the community with information about the public health hazard.  

Public communication proved a key challenge during the initial stages of the COVID-19 pandemic. A 
notable aspect of this was the government’s ability to maintain timely, accurate and coordinated public 
communications over an extended period. The extent and duration of such efforts has not been seen in 
past emergencies.  

While several plans produced before the COVID-19 pandemic included communication principles and 
strategies, these alone were not sufficient in providing the guidance necessary to manage the public 
communications aspect of the pandemic. However, the plans were scalable and could be adapted as 
needed.  

The Victorian Government brought together a team of communications professionals from different 
agencies and departments to form the Department of Premier and Cabinet COVID-19 Communications 
Team. This provided additional oversight for executive government; it arguably also created an 
impediment to the timely dissemination of public information.  

From early in the pandemic politicians and senior government figures were increasingly used at often 
lengthy daily media conferences. This approach helped build community trust and engagement. 
However, it was not without challenges. These included inconsistent, incorrect, and complicated 
messages.  

People need timely and understandable information to help inform their decision-making in an 
emergency. This is particularly important for vulnerable, and Culturally and Linguistically Diverse (CALD) 
communities who may need additional time, resources, and support to understand information. It is 
important to engage, network, and build relationships between the emergency management, health 
sectors and the peak bodies representing these communities before an emergency. The pandemic 
exposed a lack of preparedness for communicating with vulnerable and CALD communities.  

These matters are discussed in Chapter 9 

  



 19 

 

Systems and resources 

Public behaviour is a critical part of any emergency response. Having appropriate technology, tools and 
services to communicate with public, understand their behaviour and intervene where helpful and 
necessary is an important element of preparedness 

While information gathering and sharing technology adds significant value to preparedness, it does not 
currently form part of planning beyond business continuity.  

Early investment in intelligence gathering and sharing platforms across multiple agencies would support 
swifter stand-up and coordinated response across complex government operations. In Victoria there is a 
pattern of investment in technology after major emergency events occur. This has the benefit of 
hindsight but risks assuming that an IT solution can replace rather than enhance a culture of 
transparency.  

While technology may serve the greater number of Victorians, it should not be relied upon as meeting 
everybody’s needs. Future investment should be balanced with human-centred, long-term community 
engagement resources. 

Prior to the pandemic, there were no plans for personal protective equipment (PPE) provision beyond the 
health sector personnel, and provision to the public had not been considered. While the PPE Taskforce 
effectively prioritised allocation of non-medical PPE during the pandemic response, there is no enduring 
arrangement in place to prioritise PPE to meet essential services and/or public needs. Those responsible 
for PPE resourcing for public protection may need to consider wider availability of respirators such as P2 
or N95 masks to provide stronger protection from more transmissible variants or diseases, reducing the 
need for stronger public interventions like density limits and lockdowns. 

The issues around systems and resources are discussed in Chapter 10.  

Classes of emergency 

Victoria is the only Australian jurisdiction that categorises emergencies into classes. Grouping owes much 
to the state’s history of managing emergencies and to the dominant risks and hazards that have shaped 
its emergency management approach. 

Under the EM Act 2013, major emergencies are divided into Class 1 or Class 2 events. A third category of 
security emergencies are acknowledged as Class 3 events in administrative documents but not in 
legislation.  

Class 1 emergencies are defined as major fires or any other major emergency for which Country Fire 
Authority Fire Rescue Victoria, or Victoria State Emergency Service is responsible. The EM Act 2013 
defines Class 2 emergencies by exclusion as any major emergency that is not a Class 1 emergency nor a 
warlike act, act of terrorism, hijack siege or riot. 

A central question is what value does this categorisation add to preparedness, response or recovery in 
emergencies? Stakeholder feedback to this review suggested that there was some confusion as to how 
emergencies were classified as they grew in scale or severity. More significantly, some believed the 
classification led to the view that Class 1 emergencies were somehow more important or significant than 
Class 2 emergencies. 

Victoria’s division of emergencies into classes appears to have created an unintended hierarchy of 
emergencies rather than consistently supporting preparedness for all hazard types.  

The issues around classes of emergency are discussed in Chapter 11. 
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Opportunities for the future 

Terms such as ’catastrophe ‘and ’crisis’ are increasingly used to describe events or phenomena that 
extend beyond a more traditional paradigm of emergency. While a global pandemic is not something 
new, COVID-19 (along with escalating climate change) has presented challenges to government practice 
and civil society in Victoria and beyond not experienced since the Second World War.  

A key issue is the premise upon which the management of emergencies is based. Victoria has adopted a 
risk-based approach, common to government and business around the world. Risks are assessed and 
ranked; mitigations are put in place and preparedness ensured. According to this approach, events such 
as pandemics are considered low risk, high consequence. Where the consequences of an event are by 
their nature far-reaching, as they will be in a pandemic, cyber-attack or heatwave, the utility of risk-
based command-and-control approaches in dealing with these events must be interrogated.  

Risk management and risk assessment is essentially an historical process that relies on hindsight. It 
largely lacks the imagination of what might happen in the future. In recent years, a premium has been 
placed on building resilience, and in particular community resilience, to the consequences of emergencies 
and disasters.  

Resilience is the counterpoint to risk and a hedge against consequence. The better prepared and more 
resilient a community is against risks, the better it will respond to and recover from emergencies without 
depending entirely upon support from government and outside agencies.  

It is noteworthy that the United Kingdom which has struggled to manage the COVID-19 pandemic 
effectively, is producing some of the clearest thinking around emergency and crisis management in its 
wake. In December 2021 the House of Lords Select Committee on Risk Assessment and Risk Planning 
found that under a risk-based approach people are: 

‘not sufficiently encouraged to engage in emergency planning or build a level of personal 
preparedness … This approach falls short and does not empower the public to make informed 
decisions about personal safety. There is little evidence to suggest that providing information leads to 
panic. Providing individuals with knowledge about how to respond in a crisis and guidance to help 
build personal preparedness will improve societal resilience.’ 

 Preparing for Extreme Risks: Building a Resilient Society, House of Lords, Paper 110. 

The opportunity to better prepare the Victorian community against future major emergencies that have 
whole-of-government consequences and affect the entire community lies in building resilience through 
focusing on common consequences rather than discrete risks or specific hazards, and strengthening 
access to accurate, timely and relevant information.  
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Observations, findings and recommendations 

Chapter 3: Victoria’s approach to preparedness 

Observation 3.1 

The emergency management priorities are more applicable to Class 1 emergencies than most Class 2 
emergencies and major public health emergencies in particular. 
 

Finding 3.1 

The capabilities and risk scenarios proposed in the Victorian Preparedness Framework provide a 
strong foundation for preparedness. 
 

Observation 3.2 

Victoria’s level of preparedness in the core capability of health protection as defined in the Victorian 
Preparedness Framework had not been assessed prior to the pandemic. 
 

Observation 3.3 

Despite the value of the Victorian Preparedness Framework in outlining core capabilities for 
emergency management, it has not been validated or operationalised and is not currently driving a 
consistent approach to preparedness for major public health emergencies. 
 

Chapter 4: Risk and consequence 

Observation 4.1 

Emergency management arrangements address hazards based on risk assessments that are highly 
influenced by past events, rather than potential high-consequence, low-frequency events. 
 

Observation 4.2 

There is no common procedure or assurance mechanism in place to mitigate, control and prepare for 
state-level emergency risks in Victoria. The Emergency risks in Victoria reports do not require any 
department or agency to implement or report on risk control measures. 
 

Finding 4.1 

The state risk assessments informing Victoria’s preparedness for major emergencies are largely 
shaped by qualitative evidence based on historical data. 
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Observation 4.3 

The Critical Infrastructure Resilience Strategy requires rigorous consideration of risks and planning to 
increase resilience of critical infrastructure. This is supported by assurance, exercising, reporting and 
auditing. 
 

Finding 4.2 

There is limited guidance or requirement to identify vulnerable people in risk assessments or 
incorporate measures to support their needs before, during and after emergencies. 
 

Finding 4.3 

There is confusion across the emergency management sector and government as to what 
consequence management means and who holds accountability for managing consequences.  
 

Finding 4.4 

Pathways for escalating consequence management for emergencies that affect whole-of-government 
and whole-of-community are not clearly defined and tested. 
 

Observation 4.4 

The Inspector-General for Emergency Management’s Review of impact assessment and consequence 
management (2019) found many issues inhibiting the value of consequence management. Many of 
these issues continue to affect the management of emergencies across the emergency management 
sector. 
 

Chapter 5: Legislation and regulation 

Finding 5.1 

Preparedness for major public health emergencies is undermined by similar and potentially competing 
powers and accountabilities between the Emergency Management Act 2013, Public Health and 
Wellbeing Act 2008, State Emergency Management Plan and State Health Emergency Response Plan.  
 

Finding 5.2 

The legislated powers of the State Controller are less comprehensive and clear than those of the State 
Response Controller despite both positions having the lead control function in their respective classes 
of emergency. 
 

Finding 5.3 

The current arrangements for major public health emergencies do not require a single State Controller 
and do not resolve the potential for competing powers or establish a hierarchy of control between 
multiple state controllers, the Chief Health Officer, and the Emergency Management Commissioner. 
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Observation 5.1 

Critical infrastructure arrangements mandate structures that encourage year-round collaboration 
and relationships between and within critical infrastructure sectors. 
 

Observation 5.2 

Critical infrastructure arrangements support regular multi-agency cross-sector exercising and greater 
sophistication in the scenarios exercised. 
 

Finding 5.4 

Critical infrastructure arrangements mandate risk assessments, planning, exercising and assurance 
activities that directly increase preparedness for emergencies and indirectly strengthen relationships 
and increase awareness of roles and responsibilities. 
 

Observation 5.3 

Development of Adaptation Action Plans under the Climate Change Act 2017 provide an opportunity to 
regularly plan for and evaluate actions taken to increase community resilience in the face of climate 
change. 
 

Chapter 6: Plans and processes 

Finding 6.1 

There is a large amount of variability in the comprehensiveness and strength of planning to support 
vulnerable people in emergencies that leaves some cohorts of the population at greater risk of being 
severely impacted by major public health emergencies. 

 

Observation 6.1 

There were plans in place prior to the COVID-19 pandemic that outlined key arrangements, roles and 
responsibilities for major public health emergencies but there was a low level of awareness of these 
plans outside the emergency management sector. 
 

Observation 6.2 

Planning for major public health emergencies has been facilitated by strong inter-agency relationships 
and cross-sector work. 

 

Observation 6.3 

Public health emergency planning did not include strong consideration of traditional incident 
management functions. 
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Finding 6.2 

The State Health Emergency Response Plan and pandemic plans did not consider practical demands 
on emergency management sector capacity and human factors affecting capability and capacity 
across government. 
 

Finding 6.3 

The pandemic plans in place were difficult to scale up to an extent that provided strong guidance 
during the initial stages of the COVID-19 pandemic. 
 

Chapter 7: Leadership and accountability 

Observation 7.1 

During the COVID-19 pandemic the Victorian Government needed to manage some portfolios that 
were the responsibility of the Australian Government which caused an unanticipated strain in the 
initial management of the pandemic.  
 

Finding 7.1 

The Victorian Government’s preparedness to support all Victorians was inhibited by a lack of 
leadership by the Australian Government in supporting cohorts of vulnerable people under its remit. 
 

Recommendation 1 

The Inspector-General for Emergency Management recommends that the Victorian Government 
creates a permanent accountability mechanism to advocate for the needs of vulnerable communities 
and individuals before, during and after emergencies. This mechanism should: 

(a) increase emergency preparedness for vulnerable Victorians 

(b) develop relationships between the emergency management sector, peak bodies, community 
groups and government portfolios representing vulnerable people.  

 

Observation 7.2 

The governance arrangements for public health emergencies are based on an Australasian Inter-
service Incident Management System, which is flexible, aligned with leading practice and well-
practised across the Victorian emergency management sector. 
 

Finding 7.2 

The governance arrangements for major public health emergencies add a layer of control and 
coordination to the basic incident management structure that is not regularly utilised or practised.  
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Observation 7.3 

The State Health Emergency Response Plan assumes that a major public health emergency can be 
controlled by a single person operating as the Chief Health Officer and the State Controller. The 
COVID-19 pandemic demonstrated this arrangement is not practical as it creates a role that is too 
expansive for one person to fulfill. 
 

Finding 7.3 

The control and coordination powers and functions in major public health emergencies are not clear, 
create conflict in the line of control and make it difficult for individuals to exercise the full extent of 
their statutory roles. 
 

Finding 7.4 

The governance arrangements for major public health emergencies do not provide clear guidance to 
ensure the appropriate management of the broad health, social and economic consequences. 
 

Finding 7.5 

Outside of the emergency management sector, there was a lack of awareness and understanding of 
existing major public health emergency governance arrangements before and during the COVID-19 
pandemic. 
 

Finding 7.6 

During the COVID-19 pandemic, departures from existing governance arrangements and the 
introduction of parallel governance arrangements led to confusion around roles, responsibilities, 
authority and the delineation of command and control.  
 

Finding 7.7 

Decision-making and tasking escalation pathways into executive government were not well 
established and caused new arrangements to be established during the COVID-19 pandemic. 
 

Finding 7.8 

Information flow was not appropriately aligned to risk management, accountability (roles and 
responsibilities), and the temporal requirements for decision-making across all phases of an 
emergency. 
 

Finding 7.9 

Preparedness for major public health emergencies was destabilised by a low level of confidence that 
the governance arrangements in place would provide senior officials and ministers with appropriate 
information in a timely manner to acquit their accountabilities. 
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Finding 7.10 

Existing emergency management governance arrangements were not suited to a crisis with whole of-
government, whole-of-community consequences. 
 

Recommendation 2 

The Inspector-General for Emergency Management recommends that the Victorian Government 
ensures there is a clear, consistent line of control in major public health emergencies by: 

(a) establishing arrangements that clarify and distinguish between respective levels of accountability 
while providing for appropriate span of control 

(b) resolving conflicting roles and responsibilities between the Emergency Management Act 2013, 
other relevant Acts and key emergency management doctrine including the State Emergency 
Management Plan, and the State Health Emergency Response Plan.  

 

Recommendation 3 

The Inspector-General for Emergency Management recommends that for emergencies with whole-of-
government, whole-of-community consequences the Victorian Government develops and exercises 
management arrangements that: 

(a) ensure suitable oversight and accountability for ministers and senior officials during major 
emergencies  

(b) specify conditions for escalating the management of emergencies where there are whole-of-
government, whole-of-community consequences 

(c) prescribe control, coordination and consequence management accountabilities to individuals with 
the appropriate authority to enact them.  

 

Recommendation 4 

The Inspector-General for Emergency Management recommends that Emergency Management 
Victoria ensure accountabilities for control, coordination, consequence management and 
communications are clearly described through existing emergency management policy and planning 
frameworks. The work should: 

(a) be applicable to accountabilities for all incidents irrespective of hazard type and scale 

(b) clearly identify pathways and criteria for escalating accountabilities 

(c) establish appropriate reserve powers to provide accountability in circumstances where there are 
no specific control arrangements or the line of control is unclear, contested or inadequate 

(d) include the accountabilities of ministers and senior officials in emergencies and in business-as-
usual activities. 
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Chapter 8: Capability and capacity 

Finding 8.1 

The business-as-usual capacity in the Department of Health and Human Services’ Health Protection 
Branch was under-resourced, which limited preparedness for major public health emergencies. 

 

Finding 8.2 

There was a lack of an agreed strategy or coordination mechanism in place to generate emergency 
management surge capacity and basic plans to draw on Victoria’s public service capacity were 
constrained by differences in entitlements and industrial agreements. 
 

Observation 8.1 

The operational response plans prepared under the State Health Emergency Response Arrangements 
briefly mention but do not describe the Department of Health and Human Services’ health protection 
surge workforce arrangements. 
 

Observation 8.2 
The Department of Health and Human Services was aware the number of staff available to support 
emergency surge requirements was declining prior to the pandemic. 

 

Finding 8.3 
Surge planning for public health emergencies lacks detail and does not include arrangements for 
identifying, deploying and maintaining surge personnel. 

 

Observation 8.3 

In business continuity planning many departments and agencies planned for loss of staff in isolation, 
assuming emergencies or business disruptions would only impact their organisation; and that they 
would be able to draw on other departments and agencies to supply back-fill or surge staff. 

 

Observation 8.4 

Using private sector call centres to support contact tracing efforts provided access to a diverse 
workforce with extensive language and cultural skills and is a positive example of the benefits of the 
Victorian Government and private industry collaboration. 

 

Finding 8.4 

The surge capacity arrangements in place prior to the pandemic did not adequately prepare Victoria 
to provide a timely and sustained surge response for a range of roles including frontline workers and 
emergency management leaders. 
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Finding 8.5 

The centralised model of contact tracing and outbreak management was not suited to statewide, 
prolonged communicable disease emergencies. 
 

Recommendation 5 

The Inspector-General for Emergency Management recommends that all Victorian Government 
departments' emergency surge arrangements:  

(a) operationalise basic surge plans and principles 

(b) facilitate the efficient deployment of Victorian Public Service surge capacity 

(c) outline contingencies for when the capacity of the department and the Victorian Public Service is 
exhausted.  

 

Observation 8.5 

The statewide emergency relief program relies heavily on organisations that depend on volunteers 
with few contingencies in place to respond to scenarios where volunteers may be unable to support 
relief efforts. 
 

Observation 8.6 

Additional funding from the Victorian Government was required by the Australian Red Cross to 
generate sufficient capacity to provide psychosocial support and practical advice to the community 
during the COVID-19 pandemic. 

 

Observation 8.7 

Community services organisations provided vital support to community members affected by the 
COVID-19 pandemic in 2020 and continue to do so. 

 

Finding 8.6 

While not assessed under the Victorian Preparedness Framework, the actual levels of, and existing 
shortfalls in, health protection capability and capacity were well known prior to the pandemic. 

 

Observation 8.8 

Emergency Management Victoria’s strategic workforce development work for the emergency 
management sector has repeatedly stalled due to insufficient resources and competing demands 
including operational activity and multiple concurrent high-level projects.  
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Finding 8.7 

During the COVID-19 pandemic, the lack of emergency management sector-level or whole-of-
government capability and capacity planning resulted in siloed planning where departments and 
agencies did not consider the interdependent nature of sector capability and capacity. 
 

Finding 8.8 

There was a limited amount of exercising done to test preparedness of all emergency management 
functions for realistic and complex pandemic scenarios. 
 

Finding 8.9 

Despite multi-agency pandemic influenza exercises being held prior to the COVID-19 pandemic and 
lessons being identified, there is no consistent process in place to ensure lessons are applied to 
improve preparedness for future emergencies. 
 

Finding 8.10 

The effectiveness of exercising is constrained by staff availability, funding and competing priorities, 
leading to lower complexity scenarios being used particularly for senior government personnel.  
 

Recommendation 6 

The Inspector-General for Emergency Management recommends that Emergency Management 
Victoria coordinates a schedule of multi-agency exercises that: 

(a) tests the capability of relevant organisations in complex scenarios 

(b) practises the roles of senior officials  

(c) embeds a closed loop lessons management process.  

 

Chapter 9: Public communications 

Finding 9.1 

Existing public communications plans and arrangements were able to be adapted to suit the needs 
of the pandemic as they were scalable and had been refined following other major public health 
emergencies. 

 

Finding 9.2 

The flexibility of public communications arrangements allowed different departments and agencies 
to work collaboratively in disseminating public messages and information. 

 

 



30  Review of Victoria’s preparedness for major public health emergencies, including pandemics 

 

Observation 9.1 

Public communications played a critical role in directing the public to modify their behaviours 
during the pandemic to an extent and duration not seen in previous emergencies. 

 

Finding 9.3 

The use of senior politicians and departmental representatives to provide daily information updates 
in media conferences addressed the community's need for a trusted, consistent and single source of 
information. 
 

Observation 9.2 

Victoria was not prepared to provide high-level quality assurance and coordination or government 
oversight in public communications, and the establishment of the Department of Premier and 
Cabinet COVID-19 Communications Team addressed this need. However, the establishment of a new 
emergency public communications structure created confusion and frustration around roles, 
responsibilities and accountabilities, and many perceived it to delay the dissemination of important 
public messaging. 
 

Finding 9.4 

Networks that could have been leveraged to provide timely, tailored and accurate information to 
vulnerable and high-risk cohorts were not activated early enough in the initial stages of the 
pandemic. 
 

Chapter 10: Systems and resources 

Finding 10.1 

During the COVID-19 pandemic, the Department of Health and Human Services needed to quickly 
digitise and upscale outdated, manual data entry processes fundamental to managing public health 
emergencies. 

 

Observation 10.1 

The QR code tracker system for COVID-19 test results, and automated SMS notifications for negative 
results, improved speed and capacity in testing and notification turnaround times. 
 

Finding 10.2 

The Victorian emergency management sector often reactively invests in new or additional 
automated information sharing and shared-use systems, rather than developing and refining 
existing systems to support all emergencies ahead of time. 
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Finding 10.3 

There is no permanent centralised arrangement or framework in place to prioritise and distribute 
National Medical Stockpile supplied Personal Protective Equipment to meet essential services 
and/or public needs. 
 

Observation 10.2 

Cool places and clean air spaces will become increasingly important to provide relief to the 
vulnerable members of the community during heat and smoke events. 
 

Observation 10.3 

The purpose-built Victorian Quarantine Hub at Mickleham is an essential physical asset to Victoria’s 
future pandemic preparedness, as well as providing temporary emergency accommodation during 
other emergencies. 
 

Chapter 11: Classes of emergency 

Observation 11.1 

The division of Victorian emergencies into classes has created an unintended hierarchy of 
emergencies and is often perceived to reflect frequency, severity or consequence, rather than 
hazard type.  
 

Finding 11.1 

The classification of Class 1 and Class 2 emergencies has elevated Class 1 emergencies in 
importance, while failing to encourage preparedness or resourcing for the management of Class 2 
emergencies.  
 

Finding 11.2 

The classification of emergencies is unnecessarily confusing to those charged with supporting their 
management across government.  
 

Recommendation 7 

The Inspector-General for Emergency Management recommends that the Victorian Government 
abolishes the current classification of emergencies as either Class 1, 2 or 3. In prescribing future 
arrangements, the Victorian Government should ensure that: 

(a) the Chief Commissioner of Police’s role in the control and coordination of security-related 
emergencies is unchanged 

(b) there is no change to the specified forms of emergency (hazards) assigned to control and 
support agencies for response. 
 

 

 



 

 

1 Introduction 
 

 

 

 

 

The Inspector-General for Emergency Management (IGEM) is an independent statutory role with 
responsibilities under the Emergency Management Act 2013 (EM Act 2013) to:1 

• provide assurance to government and the community with respect to emergency management 
arrangements in Victoria 

• foster continuous improvement in emergency management in Victoria.  

IGEM undertakes system-wide reviews, including reviews of the emergency management functions of 
responder agencies and government departments as defined under   64(1)(b) of the EM Act 2013.  

The Review of Victoria’s preparedness for major public health emergencies, including pandemics – 
was identified in IGEM’s Annual Forward Plan of Reviews 2021, which was provided to relevant agencies 
and then Acting Minister for Police and Emergency Services as required by section 66 of the EM Act 2013.2 

All of IGEM’s assurance activities are guided by the Assurance Framework for Emergency Management 
which provides the foundation for a coordinated and collaborative approach to sector-wide assurance 
issues.3 IGEM considers all relevant evidence in an impartial and objective manner and makes 
observations, findings and recommendations based on merit and without bias.  

1.1 Rationale 

Now stretching into its third year, the COVID-19 pandemic continues to demonstrate the full extent of a 
major public health emergency, drawing Victoria’s preparedness for such emergencies into focus. The 
pandemic has tested Victoria’s emergency management, health and public health arrangements to 
control the spread and severity of COVID-19. The consequences of the pandemic have reached into every 
portfolio of government and greatly affected individuals, families, businesses and communities.  

The COVID-19 pandemic has been an extreme test of Victoria’s major public health emergency 
arrangements and the unique nature of its scale, scope and duration has led to whole of community 
impacts rarely seen in Victoria. However, Victorians deal with other major public health emergencies on a 
more regular basis.  

The emergency management sector historically focused on hazards such as fires, storms and floods. 
Following a period of significant reform triggered by the establishment of the EM Act 2013, the sector has 
expanded to formally adopt an all-hazards approach.  

The EM Act 2013 established classes of emergencies. Fires, floods and storms (and other emergencies 
often considered natural hazards) are Class 1 emergencies. Class 2 emergencies are emergencies that 
are not Class 1, and not security-related emergencies such as sieges. This means Class 2 emergencies 
include a diverse range of health, agricultural, service disruption, environmental and wildlife events. 

IGEM has noted a tendency for emergency management arrangements to cater to Class 1 emergencies, 
particularly fires. This observation has been echoed by stakeholders in several recent reviews.  

IGEM’s 2015 Review of Victoria’s emergency management sector preparedness for major emergencies 
identified several improvement opportunities. IGEM’s ongoing monitoring of the sector, subsequent 
reviews and focused monitoring of Victoria’s COVID-19 response throughout 2020–21 has revealed further 
opportunities to improve Victoria’s preparedness for emergencies, this time with a focus on major public 
health emergencies. 
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1.2 Review aims and objectives 

Through this review IGEM has examined and assessed planning and preparedness for major public 
health emergencies. The State’s COVID-19 pandemic response has provided examples of how Victorian 
arrangements were implemented, what adjustments were deemed necessary, and the effectiveness of 
these arrangements and other preparedness activities.  

Other hazards are used as additional case studies to compare Victoria’s preparedness for other major 
public health emergencies.  

This review aimed to provide independent assurance to the minister and community regarding Victoria’s 
preparedness for major public health emergencies.  

Where appropriate, it identifies improvements for the management of future major public health 
emergencies and, where applicable, to other Class 2 emergencies within the context of the broader 
emergency management framework.  

At a broad level, the review examines:  

• preparedness arrangements for major public health emergencies including governance, risk 
assessment, planning and exercising prior to the COVID-19 pandemic   

• appropriateness and effectiveness of arrangements developed for and refined during the COVID-19 
response in 2020  

• accountability for decision-making, interaction between executive and operational governance 
structures, information flow and transparency of decisions made  

• interaction between the emergency management and public health sectors, and the workforce 
capability and capacity across both  

• appropriateness of designation of classes of emergencies in Victoria with respect to future 
emergency management outcomes. 

1.3 Scope of review  

Any documents, information, opinion and commentary related to the review’s aims and objectives are in 
scope for this review.  

The review considered all arrangements and activity related to preparedness for major public health 
emergencies. These arrangements are tested against six public health emergencies to consider their 
appropriateness and effectiveness for achieving greater levels of preparedness across the sector, 
government and community.  

Victoria’s response to the COVID-19 pandemic serves as this review’s primary case study. The review 
focuses on response activities throughout 2020 to allow consideration of how existing arrangements 
served to increase response efficiency and effectiveness in the early stages of the pandemic.  

This review does not consider any pandemic response, relief or recovery activities that occurred after 
December 2020. This was to ensure a focus on existing preparedness, rather than an evaluation of 
Victoria’s ongoing response to COVID-19. 

IGEM notes that the sector, government and community continue to grapple with COVID-19 outbreaks 
and the ongoing consequences of the pandemic. It also recognises that legislation, plans, policies and 
procedures have been adapted to better respond to the pandemic. IGEM considered both why changes 
were necessary, and any updated arrangements when making recommendations.  

IGEM uses other case studies for comparative purposes. Hazard-specific arrangements as at January 
2022 reflect reviews and assurance activities following recent emergencies. These provide examples of 
how arrangements influenced preparedness for emergencies since 2009, with greater focus on 
emergencies that have occurred more recently.  
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While this review looks primarily at state-level arrangements, IGEM has also considered preparedness 
activities required by the Victorian Government at the local government level. The interaction between 
Victorian and Commonwealth arrangements are assessed, focusing on Victoria’s role in consideration of 
Commonwealth roles, responsibilities and broad preparedness activities.  

Finally, the review focuses on the public health and emergency management sectors, with the 
preparedness of pre-hospital, hospital and primary care sectors out of scope.  

1.4 Timing  

IGEM commenced this review in April 2021, gathering evidence throughout 2021 and concluded in 
February-March 2022 with stakeholder interviews and final requests for documentary evidence.  

This final report was completed in June 2022 and provided to the Minister for Emergency Services on 
30 June 2022.  

Stakeholders involved in the review provided evidence and commentary during periods of isolation, 
significant pandemic response activities and other public health restrictions associated with the  
COVID-19 pandemic.  

The pandemic continued to affect business-as-usual activities, daily life and emergency management 
activities throughout the entire period of this review. IGEM recognises that should government accept 
recommendations made in this report, the organisations charged with their implementation will continue 
to be involved in Victoria’s pandemic response and recovery for some time.  

1.5 Approach  

This review describes relevant preparedness activities and arrangements in place for major public health 
emergencies specifically, as well as those related to specific public health hazards and broader 
emergency management arrangements that are applicable to all emergencies. 

The appropriateness of the arrangements and activities for increasing preparedness for major public 
health emergencies in principle, have been considered. Relevant and recent major public health 
emergencies are used as tests of the arrangements to assess whether the work done in preparing for the 
emergencies put the community, government and those with response accountabilities in good stead to 
manage them. 

 Lines of enquiry  
IGEM developed the following high-level lines of enquiry to guide analysis of the review’s evidence: 

• What arrangements are in place to guide planning, readiness and response of major public health 
emergencies? 

• What other preparedness activities are in place to increase preparedness for major public health 
emergencies? 

• Does the work done in preparation for major public health emergencies provide clear and consistent 
guidance and frameworks for managing the response to these emergencies? 

• How scalable and adaptable are the arrangements to suit all types of major public health 
emergencies? 

• What opportunities exist to increase preparedness for major public health emergencies and to use 
existing resources more efficiently and effectively? 
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 Information sources 
IGEM analysed information from multiple sources to prepare this report and generate the observations, 
findings and recommendations.  

All government departments, responder agencies, Victoria Police (VicPol), Ambulance Victoria (AV) and 
Emergency Management Victoria (EMV) were invited to provide documentary evidence. A selection of 
health services and community advocacy groups were also involved to provide information and 
commentary on aspects of preparedness.  

The types of evidence considered in this review included:  

• organisational and operational plans, records, procedures and reports 

• interviews with stakeholders and sector agencies  

• third-party literature reviews  

• desktop analysis of relevant legislation, guidelines and policies  

• stakeholder, sector, agency and independent reviews and evaluations  

• news media including online, print and broadcast  

• stakeholder feedback on the draft report.  

Stakeholder quotes are used throughout the report to illustrate themes derived from the triangulation of 
evidence or to represent the views of many stakeholders.  

Stakeholder quotes are taken from interviews conducted as part of this review. IGEM interviewed 
individuals who were authorised to speak on behalf of their organisation, or were identified as individuals 
whose experience or expertise allows them to provide accurate information and commentary on the 
review’s lines of enquiry. In most cases these quotes are not attributed to a specific source to maintain 
confidentiality, as per section 72 (1) of the EM Act 2013. 

 Currency of arrangements and doctrine 
During this review there were several relevant changes in departmental structures and the emergency 
management sector that have implications for the currency of the observations, findings and 
recommendations made. 

A Machinery of Government change came into effect on 1 February 2021 separating the Department of 
Health and Human Services (DHHS) into two new departments – the Department of Health (DH), and the 
Department of Families, Fairness and Housing (DFFH).  

As DHHS was functioning for the entire scope period of this review, discussions of actions, decisions and 
the role of the department are relevant when discussing preparedness arrangements in place prior to the 
pandemic, and when describing the early pandemic response in 2020. However, in some cases 
commentary on changes made and opportunities for improvement are more appropriately directed 
to DH.  

In September 2020, parts of the Emergency Management Manual Victoria (EMMV) were replaced by the 
State Emergency Management Plan (SEMP). For consistency, this review mostly refers to the SEMP 
recognising the similarity in the arrangements specified in the two documents.  

In related activity, EMV is leading significant sector reform through implementation of the Emergency 
Management Legislation Amendment 2018 Act. Most notably for this review this involves the introduction 
and alteration to regional and municipal emergency management planning arrangements. While these 
changes would not have influenced preparedness for the COVID-19 pandemic, IGEM recognises the 
planning arrangements are being implemented to improve preparedness for all emergencies. 

On 7 December 2021 the Public Health and Wellbeing Amendment (Pandemic Management) Bill 2021 
(Pandemic Management Bill) received Royal Assent. The Public Health and Wellbeing Amendment 
(Pandemic Management) Act 2021 changes accountabilities, functions and roles for several emergency 
powers described under the Public Health and Wellbeing Act 2008, many based on the experiences and 
learnings of the early stages of the pandemic. IGEM has been cognisant of these changes in making its 
recommendations. 
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 Observations, findings and recommendations  
All observations, findings and recommendations were developed through a triangulation process, 
validated by key stakeholders, subject matter expertise, research and observations. Validation was also 
sought through a stakeholder workshop and feedback on the draft report.  

Observations reflect a strong consensus of evidence that describes a potential problem or solution for the 
sector, however IGEM cannot confirm the application or relevance of this evidence across the sector. As 
such, observations are strong indicators of potential or emerging issues that would be useful to consider 
in emergency management planning.  

Findings describe a significant amount of evidence that has implications across the sector and was 
consistently found to have important direct or indirect effects on preparedness for major public health 
emergencies.  

Recommendations are made when multiple findings and observations identify a gap in Victoria’s 
preparedness arrangements and IGEM determines that a well-considered change across the sector 
would increase the safety and resilience of Victorians.  

IGEM assigns organisations as accountable for implementing the recommendation based on their 
legislative responsibilities and assigned roles as per the SEMP. IGEM considers the availability of 
resources required to implement the recommendations and other issues related to the viability of 
implementation.  

1.6 Acknowledgements  

IGEM acknowledges the amount of time and effort provided by stakeholder organisations and the 
individuals charged with coordinating their organisation’s submission of evidence, follow-up information, 
interviews and feedback.  

This review was planned and conducted during the COVID-19 pandemic – a time when contributing 
stakeholders were also balancing many priorities in difficult circumstances.  

Most of the data collection and feedback processes occurred during periods of heightened workload, 
altered working arrangements and public health restrictions. Despite this, stakeholder contacts were able 
to coordinate internally to provide significant amounts of evidence to the review, participate in virtual 
data collection and validation activities and respond promptly to IGEM’s requests.  

IGEM was aware that other assurance activities in relation to the COVID-19 pandemic were being 
conducted, often involving the same stakeholder contacts. The commitment from those individuals to 
contribute candidly and completely to this review is greatly appreciated. 

As noted throughout this review, IGEM recognises that the people responsible for supporting Victoria’s 
preparedness for major public health emergencies work incredibly hard. This has never been more 
apparent than during the COVID-19 pandemic which overlapped with major bushfires in 2020, coincided 
with destructive storms in 2021, and the ongoing recovery efforts to support Victorians affected by all 
emergencies. 



 

 

2 Context 
 

 
 
 

2.1 Definitions 

 Preparedness 
The EM Act 2013 does not define emergency preparedness, though multiple definitions of preparedness 
have been adopted across Victoria’s emergency management sector. However, descriptions of 
preparedness and the outcomes of being prepared are largely consistent across state planning 
documents.  

Some preparedness definitions refer to the development of systems and procedures. Others also 
incorporate an assurance component of regular testing and improvement of these systems and 
procedures.  

In the EM Act 2013, preparedness appears among the planning requirements for government and 
responsible entities, alongside mitigation, response and recovery. The SEMP (2020) defines preparedness 
for sector agencies ‘to prepare for and reduce the effects of emergencies’, while the Victorian 
Preparedness Framework (2018) further describes it as a sector coordination activity.  

IGEM’s 2015 Review of Victoria’s emergency management sector preparedness for major emergencies 
supports the concept of preparedness as a shared activity, and further explains that it is guided by risk.  

Previously, emergency management doctrine sometimes considered preparedness to be part of a 
continuum of phases, occurring before response. However, there is now a strong recognition that 
preparedness is not a separate phase, but one that applies to and across prevention, response, and 
recovery phases.  

This review considers preparedness to be: 

The shared actions of emergency management agencies and communities to anticipate, document and 
prepare for emergency events.  

Preparedness activities include: 

• planning 

• establishing and evaluating structures and systems 

• exercising and training 

• capability and capacity planning 

• developing and maintaining systems and platforms 

• ensuring appropriate equipment, infrastructure and consumables are available. 

In effect, the arrangements in place, and the sector’s familiarity with those arrangements and ability to 
implement them all contribute to the overall level of preparedness. 

 Major public health emergencies 
The categorisation of ‘major public health emergencies’ has been formulated for this review as there is no 
pre-existing definition of a major public health emergency. IGEM has adopted a definition that has drawn 
from the EM Act 2013, State Health Emergency Response Plan (SHERP) and the SEMP.  
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A major emergency is defined in the EM Act 2013 Part 1 as  

(a) a large or complex emergency (however caused) which—  

 (i) has the potential to cause or is causing loss of life and extensive damage to property, infrastructure 
or the environment; or  

(ii) has the potential to have or is having significant adverse consequences for the Victorian 
community or a part of the Victorian community; or  

(iii) requires the involvement of 2 or more agencies to respond to the emergency; or  

(b) a Class 1 emergency; or  

(c) a Class 2 emergency.  

The SHERP defines a health emergency as: 

 …an incident or emerging risk to the health of community members, from whatever cause, that 
requires a significant and coordinated effort to ensure the health system can effectively respond and 
mitigate the adverse health consequences for communities. 

State Health Emergency Response Plan (2017) 

The SEMP defines public health emergencies as those where DH (formerly DHHS) is the control agency, 
covering biological and radioactive incidents, contamination of retail food or water supply, and human 
disease. In a secondary sense, these events arise when there are health impacts from other emergency 
types. There is no definition at which point a public health emergency is considered ‘major’.  

The Australian Government Department of Health describes health emergencies as including disease 
outbreaks, natural disasters, and mass casualty incidents. Though public health is broadly the jurisdiction 
of the states and territories, it notes that national coordination may be required if the emergency crosses 
state borders. The World Health Organisation (WHO) takes a similar jurisdictional view, defining a public 
health emergency of international concern as an extraordinary event that may require a coordinated 
international response.  

To consider the level of preparedness for a variety of public health emergencies, this review considers a 
major public health emergency to be: 

An extensive biological, biohazard, radiation or other physical event that is causing or has the potential to 
cause loss of life or serious risk to public health, significant adverse consequences for the Victorian 
community, and threatens to overwhelm the public health and healthcare systems.  

Major public health emergencies involve a myriad of hazards, for example the accidental release of 
biological or radioactive substances, contamination of water or food, and communicable human disease. 

Six major public health emergencies are used as case studies to consider preparedness: the COVID-19 
pandemic, smoke (air quality emergency), extreme heat events, blue green algae (water contamination), 
thunderstorm asthma, and pandemic influenza.  

 Class 2 emergencies  
Major public health emergencies are categorised as Class 2 emergencies as per the EM Act 2013.  

It states that a Class 2 emergency is a major emergency which is not:  

(a) a Class 1 emergency; or    

(b) a warlike act or act of terrorism, whether directed at Victoria or a part of Victoria or at any other 
State or Territory of the Commonwealth; or    

(c) a hi-jack, siege or riot.   

Although partially defined by what it is not, a Class 2 emergency indicates the emergency is a major 
emergency. Not all public health emergencies are Class 2 emergencies as this classification requires a 
certain scale.  

Likewise, not all Class 2 emergencies are major public health emergencies. Class 2 emergencies include a 
variety of other emergencies such as energy disruptions and biohazard emergencies. 
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In Victoria Class 1 emergencies (for example fires and floods) are more frequent and arguably more 
consistent in the response required. It is not unusual for Class 2 emergencies to be associated with Class 1 
emergencies. For example, bushfires may cause significant and prolonged disruptions to energy supply 
and cause contamination of drinking water. 

Class 2 emergencies and the associated arrangements are discussed extensively in Chapter 11 (p 158).  

2.2 Relevant assurance activity  

In its Review of Victoria’s emergency management sector preparedness for major emergencies IGEM 
made one recommendation: 

Emergency Management Victoria continue to lead the development and application of a 
comprehensive sector-wide preparedness model for integration within and across emergency 
management arrangements in Victoria.  

The model should clearly define preparedness within the context of sector and statewide activity, 
underpinned by a thorough understanding of risk, and embracing the principles of shared 
responsibility, through enhanced connections with Victorian communities.  

The model should specifically address, among other things, the key elements of governance, risk 
management, planning, capability and capacity assessment, training and development, exercising, 
evaluation and monitoring.  

Review of Victoria’s emergency management sector preparedness for major emergencies (2017) 

The review recognised that there were no widely used standards or metrics against which to assess 
preparedness. It also noted that stakeholders were unsure of what was needed or how to contribute to 
sector preparedness. 

EMV’s work in leading the response to this recommendation, as well as its preparedness work as an 
emergency management coordinating body is described in full throughout this report. 

 Pandemic review activity 
At the time of this report, Victoria moved into its third year of responding to the COVID-19 pandemic. Over 
this time, specific aspects of Victoria’s response to the pandemic, accountabilities of government, and 
impacts of the pandemic were the focus of various independent inquiries, committee hearings and 
reviews. In some cases, the sector has already started to address recommendations made by these 
reviews.  

Individual departments, agencies and emergency management teams have also been monitoring and 
reviewing their activities to implement learnings and increase the efficiency and effectiveness of efforts 
to control the spread and severity of the pandemic.  

Given this review’s consideration of all major public health emergencies, these other assurance activities 
have been considered in finalising this report. IGEM’s own recommendations acknowledge portfolios of 
work, ongoing emergency management reform and other specific review recommendations. All are 
intended to provide the sector and government an opportunity to streamline activity and focus 
improvements on preparedness for all major public health emergencies, and the emergency 
management arrangements generally. 

2.3 Major public health emergencies in Victoria 

Major emergencies are not unusual in Victoria. There is a long history of Class 1 emergencies: bushfires, 
floods, major urban fires, storms and even industrial accidents. However, Class 2 emergencies are less 
commonly faced by the community, responders and government. These include epidemics and 
pandemics. 
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Victoria prepares for Class 1 emergencies every year. This is especially so in relation to bushfire which 
follows a well-worn seasonal cycle, even if the start and end points are progressively being extended as 
climatic conditions shift. Preparation for floods is harder to attach to a calendar, but in anticipation of 
more random events a reasonable level of preparedness is still possible.  

Major public health emergencies occur every year, with various health hazards requiring a range of public 
responses. For example, there has been an increased number of drinking water incidents resulting in 
advisories issued in Victoria over the last two years. Animal and insect-borne diseases are increasing in 
frequency, affecting Victorians in ways that have not been experienced before. 

Some Class 2 emergencies are less easily prepared for, but only in the sense that they are unusual. While 
epidemics and pandemics occur infrequently this does not mean such events cannot be prepared for. 

A recent joint statement issued by the Scientific Academies of the G20 countries, which includes the 
Australian Academy of Science, notes that:  

The first lesson of pandemic preparedness is that this needs to start long before a new pandemic 
starts. 

S20 Pandemic preparedness and the role of science (2021) 

Preparedness requires a degree of imagination. It requires planners to look beyond previous experiences 
and prepare for the next extreme. This can involve evidence and modelling, but also requires a level of 
creativity to prepare for unusual and unforeseen hazard characteristics and consequences. 

Victoria has faced many major public health emergencies in recent history. When Europeans first arrived 
in Australia they brought with them many diseases that impacted Aboriginal people. As early settlements 
became towns and cities, sanitation, sewage and waste became public health hazards.  

In the 1800s, Victorians grappled with diseases such as typhoid, cholera, measles, diphtheria, scarlet fever 
and tuberculosis in epidemic proportions. As late as 1911, gastroenteritis, diphtheria, scarlet fever, 
whooping cough and measles between them killed one of every 30 live-born children in Australia. 

Bubonic plague arrived in Australia at the turn of the 20th century. It killed 535 Australians over the next 
three decades – mostly in Sydney and Brisbane – however cases were recorded in every mainland state. 
Victoria escaped lightly despite outbreaks in 1900, 1902 and 1907. Victoria had its worst year in 1900 with 
just 10 cases and two deaths. 

Since these early events, Victoria has managed significant infectious diseases. Poliomyelitis, or polio as it 
is more commonly known, was first reported in 1870 but was associated with concerning outbreaks in the 
1930s.  

Human immunodeficiency virus (HIV) and acquired immune deficiency syndrome (AIDS) were first 
recorded in 1981 and would be diagnosed in more than 35,000 Australians over the next 35 years. Before 
being declared to no longer be public health issues, HIV and AIDS led to 10,000 deaths from a range of 
conditions. 

Australia was fortunate not to have experienced the impacts of Severe Acute Respiratory Syndrome 
(SARS), Middle East Respiratory Syndrome, Ebola and Zika virus in the early 21st century, although health 
authorities planned around these epidemic events as they threatened other parts of the world. 

Australia remains largely free of the more virulent insect-borne diseases, notably malaria, despite their 
prevalence in neighbouring Indonesia and Papua New Guinea. How the influence of climate change may 
alter this in the years to come remains to be seen. At the time of this report, cases of Japanese 
encephalitis – spread by mosquitoes and less frequently observed in the cooler climates – were recorded 
in Victoria and other locations along the eastern seaboard. Similarly, Victoria and other jurisdictions 
experienced their first cases of the rare but potentially serious viral illness Monkeypox – a disease caused 
by the Monkeypox virus. It presents symptoms similar to those seen in smallpox which is spread through 
close contact with an infected person or animal. 

 Victorian experiences of pandemic influenza 
The presence of influenza (flu) was first recorded in the 1820s and noted in the late 1830s as one of the 
principle causes of death in Sydney. Regular outbreaks in Australian colonies were evident until the 1860s. 
The first documented influenza pandemic – the Russian flu – to reach Australian shores was in 1890. 
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Spanish flu – 1918–19 

One of Australia’s most deadly public health emergencies was the 1918–19 influenza pandemic. Caused by 
the influenza A virus subtype H1N1, it was first recorded in the American state of Kansas and spread 
through troop movements to Europe. It was the movement of military personnel towards the end of and 
immediately after the First World War which facilitated the spread of the virus across the world.  

Globally, the 1918–19 pandemic – often referred to as the ‘Spanish flu‘(the King of Spain was among its 
earliest reported sufferers) – infected around 500 million people or around one-third of the world’s 
population. Most estimates of the death toll range from 20 million to 50 million.  

Australia did not endure the pandemic’s impact on the same scale as elsewhere. However, it became the 
most severe public health emergency in the nation’s history with at least 15,000 deaths, and up to two-
fifths of the population becoming infected. In modern terms this equates to around 75,000 deaths across 
Australia in two years. Almost a third of deaths in Australia were of adults aged between 25 and 34. The 
first identified case was in Melbourne in January 1919. 

Australia was protected by its comparative isolation but also the national system of maritime quarantine 
it put in place. The pandemic also took hold overseas much earlier than it did in Australia, providing an 
opportunity to prepare in view of the spread of the pandemic in other parts of the world. 

Historians have provided commentary on the spread and containment of the pandemic. They note issues 
with quarantine compliance, clarity of Australian and state government responsibilities and border 
closures between states. Each state implemented a variety of unique control measures and restrictions to 
curb the spread of disease. 

Within a month of the pandemic impacting Australia, there was convincing science available regarding 
the efficacy of both vaccination and mask wearing. By February 1919, the Commonwealth Serum 
Laboratories (CSL) had already distributed more than a million doses, and orders arriving at CSL’s new 
Parkville (Victoria) premises were being met within 24 hours. CSL produced close to three million doses for 
a country with a population of only about five million.  

Despite resistance in some quarters, mask wearing became common, and a quarter of the New South 
Wales population had received two flu vaccinations by the end of 1919. Meanwhile, the Medical Journal of 
Australia accused the daily papers of ‘fanning the flame of panic’ in their depiction of the pandemic as 
the ‘plague’ and the ‘black death’. 

The use of physical distancing through the closure of schools, sporting venues (although not the football 
in Victoria), theatres and restrictions on certain activities was also widely instituted. Despite extensive 
economic impacts, there was little by way of government assistance with those affected relying on trade 
unions, charities, neighbours and other forms of social benevolence.  

Asian flu – 1957 

There have been other flu pandemics since the Spanish flu. Originating in southern China and dubbed the 
‘Asian flu’, an outbreak of the H2N2 strain spread overland into Europe via northern China and into Asia 
by sea and air travel via Hong Kong, reaching Australia in May 1957. The outbreak killed 70 Australians 
with 40 deaths in Victoria – the highest concentration nationally.  

Hong Kong flu – 1968–70 

The ’Hong Kong flu’ was an A-H3N2 strain, a mutation of the 1957 virus. It was first detected in July 1968, 
although it may have occurred earlier in neighbouring China. In Australia, the worst impacts were not felt 
until 1969–70. Australia’s figures remained modest compared to four million global fatalities. While there 
was a definite spike of deaths associated with the H3N2 outbreak, it was less pronounced in Victoria.  

Globally this strain has remained both more persistent and deadly than influenza A (H1N1) and B viruses, 
with substantial numbers of cumulative deaths in the decades since.  
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Swine flu – 2009 

In April 2009 a new H1N1 influenza virus derived from human, swine and avian strains – ‘Swine flu’ – was 
first reported in Mexico, then subsequently spread around the world. The virus responsible for the 2009 flu 
pandemic presented as mild symptoms in most people but caused death due to viral pneumonia and 
lung failure in a small cohort. Patients with chronic respiratory conditions were considered high risk, along 
with pregnant women, obese people, First Nations populations and patients with chronic cardiac, 
neurological and immune conditions.  

In 2009 Australia recorded 37,636 cases of pandemic (H1N1) Influenza resulting in 191 deaths. In the same 
period, Victoria reported 3089 cases and 26 deaths. With swine flu more likely to infect children and 
young people, Victoria closed some of its schools, as it had done with previous illnesses. Swine flu helped 
shape Australia’s technical and policy responses to epidemic disease control, which now sits within a 
broader global framework led by WHO.  

2.4 Review case studies 

At the time of this report the COVID-19 pandemic continues to test emergency management 
arrangements in all jurisdictions around the world. With COVID-19 as an ongoing public health hazard, 
governments are rearranging systems and programs in response to the pandemic and adjusting 
business-as-usual arrangements. The COVID-19 pandemic has consumed much of the energy and focus 
of Victoria’s major public health emergency efforts since early 2020.  

Victoria regularly deals with different public health hazards which require a range of responses and 
preparedness activities. They vary in scale, geographic and demographic reach, severity and duration. 
The ways in which people respond also varies. For example, gathering people in a cool location may be an 
appropriate means of providing relief for an extreme heat event, but this would be an entirely 
inappropriate plan for responding to a pandemic of any kind. 

Not all major public health emergencies capture the attention of the community and media. Heatwave 
events are historically Australia’s deadliest emergency. A more recently acknowledged public health 
threat is the impact of smoke from major fires and planned burns. Algal blooms affecting the quality of 
water supplies is another event characterised as a public health emergency. 

This review has considered six different cases to contextualise Victoria’s preparedness for major public 
health emergencies. Each case was selected as an exemplar of certain characteristics of other major 
public health emergencies. The cases also demonstrate how flexible and adaptable the sector, 
government and community need to be when preparing for all major public health emergencies. 

 COVID-19 pandemic 
As a case study, the COVID-19 pandemic has tested Victoria’s preparedness for major public health 
emergencies at a scale and severity that has not been experienced since the Spanish flu.  

Pneumonia of unknown cause was first reported to WHO China offices on 31 December 2019.  
On 5 January 2020, WHO notified Member States of an outbreak of pneumonia of unknown cause in 
Wuhan City, China, under the International Health Regulations (2005).  

By 12 January 2020, the SARS-CoV-2 was identified as the causative pathogen.  

In late January 2020, there were only 1320 reported cases of the virus globally, including 41 deaths. At this 
point, Australia’s focus was on evacuating its citizens stranded in China. By the end of the month, WHO 
had declared the virus outbreak a global health emergency of international concern as the number of 
cases rose to just under 10,000 and the death toll topped 200. On 1 February 2020 Australia banned entry 
from China. Two days later, the first Australian evacuees from Wuhan arrived on Christmas Island.  

On 11 February 2020, WHO named the severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) as 
COVID-19. In the following weeks the virus spread rapidly to more than 100 countries, and by early March 
Europe became the focal point. WHO declared COVID-19 a global pandemic on 11 March 2020.  

Australia’s first death attributed to the virus occurred in Perth on 1 March 2020. Victoria declared its first 
State of Emergency on 16 March as Australian cases reached 300. Australia banned all travel overseas 
the following day as cases reached 170,000 globally.  
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For many Australians, the threat posed by COVID-19 probably only became a reality after the cruise ship 
Ruby Princess docked in Sydney on 19 March 2020 with suspected cases reported on board. Later that 
morning 2700 passengers disembarked, dispersing across Australia and overseas. At least 28 deaths and 
662 coronavirus cases were eventually linked to the Ruby Princess.  

The State of Emergency was declared under the Public Health and Wellbeing Act. The declaration applied 
to the whole state and gave the Chief Health Officer (CHO) broad powers to act to detain people, restrict 
movement or provide any other reasonable directions considered to protect public health, slow the 
spread of infection, reduce the pressure on the health system and minimise the risks.  

Victorian emergency management structures were already activated when the need to respond to the 
COVID-19 pandemic became apparent. This meant that the structures of high-level emergency response 
were in place and had been for months in response to major bushfires. Emergency management 
committees and the State Control Centre (SCC) were already functioning at a high level.  

As case numbers are influenced by the rate of testing, the true number of COVID-19 cases is likely to be 
higher than official counts – which for Victoria was 20,366 on 31 December 2020. While most people 
recovered, sadly more than 800 people died from the virus in 2020 and many were very ill. The number of 
Victorians in hospital during 2020 fluctuated depending on case numbers. At the peak of the second wave 
in mid-August 2020, 675 people were hospitalised with COVID-19. Of these, 51 people were in an intensive 
care unit with 32 on ventilators.4 

Depending on where they lived, Victorians were in lockdown for between 146 to 161 days in 2020. The first 
lockdown was statewide and lasted 43 days from 30 March until 12 May 2020. Ten Melbourne postcodes 
were in lockdown from 1 July with the rest of the state joining them on 8 July 2020. This second lockdown 
lasted until 19 October for regional Victorians and 27 October 2020 for those in metropolitan Melbourne.5, 6 

School location, year level and other factors influenced the number of days of remote learning for 
Victorian school students. Metropolitan Melbourne students in Years 8 to 10 experienced the longest 
period at 20 weeks – this included most of Term 2, all of Term 3 and a few weeks of Term 4, in 2020.  

Victoria has experienced a harsher and more prolonged economic contraction than other Australian 
jurisdictions. At the end of September 2020 while other jurisdictions were showing signs of economic 
recovery, Victoria’s hospitality, arts and recreation services were down by 26.3 per cent.7 

While lockdown measures were a crucial tool in getting the virus under control in 2020, concerns 
regarding the overall and ongoing emotional and financial impacts have been widely reported.  

In 2020 multiple strains of SARS-CoV-2 were detected globally. WHO labelled four strains ‘variants of 
concern’: Alpha and Beta, first found in September in the United Kingdom and South Africa respectively; 
and Gamma and Delta, first found in December in Brazil and India respectively. The Alpha and Beta 
strains were first detected in Australia in December 2020, the Gamma and Delta strains in March 2021.  

The development of COVID-19 vaccines was the fastest in history. However, there was no vaccine for 
COVID-19 available in Australia in 2020. The first vaccination was administered in Victoria on 22 February 
2021, with 70 per cent of Victorians over the age of 16 fully vaccinated (two doses) by 20 October 2021.  

The COVID-19 pandemic has reshaped how Victorians live their lives. The health, economic and social 
impacts of the pandemic are significant, ongoing and affect all. 

 Blue green algae  
The most frequently occurring algal bloom that is potentially harmful to humans is Cyanobacteria, more 
commonly known as blue green algae. It is a microscopic algae-like bacteria which inhabits most aquatic 
systems such as freshwater, coastal and marine waters.  

Blue green algae can have significant human health consequences. Contact can cause skin irritations 
and respiratory illness. Ingesting affected water can cause gastrointestinal symptoms. The toxins can 
also impact the liver and nervous system. Consequences of a blue green algae bloom can also be felt in 
the environmental, agriculture and tourism sectors.8 
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Blue green algae is an increasing problem worldwide. Blooms commonly occur when nutrient levels are 
high, temperatures are warm, and the water is relatively still. With the impacts of climate change on both 
temperature and precipitation, Victoria is facing the prospect of more frequent and prolonged blue green 
algae events. Climate change may also lead to a broader range of algal species appearing in bloom 
concentrations.  

Blue green algae events are often lengthy. There is no way to eradicate or control the algae and only 
environmental conditions such as cooler temperatures and rain can kill it. Victoria has recently 
experienced blooms in previously untouched water systems and in cooler months.9 Experts from the 
Department of Environment, Land, Water and Planning (DELWP) indicated planning for blue green algae 
reflects the potential for blooms throughout the year. 

In 2016, a blue green algae event along northern Victoria’s Murray River lasted for 115 days, directly 
impacting a total of 1500 km of waterways, 41 towns and approximately 120,000 people. Impacts were 
further exacerbated by the influx of tourists over March and April.10 

The event was managed as a Class 2 emergency with DELWP as control agency within the emergency 
management system. It was the first time a blue green algae event was managed under multi-agency, 
state-level emergency management arrangements. It tested the incident management team structure 
for an emergency normally managed internally by DELWP.11 Considerable learnings from this event led to 
significant research investment in the management of blue green algae and policies and frameworks 
developed at national and state levels.  

Between November 2019 and October 2020, Victoria reported five incidents of blue green algae. In 
February 2020 alone, 18 water bodies were affected by blue green algae and subject to recreational or 
drinking water alerts. These were all managed at either the local or regional level with no statewide 
events.12 

Blue green algae presents an interesting case study for a public health emergency as it starts as an 
environmental concern and may evolve into a public health concern or emergency depending on weather 
conditions. In these cases, both DELWP and DH have control responsibilities for managing environmental 
and human health impacts.  

Blue green algae in the Murray River (Source: Shutterstock) 



 45 

 

 Influenza  
Influenza, or flu as it is more commonly known, is a highly contagious viral illness that attacks the 
respiratory system. It can be spread from person to person by droplets from coughing and sneezing. 
Despite the widespread availability of and accessibility to vaccination, influenza still claims many lives in 
Victoria each year. In 2019, 138 fatalities were reported.13 

Seasonal influenza occurs every year and can cause significant complications in people aged over 65 or 
with underlying medical conditions. Most people who contract seasonal influenza will recover. 

When a high proportion of people in a region or area are affected with influenza it is classed as an 
epidemic.14 An influenza pandemic occurs when a strain of the disease spreads on a global scale.  

WHO defines an influenza pandemic as ‘when a new influenza virus appears against which the human 
population has no immunity, resulting in several, simultaneous epidemics worldwide with enormous 
numbers of deaths and illness’.15 History shows that influenza pandemics can occur every 10–50 years. 

The impact and consequence of pandemic influenza is influenced by how easily the strain of the virus is 
transmitted and the severity of illness it generates. 

Regardless of the severity of a new pandemic influenza virus, there are effective measures that 
governments, organisations, and individuals can take both in advance of and during an outbreak to help 
prevent or slow the spread of disease, minimise its impact and manage recovery.  

Since the emergence of the highly pathogenic H5N1 avian influenza virus in 2003, Australia has developed 
a national approach to pandemic preparedness through the Council of Australian Governments (COAG). 
The substantial investments by Australian, state and territory governments into influenza pandemic 
preparedness are relevant to this review to assess their preparedness in responding to the COVID-19 
pandemic. Influenza and COVID-19 share similarities in that both are contagious respiratory illnesses. 
Influenza therefore makes an interesting case study alongside COVID-19. 

Pandemic influenza is also a useful case study for considering preparedness for major public health 
emergencies more broadly as many plans and exercises were developed to increase preparedness for flu.  

 Smoke 
Smoke generated from fires can have significant impacts on air quality. Poor air quality can result in a 
range of health impacts.  

The human body’s response to breathing in smoke is very similar to that of an injury or a virus, where 
stress and immune responses can inflame tissues and organs. This can have significant cardiovascular 
and respiratory impacts such as the exacerbation of asthma and increased risk of heart attack and 
stroke. 

Exposure to smoke presents a greater risk to some population groups, including those with pre-existing 
medical conditions, the elderly, pregnant women, and children. In turn this can add pressure to the health 
system with an increase in ambulance call outs, hospital admissions, and sales of medication.  

There have been numerous studies into the short and medium-term impacts of smoke, however the long-
term health impact remains poorly understood.  

The Victorian emergency management sector’s approach to preparing for and managing the health 
impacts from smoke events has changed significantly over time. Recommendations from the 2014 
Hazelwood Mine Fire Inquiry were the catalyst for the development of a range of policy documents, 
frameworks and tools that allowed both the emergency management sector and the public to better 
prepare for and manage exposure to smoke. With several significant air quality events occurring since 
2014, these arrangements have been refined following debriefs and after action reviews. 

More recently the smoke generated by the 2019–20 bushfires was a major public health concern. Large 
parts of Victoria were blanketed in thick smoke and the air quality in some areas was very poor for many 
days.  
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Research stemming from the Royal Commission into National Natural Disaster Arrangements indicated 
that smoke from the 2019–20 fires across Australia may have contributed to 429 premature deaths, 
3320 hospital admissions for cardiovascular and respiratory conditions, and 1523 presentations to 
emergency departments for asthma.16 These figures highlight the significant health impact that excessive 
exposure to bushfire smoke can have on the community.  

However, it is not only bushfire smoke that can have negative health impacts on the community. With 
recent industrial fires in metropolitan Melbourne, and peat fires in the South West (2018) and East 
Gippsland (2020), greater attention is being paid to the composition of the smoke and the possible health 
implications of the burning hazardous material.  

Managing the health implications from smoke exposure is integral to fire preparedness and emergency 
response and requires ongoing government and emergency agency collaboration. As a case study, 
smoke will almost always occur concurrently with major fires, which are Class 1 emergencies. The state-
level arrangements and preparedness for smoke must reflect the equally urgent activities associated 
with responding to the fire event, such as the draw on sector incident management capacity, and 
potentially contradicting response behaviours asked of the public (evacuate an area versus stay indoors). 

 Thunderstorm asthma 
Research is ongoing into the specific causes and indicators of epidemic thunderstorm asthma. The DHHS 
Preparedness and Operational Response Plan 2020 notes that there is no universally accepted definition 
of an event but for the purpose of emergency planning and response, an event includes three elements:  

• Large numbers of people with sudden onset of asthma in temporal and spatial relationship to a storm 
(typically a thunderstorm). 

• A large geographical area is involved, therefore affecting multiple health services, with resultant 
strain on health and emergency systems (reflective of sudden surge in demand beyond system 
capacity) which may result in delayed treatment and suboptimal patient outcomes. 

• Inhalation of small and newly exposed allergen extruded from ruptured rye grass pollen. 

Epidemic thunderstorm asthma events are triggered by a unique combination of high grass pollen levels 
and a certain type of thunderstorm. Grass pollen grains are swept into the wind and carried for long 
distances; some can burst open and release tiny particles that are concentrated in the wind gusts that 
come just before a thunderstorm.  

Those considered most at risk of thunderstorm asthma are people with current, past or undiagnosed 
asthma or hay fever. Epidemic thunderstorm asthma arises from seasonal and environmental factors 
converging on a population of asthma and hay fever sufferers. Late springtime and early summer are the 
high-risk seasons, where surging pollen counts from outlying grassland meet gusty days driven by 
windstorms and squall lines developing in the warming atmosphere. Victoria’s geography, flora and the 
direction of its weather patterns all converge to make Melbourne one of the highest epidemic 
thunderstorm asthma risk locations in the world.  

In November 2016 Victoria was affected by an unprecedented thunderstorm asthma event that strained 
healthcare resources with a record demand of asthma-related presentations and 10 deaths. The 
Victorian Government requested IGEM review the emergency response to the event and identify learning 
opportunities to improve future preparedness and response arrangements, and performance.  

IGEM’s review provided 25 findings and 16 recommendations to support improved preparedness and 
response to future health emergencies and other types of unexpected, rapid onset emergencies. Since 
that deadly event, the sector has developed new plans, procedures, interagency agreements and the 
inclusion of thunderstorm asthma in annual seasonal preparedness activities. 

It is not possible to thoroughly prepare for all types of events, however response and consequence 
management depends on how quickly the sector can mobilise around an unknown threat. Given the rarity 
of the event, in its 2017 thunderstorm asthma review, IGEM highlighted the need for Victoria’s health and 
emergency sectors to consider how they would respond to emergencies when the cause and scale of the 
event are unclear. IGEM noted that ‘in the absence of complete information, the identification of triggers 
is critical’. While this referred specifically to unexpected, rapid onset emergencies, it is no less true for 
uncertainties with longer lead times.  
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As a case study, thunderstorm asthma varies from this report’s other scenarios as it is rapid onset and 
short duration. Victoria has implemented environmental monitoring and public communication systems 
to support those at risk to identify high-risk periods for thunderstorm asthma and the response is largely 
managed in the pre-hospital and hospital system. 

 Heatwave 
Victoria (and Australia) has a long history of extreme heat and heatwaves, although such events are not 
always recognised as major public health emergencies. Likewise, extreme heat and heatwaves are not 
solely public health emergencies. They also have consequences for infrastructure and animal health, and 
are associated with an increased risk of fire. 

A heatwave is defined by the Bureau of Meteorology (BoM) as a three-day period of abnormal or 
uncomfortably hot weather within a given location, while an extreme heat event can occur regardless of 
duration. 

Heatwaves have been responsible for more deaths in Victoria than any other natural hazard events yet 
heat extremes have most often been considered as an additional factor in the context of other 
emergencies, such as landscape fires. 

As forecast heat events often coincide with high Fire Danger Ratings or occur concurrently with major 
fires, heatwaves are rarely classified as Class 2 emergencies managed centrally in the SCC. They are 
regularly identified in state and municipal emergency risk assessments, with the latter requiring planning 
and resourcing to be initiated to manage the consequences. 

Heatstroke is the one direct cause of death that can be attributed to extreme heat. Most deaths occur 
from heat-related illnesses that exacerbate existing health conditions. Other sociodemographic factors 
such as social disadvantage, age and English proficiency can also affect mortality rates.  

Heatwaves and extreme heat events have profound public health consequences. They have the potential 
to escalate into a major public health emergency. Next to a pandemic, heatwaves represent the public 
health emergency responsible for most deaths in Australia.  

There have been three significant heatwaves in recent Victorian history: January 2009, January 2014 and 
December 2019–January 2020. The major Victorian bushfire events of 1939 and 2009 occurred against 
the backdrop of heatwaves that together accounted for some 812 lives. Australia’s 2019–20 bushfires in 
the eastern states claimed 34 lives, while an additional 417 deaths were reported due to heat-health 
issues.17 

Both direct and indirect impacts of climate change are likely to increase the severity of heatwaves and 
extreme heat events. It is predicted that by 2050 extreme heat days will double and Victoria may 
experience an increase of 400 deaths per year if no measures are taken to respond to climate change.18 

Given that extreme heat is essentially a weather phenomenon, there is little that can be done to prevent 
the emergency, and much of the response effort is directed towards communicating the risk and 
providing relief as required.  

As a case study heatwaves and extreme heat events are often managed concurrently with major fires. 
These emergencies occur frequency in Victoria and can affect large geographic regions. Unlike smoke, 
heat is not inherently linked to major fires. Heat emergencies can occur with or without fire in the 
landscape, and major fires do not always burn during extreme heat events. 

 



 

 

3 Victoria’s approach to 
preparedness 

 

 

3.1 Emergency management priorities 

Preparedness for emergencies is arguably improved when there is agreement of basic priorities among 
those involved in preparing for and responding to the emergency. 

An overarching set of priorities directs emergency management policy and practice in Victoria. This 
common set of priorities should guide the development of emergency management arrangements and 
preparedness activities for all hazards, including public health emergencies. 

The priorities for emergency management are: 

• Protection and preservation of life is paramount. This includes:  

− Safety of emergency services personnel; and  

− Safety of community members including vulnerable community members and visitors/tourists 
located within the incident area.  

• Issuing of community information and community warnings detailing incident information that is 
timely, relevant and tailored to assist community members make informed decisions about their 
safety.  

• Protection of critical infrastructure and community assets that support community resilience.  

• Protection of residential property as a place of primary residence.  

• Protection of assets supporting individual livelihoods and economic production that supports 
individual and community financial sustainability.  

• Protection of environmental and conservation assets that consider the cultural, biodiversity and 
social values of the environment.  

Victorian emergency management priorities drive operational response and primarily refer to Class 1 
emergencies, although there is some crossover with Class 2 emergencies.  

Some of the priorities are not directly relevant to some public health emergencies. Prioritising protection 
of life is clearly applicable, as is the provision of information and warnings to the community and the 
protection of health sector critical infrastructure. However, the protection of community assets and 
private property is not directly relevant to major public health emergencies, nor is the protection of 
environment and conservation assets.  

Without this basic agreement and applicability of these priorities across the sector and government for 
all emergencies, other priorities or principles can be used to guide basic decisions. For example, 
throughout the COVID-19 pandemic, it was common practice to use the Charter of Human Rights and 
Responsibilities Act 2006 to guide decisions. Given the significance of public health restrictions being 
implemented, this was entirely appropriate. 

While agreement of emergency management priorities that apply to all emergencies is theoretically 
appealing, IGEM recognises that in practice, the priorities do not directly influence preparedness. 
However, they do provide a consistent basis upon which decisions can be made during response. 
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The priorities’ lower level of relevance to major public health emergencies (and many other Class 2 
emergencies) is reflective of a common sentiment heard from stakeholders and observed throughout 
emergency management doctrine – there remains a fire and flood focus across the sector. 

Although the emergency management sector adopted an ‘all communities, all emergencies’ mantra 
following significant reform implemented through the EM Act 2013, there are many explicit and implicit 
examples of doctrine and practice largely catering to the risk and consequence of fires and flood. 

IGEM does not suggest that the lower level of applicability of the emergency management priorities 
directly influences preparedness for major public health emergencies. However, it is indicative of a focus 
on other hazards that is important for preparedness. 

 

Observation 3.1 

The emergency management priorities are more applicable to Class 1 emergencies than most Class 2 
emergencies and major public health emergencies in particular. 

 

3.2 The Victorian Preparedness Framework  

Preparedness for emergencies is not formally defined in emergency management legislation. However, 
some preparedness activities are now legislated in the EM Act 2013. The Victorian Preparedness 
Framework (the Preparedness Framework) was the most comprehensive document guiding 
preparedness for major public health emergencies in place prior to the COVID-19 pandemic.  

The 2017 Preparedness Framework (updated May 2018) sits within the set of broader emergency 
management arrangements and is intended to strengthen, elevate and give structure to the principle of 
preparedness across Victoria’s emergency management sector. The Preparedness Framework draws 
upon a set of fundamental principles which had their genesis in the earlier Victorian Preparedness Goal 
and the EMV Capability Blueprint 2015–2025.  

The Preparedness Framework outlines a series of State Capability Principles to guide all preparedness 
activity and emergency management planning: 

• Drive improved public value by working as one. 

• Enhance partnerships and shared responsibilities. 

• Maximise utilisation of capability and capacity. 

• Commitment to leadership at all levels. 

• Embrace continuous improvement, innovation and research.  

The state capability principles are largely aspirational, and any assessment of their effectiveness will be 
largely subjective.  

The Preparedness Framework also outlines the Core Capability Elements, which form a base level for 
assessing capability and capacity within the sector, government and the community more broadly for 
meeting challenges posed by large-scale emergencies (see Table 1, p 50).  
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Table 1. Core capability elements of the Victorian Preparedness Framework  
Source: Recreated from the Victorian Preparedness Framework (Update 1, 2018)  
Emergency Management Victoria. 

CORE CAPABILITY ELEMENT DESCRIPTION 

People • All personnel involved in undertaking emergency management activities 
from community, government, agencies, and business. 

• Includes people with appropriate knowledge and skills with a focus on 
leadership skills, technical skills, and a culture of working as one. 

Resources • The physical equipment and assets needed to undertake emergency 
management activities. For example, infrastructure, fleet, IT equipment, 
radios, communications equipment, consumables and personal protective 
clothing and equipment. 

Governance • The enabling factors that emergency management operates within including 
legislation, funding, authorising environment, emergency management 
arrangements, doctrine, and policy. 

Systems • The systems, including data, that are used to deliver emergency 
management outcomes such as learning and development, information 
technology, financial, infrastructure and assets management, workforce 
management, workplace health and safety, quality control and the 
Australasian Inter-service Incident Management System (AIIMS). 

Processes • Documented or undocumented ways of delivering emergency management 
such as capacity planning, risk management, continuous improvement, 
information flow and planning. 

 

The Preparedness Framework identifies 21 core capabilities that are required before, during and after an 
emergency. Some are hazard specific (for example fire management and suppression, health emergency 
response) and others are more applicable to all emergencies (for example planning and relief assistance). 

The most relevant core capability to major public health emergencies is the health protection capability, 
which has five critical tasks. The ability of the sector to achieve the core capability intent and each 
individual task is discussed throughout this review. 

Health Protection [core capability 13] 

Description 

Promotes and protects the public health of Victorians by monitoring notifiable diseases and 
responding to any disease outbreaks in order to control and minimise the risk of infection. This 
includes regulating the safety of food, drinking water and human environmental health hazards such 
as radiation, legionella and pesticides. Includes informing the community and health providers about 
public health risks and promoting behaviours and strategies to mitigate and avoid risk. It also includes 
the development of national policies, standards and strategies to promote improvements in public 
health generally and supports the health system to respond to national public health risks. 

Critical tasks 

13.1: Maintain an ongoing state of preparedness to respond to a public health emergency 

13.2: Identify and characterise risks and commence enhanced arrangements 

13.3: Prepare and support public and private health entities to manage and control public health risks 

13.4: Effectively communicate public health and clinical health management guidance to the health 
sector 

13.5: Effectively communicate the health risks, through public health promotion and prevention 
campaigns. 

Recreated from Victorian Preparedness Framework (Update 1, 2018) 
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The Preparedness Framework includes a five-step capability assessment process:  

• Evaluate capability elements required to deliver each target. 

• Estimate capability elements currently available in Victoria to deliver each target. 

• Explain the gaps identified for each capability target. 

• Identify where additional capability and capacity is available for each target to assist with Victoria’s 
emergency response. 

• Select and describe the most significant areas to leverage capability through partnerships or other 
means. 

The Preparedness Framework outlines a series of high impact, most plausible scenarios based on risks 
identified in the Emergency risks in Victoria: Report of the 2012–13 State Emergency Risk Assessment. The 
scenarios were intended to inform a state capability and capacity assessment, and allow the 
extrapolation of capability targets to meet future aspirations. 

The most relevant scenarios presented in the framework include pandemic influenza, and to a lesser 
extent bushfire/heatwave. The pandemic scenario is a reasonably rapid increase in influenza cases 
(10,000 in three weeks), overwhelmed hospitals, school closures and voluntary quarantine/isolation 
measures in place. The duration of the pandemic scenario is 7–10 months. 

The bushfire/heatwave scenario is a seven-day period of temperatures exceeding 40°C, power outages 
and public transport disruptions, alongside grass and bushfires. 

These two scenarios provide a benchmark to consider preparedness against. Victoria’s emergency 
management arrangements should be adaptable to cope with each scenario. 

The pandemic scenario is interesting to consider in light of the COVID-19 pandemic. The characteristics of 
the initial stages of the pandemic are quite different to the scenario proposed, and the duration has 
certainly exceeded that envisaged in the scenario. However, there are similar public health restrictions 
imposed through the closing of schools and quarantine/isolation arrangements. The load on the primary 
health care sector is similar to what eventuated in later stages of the COVID-19 pandemic. 

 

Finding 3.1 

The capabilities and risk scenarios proposed in the Victorian Preparedness Framework provide a 
strong )foundation for preparedness. 

 

Since its release and update in 2018, some of the core capabilities of the Preparedness Framework have 
been assessed through self-report evaluations coordinated by EMV.  

Six assessments were completed in 2018–19, and a further seven assessments were conducted in 2019–20. 
The remaining eight assessments planned for 2020–21 were not completed as attention had shifted to 
pandemic response and EMV was reconsidering the most streamlined and robust approach to assessing 
and building sector capability.  

At the time of this report, two capabilities particularly relevant to major public health emergencies – 
Planning and Health Protection – had not been assessed. 

 

Observation 3.2 

Victoria’s level of preparedness in the core capability of health protection as defined in the Victorian 
Preparedness Framework had not been assessed prior to the pandemic. 
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 References to the Victorian Preparedness Framework in doctrine 
The SHERP specifically refers to the Preparedness Framework, noting three of the capabilities as being of 
particular sector significance. These are health emergency response, health protection and planning.  

The SHERP appears to adopt the key principles of the Preparedness Framework. It acknowledges the 
importance of resilience and shared responsibility but is not dependent upon them in outlining its key 
provisions which are focused on response activities. It falls short of elevating preparedness as a key 
precursor or influence upon response, relief and recovery.  

The National Strategy for Disaster Resilience features individual preparedness as an aspect of 
community resilience. In the first instance it places emphasis on individuals taking responsibility for their 
own health and those in their care and suggests a series of individual preparedness actions.  

The SEMP now aligns the Preparedness Framework’s core capabilities to agency roles and 
responsibilities. Prior to the COVID-19 pandemic, the EMMV was still in place and there was no explicit link 
between core capabilities, agency roles, and responsibilities as control and support agencies.  

Despite some progress, the Preparedness Framework core capabilities are yet to be completely assessed 
or validated. While some organisations use the framework to guide decision-making, many do not. 
Stakeholders reported that the Preparedness Framework was not being used consistently across the 
emergency management sector or driving agency or departmental investment and business.  

 

Observation 3.3 

Despite the value of the Victorian Preparedness Framework in outlining core capabilities for 
emergency management, it has not been validated or operationalised and is not currently driving a 
consistent approach to preparedness for major public health emergencies. 

 

3.3 Annual assurance report for the 2019–20 
summer season 

In September 2019, the Emergency Management Commissioner (EMC) coordinated a written assurance 
report and provided a verbal briefing for the then Minister for Police and Emergency Services. The 
briefing captured operational preparedness activities conducted in the lead up to the summer season – 
a high-risk period for many emergencies including fires, storms, energy disruptions, extreme heat and 
thunderstorm asthma. The following organisations participated in the assurance report: 

• AV 

• BoM 

• Country Fire Authority (CFA) 

• DHHS 

• Emergency Services Telecommunications Authority (ESTA) 

• EMV 

• Forest Fire Management Victoria (FFMVic) 

• Life Saving Victoria  

• Metropolitan Fire and Emergency Services Board (MFB) 

• VicPol 

• Victoria State Emergency Service (VICSES). 
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The report described the training and exercising that occurred in the lead up to the summer period, key 
agency risks, basic resourcing plans and relevant doctrine updates. 

DHHS provided information for the assurance report related to its preparedness for heatwaves through 
the Heat Health Program, thunderstorm asthma arrangements, DHHS Electricity Disruption Readiness 
and Response Plan and an update in relation to the Vulnerable Persons Register (VPR).19 

The annual briefing and report provided the emergency management sector with an opportunity to 
review and consolidate ongoing preparedness activities across emergency management organisations. 
Development of the briefing provides the EMC with assurance from organisations with emergency 
management responsibilities which is then conveyed to the minister. 

The annual assurance briefings and reports have previously been supplemented by additional briefings 
to other ministers and executive government forums.  

The initiative is strongly focused on seasonal risk, rather than broad hazard risks facing Victoria. It is a 
descriptive exercise and does not intend to identify gaps in preparedness or drive any preparedness 
strategy. 

Storm over Melbourne (Source: Laura McDougall)  

 

 



 

 

4 Risk and consequence 
 
 
 
 

 

Preparedness for all emergencies is greatly improved by a strong understanding of risk and 
consequence. This knowledge can inform all preparedness activities so that government, agencies and 
the community make decisions based on the likelihood and consequence of hazards, and in recognition 
of known personal or societal vulnerabilities. 

A risk is defined as the effect of uncertainty on objectives.14, 20 High-risk emergencies threaten societal 
objectives including those relating to the economy, employment, health, education, personal wellbeing, 
the environment and community life in general. 

Managing risk helps governments, institutions, businesses and communities make good decisions in an 
environment of uncertainty. Good risk management identifies and protects that which people and society 
value.21 

Emergency risks cannot usually be eliminated altogether. There is a need to plan and prepare for 
response and recovery for the remaining or residual risk (after risk treatment). 

The Victorian Preparedness Framework (see section 3.2, p 49) outlines key critical tasks related to risk 
management under the core capability of planning. The critical tasks include:  

1.3 Identify, analyse and evaluate the likelihood and consequences of emergency events holistically, 
and document in emergency plans.  

1.4 Community and agency stakeholders are engaged to explore, determine and implement mitigating 
actions to reduce or manage the likelihood and consequences of emergency events.  

1.5 Communicate (to communities and agency stakeholders) information on the residual likelihood 
and consequences after planning and mitigation is communicated.  

Victorian Preparedness Framework (Update 1, 2018) 

This chapter outlines the process of emergency risk identification and mitigation within state and local 
governments, and consequence management. The Preparedness Framework’s key critical tasks are used 
to reflect on the government's preparedness for major public health emergency risks.  

4.1 State risk assessment  

 Victoria’s approach to risk assessment 
Victoria has adopted an all-hazards approach to risk. Victoria’s approach aligns with the Sendai 
Framework for Disaster Risk Reduction 2015-2030 (Sendai Framework) and includes natural, human-
made, biological, environmental and technological disasters.  

Victoria’s state-level risk assessment is based on international and national standards and guidelines, 
adopting both the Australian/New Zealand Standard AS/NZS ISO 31000:2009 Risk Management- 
Principles and Guidelines and the National Emergency Risk Assessment Guidelines (NERAG). These 
documents outline the risk management approach which includes risk identification, analysis, evaluation 
and treatment. 
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A state-level assessment of emergency risk was not applied until 2004, prompted by a high-level group 
report to COAG which identified the lack of independent and comprehensive assessment of emergency 
risks as a key weakness in Australia’s emergency management arrangements.22 

Partly in response to this, Victoria established the State Emergency Mitigation Committee in 2004, tasked 
with conducting a state-level risk assessment, but one which looked beyond natural disasters to 
encompass a range of emergency risks.  

IGEM notes that while state and local risk assessments have been completed in the past, regional risk 
assessments commenced in 2021–22. 

 State emergency risk assessment 
The first formal state risk assessment was completed in 2008. A second was undertaken in 2012–13, the 
results of which were published in Emergency risks in Victoria: Report of the 2012–13 State Emergency Risk 
Assessment in February 2014.  

The 2012–13 assessment examined 14 risks considered to have the most serious consequences at a state 
level. Five of these are natural disasters, six concern human-made infrastructure disasters, with pests 
and disease making up the remainder. Heatwave and pandemic influenza are the only two public health 
emergencies. Hazardous materials and water supply disruption may lead to public health concerns if not 
addressed promptly, although arguably this can be said of most risks. 

A State Emergency Risk Assessment Review was undertaken in 2016–17 and used the NERAG methodology 
for its assessments. It was tabled at both the State Crisis and Resilience Committee (SCRC) and its Risk 
and Resilience Sub-committee. While the review was not publicly released, it was made available across 
the sector although there is little evidence as to how it was used. 

In July 2020, the SCRC published Emergency risks in Victoria. This remains the most current state risk 
assessment and is largely based upon the State Emergency Risk Assessment Review conducted in  
2016–17 with further information drawn from the early stages of the COVID-19 pandemic.14 

Emergency risks in Victoria (July 2020) outlines the risk assessment process from workshops held with 
experts drawn from government, emergency services, universities, and the private sector to analyse 
identified risks for likelihood and consequence.  

EMV now produces a Strategic Outlook every six months which includes strategic considerations likely to 
impact the Victorian emergency management sector as it relates to concurrent emergencies and can be 
used to support planning and decision-making for preparedness and readiness activities.  

 

Observation 4.1 

Emergency management arrangements address hazards based on risk assessments that are highly 
influenced by past events, rather than potential high-consequence, low-frequency events. 

 

The 2016–17 State Emergency Risk Assessment Review had an expert group identify two plausible impact 
scenarios for each risk – a high impact scenario and a credible worst-case scenario. For scenarios that 
had already occurred in Victoria, consequences were adjusted to reflect current equivalents, and for 
events that had not occurred, plausible emergency scenarios were identified.  

The possible consequences of each emergency scenario were described using the five consequence 
categories outlined in the NERAG, being people, economic, environment, public administration, and social 
setting.14 Each consequence is rated on a five-level severity scale – significant, minor, moderate, major 
and catastrophic.  

The expert group rated both the consequence and likelihood of each risk in each scenario, producing two 
risk matrices (see Figure 1, p 56).14 Risks appearing in the top, right hand quadrant of the matrix are high 
likelihood and high consequence. 
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 A: Risk evaluation matrix for worst case scenarios; B: Risk evaluation matrix for high-impact scenarios. 
 (Source: Emergency Management Victoria, 202014) 
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EMV is responsible for coordinating the statewide disaster risk assessment, which to date has been 
published as Emergency risks in Victoria in 2014 and 2020.23 The 2014 report suggests that it should be 
updated every few years.  

IGEM notes the lengthy period between conducting the risk assessments and publishing both the 2014 
and 2020 reports – a lag of more than two years. In both cases, the assessments were largely funded 
through grants provided by the Australian Government through the National Disaster Resilience Program 
and the National Partnership Agreement on Natural Disaster Resilience respectively.   

A possible interpretation of this reliance on Australian Government funding and the protracted periods 
between assessment and publication is that the process is still not seen as pivotal to the state’s 
emergency management operations.  

The assessments conducted as part of the Emergency risks in Victoria reports do not require any specific 
actions or reporting to mitigate or control risks, or prepare for the consequences should the risks 
eventuate. This is not to suggest that these activities are not done. 

Municipal Emergency Management Planning Committees (MEMPCs), Regional Emergency Management 
Planning Committees and owners and operators of vital critical infrastructure must all conduct and 
report on risk mitigation measures. Organisations often have internal processes to manage and address 
risks. However, there is no common procedure or assurance mechanism in place to ensure consistency of 
risk management across Victoria and no specific action required to address Emergency Risks in Victoria 
and associated risk assessments. 

Observation 4.2 

There is no common procedure or assurance mechanism in place to mitigate, control and prepare for 
state-level emergency risks in Victoria. The Emergency risks in Victoria reports do not require any 
department or agency to implement or report on risk control measures. 

 

 Identified public health risks 
The state risk assessments identify most hazards quite similarly in terms of likelihood, with just 
earthquake and pandemic influenza being rated as rare (although in the high impact scenario, pandemic 
influenza is rated significantly higher in consequence than other hazards).  

Bushfire, heatwave and emergency plant pest disease are among the hazards considered most likely and 
with highest consequence. Figure 1(b) (p 56) illustrates the findings of the 2016–17 assessment (updated 
and released in 2020). 

This review examines how major public health risks are identified, focusing particularly on the case 
studies outlined in section 2.4 (p 42).  

State and territory governments are largely responsible for implementing frameworks that support risk 
reduction, along with other objectives such as health and safety requirements. This is referred to as risk 
treatment which includes prevention and mitigation.  

 Pandemic influenza 
Emergency risks in Victoria: Report of the 2012–13 State Emergency Risk Assessment identified pandemic 
influenza as one of Victoria’s highest priority emergency threats, along with bushfires and floods.  

The report assessed catastrophic or major consequences from pandemic influenza as comparatively 
rare, and it was more likely for flood and storm to result in major consequences at state level. In terms of 
estimating the current likelihood of a risk eventuating from an infectious disease event in Victoria, this is 
not an unreasonable proposition. However, it arguably underestimates the potential consequences of 
such an event in terms of its physical, social and economic impacts. 

In both the 2014 and 2020 Emergency risks in Victoria reports, the sole human disease seen as posing 
significant state-level risk was pandemic influenza. This goes some way to explaining why much of the 
planning and exercising for significant public health emergencies in Victoria is based upon this risk. 
Pandemic planning for influenza was undertaken at all levels of government (see section 6.3.2, p 87) 
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 Heatwave 
Emergency Risks in Victoria (July 2020) identified heatwave as an emergency risk to have potentially 
significant consequences if realised. Heatwave was also rated highly in terms of likelihood. The report also 
notes the interdependencies with essential services, in particular electricity supply.  

The Victorian Preparedness Framework also identified bushfire/heatwave as a plausible, high-impact 
scenario that the Victorian community may face. The scenario is intended to support the assessment of 
sector capability as a means of preparedness.  

The high likelihood and consequence of heatwave has led to various state-level plans and exercises to 
increase preparedness. The first Heatwave Plan for Victoria was introduced in 2009 and has been actively 
updated since then. EMV developed the Extreme Heat Sub-Plan which now sits under the SEMP. Local 
governments have also developed response plans as a result of extreme heat being recognised as a 
potential emergency risk. This preparedness activity is not mandated by any policy requirement, rather 
by the coordination of EMV and relevant agencies recognising the risk. 

Under the Climate Change Act 2017, Victoria is developing Adaptation Action Plans across seven systems, 
all of which touch on emergency management. The experience of recent decades is that climate change 
is shifting risks to the Victorian community by altering the frequency and severity of events such as 
bushfire, heatwave, storm and flood. The Action Plans identify several priority areas including addressing 
the impacts on health and human services, and preparing for and responding to extreme weather events. 
Reducing the risk of heatwave is seen as key component of these priorities.  

 Blue green algae  
The water sector is one of eight sectors described under Victoria’s Critical Infrastructure Resilience 
Strategy. This is a heavily regulated sector, and subject to emergency risk management requirements 
under the EM Act 2013.  

Blue green algae is not identified as an independent risk factor in state-level assessments. Its risk is 
largely identified in critical infrastructure and environmental risk assessments led by DELWP and 
recognised within the water sector as a subset to the wider 'source water contamination' risk.    

In accordance with the EM Act 2013 and the Critical Infrastructure Resilience Strategy, DELWP undertakes 
a consultative emergency risk identification and assessment process for the water sector every three 
years, and for the years in between undertakes a review of the determined risks in line with the NERAG 
approach.9 

The Water Sector Resilience Plan 2021–22 details risks rated medium or above. Source water 
contamination is rated as medium and includes ‘Loss of water supply due to inability to release raw water 
or produce potable water. [This] Includes blue green algae, post fire catchment runoff and fish death 
impacts to source water’.  

The identified risk outlined in the Water Sector Resilience Plans informs key improvement initiatives that 
are actioned over improvement cycles. Planned actions taken to address this risk include upgrades to the 
Water Intelligence Platform – including aligning the blue green algae module to response plans – and the 
development of guidelines for assessing the impact of climate change on water supplies.  

In 2020 DELWP commissioned a report into the latest science on blue green algae and how it responds to 
climate stressors, and best practice prevention, mitigation and control options for an outbreak.9 

Under the Safe Water Drinking Act 2003 water agencies must prepare, implement and review risk 
management plans. These plans must address the human health risk from the presence of algal toxins in 
the water and are required to be audited.  

 Thunderstorm asthma 
Epidemic thunderstorm asthma is not in any of the state risk assessments, even as an associated risk of 
storms. However, it is considered in the annual assurance statements of preparedness.  While 
thunderstorm asthma is noted in the Victorian Preparedness Framework, the Health Emergency 
Response core capability and critical tasks are relevant. 

Thunderstorm asthma is a naturally occurring event during which mitigation can only take place in the 
third contributing factor – asthma and hay fever sensitivity.  
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Within the Epidemic Thunderstorm Asthma Operational Response Plan (2020) arrangements, primary 
health practitioners are responsible for identifying at-risk cohorts.  

Care involves engaging the patient in a preventative, individualised asthma (written) action plan, and 
providing information about the environmental conditions, and available public messaging and warnings. 
This individualised care is provided by general practitioners for the public, and other healthcare 
providers in managed care settings. General practitioners are supported through DH guidance materials 
and training through the Royal Australian College of General Practitioners.  

Activity statements include seasonal risk assessments with internal agency awareness and public 
communication channel support. This reflects the support role that the emergency management sector 
has in mitigation.  

 Smoke 
Smoke is not considered as an independent risk in state and municipal risk assessments. Emergency risks 
in Victoria (2020) does not include smoke as one of the significant emergency-related risks for 
assessment.    

Smoke hazard as a risk to public health is not considered in the Community Emergency Risk Assessment 
(CERA) undertaken by MEMPCs, nor is it included in municipal fire management planning.  

The State Smoke Framework and its supporting standards however are based on a risk assessment and 
management approach. This broadly includes high risk groups, identification of key hazards of concern 
for the fire or emission event, application of relevant air quality values for community and occupational 
exposure to constituents in smoke and emissions, and implementation of risk management measures.   

DELWP’s FFMVic includes smoke risk considerations in its planned burning program. Decisions about 
planned burning are also informed by a range of factors including weather conditions and ventilation 
patterns as well as smoke load from other fires in the landscape (such as private land burns). FFMVic also 
notifies communities of upcoming planned burns via VicEmergency and has a Smoke – how to deal with 
smoke in bushfire situations fact sheet available on its website.  

In delivering planned burns, atmospheric and weather conditions are also considered to limit smoke 
impacts on communities and industries. DELWP works closely with communities and industries to 
understand their concerns, and to plan ahead to minimise the potential impacts of smoke.  

 Effectiveness of state risk assessments 
The level of uncertainty when considering risks is becoming more pronounced, even for those emergency 
events in which Victoria has a long history. For example, bushfire emergencies are most closely 
associated with Victoria and have most profoundly influenced its emergency management 
arrangements. The influence of climate change on the incidence and scale of bushfires across Australia 
has been and will continue to be significant. The same is true for many other emergencies such as floods 
and heatwaves, and potentially the spread of animal pests and human diseases.     

Emergency risks in Victoria (2020) acknowledges the limitations of the risk assessment process, and the 
absence of both historical and predictive data is an important influence in this regard. Equally influential 
can be a lack of imagination, especially in relation to hazards such as emerging zoonotic diseases and 
technological or network failures which increasingly have wide-reaching and sometimes global impacts.  

Risk assessment involves thinking about uncertain events, including those that may never have 
happened in Victoria or of a magnitude not yet experienced. Although the assessments are done by 
experts in each field, for the most part the methods used have not involved detailed statistical 
analyses – relying on expert estimates through a more qualitative process.  
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Emergency risks in Victoria states:  

the risk assessments shown in Emergency Risks in Victoria (2020) cannot be taken as highly reliable, 
especially the higher levels of consequence, where uncertainty is greatest. The methodology applied is 
intended to provide a comparative picture of emergency risks from a variety of hazards. The level of 
precision is sufficient to allow broad comparisons between the disparate emergency risks. 

Emergency Risks in Victoria (July 2020) 

The experience of the COVID-19 pandemic will no doubt be influential in framing future risk assessments 
based on the data it provides and the perceptions it creates.  

 

 Finding 4.1 

The state risk assessments informing Victoria’s preparedness for major emergencies are largely 
shaped by qualitative evidence based on historical data. 

4.2 Critical infrastructure risk assessment 

Responsibility for critical infrastructure risk assessments is shared across the sector. The government is 
expected to take appropriate measures to assure the management of risk to the delivery of essential 
services. At the same time government recognise that owners and operators of critical infrastructure are 
best placed to manage their own risks.20 

The EM Act 2013, Critical Infrastructure Resilience Regulations, Ministerial Guidelines for Critical 
Infrastructure Resilience, and the Critical Infrastructure Resilience Strategy describe Victoria’s 
arrangements, including risk management requirements for critical infrastructure. The EM Act 2013 sets 
out additional provisions and requirements for entities responsible for vital critical infrastructure to 
develop a resilience improvement cycle, which includes a statement of assurance, emergency risk 
management planning, exercising and an audit.24 

The Critical Infrastructure Resilience Strategy documents the approach taken by government and 
industry to meet the critical infrastructure resilience requirements and any emerging risks. The Sector 
Resilience Networks (see section 5.6.1, p 77) also provide a forum where critical infrastructure owners and 
operators and government regularly meet with other relevant stakeholders to share information and 
discuss emerging risks.  

 

Observation 4.3 

The Critical Infrastructure Resilience Strategy requires rigorous consideration of risks and planning to 
increase resilience of critical infrastructure. This is supported by assurance, exercising, reporting and 
auditing. 

4.3 Local risk assessments  

MEMPCs are expected to identify and assess hazards and risks using the CERA process facilitated by 
VICSES.25 

The CERA tool is designed to support MEMPCs to identify and assess the risk of the emergency hazards 
that present the most significant threat to their community.  

In 1999 VICSES introduced the Community Emergency Risk Management process. In 2011 VICSES further 
developed this process into the CERA tool. The process was reviewed in 2013 and updated to better reflect 
key partner and stakeholder needs, resulting in several changes to the way CERA was structured. 
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The CERA assessment process helps MEMPCs identify, describe and understand the vulnerability of 
assets, values and functions that are considered vital to the day-to-day operation of a community.  

Assets can be physical infrastructure like roads and bridges but also intangible resources like community 
groups and volunteers.  

Values can include volunteerism, community spirit or caring for the natural environment.  

Functions can include municipal administration, education, training, or employment. The categories are 
not mutually exclusive, for example a local economy could be an asset and a function.  

Undertaking the CERA process is a critical component of municipal emergency management planning. 
Identifying and analysing the treatments that are or need to be put in place, ensure that MEMPCs can 
plan effectively for the risks that are likely to impact the municipality. The CERA process also appears to 
be designed to improve collaboration between local emergency management stakeholders.  

 Local risk assessment process 
The CERA tool has seven categories, with each including different types of emergency hazards. MEMPCs 
can identify multiple hazards within each hazard category.  

The CERA tool calculates the residual risk rating of each hazard identified by a MEMPC based on the 
information entered. The ratings are extreme, high, medium or low.  

‘Residual risk’ is the risk that remains even when reduction measures are in place. The presence of a 
residual risk means a continuing need for MEMPCs to consider how they will manage the hazard to 
further reduce the risk of it occurring or minimise consequences should it occur. This includes ongoing 
prevention efforts and preparedness measures such as planning and practising what is planned.  

A residual risk indicates where MEMPCs and member agencies should direct resources to build the 
capability and capacity of the municipality to respond to and recover from emergencies.  

The CERA Participant Workbook notes that a residual risk also implies a continuing need for socio-
economic policies that provide a safety net such as hardship payments and risk transfer mechanisms like 
insurance.  

In the 2019 CERA dataset most hazards were rated ‘high’ or ‘medium’ residual risk, a small number were 
rated ‘extreme’, ‘low’ or ‘to be assessed’.  

Prior to December 2020, in accordance with the Victoria State Emergency Service Act 2015, VICSES was 
responsible for auditing Municipal Emergency Management Plans (MEMPs) on a three-year schedule. 
VICSES auditing responsibilities have since been replaced with new assurance requirements that apply at 
state, regional and municipal planning levels.26 

As of 1 December 2020, the new planning arrangements transferred responsibility for municipal planning 
from councils to the MEMPCs.  

MEMPCs may consist of members from the council or an alpine resort management board, VicPol, CFA, 
Fire Rescue Victoria (FRV), VICSES, Australian Red Cross, DH and DFFH. Additional members, such as 
Victorian Council of Churches – Emergency Ministry, DELWP, community health or hospitals and other 
relevant community organisations may also be asked to join the committee.  

The new arrangements and section 60AN of the EM Act 2013 state that emergency management plans 
should be reviewed as required and at least every three years. This is to ensure that the plans provide a 
current, integrated, coordinated and comprehensive approach to emergency management relevant to 
the region or municipal district.1 

The CERA process should be a continuous annual focus, updated as necessary when new and emerging 
risks are identified.  
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 Local public health risks 
Prior to December 2019 the June 2019 CERA All Hazard Risk Consolidated Data was the primary source of 
information on emergency hazards assessed by MEMPCs. 

Analysis of the 2019 CERA dataset found ‘Biological’ was the most common category – unsurprising given 
it has the most emergency hazards. Seventy-seven councils included one or more biological hazards in 
their emergency hazard list.  

The top three human health-related emergency hazards identified by MEMPCs were:  

• heat health (all 79 councils)  

• human epidemic/pandemic (73 councils)  

• hazardous materials release – including release from a facility, during transport or unspecified 
(50 councils).  

Only one MEMPC identified thunderstorm asthma as an emergency hazard for its community. It 
categorised this hazard as a natural disaster, whereas it is categorised as a human disease in the SHERP.  

MEMPCs have not identified blue green algae as a priority emergency risk despite the increasing number 
of incidents reported per year in Victoria. 

Two emergency hazards were rated ‘extreme’ residual risk:   

• heat health (six councils)    

• human epidemic/pandemic (three councils, noting that one of these rated both extreme).    

For most of the remaining councils, heat health and human epidemic/pandemic were rated as ‘high’ or 
‘medium’ residual risk. Neither hazard was rated ‘low’ residual risk.    

The combined ratings for hazardous materials release were mostly ‘medium’.   

 Local risk control measures 
Where the CERA tool calculates the residual risk of an emergency hazard as ‘extreme’ or ‘high’, generally 
the MEMPC or a sub-committee develops a MEMP sub-plan to mitigate or reduce the risk.  

Analysis of the 2019 CERA dataset and MEMPs found this was the case for heat health, but not for 
pandemic influenza or hazardous materials. Several councils did not have a plan even though the 
residual risk of human epidemic/pandemic was rated ‘extreme’ and ‘high’.  

Councils are not legislatively required to develop a heat health or pandemic influenza plan. However, 
most have done so as part of their risk management and in recognition of the impact these emergency 
hazards have on their communities. 

Most emergency management planning and arrangements are based on identified risks. However, 
constraints in funding, time and capacity can impact comprehensive risk analysis and 
mitigation – particularly at the level of local government and community.  

4.4 Vulnerable and high-risk populations 

The terms ‘vulnerable,’ ‘high-risk,’ ‘people most at risk’ and ‘high priority communities or groups’ are used 
interchangeably in emergency management. For the purposes of this review the term vulnerable is used. 

Vulnerability is a broad term and is not always associated with higher hazard risk. Referring to 
vulnerability can lead to efforts being made to support communities that may not need specific 
intervention during an emergency, but who are considered susceptible from an economic, health or social 
welfare viewpoint. This can lead to the ineffective distribution of resources in planning and response, 
highlighting the importance of a clear definition and shared terminology around high-risk communities.  
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Vulnerability can be temporary, seasonal, and sporadic as well as chronic. It is also dynamic – individuals 
may become increasingly high-risk over time or for discrete periods of time. Likewise, vulnerabilities can 
be reduced or mitigated through emergency planning and resilience building activities at both an 
individual and community level.  

People may not be vulnerable to all hazards and risks. For example, socially and geographically isolated 
individuals living in high fire risk areas may be unwilling/unable to evacuate during bushfires. However, 
that isolation serves as a protective factor for major public health emergencies caused by communicable 
diseases.  

The definition of a vulnerable person has been the subject of many past inquiries and reviews including 
the 2009 Victorian Bushfires Royal Commission (VBRC), the Review of the 2010–2011 flood warnings and 
response and IGEM’s Review of emergency management for high-risk Victorian communities. Each 
review made slightly different recommendations that DHHS provide a sector-wide definition of a 
vulnerable person.  

For the purposes of the Vulnerable People in Emergencies Policy and the VPR, DHHS defined a vulnerable 
person as someone who is frail; physically or cognitively impaired; unable to comprehend warnings and 
directions and/or respond in an emergency situation. A person must additionally be someone who cannot 
identify personal or community support networks to help them in an emergency.27 

In its work to support vulnerable people, or people at high risk during emergencies, DHHS expressed 
concern that: 

…defining vulnerability or high-risk communities does not adequately capture the complexity of 
potential vulnerabilities to emergencies, nor the related opportunities to enhance emergency 
resilience in light of these vulnerabilities. 

Government response to the IGEM Review of emergency management for high-risk Victorian 
communities, DHHS (2019) 

Given the nature of vulnerability and risk in emergencies, IGEM recognises the difficulty in arriving at an 
agreed term and definition for vulnerability. However, the importance of understanding and responding 
to the needs of all Victorians during major emergencies cannot be understated. 

 Vulnerability in emergencies 
Most emergency plans and policies applicable to a pandemic did not provide a definition for a vulnerable 
person. Instead, most arrangements identified broad categories of vulnerability in an emergency 
referring to the elderly, people living with a disability, Aboriginal and Torres Strait Islander peoples, 
women, and children. Appendices were often attached to arrangements providing operational guidance 
targeted towards these identified groups.  

Culturally and linguistically diverse (CALD) Victorians are also considered vulnerable, often in relation to 
effective communication with multicultural communities (see Chapter 9, p 136). 

The way in which these vulnerable cohorts are identified in risk assessments is unclear, but cohorts 
identified as vulnerable are consistent with previous emergencies. For instance, elderly people were over-
represented in the 1983 Ash Wednesday fires death toll. It was determined that while elderly people can 
follow emergency warnings, some were unable to implement effective survival strategies and as a result 
perished in the fires.28 

The vulnerability of individuals and communities in an emergency was a focal point for the VBRC which 
identified that 44 per cent of the people who died in the bushfires had ‘vulnerabilities’.29 The VBRC stated 
that they were classed as ‘vulnerable’ because they were either aged less than 12 years, more than 
70 years, or were suffering from an acute or chronic illness or disability.29 

The VBRC recommended that the Victorian Government establish mechanisms for helping local 
government to undertake planning that tailor bushfire safety options to the needs of their individual 
communities. VBRC also proposed that the Victorian Government engage in building a more 
comprehensive strategy of evacuation, encouraging and supporting people who are vulnerable to 
relocate early, including the development of assisted evacuation plans.29 

In response to this recommendation, DHHS developed the Vulnerable People in Emergencies Policy which 
includes the VPR.  
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The VPR is a collection of web-based lists containing personal information of people who both:  

 meet the definition of a vulnerable person as outlined in the Vulnerable People in Emergencies Policy  

 are not able to identify a support network to help them during an emergency.27 

The VPR is an opt-in service updated and maintained by funded agencies and local governments. VicPol 
and DFFH have statewide access to the registers.27 

It appears much of the consideration of vulnerable and high-risk cohorts in emergency planning and risk 
assessments is done with a Class 1 (and often fire) focus, assuming a reasonably rapid onset and short 
duration emergency with support required for evacuation, shelter, and immediate relief needs. This is 
consistent with the increased likelihood of hazards like bushfires and floods in Victoria.  

Policies like the Vulnerable People in Emergencies Policy place the responsibility on other government 
agencies, specialist facilities, service providers and local governments for identifying and planning for 
vulnerable people within their services during an emergency. While these services are best placed to 
provide information on who could be considered the most vulnerable in an emergency, most of them are 
not primarily focused on emergency management. As a result, they may need assistance in identifying 
and mitigating potential emergency risks. 

Communication with vulnerable cohorts is commonly identified as a priority issue. However, there is an 
emphasis on issuing urgent emergency warnings, as opposed to ongoing communication strategies for 
engaging vulnerable groups over a complex or prolonged emergency requiring changes in individual 
behaviour.  

 Vulnerability in major public health emergencies 
The consideration of vulnerable cohorts in major public health emergency plans and risk assessments 
varies according to the emergency, and how that may affect particular groups. There is no policy 
requiring a structured identification of vulnerable cohorts and the implementation of mitigation and 
control strategies.  

The SHERP states when a vulnerable person cannot identify personal or community support networks to 
help them in an emergency, they may be included on the VPR. However, the use of VPR is more likely to be 
for Class 1 emergencies and evacuations than for major public health emergencies such as the COVID-19 
pandemic.  

There are plans in place for various vulnerable cohorts in different public health emergencies. In some 
cases, hazard-specific plans identify high-risk cohorts and outline arrangements to address their needs. 
In other cases, portfolio departments or agencies identify emergencies or situations where the vulnerable 
cohort they support would be at greater risk of the emergency and create plans to mitigate and control 
the risk. The maturity and comprehensiveness of these plans varies considerably. 

Case studies 

IGEM looked at the groups identified as vulnerable or high-risk for this review’s case studies.  

Individuals with respiratory conditions are identified as people most at risk from smoke. Smoke plans 
include additional vulnerable groups such as people over 65 years, children 14 years and younger, 
pregnant women and smokers. 

The Victorian health management plan for pandemic influenza (VHMPPI) foresees that most people will 
be vulnerable to an influenza pandemic, however it also recognises that some groups may be at more risk 
than others.  

The VHMPPI provides operational guidance for organisations that engage with children, and facilities 
where children gather including schools, people who live in residential facilities including residential aged 
care, accommodation services and custodial facilities. The VHMPPI also highlights the need for tailoring 
planning considerations for Aboriginal and Torres Strait Islander peoples, and CALD Victorians.  

EMV released the Victorian Action Plan for Pandemic Coronavirus Disease (COVID-19) in 2020, which 
identified as vulnerable older people with chronic diseases, children – particularly nine years and under, 
pregnant women and Aboriginal and Torres Strait Islander Peoples. The groups outlined in this plan were 
based on emerging evidence at the time.  
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The DH website states that everybody is at risk of contracting COVID-19. However, while most people 
develop mild symptoms, certain people are more likely to become very sick. These groups include older 
people, Aboriginal and Torres Strait Islander people, people with underlying illnesses such as diabetes, 
chronic lung disease, kidney failure, or people with low or supressed immune systems and HIV. Children 
and pregnant women have been removed as a vulnerable cohort.  

One of the more detailed considerations of hazard vulnerability is related to heatwave. DH states that 
people vulnerable in a heatwave include those over the age of 65, have underlying health conditions 
(such as diabetes, kidney disease or mental illness), are taking medications that affect how the body 
reacts to heat, have problematic alcohol or drug use, have a disability, have mobility challenges (such as 
those who are bed bound or in wheelchairs), pregnant women, babies or young children, overweight, work 
outdoors or have recently arrived from cooler climates.30 This assessment is likely informed by a higher 
level of experience with heatwaves and an overall greater level of planning for heat-related emergencies. 

While most public health hazards included a basic description of cohorts likely to be more vulnerable, 
there was often no information as to how this had been determined and how the vulnerability may affect 
them. There was also variability in guidance to support people to minimise their hazard risk or 
consequence or recognition of the intersectionality and overlapping of vulnerabilities. 

 

Survive the heat campaign (Source: Better Health Victoria)  

 Appropriateness of considerations of vulnerability 
There was consistency with older people, children, and Aboriginal and Torres Strait Islander peoples being 
identified as a potential risk cohort in state emergency arrangements. However, the process in identifying 
these cohorts as potential risks in emergencies remains unclear.  

For example, older people are consistently identified as a high-risk/vulnerable cohort. However, there is 
relatively little consistency in explaining their risk, whether it is simply an effect of age, or the increased 
likelihood of poor health, behavioural characteristics of the cohort or some combination of these factors.  

There is also very little requirement or guidance to address people’s vulnerability to certain measures 
taken to control the hazard itself or support vulnerable people to increase their resilience. The Vulnerable 
People in Emergencies Policy does not provide any specific guidance or embed any mechanisms to 
monitor how vulnerable people are supported. 
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Individual portfolios of government and non-government organisations provide support and conduct 
hazard planning for some vulnerable groups, and other organisations advocate for plans and responses 
to consider the needs of vulnerabilities during emergencies. This approach provides benefit, however, 
there is no oversight of who is being supported, the level of residual risk remaining and measures that 
should be taken if the hazard risk transpires. 

This gap in the system between identifying vulnerable people and taking action to address their higher 
level of risk had grave consequences in the COVID-19 pandemic. 

The Clinical Leadership Expert Group established expertise within the aged care system to provide 
advice to the Victorian Government. The group identified that provision of aged care during the 
pandemic would be problematic and required further government support. Stakeholders involved in this 
review reflected that despite receiving this advice, little was done in collaboration with the Australian 
Government to address this risk until major outbreaks had already occurred across aged care facilities in 
Victoria.  

More broadly, the COVID-19 pandemic demonstrated that although Victoria’s arrangements reasonably 
considered that vulnerable populations may be disproportionately affected by the pandemic, it did not 
have structures and systems in place to respond to these vulnerabilities in a consistent and 
comprehensive manner.  

We’ve got to think about this concept of vulnerability and resilience in terms of different emergencies 
and different risks, and we’ve got to have different approaches that are proportional to the risk for 
those people. Not proportional to the risk for the general community but to those people, and then 
think about what it is that we can actually do to make sure those people are as safe as possible. 

Stakeholder 

 

Finding 4.2 

There is limited guidance or requirement to identify vulnerable people in risk assessments or 
incorporate measures to support their needs before, during and after emergencies. 

4.5 Consequence management  

Reform over the past decade has seen consequence management become a fundamental part of 
emergency management.  

Arrangements and understanding of consequence management support preparedness; encouraging 
sector agencies to consider and plan for the broader, potential consequences of a risk before it emerges. 
Familiarity with the concept and approach also increases the ability of control and support agencies to 
look beyond the direct impacts of an emergency to mitigate and/or plan for indirect adverse events. 

The EM Act 2013 defines consequence management as the coordination of agencies that are responsible 
for managing or regulating services or infrastructure which are or may be affected by a major 
emergency.23 

Reform in 2013 included the traditional emergency management model of command, control and 
coordination extended to become the ‘Six Cs’ through the addition of consequence, communication and 
community.  

Consequence thinking is used to identify the possible future states that may affect a community and its 
resilience. It is not about making predictions. It is about imagination and foresight, both of which require 
markedly different ways of thinking to the reactive and prescriptive approaches more common in 
emergency management.  
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 Roles and responsibilities 

Consequence management has been a key part of our emergency management arrangements for a 
long time. We’ve got mechanisms to be able to do communications, all those sorts of things that have 
a broader reach, and it was not well-understood at all.  

Stakeholder 

Consequence management can occur before, during and after an event. The four traditional pillars of 
recovery (social, economic, built and environment) have been co-opted as the analytical domains for 
consequence analysis.  

Included in the functions under the EM Act 2013 the EMC is responsible for and coordinates consequence 
management in a major emergency. This coordination role means that they do not manage the 
consequences of emergencies, but provide guidance to emergency management agencies, government 
and the broader community on the possible downstream impacts of events to enable them to take 
mitigating actions.  

In a practical sense, this work is undertaken by the State Consequence Manager, which is a position filled 
by rostered personnel drawn from across EMV and the sector. It is formed at the SCC on an as-needed 
basis, either based on forecast conditions or in response to an actual event.  

The EMMV stated that during an emergency, all agencies including critical infrastructure providers may 
need to activate their business continuity arrangements in order to manage the adverse consequences 
on their area of responsibility. 

With the introduction of the SEMP, this was progressed to include: 

…In an emergency, support agencies are responsible for assisting the EMC in managing the 
consequences of existing or possible impacts on the specific infrastructure or service that they are 
responsible for managing or regulating under relevant legislation. 

State Emergency Management Plan (2020) 

There have been different views within government as to the level of consequence management that sits 
with the EMC in times of emergency. In its response to previous sector reviews, the Department of Premier 
and Cabinet (DPC) has made it clear that the term ‘consequence management’ in the EM Act 2013 should 
be construed in the narrow context of managing the agencies involved in response and recovery, with the 
executive government being paramount in relation to whole-of-government consequence management.  

 Activation of whole-of-government arrangements 
The Victorian arrangements reflect that consequence management will need to transition to a whole-of-
government function at some point during an emergency. Some events will become of a size or duration 
that demands the involvement of decision-makers with power to direct financial and other resources at 
departmental and eventually executive government levels.  

Executive government and SCRC have broad consequence management responsibilities. For instance, 
SCRC advises upwards on emergency and crisis management strategies, resilience of critical 
infrastructure and how the broad social, economic, built and natural environmental consequences are 
being considered.  

In the event of a complex or large-scale emergency, the SCRC’s role ensures that the broad social, 
economic, built and natural environmental consequences are addressed at a whole-of-government level. 

The normal scheme of arrangements would see SCRC – comprising the secretaries of departments, the 
EMC and the Chief Commissioner of Police – advising executive government accordingly. These peak 
bodies are charged with ensuring that consequences are being addressed across the government.  
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 Triggers and escalation points 
In its Review of impact assessment and consequence management, IGEM found that:  

…consequence management is an important approach to facilitate dynamic and adaptive decision-
making. However, there are aspects of consequence management that still require further refinement. 
A key priority is to establish clear demarcations between Emergency Management Victoria’s 
consequence management roles and responsibilities and those of other sector organisations. 
Additionally, coordination is required between and across all tiers. (Finding 14)  

Review of impact assessment and consequence management (2019) 

IGEM further recommended that EMV ‘continues to lead discussions with the sector to resolve their 
respective roles, responsibilities and scope for consequence management and associated triggers and 
escalation points.’ 

Victoria’s two most recent major emergency management events – the 2019–20 bushfires and the 
COVID-19 pandemic – have tested the established arrangements and demonstrated the need for more 
clearly defined pathways for escalating consequence management.  

At the state level, there remains a lack of clarity around deciding when the consequence management 
function outstrips the capabilities and resources of the EMC’s consequence management team and the 
SCC.  

The activation of whole-of-government arrangements considers the scale and complexity of the social, 
environmental, and economic consequences of an incident. There is little guidance as to what the trigger 
for this might be or what scale an event must reach before whole-of-government and executive 
government structures become involved. 

There is guidance to outline the responsibilities of senior officials and ministers, which also explains basic 
emergency management arrangements. However, the triggers for initiating the involvement of these 
officials and ministers is less clear. 

IGEM’s Review of impact assessment and consequence management identified that at incident, regional 
and agency levels there was a level of sector confusion as to what consequence management means. 
There is uncertainty as to the extent to which incident controllers are responsible for the downstream 
consequences of the emergencies they are managing. The sector has again raised this issue in the 
context of EMV’s current Emergency Management Reform Program consultation. In response, EMV has 
already committed to further stakeholder consultation around this topic.  

 

Finding 4.3 

There is confusion across the emergency management sector and government as to what 
consequence management means and who holds accountability for managing consequences.  

 

Finding 4.4 

Pathways for escalating consequence management for emergencies that affect whole-of-government 
and whole-of-community are not clearly defined and tested. 
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BREAKOUT BOX 1: AUSTRALIAN GOVERNMENT WHOLE-OF-GOVERNMENT ARRANGEMENTS ACTIVATION 

While there were no clearly documented triggers for activating Victorian whole-of-government 
arrangements that would have ensured appropriate high-level management of consequences of the 
COVID-19 pandemic, there are examples to be drawn from other governments. 

The Australian Government Crisis Management Framework specifies a series of triggers to activate the 
Australian Government’s whole-of-government arrangements.  

The triggers reflect the scale of the crisis and its impacts (including fatalities) and the number of 
jurisdictions or industries affected (including overseas). The whole-of-government arrangements may 
also apply when there is a request for assistance from affected states or territories, or a community 
expectation of national leadership. 

These triggers appear broad and even deeply subjective (for example, community expectations of 
national leadership) but Australian Government intervention hinges upon a process of consultation 
with the states and territories. To that end, the framework also provides for the convening of National 
Cabinet.  

The clear articulation of triggers – even ones that are broad and subjective – increases preparedness 
as there is an agreed set of circumstances where whole-of-government arrangements will supersede 
any sector-based or organisational arrangements. This improves understanding of roles and 
responsibilities and provides a pathway for decisions when they exceed the accountability of those 
originally charged with handling the emergency. 

 

 Consequence management during the COVID-19 pandemic 
Consequence management discussions were sighted throughout SEMT and State Coordination Team 
(SCoT) meetings minutes in 2020. Initial discussions identified the inclusion of consequence management 
within state pandemic planning and assisting agencies with business continuity planning.  

However, as the COVID-19 pandemic unfolded on a national scale, the state-level mechanisms for 
consequence management of an escalating emergency of this nature were not well understood or 
practised. The structures for dealing with the social and economic consequences on the scale of a 
pandemic were lacking.  

The Crisis Council of Cabinet (CCC) was established in April 2020. Changes were made to the State 
Control Team (SCT), eight Missions were created, and the Victorian Secretaries Board activated to 
support the response in discrete ways. While these structures were not specifically created or adjusted to 
conduct consequence management, each took on activities to manage the significant consequences of 
the pandemic. 

IGEM is not analysing the effectiveness of these changes as it is beyond the scope of this review. However, 
creation of these structures suggests that Victoria was not well-prepared to provide visibility of 
consequences to ministers and senior officials for major public health emergencies of a nature or scale 
that was unanticipated. 

 

Observation 4.4 

The Inspector-General for Emergency Management’s Review of impact assessment and consequence 
management (2019) found many issues inhibiting the value of consequence management. Many of 
these issues continue to affect the management of emergencies across the emergency management 
sector. 



70  Review of Victoria’s preparedness for major public health emergencies, including pandemics 

 

4.6 Summary 

The emergency management sector specifies its intention to be able to identify, analyse and evaluate the 
likelihood and consequences of emergency events holistically, and document this in emergency plans.  

IGEM did not see fulsome evidence to suggest accountability for reviewing or auditing state-level risk 
assessments or implementing mitigation and control measures to reduce the likelihood and 
consequences of identified hazards. This was evident in the lag between the EMV’s Emergency Risks in 
Victoria reports and the publication of the report outcomes.  

Identifying risk is the initial step in the risk management process. This is used to mitigate or prevent 
emergency risks. If not regularly reviewed, it could potentially impact the effectiveness of agency and 
department documents and emergency plans, and their level of preparedness. 

Furthermore, emergency management arrangements address hazards based on risk assessments that 
are highly influenced by past events, rather than potential high-consequence, low-frequency events. As 
pandemic influenza was identified as a risk, the emergency management sector had plans and 
procedures in place (see section 6.3.1, p 85). However, risk assessment should involve thinking about 
uncertain events, including those yet to occur in Victoria or of a magnitude not yet experienced – such as 
the COVID-19 pandemic.  

Plans and arrangements for major public health emergencies did not consider the breadth and severity 
of consequences likely to be associated with a prolonged and complex emergency. While there were 
structures in place to identify consequences once an emergency unfolded, there is opportunity to plan for 
consequences more comprehensively prior to any emergency. 

There is also confusion across the emergency management sector and government as to what 
consequence management means and who holds accountability for managing consequences. Therefore, 
there is a need for more clearly defined pathways for escalating consequence management for Class 2 
emergencies. 

The Victorian Preparedness Framework outlines that community and agency stakeholders should be 
engaged to explore, determine and implement mitigating actions to reduce or manage the likelihood and 
consequences of emergency events.  

The current risk assessment procedures do include expert groups and emergency management 
representatives. Community representatives and advocates are becoming increasingly involved in risk 
assessments, particularly under planning reforms associated with municipal and regional risk 
assessments.  

There is opportunity here for the Victorian Government to expand ‘experts’ to include engaging local 
community or community organisations such as the Australian Red Cross to explore, determine and 
implement mitigating actions to reduce the likelihood of consequences for major public health 
emergencies. Community organisations or community members can further help with the consequences 
of an emergency because they are often well integrated and connected within the society.  

One critical task associated with the planning capability of the Victorian Preparedness Framework is the 
ability to communicate – to communities and agency stakeholders – information on the residual 
likelihood and consequences after planning and mitigation is communicated.  

The emergency management sector is better at communicating residual likelihood and consequences for 
reoccurring major public health emergency events like heatwaves, smoke and thunderstorm asthma as 
part of risk treatment. Information is often distributed through the VicEmergency platform, with the same 
platform used to educate the community on health risks. 

However, as noted in this chapter there are no defined processes for explaining and supporting 
vulnerable groups for hazard risks. While there is a reasonably clear series of processes in place to 
identify risks, the actions required to prevent and control for these risks and consider consequences is 
less established across the sector. 

IGEM recognises that it is impossible to account for or to predict and control every possible risk and 
consequence. While past emergencies hold many lessons that should be identified and integrated into 
arrangements to increase preparedness, it is equally too easy to rely heavily on the past in predicting 
what might happen next.  



 

 

5 Legislation and 
regulation 

 

 

 

Legislation provides a foundational level of preparedness in Victoria’s emergency management 
arrangements, articulating powers, functions, roles, responsibilities and accountabilities of relevant 
personnel, agencies and departments in emergencies.  

Legislation provides the authority for government to compel portfolios of government, businesses and 
individuals to abide by directions to minimise the severity and consequence of emergencies.  

There are Victorian and Commonwealth legislative arrangements in place to mitigate, control and 
respond to major public health emergencies in the following ways:  

• assign functions, roles and responsibilities to organisations  

• ensure appropriate government resourcing and attention on the emergency  

• allocate leadership and accountability roles to specified government personnel  

• direct and control individual and businesses to minimise the severity and consequence of the major 
public health emergency.  

Emergency management roles and responsibilities are legislated in various Victorian and Commonwealth 
Acts. Responder agencies, local government, government portfolios and non-government organisations 
have emergency obligations that relate specifically to their involvement in specific hazards, general 
governance in the community and/or responsibilities for oversight and coordination of high-risk 
communities.  

For example, councils have specific emergency obligations for their local government areas under the 
Local Government Act 1989 (and under the Local Government Act 2020). Other emergency management 
organisational obligations are fully articulated in the Country Fire Authority Act 1958, Fire Rescue Victoria 
Act 1958, Victoria State Emergency Service Act 2005, Ambulance Services Act 1958, Forests Act 1958 and 
the Emergency Services Telecommunications Authority Act 2004. However, there are many other pieces 
of legislation that articulate specific roles and responsibilities relevant to major public health 
emergencies.  

Many major public health emergencies will be influenced by and have ramifications for interstate, 
national and international jurisdictions. As such, preparedness for major public health emergencies in 
Victoria is influenced by Commonwealth legislation.  

This chapter focuses specifically on three Victorian Acts and one Commonwealth Act, which are 
discussed in detail throughout the report as relevant.  

5.1 Public Health and Wellbeing Act 2008 (Vic)  

The Public Health and Wellbeing Act 2008 aims to promote and protect public health and wellbeing in 
Victoria. It addresses numerous aspects of health and wellbeing that have implications for major health 
emergencies. This review focuses on the following legislative aspects: 

• leadership and accountability of key health personnel 

• management and control of infectious diseases, micro-organisms and medical conditions 

• declaration of a State of Emergency. 
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Leadership and accountability of key health personnel 

The Public Health and Wellbeing Act defines multiple roles and responsibilities related to major public 
health emergencies. It outlines the roles, functions, powers and statutory obligations of the Minister for 
Health, Secretary of DH and the CHO. The Act provides for the appointment of Authorised Officers (AOs) 
as delegates of the Minister for Health, Secretary and CHO and the conditions under which they can be 
activated. 

Roles, functions and powers are explained, as are those pertaining specifically to the management and 
control of infectious diseases, use of public health orders and the State of Emergency.  

Management and control of infectious diseases, micro-organisms and medical conditions 

The Public Health and Wellbeing Act specifies functions, powers and roles in relation to infectious 
diseases, micro-organisms and medical conditions with the potential to adversely affect public health.  

The CHO has the power to make public health orders, and order examinations and tests to identify and 
control these diseases and conditions.1 

Public health order powers relate to a person who is infected with a disease or been exposed to an 
infectious disease in circumstances where a person is likely to contract the disease. Enforcement powers 
apply and public health orders can be made without a State of Emergency declaration.  

The Public Health and Wellbeing Act defines notifiable conditions and arrangements to appropriately 
notify and respond to the identification of such conditions. This Act requires health and pathology 
services to have processes in place to ensure the prompt and appropriate notification of the condition or 
micro-organism.  

The principle of proportionality should be applied to decisions made and actions taken in the 
administration of the Public Health and Wellbeing Act. However, proportionality in relation to the risk a 
person subject to such an order poses to public health is specifically referenced in relation to the order’s 
duration. 

State of Emergency 

Under the Act, a State of Emergency can be declared by the Minister for Health – on the advice of the 
CHO – in response to any circumstances causing a serious risk to public health.  

The State of Emergency declaration does not derogate from or limit any provisions relating to the 
declaration of an emergency under any other Act.  

The Minister for Health must also consult with the relevant minister and the EMC before making the 
declaration. However, there are no further details describing how various emergency (or disaster) 
declarations should be concurrently implemented.  

The Public Health and Wellbeing Amendment (Pandemic Management) Act 2021 established new 
provisions for the declaration process specific to pandemics and this has been subsequently used 
instead of the State of Emergency. 

5.2 Emergency Management Act 1986, 2013 (Vic)  

The purpose of the Emergency Management Act 1986 (EM Act 1986) is to provide for the organisation of 
emergency management in Victoria. It is complemented by the EM Act 2013 which established Victoria’s 
new governance arrangements including the creation of the SCRC, and introduction of the EMC, EMV and 
IGEM.  

Response coordination, control and accountabilities are specified for both Class 1 and 2 emergencies in 
the EM Act 2013. Chapter 11 (p 158) includes a full description of the classes of emergencies.  

 
1 This section currently outlines the previous legal authority for making public health orders. However, since the 

enactment of the Public Health and Wellbeing Amendment (Pandemic Management) Act 2021, this legal authority is 
no longer applicable to pandemics. Now, the Minister for Health issues public health orders if the Premier has made a 
pandemic declaration.  
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The EM Act 2013 outlines the statutory powers and obligations of the Minister for Emergency Services, the 
EMC, State Response Controller (lead control role in a Class 1 emergency), State Controller (lead control 
role(s) in a Class 2 emergency), responder agency chief officers and Control Agency Officer in Charge 
(CAOIC). The CAOIC is applicable to Class 2 emergencies only and is typically the secretary of the 
department or chief officer of the responder agency designated as the control agency. 

Under the EM Act 1986 the Premier of Victoria can declare a State of Disaster to exist in all or part of 
Victoria. The declaration can be made after consultation with relevant ministers and the EMC and when it 
is decided there is a significant and widespread danger to life or property. A State of Disaster can be 
declared for a maximum of one month but can be followed by another declaration without recourse to 
Parliament. A State of Disaster was first declared during the 2019–20 Victorian bushfires.  

During a State of Disaster, the relevant minister can take the following actions, if required, to respond to 
the emergency:  

• direct any government agency to do or refrain from doing any act, or to exercise or perform or refrain 
from exercising or performing any function, power, duty or responsibility; and  

• if it appears to the minister that compliance by a government agency with an Act or subordinate 
instrument, which prescribes the functions powers duties and responsibilities of that agency, would 
inhibit response to or recovery from the disaster, declare that the operation of the whole or any part 
of that Act or subordinate instrument is suspended; and  

• take possession and make use of any person's property as the minister considers necessary or 
desirable for responding to the disaster; and  

• control and restrict entry into, movement within and departure from the disaster area or any part of 
it; and  

• compel the evacuation of any or all persons from the disaster area or any part of it.  

5.3 Charter of Human Rights and Responsibilities 
Act 2006 (Vic)  

The Charter was enacted recognising that all people are born free and equal in dignity and rights. 

Twenty fundamental human rights are protected in the Charter.  

In certain circumstances, some rights may be limited. However, this must be necessary and reasonable, 
and there must be clear reasons for any decision that limits any of these rights. Reasons for limiting 
human rights must consider the nature of the right, the importance of the purpose of the limitation, the 
nature and extent of the limitation and other less restrictive means of achieving the purpose. 

As described by the Victorian Equal Opportunity and Human Rights Commission, the Charter protects 
Victorian human rights in three main ways: 

- Public authorities, including local government and Victoria Police, must act in ways that are 
compatible with human rights and take relevant human rights into account when making 
decisions.  

- Human rights must be taken into account when Parliament makes new laws.  

- Courts and tribunals must interpret and apply all laws compatibly with human rights. 

Victorian Equal Opportunity and Human Rights Commission31 
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5.4 Biosecurity Act 2015 (Cth)  

There are provisions under Commonwealth legislation in relation to public health emergencies which are 
in effect implemented by the states and territories. Two types of power can be used in response to public 
health events under the Biosecurity Act 2015 (Cth): human biosecurity control orders imposed on 
individuals; and emergency powers that can be used when a human biosecurity emergency is declared.  

Human biosecurity control orders can be issued in relation to any listed human disease. The Australian 
Government Chief Medical Officer may determine whether a human disease should be made a listed 
human disease following consultation with the CHO for each state and territory and the Australian 
Government’s Secretary of Agriculture.  

The Chief Medical Officer and their AOs can issue human biosecurity control orders. Australian, state and 
territory government health department employees or the Australian Defence Force (ADF) can be 
authorised as Human Biosecurity Officers if they have the appropriate clinical expertise.  

A human biosecurity control order can be imposed if the issuing officer is satisfied that the individual in 
question has signs or symptoms of a listed human disease or they have been exposed to a listed human 
disease (including exposure to another individual who has signs or symptoms of the disease). A human 
biosecurity control order can include restricting a person's movement and interactions with people. It can 
require an individual to remain isolated at a specified medical facility.  

Under the Biosecurity Act, a human biosecurity emergency can be declared by the Governor-General if 
the Australian Government’s Minister for Health is satisfied that a listed human disease is a severe and 
immediate threat to human health at a national level and that the emergency powers are needed to 
manage the threat. The powers can be used to prevent people with a listed disease (or suspected to have 
a listed disease) to enter Australia or to control its spread within Australia.  

When a human biosecurity emergency is declared, the Minister for Health can exercise a range of 
emergency powers in addition to the biosecurity control powers generally available under the Act. 
A declaration of a human biosecurity emergency may not last longer than three months unless it is 
extended, with each extension not exceeding three months.  

During a human biosecurity emergency period, the Minister for Health may give any direction, to any 
person, that the minister is satisfied is necessary to prevent or control the entry, establishment or spread 
of the listed human disease to and from Australia. Any direction given should be no more restrictive or 
intrusive than is required in the circumstances to achieve its purpose. 

5.5 Legislative arrangements  

In Victoria, preparedness for major public health emergencies is influenced by both the EM Act 1986 and 
2013, and the Public Health and Wellbeing Act. The arrangements pertaining to the emergency 
management sector are largely governed by the EM Acts and the specific health roles are outlined in the 
Public Health and Wellbeing Act.  

Until the COVID-19 pandemic, concurrent implementation of both the EM Act 2013 and the Public Health 
and Wellbeing Act had occurred with limited reflection of the extent to which each Act complemented the 
other.  

 Legislative accountabilities 
The EM Act 2013 was developed in part, to address the issue of legislative accountability after the 2009 
Victorian bushfires, as the VBRC had identified a lack of clarity of control and accountability in the 
existing legislation. The Victorian Emergency Management Reform White Paper (December 2012) pointed 
to the need for establishing clear and effective response and control arrangements for all hazards.32 

[There was a] lack of a single individual with clear responsibility for control of the response... The 
purpose of the new arrangements is to provide "clear and unambiguous command and control of, 
preparedness for, and response to, level 3 bushfires in Victoria" 

2009 Victorian Bushfires Royal Commission final report, Volume II (2010) 
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Since the enactment of the EM Act 2013, chief officers and department secretaries have raised concerns 
during emergencies and at other times that the Act introduces the potential for competing statutory 
powers among the EMC, State Response Controller/ State Controller, chief officers and department 
secretaries.  

The debate most often occurred among individuals with statutory powers and obligations related to 
Class 1 emergencies, specifically fires, as the potential for conflict arises annually. In these cases, chief 
officers have obligations under their agencies’ specific legislation to perform certain roles and ensure 
risks and hazards are suitably prevented and responded to. 

In Class 1 emergencies, the arrangements do not resolve competing statutory powers for the State 
Response Controller and the Chief Officer of the control agency. The Act also gives the EMC the ability to 
override or assume control for an emergency.  

In practice, the individuals appointed to these roles have mostly been able to negotiate a resolution that 
sees appropriate appointment of individuals to control roles. The EMC has not assumed control and 
advocated that they do not intend to. However, it is a significant risk that the EM Act 2013 does not resolve 
these issues created by its enactment. 

A similar potential for conflict exists for Class 2 emergencies, with particular complexity introduced in a 
major public health emergency as the Public Health and Wellbeing Act establishes the statutory position 
of the CHO, with its own legislation functions, powers and obligations. 

In Class 2 emergencies, there are no provisions for the EMC to take control, only to direct the CAOIC to 
exercise its powers under section 39 of the Act (as per section 40(b)). However, prior to the 2021 legislative 
amendment of the Public Health and Wellbeing Act, there was scope for the EMC to contest the directions 
of the CHO during a State of Emergency, or issue contradictory directions.  

The Public Health and Wellbeing Act does require the Minister for Health to consult with the EMC prior to 
declaring a State of Emergency. However, there is no specific requirement for the minister or the CHO to 
consider a concurrent declaration of a State of Disaster or other emergency-related directions or 
warnings issued by the EMC or the controller of the emergency (State Response Controller or State 
Controller). There are also no provisions in the EM Act 1986 or 2013 for the EMC or controller of the 
emergency requiring consultation with the Minister for Health or CHO. 

The current legislation, the SEMP and the SHERP do not clearly articulate accountabilities for decisions 
pertaining to public health and safety. Multiple roles have explicit and implied accountabilities, yet there 
is no clarity surrounding the hierarchies of accountability or specific guidance when multiple individuals 
(or no individual) have accountabilities under different legislation. 

During the COVID-19 pandemic, it was a fundamental finding of Victoria’s COVID-19 Hotel Quarantine 
Inquiry (HQI) that there was no clear accountable person or organisation. 

Under the current arrangements, arguably, the EMC, CHO, State Controller(s), Minister for Health, Minister 
for Emergency Services, and department secretaries (particularly DH) all have responsibilities related to 
management and control of public health emergencies.  

The hierarchy of control and accountability for public health and safety during a public health 
emergency is not made clear in legislation or the SEMP and SHERP. Depending on the nature of 
appointments made under the EM Act 2013 and the SHERP, individuals may assume multiple roles, which 
adds further complexity to responsibilities and accountabilities. 

 

Finding 5.1 

Preparedness for major public health emergencies is undermined by similar and potentially competing 
powers and accountabilities between the Emergency Management Act 2013, Public Health and 
Wellbeing Act 2008, State Emergency Management Plan and State Health Emergency Response Plan.  
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 Legislated control function 
The specific role, powers and functions of the State Controller are unclear in the EM Act 2013. The role is 
further explained in the SHERP. 

The EM Act 2013 specifies different control arrangements for Class 1 and Class 2 emergencies. The powers 
awarded to the State Response Controller in a Class 1 emergency are comparatively more specific and 
more expansive than those awarded to the equivalent position of State Controller in a Class 2 emergency. 

The State Controller powers specified in the EM Act 2013 are somewhat ambiguous and support a role 
more akin to a coordination function. With the unresolved accountability issues between Acts, this adds 
to the lack of clarity surrounding accountability for the State Controller. 

In some situations, if the CHO were to assume the State Controller role, the issue becomes less 
problematic as the CHO would have sufficient powers under the Public Health and Wellbeing Act to take a 
lead control role. However, as was the case in the COVID-19 pandemic, if the CHO is not the State 
Controller the resultant situation leaves them with very few levers to control activity outside their own 
department. 

While the issue was foreseeable in theory, there had not been a situation where the State Controller had 
needed to provide control for a health emergency in isolation. A State Controller was appointed for a 
period of high risk for thunderstorm asthma in November 2019, however, the full consequence of the risk 
did not eventuate. The situation was also influenced by the EMC declaring a Code Red day. The extreme 
heat and fire risk meant that the SCC was fully activated with a State Response Controller leading the 
overall management of risks across the state.  

The legislated arrangements for major public health emergencies introduce specific potential for conflict 
for the function of control, as the Public Health and Wellbeing Act assigns specific powers and functions 
to the CHO that mirror some control functions of the State Controller, which are fully described in the 
SHERP.  

This ambiguity in control accountabilities between the CHO and State Controller is not resolved in the 
SEMP or the SHERP. The SHERP specifies state controllers will report to the EMC and states that ‘the 
Public Health Commander will be appointed State Controller for identified public health emergencies’.33 It 
goes on to describe that the CHO (or delegate) will perform the Public Health Commander role. In cases 
where the Public Health Commander is not the State Controller, the CHO’s authority and decisions made 
under the Public Health and Wellbeing Act should be unaffected by the State Controller.33 

There is further ambiguity introduced when more than one controller is appointed – as allowed under 
section 39(2) of the EM Act 2013. While this Act includes the provision for multiple state controllers it does 
not place any single person in a lead control role in these circumstances. Neither the SEMP nor the SHERP 
provide any clarity on this matter. 

Following the 2009 Victorian bushfires, the lack of a single person accountable for controlling the 
emergency was a key driver for the legislative change that resulted in the EM Act 2013. While Class 1 
emergency arrangements were introduced to require the appointment of a single State Response 
Controller, there is still the potential for ambiguity in Class 2 emergencies. 

Multiple state controllers have been previously appointed for other concurrent emergencies, and for 
some hazards such as extreme heat events and heatwaves, the standard control arrangements are to 
have multiple controllers. During the pandemic, multiple department secretaries assumed State 
Controller roles (see Chapter 7, p 96).  

 

Finding 5.2 

The legislated powers of the State Controller are less comprehensive and clear than those of the State 
Response Controller despite both positions having the lead control function in their respective classes 
of emergency. 
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Finding 5.3 

The current arrangements for major public health emergencies do not require a single State Controller 
and do not resolve the potential for competing powers or establish a hierarchy of control between 
multiple state controllers, the Chief Health Officer and the Emergency Management Commissioner. 

 

5.6 Legislated preparedness activities 

Legislation in itself increases preparedness for major emergencies by providing a formal high-level 
description of emergency arrangements upon which other more specific plans, policies and processes 
can be developed. However, in Victoria there are also legislative arrangements in place requiring specific 
preparedness activities for certain elements of the emergency management sector. These specific 
arrangements relate to planning and critical infrastructure and will be discussed throughout this report.  

 Critical infrastructure regulations 
Critical infrastructure supports our most basic needs: safe drinking water, food, reliable transport, 
accessible public health services, energy for homes and industry, access to banking, finance and 
government services, and global communications networks to connect us socially and in business. 
Emergency events, whether natural or human-induced, pose a risk of disrupting the ability of critical 
infrastructure to deliver these essential services to the community.  

The complex interconnected and often interdependent nature of critical infrastructure increases the risk 
of an emergency causing a systemic failure of the critical infrastructure network. Climate change trends 
also indicate that critical infrastructure must be even more prepared as disasters are set to increase in 
frequency and intensity. The community expects that the government takes appropriate measures to 
ensure that vital service delivery is not interrupted during a disaster.  

Both the 2019–20 Victorian bushfires and the COVID-19 pandemic have demonstrated how communities 
depend on strong and resilient critical infrastructure before, during and after emergencies. Victoria is the 
only Australian jurisdiction that has legislated critical infrastructure resilience, and it is an integral part of 
Victoria’s emergency management system.34 

Governance  

In 2015 Victoria introduced a comprehensive set of arrangements focused on preparing for and managing 
critical infrastructure risks. These reforms built upon existing terrorism protection arrangements and 
expanded the provisions outlined in the EM Act 2013. The reforms adopted an all-hazards, consequence 
management focus, recognising that similar consequences may come from different hazards.  

The arrangements include:  

• Part 7A of the EM Act 2013  

• the Emergency Management (Critical Infrastructure Resilience) Regulations 2015  

• the Ministerial Guidelines for Critical Infrastructure Resilience  

• the Critical Infrastructure Resilience Strategy.  

The Critical Infrastructure Resilience Strategy identifies eight critical infrastructure sectors: energy, 
water, health, communications, food supply, government, transport, and banking and finance. The 
arrangements more generally provide for a specific focus on the energy, water and transport sectors. 
Each critical infrastructure sector has a corresponding portfolio government department. 

EMV has the lead role in maintaining and coordinating whole-of-government strategy and policy for 
critical infrastructure resilience to ensure a consistent but flexible approach for emergency risk 
management across the eight sectors.  

Critical Infrastructure arrangements interact with the broader emergency management committee 
structure through the SCRC.  
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Requirements under the critical infrastructure arrangements  

The critical infrastructure arrangements establish the Sector Resilience Networks (SRNs) and Sector 
Resilience Plans (SRPs). The networks and plans provide a foundation for developing relationships, 
collaboration and information sharing between government and industry.  

Each of the eight critical infrastructure sectors convene an SRN – an information-sharing forum between 
industry and government to discuss challenges and opportunities. The SRNs are chaired by the relevant 
portfolio department and meet regularly throughout the year.  

The sectors also collaborate across government through the Critical Infrastructure Resilience Sectors 
Forum, joint exercising and participation in cross sector preseason preparedness forums and briefings. 
Portfolio department leads also share best practice and information through this forum. 

SRNs are unique to Victoria and recent emergencies have shown the strengths of the relationships that 
they have created. Both the COVID-19 pandemic and the 2019–20 Victorian bushfires illustrated the 
importance of critical infrastructure and supply chains with government and industry working within their 
established networks to maintain and restore essential services to the community. Government 
stakeholders noted that these networks had also strengthened the relationships between the government 
agencies themselves:  

Critical infrastructure resilience arrangements [are] really important underpinning for a kind of 
healthy emergency management sector you continue doing workshops with people and exercises 
with people in non-emergency times and meeting with them so that when you need to activate you 
can draw on those [relationships].  

Stakeholder 

IGEM found in its Critical infrastructure resilience – 2018 report that SRNs were being used as safe and 
trusted environments for sharing information about risks, interdependencies, near misses, lessons from 
recent incidents, exercises and national and international developments. Critical infrastructure portfolio 
departments noted in their recent SRP that the resilience networks allowed for ‘thinking beyond our own 
operations to better understand our dependencies and, most importantly, planning for the unexpected’.35 

Each of the eight sectors, led by their portfolio department, are required to develop annual SRPs. The 
plans aim to identify a sector’s risks and include an evaluation and initiatives to respond to those risks. 
The plans also close the loop, through reporting on the outcomes of the previous year’s initiatives. 
Secretaries of portfolio departments are required to attest the accuracy of the SRPs to the SCRC before 
endorsement.  

The Victorian Government declared the energy, water, and transport sector essential. Loss or disruption 
in any one of these three sectors can impact the critical infrastructure resilience within and across the 
other sectors. The owners and operators of ‘vital’ infrastructure within these sectors must undertake 
additional requirements of an annual resilience improvement cycle based on planning, exercising and 
validation.  

IGEM noted that mandated exercising requirements within these sectors has encouraged creativity with 
more unusual and complex scenarios being exercised regularly.  

The focus on continuous improvement through the networks’ resilience improvement initiatives, 
development of SRPs and the additional requirements placed on vital infrastructure owners promote an 
environment of participation in both sector and cross-sector exercising and training.  

Notably in the lead up to the COVID 19 pandemic, several multi-sector exercises, initiated within the 
critical infrastructure arrangements, featured health emergency scenarios. These included Exercise 
Alchemy in August 2018 and Exercise Petunia in October 2018, the lessons from which are discussed in 
section 8.4.1 (p 131).  
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Observation 5.1 

Critical infrastructure arrangements mandate structures that encourage year-round collaboration 
and relationships between and within critical infrastructure sectors. 

 

Observation 5.2 

Critical infrastructure arrangements support regular multi-agency cross-sector exercising and greater 
sophistication in the scenarios exercised. 

 

Several stakeholders commented positively on the enduring strength of the critical infrastructure 
resilience relationships, noting the strength of establishing a trusted environment where collaboration 
occurs year-round as crucial to emergency preparedness.  

The maturity of the critical infrastructure governing arrangements and the integration of specialist 
knowledge into the emergency management framework was an important capability used throughout 
the COVID-19 pandemic response.  

The Critical Infrastructure Resilience Sectors Forum was co-opted into COVID 19 operational governance 
and SRNs became a Strategic Planning Cell. ‘While the Strategic Planning Cell was a new initiative, the 
networks were an existing capability and capacity that could be leveraged within the emergency 
management system.’ This potential capacity during an emergency of state significance has now been 
reflected in the forum’s terms of reference.36 

IGEM acknowledges that not all critical infrastructure sectors are at the same level of maturity and some 
also have Commonwealth and international regulations to consider. However, as emergency events are 
becoming increasingly complex, arrangements that strengthen relationships, have clear governing 
arrangements, promote or mandate exercising, resilience and assurance are vitally important.  

 

Finding 5.4 

Critical infrastructure arrangements mandate risk assessments, planning, exercising and assurance 
activities that directly increase preparedness for emergencies and indirectly strengthen relationships 
and increase awareness of roles and responsibilities. 

 

  Climate change  
Climate change is one of the most critical threats to the future wellbeing and prosperity of Victoria. 
Victoria’s climate has already changed with increased frequency of extreme heat, fire weather and heavy 
rainfall days. Droughts are more severe and the fire season has lengthened. These trends are projected to 
continue, resulting in an increased risk of heatwave, bushfire and flood in Victoria.  

Current and projected climatic changes have implications across all phases of emergency preparedness, 
response, relief and recovery. The strain is felt not only from the increased length and intensity of 
emergency events but also from the cascading consequence of staff and volunteer fatigue. Overlapping 
emergency events can also further compound demands on emergency and health sector capacity and 
resourcing.  

Climate change can have significant direct and indirect impacts on human health and poses a serious 
threat to the health and wellbeing of the community. Consequently, the demand on the health system will 
increase.  

Demands on health services can also be long lasting and do not always dissipate when the emergency 
response is over.37 Figure 2 (p 80) illustrates the relationship between direct impacts of climate change 
such as bushfires and floods, the indirect effects these events bring, and the health impacts that may 
arise. 
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 Direct and indirect effects of climate change on health and wellbeing.  
(Adapted from the Health and Human Services Climate Change Adaptation Action Plan 2022-202637) 

 

Climate change can also disproportionally impact upon the social determinants of health and wellbeing – 
such as education, employment and housing. This can result in greater risks to disadvantaged and 
vulnerable people.18 Government stakeholders were acutely aware of the impact of climate change on 
health emergencies:  

I’m hugely conscious of what climate change is doing to our environments, and that we have to start … 
imagining the unimaginable if you like. I think that’s one of our roles in emergency management, is to 
… think about the past being a predictor of the future, it’s actually accepting that the world is 
changing very fast, and we need to start going beyond our usual approaches.  

Stakeholder 

Actions to address the causes and effects of climate change have become increasingly formalised in 
Victoria and aligned across all government portfolios. Government has committed to mainstreaming the 
process of integrating climate change considerations into strategic, operational and investment 
decision-making.  

The Climate Change Act requires all departments to consider climate change and, in some cases, make 
commitments to climate risk management practices. Victoria’s Climate Change Strategy further 
recognises that embedding climate change into emergency management and disaster preparedness is 
integral for a climate resilient, prosperous and liveable community, with active community participation a 
vital element.  

The Climate Change Act identifies seven systems – primary production, health and human services, 
natural environment, built environment, water cycle, education and training and transport – that require 
the development of climate change Adaptation Action Plans.  
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The Adaptation Action Plans aim to establish priorities for reducing climate change risk, build upon the 
understanding of the impact of climate change on Victoria and facilitate the growth of partnerships and 
collaboration within the sector, local government and community organisations. Actions under each 
Adaptation Action Plan support emergency preparedness by building institutional capacity, sharing 
expertise and experience, and identifying and planning for future risks to minimise the impacts of 
climate-related events.  

In February 2022 the systems published their first mandatory Adaptation Action Plans. The plans are 
required to be produced every five years.  

DELWP’s Monitoring, Evaluation, Reporting and Improvement Framework tracked the effectiveness of the 
pilot plans, however this framework has now concluded. Under the Climate Change Act, the government is 
required to report on the effectiveness of the implementation of each Adaptation Action Plan and the 
ongoing governance structure overseeing this process is yet to be determined. 

Actions taken to address heatwave provide an example of a cross-sector, multi-tiered approach to 
reducing the impact of climate consequences on communities. Changes to the built environment to 
address the urban heat island effect as well as the provision of thermally efficient social housing will 
increase community resilience to heat events. Victoria’s Future Climate Tool will make climate predictions 
more accessible and increase informed decision-making.  

The impact of climate change on blue green algae proliferation in waterways has been recognised in the 
Pilot Water Sector Climate Change Adaptation Action Plan. Some strains of blue green algae are toxic 
and pose a threat to both humans and livestock, with stakeholders noting that blooms are now being 
experienced year-round and the occurrence of unfamiliar species is set to rise. Research stemming from 
this Pilot Plan improved the understanding of the factors that may influence future algal blooms and 
recognised that a multi-faceted approach is needed in the future.38 

The ongoing value of the Adaptation Action Plans in contributing to emergency preparedness is difficult 
to determine as they are still in their infancy. Two sectors, health and human services, and water have 
published pilot Adaptation Action Plans with the lessons learnt from these to inform future mandatory 
plans. 

 

Observation 5.3 

Development of Adaptation Action Plans under the Climate Change Act 2017 provide an opportunity to 
regularly plan for and evaluate actions taken to increase community resilience in the face of climate 
change. 

5.7 Summary 

Legislation and regulations contribute to overall preparedness for major public health emergencies in a 
way that is often overlooked. A lack of clarity in roles and responsibilities between the EM Act 2013, Public 
Health and Wellbeing Act, SHERP and SEMP creates a vulnerability in preparedness as there is ambiguity 
in leadership roles and accountabilities.  

During the COVID-19 pandemic, these issues decreased the efficiency and confidence in the ways powers 
could be exercised to achieve legislated responsibilities and functions. 

IGEM notes the December 2021 introduction of the Public Health and Wellbeing Amendment (Pandemic 
Management) Bill 2021, which became the Public Health and Wellbeing Amendment (Pandemic 
Management) Act. This Act provides the legal framework for the Minister for Health in making orders 
applicable to the community as a whole and the enforcement of such orders. Prior to its introduction 
these directions were made by the CHO. 

Critical infrastructure regulations and preparedness activities and planning required under the Climate 
Change Act demonstrate the value of well-crafted mandates to conduct and review preparedness 
activities. In the case of critical infrastructure, these regulated activities have generated positive 
relationships between portfolios of government, essential service providers and commercial entities.



 

 

6 Plans and processes 
 

 

 

 

 

Planning for an effective response to a major public health emergency requires extensive engagement 
between public health experts, clinicians, diagnostic laboratory staff, emergency managers, the 
community (especially those most at risk), and state and national agencies. It also demands the rigorous 
development of planning tools that will assist emergency managers, clinicians, and others to provide 
guidance to the wider community as the emergency unfolds. 

Detailed planning for every potential emergency, especially in public health, is impossible for purely 
practical reasons.  

However, in Victoria and elsewhere there is a long history of epidemics, pandemics and other public 
health challenges to draw from during planning. The success of the initial emergency responses depend 
upon the speed and agility with which basic health protection measures can be scaled up to contain the 
public health hazard. This is particularly important when managing a communicable disease with 
unknown characteristics and transmission patterns, as was the case with COVID-19.  

Masks, physical distancing and quarantine are highly effective measures that have been used for 
centuries. All are social imposts rarely used on a broad scale in Australia. Imagining what a new disease 
might become demands a level of planning but also a degree of foresight.  

This chapter looks at Victoria’s plans in place prior to the COVID-19 pandemic, and the modifications and 
new plans drawn up in the early stages of the pandemic.  

Under Victoria’s Preparedness Framework, planning is a ‘core capability,’ defined as the ability to 
’conduct a systematic process engaging the whole community as appropriate in the development of 
executable strategic, operational, and/or tactical level approaches to meet defined objectives’.  

Broken down into its component parts, this definition means: 

• the arrangements and priorities during an emergency are communicated and understood by those 
responding, along with an understanding of the affected community’s strengths and vulnerabilities 

• both community and agency stakeholders participate in planning for emergencies 

• the likelihood and consequences of emergency events are identified, analysed, and documented in 
emergency plans 

• community and agency stakeholders explore, determine and undertake mitigating actions to reduce 
or manage the likelihood and consequences of emergency events 

• the residual likelihood and consequences after planning and mitigation is understood by the 
community and emergency managers  

• plans and realistic scenarios are exercised, evaluated, and reviewed regularly with agencies and the 
community.  

The Emergency Management Legislation Amendment Act 2018 amended the EM Act 2013 and requires 
the inclusion of an enabling framework to underpin Victoria’s integrated emergency management 
planning. This has included significant changes in how planning occurs at state, regional and municipal 
levels. The reformed framework was implemented in stages and completed in December 2020, with all 
state, regional and municipal emergency management plans and their sub-plans being updated through 
this first complete planning cycle, due to be completed in December 2023. 
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6.1 National plans 

The Australian Government Department of Health is responsible for planning for the management of 
national health emergencies. Part of this responsibility is planning how the health sector will respond to 
and manage communicable disease outbreaks, epidemics or pandemics that threaten human health and 
result in increased demand for health service delivery and healthcare workers. 

 Australian Health Management Plan for Pandemic Influenza  
The Australian Health Management Plan for Pandemic Influenza (2019; AHMPPI) is the Australian 
Government’s plan outlining the agreed arrangements between the Australian, state and territory 
governments for the management of an influenza pandemic.39 

The plan aims to inform operational planning by Australian, state and territory governments. It supports 
an integrated and coordinated health sector response, with a broad indication of the roles and 
responsibilities of the key health sector stakeholders that would be involved.  

In 2009 the AHMPPI guided Australia’s response to the H1N1 pandemic. Drawing upon the lessons learned 
and developments in the approach to pandemics within the international community, an updated version 
of the plan was developed in 2014 with further updates made in 2019. 

The plan identifies that while the broader population is vulnerable in a pandemic, a more significant 
impact is expected on the vulnerable population. It focuses on communicating with vulnerable groups like 
children, aged care, and Aboriginal and Torres Strait Islander peoples. The plan states that children's 
services will assist in communicating with young people and their parents, and the Australian 
Government Department of Health will work in conjunction with the aged care sector to communicate 
with the elderly. 

 Emergency Response Plan for Communicable Disease Incidents of 
National Significance 

The Emergency Response Plan for Communicable Disease Incidents of National Significance is a hazard 
specific sub-plan of the National Health Emergency Response Arrangements and is intended to sit above 
disease-specific emergency plans and other disease-specific plans, such as the AHMPPI and the National 
Polio Emergency Response Plan.40 

Where no disease-specific plan exists, the Emergency Response Plan for Communicable Disease 
Incidents of National Significance is considered the primary response plan. 

In 2018 the Australian Government Department of Health updated the plan with the 2016 definition of a 
vulnerable person removed and replaced with types of vulnerability. It now identifies people living with 
a disability, older people, children, and pregnant women as vulnerable groups during an outbreak of a 
communicable disease.  

The plan states that local governments are responsible for working with state and territory governments 
to tailor public information to the needs of the community, particularly to support vulnerable groups.40 

6.2 State plans  

Prior to the COVID-19 pandemic, several state-level plans were in place to guide the response to a variety 
of public health emergencies.  

 Emergency Management Manual Victoria 
The EMMV Part 3 – State Emergency Response Plan (SERP) was the leading Victorian emergency 
response plan in place prior to the pandemic and much of its content has been transitioned into the 
SEMP.  

The SERP contained information regarding agency and department operational roles and responsibilities 
during emergency responses.41 It was used by the sector to develop more specific plans for individual 
hazards and organisational plans. 
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The SERP outlined the State’s operational governance arrangements and explained the mechanisms of 
governance: command, control, coordination, consequence and communication. It also outlined the tiers 
of emergency management as state, regional and incident.  

Authority for control was established in the SERP, with control and support agency roles specified in Part 
7 of the EMMV. 

The EMMV addressed vulnerable people by describing factors that may have increased a person’s 
susceptibility in an emergency. These factors included age, disability, health (both physical and mental), 
financial stress, homelessness or poor quality housing, social issues such as family violence, isolation, and 
an inability to make an independent decision due to a cognitive or other impairment.42 

Specific parts of the EMMV referred to processes and guidelines that addressed vulnerable and high-risk 
groups in emergency events. Part 5 of the EMMV encouraged vulnerable people to develop individualised 
emergency management plans in conjunction with their support networks.  

Part 6 of the EMMV included requirements for local preparedness including the guidelines for 
development of MEMPs.  

The EM Act 2013, as amended by the Emergency Management Legislation Amendment Act 2018, outlines 
the continued requirement for MEMPs to be prepared. These plans are to be prepared with regard to the 
Guidelines for Preparing State, Regional and Municipal Emergency Management Plans. MEMPs include 
information about local risks, available facilities and evacuation plans, community characteristics and 
information about community organisations working with vulnerable individuals and a register of 
facilities where vulnerable people may be situated, including aged care facilities and schools – aligning 
with recommendation five of the VBRC.  

On 30 September 2020 the SEMP came into effect replacing EMMV parts 3, 4, 7 and 8. From 1 December 
2020 the remaining EMMV content was either published elsewhere or superseded by the regional and 
municipal level reforms under the amended EM Act 2013, including the Guidelines for Preparing State, 
Regional and Municipal Emergency Management Plans, and existing doctrine, policy and procedures. 

Both the EMMV and SEMP support the consideration of vulnerable people and recommend they are 
identified and supported through their individual networks and local community. There is a specific 
requirement for MEMPs to include information related to vulnerable people. These sector documents do 
not provide any specific advice for types of emergencies. 

While the EMMV provided a broad overview of emergency management arrangements, it was often out of 
date, or not reflective of small changes occurring in the sector. This led to conflicting information included 
in different parts of the document, and issues with ensuring all users referred to the most current version. 

The SEMP however provides a more comprehensive overview of agency roles and responsibilities, and has 
been designed as an interactive and user-friendly online document. 

 State Health Emergency Response Plan 
Victoria’s approach to managing health emergencies, including outbreaks of pandemic human disease, is 
outlined in the SHERP. The fourth edition came into effect in October 2017 and describes the 
arrangements for the management of health emergencies. This plan also describes the integrated 
approach and shared responsibility for health emergency management between (then) DHHS, the 
emergency management sector, the health system, and the community.33 

In accordance with the Guidelines for Preparing State, Regional and Municipal Emergency Management 
Plans, as an existing sub-plan the SHERP has remained in force in its current form. The SHERP is currently 
under review to become the SEMP Health Sub-Plan. It will be expanded to include mitigation, response, 
recovery and roles and responsibilities, at which point it will be assured and approved in accordance with 
the EM Act 2013.  

The SHERP is intended for use by those in the health sector working in emergency services, such as 
paramedics, doctors, nurses, and those in public health, so that health services are effectively 
coordinated for the community during emergencies. The plan is supported by a suite of operational 
response plans, policies, protocols, and guides that provide additional detail to enable those involved 
before, during or after an emergency to meet their responsibilities. 
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The SHERP notes that when planning for an emergency, the needs of vulnerable people should be 
considered to improve the safety and resilience of those people and their ability to respond safely to 
emergencies.33 The SHERP identifies two groups as vulnerable – residents of health and aged care 
facilities, and children. Children are especially vulnerable when the adult supporting them is also affected 
by the emergency. 

The SHERP, together with the operational response plans make up the State Health Emergency Response 
Arrangements (SHERA) – the framework through which the government and partner agencies work 
together to meet the health needs of Victorians during emergency events.43 

 DHHS Concept of Operations 
The department’s Concept of Operations explains the governance arrangements for performing 
emergency-related responsibilities including managing public health emergencies, coordinating relief 
and recovery services, and monitoring the impact of emergencies on health services and its clients and 
funded services.44 

It explains the incident management structure and arrangements used to exercise the department’s 
emergency-related responsibilities – as both a control and support agency – across its key functions, 
including Public Health Command. The concept of a unified Departmental Incident Management Team 
(DIMT) is also introduced.  

For programs under public health hazard-specific response plans, the Concept of Operations provides for 
the foundational, top-level governance arrangements.   

6.3 Hazard-specific plans 

 Pandemic influenza plans 
Victoria’s preparedness is outlined in two key plans: the VHMPPI and the Victorian Action Plan for 
Pandemic Influenza (2015; VAPPI). 

Released in October 2014, the VHMPPI provides a framework for government and the health sector to 
minimise transmissibility, morbidity and mortality associated with an influenza pandemic, and to manage 
a pandemic’s impact on the community and its health systems.45 The plan provides both strategies and 
tools to: 

• establish surveillance systems to rapidly and efficiently identify the emergence of new strains of 
influenza in the Victorian community 

• implement measures to limit or prevent the transmission of pandemic influenza in the various stages 
of progression 

• monitor the status of the outbreak 

• maximise resources 

• use surveillance data to best meet the needs of the current situation 

• meet staffing needs and requirements 

• implement policies on the use of personal protective equipment and antivirals 

• communicate accurate, consistent, and comprehensive information about the situation to the 
general public, the media, health sector partners and other key stakeholders. 
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The VAPPI sets out the strategic approach to reduce the social and economic impacts and consequences 
on Victoria’s communities.46 It was updated in 2015, informed by a whole-of-government consultation 
ensuring it reflected the current approach to managing pandemic influenza.  

It is nested within the overall planning framework of the VHMPPI, the whole-of-government 
communications strategy, government department action plans, and the Victorian Human Influenza 
Pandemic Plan Community Support and Recovery Sub Plan.  

The VAPPI states that every department and agency should have a plan in place to address the possible 
impacts and consequences of pandemic influenza on their organisations, and their responsibilities to 
communities.  

It also provides guidance relevant to councils, businesses and non-government organisations to reduce a 
pandemic’s impacts and consequences.  

The action plan helps organisations complete and review their pandemic influenza plans. It sets out 
Victoria’s arrangements for pandemic influenza planning and response, the key agencies and their roles 
and responsibilities, relevant governance structures and incident response guidance for departments 
and agencies. 

The VAPPI does not address ways in which organisations can support vulnerable people or plan for their 
increased level of risk. Rather, it defers to AHMPPI and VHMPPI for guidance on identifying and planning 
for high-risk groups and vulnerable people. 

 

Stop the spread campaign (Source: Better Health Victoria) 
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 Communicable Disease Operational Response Plan 2017 
The Communicable Disease Operational Response Plan outlines response arrangements specific to 
communicable diseases. It supports the effective functioning of the SHERP by providing further detail for 
managing a response to significant outbreaks and those beyond business-as-usual activity (standard 
operating procedures).47 The plan also describes the requirements of all levels of the health sector before, 
during and after a public health emergency through:  

• providing guidance to health services and other agencies likely to be involved in the response 

• outlining actions required of individuals, services, and agencies to prevent, contain, and manage any 
outbreak  

• providing links to further information and resources to assist the response.47 

 Epidemic Thunderstorm Asthma Preparedness and Operational 
Response Plan 

DHHS developed an Epidemic Thunderstorm Asthma Preparedness and Operational Response Plan as 
one of the SHERP operational sub-plans. It aims to provide comprehensive and appropriate details on 
procedures undertaken to prepare for, detect and respond to any epidemic thunderstorm asthma 
events.48 The plan is updated before every grass pollen season, and the 2020 plan took into consideration 
the impacts of the COVID-19 pandemic. 

AV has developed its own internal epidemic thunderstorm asthma plan, outlining preparation and 
response activities for days of increased risk. It has also worked with ESTA in developing policies and 
procedures to assist in mitigating a sudden surge in ambulance demand and staff workload due to a 
thunderstorm asthma emergency event.  

Similarly, hospitals have developed internal plans to scale their services to meet demand, report Code 
Brown events2 and be responsive to DHHS requests for information regarding patient presentation 
numbers.  

DHHS made a comprehensive self-assessment checklist for planning for and responding to epidemic 
thunderstorm asthma for use by emergency departments. 

 Smoke plans 
Arrangements to manage the impact of smoke from bushfires and industrial fires on air quality are well 
documented. This includes a state framework, standards, an aide memoire, fact sheets, and joint 
standard operating procedures (JSOPs). Individual agencies also have a range of internal and externally 
facing documents to guide responder procedures and provide community information. 

Developed in response to the 2014 Hazelwood Mine Fire Inquiry, Victoria’s comprehensive State Smoke 
Framework incorporates a broad suite of protocols, advice, and standards regarding the impact of smoke 
on air quality and public health.49 

Several standards and guidelines developed under this framework guide planning, assessment, decision-
making and response before, during and after an event with fine particles as the primary smoke 
component of health concern. They include guidelines for Environment Protection Authority Victoria’s 
(EPA) deployment of community air quality monitoring, the Standard for Managing Exposure to 
Significant Carbon Monoxide Emissions – Community Health, and the Standard for Smoke, Air Quality 
and Community Health – Significant fires. 

The framework also guides JSOP J03.18 – Incident Air Quality Monitoring and Advice for Community 
Health and JSOP J03.19 – Managing significant community exposure to fine particles and carbon 
monoxide in smoke from fires.  

 
2 Code Brown events are external emergencies, triggered through events such as a larger than normal influx of 

patients in a short period of time or the type of patients presenting.  
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Consistent with the SEMP, the framework identifies an incident controller’s uppermost priority as 
protecting and preserving life. This includes the safety of emergency services personnel and other 
responding agency personnel, community members (including vulnerable community members) and 
visitors/tourists within the incident area. 

The framework and its supporting standards and procedures also align with the SHERP, providing a 
collaborative approach to emergency response that can scale up and down to best meet community 
health needs. 

The SEMP Bushfire Sub-Plan also notes key documents on smoke management and processes for 
initiating monitoring and the provision of public information and warnings, including health advice. 

Smoke from the East Gippsland fires blankets Sale – 6 January 2020 (Source: Shutterstock) 

 Blue green algae response plans 
The SEMP designates that a blue green algae event is to be managed as a Class 2 emergency with 
DELWP as control agency and DH, Parks Victoria and the Victorian Fisheries Authority having support 
agency responsibilities.  

As control agency, DELWP is responsible for developing Victoria’s policy for blue green algae 
management, the coordination of statewide management activities, and the coordination of incident 
response as well as responsibility for algal bloom data collection.  

DELWP has developed two specific blue green algae plans: the Algal Bloom Response Plan, and the 
Victorian Blue Green Algae Circular – the Algal Management Framework.  

The Algal Bloom Response Plan describes the formal management arrangements for preparedness and 
response, including blue green algae in public waterways.50 It details the escalation triggers for 
determining if a blue green algae event is be managed as a Class 2 emergency in accordance with the 
EM Act 2013 and the SEMP.  
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The Algal Bloom Response Plan lists mandatory notification triggers to alert DELWP, blue green algae 
regional coordinators and DH. Different triggers are established for when blue green algae toxins are 
recorded in water bodies, including drinking water and recreational water, and seafood. These triggers 
establish how the event is managed. The most extreme events trigger a multi-agency Class 2 emergency 
response managed through the SCC. 

There are separate response plans for blue green algae blooms in Port Phillip Bay and for the seafood 
from the Gippsland Lakes. The Port Phillip Bay Marine Algal Response Protocol establishes trigger points 
to determine local, regional, or Class 2 emergency response arrangements and states that any evidence 
of a bloom that could cause harm through recreational contact is likely to trigger a Class 2 emergency.  

The Gippsland Lakes Seafood Safety Protocol establishes the triggers for monitoring, testing and 
required notifications for algal toxins accumulating in seafood. It should be noted that commercial net 
fishing in the Gippsland Lakes ceased in 2021. 

Regular reviews of plans and policies is a requirement of the Critical Infrastructure Resilience Strategy. 
The Algal Bloom Response Plan was last reviewed and updated in 2019 to reflect the impact of climate 
change on blue green algae.9 

 Heat health plans  
The State Extreme Heat Sub-plan provides an overview of the arrangements for how government, 
agencies, business, and the community will work in an integrated and coordinated way to manage the 
consequences, communication, and community connections during events affecting human health, 
infrastructure, and the environment.51 The plan was last updated in 2017 and is due to be released in late 
2022 as the SEMP Extreme Heat Sub-Plan. 

Other sub-plans and associated plans that may influence the response to heatwave include the SEMP 
Public Transport Disruption Subplan, the SEMP Energy Subplan 2022, the AV Extreme Heat Subplan and 
the Victorian Emergency Animal Welfare Plan.   

The SHERP also outlines arrangements for health emergencies, including extreme heat.  

The Heat Health Plan for Victoria (and addendum) developed by DHHS ‘outlines a coordinated and 
integrated response to extreme heat in Victoria and sets out the actions and systems in place to support 
those most at risk during periods of extreme heat’.52 

The plan was last updated in November 2020 and takes account of the impact of COVID-19 pandemic in 
delivering measures aimed at reducing the impact of extreme heat and heatwave. The plan seeks to: 

• protect the health of Victorians from heat-related harm 

• communicate the actions of the department to prepare for and respond to extreme heat 

• outline preparedness and response activities for local government and the health and human 
services sectors to reduce the impact of extreme heat on Victorians. 

As a recognition of the limitations upon a reactive approach, the plan relies on three ‘domains of action’: 

• Empowerment: empowering Victorians to prepare for and respond to extreme heat, particularly those 
most at risk, their carers, family, and service providers. 

• Partnerships: developing strong cross-sector partnerships through sharing good practice, extreme 
heat information, research, and health advice to promote an informed and collective approach to 
preparing for and responding to extreme heat. 

• Coordination: ensuring the health impacts of extreme heat are considered and responded to as part 
of a coordinated approach to Victoria’s emergency management arrangements for extreme heat.  
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6.4 Local government plans 

IGEM notes that recent legislative reform provides for a new scheme of integrated emergency 
management planning, which aims to strengthen Victoria’s emergency preparedness. These changes 
came into effect in full on 1 December 2020 at which point responsibility for municipal level planning 
transferred from councils to new multi-agency MEMPCs, chaired by the municipal council chief executive 
or delegate. 

Before 1 December 2020, MEMPCs included members from different agencies who brought organisational, 
industry and/or personal expertise to municipal emergency management planning. Councils led the work 
of MEMPCs including the development of MEMPs. 

While required to prepare MEMPs by legislation, councils also did so in recognition of their role in 
managing the risks emergencies pose to the people, environment, property, and businesses in their 
municipality. 

As part of emergency management planning, councils have worked with MEMPCs to prepare sub-plans 
for specific risks. These focused on hazards such as extreme heat or an emergency management phase 
such as recovery. Some sub-plans were, and continue to be, legislatively required to mitigate risk and/or 
in response to state government directions, including pandemic influenza plans. 

Some councils categorised hazard-specific sub-plans as functional plans for internal use only. 

 Other local public health plans 
Some councils have developed plans based on known hazards specific to their municipality. One council 
has an Arbovirus Plan which aims to educate the community about the risk of mosquito-borne disease 
and manage a mosquito-borne disease outbreak, such as Ross River virus. 

Several councils mention blue green algae in their MEMPs or on their websites. In all cases they refer to 
the blue green algae management plan of the relevant local water authority. 

Two councils have a hazardous materials sub-plan. 

Municipal public health and wellbeing plans 

Like MEMPs, municipal public health and wellbeing plans are a legislated requirement. Councils are 
encouraged by DH and Municipal Association of Victoria to link their public health and wellbeing plans 
with their MEMPs and other strategic documents. The primary focus of the plans is to create a local 
community in which people can achieve maximum health and wellbeing.  

Municipal public health emergency management plans 

Councils also lead the development of municipal public health emergency management plans that 
describe local risk management arrangements. They may be considered as MEMP sub-plans at the 
discretion of each MEMPC. These plans can cover a range of emergencies from extreme heat to 
disruption to essential services, major accidents, or terrorist activity.  

These municipal-level plans also address public health risks such as contaminated food and drinking 
water. They apply to specific settings such as emergency relief centres where such risks need to be 
managed.  

Municipal public health emergency management plans can be used as a guide for councils’ support role 
in specific public health emergencies but their primary focus is on managing public health risks arising 
from Class 1 or Class 3 emergencies.  

6.5 Planning for vulnerable people 

Most plans relevant to major public health emergencies examined in this review did not provide a 
definition of vulnerable or high-risk people. Instead, plans commonly identified and referred to the elderly, 
people living with a disability, Aboriginal and Torres Strait Islander peoples, women, and children as 
vulnerable in an emergency.  
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Key plans often attached appendices outlining operational guidance targeted towards these identified 
groups. For example, the VAPPI provides appendices specifically for: 

• schools and early childhood services 

• people who live in residential facilities, including residential aged care and disability accommodation 
services 

• correctional facilities, youth justice and VicPol (police cells).45 

DHHS placed responsibility for identifying and planning for vulnerable people within its services during an 
emergency on relevant government agencies, special facilities, service providers and local governments. 
Its doctrine emphasised the importance of planning for the most vulnerable and high-risk individuals and 
groups.  

The key DHHS guidance doctrine included: 

• Health and Human Services Sector Emergency Preparedness Policy 2019 

• Vulnerable People in Emergencies Policy 

• Emergency Preparedness Reference Guide – Preparing for emergencies: A reference guide for 
organisations in the Health and Community Services Sectors. 

From analysis of these policies and guides, IGEM noted a focus on evacuation and relocation, and 
emergencies like fire and flood. This was particularly apparent in the Vulnerable People in Emergencies 
Policy and the VPR (see Breakout Box 2, p 92). 

While IGEM did not review all pandemic plans developed for high-risk facilities and organisations that 
oversee, coordinate or provide care to high-risk and vulnerable people, it did review several exemplar 
sectors that work with and support vulnerable people. 

Departments such as Department of Education and Training (DET), and agencies such as Corrections 
Victoria developed their influenza pandemic planning using the VAPPI. Their planning outlined key 
measures to help identify and contain the spread of influenza in schools and detention facilities 
respectively. The plans also include command and control arrangements, and their activation in a 
pandemic.53, 54 

DET and Corrections Victoria agreed that their emergency management plans, including pandemic 
arrangements, helped develop COVID-19 plans and procedures.  

… we are working off a fairly defined base upon which we layered COVID. There was a language and 
structure to incidents that they were already working from, that just needed to be added to. This is an 
enormous strength of the correctional services system that should be emphasised – without the 
experience in responding and adapting to a variety of incidents and issues (such as riots, bushfires, 
escape) the pandemic would have been a more challenging proposition. 

Stakeholder 

DHHS developed the Respiratory Illness in Residential and Aged Care Facilities Guideline in 2018. It 
recommended that aged care facilities prepare a respiratory outbreak management plan before the 
influenza season. The guideline intended to assist aged care staff to identify, respond and manage 
potential outbreaks within a residential facility.55 

These examples of planning for high-risk or vulnerable people in a pandemic demonstrate that the State 
had guidance in place (particularly for its commonly identified vulnerable cohorts) to assist departments, 
agencies and service providers develop influenza pandemic plans.  

However, there was no mechanism in place to ensure plans were developed and provided a suitable 
amount of preparedness for pandemic influenza. IGEM sighted plans that were highly detailed and 
operationalised many aspects of an emergency response, while others basically reiterated the high-level 
principles described in state and national plans. In other sectors, no plans were developed at all. 

State operated residential aged care facilities were not required to develop outbreak management plans.  
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In July and August 2020, Victoria’s St Basil’s and Epping Gardens aged care facilities reported high rates 
of COVID-19 positive cases and complications from the virus. An independent review was commissioned 
by the Australian Government Department of Health to inquire into and learn from the two COVID-19 
outbreaks. 

The Independent review of the COVID-19 outbreaks at Heritage Care Epping Gardens and at St Basil’s 
Home for the Aged found that most Victorian residential aged care facilities did not have a site-specific 
outbreak management plan in place prior to March 2020.  

There are good hazard-specific emergency planning examples that consider the needs of vulnerable 
people comprehensively. For example, the City of Melbourne’s Heatwaves and Homelessness Action Plan 
2014/15 provides a response framework to develop and implement a clearly articulated and structured 
process that engages, informs and supports people experiencing homelessness during extreme heat 
events. The action plan also ensures future preparedness campaigns appropriately target people 
experiencing homelessness during heatwave or extreme heat events within the City of Melbourne. 

 

BREAKOUT BOX 2: VULNERABLE PEOPLE IN EMERGENCIES POLICY 

DHHS introduced the Vulnerable People in Bushfire Risk Areas Policy in 2011 in response to 
recommendation three of the VBRC.  

The policy was amended and renamed to the Vulnerable People in Emergencies Policy in 2015 in 
response to recommendation 67 of the Review of the 2010-2011 flood warnings and response to 
incorporate the emergency sector’s all-hazards, all-agencies approach.  

However, the policy was critiqued by health service providers and other community service 
organisations. The amended policy does not require emergency management organisations to engage 
directly with vulnerable people or maintain any ongoing records or communication with care providers. 
The policy requires care providers to support vulnerable clients to engage in emergency planning.  

The policy failed to facilitate direct engagement between vulnerable people and emergency 
services and instead directed home health and care program staff to provide vulnerable clients 
with emergency evacuation planning and support. 

Garlick (2014)56 

In May 2015, the policy was updated again to reflect the funding shift from the Victorian to the 
Australian Government for home-based aged care and disability services.57  

A further review commenced in 2017, and subsequently, DHHS updated the policy in 2018.  

The policy’s purpose is to promote and encourage personal and community planning for vulnerable 
people in emergencies, as they are likely to require more time or assistance to respond safely.27  

The policy and its supporting guidelines incorporate a range of prevention, preparation, response and 
recovery activities that target people who may be vulnerable for different reasons and to a variety of 
hazards.27 Although the Vulnerable People in Emergencies Policy is said to be all hazards in scope and 
does not outline hazard-specific approaches, it appears to have a greater focus on bushfire.  

DHHS recognised that the term vulnerable can be defined broadly in emergencies. However, as 
mentioned in section 4.4 (p 62) for the purposes of this policy, including the Vulnerable Persons 
Register, a ‘vulnerable person’ is defined as someone who is frail; physically or cognitively impaired; 
unable to comprehend warnings and directions and/or respond in an emergency situation.27 

The policy applies to organisations funded by DFFH (previously funded through DHHS) that deliver 
personal care, support and/or case management services. It also applies to the 64 rural, regional and 
urban fringe municipal councils wholly or partly within CFA districts.  

The policy was again under review in November 2019 and was expected to be completed in March 2020. 
However, the 2018 Vulnerable People in Emergencies Policy remains available on the DFFH website. 
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 Effectiveness of planning for vulnerable people 
The sector recognises that vulnerable and high-risk people want a more targeted and coordinated 
approach to sector research, policy and practice, and sound information to support decisions.  

As the examples provided demonstrate, there are plans and processes in place tailored for vulnerable 
people in emergencies, supported by a high-level departmental policy. However, there is a large amount 
of variability in these plans, such as who is responsible for creating the plans, how often they are tested, 
exercised and/or reviewed and what hazards they apply to. There is also no oversight in place in the 
emergency management sector to ensure that vulnerable groups are sufficiently considered and planned 
for. 

Preparedness to support vulnerable people is an essential part of overall preparedness for major public 
health emergencies. Data and experience consistently demonstrate that emergencies disproportionately 
impact those with vulnerabilities.  

 

Finding 6.1 

There is a large amount of variability in the comprehensiveness and strength of planning to support 
vulnerable people in emergencies that leaves some cohorts of the population at greater risk of being 
severely impacted by major public health emergencies. 

 

6.6 Summary 

One way to assess the effectiveness of Victoria’s planning for major public health emergencies is to 
consider how well existing plans provided guidance to support the initial COVID-19 pandemic response 
operations.  

The COVID-19 Pandemic Plan for the Victorian Health Sector states that Victoria was well prepared due to 
the existing pandemic influenza preparedness arrangements. The plans initially informing Victoria’s 2020 
pandemic response included the VHMPPI, VAPPI and national plans such as the AHMPPI, and the 
Emergency Response Plan for Communicable Disease Incidents of National Significance. 

While existing plans may have been used to support the development of the COVID-19 Pandemic Plan, 
there is evidence to suggest that many existing plans were not used to inform and guide the initial 
response to the pandemic. Observational and stakeholder evidence suggests that this was largely for two 
reasons: the existing plans were not suitable for the response required; and there was a lack of awareness 
that plans and arrangements existed, and therefore were not used. 

 

Observation 6.1 

There were plans in place prior to the COVID-19 pandemic that outlined key arrangements, roles and 
responsibilities for major public health emergencies but there was a low level of awareness of these 
plans outside the emergency management sector. 

 

In order to be suitably prepared, plans need to be adaptable to suit multiple hazard scenarios. While in-
depth operational planning may be impossible to achieve for all hazards, basic plans to indicate 
escalation and activation triggers, decision-making processes, roles and responsibilities and 
accountabilities should be transferrable to different types of emergencies. 
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Planning for public health emergencies in Victoria has historically been dependent upon the experience 
of past events. A good example of this is the current state of planning around thunderstorm asthma. This 
has reached a degree of sophistication commensurate with the threat currently posed by a thunderstorm 
asthma event in Victoria on the back of the experience of past events, most notably in 2016. IGEM notes 
that following the 2016 event, there was significant community and political interest in seeing plans 
developed and resources reprioritised to do so. 

A critical factor in Victoria’s plans for pandemic is that these were largely based upon the recent past 
experience of influenza-type epidemics, with acknowledgement of the global experience. None of these 
plans contemplated an event of the duration, extent or complexity of the COVID-19 pandemic at the state 
or national scale experienced since 2020. 

While some stakeholders considered the available plans scalable, there was a degree of consensus that 
the plans had not been adequately tested or exercised and that they were limited by their focus on 
single-type events (for example influenza).  

Victoria’s emergency management planning process is dynamic and facilitated by a strong collaborative 
relationship between government agencies and non-government stakeholders. One of the by-products of 
training, testing, exercising and reviewing plans, is that a large range of organisations are exposed to the 
plans and contribute to their updates, increasing awareness and familiarity of them. 

 

Observation 6.2 

Planning for major public health emergencies has been facilitated by strong inter-agency relationships 
and cross-sector work. 

 

IGEM recognises that the COVID-19 pandemic may not provide the most reflective example of planning 
suitability for most major public health emergencies, given that it is a different type of pandemic from 
influenza and its scale, duration and consequence exceeded what most plans intended to cover. However, 
the COVID-19 pandemic does offer an opportunity to test the scalability of existing plans against novel 
viruses. 

For other hazards such as thunderstorm asthma, heat, blue green algae and smoke, there are strong and 
comprehensive hazard-specific plans in place at a state level.  

Plans for pandemic influenza exist at national, state and local levels and many organisations are obliged 
to prepare them. While there is limited oversight and consistency in the review and testing processes, 
these plans provide a strong starting point for managing an outbreak of pandemic influenza. 

One vulnerability in major public health emergency planning was the lack of foresight as to the capacity 
required to implement multiple plans for prolonged periods of time. This is particularly evident for plans 
involving a public health response – there is simply not sufficient capacity to implement these as 
intended. This was certainly observed throughout the early stages of the COVID-19 pandemic and may 
explain why some plans were abandoned and others created. Chapter 8 (p 114) provides more information 
on this issue. 

Many plans for public health emergencies, including the SHERP, do not provide extensive guidance on 
how an incident may be managed in a multi-agency control centre, or specify the incorporation of 
traditional Australasian Inter-service Incident Management System (AIIMS) functions.  

During the COVID-19 pandemic, there were occasions where intelligence functions were not receiving 
appropriate and timely information about the nature of the virus and characteristics of its spread. 
Likewise, stakeholders advised that the initial logistics capability was lacking, which made some response 
activities difficult to operationalise.  
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Observation 6.3 

Public health emergency planning did not include strong consideration of traditional incident 
management functions. 

 

Further, the SHERP and pandemic plans did not consider human factors and how these would adversely 
affect capability and capacity during a major health emergency response.  

Stakeholders pointed to the aged care sector experience of 2020, when it was challenged with huge 
staffing loss and difficulty in attracting aged care workers due to health fears. People were also 
unavailable due to contracting COVID-19 or isolating as close contacts of confirmed COVID-19 cases. 
Remote learning limited the capacity of many working parents as they struggled to find care and 
schooling support for their children. 

The COVID-19 pandemic also demonstrated how unprepared Victoria was in relation to supporting 
vulnerable people. While some government portfolios scaled up business-as-usual arrangements and 
activated emergency plans to support people in their care (for example, schools and prisons), some 
population cohorts not proactively considered and supported included people experiencing 
homelessness, CALD communities, and aged care consumers. 

People experiencing homelessness for example were not included in preparedness plans, however DHHS 
quickly responded in the initial response phase by planning for temporary accommodation (see section 
7.1.1, p 98) and hosting a number of forums. 

During this review’s early validation of evidence there was strong stakeholder feedback that existing 
plans and arrangements were not used in the response to the COVID-19 pandemic despite being relevant 
and available. The biggest concern was that foundational emergency management plans like the SERP 
and the governance arrangements it details were not used and that new arrangements were put in place 
without obvious evidence for the need or an articulated desired outcome that the changes would achieve. 

The low level of use of existing plans during the pandemic appears to be for two main reasons: the plans 
were not considered to be transferrable to the pandemic and its whole-of-government, all-communities 
consequences; and concerningly a lack of awareness that the plans even existed.  

While these examples largely reflect the suitability of the plans available, IGEM acknowledges that many 
of them provided some level of preparedness for major public health emergencies and could have guided 
the early responses to the COVID-19 pandemic.  

 

Finding 6.2 

The State Health Emergency Response Plan and pandemic plans did not consider practical demands 
on emergency management sector capacity and human factors affecting capability and capacity 
across government. 

 

Finding 6.3 

The pandemic plans in place were difficult to scale up to an extent that provided strong guidance 
during the initial stages of the COVID-19 pandemic.  



 

 

7 Leadership and 
accountability 

 

 

 

This chapter considers the strategic and operational governance arrangements in place that structure 
Victoria’s approach to managing major public health emergencies. 

Governance is a core element of the Victorian Preparedness Framework. Having pre-determined 
governance arrangements in place prior to emergencies is crucial for preparedness. An agreed approach 
to decision-making, accountability, roles and responsibilities facilitates efficient responses during an 
emergency. It also ensures all response organisations involved can activate their own command 
arrangements to support the overall emergency response. 

Victoria’s governance arrangements for major public heath emergencies are complicated in part by the 
different legislative bases from which these emergencies are managed. This added level of complexity 
can be seen in the context of preparedness through multiple lines of accountability and responsibility 
across government. It is also evident in the decision-making arrangements, including the governance 
committees, delegations of authority and the ongoing changes required during the COVID-19 pandemic 
needed to ensure the Victorian Government responded appropriately to the health, economic and social 
issues raised. 

7.1 National context 

In Australia, state and territory governments are primarily responsible for prevention, preparedness, 
response and recovery from health emergencies. However, some major emergencies require a nationally 
coordinated approach. While the national preparedness arrangements for a major public health 
emergency are beyond the scope of this review, it is worth considering how prepared Victoria was to 
coordinate with the national arrangements and the Australian Government.  

The Emergency Response Plan for Communicable Disease Incidents of National Significance; National 
Arrangements (May 2018) provides an overview of the governance arrangements. The Australian Health 
Protection Principal Committee is the key decision-making committee for health emergencies, chaired by 
the Australian Government’s Chief Medical Officer. The committee is responsible for coordinating 
resources, developing a cohesive national health sector approach, and ensuring consistency in public 
messaging. It has broad representation, including the CHO of each state and territory, and is supported 
by five standing committees.40 

Prior to the COVID-19 pandemic, COAG was the key governance committee for intergovernmental 
decision-making. In the early stages of the COVID-19 pandemic, COAG was disbanded and on 13 March 
2020 replaced by the newly established National Cabinet to ensure consistency in Australia’s response.  

The makeup of the National Cabinet was practically identical to COAG, with attendance by the Prime 
Minister, premiers and chief ministers of the states and territories. The National Cabinet first met on 
15 March 2020, supported by two key advisory bodies – the Australian Health Protection Principal 
Committee and the National Coordination Mechanism, convened by the Australian Government 
Department of Home Affairs.  

The October 2020 Review of COAG Councils and Ministerial Forums undertaken for National Cabinet, 
highlighted convoluted arrangements, slow processes, excessive focus on secretariat functions and 
significant funding spent on low priority projects with indeterminate timeframes. 
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The review also highlighted the lack of suitability of these arrangements for a major health emergency, 
noting that during the COVID-19 pandemic response many processes were abandoned and replaced with 
informal meetings between ministers and chief executive officers to reduce administrative burden and 
increase cooperation and coordination.  

…too much process and formality, too many meetings for the sake of meetings and a tendency to 
admire problems rather than a disciplined focus on delivering outcomes.  

Department of the Prime Minister and Cabinet (2020)  
Review of COAG Councils and Ministerial Forums 

This frustration of its members was the basis for the National Cabinet review, which was found to provide 
more responsive and efficient decision-making.  

On 13 November 2020, the National Cabinet agreed to the establishment of the National Emergency 
Management Ministers’ Meeting. The body comprises ministers from the Australian, state and territory 
governments, and the President of the Australian Local Government Association, and is the whole-of-
government forum to coordinate implementation of the Royal Commission into National Natural Disaster 
Arrangements recommendations. 

Prior to establishing the Ministers' Meeting, national emergency management policy and reform was part 
of the broader remit of the Ministerial Council for Police and Emergency Management, which was 
disbanded as a result of the Review of COAG Councils and Ministerial Forums.  

These changes highlighted the overly bureaucratic and inefficient governance processes within 
Commonwealth arrangements and the need for increased agility within intergovernmental governance 
and decision-making arrangements. 

Other reviews focusing on preparedness arrangements included:  

• Senate Select Committee on COVID-19 established on 23 March 2020 which enabled opposition and 
crossbench senators to scrutinise the national arrangements  

• Victoria’s COVID-19 HQI which also provided commentary on issues with national arrangements in 
relation to quarantine. 

Both reviews found national levels of pandemic preparedness to be lacking, particularly in relation to 
border closures, quarantine arrangements for international arrivals, aged care and disability sectors. 
They also identified that national preparedness issues had considerable impact on state and territory 
government preparedness. The HQI noted pointedly: 

…it would be unfair to judge Victoria’s lack of planning for a mandatory quarantining program given 
the Commonwealth, itself, had neither recommended nor developed such a plan.  

Hotel Quarantine Inquiry, Final report and Recommendations (2020) 

Given the issues identified, much work is being done to improve cooperation and areas of the Victorian 
Government’s influence with the Australian Government to bolster intergovernmental emergency 
management arrangements.  

SCRC has approved the development of a Strategy for Engaging the Commonwealth to enhance 
Victoria’s influence on the development and delivery of national emergency management strategic policy 
and strategic operations that have significant impact on Victoria. This is important given the pace of 
legislative and policy reforms driven by the COVID-19 pandemic at both national and state levels. 

It is evident that there were significant shortfalls in national preparedness arrangements for a COVID-19 
pandemic. This placed additional burden on achieving consistent state and territory preparedness 
arrangements, with some issues that would have been expected to be managed at a national level (such 
as aged care, disability, quarantine) required to be picked up by states and territories. It is also evident 
that the preparedness arrangements at a national level were overly bureaucratic and ineffective for a 
fast-paced crisis of this nature. 
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 Governance for vulnerable people 
While the Victorian Government is not accountable for sectors and cohorts under Australian Government 
regulation, it does have a responsibility for the safety and wellbeing of all Victorians. It is reasonable to 
expect that the Victorian Government is aware of the roles and responsibilities of the Australian 
Government and has mechanisms in place to ensure all Victorians are supported in a major public health 
emergency. 

The aged care sector provided a tragic example of unclear roles and responsibilities between the 
Victorian and Australian governments. Stakeholders advised of broad differences across parts of the 
aged care sector. Aged care facilities associated with the Victorian public sector and health services 
seemed to fare better and have more resources and advice available to them in comparison to private 
facilities. 

Both the Victorian and Australian governments have roles in aged care. The Australian Government 
predominantly funds and regulates the sector as a whole. The Victorian Government worked with public 
sector aged care facilities to provide personal protective equipment (PPE) and training for staff. It also 
established a notification system to increase the efficiency of contact tracing. However, the training and 
notification system was different to that implemented by the Australian Government. There were no 
available arrangements or plans that operationalised legislative and regulatory responsibilities. 

Both governments did not address the significant risk to aged care residents being caused in part by the 
nature of the aged care workforce and the health of the residents. 

A response to such failings included the implementation of the Victorian Aged Care Response Centre 
Coordination Plan in September 2020. The Victorian Aged Care Response Centre brings together 
Australian and state government agencies at Victoria's SCC in a coordinated effort to manage the 
impact of the pandemic across facilities. 

The joint plan also saw the ADF brought in to assist with the extensive COVID-19 outbreaks in Victorian 
aged care settings regulated by Commonwealth legislation. At this time over 90 aged care facilities were 
impacted by COVID-19, highlighting significant failures in preparedness arrangements for this vulnerable 
cohort.  

Victorian aged care response centre August 2020 (Source: Twitter/Greg Hunt MP)  
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Issues with Victoria’s aged care sector have been well-documented and discussed in the media. However, 
other cohorts of vulnerable people were also adversely affected by a lack of clarity in the roles and 
responsibilities of national and state arrangements. 

As an example, there is a lack of planning and oversight for people experiencing homelessness at both 
the national and state level. The Australian Government funds the majority of Specialist Homeless 
Services, and the Victorian Government supports people experiencing homelessness through services 
coordinated by DFFH, non-government organisations and local government.58 

The EMMV was one of the few state emergency management arrangements that recognised 
homelessness as a risk factor increasing vulnerability during an emergency event. These risk factors have 
been removed since the SEMP replaced the EMMV in September 2020. 

However, few state organisations have specific arrangements in place to support people experiencing 
homelessness during an emergency. Some councils have prepared general emergency plans for this 
cohort if they are aware of large numbers of people seeking shelter in their municipality.  

The COVID-19 pandemic demonstrated a lack of preparedness to support people experiencing 
homelessness across the state.  

DHHS developed the COVID-19 Homelessness Guidelines and the COVID-19 Isolation and Recovery 
Facility. It also used pre-existing arrangements like the Housing Establishment Fund program and the 
Private Rental Assistance Program to support people experiencing homelessness to comply with the 
State of Emergency requirements.59 While these were quickly implemented, it still must be recognised that 
these were ad hoc use of the arrangements and few plans supported these vulnerable Victorians.  

 

Observation 7.1 

During the COVID-19 pandemic the Victorian Government needed to manage some portfolios that were 
the responsibility of the Australian Government which caused an unanticipated strain in the initial 
management of the pandemic. 

 

Finding 7.1 

The Victorian Government’s preparedness to support all Victorians was inhibited by a lack of 
leadership by the Australian Government in supporting cohorts of vulnerable people under its remit. 

 

Recommendation 1 

The Inspector-General for Emergency Management recommends that the Victorian Government 
creates a permanent accountability mechanism to advocate for the needs of vulnerable communities 
and individuals before, during and after emergencies. This mechanism should: 

(a) increase emergency preparedness for vulnerable Victorians 

(b) develop relationships between the emergency management sector, peak bodies, community 
groups and government portfolios representing vulnerable people. 
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7.2 Operational governance  

Operational emergency response arrangements are underpinned by individual agencies performing 
responsibilities according to their legislated role, obligations and administrative arrangements. The 
operational governance arrangements are largely based on principles of command, control and 
coordination, and operate with AIIMS.  

 State tier incident management  
Victorian control agencies for Class 1 and 2 emergencies apply AIIMS to affect a standardised approach 
to incident management and emergency response. AIIMS is based on several principles and foundational 
concepts and provides a defined structure for incident management that is scalable to any emergency. A 
key principle of AIIMS is flexibility. The system does not require the application of highly prescriptive 
arrangements for all emergencies, recognising that changes are sometimes needed as an incident 
evolves.  

AIIMS can be used to manage responses to all emergencies and can be applied at the incident, regional 
and state tier, with state control held by the State Response Controller (Class 1 emergencies) or State 
Controller (Class 2 emergencies). A line of control is maintained through the incident and regional tiers 
from state level. In Class 1 emergencies, the arrangements only authorise a single State Response 
Controller. However, in Class 2 emergencies multiple state controllers can be appointed to specific 
functions or aspects of the emergency.  

An Incident Controller is appointed to establish a management structure based on the functional areas of 
control, planning, intelligence, public information, operations, investigation, logistics and finance. By 
delegating these functional areas to others, the Incident Controller establishes an incident management 
team. The Incident Controller remains accountable for these areas but is not undertaking the actual 
tasks. 

 

Observation 7.2 

The governance arrangements for public health emergencies are based on an Australasian Inter-
service Incident Management System, which is flexible, aligned with leading practice and well-
practised across the Victorian emergency management sector. 

 

Operational governance arrangements are also based on command, control and coordination (see 
Figure 3, p 101). Control is critical in emergency response activities and is supported by the functions of 
command and coordination. The Victorian Operations Handbook (Edition 4) describes command, control 
and coordination as: 

Command – the direction of response activities internally within an agency to use its people, resources, 
governance, systems and processes to discharge its responsibilities in line with relevant legislation. 

Control – the direction of response activities across agencies, horizontally, including the coordination and 
tasking of other agencies. 

Coordination – the bringing together of people, resources, governance, systems and processes, to ensure 
effective response to and relief and recovery from an emergency.60 
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 Relationship between command, control and coordination  
 (Source: Department of Health and Human Services, 201961) 

Several structures are in place to support the functions of command, control and coordination when an 
emergency demands state-level management. 

State Control Team (SCT) supports the State Controller and advises on and recommends strategic 
operational actions. The SCT oversees the implementation of operational actions by the emergency 
management sector organisations in response to an event.  

State Coordination Team (SCoT) supports the EMC in overseeing coordination functions and 
responsibilities.  

State Emergency Management Team (SEMT) is a sector-wide forum chaired by the EMC to promote 
consistent situational awareness and to identify and plan for consequences of the emergency.  

Emergency Management Joint Public Information Committee (EMJPIC) coordinates whole-of-
government communications and community engagement and supports public information processes.  

The SCC is Victoria’s primary control centre for managing emergencies and is the hub of a network of 
regional and incident control centres. EMV manages the SCC and provides the staff and systems to 
support the State Response Controller, the State Controller, SCT and SEMT with the control and 
coordination  of emergencies.  

The AIIMS structure and functions of command, control and coordination apply across both Class 1 and 
Class 2 emergencies. However, major health emergencies have an additional layer of incident 
management arrangements and roles. These arrangements should integrate with the incident 
management arrangements as described.  

Finding 7.2 

The governance arrangements for major public health emergencies add a layer of control and 
coordination to the basic incident management structure that is not regularly utilised or practised.  
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 Department of Health as control agency 
There are characteristics of a pandemic that are different from natural hazard events such as flood and 
bushfire, and from other Class 2 emergencies such as heatwave or blue green algae events. As there is no 
‘incident site’, public health emergencies can be largely invisible, highly communicable, and wholly 
unfamiliar. They can have rapid onset and be of short duration (such as thunderstorm asthma) or have a 
gradual onset and prolonged duration, as seen in the COVID-19 pandemic.  

DH establishes an additional layer of incident management for health emergencies where it is the 
nominated control agency. These arrangements are operationalised in several DH plans and policies 
such as the SHERP (see Figure 4, p 103), SHERA, and the Concept of Operations, in addition to the SEMP. 
These plans are discussed in Chapter 6 (p 82).  

The emergency response arrangements integrate three key areas of the health system with the line of 
control for incident management:  

• health command (predominantly pre-hospital and managed by AV)  

• health coordination (monitoring of hospital and health services) 

• public health command (health control measures and discharge of responsibilities under the Public 
Health and Wellbeing Act).  

Under the SHERP, arrangements for Victorian health emergencies use a three-tiered approach, with key 
command, control and coordination functions performed at the incident, regional, and state tiers of 
emergency response. As not all health emergencies have an identifiable incident site, regional or local 
tiers are not always activated. However, it is anticipated that a major health emergency, such as 
geographically dispersed pandemic, will activate all three tiers.  

DH may activate its own incident management centre, the State Emergency Management Centre, in 
addition to the SCC. This Centre is co-located with AV in a facility separate to the SCC.  

The State Controller may choose to operate some functions from the State Emergency Management 
Centre and others from the SCC, with the command and coordination functions likely to be exercised 
from the former. The lead role within the State Emergency Management Centre will depend on the scale 
of the emergency event – it may be a commander for health emergencies only or a coordinator for a 
broader response.61 

There are several key roles in health emergency response – some of which may run in parallel to the 
SCC’s incident management structure. Moreover, the role of CHO has statutory responsibilities and 
powers associated with it by virtue of the Public Health and Wellbeing Act which are not transferrable to 
others.  

State Health and Human Services Commander is the DH Secretary and responsible for state-level health 
and human services command. The Secretary has delegated this role to executive-level officers in 
emergency management. 

State Controller is appointed by the DH Secretary through instrument of appointment. According to the 
SHERP, the State Controller is normally the Public Heath Commander (for public health emergencies) or 
the State Health Coordinator (for all other emergencies). There is a provision under the SHERP for the 
State Health Emergency Management Coordinator (SHEMC) to advise the DH Secretary on who should 
fulfill the role of State Controller (with advice from the State Health Incident Management Team; SHIMT). 
The State Controller is a member of SCoT, SCT and SEMT.  

State Health Emergency Management Coordinator (SHEMC) is an executive-level public administration 
function appointed by the DH Secretary. They are responsible for ensuring that the appropriate 
appointments are made at the state tier.  

Public Health Commander role is typically performed by the CHO and reports to the State Controller. 
They are responsible for commanding the public health functions of the response – including provision of 
health information and expertise, investigating, eliminating and reducing risk. The CHO appointment as 
the Public Health Commander does not alter any of their authority under the Public Health and Wellbeing 
Act. The Public Health Commander works alongside both the State Health Commander and the State 
Health Coordinator. The CHO is a member of SCoT, SCT and SEMT.  
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State Health Coordinator is a senior DH officer appointed by the SHEMC. They report to the State 
Controller and are responsible for coordinating the department’s response activities across the health 
system – including hospitals, primary health, and other acute services. This role works alongside both the 
State Health Commander and the Public Health Commander. The State Health Coordinator is a member 
of SCoT and SEMT.  

State Health Commander role is performed by the AV Emergency Management Director. They report to 
the State Controller and are responsible for pre-hospital and field response – including ambulance 
services, first responders and spontaneous volunteers. The State Health Commander works alongside 
both the State Health Coordinator and the Public Health Commander, and are a member of SEMT. 

Health incident management structure.  
 (Source: State Health Emergency Response Plan, 201733)  

 

Decision-making during an emergency is informed by a single body – the DIMT. For events where DH is 
the control agency, this management team is chaired by the Public Health Commander and comprises its 
leadership and functional leads who are responsible for operational and strategic decision-making.  

The DIMT is also known as the SHIMT: ‘For the purpose of the SHERP, the DIMT fulfils the function, and will 
operate as the SHIMT under SHERP when required’.44 However, stakeholders advised that the SHIMT is a 
multi-agency forum, while the DIMT comprises departmental members only.  

While each role in isolation is well-conceived and reasonably clearly defined, in practice it is common for 
individuals to assume multiple roles outlined in the SHERP and/or other doctrine, including the Public 
Health and Wellbeing Act.  

For example, if the State Health Coordinator is appointed as State Controller, they do not have the 
authority to override decisions of the Public Health Commander/CHO, who effectively reports to the State 
Controller. In this circumstance it is not possible for the State Controller to exercise their authority for 
control over the incident and the line of control shifts to the Public Health Commander.  

There is also role conflict with the Secretary of DH, similar to issues noted in section 5.5.1 (p 74) where one 
individual has legislated obligations as the departmental secretary and Officer in Charge of the control 
agency. During the COVID-19 pandemic, the Secretary of DHHS also assumed the State Controller – 
Health during 2020, further confusing accountabilities, powers and functions. 

As discussed in sections 5.5.1 and 5.5.2 (p 74–77) there is ambiguity in roles and accountabilities for 
departmental secretaries in relation to the fulfillment of their business-as-usual roles and emergency 
roles (typically acting as CAOIC when their department is the nominated control agency).  

The roles of the EMC and the CHO also have high-level accountabilities that are relevant to the 
management of emergencies. It is not clear in legislation, or the SEMP and SHERP, how accountabilities 
are resolved to ensure clarity in control and coordination. This has the potential to lead to situations 
where there is confusion of roles or a lack of appropriate control and coordination.  
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Under the SHERP, the purpose of the Secretary DH appointing the State Health Coordinator or the Public 
Health Commander as State Controller is to 'enable appropriate focus on managing health consequences 
according to the nature of the emergency.' While the responsibility as a control agency rests with the 
secretary, it is not practical or supported by the SHERP for a secretary to take on this specialist 
emergency management role in a major health emergency. 

 

Observation 7.3 

The State Health Emergency Response Plan assumes that a major public health emergency can be 
controlled by a single person operating as the Chief Health Officer and the State Controller. The 
COVID-19 pandemic demonstrated this arrangement is not practical as it creates a role that is too 
expansive for one person to fulfill. 

 

Finding 7.3 

The control and coordination powers and functions in major public health emergencies are not clear, 
create conflict in the line of control and make it difficult for individuals to exercise the full extent of 
their statutory roles. 

 
The health emergency management arrangements interface with state arrangements through the 
representation of health leadership roles on the state committees. Emergency management roles or 
functions may be split between the State Emergency Management Centre and the SCC. However, the 
State Controller will be located at the SCC as well as a senior liaison officer. Figure 5 illustrates the 
reporting relationship for health emergencies where DHHS was the control agency.  

Reporting relationships where DHHS was the control agency 
 (Source: State Health Emergency Response Plan33)  
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The operational governance arrangements for the SCC and state control are well articulated in doctrine 
and practiced regularly in both Class 1 and 2 emergencies. However, the health emergency management 
arrangements are presented with some variability across different documents and plans. Coupled with a 
lower frequency of activation compared to other emergencies, there is less sector familiarity with these 
arrangements.  

There is no clear description of the process and reasoning to escalate a health emergency out of the DH’s 
State Emergency Management Centre to a multi-agency managed emergency, and little procedural 
guidance to support a transfer or implement dual-site management of the emergency.  

Stakeholders provided multiple examples of public health emergencies that impacted significant 
numbers of people, however, were not managed as a Class 2 emergency supported by the resources of 
the SCC. They reflected that there seemed to be no firm rationale for managing a health emergency out 
of the State Emergency Management Centre or the SCC and the decision often seemed to be influenced 
by other operational activity occurring concurrently.  

IGEM’s Review of response to the thunderstorm asthma event of 21-22 November 2016 found that the 
event was not escalated to the SCC to enable an integrated whole of system emergency response and 
made a recommendation to escalate early in future rapid-onset emergencies. The review also 
recommended clear articulation of triggers for the escalation of Code Brown plans specifically.  

Both recommendations have been implemented, however the actions taken to achieve faster and more 
conservative escalation are more relevant to rapid onset health emergencies. 

7.3 Victoria’s COVID-19 governance arrangements  

Victoria’s preparedness arrangements were quickly activated in the initial COVID-19 pandemic response. 
The State Controller - Health was appointed by the Secretary DHHS on 2 February 2020, three days after 
the WHO declared COVID-19 a public health emergency of international concern. The SCC had been 
operational since October 2019 for major fires.  

On 11 March 2020, the same day the WHO declared COVID-19 a global pandemic, the EMC activated the 
SCC for a pandemic emergency at the request of DHHS (as control agency).62 

Victoria’s first case of COVID-19 was detected on 19 January 2020.  

With Victoria responding to the 2019–20 bushfires, the SCC was activated to its highest level. Control and 
coordination committees were meeting frequently, as was Cabinet and executive government in various 
forums, providing the opportunity for early briefings on likely impacts of a COVID-19 pandemic.  

The SHIMT was already functioning as part of the 2019–20 bushfires response and continued with a 
shifted focus on the COVID-19 pandemic. The DIMT was also established early, led by a Public Health 
Commander internally within DHHS. However, it is unclear from the doctrine and evidence provided to 
this review how DIMT and SHIMT worked together.  

In line with the SHERP, the SHEMC provided an executive level administration function for DHHS ensuring 
appropriate appointments to the State Health Commander, State Health Coordinator and the Public 
Health Commander (performed by CHO).  

Under the SHERP, for an anticipated or active public health emergency, the Public Health Commander 
(the CHO or a delegate) is typically appointed as State Controller. For all other emergencies, the State 
Health Coordinator is normally appointed as State Controller. The SHEMC (with advice from the SHIMT) 
can advise the DH Secretary to appoint other individuals as State Controller depending on the nature of 
the emergency.  

As the COVID-19 pandemic was escalated to a major emergency, the first State Controller role was filled 
by the State Health Coordinator whose substantive role was the director of the department’s Emergency 
Management Branch. This was facilitated by an existing instrument of appointment for this director. An 
instrument of appointment also existed for the CHO, however the SHEMC advised the DHHS Secretary to 
appoint the State Health Coordinator. 
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Throughout February and March 2020, DHHS developed specific arrangements and plans including the 
COVID-19 Pandemic Plan for the Victorian Health Sector, and EMV developed the Victorian Action Plan for 
Pandemic Coronavirus Disease (COVID-19).  

The COVID-19 Pandemic Plan is guided by the Australian Health Sector Emergency Response Plan for 
Novel Coronavirus (COVID-19) along with other Australian jurisdictions pandemic response plans. It 
outlines a series of response governance arrangements different to those outlined under the pandemic 
influenza plan, SHERP and SHERA. 

The new plans introduced arrangements that differed from existing plans. For example, the DHHS 
Emergency Management Branch was not involved in the response as the existing plans described and 
parallel structures were established. The COVID-19 Pandemic Plan introduced the formation of the DIMT, 
but made no mention of the SHIMT, and provided only a very brief overview of governance arrangements.  

The creation of new governance arrangements suggests that either there was little awareness or 
understanding of the existing arrangements, or a perception that those arrangements were not 
appropriate for an emergency the scale and duration of the COVID-19 pandemic.  

Victorian preparedness arrangements for a major public health emergency were largely focused on 
pandemic influenza. The new arrangements were required to provide a fit-for-purpose response to a 
Class 2 SARS emergency, and to align with the national response adopted for the COVID-19 pandemic.63 

While the adjustments pointed to issues with preparedness for major public health emergencies, the 
existing multi-agency relationships, and their continued attendance under revised but similar 
governance committees, were crucial to facilitate the refinements made in this initial period.  

It is also evident that the preparedness arrangements in place for pandemic influenza, and the 
emergency management system more broadly, provided a foundational level of preparedness that could 
enable early initiation and escalation of the response.  

 Government reorganisation  
As the COVID-19 pandemic progressed through March and April 2020, it became clear that its scale 
required a whole-of-government response beyond that of previous emergencies – such as major 
bushfires – and arguably beyond that envisaged by the existing emergency management arrangements.  

To address the pandemic response challenges Victoria’s Premier realigned core elements of the public 
service response into eight missions and two supporting programs. Each mission operated across 
existing department and agency structures led by a departmental secretary with accountability to the 
Premier, and was established in two phases: 

• Phase 1 included five missions related to the immediate response and were established as a matter  
of priority (early April 2020). 

• Phase 2 included three missions related to restoration and recovery and were established over  
May 2020. 

As part of this realignment, the Victorian Government established new oversight committees: the Missions 
Coordination Committee (MCC) and later the CCC chaired by the Premier. MCC formed the principal 
officials’ forum to support the delivery of the eight missions. 

The MCC was tasked to review draft submissions proposed for consideration by the CCC. Both the CCC 
and the MCC were supported by central policy teams in DPC.  

The MCC and CCC had a similar representation and role to the SCRC, and the Security and Emergency 
Management Committee. From the evidence provided, the difference in the purpose and function of these 
committees was unclear. Although the MCC appears to have more of an operational focus, the EMC was 
not included as a member. This raises questions as to why existing preparedness arrangements for 
executive governance were rebranded for the COVID-19 pandemic.  

Under these changes, the CCC was established on 3 April 2020 and chaired by the Premier. The 
committee’s purpose was to form the government’s core decision-making forum during the pandemic. 
The CCC was initially established for six months to focus on determining all significant matters related to 
policy, administration, budget, and legislation for pandemic response. It also provided Victoria’s primary 
decision-making body to implement National Cabinet decisions. 
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These arrangements were a major departure from existing emergency management governance 
structures and required significant changes in departmental functioning and activities to ensure 
business-as-usual accountabilities could still be met. IGEM observations coupled with stakeholder 
commentary suggests these changes were a reactive decision designed to provide additional line of sight 
and accountability to strengthen existing governance arrangements.  

There was some concern that the existing arrangements did not provide the visibility required for 
suitable oversight of the pandemic and whole-of-government consequences emerging. Likewise, typical 
members of operational control and coordination committees did not have appropriate authorisation to 
make the very high-level decisions required as the COVID-19 pandemic progressed. 

An additional concern expressed to this review was that the creation of new governance structures in the 
middle of a crisis simply added a layer of uncertainty and duplicated structures that could have been 
scaled up effectively to deal with the operational response. 

To operationalise these changes, the EMC in consultation with the CHO and DHHS, established the state 
governance structure, which was documented in the State Operational Arrangements - COVID-19. 

In July 2020 (Victoria’s second wave) a range of additional governance changes were made to support 
response including the appointment of three new state controllers. It is worth noting none of these 
appointments were from DHHS, despite being a Class 2 public health emergency. However, there is strong 
precedent from Class 1 emergencies in appointing controllers from outside of the hazard control agency. 

At the 28 July 2020 SCT meeting, the EMC advised that the CCC had approved a new set of state 
operational arrangements, which included the creation of the State Control Team – Health, which was 
effectively a crisis-specific committee. It included a revision of SCT membership to include all 
departmental secretaries, the Chief Commissioner of Police, the CHO, and the EMC as chair.  

In addition, the DHHS Secretary became the State Controller - Health. The new SCT Terms of Reference 
noted that the EMC would coordinate between SCT, CCC and SCoT. This arrangement aimed to enable 
SCoT to implement its operational coordination role more effectively.  

Redefining the SCT to meet response demands was a wholesale departure from its original intent as a 
small, operationally focused body within the emergency management arrangements. In effect it was 
another new committee, with a completely different membership (apart from the EMC), badged as the 
SCT but performing quite a different function. In its membership, this version of the SCT closely 
resembled the non-operational SCRC, down to the inclusion of the IGEM as an observer.  

In practice, the revision of SCT’s membership redefined it as a coordinating committee with a remit well 
beyond emergency management while seeking to retain some of the traditional operational 
responsibilities. The separateness of the SCT – Health from the original SCT is acknowledged in the latest 
revision of EMV’s State Tier Emergency Management Governance Arrangements. 

Approximately six months after being established, the CCC was disbanded on 9 November 2020 and the 
commissions of the seven ministers for the coordination of the COVID-19 response withdrawn. The 
rationale for these changes is unclear, and again points to issues with preparedness arrangements for a 
pandemic of this scale, as the appointments were different to what might have been anticipated based 
on the existing preparedness doctrine. 

During this period there were also significant changes to governance arrangements within DHHS. These 
included a COVID-19 Public Health Response Division established in July 2020, and a new COVID-19 
structure in December 2020, with several new governance structures including the COVID-19 Board and 
COVID-19 Executive. 

 

Finding 7.4 

The governance arrangements for major public health emergencies do not provide clear guidance to 
ensure the appropriate management of the broad health, social and economic consequences. 
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Finding 7.5 

Outside of the emergency management sector, there was a lack of awareness and understanding of 
existing major public health emergency governance arrangements before and during the COVID-19 
pandemic. 

 

Finding 7.6 

During the COVID-19 pandemic, departures from existing governance arrangements and the 
introduction of parallel governance arrangements led to confusion around roles, responsibilities, 
authority and the delineation of command and control. 

 

Finding 7.7 

Decision-making and tasking escalation pathways into executive government were not well 
established and caused new arrangements to be established during the COVID-19 pandemic. 

 

 Information flow  
It was evident early in the pandemic response that preparedness arrangements were not suited to 
facilitating the information flow required by the multi-agency governance arrangements. The significant 
increase of COVID-19 cases meant that collection and proactive use of intelligence to inform decision-
making became paramount, along with effective information flow, to ensure a coordinated response 
across all levels of government.  

Reliable and timely information, and intelligence is a key AIIMS concept and a requirement under 
legislation. For example, a key principle under the Public Health and Wellbeing Act requires that decisions 
‘should be based on evidence available in the circumstances that is relevant and reliable’. 

Key issues identified with the flow of cross-sector information and data during the initial stages of the 
pandemic emergency included delays in provision of modelling data from DHHS to other agencies, 
distribution of guidance around Personal Protective Equipment (PPE), and the delivery of food packs. 

While most of these issues were resolved quickly, their potential for significant consequences, highlight 
the importance of timely and accurate information flow to support effective governance and decision-
making. 

Issues with information flow persisted through the government’s reorganisation into eight missions in 
April–May 2020. During this time IGEM observed that despite some encouraging instances, it was still 
generally unclear if information from key decision-making areas were sufficiently flowing into SCT and 
SCoT to inform the coordination and implementation of decisions.  

As decision-making was elevated to ministerial level – and the EMC was not involved on the ministerial 
committees – there was reduced line of sight across governance and decision-making. IGEM observed 
occasions where key emergency management personnel were unaware of important operational and 
policy decisions until they were announced through the media.  

To improve information flow, a Joint Intelligence Unit was established in late May 2020. The unit sat within 
the SCC’s intelligence function, supporting the DHHS outbreak control efforts and integrating public 
health and whole-of-government information to reduce the risk and impact of COVID-19 outbreaks.  

To overcome issues with the flow of data and information, the SCC intelligence function eventually 
became responsible for delivering a COVID-19 Daily Briefing Report, integrating multiple sources of data. 
The data was approved by the State Controller and was disseminated to the sector. EMV later formed a 
collaborative partnership with the Victorian Centre for Data Insights to support enhanced data sharing, 
management and analysis. This led to the development of a range of forecasting and decision support 
tools and scoping for an emergency management Data Strategy alongside other initiatives. 
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The appointment of departmental secretaries to the SCT-Health improved information flow and line of 
sight for senior decision-makers. However, the arrangements revealed risks around the reliance on 
individual roles, including the EMC and CHO, to attend and disseminate appropriate information to 
committees. There continued to be a lack of representation from DHHS Public Health Command and 
CHO/delegate for many of the meetings, despite the provision for delegates to attend under the SCoT 
Terms of Reference.  

The significant changes to the arrangements prompted an internal review. Initiated by the SCT it found 
the governance approach and structures adopted at a state level were not sustainable in the long term, 
especially given that departmental secretaries and other senior officers have broad responsibilities 
beyond the COVID-19 response.  

The review identified an opportunity to capture lessons from the pandemic response to develop more fit-
for-purpose governance arrangements and escalation processes that can run more sustainably in 
parallel to business-as-usual functions.  

The capacity constraints of senior roles have been addressed in part through updates to the Guide for 
Ministers and Senior Officials on managing major emergencies. The guide highlights the importance of 
appointing multiple persons to roles with appropriate expertise, authority and understanding to ensure 
after hours coverage and appropriate allowances for individuals to rest.64 

A lack of fit-for-purpose integrated data sharing resources to support decision-makers was evident 
during the response. To address this shortfall the government developed ‘Insights Victoria,’ a digital 
dashboard on COVID-19 impacts. The platform provided a single source of cross-portfolio data 
supporting more timely, accurate and reliable information to inform decisions.  

Finding 7.8 

Information flow was not appropriately aligned to risk management, accountability (roles and 
responsibilities), and the temporal requirements for decision-making across all phases of an 
emergency. 

 

 Accountability for decisions 
The SEMP articulates that although response activities can be shared across agencies, there needs to be 
a single agency responsible (the control agency) for the combined response of all agencies. This is 
consistent with the EMMV, which was the foundational guidance document in place prior to 2020. 

As the COVID-19 pandemic developed, departure from existing preparedness arrangements and major 
structural changes to governance committees, leadership roles and portfolios suggests a lack of 
preparedness for the scale, duration and management of the broader economic and social consequences 
associated with the event. 

One of the initial difficulties during the pandemic was the appointment of the State Controller and their 
ability to perform control functions as defined in the EM Act 2013 and the SHERP. Under the SHERP, the 
CHO would ordinarily be appointed as the State Controller for a public health emergency. However, given 
the nature of the emergency and the demands on the CHO, the SHEMC appointed the State Health 
Coordinator. Later, state controllers from outside DHHS were appointed before departmental secretaries 
assumed State Controller roles as the SCT was reorganised. 

All appointments were considered necessary to provide suitable oversight and accountability to 
individuals with appropriate authority to make whole-of-government decisions and aligned with 
provisions of the EM Act 2013 and SHERP. However, the appointments were unusual and there were 
complications with the role of the CHO and introduction of new committees.  

The existing control arrangements did not provide the ability to escalate control responsibilities, leaving 
Victoria unprepared to manage an emergency of the scale and severity of the pandemic. This required 
the introduction of new structures and appointments ‘on the fly’ which led to a lack of clarity as to how 
existing and new arrangements altered authority and accountability. 
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This lack of clarity around accountability in governance has received considerable attention, notably in 
the HQI. For example, the escalation of decision-making to government under the MCC and CCC 
structure elevated and confused the line of control. This was a significant departure from emergency 
management preparedness arrangements and the underpinning AIIMS structure. This raises questions 
around accountability for decisions, creating confusion around accountability for existing legislative roles 
and decision-making committees including the State Controller - Health, SCT and CHO. 

A key criticism of the government’s missions governance structure was a shift away from the command, 
control and coordination arrangements, roles, and responsibilities familiar to the sector. IGEM heard of 
many instances where democratic – rather than control – processes were required to deliver outcomes 
during the pandemic response. It is clear from the evidence provided that a key benefit of well-practised 
arrangements is the delineation of clear accountabilities within the command, control and coordination 
structure. These structures are critical for expediting decisions during a fast-paced emergency. 

The missions governance structure was replaced by the elevation of departmental secretaries to the SCT, 
however issues with accountability for decision-making persisted. For example, through observations on 
the SCT the IGEM raised concerns about the clarity of the line of control through the State Controller - 
Health, other state controllers, deputy controllers and the EMC. The IGEM noted that SCT needed to 
clarify decision-making roles between the SCT and the State Controller - Health when engaging in 
operational decision-making.  

The SCT should be involved in risk management and operational decisions and ensuring strategic 
decisions from the CCC are operationalised.  

While it is vital that the SCT has oversight of operational decisions, it is important to find the balance 
between having a good understanding of the operational activities to form a view of risks that need to be 
addressed, without becoming involved in strategic decision-making. Further work is required to ensure 
preparedness arrangements for governance and decision-making are unambiguous with clear 
delineation between strategic and operational governance. 

The SCT’s Terms of Reference were subsequently amended to ensure a focus on risk management, 
oversight and consequence management. Nonetheless, it is apparent that the accountability and 
decision-making arrangements were unclear and underprepared to accommodate a Class 2 emergency 
of this scale and complexity. At the time of this report work was underway through the SCT to streamline 
accountabilities and systematise rapid response arrangements. 

A key accountability within the arrangements is that of the CHO. The CHO is a statutory position that 
holds independent authority within the Public Health and Wellbeing Act. The CHO has broad 
responsibilities, which include: 

• developing and implementing strategies to promote and protect public health and wellbeing65 

• issuing public health orders to prevent and control the spread of disease65 

• providing advice to the Premier and Minister for Health on matters relating to public health and 
wellbeing65 

• acting as a spokesperson for the Victorian Government on matters related to health protection, 
including public health incidents and emergencies.66 

During the pandemic, the CHO assumed other more specific roles articulated in the Public Health and 
Wellbeing Act. The CHO also acted as a media spokesperson during the pandemic, providing community 
updates via press conferences, online mediums and social media. 

As noted, the role of the CHO was stretched during the COVID-19 pandemic. It affected the capacity to 
undertake the State Controller role as would normally occur under existing arrangements.  

The HQI found that the intersections between the operational response and other decision-making 
bodies should be reviewed, to provide assurance that legislated emergency management and public 
health accountabilities are being met. It recommended ‘the EMC, in collaboration with the CHO, the 
Secretary of DHHS and relevant agencies, reviews the suitability of the EMMV framework to Class 2 public 
health emergencies, including how the EMMV intersects with the Public Health and Wellbeing Act’. 

…complex and, at times, inexplicable internal governance structures [within DHHS] that served to 
complicate and obfuscate reporting lines and accountabilities rather than create clarity of role 
definition and lines of command.  

Hotel Quarantine Inquiry, Final report and Recommendations (2020) 



 111 

 

Preparedness for future major public health emergencies will be improved by clarifying control roles and 
accountabilities in governance arrangements. The governance approach and structures adopted at a 
state level during the pandemic response are not sustainable in the long term, as departmental 
secretaries and other senior roles have broad responsibilities beyond emergency response. As such there 
is an opportunity to capture lessons from the pandemic response to identify more fit-for-purpose 
governance arrangements and escalation processes that can run more sustainably in parallel to 
business-as-usual functions.  

 

Finding 7.9 

Preparedness for major public health emergencies was destabilised by a low level of confidence that 
the governance arrangements in place would provide senior officials and ministers with appropriate 
information in a timely manner to acquit their accountabilities. 

 

Finding 7.10 

Existing emergency management governance arrangements were not suited to a crisis with whole of-
government, whole-of-community consequences. 

7.4 Summary  

While IGEM notes the incredible dedication, work and agility across government in response to the 
COVID-19 pandemic, it is important to note that significant and ongoing governance changes have 
occurred.  

The pandemic presented major challenges for the emergency management and health sectors, 
government and the community that are rarely encountered in other public health emergencies. The 
emergency and its consequences required governance structures to escalate to an unusually high level.  

Changes made during response to committee structures, information flow and leadership show agility, 
but also suggest an opportunity to further improve preparedness arrangements. This includes improved 
integration of health and emergency management governance, systems and processes for complex 
multi-agency responses. 

The pandemic response saw new committees and altered structures established in strategic and 
operational governance, public communications (see section 9.5.1, p 144) and DHHS. In isolation, there was 
a need for these changes. However, the result was a governance structure for managing the pandemic 
that departed significantly from established arrangements. Many of the existing committees and 
arrangements were left unresolved with no clear direction as to their new purpose and authority in the 
changed arrangements. 

The changes to governance arrangements were in response to the whole-of-state and whole-of-
community impact of the pandemic. They required resources across government to be refocused on new 
priorities that were broader and larger than emergency management. Some changes were also needed 
(in part) to remain aligned with the Australian Government's response to the pandemic and the 
establishment of National Cabinet. 

Many of the challenges of information flow, accountability and leadership are not new, and have been the 
subject of previous IGEM reports, including the recent Inquiry into the 2019–20 Victorian fire season, the 
Review of Victoria’s emergency management sector preparedness for major emergencies, and Review of 
10 years of reform in Victoria's emergency management sector.  

The governance changes brought about during the initial COVID-19 response mirror structures 
introduced for the 2019–20 Victorian bushfires, most notably in the standing up of a high-level cabinet 
committee and standing down of the SCRC sub-committees.  
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There are inherent dangers in developing new governance structures while responding to a crisis. 
Sometimes it is necessary; at other times it reflects a lack of awareness of the existing structures and how 
they can be adapted to suit the needs of the emergency.  

IGEM notes that some of the developments in intelligence and data sharing are ongoing, and should 
support more efficient and effective decision-making in the future. There has also been a high degree of 
assurance and learning delivered alongside the response effort, leading to positive changes to 
governance processes, legislation, information flow and decision-making arrangements. However, a 
‘building the plane while flying it’ approach creates a high level of confusion and disruption that could be 
reduced with more fit-for-purpose and tested preparedness arrangements, and improved leveraging off 
established arrangements. 

IGEM notes that the scale, duration, and complexity of the COVID-19 pandemic was beyond what might 
have been anticipated for a major public health emergency. It is evident that the preparedness 
arrangements for governance were focused primarily on health consequences and did not anticipate the 
broader social and economic consequences over such an extended period.  

The pandemic response required governance arrangements commensurate with a whole-of-
government/multi-agency response.  

With the increasing frequency, intensity, and duration of emergencies – and the potential for the  
COVID-19 pandemic to continue for some time – it is important to ensure that Victoria continues to 
bolster its preparedness arrangements to accommodate complex and long-lasting major public health 
emergencies requiring a whole-of-government approach.  

 

Recommendation 2 

The Inspector-General for Emergency Management recommends that the Victorian Government 
ensures there is a clear, consistent line of control in major public health emergencies by: 

(a) establishing arrangements that clarify and distinguish between respective levels of accountability 
while providing for appropriate span of control 

(b) resolving conflicting roles and responsibilities between the Emergency Management Act 2013, 
other relevant Acts and key emergency management doctrine including the State Emergency 
Management Plan, and the State Health Emergency Response Plan.  

 

Recommendation 3 

The Inspector-General for Emergency Management recommends that for emergencies with whole-of-
government, whole-of-community consequences the Victorian Government develops and exercises 
management arrangements that: 

(a) ensure suitable oversight and accountability for ministers and senior officials during major 
emergencies  

(b) specify conditions for escalating the management of emergencies where there are whole-of-
government, whole-of-community consequences 

(c) prescribe control, coordination and consequence management accountabilities to individuals with 
the appropriate authority to enact them.  
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Recommendation 4 

The Inspector-General for Emergency Management recommends that Emergency Management 
Victoria ensure accountabilities for control, coordination, consequence management and 
communications are clearly described through existing emergency management policy and planning 
frameworks. The work should: 

(a) be applicable to accountabilities for all incidents irrespective of hazard type and scale 

(b) clearly identify pathways and criteria for escalating accountabilities 

(c) establish appropriate reserve powers to provide accountability in circumstances where there are 
no specific control arrangements or the line of control is unclear, contested or inadequate 

(d) include the accountabilities of ministers and senior officials in emergencies and in business-as-
usual activities. 

 

Eastern freeway during lockdown (Source: Shutterstock) 

 

 



 

 

8 Capability and 
capacity 

 

 

 

To be fully prepared for an emergency Victoria needs to have enough people who are able and available 
to support the management of emergencies when needed.  

The Victorian Preparedness Framework defines capability as the emergency management sector’s 
collective ability to reduce the likelihood and consequences of an emergency. ‘People’ is one of the five 
interdependent elements of sector-level capability, alongside resources, governance, systems and 
processes.  

Capacity is defined as the extent to which all elements can be sustained over time and across multiple 
locations. There are two types of capacity: business-as-usual and surge.  

Surge capacity involves rapidly increasing resources – in this case people – during periods of high 
activity, when the response to an emergency and its consequences has outstripped business-as-usual 
capacity.67 

The emergency management sector has been aware of capacity strains and capability gaps for some 
time. Since the implementation of the EM Act 2013 and the establishment of EMV there have been 
programs of work to identify capability and capacity needs, gaps and opportunities for improvement.  

IGEM’s Review of 10 years of reform in Victoria's emergency management sector recommended that EMV 
streamlines work underway to identify gaps in the sector’s capability and capacity to deliver a sector-
wide capability development strategy. IGEM anticipates that continued implementation of this previous 
recommendation will support the recommendations in this chapter. 

8.1 Capacity 

 Public health business-as-usual capacity  
Public health functions are largely carried out under business-as-usual arrangements.  

DH’s public health division includes the Health Protection Branch. This branch has ongoing monitoring, 
notifying and response roles related to communicable and infectious diseases, environmental health 
hazards, food and water contaminants. It is also involved in regulatory compliance, policy development, 
public health campaigns and program delivery. 

EPA Victoria also plays a key role in health protection. It deals with past, current and potential future 
impacts of pollution and waste on public health.  

Prior to the COVID-19 pandemic, the workload of the Communicable Disease Prevention and Control Unit 
in DHHS’ Health Protection Branch had grown considerably. A 2019 review noted that the number of 
notifiable conditions had increased by 173 per cent since 2005, and outbreaks of those conditions had 
increased by 240 per cent. During this period the number of public health officers in the unit had only 
grown by 40 per cent.68 

DHHS’ Communicable Disease Prevention and Control Unit had been operating with a very small number 
of staff and ongoing under-investment. These capacity issues were long-standing in the unit specifically 
and the Health Protection Branch more broadly. 
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The chronically low capacity and lack of investment in systems and technology jeopardised the ability of 
the Health Protection Branch to respond to any major emergency and made the continuation of 
business-as-usual activities almost impossible. 

Further, capacity shortages reportedly led to work systems and processes that allowed the small team to 
prioritise and perform as much as possible of its business-as-usual functions. However, they were not 
easily scalable or trainable to suit the needs of an emergency.  

With the unit’s focus on managing daily small-scale emergencies, the lack of business-as-usual capacity 
and under-resourcing meant that connections with organisations such as universities and other entities 
which normally could have been relied on for surge capacity had not been developed.  

It [public health] was so skinny, it didn't have the capacity to get un-skinny. And being as skinny as it 
was, there weren't the relationships with universities and the relationships with other entities to the 
scale that we could see another jurisdiction, because there simply wasn’t a capacity to do it. 

Stakeholder 

The capacity was also completely Melbourne-based, with no regional offices or personnel and limited 
opportunity to maintain relationships with regional organisations. As well as being a symptom of a lack of 
capacity, it also meant that there was little opportunity to benefit from local knowledge. The Board of the 
2014 Hazelwood Mine Fire Inquiry highlighted the ‘lack of health leadership at the local level’ and 
‘Melbourne-based government agencies’ being at ‘some disadvantage’ in understanding local needs. 
Despite this, there had been no move towards Local Public Health Units prior to the pandemic. 

Capacity shortages in the DHHS’ Health Protection Branch had direct capability implications for 
pandemic management. Senior officials estimated the existing capacity would barely have stretched a 
few weeks into the pandemic before being exhausted.  

From a preparedness perspective, this was a vulnerability for the COVID-19 pandemic but undermines 
preparedness for pandemic influenza, other communicable diseases and public health emergencies that 
require a capability for more than a short-term duration.  

Arguably, this lack of capacity is not as problematic for other cases examined in this review due to the 
nature of the emergencies and how they are managed. The centralised response to smoke and heat 
events is largely a communications effort, with relief being provided by local government and health 
services (including AV), typically under the control of a State Response Controller. Thunderstorm asthma 
draws more on pre-hospital and hospital responses and is very brief in its duration. 

One somewhat similar comparison is how DELWP and water corporations typically manage blue green 
algae events. These events are normally managed within business-as-usual arrangements by an existing 
permanent capacity within DELWP’s water portfolio, local water managers and regional coordinators.  

In cases where the blue green algae event requires a multi-agency response, health expertise can be 
drawn from DH and emergency management resources in the SCC can be utilised. Incident management 
personnel can also be drawn from CFA, VICSES or the Department of Jobs, Precincts and Regions (DJPR) 
by mutual agreement.50 However, DELWP’s subject matter experts and hazard-specific capability is 
available to control and lead the response. 

It was clear that Victoria was very, very under-resourced. And that was for the [business-as-usual] job, 
quite aside from ability to surge through an emergency. So, for the day-to-day job, we were 
undercooked relative to similar jurisdictions, undercooked. And had been for quite some time. 

Stakeholder 

In order to implement effective surge capacity arrangements, there is an assumption that surge 
personnel can be supported by an existing business-as-usual capacity.  
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Staff transferring from other government portfolios, relevant industry or university organisations, or other 
jurisdictions are highly likely to need training and support to learn the skills, systems and/or processes 
required to support the emergency response. In most surge planning, host staff are tasked to provide 
training and guidance or act as team leaders or buddies for surge personnel. 

As well as supporting surge staff during an emergency, host staff develop and maintain systems and 
platforms to support business-as-usual activities that can be scaled up to support an emergency. 

Sufficient business-as-usual capacity is therefore a critical element of preparedness for emergencies.  

 

Finding 8.1 

The business-as-usual capacity in the Department of Health and Human Services’ Health Protection 
Branch was under-resourced, which limited preparedness for major public health emergencies. 

 

Emergency management capacity  

The SCC’s core business is to support the management of emergencies. Until 2021 the SCC operated 
using a surge staffing model, employing a core team of 15 full-time staff and drawing on a surge 
workforce to meet the demands of higher levels of activation. This model was not designed to support 
sustained emergency operations like those seen during the 2019–20 Victorian bushfires and was under 
stress before the COVID-19 pandemic.  

Each government department has an existing emergency management capacity to support emergency 
preparedness – as either a control agency or support agency. In some cases, this team supports business 
continuity planning and the development of emergency plans. Representatives from this team are often 
trained to act as liaison officers in the SCC or other control centres around the state. Typically, these 
teams are small, and in some cases have other responsibilities in the department. 

The notable exceptions are DELWP, and the Department of Justice and Community Safety which house 
FFMVic and EMV respectively and have significant business-as-usual emergency management 
responsibilities. 

In DHHS, the emergency management branch was positioned alongside the health protection branch and 
was at times asked to support escalated business-as-usual public health incidents to provide increased 
capacity. For example, prior to the COVID-19 pandemic, one member of the emergency management 
team had previously been appointed alongside the CHO through an instrument of appointment as a 
State Controller in readiness for the potential public health implications of a Code Red day in 2019. 

 Surge capacity 
Having sufficient, suitable capacity to respond to an emergency event and support the community before 
and after is a well-known challenge for the emergency management sector.  

Historically the sector has relied on ‘opt-in’ methods for generating surge capacity including, but not 
limited to, mobilising internally by promoting opportunities to staff or seconding staff from government 
departments or agencies by mutual agreement.  

The Victorian Public Service (VPS) has long been seen as an untapped source of surge staff. This view of 
the VPS appears to be based on several assumptions – that such a large workforce would yield enough 
people willing to ‘volunteer’ to join a surge workforce, and that public servants have the necessary skills 
and personal competencies to fill emergency management roles. 

Government Sector Resilience Plans have repeatedly identified the ability of government departments to 
generate surge capacity as a significant risk. DPC’s Administrative Guidelines on Engaging Professional 
Services in the Victorian Public Service issued in October 2019 recognises the need to reduce red tape 
during emergencies. The guidelines permit departmental staff to engage professional services for surge 
capacity without first obtaining approval from their secretary.69 
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Prior to the onset of the COVID-19 pandemic no cross-sector or whole-of-government surge workforce 
agreement was in place. This meant the sector did not have a coordinated approach to surge workforce 
planning. 

In 2016, EMV led work on a government-wide resource sharing agreement for staffing the SCC and 
regional control centres, but it was not finalised. A trial conducted in early 2018 demonstrated that 
generating a surge workforce across the VPS was possible (up to that point DELWP had been the main 
contributor of SCC personnel). However, differences in pay and entitlements for emergency management 
roles across departments presented a significant roadblock to establishing a VPS-wide agreement. 

In late 2019 EMV submitted a proposal to the VPS enterprise bargaining process identifying emergency 
management as a core responsibility and advocating for staffing the SCC to be a shared responsibility.  

This proposal was rejected, however, the VPS Enterprise Agreement 2020 included a section relating to 
VPS employees undertaking emergency management roles in control centres as part of or in addition to 
their usual duties.70 

This was a significant step forward for control centre staffing but did not immediately address the 
evident unmet surge requirements in other areas of emergency management – for example, for public 
health functions and communications roles.  

The SERP/SEMP and the SHERP do not provide information on surge capacity or cross-jurisdictional 
resource sharing arrangements. SHERP refers to the National Health Emergency Response 
Arrangements, but it is a high-level summary and does not offer specific guidance on how to obtain 
additional resources from other jurisdictions.  

 

Finding 8.2 

There was a lack of an agreed strategy or coordination mechanism in place to generate emergency 
management surge capacity and basic plans to draw on Victoria’s public service capacity were 
constrained by differences in entitlements and industrial agreements. 

 

Surge arrangements for public health emergencies 

There is not a great amount of detailed surge capacity planning for public health emergencies. The 
SHERP outlines the responsibilities of key support agencies and notes that any other government or non-
government agency with the skills, expertise or resources may be asked to help during a health 
emergency response.  

The SHERP specifies that organisations are expected to describe their surge arrangements in their 
operational response plans. However, upon review of all available operational response plans prepared 
by DHHS under the SHERA, not all included surge capacity plans. Of those that did, the mention was brief 
and did not outline robust arrangements for generating surge capacity. 

As part of its 2019–20 work plan the Health Protection Incident and Emergency Management Working 
Group indicated its intention to update the department’s Concept of Operations as well as the SHERA 
operational response plans. It also planned to develop a Health Protection Branch Surge Plan and an 
overarching Health Protection Branch Business Continuity Plan.68 

The Measles Incident November 2019 Surge Plan indicates that the Health Protection Branch had a 
process in place to respond to small brief surges in demand.68 

DHHS’ Concept of Operations notes that staff from the ‘departmental emergency management surge 
workforce’ will fill the leadership, functional lead and functional team member roles as required. It is 
evident DHHS expected to develop the document further, but the November 2019 version does not 
describe when and how surge staff would be deployed.44 In most emergencies this workforce was 
deployed to control centres, and to dispense financial relief payments following emergencies.68 
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In late 2019 the DHHS Emergency Management Branch reported it was developing a more cohesive surge 
workforce across the department. This included gathering information to understand department-wide 
capability and capacity, and encouraging sharing of surge staff recruitment, training, engagement and 
mobilisation strategies.68 

As part of its 2019–20 pre-season briefing, the Emergency Management Branch alerted the DHHS 
Executive Board to the decline in the number of staff who had volunteered to join surge teams – a trend 
that was expected to continue.68 

 

Observation 8.1 

The operational response plans prepared under the State Health Emergency Response Arrangements 
briefly mention but do not describe the Department of Health and Human Services’ health protection 
surge workforce arrangements. 

 

Emergency response plans 

Response agencies like AV and ESTA are accustomed to managing temporary surges in demand. They 
have emergency response plans and sub-plans that operate in tandem with workload and critical 
incident response plans. 

AV has partnership arrangements with the Emergency Medical Response program and Remote Area 
Nurses to enhance its operational capacity across Victoria. AV’s Emergency Response Plan notes that 
prolonged or dispersed emergencies can require additional capability and capacity which may involve 
first aid agencies, general practitioners, community pharmacists and field emergency medical officers or 
coordinators.71  

AV’s Emergency Response Plan is supported by a number of specific sub-plans that cover workload and 
demand management. These include the Workload and Demand Sub-plan for its statewide 
communications function; the Bioevent Sub-plan that includes suggestions for extending its transport 
capacity in the event a biological hazard causes an epidemic or pandemic; and the Rosters Sub-plan for 
its internal rostering arrangements.72-74 

ESTA’s Critical Incident Response Plan: Health Sub-plan has a section on workforce management. It refers 
to the roles of the Forecast Analyst and Real Time Analyst in determining service demand and staffing 
gaps. ESTA’s methods for creating surge capacity are similar to AV’s, however ESTA also considers other 
multi-skilled and support staff who could be called on to assist.75  

Given AV’s and ESTA’s experience in managing surges in demand, it is not surprising their surge capacity 
arrangements are more detailed than DHHS’ operational response plans. Their surge arrangements are 
developed to manage brief surge periods and were not intended to provide surge staffing for a medium 
or long-term incident. 

IGEM notes that ESTA’s and AV’s ability to meet the intense peaks in demand associated with the  
COVID-19 pandemic was considerably stretched at various points and is subject to additional assurance 
activity and inquiry. 
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BREAKOUT BOX 3: SPOTLIGHT ON THUNDERSTORM ASTHMA SURGE CAPACITY ARRANGEMENTS 

Thunderstorm asthma arises from seasonal and environmental factors converging on a population of 
asthma and hay fever sufferers. The high-risk season is late spring and early summer when surging 
pollen counts from outlying grassland meet gusty days driven by windstorms and squall lines 
developing in the warming atmosphere. Melbourne is one of the highest thunderstorm asthma risk 
locations in the world.  

In response to the significant 2016 thunderstorm asthma event, the sector developed new plans, 
procedures and multi-agency agreements and now include thunderstorm asthma in annual seasonal 
preparedness activities.  

Health agencies (including hospitals, primary care clinics, pharmacies), BoM and ESTA have key roles in 
forecasting, preparing for and responding to thunderstorm asthma events. Stakeholders commented 
that the lessons learnt in 2016 resulted in significant interagency work and resourcing that has 
markedly improved the sector’s preparedness for future events.  

The epidemic thunderstorm asthma risk forecasting system combines forecast grass pollen data 
(informed by grass pollen data collected by the University of Melbourne and Deakin University), with 
storm forecast data collected by the BoM. The forecast spans three days, providing time for responding 
agencies to plan requirements and resourcing. 

Forecasts are published on the DH website, and the VicEmergency website and app. On high-risk 
forecast days, DH issues advice on the VicEmergency platform, and also provides communication to 
key health and emergency service organisations about days of higher risk. 

During this time AV, ESTA and DH monitor capability and availability of rostered resourcing. DH 
determines when conditions are conducive to a thunderstorm event and the CHO issues a red alert.76 
This triggers activation of AV’s Thunderstorm Asthma Sub-plan and Emergency Resource Plan. AV 
resourcing is managed via its Workload and Demand and Rosters sub-plans. The Rosters Sub-plan 
details AV’s ‘recall’ method for creating surge capacity which includes asking off-duty staff to return to 
duty if they are available. For AV’s highest level of activation, paramedic staff may be recalled from 
annual leave, training or the next shift.74 

For ESTA, particular attention is paid to health alerts for heat, thunderstorm asthma and fast acting 
epidemics, where such an event may trigger its Critical Incident Response Plan. Surge capacity 
workforce strategies include recalling staff from breaks, rescheduling breaks over the duration of a 
surge, and considering multi-skilled staff or support staff to assist. 

Prior to each season, AV, ESTA and DH review plans and exercise different elements of their 
thunderstorm asthma plans and operations. These activities are reported in seasonal assurance 
statements to the Minister for Emergency Services.  

 

Observation 8.2 

The Department of Health and Human Services was aware the number of staff available to support 
emergency surge requirements was declining prior to the pandemic. 

 

Finding 8.3 

Surge planning for public health emergencies lacks detail and does not include arrangements for 
identifying, deploying and maintaining surge personnel. 
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Evening storm clouds (Source: Department of Jobs, Precincts and Regions) 

Business continuity  

Business continuity is highly dependent on staff availability and productivity. Business continuity 
planning provides an opportunity for government departments and agencies to identify organisational 
capacity needs as well as measures to protect staff health and wellbeing. 

Business continuity plans have been mandatory for all government departments and agencies since 
2004.77 Generally departments and agencies develop their plans independently, following standard 
business continuity management processes. They identify risks to normal functioning and consider how 
to manage potential loss of business function.  

There are some examples of departments and agencies collaboratively planning for business continuity 
on discrete business activities. However, IGEM did not receive evidence demonstrating extensive 
collaborative business continuity planning. 

The impacts of a pandemic on business continuity are well documented – particularly significant loss of 
staff and interrupted supply chains. In 2014, the VHMPPI warned ‘An influenza pandemic in Australia will 
be unlike any other modern disaster and will create new challenges for business continuity planners. 
Businesses will need to rethink their existing continuity strategies to cope with such an event’. Business 
continuity planning across government focused on responding to short-term localised disruptions; it did 
not consider protracted, large-scale disruptions like the COVID-19 pandemic. 

The extent to which departments identify contingency strategies in their business continuity plans varies. 
For ‘loss of staff’ some departments have well-developed capacity arrangements in place, detailing their 
staff replacement or backfilling solutions; others do not identify how they will manage staff shortages.  

For example, the DHHS 2018 Business Continuity Framework and 2018 Business Continuity Policy detail its 
commitment to business continuity management but do not offer guidance on how staff shortages, or 
other business disruptions, will be managed.68 

However, in its draft VHMPPI Operational Plan dated January 2020 it is evident DHHS’ Health Protection 
Branch was considering business continuity in the context of pandemic influenza.  

Business continuity plans are a key component of Corrections Victoria’s planning and preparedness 
processes. Each correctional facility has its own business continuity plan which identifies the functions 
likely to be affected by a 25 per cent and 50 per cent loss of staff. The plans also list mitigation strategies 
and associated preparedness measures as well as alternative resources and options.78 

Of note, Corrections Victoria reported to IGEM that a recent learning was the importance of considering 
(justice) sector preparedness – as well as preparedness for each site – so that business continuity plans 
do not focus solely on events at a local level or rely on the availability of resources at other correctional 
facilities. Corrections Victoria’s Emergency Management Unit is investigating interdependencies. 
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DELWP’s Business Continuity Plan template is even more detailed and tasks the Business Continuity 
Response Team with ensuring there are suitably skilled people to replace and/or support teams during a 
disruption. This could include redeploying employees and other workplace participants (trainees, agency 
staff, contractors etc) from non-critical business activities. 

DELWP’s template is used across the department. For example, the Business Continuity Plan: Digital and 
Customer Communications Division - Customer Contact Centre includes a very detailed analysis for 
minimum call centre staffing. It also lists alternative sources of surge staff should emergency call volumes 
increase beyond the call centre’s maximum capacity.  

According to DELWP, its strong focus on business continuity management is the result of experience – a 
fire in 2018 significantly disrupted the operations of the department’s corporate and policy divisions. As a 
result, DELWP made a concerted effort to improve its business continuity process and associated 
documentation during 2019.79 

DPC has worked through the Government Sector Resilience Network to encourage a more strategic, 
whole-of-government approach to business continuity planning, for example, in the identification of 
critical services. Prior to the pandemic this work had not extended to backfilling, replacement or surge 
staffing arrangements.  

In May 2020 DPC established the Industrial Relations Framework for managing the coronavirus (COVID-
19) pandemic. The framework supported public sector workers affected by reduced hours or business 
closures due to COVID-19. It included mechanisms to deploy workers towards surge functions. 

The Victorian Auditor-General’s Office conducted a performance audit of Business continuity during 
COVID-19. It concluded that before the pandemic most departments’ business continuity arrangements 
were inadequate. While departments’ incident management structures worked well, their responses were 
reactive and less effective than they could have been. 

 

Observation 8.3 

In business continuity planning many departments and agencies planned for loss of staff in isolation, 
assuming emergencies or business disruptions would only impact their organisation; and that they 
would be able to draw on other departments and agencies to supply back-fill or surge staff. 

 

 COVID-19 capacity needs 
The COVID-19 pandemic response has highlighted significant gaps in workforce capacity – particularly 
the availability of surge staff. All organisations had to contend with reduced staff availability due to 
illness, avoidance to minimise virus exposure, caring responsibilities and supporting children with remote 
learning. 

While the COVID-19 pandemic is the largest and most protracted draw on surge capacity arrangements 
experienced in recent history, it revealed vulnerabilities in capacity that apply to other major public 
health emergencies of smaller scale and shorter duration. 

Existing surge and business continuity plans did not appropriately account for circumstances where all 
departments would be concurrently facing staff shortages and increased workload due to the 
emergency, and ongoing business demands. While the COVID-19 pandemic resulted in an extreme set of 
capacity circumstances, it revealed a lack of depth and consideration in the planning for protracted 
public health emergencies. 

Show me a part of the public service that have less to do? [There would be] nowhere. So even if you 
look at all of the spreadsheets that were done by every department every couple of months about 
what they were deprioritising because of COVID and there’ll be nothing there. Everyone was expected 
to continue to keep delivering and continue to deliver more as well. So the idea that there was a 
workforce to be drawn on was a complete fallacy, there wasn’t and every time you asked you got 
nothing. 

Stakeholder 
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The centralised public health capacity became problematic for multiple reasons. Despite a willingness 
from regional and metropolitan health services to work with government departments to support the 
pandemic response, they felt that their local expertise and knowledge was not respected. Health services 
that had local infectious disease experts providing advice and information on a daily basis viewed this as 
a lost opportunity due to the centralised public health model.  

Regional health services also identified the critical role they play in communicating with their community 
during emergencies. They can provide direct and targeted opportunities for community engagement and 
public communications through localised channels not available in metropolitan areas. 

In July 2020 it was clear that the existing opt-in surge workforce model to staff the SCC could not be 
sustained. EMV was funded to increase SCC’s core capacity as an interim measure while it reviewed and 
developed an operating model for incident management at state, regional and local levels.  

EMV also developed the first SCC Surge Workforce Plan for the 2020–21 Summer. This was supported by 
the VPS Enterprise Agreement 2020 which established equitable entitlements for VPS staff joining the 
control centre surge workforce (Clause 72).70 

There was a distinct lack of the capacity to fulfill public health functions. As examples, public 
communications, contact tracing and enforcement of public health directions all required specialised 
knowledge, skills and authorisation. Breakout Box 4 and 5 (p 123) describe two of these functions in 
greater detail. 

As the control agency, DHHS had to meet intense capacity demands across a range of functions including 
leadership and advisory roles, logistics and supply chain management, frontline workers and public 
health protection activities.  

With its role in supporting vulnerable Victorians, DHHS also had to find capacity to meet the ongoing and 
pandemic-specific needs of high-risk individuals and care providers. These requirements were in addition 
to its business-as-usual functions. 

 

BREAKOUT BOX 4: ENFORCING COMPLIANCE WITH PUBLIC HEALTH DIRECTIONS 

Under the Public Health and Wellbeing Act the CHO authorised AOs and VicPol to enforce community 
compliance with public health directions, to the extent of their authorised powers. 

As the pandemic lengthened, DHHS found the number of staff available with public health AO skills and 
training was insufficient to meet demand. It also became clear that the deployment of public health 
AOs away from their core compliance functions increased regulatory risk.  

By August 2020 AOs were also needed to enforce high-risk industry compliance with public health 
directions and to ‘doorknock’ all positive cases and close contacts as part of the contact tracing 
program. Two ADF staff accompanied one AO on these visits – having AOs to match the ADF resources 
was a challenge. 

DHHS and key stakeholders spent considerable time and effort identifying alternative sources of surge 
staff. This included AOs from other departments and regulatory agencies who, while authorised under 
other legislation, had compliance expertise and would need minimal training. DHHS also ran a 
significant recruitment program to supplement its existing public health AO workforce.  
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BREAKOUT BOX 5: CONTACT TRACING 

The identification and tracking of communicable disease transmission chains is a complex process. 
Effective contact tracing depends on a well-trained workforce, with staff who have excellent and 
tactful interpersonal skills, cultural sensitivity, and language and interviewing skills that help them to 
build and maintain trust with clients and contacts.80 

When the pandemic began DHHS’ contact tracing and outbreak management functions were 
centralised, with a relatively small team responsible for personalised handling of cases across the 
state.  

As COVID-19 case numbers began to rise, DHHS activated its surge workforce strategies including 
mobilising staff from within the department’s surge teams, and seconding staff from other 
departments and public sector agencies. Stakeholders spoke highly of the department’s surge staff – 
of their willingness to do what needed to be done – instead of administering Personal Hardship 
Assistance Program payments in relief centres they were in carparks supporting mobile testing 
stations. 

DHHS’ Health Protection Branch had processes in place to manage small surges in demand. The 
undated draft COVID-19 Public Health Emergency Surge Workforce Plan identified which contact 
tracing and outbreak management roles were expected to experience the highest workloads and listed 
potential sources of surge staff to help fill those roles.  

As demand increased, DHHS obtained support from other sources including community and private 
health services, health staffing agencies, medical, nursing and allied health students and local 
government staff. 

With COVID-19 pandemic-specific funding DHHS was able to build additional capacity by: 

• outsourcing non-specialist tasks to private sector contact centres such as Helloworld, Stellar and 
Ernst & Young in April 2020 

• establishing new Rapid Response Testing Teams and the Roving Testing squads after testing 
moved from active case identification to surveillance in May 2020 

• decentralising its contact tracing and outbreak management functions to six regional Local Public 
Health Units established and led by regional health services in July, followed by three metropolitan 
units in September 2020. 

Contracting private contact centres freed up DHHS public health staff to focus on building trust and 
interviewing people with COVID-19. Another benefit of this arrangement, particularly with the travel 
industry, included a pre-existing diverse workforce with extensive language and cultural skills, 
accustomed to working with bespoke systems and scripting. 

IGEM notes that the DHHS Health Protection Branch flagged the vulnerabilities of the centralised 
model in January 2020.68 The establishment of the Local Public Health Units did reduce the intense 
demand on central DHHS teams – particularly after the metropolitan units were set up.  

The establishment of Local Public Health Units in regional areas made a significant difference in how 
the pandemic was managed locally. While not necessarily prepared to take on the role, regional health 
services utilised local health expertise, adapted relevant operating procedures and learnt from each 
other. Undertaking contract tracing at the local level enabled Local Public Health Units to complete the 
journey from engagement, to testing, contact tracing, monitoring, outbreak management and acute 
admission.  

The benefit of the public health unit is that I’ve got the whole chain. 

  Regional Health Service Chief Executive Officer 

The benefit for DHHS was being able to access more resources, access local information, and bring 
contact tracing closer to local communities. The community benefit was receiving more timely 
monitoring, support and targeted information from a trusted local source.  
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There is an opportunity for further consideration of the role of Local Public Health Units in preparing for 
future major public health emergencies and expanding their role beyond communicable diseases to 
include other public health capabilities and expertise, including environmental health. 

In July 2020, DHHS sought and obtained contact tracing surge capacity from the Australian 
Government. Commonwealth officers worked for the Victorian Contact Tracing Taskforce using phone 
scripts and other materials supplied by DHHS. The taskforce received daily allocations from DHHS and 
managed more than 1400 cases between July and September. In addition, ADF staff were deployed to 
provide administrative and doorknocking support to the contact tracing program.81 

 

Observation 8.4 

Using private sector call centres to support contact tracing efforts provided access to a diverse 
workforce with extensive language and cultural skills and is a positive example of the benefits of the 
Victorian Government and private industry collaboration. 

 

Finding 8.4 

The surge capacity arrangements in place prior to the pandemic did not adequately prepare Victoria 
to provide a timely and sustained surge response for a range of roles including frontline workers and 
emergency management leaders. 

 

Finding 8.5 

The centralised model of contact tracing and outbreak management was not suited to statewide, 
prolonged communicable disease emergencies. 

 

Recommendation 5 

The Inspector-General for Emergency Management recommends that all Victorian Government 
departments' emergency surge arrangements:  

(a) operationalise basic surge plans and principles 

(b) facilitate the efficient deployment of Victorian Public Service surge capacity 

(c) outline contingencies for when the capacity of the department and the Victorian Public Service is 
exhausted. 

 

Support agencies  

The COVID-19 pandemic response also tested the community service sector.  

Under the SHERP any non-government agency may be asked to help during health emergency response 
or relief. However, many community service organisations independently support people during and after 
an emergency. 

From March 2020, the Red Cross and Foodbank Victoria worked under state emergency relief 
arrangements with DHHS, DJPR, EMV and others to deliver emergency packages to those in mandatory 
self-isolation who had little or no food, and no network of family and friends to support them. 
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Salvation Army volunteers (Source: Salvation Army Emergency Services Victoria/Facebook) 

At the beginning of the pandemic Red Cross emergency services had a team of 12 staff supported by 
about 950 volunteers. Foodbank had a team of 100 operational and administrative staff supported by 
about 50 community and corporate volunteers with any gaps filled with labour hire. 

Foodbank lost many of its volunteers as a result of the pandemic and had to rely on labour hire to meet 
service demand, with support from the Working for Victoria initiative while funding was available. 

Red Cross had a much larger volunteer base than Foodbank and more of a ‘behind the scenes’ role. Many 
volunteers continued to support the program. Red Cross emergency services hired two additional staff 
and was able to second staff from other areas during periods of extraordinary demand.  

In addition, Red Cross was funded to deliver the Outreach Wellbeing Initiative and the subsequent 
Community Activation and Social Isolation program. It initially subcontracted a call centre due to the 
volume of call demand. Red Cross eventually employed a team of six to eight who worked according to 
call demands for the Community Activation and Social Isolation program specifically. Other local 
community organisations and some councils were involved in the community connector component of 
the program. 

 

Observation 8.5 

The statewide emergency relief program relies heavily on organisations that depend on volunteers with 
few contingencies in place to respond to scenarios where volunteers may be unable to support relief 
efforts. 
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Observation 8.6 

Additional funding from the Victorian Government was required by the Australian Red Cross to 
generate sufficient capacity to provide psychosocial support and practical advice to the community 
during the COVID-19 pandemic. 

 

The demand on community service organisations increases significantly during and after an emergency 
– existing clients often have increased needs and people impacted by the emergency seek help for the 
first time.82  

Disability, aged care, mental health, homelessness, family violence support and other community service 
providers experienced significant staffing challenges while supporting those directly affected by the 
COVID-19 pandemic.80 

Victorian Council of Social Service advised IGEM that many community services organisations ‘lack the 
capacity or capability to undertake comprehensive emergency planning that includes detailed planning 
for business continuity, surge capacity, staff support and other considerations’.83  

This lack of capability and capacity is linked to chronic under-investment in community services. The 
Inquiry into the Victorian Government’s response to the COVID-19 pandemic found that ‘historic and 
continued underfunding of the community services sector...contributed to financial strain and workforce 
shortages and gaps across the sector'.80 

Pre-existing staffing shortages meant there was no backup or surge workforce for organisations to draw 
on during the pandemic.80 In addition, staffing shortages were exacerbated by reduced staff availability 
due to the pandemic itself. 

The Working for Victoria funding in April 2020 helped the community services sector in the short-term (six 
months). Medium-term support for this sector was announced in November 2020 with additional funding 
for community service jobs and training pathways to support recovery. 

 

Observation 8.7 

Community services organisations provided vital support to community members affected by the 
COVID-19 pandemic in 2020 and continue to do so. 

 

8.2 Sector capability and capacity planning and 
coordination 

 Public health-specific capability 
DH’s Public Health Division has three portfolios of activity: health protection; health promotion and 
preventative health; and emergency management. In combination, these portfolios support monitoring, 
investigating, planning and intervening on public health. It also has a regulatory and compliance function 
covering food and drinking water safety, and environmental health hazards such as lead, radiation, 
legionella, and pesticides.  

Public health capabilities involve technical public health skills and knowledge to interpret and provide 
advice on public health trends and incidents. There are more general capabilities that are critical to 
public health – such as policy development, public communications and planning – and a public health 
background informing these capabilities is important. 



 127 

 

In the context of emergency management, ‘Health Protection’ is one of 21 core capabilities the Victorian 
Preparedness Framework identifies as necessary to address Victoria’s major emergency risks.  

Many public health hazards have the potential to become major emergencies. This can occur when a 
hazard is not detected promptly and contained. If the characteristics of the hazard mean it cannot be 
contained, it becomes a major emergency when it has adverse consequences for the health of large 
segments of the community.  

However, the vast majority of public health hazards are dealt with under business-as-usual 
arrangements. As such, emergency management capabilities are rarely used by those working in public 
health. 

 Capability and capacity assessment 
The Victorian Preparedness Framework and its 21 core capabilities serve as a guide for preparedness and 
have provided a structure and process for capability assessments across the sector. 

In 2018, EMV released a schedule to assess each core capability target and to identify gaps in Victoria’s 
capability and capacity. The 2018–19 capability assessments found sector preparedness would benefit 
from ’more cross-organisational training and exercising for major events, including large scale Class 2 
emergencies’.  

The Health Protection core capability assessment was scheduled for 2021 and had therefore not been 
conducted before the COVID-19 pandemic. However, the actual levels of, and shortfalls in, health 
protection capability and capacity were well known (see section 8.1.1, p 114). 

The sector shared a general desire to increase capability and capacity; it had considered capability and 
capacity needs in theory, yet had not systematically analysed actual levels of capability and capacity 
and identified gaps. 

IGEM’s Review of 10 years of reform in Victoria's emergency management sector found that delays in 
conducting a gap analysis of sector-wide capability and capacity resulted in inefficiencies in 
development mechanisms, and the lack of a strategic approach to capability development – impeding 
the sector’s preparedness for major public health emergencies.  

This finding followed a recommendation made in IGEM’s Review of incident management teams: 
accreditation and rostering to base incident management team capability and capacity on long-term 
forecasting. 

The reviews indicate ongoing gaps in the sector’s understanding of its capability and capacity 
requirements, an issue that was clearly articulated in the 2012 Victorian Emergency Management Reform 
White Paper. 

 

Finding 8.6 

While not assessed under the Victorian Preparedness Framework, the actual levels of, and existing 
shortfalls in, health protection capability and capacity were well known prior to the pandemic. 

 

While sector capability and capacity work had largely been confined to identifying theoretical needs, 
rather than identifying and prioritising gaps, some organisations responsible for managing hazards with 
implications for public health had conducted more in-depth analyses. 

As an example, in its role as the water sector’s portfolio department, DELWP commissioned an 
independent capability and capacity survey. The 2019 survey aimed to capture the actual and forecast 
capability and capacity within each organisation, and ultimately across the water sector.  

The sector survey data revealed shortfalls in general emergency response capability and capacity. 
DELWP noted that for some roles several years’ experience was necessary to develop the required skills. 
As well as training and exercising, succession planning was recommended for all levels of water 
emergency management roles. DELWP committed to taking a more strategic approach to water sector 
capability development.79 
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 Workforce development  
Preparedness for all emergencies is improved if there is a broad understanding of existing capability 
across the sector and systems and structures in place to monitor and build capability. 

Surge capacity depends on organisations setting up structures and systems before an emergency 
occurs, and maintaining them during and after the emergency. These systems should allow visibility of 
available capability and capacity among personnel who can be deployed to emergency response roles 
and streamline faciliatory considerations such as payroll, insurance, rostering, access and security. 

Sector-level workforce development aims to build and sustain a workforce by addressing systemic and 
structural factors in a methodical and planned way. Systemic and structural factors include policy, 
funding, recruitment and retention, accreditation, resources, and support mechanisms.84  

Workforce development encompasses professional development which targets the education and 
training needs of individual workers. This includes practising roles as part of organisational and/or multi-
agency exercises (see section 8.4.1, p 131). 

Before the COVID-19 pandemic the emergency management sector did not have a workforce 
development strategy or an agreed coordinated approach to building and sustaining its workforce.  

In June 2015, SCRC determined that the sector needed a workforce development strategy. Since then, the 
strategy has been a recurring SCRC priority and action under the Victorian Emergency Management 
Strategic Action Plan, with EMV responsible for its delivery.  

EMV started work on the strategy in late 2015 but progress has been slow. Strategy initiation has occurred 
at a time of significant sector reform and coincided with the development and delivery of other major 
programs of multi-agency work. The strategy has been rescoped more than once and the project working 
group did not have the resources to research the challenges and opportunities facing the sector’s 
workforce. 

In July 2018, rather than endorsing a business case to undertake this research, SCRC asked the working 
group to identify and investigate existing research. Development of the strategy has been on hold since 
May 2019.85, 86  

 

Observation 8.8 

Emergency Management Victoria’s strategic workforce development work for the emergency 
management sector has repeatedly stalled due to insufficient resources and competing demands 
including operational activity and multiple concurrent high-level projects. 

 

 Preparedness for COVID-19  
The COVID-19 pandemic revealed significant deficits in capability and capacity for public health and 
health protection capabilities, as well as a lack of emergency management capabilities among those who 
primarily work in the public health sector. 

In many ways, these issues were recognised at the onset of the pandemic and it was clear that surge 
capacity would be required to manage the pandemic response. 

In the pandemic’s initial stages departments and agencies were compelled to assess their capability and 
capacity to contribute to the response while also continuing their business-as-usual operations under 
public health restrictions. 

Without a sector-level workforce strategy there was no oversight of, or any means of tracking, capability 
or capacity across the emergency management workforce. Departments and agencies largely did their 
pandemic workforce planning in isolation. Stakeholders involved in the public health aspects of the 
response discussed a lack of awareness of the capabilities needed to manage the response on such a 
large scale. For example, there was little understanding of the logistics capabilities required to deliver 
relief. 
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In March 2020 the EMC raised concerns that no person or group had visibility of other agencies’ business 
continuity plans. There were pockets of collaboration between departments on business continuity 
planning. For example, in late February 2020 DELWP advised it was working with DHHS to plan for 
potential consequences on service continuity, supply chain disruption and workforce issues. However, 
there were no suitable plans or strategies in place to provide a collective view of capability and capacity 
demands across government. 

Throughout 2020, IGEM notes multiple examples of efforts to plan for the ongoing stretch on capability 
and capacity caused by the pandemic. Likewise, there were multiple attempts to increase some 
capabilities and capacities (for example AO capacity), while other critical capabilities seemed to be 
overlooked (for example logistics and public communications) or addressed in isolated segments of 
government.  

As one example, in February 2020 DPC advised SCT that a group of deputy secretaries reporting to the 
Victorian Secretaries Board were working on the possible redeployment of the government workforce to 
priority areas. However, this work did not directly inform communications and public information 
resourcing issues raised in March 2020 (COVID-19 hotline and SCC public information function) and June 
2020 (SCC public information function).  

The COVID-19 pandemic continues to be an extreme test of capability and capacity of the emergency 
management and public health sectors – and government more broadly.  

Knowing there was this deficit in capability and capacity, it is reasonable to expect an accurate picture of 
available capability and capacity, and plans and arrangements in place to address the deficit in a 
coordinated and strategic manner. However, these preparedness measures were either not in place, 
isolated within departments or incomplete.  

Capability and capacity issues plagued government throughout 2020. In August 2020 the EMC advised 
SCT that workforce planning for COVID-19 ’should not be done in isolation from broader whole-of-
government workforce planning’ done by the Victorian Secretaries Board and Victorian Public Sector 
Commission. From October to December 2020, it was repeatedly identified as one of the most significant 
risks across all COVID-19 operations. 

 

Finding 8.7 

During the COVID-19 pandemic, the lack of emergency management sector-level or whole-of-
government capability and capacity planning resulted in siloed planning where departments and 
agencies did not consider the interdependent nature of sector capability and capacity. 

 

8.3 Fatigue management and mental health 

So, if I think about our fatigue and how we’ve tried to manage our fatigue. We’ve had a bunch of public 
servants who’ve just gone “I’m just going to throw everything at it and do the job” but the job went on 
for years.  

Stakeholder 

Emergency management sector organisations recognise the need to manage staff fatigue and workloads 
during emergencies.  

Before the pandemic EMV had a fatigue management policy which was used for SCC staff. Most 
organisations had their own policies that covered maximum continuous work hours, maximum overtime 
hours and rest periods. These policies reflected industrial agreements of various organisations. 
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Despite this, stakeholders noted that when the pandemic response started ‘right off the back of the  
2019–20 bushfires’, the fatigue in the sector was significant. People who had worked in bushfire response 
and those working in relief and recovery were tired; and now faced a different kind of emergency which 
also impacted them personally. 

…just understanding the mental health issues or the impact on people. Generally, when we work in an 
emergency you can separate your work and your personal life, whereas with this pandemic, its impact 
was (across both) 

 Stakeholder 

When the COVID-19 pandemic began there was no oversight or means of tracking the sector’s workforce. 
Workforce planning for the pandemic was reactive to the unfolding scenario and negatively impacting 
people’s mental health and physical wellbeing. IGEM has learned that since the pandemic, WorkCover 
mental health claims in the public service were 60 per cent higher than in the private sector. 

Stakeholders recognised the direct impact of pandemic response on both their own and staff wellbeing. 
They referred to the incredibly long hours they and their staff worked to maintain the expected 24/7 
response, where working a 17-18-hour day was not unusual, including on weekends.  

Departments and agencies also recognised the public health restrictions were contributing to increasing 
levels of staff fatigue. There were those working from home who were also supporting children with 
remote learning. Many were not taking annual leave due to travel and social activity restrictions. 
Addressing staff fatigue was a driver for more coordinated and proactive workforce planning.  

Senior leaders described the difficulty in finding a balance between leading by example and modelling 
reasonable working hours and performing their role as a leader. 

So, you keep pushing on because you have to, and everybody below you does the same thing. 
Because we all say, “[they do] it so I'm going to do it”.  

Stakeholder 

The extent to which EMV’s fatigue management policy was used as a reference is not clear. IGEM heard 
from some stakeholders that they had to ‘invent our own rostering’. For example, in early 2020 the DHHS 
Secretary put in ‘twinning’ arrangements for their senior leadership team in a bid to reduce fatigue. 
However, for many senior staff, finding someone to replace them so they could take some time off was not 
possible. 

Stakeholders recognised that retaining staff who worked, and continue to work, in pandemic response will 
be challenging if plans that prioritise staff wellbeing are not put in place. 

8.4 Training and exercising  

Work-based learning, training and exercising are the main methods for developing capability and 
preparing people to carry out their emergency management functions in real life. Despite this, there was 
no coordinated approach to training and exercising across the sector prior to the pandemic. 

Many stakeholders to IGEM’s Review of 10 years of reform in Victoria's emergency management sector 
shared that training and exercising were offered ad hoc due to trainer availability or organisational 
interest.  

Stakeholders reflected that regular, appropriate emergency management training and development for 
staff was one of the best ways to prepare.  

For example, a key challenge identified during the 2016 widespread blue green algae event was that 
incident controllers were not familiar with the hazard or its impacts. In its role as the water sector’s 
portfolio department DELWP delivered emergency response training to water corporations, and its own 
staff for blue green algae and other hazards in 2019.87 
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Multi-agency exercise at Kangaroo Ground (Source: Country Fire Authority)  

 Exercising  
Historically plans and arrangements for Class 2 emergencies have not been well-exercised at state level 
by the emergency management sector.  

In 2017 EMV released its Exercise Framework 2018–2021. This included a proposed exercise program, with 
a state-level multi-agency exercise every six months between July 2018 and December 2021. Each 
exercise had a distinct theme, mostly related to Class 2 emergencies. The proposed state-level exercise 
program was not implemented due to lack of resourcing and low levels of sector agency engagement 
with the proposed schedule. 

In 2015 EMV established an exercise portal, accessible via Emergency Management – Common Operating 
Platform (EM-COP) to encourage information sharing across the sector, however it is not well used. At the 
time of this review, the portal only has information and resources relating to state-level exercises run 
between 2014 and 2017. 

In the Victorian Preparedness Framework exercising is linked to evaluating and reviewing plans and, by 
extension, emergency management arrangements. The framework highlights two key elements of 
exercising best practice: joint exercising, including with community stakeholders; and using scenarios 
based on a community’s risk profile. 

Testing SHERP 

Exercises help organisations and individuals stress test plans and arrangements and the extent to which 
they work in practice. SHERP was exercised twice before the pandemic, with multiple agencies attending 
each event: Exercise Sundial in October 2018 and Exercise Teapot in September 2019.  

Exercise Sundial was a DHHS-led discussion exercise that aimed to build understanding of the capability 
required for the effective coordination of emergency response across the health system, in particular 
hospitals and primary health. It covered notification processes between health providers and DHHS as 
well as the delivery of emergency warnings and public communications. The scenario was a fire in Wattle 
Park, a large green wedge in Melbourne’s eastern suburbs, with ember showers threatening an aged care 
facility, schools and a public housing estate. Extreme heat was also a consideration but not the focus. 
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Exercise Teapot exercised SHERP more extensively – testing escalation processes, command, control and 
coordination arrangements as well as community information. The scenario combined severe fire danger 
with an E. coli outbreak in regional Victoria. Toward the end of the exercise a case of Middle East 
Respiratory Syndrome was added, but this was not a feature and the exercise ended before it escalated 
to a major public health emergency.  

Exercise Teapot explored the declaration of a Class 2 emergency with DHHS as control agency. It also 
required participants to look at how they communicated with each other, dealt with social media 
backlash, and supported each other’s messaging to the community.  

The need for better coordinated and clearer communication and information sharing – between agencies 
and with community – was a key lesson arising from these, and subsequent public health-focused 
exercises.  

Epidemic and pandemic scenarios 

Using scenarios based on a community’s risk profile is current exercising best practice.  

Pandemic influenza was assessed as one of Victoria’s highest priority risks in 2012–13 and again in  
2016–17. Epidemic or pandemic scenarios were used in state-level, multi-agency exercises three times in 
the 18 months before the onset of the COVID-19 pandemic.  

Organised as part of critical infrastructure resilience arrangements, this included a desktop discussion 
exercise on pandemic influenza held during the May 2018 All Sectors Resilience Network Forum, followed 
by Exercise Petunia in October 2018. These exercises drew on – but were not evaluating – the VHMPPI and 
the VAPPI. Exercise Alchemy in August 2018 touched on a potential avian influenza epidemic.  

The All Sectors Resilience Network Forum scenario covered the standby and initial action stage of a 
pandemic and presented a series of challenges such as reduced workforce, supply chain disruptions, 
employee fatigue, public anxiety and changed demands on infrastructure. Attendees considered the 
interdependence between critical infrastructure sectors and how disruptions in some sectors would 
reduce the ability of other sectors to deliver services to the community. 

Exercise Petunia, jointly led by the Government, Transport, Communications and Health sector resilience 
networks examined what would happen if a significant percentage of the population was unable to work 
due to a virus pandemic. The scenario was a global influenza pandemic that had peaked in Australia 
during the winter months. The exercise covered the onset of pandemic as well as the post-peak/pre-
vaccine period where the virus remained an issue, but the State had moved to recovery. 

Exercise Alchemy, led by the Health Sector Resilience Network, was a whole-of-government public 
information and communications exercise based on an avian influenza scenario with potential for 
epidemic should humans become infected. It aimed to test the State’s strategic communications 
processes and agency roles, responsibilities and operational arrangements.  

In June 2018, the City of Melbourne led Exercise Contagion, a multi-agency local-level discussion exercise 
which aimed to test its influenza pandemic plan. The exercise also explored multi-agency communication 
response to an influenza pandemic and capacity to deliver required services. DHHS was consistently 
identified as the control agency.  

The DHHS Health Protection Branch undertook a high-level review of the 2018 pandemic/epidemic 
exercises from its perspective. Observations included increased demand from other departments and 
agencies for its advice and the need to build awareness and understanding between emergency 
management and public health roles and functions.  

The Health Protection Branch identified its pandemic influenza communications plan as a key 
mechanism for managing the increased demand for its advice and for dispelling assumptions about 
resources – for example that it would have an endless supply of antivirals and PPE. 

Other major public health emergency scenarios 

Exercise scenarios can be selected in reaction to recent events or to trial revised plans and new 
processes.  

Following the 2016 thunderstorm asthma event and IGEM’s review of that event, ESTA and AV ran Exercise 
Pym in September 2018. The scenario was a BoM severe weather warning and a DHHS thunderstorm 
asthma alert. As well as testing revised plans and procedures, this exercise provided the opportunity for 
ESTA and AV to clarify their roles and responsibilities, with a focus on managing a rapid surge in demand.  
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Individual agencies may reuse scenarios to consolidate learnings from multi-agency exercises. For 
example, in September 2019 AV revisited the thunderstorm asthma forecast scenario in Exercise Spring. 
AV looked at the activation of its surge arrangements in response to forecasts – several days out from a 
potential event – with a focus on senior leadership roles and responsibilities, and familiarity with plans 
and sub-plans. 

In August 2019 a food contamination scenario was used in Exercise Morass. Multiple agencies including 
Agriculture Victoria, DHHS, DJPR, and the Municipal Association of Victoria explored the implications of a 
hypothetical foodborne illness from salmonella, with a focus on public information and communications. 

Most high-risk facilities need to develop and exercise facility-based plans to increase their preparedness 
for emergencies. As an example, Corrections Victoria is required to exercise each prison’s emergency 
management arrangements annually. Corrections Victoria advised that this requirement has contributed 
to the prison system’s level of preparedness to respond to different kinds of emergencies. 

Heatwave  

In 2014 the Victorian Auditor-General’s report Heatwave Management: Reducing the Risk to Public Health 
noted that a lack of coordinated sector-wide training meant that there was little in the way of exercising 
heatwave scenarios and that more innovative and well-developed heatwave exercises were not shared 
across government and its agencies. 

While heatwave exercising has continued since, it appears to have been limited and focused on the local 
government and transport sectors. For example: 

• Exercise Red Alert (2016) was a multi-agency exercise conducted in the Barwon South West Region.  

• Exercise Off the Grid (2017) was designed to meet the needs of the City of Melbourne in evaluating its 
relief and recovery arrangements using a scenario of extreme heat and partial power outage.  

• Exercise Icarus (2019) was planned as a desktop and discussion exercise around extreme heat 
impacts on the public transport sector. 

Exercising for senior officials and executive groups 

Each year the executive government and senior officials participate in emergency management 
exercises.  

SCRC conducts desktop exercises to practise its roles and responsibilities as defined in legislation, 
familiarise members with emergency management arrangements and identify opportunities to increase 
the efficiency and effectiveness of their respective responses in an emergency. 

IGEM observes these annual exercises and provides feedback to the council. It also observes ministerial 
exercising and makes observations and recommendations. 

In general, IGEM has observed a suitable level of understanding of the emergency management 
arrangements and preparedness for emergencies. However, in recent evaluations IGEM has encouraged 
ministers and senior officials to engage in more sophisticated and challenging exercises to test 
government’s ability to support the sector and community in highly complex scenarios. 

Stakeholders also reflected on the nature of exercising undertaken by SCRC. Several suggested there was 
opportunity to set more intensive exercises that required members to practise responding to an unusual 
emergency with limited notice, working through processes to ensure departmental business-as-usual 
activity continued, appropriate oversight was maintained and effective information sharing occurred.  

Stakeholders commented that finding an appropriate amount of time was difficult and exercises were 
often minimised to facilitate members’ participation. This is a reasonable consideration as SCRC 
members have a broad range of priorities and obligations. However, modifying the scale of exercises does 
mean that this committee is not exercising large, complex emergencies.  

 Comments on exercising 
Overall, in the lead up to the pandemic, exercises were conducted that included health emergency 
scenarios, including pandemic. 

Exercising typically used scenarios for emergencies that have high consequence but low likelihood and 
frequency. For high frequency emergencies such as smoke and heat events, it is likely exercising was not 
conducted extensively as arrangements are regularly tested in responding to incidents. 
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Some of the more sophisticated scenarios and objectives were observed in exercises conducted as part 
of the critical infrastructure regulations. As an example, the 2018 exercises that used a pandemic 
scenario actively sought to understand the interdependencies between organisations and disciplines. 

The number and type of multi-agency exercises supports a greater level of preparedness. Participating in 
exercises provides an opportunity to develop relationships between organisations and build awareness of 
the roles and responsibilities of others. 

However, there is seemingly little overarching strategy applied to multi-agency exercising. Attempts to 
embed a strategy have been under-resourced and consequently abandoned. While it is fortunate that 
health emergencies and pandemics were exercised quite recently, there is no plan in place to ensure all 
emergencies are exercised regularly. 

The process for identifying and implementing lessons from exercises is also unclear. For exercises 
conducted as part of critical infrastructure regulations, there are some mechanisms in place to identify 
and share lessons. However, more broadly, each organisation adopts its own approach to debriefing after 
an exercise and there is no process or requirement in place to refine arrangements, modify training or 
share lessons. 

Finally, many stakeholders commented that exercises do not always challenge the capability and 
capacity of the organisations involved. Scenarios may not be realistic or of a size and complexity that 
adequately tests the organisations or personnel participating.  

Developing challenging exercises requires time and funding, and a willingness from multiple 
organisations to participate. In an environment where staff have many competing priorities, it is often 
easier to run smaller, desktop exercises. Securing the participation of senior leaders is challenging, 
however, without their involvement it is difficult to test aspects of control and coordination for high 
consequence emergencies.  

 

Finding 8.8 

There was a limited amount of exercising done to test preparedness of all emergency management 
functions for realistic and complex pandemic scenarios. 

 

Finding 8.9 

Despite multi-agency pandemic influenza exercises being held prior to the COVID-19 pandemic and 
lessons being identified, there is no consistent process in place to ensure lessons are applied to 
improve preparedness for future emergencies. 

 

Finding 8.10 

The effectiveness of exercising is constrained by staff availability, funding and competing priorities, 
leading to lower complexity scenarios being used particularly for senior government personnel. 

 

Recommendation 6 

The Inspector-General for Emergency Management recommends that Emergency Management 
Victoria coordinates a schedule of multi-agency exercises that: 

(a) tests the capability of relevant organisations in complex scenarios 

(b) practises the roles of senior officials  
(c) embeds a closed loop lessons management process.  
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8.5 Summary 

IGEM acknowledges the extraordinary effort of those who supported the community during 2020 and 
beyond – whether in their normal role or as part of a surge workforce. 

It is evident that pre-existing surge arrangements were not suitable for the prolonged and highly 
consequential COVID-19 pandemic. The pandemic scenarios used for surge capacity planning as part of 
operational response and/or business continuity management were very different to the pandemic 
experience of Victorians.  

Pre-pandemic surge arrangements were most suitable for rapid onset, reasonably localised and 
short/medium duration emergencies – conditions likely to be seen in commonly experienced Class 1 
emergencies like bushfire and flood.  

As well as being protracted, major public health emergencies have the potential to impact every 
Victorian – particularly in the case of a communicable disease like COVID-19. This has obvious 
implications on the availability of people to work in pandemic response and relief – whether in 
substantive or surge roles.  

Pre-existing staff shortages in public health, communications and community services, and 
discrepancies in pay and entitlements for emergency management roles across the VPS contributed to 
staffing challenges as the pandemic progressed. IGEM notes that some staff shortages were caused by 
historic underfunding – as in the case of public health and community services – and others by vacancies 
that had not been filled prior to the onset of the pandemic.80 

The opt-in nature of surge arrangements also impeded the sector’s ability to meet ongoing or increasing 
staffing demands. These arrangements relied on the ‘goodwill of staff and support from managers and 
executives’ and often resulted in people only being available to help for short periods or within standard 
business hours.68 

IGEM notes that by mid-2020 – with pandemic-specific funding – DHHS was able to look beyond 
traditional sources and mechanisms of enlisting surge staff.  

A point often overlooked in discussions of surge capacity, is that it is more than just the number of people 
available to fill rosters. The staff capability – the skills, knowledge and experience of available people – 
also need to be considered if surge capacity arrangements are to be effective. This includes tolerance for 
working under pressure and the ability to quickly build and maintain positive relationships within teams 
that frequently change. 

The capability and capacity of the emergency management sector has been a focal point for reform 
since the establishment of EMV in 2014. Through the Victorian Emergency Management Strategic Action 
Plan, several capability and capacity priorities were agreed to and programs of work initiated. EMV 
instigated sector-wide strategies related to workforce capability development, exercises and training 
and the measurement of emergency management capabilities. It also advocated for policies and 
procedures to facilitate surge capacity. 

Unfortunately, much of this work has been under-funded and poorly supported by the sector, leading to 
programs of work being paused, reprioritised or delayed. This chapter notes the lack of sector-wide 
capacity arrangements for business continuity and activating a surge workforce. There are ongoing 
industrial issues inhibiting the progression of whole-of-government surge arrangements and a wide 
variation in the maturity of organisational surge arrangements and business continuity planning.  

In its Review of 10 years of reform in Victoria’s emergency management sector, IGEM recommended EMV 
finalise the suite of work intended to improve sector capability and capacity. Work is underway to 
address this recommendation. However, it is still not clear what the capability and capacity needs of the 
sector are, and where there are shortfalls. 

Given these outstanding issues, this review has not recommended any whole-of-sector changes to surge 
capacity arrangements. IGEM considers this outcome to be highly desirable in the future, but currently 
pre-emptive and contingent on the resolution of industrial issues and organisational surge planning, and 
the finalisation of ongoing foundational capability and capacity needs assessments. 

 



 

 

9 Public communications 
 

 

 

 

 

Early coordination and information sharing between sector organisations underpins the ability to provide 
the Victorian community with accurate and consistent information and advice throughout an emergency.  

Major public health emergencies require community members to change their own behaviours to 
manage their risk of exposure and the safety of others. Effective communication is crucial to empowering 
community to take appropriate, well-informed steps towards being better prepared.  

Information and warnings are identified as a core capability in the Victorian Preparedness Framework. 
The framework notes that the delivery of public information and warnings needs to be authoritative, 
consistent and able to cater to all Victorians and visitors to the state in the event of an emergency. 
Victoria has diverse communities that require a range of communication tactics and channels.  

Efficient technology that reaches most Victorians should be complemented by longer term partnerships 
and community engagement that both establishes trust and builds capability for tailored messaging in 
harder to reach communities.  

To help understand preparedness in the context of public communications, this chapter analyses the 
different governance arrangements, including the relevant committees, roles and responsibilities of those 
involved in key decision-making relating to communications. This chapter also looks at the ways in which 
information was shared with the public, and whether the government was adequately prepared to 
communicate with vulnerable community groups and their members, such as Aboriginal and Torres Strait 
Islander peoples and those of CALD communities. 

9.1 Public communications in major public health 
emergencies 

The importance of public communications is recognised across the sector. Providing information to the 
community is an emergency management priority, listed second after the protection and preservation of 
life. 

Issuing of community information and community warnings detailing incident information that is 
timely, relevant and tailored to assist community members make informed decisions about their 
safety. 

State Emergency Management Priorities (2021) 

The significance of communications as a driver in emergency management has become more profound 
in recent years, driven in no small measure by the growing interconnectedness of local, national and 
international communities.  

Multiple reviews in recent times have reflected the importance of having the systems, networks, and 
arrangements in place to provide information to the public, and identifying opportunities to do better in 
this regard by making recommendations to improve public communications.  
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For example, IGEM’s Review of response to the thunderstorm asthma event of 21–22 November 2016, noted 
that minimal public information, emergency warnings, or health advice were provided to the community 
during this rapid onset emergency.88 In response to IGEM’s recommendations, in 2019 the Victorian 
Government released an implementation plan that included arrangements to improve the delivery of 
health emergency advice and warnings and to integrate future messaging into EM-COP and the SCC.88 

 Goals and objectives of public communications 
The SHERP identifies community need to access timely, tailored, and relevant information relating to 
health emergencies to assist with informed decision-making. It states public information and warnings 
need to be: 

• relevant, timely, clear, targeted, credible, and consistent 

• responsive and empathetic  

• accurate and informed by evidence tailored to the impacted community  

• provided through a range of communication channels  

• aligned with the Victorian Warning Protocol.33 

DHHS identified one of its major risks being provision of public information, warnings and announcements 
where information may be incorrect, delayed or inconsistent with other messages.89 Many of the 
governance arrangements in place are intended to control and mitigate this risk as much as possible. 

9.2 Plans and policies  

Several key state-level documents existed prior to the COVID-19 pandemic and guided public information 
and warnings. Both the EM Act 2013 and the EMMV included basic information and responsibilities for 
public communications in all emergencies. However, key public health emergency arrangements and 
specific public communications plans support the sector’s preparedness for communication during major 
public health emergencies. 

 State Health Emergency Response Plan (SHERP) Public Information and 
Warnings Arrangements  

The SHERP contains the Public Information and Warning Arrangements and Business Rules and Decision-
making Guide in issuing public information and warnings.33 It outlines principles, roles and responsibilities 
and processes for communications during a public health emergency.  

The rules encompass both national and state arrangements and are authorised by the CHO. The Public 
Information and Warning Arrangements outline the Victorian Warning System and the supporting public 
information and communications channels activated during health emergencies. 

Last updated in February 2019, the Public Information and Warning Arrangements are underpinned by 
several operational documents. These include the Public Information Manual, Public Information 
Workforce Strategy, and the Interim Relief and Public Recovery Information and Communications 
Framework. Multiple documents support the arrangements, including the SHERP, Victorian Warning 
Protocol 2013, J04.01 - Public Information Officers Reference Manual, EMMV Parts 3 and 7 and various 
statutory powers such as the Public Health and Wellbeing Act.90 

EMJPIC is the sector’s coordinating body for all classes of emergency communications. The key 
communications units activated during a health emergency include the State Strategic Communication 
Cell, DHHS Crisis Incident Management Communications Team and the DHHS Public Information Officer.  
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 Other communications plans 
In addition to the Public Information and Warning Arrangements, DHHS developed a range of health 
emergency communications plans covering biological, communicable disease, and other health 
emergencies of unknown cause. The documents outline the communication roles, responsibilities, and 
arrangements necessary to support DHHS staff, the community, and the sector during health 
emergencies.  

The SCC’s Public Information Section and EMV have developed a series of handbooks and manuals to 
provide foundational communications guidance for all emergencies. These cover broad public 
communications information (governance arrangements, authorising environments) and specific 
communication channels (such as media and social media). IGEM notes that the number of handbooks 
and manuals makes it difficult to ensure all material is updated, however, this basic level of guidance 
supports preparedness for all emergencies. 

The handbooks and manuals are supported by a series of specific JSOPs and other procedures that 
guide the use of VicEmergency and Emergency Alert. 

DHHS developed the Human Influenza Pandemic Whole of Victorian Government Communications 
Strategy (2006) which guided communication with the Victorian communities, government, and non-
government sectors.91 This was later superseded by the department's State Health Pandemic 
Communications Plan in 2017 and then reviewed and updated in 2018 and 2019. 

 Appropriateness of plans 
Providing timely and relevant information 

All public communication documents mention the need to disseminate relevant community information 
in a timely, tailored, and accessible way. However, the Victorian Warning Protocol (2017) proposes that 
information and warnings to the community will only go so far.92 It is essential that the community also 
understands when and how to act on them.39  

The protocol requires that, whatever the type of emergency, information and warning dissemination must 
be authoritative, consistently constructed, timely and appropriate. This can be achieved through the 
Victorian Warnings System which includes EM-COP Public Publishing, VicEmergency channels, and 
Emergency Alert.92  

Throughout the pandemic, information and warnings were published through the VicEmergency app, 
website, Facebook and Twitter accounts. The VicEmergency Hotline and the Emergency Alert telephone 
alerting system was also made available. 

Many of the documents and plans note that there must be community engagement to foster ongoing 
education and preparedness programs for specific hazards, and emergencies in general. A greater level 
of community engagement is associated with a more appropriate response to information and warnings 
issued before or during an emergency. Likewise, an engaged community is more likely to participate in 
community and individual preparedness actions. 

Representatives from the water sector reflected on the importance of ongoing community engagement 
for disseminating information and warnings in relation to blue green algae. Given the ongoing seasonal 
risk of algal blooms, DELWP has worked with councils, water sector partners and communities in high-risk 
locations to raise awareness of blue green algae (and other algal contaminants).  

There is a community reporting program where landowners can log water quality information which 
further increases engagement and provides an important surveillance role in the detection of 
contamination. 

These activities provide a higher baseline level of awareness of risk and signs of blue green algae, so that 
in cases of blooms, the community is aware of the actions required of them. This relationship has been 
built over time and maintained through ongoing community engagement initiatives. 
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Preparation of templates and key messaging 

Most emergency plans and policies, such as the Victorian Warning Protocol, mention the need for building 
public information capability and resources during the preparedness phase. Precedent is set by 
numerous templates and messages for mitigating the impacts of the seasonal flu. 

The DHHS State Health Pandemic Influenza Communications Plan (2019) included various templates and 
pre-prepared key messages for a pandemic. This plan later formed the basis of the Novel Coronavirus 
(2019-nCoV) State Health Public Information and Communications Plan developed in February 2020. This 
new plan contained an updated appendix of pandemic-focused templates and messages to assist the 
control agency issue public information and warnings to prepare the community for the coronavirus 
threat.89 

Communicators also had the DHHS Emergency Management Communications Toolkit to draw on, 
accessed via a DHHS online portal. The toolkit contains the Public Information Officer Manual, which 
defines the Public Information Officer role and includes how-to guides. The guides provide details for 
developing messaging, issuing warnings on VicEmergency, booking translation services, and other guides 
for key public communication roles and responsibilities.68  

Long term public communications 

Risk-based scenarios did not foresee or prepare for an extended duration of pandemic conditions 
beyond seven months. As a result, the sector experienced issues in adapting existing pandemic 
communications plans and messaging beyond basic hygiene and business continuity into a years-long, 
statewide campaign communicating both safety messages and urgent restriction changes.  

While there was no prepared guidance on long-term public communications, there was no precedent for 
the scale and responsiveness required during the COVID-19 pandemic. Rapid changes in technology, 
traditional and social media behaviours quickly made prior pandemic communications strategies 
redundant.  

Social media plans or guidelines 

While outside of this review, it is noted that DPC developed a COVID-19 campaign and communications 
strategy in early 2021 and led several similar strategies aligned to the public health response throughout 
multiple phases during 2020. Rather than set a prescriptive message across government, the campaign 
thematically ties relevant messages from each department to a desired public behaviour or barrier to 
behaviour change. 

The DHHS State Health Pandemic Influenza Communications Plan (2019) and the Novel Coronavirus 
(2019-nCoV) State Health Public Information and Communications Plan (February 2020) both contain an 
appendix that includes templates and pre-prepared messaging for social media. However, most 
pandemic influenza plans predated the popularity of social media as a source of news or channel for 
government advertising. The SCC’s Public Information Section Social Media handbook is still in 
development and there is no centralised plan to guide social media to leverage all the platforms 
maintained by government and responder agencies. 

Communicating advice vs directions and orders 

Early in the pandemic, public health information and warnings were complex and cluttered. Information 
took the shape of general health advice and later, specific public health directions. Both were equally 
necessary, however only general health advice had been planned for. 

Documents such as the VAPPI focused on ensuring that Victorian Government departments and agencies 
incorporated preparedness activities as business-as-usual.  

Existing influenza pandemic advice on hygiene etiquette was largely adaptable to help prevent the 
spread of COVID-19. Much of this communication content existed already in business continuity 
communications plans.  

Generalised advice included hand and surface hygiene, transmission through coughing and sneezing, 
and monitoring for symptoms. Specific advice or calls to action such as seeking medical assistance, 
physical distancing, and stay-at-home advice were dependent on direction from the CHO. 
Communications of this nature were developed following the presence of COVID-19 in Victoria.46 
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The existing plans and communications material supported an initial level of public preparedness for the 
early stages of the pandemic. However, there was less in place to support the communication of 
restrictive and dynamic public health orders and motivate the behaviour change required to achieve a 
suitable level of compliance. 

Plans published early in the pandemic started to reflect this different approach to communications. The 
Victorian Action Plan for Pandemic Coronavirus Disease (COVID-19) was published in February 2020 and 
updated in August 2020.93 It shifts the tone and wording from prescriptive to empowering and emphasises 
that Victorians ‘…understand and accept their role in managing coronavirus’.93 

Although several major public health emergency documents were developed before COVID-19, most were 
out of date and required additional work to either re-shape and update, or develop new plans to tackle 
new issues. The new versions followed existing plans and documents, and were guided by the established 
key principles. 

Consistent with the protocol, communication strategies emphasised providing timely and relevant 
information and warnings to the community. However, this information requires a continual refinement in 
messages based on the risks as they emerge. There remains scope for improvement in preparing pre-
written templates and messages specific to pandemic events. 

 

Finding 9.1 

Existing public communications plans and arrangements were able to be adapted to suit the needs of 
the pandemic as they were scalable and had been refined following other major public health 
emergencies.  

 

Melbourne in lockdown (Source: Department of Jobs, Precincts and Regions) 
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9.3 Communications roles and responsibilities 

The State Controller is responsible for approving community information and warnings. in addition to: 

• ensuring that all agencies provide up-to-date and consistent messages and information to the 
Victorian community 

• engaging with EMJPIC to ensure that all state-level communications from agencies and departments 
are prioritised and accurately included in key messaging to the public 

• ensuring that strategies relating to known community impacts and social distancing actions are 
communicated to the community 

• issuing public information and warnings via the VicEmergency platform.93 

Departments and agencies support the State Controller to share and disseminate public information.93 

In a Class 2 health emergency the State Controller is responsible for issuing public information, 
community notifications and warnings. As the control agency DHHS was required to provide EMJPIC with 
regular updates with changes during the emergency or to public messaging.94 

During the initial stages of preparedness, the role of DHHS communications was well understood and 
other departments waited for its advice prior to communicating with the public.95 Agencies understood 
that DHHS, DPC and EMJPIC were working towards a whole-of-government communications strategy 
with centralised messaging. 

The CHO is responsible for approving all public health messaging, CHO alerts, and CHO advisories.33 The 
CHO is also responsible for leading the work required to develop a government communication strategy 
to guide all relevant departments and agencies in informing their respective communities and 
stakeholders.46 

 Operational roles 
The SCC supports a range of additional communications through its State Strategic Communications 
Cell. This includes coordination and control of emergencies and working across all government agencies 
to provide community information and warnings. The State Strategic Communications Cell should work 
closely with – or be managed by – DH strategic communications during a health emergency.90 

In a major emergency the Public Information Section can be activated to manage and coordinate the 
public information, health and human services sector communications, and media response.  

The DH communications team works closely with that of the SCC. In the pandemic’s early stages both the 
departmental and SCC public communications functions were prepared and followed the arrangements 
around their activation during the emergency.  

 Key public communications committees  
For a Class 2 public health emergency, EMJPIC is the state-level committee responsible for coordinating 
public information and warnings across Victorian Government agencies and departments, ensuring they 
are consistent and provided in a timely and accurate manner. Members include senior communications 
executives and representatives from agencies and departments responsible for managing and 
coordinating communications as per state-tier arrangements.63  

EMJPIC’s multi-agency membership model supports and strengthens whole-of-government 
communications and priority setting.63 Due to the 2019–20 Victorian bushfires, the communications 
narrative through EMPJIC only shifted from bushfire to COVID-19 in late February to early March 2020.  
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State Control Team 

The role and responsibilities of the SCT are to maintain oversight and control of major incidents and 
emergency management resources on behalf of the EMC. EMJPIC works closely with the SCT to oversee 
the quality of public messaging.  

 

Finding 9.2 

The flexibility of public communications arrangements allowed different departments and agencies to 
work collaboratively in disseminating public messages and information. 

 

Observation 9.1 

Public communications played a critical role in directing the public to modify their behaviours during 
the pandemic to an extent and duration not seen in previous emergencies. 

 

9.4 Media use in major public health emergencies  

The role of the traditional media (print, radio and television) in emergency management has shifted over 
the past two decades to a point where it plays a peripheral and supporting role. The role of information 
gatekeeper once played by traditional media has diminished with the rise of social media, mobile phones 
and instant messaging apps. Government departments and emergency management agencies can 
reach audiences directly via their own platforms for publishing information, advice and warnings. 

Emergency management communications strategies still include disseminating to television, radio and 
news outlets to reach the broadest audience. This content is created through set-piece media 
conferences, staged events or launches, and media releases with attributable quotes. 

The EMV Emergency Management Public Information & Communications Manual (Handbook 8) is very 
much focused on a model of information management and engagement using traditional media 
management techniques.96 

A unit within the SCC Public Information Section is dedicated to providing media liaison roles. This 
capability is often part of departmental communications divisions with media specialists and liaison 
officers.  

Information sharing on social media and other platforms poses a significant challenge to regulated 
media. While people are more connected, they do not necessarily have more accurate information. 
Managing an accurate and timely information flow is a challenge in a highly competitive information 
environment.  

Public and commercial broadcast media retain an important role in emergency arrangements involving 
formal agreements to publish or broadcast information – without interpretation or commentary – 
provided to them by those controlling incidents.  

Live broadcast television received an unexpected surge in popularity through Victoria's daily COVID-19 
press conference hosted between the Premier, Minister for Health, CHO and other senior public health 
officials. The commitment to fronting the media was a huge demand on time with a positive transparency 
outcome. The time demands of this commitment became one of the reasons DHHS provided for not 
appointing the CHO to the role of Class 2 State Controller, despite the objections of the CHO.97 

 The role of senior officials in emergency communications 
There is an emerging trend in the positioning of politicians and senior government officials in major 
emergency and disaster discourse. The trend mirrors ‘a discernible rise in the involvement of politicians in 
the traditional news media coverage in each of the three distinct phases of disasters; preparation, 
response and recovery’.98 
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In Victoria, the expectations upon and role of ministers in emergencies are set out in guidance notes 
prepared by DPC. Ministers and senior officials can provide authoritative messages during major 
emergencies to build and maintain public confidence that government and emergency management 
organisations are responding effectively to an emergency. While their role is not operational, the Premier, 
ministers and other senior officials can provide information and impetus to the community surrounding 
security and safety issues.   

All major emergencies present challenges for government. What is not yet clear is the role of political 
leaders in the dissemination of information during emergency events and whether (and how) controls 
might be put in place against incorrect or deliberate misinformation. There are no regulations on political 
discourse in the media as there are on information provided by the public service. 

On the one hand (done effectively), political involvement can instil pride and gain the trust and 
respect of the public. Yet, on the other hand, it can (if ineffective), cause confusion and be detrimental 
to safety, communities and recovery efforts. 

Crises, disasters and politics: walking the tightrope, Ewart, McLean and Ames (2016) 

The involvement of executive government and senior officials in emergency communications can be 
problematic for operational emergency managers, particularly when they become involved in tactical 
matters.  

In the Australian context, political actors are taking an increasingly active role in disaster 
communication from three positions - strategic, supportive and tactical. It is the tactical position, 
however, that is problematic for emergency managers. 

Political Communications in Disasters: A Question of Relationships, McLean and Ewart (2015)  

McLean and Ewart (2020) describe an approach in emergency communications where politicians should 
provide leadership through empathy, reassurance, and support during crises, while emergency managers 
provide warnings, data/information, and directions.99 

This ideal of shared leadership is largely based on the experience of the 2011 Queensland floods, during 
which then Premier of Queensland Anna Bligh led the daily media conferences but deferred to the 
operational leadership for detailed information in relation to the emergency event itself.  

Such a model of operation has been evident in Victoria for many years during major bushfires, floods and 
other emergencies. This type of media engagement is normally managed from the SCC. 

Daily conferences lasting until journalists ran out of questions were a marked departure from normally 
tightly controlled media events. The live online broadcasts of the daily updates were popular and 
exposed many Victorians to one aspect of the inner workings of the media for the first time. It was, as 
Simons (2020) noted ‘a real-time public performance of politics, of leadership, and particularly of 
journalism’.100 

The daily conferences received mixed views from stakeholders.  

Clarity of the messages from a single source yielded many benefits, such as creating trust with the 
community, building community engagement and providing much needed key messages. However, public 
messages were not always consistent, and decisions were made without consultation. Concern was also 
raised about the impacts on capacity in delivering these daily press conferences for such a long time. 

 

Finding 9.3 

The use of senior politicians and departmental representatives to provide daily information updates in 
media conferences addressed the community's need for a trusted, consistent and single source of 
information. 
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9.5 Public communications capability and capacity 

 Capacity 
In major emergencies, the SCC’s Public Information Section can be activated to increase public 
communications capacity, and EMJPIC is activated to provide coordination capability and capacity.  

The Public Information Section involves personnel from across government to increase capacity. The 
activation of EMJPIC draws on representatives from departments and agencies to meet on a schedule, 
however it is not structured to provide a permanent, operational coordination capacity for all public 
communications.  

During the COVID-19 pandemic, the public communications function moved from DHHS to the SCC in 
March 2020. EMJPIC had met regularly during the 2019–20 bushfires and continued to operate in 2020, 
with its attention turning primarily to the pandemic.  

When Victoria declared a State of Emergency on 16 March 2020, immediate actions were necessary to 
publicly communicate the new health protection measures. It also became essential to provide up-to-
date and consistent messaging and advice to enable community members to make appropriate 
decisions to keep themselves and their families safe.64  

As the pandemic escalated, the volume and complexity of public communications also escalated.  

The existing arrangements did not prepare Victoria to establish a permanent, high-level coordination 
and quality assurance function. The capacity and structure of EMJPIC and the Public Information Section 
were not conducive to the 24/7 communications requirements of the pandemic.  

Communications staff from across government were brought together to form DPC’s COVID-19 
Communications Team. Approximately 40 communications staff worked between two shift rotations. This 
group of communications staff left substantive roles to service the 24/7 need for public communications. 
They needed to ensure information was clear, coordinated and compelling to encourage compliance 
against strict public health orders and testing requirements. 

The purpose of the COVID-19 Communications Team was to lead a structured whole-of-government 
approval process for inter-agency COVID-19 communications, increase oversight and coordination and 
provide a quality assurance mechanism to ensure accuracy and consistency of communications.  

The establishment of DPC’s COVID-19 Communications Team increased the capacity of public 
communications. The team developed a triage system aimed to ensure important information was 
prioritised for dissemination. However, it led to delays for information assessed as less critical.  

Mechanisms were in place to increase awareness of the team’s processes and decisions. The State 
Communications Manager worked with DPC and DHHS to address issues and priorities and provided 
updates to SCT. This process was in line with the broader SCT reporting format.  

Despite this, the formation of the new team created confusion for the line of control, existing 
accountabilities, and roles and responsibilities related to communications. For example, the existing 
arrangements for public communications required the State Controller to issue information and 
warnings. Embedding the new team changed this arrangement and led to situations where the State 
Controller did not have visibility of public information being released or the publication of messages 
being delayed or abandoned.  

Secretaries, departmental staff and personnel in the line of control advised IGEM of delays in public 
communications – risking redundancy of messaging and adverse outcomes. They also reported having 
little awareness of how communications were being progressed or prioritised. There was a strong sense of 
confusion and frustration as existing communications roles, responsibilities and accountabilities were left 
unresolved by the establishment of the new team.  

IGEM acknowledges the considerable volume of communications products that needed to be developed, 
approved and disseminated, and the significant need for accuracy and coordination. There was a high 
level of scrutiny from the media on government communications and the risk of losing the public’s 
confidence if communications were seen to be conflicting or difficult to understand.  
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The establishment of a new team was based on a need for greater coordination, consistency and 
oversight in public communications. The existing arrangements did not provide the capacity or the high-
level quality assurance necessary for the scale, severity and duration of the pandemic. However, rather 
than building up and escalating existing arrangements, a new structure was put in place. Implementing 
new structures to manage the far-reaching consequences of COVID-19 was common throughout 2020. 

IGEM notes this activity is representative of a trend of establishing new committees or structures during 
the response to an emergency rather than bolstering existing ones. It is almost uniformly associated with 
confusion and frustration. The issue is discussed in Chapter 7 (p 96) in greater detail.  

 

Observation 9.2 

Victoria was not prepared to provide high-level quality assurance and coordination or government 
oversight in public communications, and the establishment of the Department of Premier and Cabinet 
COVID-19 Communications Team addressed this need. However, the establishment of a new 
emergency public communications structure created confusion and frustration around roles, 
responsibilities and accountabilities, and many perceived it to delay the dissemination of important 
public messaging. 

 

 Capability  
Communications focused training exercises 

In addition to existing plans and policies, the emergency management sector continues to conduct 
exercises at the state level to develop communications processes relevant to major emergencies. One of 
the most well-known state-level strategic communications exercises, Exercise Alchemy was conducted in 
2018.  

The exercise specifically looked at the impacts of a pandemic emergency involving a high demand for 
public information and a multi-agency approach. The exercise tested Class 2 emergency arrangements 
and led to the production of key health messages, CHO health advisories and a range of advertising 
social media resource materials. 

Exercise Alchemy yielded many valuable observations, insights, and lessons. It highlighted the need for 
more clarity around the role and functions of the teams and overall structure for leading strategic 
coordination of public information, specifically regarding the control agency, State Controller and Deputy 
State Controller. Feedback from the exercise also noted that the strategic function of the State Strategic 
Communications Cell was not fully understood, as the strategic directions were coming from the EMJPIC 
Executive and the SCoT meetings.101  

The exercise also demonstrated the importance of having targeted and tailored messaging to reach 
multiple audiences, including students, tourists, and non-English speaking community members. It also 
highlighted the need for consistency in language and message to ensure that sector partner agencies 
and industry were of the same understanding.  

Another key learning from the exercise was that while messages were discussed during meetings, there 
was no mechanism to ensure that every agency and the functional unit could access new or updated 
information.101 

One of the recommendations following the exercise was to formalise the role of Communication Liaison 
Officers and integrate into the SCC to coordinate messaging between agencies.101 

In addition to Exercise Alchemy, others such as Exercise MOCCUS (2019), Exercise Teapot (2019), Exercise 
Sundial (2018), and Exercise Petunia (2015) also explored the implications of strategic communications 
and key messaging during complex event scenarios. 68, 102-104 
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Although communications have been tested during various exercises, only some of the observations, 
insights, and lessons were applied during the initial stages of the COVID-19 pandemic. This included 
having a coordinated whole-of-government approach to communications and messaging and the use of 
communications liaison officers. However, one of the main lessons not applied was the government 
providing clear and effective communication to the public in a timely manner, most notably to 
multicultural communities. 

Public information communication mechanisms and platforms 

Throughout the pandemic, the emergency management sector used a range of digital and audio 
platforms to provide the public with vital information and warnings, including VicEmergency, CHO 
updates and alerts, website content and telephone hotlines.  

VicEmergency and DHHS telephone hotlines were repurposed to triage calls from the public. 
VicEmergency was one of three central channels promoted as a source of official health information. It 
promotes and utilises TIS (Translating and Interpreting Service) to support CALD communities. 

9.6 Wording and language used in messages 

The speed of information and warnings distribution can be attributed to the governance arrangements 
already active in response to the 2019–20 Victorian bushfires. However, it has been noted that during the 
initial stages of the pandemic, the government was releasing large quantities of information to the 
community, and there were issues with new and technical terminology. Phrases such as ‘flattening the 
curve’ – a shorthand reference to pandemic modelling – did not translate easily across all sections of the 
community.  

There were also complications concerning the information around social isolation and distancing, 
particularly as the details did not always include all of the different demographics and personal/work 
circumstances. This was a similar case for those trying to understand who qualified as an essential 
worker and whether it meant losing household income. 

Despite the different pre-existing communications available during the pandemic’s initial stages, 
confusion around wording and definitions may have been avoided if preparedness activities had included 
more in-depth templates and pre-prepared messaging.  

Wording and terminology used in public messages needs to be easy for the community to understand, 
consistent, and easily translatable for different communities. 

9.7 Communicating with CALD communities 

The VHMPPI notes the importance of tailoring communications planning for vulnerable communities such 
as Aboriginal and Torres Strait Islander peoples and CALD communities. This case study examines 
Victoria’s preparedness to communicate with multicultural communities in light of the plans, processes, 
governance and platforms discussed earlier in this chapter. 

 Plans  
Effective pandemic health information and messaging should reach all Victorians, with greater effort 
placed on communicating with vulnerable people and those from non-English speaking backgrounds.  

There is a significant gap in the Victorian Government’s ability to target and support vulnerable people.  

The SHERP definition is constrained, only including those with no community or personal support 
networks, physical or cognitive impairment, or who cannot understand emergency warnings and 
directions or respond to an emergency.33  

The VHMPPI is similarly constrained. According to the plan, at-risk groups include residential aged care 
services, disability accommodation services, youth justice facilities, schools and early childhood services, 
custodial facilities, Aboriginal and Torres Strait Islander peoples and CALD communities. While this list is 
more expansive than that in the SHERP, it lacks insight to the challenges of communicating with these 
Victorians.46 
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The VHMPPI mentions building resilience within the most vulnerable populations through 
communications within the health sector. In general, this plan promotes the empowering of the 
community to manage their exposure to disease through public messaging.45 Some of the messages are 
around hygiene and cough/sneeze etiquette, disease transmission, recognising the signs and symptoms, 
and access to support and advice.  

However, this plan does not provide detail or guidance on communications strategies with vulnerable 
community groups.45 More contemporary plans and documents have sought to address this issue.  

The Novel Coronavirus (2019-nCoV) State Health Public Information and Communications Plan 2019 
(February 2020) incorporates CALD community messaging and engagement. Although, it does not 
explicitly note that this population belongs under the classification of vulnerable or high-risk 
communities, and includes them in the overall preparedness measures and activities.89  

 Community engagement 
COVID-19 planning described in section 9.7.1 (p 146) anticipated instances where people from non-English 
speaking backgrounds might not actively access warnings and advice.  

A mitigation priority was to engage with CALD media, community agencies and leaders. This information 
focused on communication once an emergency has already occurred. There is a distinct lack of 
engagement with non-government organisations concerning CALD community preparedness prior to 
emergencies.89 

Community engagement initiatives did not cater to the needs of all multicultural communities during the 
pandemic. Community engagement was not coordinated and did not take the opportunities to better 
leverage existing local knowledge and networks within communities.  

A recommendation of IGEM’s Review of 10 years of reform in Victoria’s emergency management sector 
was for EMV to collaborate with the community and emergency management sector to develop and 
promote a preparedness strategy that is relevant to all emergencies, aligned with existing community 
resilience initiatives and includes clear, consistent, and accessible preparedness messages. Work is now 
underway to address this recommendation.105 

The Human Influenza Pandemic Whole of Victorian Government Communications Strategy (2006) 
recommended the use of key influencers to target and reach groups within Victorian communities, but 
this tactic is missing from the plans and processes both before and during the initial stages of the 
pandemic. Numerous community organisations, faith and cultural leaders could have been engaged to 
prepare their communities. Targeted information can be channelled through respected influencers as 
trusted sources of information and can also knowledgeably inform communication strategy and local 
policy impacts.91 

The Victorian Multicultural Commission, DPC and DH noted this issue and have since facilitated 11 
roundtable discussions with various CALD community members and groups. An evaluation by the Centre 
for Evaluation and Research Evidence found that collaboration with community leaders was seen as one 
of the most effective ways to promote public health messages.39 

One of the challenges identified through stakeholder interviews is that although cultural and faith leaders 
play an important role, they are not the only source of truth and may not always represent all of their 
communities.  

It would benefit the emergency management and health sectors to develop and maintain relationships 
and networks with peak bodies, community organisations and community leaders outside of formal 
arrangements. This should be done on an ongoing basis in the context of emergency information 
provision and dissemination to CALD communities. These actions can assist the government in 
developing more informed and targeted public information and warnings for CALD communities.106 

Governance, roles and responsibilities arrangements  

EMJPIC provides oversight for public communication in major public health emergencies, and as the 
control agency DH is responsible for providing timely, tailored, and relevant information to the 
community. The SCC Public Information Section can support this function and is building experience in its 
ability to interact with CALD communities.  
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While governance arrangements are clear for general public communications, it is not explicitly clear who 
is responsible for providing information and advice to CALD communities.  

One positive change introduced as a result of the COVID-19 pandemic is the recent inclusion of the Ethnic 
Communities Council of Victoria in regional level incident management teams. At the time of this review 
each of the ethnic councils is funded for a position for six months and these roles may lead to better 
targeted preparedness activities for future major public health emergencies events.105 

Systems and resources 

Preparedness for a major public health emergency such as pandemic relies on the availability of a range 
of systems and platforms to distribute public information and warnings to CALD communities. 

One of Victoria's most important tools for public communication is VicEmergency, however its use to 
support CALD communities was not mentioned in any of the plans or processes developed before the 
pandemic.  

Despite including these vulnerable groups in the newly revised COVID plans and process, there was still 
insufficient detail on how information and warnings can and should be tailored to support these 
communities through VicEmergency.  

The communications plan notes that multicultural communities will be targeted via statewide CALD print 
and broadcast channels, which includes VicEmergency, among others. The communications plan only 
discusses the use of VicEmergency in a general sense.89 

CALD functionality is currently limited in the VicEmergency platform, an issue that IGEM identified in its 
Inquiry into the 2019–20 Victorian Fire Season – Phase 1 Report. IGEM notes that work being led by EMV on 
the VicEmergency Uplift project seeks to address these issues. 

The use of social media has also been mentioned in planning documents – such as the AHMPPI – as an 
important means of timely communication compared with use of print information material which is 
subject to printing and distribution limitations or delays.  

The evaluation report from the Victorian Multicultural Commission, DPC and DH roundtables discussions 
further support the importance of utilising social media platforms to spread public health information.39 

Beyond the social media platforms of Facebook and Twitter commonly used by government departments 
and agencies, are WhatsApp, Viber and WeChat. However, similar to VicEmergency, there are no plans or 
procedures on tailoring messages to inform multicultural communities. 

Another important point during the planning and preparedness process is timely translation of 
information. According to the Victorian Warning Protocol, warnings should be written in plain language to 
be more appropriate for CALD communities. The importance of translating documents was not widely 
discussed in any of the plans or processes in place before the pandemic.92  

DPC did lead a statewide communications campaign, ‘managing this together’, which was released on 
23 March 2020 with information translated into 52 languages. This information was accessible via the 
vic.gov.au website.  

Stakeholder feedback and evidence indicated that CALD communities were not involved in preparing 
translated information. IGEM heard that very few CALD community members recalled Victorian 
Government translated documents. Community leaders reported that documents translated within 
government were often unusable as the complex sentence structure and word choice did not easily 
translate into multiple languages.  

Some information materials required university-level language skills to understand.39 Community leaders 
noted that it was sometimes easier to attempt to understand the document in English than to read 
translated into their primary language, noting that where documents were shorter and written in plain 
English, they could interpret it themselves. Furthermore, CALD advocacy groups have also identified that 
graphic pictorial-based information caters better to those with low English literacy. 

Beyond the use of graphics, it has also been suggested that CALD communities respond well to audio and 
video messages.  
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A key barrier during the COVID-19 pandemic was the lag between changes to health restrictions and the 
availability of translated material. One of the reasons was due to the constant changes and updates in 
messages based on new developments and understanding of the virus. Nevertheless, this was a 
significant issue as these communities could not be sure that the information they were accessing was 
current and this eroded trust. CALD advocacy groups discussed the value of having live translation 
accompanying press conferences as was seen in New South Wales. 

The gap in translated information was later recognised by DPC, resulting in the establishment of a CALD 
Communities Taskforce in August 2020. The taskforce consists of four working groups with 
representatives from across government. The taskforce aims to deliver a range of communications and 
engagement initiatives to CALD communities, and provide advice and support for translation and 
interpretation across government. The taskforce collaborates with CALD communities to help prevent 
future COVID-19 outbreaks and improve the government’s preparedness to respond to future pandemics. 

Despite little mention of translated documents in pre-pandemic plans and processes, there is evidence to 
suggest that consideration is now being given to communications for CALD communities.  

Given the origin of the virus, the initial focus was to translate information into simplified Chinese and 
distribute it through a variety of appropriate channels, including social media and agency websites.93 By 
February 2021 the Victorian Government had begun developing 21 different translated documents. 

 Summary 
The emergency management sector was not fully prepared to manage public communications for 
Victoria’s CALD communities. 

There was inadequate focus in plans and processes on identifying vulnerable and high-risk communities, 
including CALD communities. Although aspects of pre-pandemic plans and processes mentioned these 
communities, most information provided was broad and did not provide more specific details regarding 
the effects and risks of a major public health emergency on CALD communities. 

The COVID-19 pandemic case study has highlighted the importance of utilising different networks – 
particularly those not part of the formal emergency management arrangements – to disseminate 
information to CALD communities. It has also highlighted a need for more effective engagement and 
relationship building before an emergency. 

 

Finding 9.4 

Networks that could have been leveraged to provide timely, tailored and accurate information to 
vulnerable and high-risk cohorts were not activated early enough in the initial stages of the pandemic. 



 

 

10 Systems and resources 
 

 

 

 

 

Technology systems supporting monitoring and information sharing resources to keep the public safe are 
regularly overlooked in emergency preparedness. These resources are often among the initial systems 
reviewed to resolve slow response times, and yet rarely receive the same level of investment as other 
preparedness measures such as planning and training.  

The early automation of notifications and processes frees up valuable and essential human resources for 
more complex and specialist tasks. Large system investment after the fact has the benefit of hindsight, 
but risks relying on a technology solution to solve issues that also require culture-focused improvements 
to transparency.  

Systems that are inherently scalable from every day use through escalation and emergency phases allow 
key users to be familiar and proficient. Inter-operable systems between departments and agencies 
further add potential surge capacity and improved response time. Yet technology is more commonly 
considered in business-as-usual processes and business continuity, than as an essential tool of 
emergency preparedness. 

Similarly, the physical resources of PPE and facilities are considered in the context of the health, safety 
and wellbeing of employees, and not as tools of consequence control that might be supplied to members 
of the public.  

Major public health emergencies rely on communities to keep themselves safe from a threat that cannot 
be directly controlled. As community behaviour is a critical part of emergency response, there is a 
reliance on the right technology to track, communicate, and intervene, and the necessary tools and 
services to support public behaviour change. 

Public communications platforms have been discussed in Chapter 9 (p 136). However, these platforms are 
re-addressed through this chapter drawing the connection between technology that supports public 
response to health emergencies.  

10.1 Systems and platforms 

EMV manages several shared platforms to host emergency management sector training and lessons 
learned, as well as operational plans, incident situation reports and debriefs. These resources match the 
state’s risk profile and focus and are predominantly fire and flood based. There is minimal content related 
specifically to major public health emergencies.  

Much of the content and tools badged as all hazards relate either explicitly or by design to fire, flood, and 
other rapid onset, short duration emergencies. As a control agency, DHHS had not uploaded operational 
guidance joint standard operating procedures, reviews or lessons management content onto these 
platforms. There was no evidence that DHHS accessed or was even aware of these emergency 
management tools. Plans for major public health emergencies (for example, the SHERP) are now 
published on the DH website. 

Multiple interviews across DH and sector agencies identified a disconnect between public health and 
emergency management.  

Public servants inside health and across the VPS were unsure how – or even whether – emergency 
management protocols applied during a pandemic. Tools developed by DH were designed for 
departmental use only and not for multi-agency log-in or interface.  
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There was a shared opinion during interviews with departmental secretaries of the need for basic 
emergency management awareness training across the public sector to improve readiness for future 
events that may span emergency and essential services, and impact ongoing government activity. 
Training modules are allocated to employees with emergency management responsibilities and may also 
be available to broader public sector employees on an opt-in basis. However, unless employees from the 
broader public sector see basic emergency management awareness as part of their role, or as impacting 
their role during a whole-of-government response, there is a risk they may self-exclude from training.  

A public sector with greater emergency management awareness and training provides a richer resource 
base, both for improving the continuity of public services during emergencies, and to meet surge 
capacity needs. 

 Intelligence and information sharing 
Contact tracing 

Major public health emergencies include widespread communicable diseases and pandemic. As 
discussed throughout this report, effective response to a surge in notifiable conditions relies on swift data 
collection, decision-making and notifying and/or isolating contacts up and downstream of infected 
persons.  

For new and unknown diseases, this data is also intelligence gathering on characteristics such as 
symptoms, severity and spread. Strong systems and technology to support contact tracing is a 
foreseeable requirement for future major public health emergencies. 

The capacity for contact tracing to rapidly upscale and the agility to hone effort on outbreaks in highly 
transmissible environments is central to pandemic preparedness.107  

With strong health interventions in place, the potential for each person to infect others is greatly reduced. 
However, when interventions are few or non-existent, each confirmed case of COVID-19 may have up to 
20 contacts to trace. Once exponential growth is factored in, 100 confirmed cases in a day have up to 
2000 contacts to be traced within a critical window of 24-48 hours. This effort hinges on the operational 
preparedness of technology systems for rapid data entry and contact notification.  

For many years, public health officers conducted the complex operation of communicable disease 
tracing through personalised handling of cases and paper-based transactions which were later entered 
into a database. Early in the pandemic, this hybrid system was unsuitable for tracking multiple outbreaks 
in the effort to reach zero cases.108 The Inquiry into the Victorian Government’s COVID-19 contact tracing 
system and testing regime found these processes to be unfit to deal with rapid escalation.81 

DHHS underwent radical systems, structure and process change during a time of extraordinary pressure 
and risk. With prioritised funding and resourcing, DHHS digitised its systems and outsourced the workload 
of non-specialist tasks to external agencies. With a centralised database in operation, Victorian contact 
tracing teams could decentralise operations into six regional, Local Public Health Units, bringing tracing 
activity closer to local communities and local knowledge.  

The place-based model became an established means of health service provision for communities and 
improves preparedness for future outbreaks and other major public health emergencies.109 The scope of 
the Local Public Health Units could be expanded to include other aspects of health protection such as 
environmental health. 

 

Finding 10.1 

During the COVID-19 pandemic, the Department of Health and Human Services needed to quickly 
digitise and upscale outdated, manual data entry processes fundamental to managing public health 
emergencies.  
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Information sharing across government  

The COVID-19 pandemic required response from all departments, agencies, industry, and the not-for-
profit sector. The response involved measures not only to control the pandemic, but to inform ongoing 
governance and decision-making in a constantly shifting public health environment across essential 
services. Top level coordinating bodies like the SHIMT, SCT and SCoT had structured means of sharing 
intelligence, but this did not translate to information sharing and context setting for the wider 
government response.  

While governance and communication are both addressed elsewhere in this report, the Joint Intelligence 
Unit established in May 2020 became a human resource solution to information sharing and problem 
solving. The Victorian Auditor-General’s Office likewise found that Victoria had no whole-of-government 
structures for business continuity and critical service provision, and that integration exists, but in pockets 
between specific departments and agencies.110 

Automated alerts and information sharing can improve the speed and efficiency of decision-making, 
allowing the sector and essential services alike to stand up emergency arrangements at an appropriate 
tier for their role in the response. They also support swift communication to members of the public to 
protect themselves and make informed choices about their own safety.  

The complexity, sensitivity and information privacy requirements of health emergency information 
complicate its sharing, however the QR (quick response) test tracker, case location alerts and use of SMS 
for hotspot alerts and testing blitzes are good examples of technology supporting decision-making and 
public behaviour change.  

From July to October 2020 Victoria introduced a new test tracker system. The tracker allocated personal 
QR codes, automating labels, laboratory tracking and SMS notification of negative test results, which 
formed the bulk of all tests and significantly improved turnaround times for positive cases requiring 
follow-up.  

DHHS also added a new customer management platform for case and contact management, improved 
reporting and metrics, rapid response, roving testing squads and exposure site publication. Improved 
technology allowed it to extend downstream contacts to additional tiers to, ‘wrap their arms around’ 
everybody impacted by a chain of infection and bring the second wave in late 2020 under control.  

 

Observation 10.1 

The QR code tracker system for COVID-19 test results, and automated SMS notifications for negative 
results, improved speed and capacity in testing and notification turnaround times. 

 

Public information sharing systems 

Fit-for-purpose technology speeds up monitoring and information sharing, demonstrated by the system 
created in response to the 2016 thunderstorm asthma event. Developed from scratch after an event that 
resulted in the loss of 10 lives, the forecast and alert system now draws on data from a network of Burkard 
spore trap (pollen trap) collection sites around Victoria. When pollen and weather conditions meet the 
high-risk threshold, the BoM alert sets off a chain of automated system alerts that trigger the 
thunderstorm asthma plans of responding agencies.  

Alerts from BoM, Melbourne Pollen and VicEmergency are accessed by subscribers and amplified through 
the social media channels of multiple support agencies.  

Between November and March each year BoM also produces a heatwave forecast that provides an 
assessment of the location of low, severe and intense heatwaves. The information is presented in a series 
of colour-coded maps and is intended to give the community, government and emergency services time 
to implement measures to address the heat.  

DH’s Heat Health Alert system disseminates heatwave information to the community, the health sector, 
and government when conditions are likely to impact upon human health. Each weather forecast district 
has differing thresholds established for above which heat-related illness and mortality may increase. This 
alert system is available through a subscription service and DH provides this information to 
VicEmergency where it is displayed under the preparedness tab.  
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Based on the notification, health agencies, local government and AV may enact their own heat plans and 
responses. The CHO may also distribute Heat Health Alert preparedness information through media 
outlets and social media channels. The EMC may also choose to issue a heat health emergency warning 
through VicEmergency.  

The same automated alert is not yet in place for smoke air quality monitoring. Smoke emergency from 
major fire events is managed through Class 1 emergency arrangements. Apart from thunderstorm 
asthma, hazards impacting air quality are primarily bushfire, industrial, coal mine, and peat fires. During 
a smoke event, air quality data is primarily collected by EPA, supported by multiple agencies such as the 
CFA, FRV, and VICSES.  

There are two types of air monitoring – first response air monitoring and incident air monitoring. First 
response air monitoring is undertaken by the fire services either as emergency responders or as 
specialist scientific officers deployed to the incident. Upon evaluation of the incident, the Incident 
Controller can request the EPA to deploy incident air monitoring to observe a broader range of 
parameters and possible pollutants.  

Over the past four years EPA’s AirWatch website has been gradually enhanced to improve accessibility 
and to report fine particulate matter concentrations against the new nationally consistent air quality 
categories for fine particles.  

In 2018 the Victorian Government invested approximately $5 million to increase EPA’s emergency incident 
air monitoring capacity. As part of this, EPA’s capacity to provide expert advice to incident controllers to 
inform community health warnings and decisions has been increased. Through this investment the EPA is 
now able to support these deployments with dedicated equipment for incident air monitoring, and stream 
data from these units directly to AirWatch.  

During a smoke event, community members can find air quality information from VicEmergency, EPA 
AirWatch and the Better Health Channel website. In 2021 the Parliament of Victoria Legislative Council’s 
Environment and Planning Committee conducted an Inquiry into the health impacts of air pollution in 
Victoria. The Inquiry made several findings and recommendations that are applicable to the smoke case 
study, as well as more broadly on public health emergencies – in particular public communications.  

The Inquiry recognised the importance of VicEmergency as a community communication tool, and the 
importance for the public to access real time information in order to make informed decisions about 
smoke and fire-related events. The Inquiry recommended that the Victorian Government provide better 
coordination across platforms to improve information provision, and that the VicEmergency app include 
smoke information with planned burns. 

Technology platforms also support monitoring for blue green algae blooms. Since the 2015 bloom that 
spanned 1500 km of waterways along the Murray River and lasted 115 days, DELWP has established a new 
online platform called the Water Intelligence Platform. The platform is managed by DELWP and provides 
information to inform corporate risk management, dam safety and a blue green algae management.  

Local water managers provide blue green algae notifications to DELWP, the Regional Blue Green Algae 
Coordinator and DH through the Water Intelligence Platform. When a bloom is created functionality 
within the module sends notifications to DELWP, DH and Regional Blue Green Algae Coordinators. A 
dashboard within the module maps all the active blooms.  

Algal blooms are broadly considered to be more nuisance than emergency, but with climate change 
bringing year-round blooms as well as new species taking hold, tracking affected waterways and having 
an overall picture of bloom activity will become increasingly relevant.  

Automated alert systems are in place for multiple public health emergency types, which trigger both 
emergency response protocols within the sector and support direct information to the public.  

There is a pattern of technology investment after emergency events have occurred, whereas investment 
in automated monitoring and information sharing should form part of regular and ongoing preparedness 
planning alongside other measures. Information sharing needs, privacy and data security can all be 
thought through ahead of time so that principles can be agreed to, and procedures developed for 
implementation during emergencies.  
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While investment in technology may serve the greater number of Victorians, it should not be relied upon 
as serving everybody’s needs. Pandemic response is heavily reliant on Victorians privileged with access 
to communications systems. COVID-19 testing and tracing upgrades relied on all Victorians having 
access to smart technology and the internet. Test results were provided via SMS, safety alerts provided 
on social media or television, QR codes and vaccination passports require smartphones.  

Research has shown that people experiencing homelessness during emergencies use word-of-mouth as 
their primary source of information, alongside police, local council or community service organisation 
workers.111 This is reflected in the AHMPPI which states that community outreach services like non-
government organisations and churches assist vulnerable people with communication who may not have 
access to mainstream health services.  

Research also demonstrates that people experiencing homelessness have little expectation that service 
providers will be able to provide substantial assistance and as they could not comprehend the experience 
of rough sleepers. This limits their trust in service providers and support-seeking behaviours.111  

This lack of trust can be a barrier to communication between community service organisations and the 
homeless community, emphasising the value of cultivated relationships that can facilitate access to 
services during emergencies. Investment in technological solutions to speed up communication should be 
accompanied by investment into human-centred, long-term community engagement resources. 

 

Finding 10.2 

The Victorian emergency management sector often reactively invests in new or additional automated 
information sharing and shared-use systems, rather than developing and refining existing systems to 
support all emergencies ahead of time 

 

10.2 Personal protective equipment 

Emergency reserve supply of PPE is a more complex arrangement than the storage of equipment and 
management of distribution protocols. Many PPE items have a strict shelf life. Storage of PPE must be 
kept in a fine balance between the just-in-time model that risks under-supply during a surge in demand, 
and stockpiling that ensures sufficient stock turnover before effectiveness expires.  

Prior to the COVID-19 pandemic, Victoria’s hospitals and health care providers operated on a just-in-time 
supply chain model and were responsible for maintaining their own PPE for business-as-usual needs. 
Victoria did not have a separate emergency stockpile. Additionally, there were no plans for provision of 
PPE beyond the health sector, and provision to the public had not yet been considered.112 

Victoria had access to the National Medical Stockpile, a strategic reserve intended to augment state and 
territory government reserves in a health emergency. The stockpile was activated in response to the 
COVID-19 pandemic on 20 January 2020, however reserves were limited.  

Following the 2009 H1N1 pandemic, the Australian Government Department of Health found that the 
national stockpile met demand for a moderate intensity event. It would not meet the more intense 
demands of a severe pandemic. Demand for PPE during the 2019–20 bushfires meant emergency service 
reserves of P2/N95 rated masks were already low.  

In early 2020 hospitals and health care services were inundated with both commercial offers and 
donations. While this was likely well-intended, procurement processes ensure the quality and viability of 
products, as well as value for money. Procurement had to be centralised, though this received mixed 
reactions from the sector.  

Throughout 2020 Health Purchasing Victoria managed PPE supply contracts for the health sector, while 
Monash Health managed logistics and warehousing. This arrangement was established in an enduring 
sense through the creation of HealthShare Victoria in 2021.  
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DHHS also established a PPE Taskforce for health services in response to growing fears of shortages and 
security of supply.113 The taskforce was charged with communication on COVID-19 PPE requirements, and 
the categorisation of PPE supply chains into crisis, constrained and conventional supply. Even with this 
triage arrangement, requests from other essential service providers for sanitizer, surface wipes, masks, 
and gloves competed for supply against hospitals and health practitioners. 

On 17 March 2020 a Combined Agency Operations Group (CAOG) was created, coordinated by EMV with 
participation from ADF, DJPR, DPC, Department of Treasury and Finance (DTF) and VicPol. The group 
centralised PPE procurement and distribution for non-health government services, as well as provided 
humanitarian relief to isolating households and communities.114 

Throughout March and April 2020, CAOG developed a further framework for non-health PPE supply that 
assessed need against available alternatives across a matrix. It assessed the statutory obligation of the 
Victorian Government, the vulnerability of service users, and whether physical distancing or remote 
service provision was possible.115 CAOG assigned each service to a tier based on how their operations met 
the framework.116 While future demand and supply needs will be context-dependent, this framework may 
prove a useful starting point and preparedness step for providing PPE beyond the health care sector. 

In late April 2020, a whole-of-government (non-health) PPE Taskforce broadened the focus beyond 
emergency personnel to include industry and public needs and transferred lead responsibility to DJPR.117 
This taskforce took over the functional role of CAOG in rationing PPE across departments and agencies, 
and maintaining a supply and demand forecasting model based on need as restrictions changed.  

DJPR used existing strong relationships with local manufacturing to support the public surge in demand 
for face masks. In July 2020, as the Victorian Government mandated mask wearing for the first time, 
DJPR supported tenders for local manufacturers to make reusable cloth masks and published a face 
mask directory on the Business Victoria website. It also established an emergency stockpile of single-use 
masks for use by industry, known as ‘Business Access to Masks’, and took orders via the Business Victoria 
website.118 

N95 face masks (Source: Australian Medical Association) 

DJPR provided skillsets in sourcing international supplies, relationships with local manufacturing and a 
more neutral position from which to evenly allocate scarce resources. DJPR worked closely with the PPE 
Taskforce to prioritise the allocation of non-medical PPE but did not follow the path of HealthShare 
Victoria in centralising storage and distribution.119  

Despite a lack of preparedness, the Victorian Government leveraged strong relationships with local 
industry and international suppliers to meet the surge in demand, as well as support entirely new demand 
for public reusable masks. Throughout 2020, Victoria did not run out of PPE.  
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Future availability and use of PPE will need to be considered against concurrent health threats, such as 
heatwave and smoke. PPE designed to protect individuals from pathogens has not been designed for 
extended wear during hot weather. Those responsible for PPE resourcing for public protection may need 
to consider wider availability of respirators –such as P2 or N95 masks – to provide stronger protection 
from more transmissible variants or diseases, reducing the need for stronger public interventions like 
density limits and lockdowns. 

 

Finding 10.3 

There is no permanent centralised arrangement or framework in place to prioritise and distribute 
National Medical Stockpile supplied Personal Protective Equipment to meet essential services and/or 
public needs. 

 

10.3 Facilities to support public health emergencies 

In many cases, public health emergencies are influenced by long-term trends in human behaviour, 
weather and climate. This makes them difficult to control through an emergency response and efforts 
turn to providing relief and managing consequences. Affected communities are supported by a broad 
array of resilience building services and communications, but they cannot be rescued or taken away from 
the event so are responsible for managing their own safety until the threat subsides.  

A well-prepared person in a resilient community actively monitors, plans, and keeps aside reserve 
supplies for an emergency. It may be reasonable to expect a good level of preparedness in a population 
that regularly experiences fire hazards over the summer season, however it is difficult to gauge the 
reasonability for the average population to maintain a state of readiness for any number of future major 
public health threats. The tools and facilities available to support the vulnerable and the unprepared 
alike are still central elements of community engagement and emergency management planning. 

Neighbourhood Safer Places - Places of Last Resort exist in many (but not all) high-risk bushfire areas for 
community members when all other bushfire plans have failed. Cool places to escape heatwave and 
clean air spaces to escape smoke are less-common examples of a similar concept.  

Cool places such as libraries, shopping centres and community centres are promoted by some local 
governments under heat health plans, targeted at the elderly and other vulnerable community members 
without access to air-conditioning. Clean air spaces using portable filtration units were used on an ad-
hoc basis during the 2019–20 Victorian bushfire season, but do not currently form part of formal options 
for emergency response. 

The AHMPPI provides a menu of actions, which should be proportionate to the pandemic hazard stage. 
The resources of the broader healthcare system may be diverted to provide surge capacity to pandemic 
response. State-level plans reflect and expand upon this menu based on state-level jurisdictions, 
including pharmaceuticals, social distancing, border control and infection control measures like hygiene, 
PPE and cough etiquette.  

Victoria’s hotel quarantine program was extensively examined by the COVID-19 Hotel Quarantine Inquiry 
and will not be revisited here. The inadequacy of hotel infrastructure as quarantine and the tension 
between state and federal responsibilities is a matter of public record. While interstate and international 
borders are now open, the purpose-built Victorian Quarantine Hub at Mickleham will be an essential 
physical asset to Victoria’s future pandemic preparedness. The Hub may also be used to provide 
temporary emergency accommodation for people affected by other emergencies. The Hub is currently 
provided to unvaccinated arrivals, who are required to quarantine before entry to the state.120 
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While information gathering and sharing technology adds significant value to preparedness, it does not 
currently form part of preparedness planning beyond business continuity. Early investment in platforms 
for information gathering and sharing across multiple agencies would support swifter stand up and 
coordinated response across complex government operations.  

 

Observation 10.2 

Cool places and clean air spaces will become increasingly important to provide relief to the vulnerable 
members of the community during heat and smoke events. 

 

Observation 10.3 

The purpose-built Victorian Quarantine Hub at Mickleham is an essential physical asset to Victoria’s 
future pandemic preparedness, as well as providing temporary emergency accommodation during 
other emergencies. 

 

10.4 Summary 

DHHS underwent radical systems, structure and process change during a time of extraordinary pressure 
and risk. Improvements to technological systems and processes during the preparedness phase could 
reduce the compounding change, response and pandemic fatigue.  

Continuous annual investment in system improvement spreads the financial and change impact, allows 
time to consider multiple factors, uses and data security planning. Systems that are scalable to suit both 
business-as-usual monitoring and escalation to a large-scale emergency allow more users to have 
operational familiarity, including users from different parts of the workforce – the greater the familiarity, 
the better the surge capacity and workload handover times.  

Automation and practical resources support the emergency management sector but also have 
applications for greater community resilience and communications. The rapid investment seen during 
the COVID-19 pandemic into automation, information gathering, communications and physical resources 
is indicative of the types of strategic investment that could be made during the preparedness phase and 
boost capability across all emergency types.



 

 

11 Classes of emergency  
 

 

 

 

 

In 2007–08 the Office of the Emergency Services Commissioner undertook an extensive survey of 
Victoria’s emergency management arrangements with a view to driving a more integrated approach 
across government.  

It noted that no fewer than 18 government agencies and departments were nominated as functional 
control agencies for more than 50 different types of emergencies. While the arrangements had reached a 
level of maturity based on a long history of major events, there were weaknesses in both coordination and 
connection between responsible services.  

…the Victorian experience (while arguably better than in some other Australian jurisdictions) has not 
delivered outcomes that are necessarily as efficient or effective as possible.  

Emergency Services in Victoria - An Overview of Current Arrangements (2008) 

The devastating 2009 Victorian bushfires and the 2010–11 floods triggered a succession of emergency 
management reform through recommendations made respectively by the VBRC and the Review of the 
2010–11 Flood Warnings and Response. 

Government response through the 2012 Victorian Emergency Management Reform White Paper led to a 
comprehensive reshaping of the emergency management arrangements – the EM Act 2013 and the 
creation of classes of emergency. 

Under the EM Act 2013, emergencies are divided into a Class 1 or Class 2 emergency. A third category (a 
Class 3 emergency) is acknowledged in administrative documents but not in legislation. 

Victoria is the only Australian jurisdiction that categorises emergencies into class. The reason for this 
grouping of emergencies owes much to the history of managing emergencies in the state and to the 
dominant risks and hazards that have shaped its approach to emergency management. 

In its consideration of classes of emergencies, IGEM has proposed the following questions:  

• what purpose does classification serve? 

• what value does classification add to the management of emergencies? 

• does classifying emergencies have a negative impact on managing the variety of hazard events? 

Before 2009, Victorian legislation referred to event type rather than scale or some other factor. The 
legislation drew largely upon the experience of major bushfires in outlining cooperative arrangements 
between fire agencies, police and other emergency services. 

The Fire Services Commissioner Act 2010 introduced concepts of scale by adapting measures 
incorporated in the AIIMS, which revolves around Level 1, 2 and 3 events according to their size and 
complexity, with Level 3 events being the highest. AIIMS had by this time been adopted across Victorian 
emergency response agencies, with the notable exception of VicPol.  

The 2012 White Paper advocated for the appointment of an EMC empowered with ‘ensuring that control of 
the response is effectively established and maintained’ during major emergencies.  

It also proposed a distinction between ‘natural hazard emergencies’ and ‘other emergencies’. The White 
Paper extended the idea of ‘major fires’ to ‘major natural hazard emergencies’ and other ‘major 
emergencies’ excepting only criminal and terrorist acts.  
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This further refinement of the typology of emergencies is now embodied in the EM Act 2013 which 
establishes classes of emergency – in effect sorting the existing list of emergencies identified in the 
EMMV into one of three classes. This listing has been replicated in the 2021 update of the SEMP. 

The Act provides the following definitions: 

Class 1 emergency means –  

(a) a major fire; or 

(b) any other major emergency for which Fire Rescue Victoria, the Country Fire Authority or the Victoria 
State Emergency Service Authority is the control agency under the state emergency management 
plan. 

Class 2 emergency means a major emergency that is not: 

(a) a Class 1 emergency; or 

(b) a warlike act or act of terrorism, whether directed at Victoria or a part of Victoria or at any other 
state or territory of the Commonwealth; or 

(c)  hi-jack, siege, or riot. 

Sections 37 and 38 of the EMC Act 2013 prescribe specific arrangements for Class 1 emergencies and fires 
other than major fires. These provisions describe in some detail the arrangements under which the EMC 
appoints a State Response Controller for Class 1 emergencies or, if need be, assumes that role themself.  

Section 39 charges the person in charge of the relevant agency with the responsibility of appointing a 
controller during a Class 2 emergency. In such circumstances, the role of the EMC is to ensure that such 
control is being exercised. Section 40 empowers the EMC to advise or direct ‘the officer in charge of an 
agency having overall control of response activities in relation to a Class 2 emergency...’ to exercise his or 
her powers under section 39(2). 

The CAOIC in relation to most Class 2 emergencies is the secretary of the government department in 
which the agency with responsibility for the specific hazard is located. As noted previously, apart from 
multiple machinery of government changes, the actual responsibility for the assorted hazards has not 
changed significantly in the past two decades, nor has there been any compelling evidence to suggest 
that it should and this remains the case today.  

An example is dam safety which sits within the Water and Catchments Portfolio of DELWP. Marine 
pollution lies with the Department of Transport or the relevant port authority. Plant and pest disease are 
the province of the agricultural division of DJPR. In each case, it is up to the departmental secretary to 
appoint a State Controller for the event. In the case of public health emergencies, the concurrent powers 
under the Public Health and Wellbeing Act suggest that the CHO will fill this role as a matter of course, 
although what ‘control’ means in this context is a vexed issue. In ‘non-traditional’ emergencies (non-Class 
1), the term ’control agency’ is not currently used in the EM Act 2013. 

The EM Act 2013 describes only Class 1 and Class 2 emergencies. The term ‘Class 3 emergencies’ (those 
excluded from Class 2 and identified as warlike act, terrorism, hijack, siege or riot) came into common 
usage through the SEMP, which also describes them as ‘security emergencies’. The intention of the EM Act 
2013 was clearly that the EMC would not be involved in the response to such events, which sit with VicPol 
or national agencies and potentially have a range of associated intelligence, security and legal issues. 

The scale of an emergency does not alone define the class as a major emergency can be either ‘large’ or 
‘complex’, and there is little guidance on what constitutes either. The type of an emergency also defines 
its class. 

By definition both Class 1 and Class 2 emergencies are major emergencies. The classification assigned to 
the major emergency refers to the hazard type, rather than its scale and complexity. The threshold for 
being considered a major emergency is somewhat subjective, with both actual and potential impacts and 
consequences considered in the determination of scale.  

For example, a heatwave will always be classified as a Class 2 emergency should it reach the scale and 
complexity to be considered a major emergency. Likewise, a bushfire will always be a Class 1 emergency if 
it surpasses the threshold for being considered a major fire.  
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There is a degree of confusion around scale, with some believing an emergency ‘becomes’ a Class 1 or a 
Class 2 event as it grows in size. There appears to be further confusion stemming from the idea that the 
classes designate severity. This issue was referred to often in IGEM’s stakeholder interviews during this 
review, with some stakeholders considering the act of classification lent weight to the idea that some 
emergencies were more important than others. 

People see them and treat them as hierarchical. 

Emergency services see Class 1 as more important. 

I had to explain to people that the classes didn’t mean that it was a lesser emergency.  

Stakeholders 

 

Observation 11.1 

The division of Victorian emergencies into classes has created an unintended hierarchy of 
emergencies and is often perceived to reflect frequency, severity or consequence, rather than hazard 
type.  

 

A further complication is the time-based dimension of events. The response phase of most emergencies is 
relatively short in duration. Even the longest ‘campaign’ bushfire event is unlikely to last more than three 
or four months. Response in some public health emergencies, such as blue green algae, can last many 
months. In the case of pandemics, such as COVID-19, the response may last years. 

A Class 1 emergency is a major fire or emergency for which a fire service (CFA, FRV, DELWP) or VICSES is 
the control agency. These agencies also act as the response agency for several Class 2 emergencies. So, 
the distinction is not simply between natural and human-made events, as was envisaged in the White 
Paper. For example, building and aircraft fires, explosions, scaffolding collapses, transport accidents and 
tunnel collapses are all categorised as Class 1 emergencies. One of the things that distinguishes Class 1 
emergencies is that response is the task of an agency for which managing emergencies is its core 
business. 

Class 2 emergencies are in effect defined entirely by what they are not (not Class 1 emergencies, warlike 
acts, terrorism, hijack, siege or riot). Instead, their default definition is determined by the agency or 
department that is charged with the response. These are generally not traditional ‘responder agencies’ 
and emergency management may well be a very minor aspect of their day-to-day business. 

Neither the reasoning for categorisation nor its unsophisticated definition was clarified in the 
explanatory memorandum to the Emergency Management Bill 2013 or in the minister’s second reading 
speech. Instead, it appears that the classification is part of an evolution from the Fire Services 
Commissioner Act and the EMMV that works simply to distinguish between hazards involving the 
‘traditional’ control agencies with established control procedures and other emergencies where these are 
less well defined or less often employed.  

The control arrangements for Class 2 emergencies act as a brake upon the power of the EMC in Class 2 
emergencies, who can only direct the CAOIC to exercise their power to appoint one or more controllers or 
transfer control of any response activity to one or more other persons (EM Act 2013 s.39(2)). 

The EM Act 2013 does not specify the category of ‘Class 3’ emergencies. It was subsequently specified and 
defined in the EMMV with current arrangements, roles and responsibilities now articulated in the SEMP. Its 
lack of inclusion in the EM Act 2013 adds weight to the lack of thinking around the classifications adopted. 

As noted, Victoria is the only Australian jurisdiction to adopt classes of emergency, which makes the 
arrangements in other states and territories difficult to compare. Most fall back on a coordination role 
usually held by police which Victoria moved away from after 2009. 

A central question is whether the categorisation of emergencies into classes enhances preparedness, 
response and recovery or creates additional difficulties in managing emergencies. There is also a broader 
question of whether the traditional response-oriented model of emergency management is suited to 
complex emergency events, let alone other whole-of-community emergencies such as pandemic disease. 
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The Australian Government view is that: 

Managing catastrophic disasters through a command-and-control model is no longer enough to 
cover the strategic levels of planning and decision-making in the recurrent and volatile, uncertain, 
complex and ambiguous environments (VUCA) that catastrophic disasters present. 

The challenges of managing contemporary crises has [sic] moved from problems that are 
‘complicated’ to problems that are ‘complex.’ As society becomes more interconnected and 
interdependent, expectations increase as do the consequences of failure.  

Crisis Appreciation and Strategic Planning (CASP) Guidebook, Department of Home Affairs (2017) 

In Victoria the focus has been upon strengthening the arrangements and preparedness for certain 
emergencies (all of which are Class 1) based on the frequency of their occurrence and their severity. In 
relation to Class 2 emergencies there remains a level of uncertainty around what amounts to control, its 
delegation, the appointment of controllers and even such basic administrative matters as instruments of 
appointment. All of these were apparent in the early stages of DHHS’ management of the COVID-19 
response.  

In addition, the hierarchy of control devolving from the CAOIC to the State Controller or multiple state 
controllers remains unclear, especially in complex Class 2 emergencies where there might be more than 
one (such as, an emergency where there might simultaneously be state controllers for health and energy). 
The further question of whether the CAOIC is by default the State Controller if none is appointed is also 
unresolved. 

The current arrangements, while placing an emphasis on making emergency management a whole-of-
government responsibility, fall short of providing an adequately inclusive structure to enable this to 
happen smoothly. The concurrent statutory powers enabling the CHO to implement significant 
emergency measures under the Public Health and Wellbeing Act is an example of this and clearly led to 
tensions across government in the initial COVID-19 pandemic response. 

The argument that some Class 2 emergencies – such as an epidemic illness or an outbreak of a highly 
contagious animal disease – are somehow less significant in terms of community impact and 
consequences than a Class 1 emergency is clearly unsustainable. This was apparent well before the first 
outbreak of COVID-19, given the risk profile and the extent of preparedness accorded to pandemic 
influenza in Victoria.  

The question of whether designating a major public health emergency as a Class 2 event aids in 
preparedness is problematic. Indeed, regardless of classification, on the back of COVID-19, consideration 
of pandemic illness as an ‘emergency’ in the same sense as a bushfire or flood is an issue worthy of 
further consideration. 

In evidence provided to IGEM, the distinction between Class 1 and Class 2 emergencies is seen by 
stakeholders as highlighting inequalities in the attention (and funding) between various emergencies. 

The emergency management sector has significantly improved preparedness and response for Class 
1 emergencies. However, preparedness and response for the other classes of emergencies, and relief 
and recovery during and following all major emergencies, have not received the same level of 
attention (or funding). There has been little progress on improvements to building community 
resilience or better whole-of-sector preparedness and response to deliver effective relief and recovery. 

Class 2 emergencies, due to their infrequent nature, are either overlooked or agencies are 
insufficiently prepared, resourced, trained and exercised due to the infrequent occurrence of Class 2s 
and escalation triggers/matrices. 

Stakeholder  

 

Finding 11.1 

The classification of Class 1 and Class 2 emergencies has elevated Class 1 emergencies in importance, 
while failing to encourage preparedness or resourcing for the management of Class 2 emergencies. 
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The classification of emergencies was seen by one Class 2 control agency as encouraging a siloed 
approach. ‘A consistent approach is required in the application of command-and-control arrangements 
and structures, that is well-practised across all sectors.’ The stakeholder went on to suggest that:  

Having a different control agency for each different hazard type (further subdivided geographically in 
some cases) is a barrier to having a true all hazards all agencies approach, because it drives division 
and duplication rather than promoting unity and resource sharing. 

Stakeholder 

Other evidence pointed to inconsistencies in the command-and-control arrangements that apply to 
Class 2 emergencies. One Class 2 control agency suggested that planning and response measures for 
Class 2 emergencies are less effective due to a lack of clear and consistent control arrangements 
compared to Class 1.  

…the rationale for the current Class 2 arrangements does not consider the broad-ranging 
consequences of these emergencies, including health emergencies, which can require response 
activities beyond the responsibilities or expertise of any single department or agency.  

A key difference in arrangements for Class 1 and 2 emergencies is the role of the EMC in each class 
under the EM Act 2013. A stronger role for the EMC in Class 2 emergencies including step-in powers 
and the responsibility to appoint state controllers consistent with Class 1 emergencies would align the 
way Class 1 and 2 emergencies are responded to, and also aligns to the EMC’s existing legislative 
responsibilities for consequence management. 

Stakeholder 

How palatable this would be to agencies and departments unaligned to the traditional emergency 
management structures is uncertain, although it would in theory promote certainty of control. The 
experience and scale of the COVID-19 pandemic has, however, seen a greater role being played by DPC 
and DTF in relation to consequence management. 

Another stakeholder with a broad range of control responsibilities in respect of both Class 1 and Class 2 
emergencies, takes a more nuanced view. While acknowledging that Class 1 emergencies are better 
resourced, they also note that they are actually business-as-usual operations for the lead agencies 
involved. Class 2 emergencies are less common and less predictable. 

Taking a more holistic view, the greater challenge is to build a workforce with the capability, capacity and 
expertise across the sector to manage a range of emergencies. In doing so, it suggests looking for 
opportunities that allow for skills transfer across Class 1 and Class 2 emergencies, with an emphasis of 
using subject matter experts to support the mechanics of incident control. 

11.1 Public health as a Class 2 emergency 

There is a question as to whether public health emergencies are different enough that they should be 
treated as a class of their own, effectively dealing with them outside of the emergency management 
system. 

I do think health emergencies are different, and the main difference is they don't finish. It's not like a 
bushfire; they stop. Health emergencies go on. They're very complicated. There are things that you can 
do in a bushfire that you can't do in a health emergency ... in some ways I do wonder whether it's 
almost easier to bring in an emergency management system to Health, rather than go the other way. 

Stakeholder 

Conversely, in building an emergency management capacity, DHHS recognised that in many respects 
public health emergencies will prompt the same demands as any other major emergency. 

One of the disadvantages of separating emergencies through a classification system is that 
arrangements and processes that could be helpful for all emergencies, may be siloed into arrangements 
for one type. The creation of yet another class of emergency on the basis that health emergencies are 
somehow unique would arguably add another layer of confusion and complexity. 
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In IGEM’s observations of both Class 1 and 2 emergency arrangements and the COVID-19 pandemic, there 
are many useful capabilities, procedures and resources that are currently applied to Class 1 emergencies 
that could have been useful to inform the COVID-19 pandemic response. However, the classification of 
emergencies and ‘badging’ of these arrangements as Class 1 emergency arrangements limited their 
transferability.  

In early 2021 EMV began work on an Emergency Management Reform Program with an emphasis upon 
strengthening leadership, capacity, and capability across the sector and on better equipping the 
Victorian public sector to provide support during emergencies.  

As part of that process, the current regime of classes of emergency is under further scrutiny. This flows in 
part from a HQI recommendation. A central theme of the HQI was the ambiguity in emergency roles and 
responsibilities, including those of the EMC, control agency and other senior leaders in government.  

The HQI was less critical of the characterisation of a pandemic as a Class 2 emergency than it was of the 
way in which DHHS interpreted its responsibilities as control agency and its apparent failure to 
adequately exercise that role. 

The HQI found that DHHS did not assume appropriate accountability in its own right and tried to 
characterise its role as one of ‘shared accountability’ with another government department (DJPR) in 
relation to hotel quarantine rather than acknowledging, accepting, and exercising control over the 
emergency. This led to a situation – not unlike the 2009 Victorian bushfires – where no one was exercising 
effective control at the state level.  

The importance of having a control agency in emergency management is to ensure clear lines of 
command and control, as this is critically important to lead and manage the emergency, coordinate 
the response and ensure there is no ambiguity about who is accountable for the management of the 
emergency.  

DHHS was the government agency that had this responsibility. Not only was it the control agency in 
emergency management terms, but it was the repository of public health expertise and it was the 
government department that had responsibility for the legal powers exercised to detain people in 
quarantine. 

Hotel Quarantine Inquiry, Final report and Recommendations (2020) 

The HQI made two recommendations of significance.  

The first (Recommendation 74) calls upon the EMC to clarify what is meant by control so as ‘to ensure 
that there is no possibility of any ambiguity about the role and responsibility of the control agency’.  

The second (Recommendation 77) calls on the EMC to work with the CHO and other relevant parties to 
review the suitability of the Class 2 emergency structures in relation to public health emergencies, 
including the intersection between the emergency management arrangements and the provisions of the 
Public Health and Wellbeing Act. 

A response to these recommendations will form part of the Emergency Management Reform Program, 
due to be delivered to government in 2022. 

As part of this program, EMV is exploring any additional powers that the EMC may require to acquit his 
responsibility of providing effective oversight and assurance of Class 2 emergencies to ensure that 
control is being properly and unambiguously exercised in the event of a Class 2 emergency. 

However, with such a high degree of confusion regarding the meaning and implications of the classes of 
emergencies and legitimate concerns with the inconsistencies in control and coordination it establishes, 
there remains a question as to whether the current classification is increasing preparedness for 
emergencies. 

There's only merit in a classification system if the response is fundamentally different ... they might be 
different in their scale, but if the structures are the same, do you need a class system? Probably not. 

Stakeholder  

In most major emergencies, while the hazard may require a specific response, there are often 
consequences that reach beyond the emergency management sector.  
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As one health sector stakeholder noted, it does not much matter what class of emergency is in play, there 
will always be a health component to the response. 

I wonder if our Class 1, Class 2, Class 3, all of these different control agencies, focuses more on our 
differences, and what our different roles are, and what are the distinctions and boundaries, than 
actually focusses on how are we more than the sum of our parts. 

Stakeholder  

On one level, it appears that the classification of emergencies itself is less a problem than the way in 
which agencies charged with response to such events interpret, imagine and prepare for their role.  

Some Class 2 emergencies – for example whale strandings – will never pose a broad threat to community 
cohesion and safety. Similarly, many Class 1 emergencies, such as aircraft accidents, will similarly not 
occur on a scale that impacts the broader community.  

However, a number of Class 2 emergencies – including epidemic disease, blue green algae and other 
water-borne pathogens, airborne hazards including smoke and harmful chemical emissions, heatwave 
and thunderstorm asthma – have the potential to affect large, populated areas and result in enormous, 
often long-term consequences for Victoria and its people. 

To add further confusion, in some Class 2 emergencies it is necessary to treat elements of the response in 
effect as if it is a Class 1 event, for example using directive control actions such as evacuation. 

 

Finding 11.2 

The classification of emergencies is unnecessarily confusing to those charged with supporting their 
management across government.  

 

 Summary 
IGEM recognises the appeal of categorising emergencies to simplify how the sector and government may 
respond. The current system in Victoria classifies by hazard, assuming that hazards present in a similar 
manner and require similar arrangements to manage.  

There are examples of classifying according to the severity of impact. One measure used to define an 
event as a natural disaster in the 1970s, was the number of lives lost. Burton et al (1978) settled on 100 
dead and economic losses of $US1 million to define what should be considered a disaster in global terms.  

More sophisticated definitions point to disasters or crises as occurrences or conditions that are so deadly 
and disruptive to normal life that a community cannot readily adjust to continue functioning. 
Emergencies are events in which normal functioning is interrupted to the point where measures need to 
be taken to avoid a disaster or crisis. 

Clearly, size or scale does matter in determining preparedness, response and recovery in emergency 
events. This is reflected in the AIIMS methodology used to divide emergencies into Level 1, 2 and 3 events, 
which triggers the level of structured response required. Similarly, the type of emergency will dictate the 
nature of the response and profoundly influence the preparedness for and recovery from any event. 

However, IGEM has found little compelling evidence to warrant the continued classification of 
emergencies in Victoria beyond the need to excise those events currently nominated as Class 3 on the 
basis of their security, and legal dimensions, while acknowledging that elements of these emergencies will 
continue to be managed in the same manner as all other emergencies. 

It is beyond the scope of this review and IGEM’s role more broadly to recommend on the specifics of 
emergency management arrangements. However, the current classification of emergencies is not 
supporting the sector or government to be more prepared for managing emergencies. There are 
elements of both Class 1 and 2 arrangements that are sensible for some emergencies, but would not suit 
others.  
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Future iterations of emergency management arrangements should not take the simplistic approach of 
applying current Class 1 or Class 2 arrangements to all emergencies. There is a need for a more 
comprehensive assessment of control, coordination and consequence management arrangements, and 
consideration of the appropriateness and clarity of accountabilities. IGEM notes EMV is currently leading 
significant work to review and update governance arrangements more broadly. 

 

Recommendation 7 

The Inspector-General for Emergency Management recommends that the Victorian Government 
abolishes the current classification of emergencies as either Class 1, 2 or 3. In prescribing future 
arrangements, the Victorian Government should ensure that: 

(a) the Chief Commissioner of Police’s role in the control and coordination of security-related 
emergencies is unchanged 

(b) there is no change to the specified forms of emergency (hazards) assigned to control and support 
agencies for response. 

 

EPA and Melbourne Water support Fire Rescue Victoria officers (Source: Environment Protection Authority/Twitter) 

 

 

 



 

 

12 Concluding remarks 
 

 

 

 

 

The response to the COVID-19 pandemic continues. Its scale, severity and duration led to whole-of-
government and whole-of-community consequences that are rarely experienced in Victoria. 

Since 2020 people working or volunteering in public health, emergency management and supporting 
roles have taken on additional responsibilities and worked incredibly long hours to do what needed to be 
done to support Victorians. This was all done while they grappled with the pandemic and the 
consequences of containment strategies like every other Victorian.  

This review considered if Victoria's arrangements were effective in preparing the state for major public 
health emergencies which result in widespread illness and death or overwhelm the public health system.  

This review looked at arrangements for major public health emergencies using the COVID-19 pandemic 
as the key case study. It also used heatwave, thunderstorm asthma, blue green algae, pandemic influenza 
and smoke as additional case studies.  

As a review of preparedness, the focus is on what was in place before the pandemic and the extent to 
which the public health and emergency management sectors drew on these pre-existing arrangements 
as the pandemic response unfolded in 2020.  

…escalated response beyond DHHS did not feel well developed so policy making and response was 
made on the 'hop'. No sense that the complexities of impacts on particular communities had been 
well-considered.  

Stakeholder  

Victoria had arrangements for health and public health emergencies in place before the pandemic, 
including the SHERP and SHERA. Victoria also had two pandemic influenza plans which provided sound 
guidance on containment strategies that could be adapted to a pandemic caused by a SARS coronavirus.  

While these plans could have been exercised more thoroughly or more often, they did exist. They were 
however, not implemented as expected. Over the review, IGEM noted two reasons for this.  

Existing plans and structures for major public health emergencies were not well understood across 
government. The lack of familiarity with, or even awareness of, major public health emergency 
arrangements and broader emergency management arrangements led to the creation of duplicated 
structures including alternative governance and public communications mechanisms.  

Further, the existing arrangements were also limited in the extent that they could be scaled to provide the 
Victorian Government with suitable oversight needed to manage what evolved into a whole-of-
government, whole-of-community crisis.  

Arrangements and plans lacked the degree of imagination and foresight to apply to high-
consequence/low-frequency emergencies.  

While well-intentioned, new governance mechanisms generated significant confusion with competing 
lines of authority and lack of clarity around accountability – particularly as statutory roles and 
responsibilities under the EM Act 2013 remained unchanged.  
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We had an emergency response running that was then decoupled from any governance. The protocol 
for emergency management is written down in the Act – there are two committees, one is at the 
bureaucratic level and one the executive, and they were removed in practice but not in actuality or in 
law. 

Stakeholder  

The sideways shift in governance was also seen in the way public communications was managed, away 
from public health emergency management expertise to a new, untested and tightly controlled 
mechanism.  

More than one stakeholder stated that, ‘public communications is the fire hose’. The response to a public 
health emergency relies on people changing their normal behaviour and habits and in the case of the 
pandemic, these behaviour changes were prolonged and extreme.  

Delays in communications approval processes had direct consequences on the currency of the 
information disseminated and therefore the community’s understanding of the situation and willingness 
to change their behaviour.  

These two examples highlight the importance of understanding and testing existing emergency 
management structures ahead of major emergencies. It is clear that preparedness for major public 
health emergencies is greater in divisions of government that interact with the emergency management 
sector through exercising, critical infrastructure arrangements and/or emergency liaison roles on a 
regular basis.  

Planning for major public health emergencies did not fully consider whether there would be enough 
capable people with the capacity to carry out the necessary public health and emergency management 
functions. There were public health and emergency management surge arrangements in place yet these 
were designed for brief, localised emergencies. Neither sector had considered how they would meet the 
intense workforce demands of a prolonged major public health emergency that affected every Victorian.  

COVID-19 testing site (Source: Northern Health/Facebook) 

The demands of the COVID-19 pandemic on the public health and emergency management workforce in 
2020 were extreme. However, Victoria simply did not have enough trained and experienced people ready 
to implement the plans in response to any major public health emergency. The surge arrangements were 
not fit-for-purpose, however, pre-existing public health staffing shortages were a key contributing factor.  

Victoria’s state-level public health function operated under a centralised model. There were no public 
health staff in regional Victoria and this severely restricted that sector’s preparedness to surge in 
response to the pandemic.  
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A direct consequence of not having enough staff is that those working in response and relief are much 
more likely to experience mental and physical exhaustion as they work long days in order to do what 
needs to be done.  

Organisations recognise the need to manage staff fatigue and workloads during emergencies. While 
there was no state or sector-wide fatigue management policy, most had policies covering maximum 
continuous work and overtime hours and required rest periods. These policies do not appear to have 
been applied systematically, as departments and agencies reported increasing concerns about staff 
fatigue and mental health as the pandemic progressed.  

It was difficult for people to switch off from the pandemic because it affected every aspect of their daily 
lives. COVID-19 was a constant topic of media discussion. Many of those working in pandemic response 
were also supporting children with remote learning. There was anxiety about parents in aged care 
facilities, friends and family members living alone. Proactive surge workforce and fatigue management 
planning would have reduced some of the uncertainty people working in response and relief were 
experiencing.  

The human factor of responding to major public health emergencies (or any emergency) is not just about 
having enough people to fill the rosters, it is also about relationships.  

Systems and structures are critical to preparedness as they provide the clarity and means to respond 
consistently. However, the building and strengthening of relationships is also pivotal to preparedness. To 
‘work as one’ people need to get to know each other. Preparedness activities provide many opportunities 
for organisations, teams and individuals to build relationships.  

Stakeholders said that the act of planning, exercising and training together enhances preparedness, 
giving examples related to managing the impact of smoke, extreme heat and thunderstorm asthma.  

Stakeholders provided many examples of pre-existing relationships improving the efficiency and 
effectiveness of the pandemic response. The ability to contact colleagues from other sectors and 
organisations at any time was seen as an essential element of preparedness in itself, and an important 
by-product of other preparedness and business-as-usual activity. 

There were some real strengths in utilising and being able to work through the normal emergency 
management relationships and arrangements that just saved our bacon so many times. 

Stakeholder  

Conversely the lack of prior networking between the public health and the emergency management 
sectors and those representing the interests of vulnerable or high-risk groups significantly weakened 
Victoria’s preparedness for a major public health emergency like the COVID-19 pandemic. This includes – 
but is not limited to – multicultural and multifaith peak bodies, family violence services, disability, 
homelessness and aged care advocacy groups.  

Public communication is the primary tool for managing major public health emergencies. The ‘public’ 
however is not homogenous. For communication to be effective it needs to be timely, tailored to suit the 
audience and targeted using appropriate channels. This is especially the case when a government 
department is trying to get people to change their individual behaviour to benefit the community as a 
whole.  

Good communication requires more than translated materials and messages that take cultural and 
demographic contexts into account. It should also apply community-led principles. Asking those who are 
vulnerable or high-risk, or their recognised representatives, the best way to communicate with them 
takes time.  

Experience and evidence continues to demonstrate that establishing relationships with peak bodies or 
advocacy groups before an emergency is an important step in preparedness – particularly for major 
public health emergencies. The outcomes of some pandemic response efforts in 2020 clearly demonstrate 
the consequences of not taking a community-led approach.  

It was beyond this review’s scope to discuss the national arrangements for managing major public health 
emergencies in detail. However, it is worth noting that some of the most significant failures in pandemic 
response – aged care regulation and quarantine – occurred as a result of the Australian Government not 
acquitting its emergency management responsibilities in the way the states and territories expected.  
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Aged care is complex with its mixture of Australian and state-funded, private and non-profit providers. 
However, those living in aged care are a known risk group for many major emergencies and there was not 
an appropriate level of oversight for the emergency preparedness of all facilities.  

The emergency management sector has tended to look backwards in its preparedness efforts, planning 
for past emergencies. This reactive approach has driven decisions around policy, funding and 
investment. Stakeholders talked about the ‘decade of attrition’ and ‘resource starvation’ experienced in 
public health which undermined the ability of the sector to provide the expected timely and sustained 
pandemic response.  

There were known vulnerabilities in Victoria’s preparedness for major public health emergencies – 
particularly in the logistics of communicable disease management. The state-level health protection 
function had insufficient capability and capacity and struggled to meet business-as-usual demands. 
Public health officers were using outmoded contact tracing and outbreak management methods – 
paper/electronic hybrid systems that unnecessarily increased the administrative burden.  

Given appropriate funding however, the Department of Health’s Health Protection Branch was able to 
rapidly upgrade its systems and improve its processes. For funding to be ‘appropriate’ it needs to be 
targeted and of a sufficient sum and frequency to achieve the intended outcomes.  

In another example of what can be accomplished with appropriate investment, funding regional health 
services to establish Local Public Health Units proved to be very successful in increasing Victoria’s 
contact tracing and outbreak management capability and capacity. Decentralising Victoria’s health 
protection function in this way quickly extended its reach and enabled a more nuanced approach based 
on local knowledge, networks and relationships.  

It is common for governments to allocate funding during and after emergencies to support response and 
relief efforts. While often necessary, it is a very reactive approach to investment in emergency 
management. Examples include reprioritised funding for smoke management after the 2014 Hazelwood 
Mine fire and boosted funding for thunderstorm asthma monitoring and public information/warnings 
after the 2016 epidemic event. 

…similar objectives but very different approaches. Can be resolved but not without significant 
engagement to understand each other – has not been a systemic approach so far.  

Stakeholder  

There is a strong alignment between the objectives of public health and emergency management. 
However, the two disciplines have different approaches to leadership and managing emergencies.  

The authorising environment for managing public health emergencies is complicated, with dual 
legislation that is not integrated or clear about the potentially competing responsibilities of those 
appointed to statutory roles under the EM Act 2013, and the Public Health and Wellbeing Act. One 
stakeholder said ‘…the CHO’s responsibilities under the [Public Health and Wellbeing] Act at the end of 
2019 were crystal clear. The connection to the EMC and the entire system [was] not.’  

Sharing data, information and intelligence has also been a sticking point. It is important to note that while 
IT solutions support a culture of transparency, they do not create one.  

Diversity in knowledge, skills and experience can be a strength but only if each party is willing to 
understand the other’s viewpoint and way of doing things. The lack of understanding between the two 
disciplines was a known vulnerability before the pandemic, both within DHHS – now DH – and more 
broadly.  

IGEM’s thunderstorm asthma review found this lack of understanding to be problematic. The issue was 
still problematic during 2018 pandemic exercising where the lack of shared understanding and poor 
integration between public health and emergency management functions was identified as a gap.  

Creating greater alignment between the emergency management and public health sectors is a critical 
component of strengthening Victoria’s preparedness for future public health emergencies.  

…you can never set up a system that’s perfect for every circumstance, you need a sense of principles 
and a lot of good spirit.  

Stakeholder  
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Stakeholders provided mixed feedback on whether the designation of classes of emergencies is 
appropriate. Many said that categorisation of emergencies into classes is unhelpful because it suggests 
there’s a hierarchy, is confusing and reflects frequency, severity or consequence, rather than hazard type.  

The classification of emergencies has reinforced silos and there is a perception that responder agencies 
receive more attention in terms of funding and representation on key committees and groups – which in 
turn elevated Class 1 emergencies at the expense of Class 2. This may be a legacy of a greater frequency 
of high-consequence Class 1 emergencies compared to Class 2. However, on inspection of the 
arrangements and observations of the emergency management sector’s operation over time, IGEM 
supports the notion that Class 1 emergency arrangements are better resourced, practised and, 
consequently, more mature.  

Regardless of the classification system in place, there is an unexplained lack of clarity and consistency in 
the governance arrangements – particularly in relation to accountability in control and coordination.  

The COVID-19 pandemic tested Victoria’s preparedness for major public health emergencies, exposing 
known vulnerabilities and revealing unknown gaps.  

Improvements in pandemic response and relief have been identified and implemented since the 
pandemic began, either organically or following recommendations from a growing list of state and 
national inquiries. Many of the learnings have resulted in systemic changes that will benefit Victoria’s 
business-as-usual public health capability and capacity, as well as its preparedness for major public 
health emergencies.  

As mentioned previously, Local Public Health Units are a noteworthy example of a system modification 
that improved Victoria’s pandemic response. There is opportunity to consider how Local Public Health 
Units could improve Victoria's preparedness for future major public health emergencies, for example, 
expanding their scope beyond communicable diseases. 

The formalisation of terms of reference for the new incident-specific Major Emergency Inter-
Departmental Committee also embeds reactive governance actions into emergency management 
doctrine.  

There is an increasing need for Victoria to be prepared for more widespread, longer and more complex 
emergencies as the impacts of climate change take effect.  

This review provides public health and emergency management sectors an opportunity to take stock and 
consider these adaptations as opportunities to strengthen Victoria’s preparedness for future public 
health emergencies.  

An empty Bourke Street Mall (Source: Department of Jobs, Precincts and Regions) 
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