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Part 1. Summary of key recommendations

This document provides specific guidance on the management of pertussis incidents

in healthcare settings. The following updates the key public health actions based

on the 2012 Health Protection Agency (HPA) Guidelines for the public health
management of pertussis in healthcare settings (1) and the revised 2016 national Public
Health England guidelines for the public health management of pertussis (2). ‘

national guidelines
e in particular the definition of a vulnerable infant which takes into ®iccung the latest
evidence of the effectiveness of the immunisation programme for pr@gfiant women
e revised definition of the recommended exclusion period, w s been reduced
from 5 days to 48 hours after appropriate antibiotic the
e updated flow diagrams for management of cases an
and 2).

¢ revised definitions of the priority groups for public health action in Iin6

The information presented by this guidance is intend§d to supplement, not substitute
for, the expertise and judgement of healthggte prof€ssionals.

1.1 Case management (for all @in\aMy suspected, epidemiologically linked
and lab confirmed cases)

e Case management incl§ oratory testing, antibiotic treatment and identification
of household contact @ 3l proceed according to the Public Health England (PHE)
guidelines for t Uy Mealth management of pertussis, hereafter referred to as the
PHE guide§neg(

rers (HCWs) who have been diagnosed with pertussis (either

cted, epidemiologically linked or laboratory confirmed) should be

ntil 48 hours of appropriate antibiotic treatment has been completed OR
for 21 days from onset of symptoms, if appropriate antibiotic treatment has not been
completed.

e Hospitalised patients diagnosed with pertussis (either clinically suspected,
epidemiologically linked or laboratory confirmed) should be placed in respiratory
isolation during the infectious period.

e As pertussis is a notifiable disease, all cases should be reported to the local Health
Protection Team (HPT) as soon as possible. Cases associated with a healthcare
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setting should also be reported to the relevant Infection Prevention and Control team
(IPCT) and for HCWs, to Occupational Health (OH), even if it is too late for
prophylaxis.

e If a woman has confirmed or suspected pertussis during pregnancy she should still
be offered the pertussis vaccine as not all women may make sufficiently high levels
of antibodies following natural infection that can be passed across the placenta to
protect the infant from birth.

1.2 Definitions

should not be delayed until the results of laboratory testing are availabl

Infectious period: A case is considered infectious from onse@nptoms until 48
hours of appropriate antibiotic treatment OR for 21 days @ of symptoms if

appropriate antibiotic therapy has not been completed

Significant exposure in a healthcare setting: Qd direct face-to-face contact
(< 2 metre distance) for greater than a cumulative pegjod of 1 hour with an infectious
case OR direct contact with respiratory s tions TTom an infectious case e.g.
performing an aerosol-generating proc xamination of the nose and throat
without appropriate personal protectjye ment (3). A lower threshold should be

considered in some circumstanc ere unimmunised or partially immunised
infants are exposed (Section

e
e

Please note, this definit gnificant exposure should not be used for contact
tracing outside o settings.

TR,
1.3 Priorit

r& contact tracing and prophylaxis

contacts can limit the spread (4,5) and may also be of benefit in reducing transmission
to those who are most at risk of severe or complicated infection such as young
unimmunised infants born to unvaccinated mothers. Therefore this is recommended in
settings where there is a vulnerable person or an individual who may facilitate ongoing
transmission to vulnerable groups. The list of priority groups for public health action has
been updated from earlier guidance and is based upon identifying groups who are
either:
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Group 1. At increased risk of severe or complicated pertussis (‘vulnerable’)
Group 2. At increased risk of transmitting infection to individuals in group 1 (see
below)

Group 1: Groups at increased risk of severe or complicated pertussis (‘vulnerable’)

In light of the high effectiveness of the maternal pertussis vaccine programme in
preventing disease for those infants less than 2 months of age, the definition
vulnerable infants has been amended as follows:

maternal vaccine status OR
e unimmunised infants (born >32 weeks) less than 2 months of age w thers
did not receive maternal pertussis vaccine after 16 weeks and at leagt #Pweeks

e unimmunised infants (born <32 weeks) less than 2 months of age reﬁ, f
0S

before delivery OR
e infants aged 2 months or over who are unimmunised or p@mmunised (less
than three doses of DTaP/IPV/Hib up to 1 year of age s of maternal

vaccine status.
Group 2: Groups at increased risk of transmitt stis to those at risk of
severe or complicated infection (Group 1), wh ve not received a booster
dose of pertussis vaccine more than 1 k and less than 5 years ago

e pregnant women (>32 weeks ges\em
e healthcare staff working witg or pregnant women.

1.4 ldentification of ¢ r prophylaxis

Prophylaxis sho 0 d to those in priority groups WITH a significant exposure to
an infectiousg®, itMy a healthcare setting. However, the time/duration criteria are
only a guide unimmunised or partially immunised infants are exposed, a

lower thr hould be applied e.g. prophylaxis should be considered for these
ct contact with an affected HCW regardless of duration of contact.

1.5 Action for priority contacts identified with a significant exposure

Contacts in the priority groups defined above who have been identified within 21 days of
a significant exposure (described in section 2.2) should be offered chemoprophylaxis/
vaccination as outlined below.
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1.5.1 Chemoprophylaxis

Chemoprophylaxis should be offered (based on recommendations in the PHE
guidelines) (2) to contacts within 21 days of a significant exposure in the following
priority groups:

e vulnerable infant contacts (as defined in section 1.3)

e pregnant women (>32 weeks gestation) who have not received a booster dose
pertussis vaccine more than 1 week and less than 5 years ago

e HCW contacts who have not received a booster dose of pertussis containgg factine

more than 1 week and less than 5 years ago. Q
1.5.2 Vaccination

Immunisation should be considered for those who have been d
chemoprophylaxis:

with the appropriate vaccine according to thege ed schedule

e a booster dose of pertussis containing vaccine mended for pregnant women
(> 32 weeks gestation) and HCW contacts wh e not received a dose of
pertussis containing vaccine in the pr ing 5 years and no Td-IPV in the

preceding month.
1.5.3 Communication $
“Inform and advise” Ietter@ e provided along with the offer of prophylaxis

(Appendix 3).
¥ @with significant exposure NOT in priority groups

niffcant exposure who are not in priority groups should be informed
ek medical attention if symptoms develop (template letters included in

¢ vulnerable infants (as defined in section 1.3) shoulE lete the primary course
r

1.6 Action

Contacts
and a0
Appendix

1.7 Case finding and surveillance

The relevant IPCT and OH should be informed of any cases of pertussis that occur in a
healthcare setting, even if beyond 21 days of exposure and therefore too late for
prophylaxis. The IPCT and OH should carry out case finding for existing cases among
patient and HCW contacts and passive surveillance for further cases that may occur.
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1.8 Two or more epidemiologically linked cases associated with a
healthcare setting

If two or more confirmed or epidemiologically linked cases of pertussis occur in a
healthcare setting, an outbreak control team should be convened. If transmission is
most likely to have occurred within the healthcare setting, then in addition to the
actions taken as per algorithms for single cases, consideration should be given to
offering vaccination more widely. The priority is active case finding and therefore in
these circumstances a less specific case definition should be used to ensure

cases are missed.

Expert advice on outbreak investigation and response is available frg
Immunisation, Hepatitis and Blood Safety Department (IHBSD), PHE C@lin (020
8200 4400) and on laboratory investigation from the Respiratory and V4rg
Preventable Bacteria Reference Unit (RVPBRU), PHE Colinda 20 8927 7887)".

Q
>
&

! Laboratory confirmation and public health action

Appropriate public health action should not wait for laboratory results as negative results cannot be used to
exclude pertussis infection. At the request of the local Health Protection Team (HPT), the Bordetella Reference
Laboratory will prioritise testing for evidence of B. pertussis infection in support of outbreaks or incident
investigations as appropriate. However, please note these services are not available outside of regular working
hours. Please contact RVPBRU on 0208 327 7327 and discuss with senior staff prior to sending specimens.

9
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Part 2. Background, risk of transmission and rationale of
action
2.1 Background

Pertussis is an acute respiratory infection caused by the Gram-negative organism
Bordetella pertussis. Pertussis can affect individuals of any age although the cli 'cav
presentation does vary. Young unvaccinated infants are at highest risk of se\ere
complications (including pneumonia, apnoea and seizures) and death. G,
vaccinated individuals often present with milder symptoms and atypical

which may go unrecognised leading to delays in treatment and timefy p Ith
action to prevent ongoing transmission.

Protection conferred through natural infection or vaccination i@elong. The UK
childhood immunisation schedule consists of three primar, ses of pertussis

containing vaccine and a preschool booster dose (6). te®ion following
vaccination wanes over time, susceptible adults in tige p tion can be an important
source of infection for infants too young to be aff igect protection from

vaccination. Susceptible adults working in healthcare@settings pose a potential risk of
transmission to vulnerable infants and inciggnts inTiealthcare settings can be both
challenging and resource intensive to agegylt is not currently national policy to
routinely offer pertussis boosters to caWhcare staff working in high risk settings.

o¥nendations in the PHE guidelines on the public
"It seeks to provide additional specific guidance for
managing incidents asso healthcare settings based on a review of published
literature and inter. Buiflance as well as the results of a survey of pertussis
incidents in heal sef®gs managed by local Health Protection Teams (HPTSs,
previously c %\ rotection Units)? in 2011, and updates the 2012 guidance (1).

health management of pe

Outbreaks of pertussis in healthcare settings and exclusion of affected staff can be
disruptive and costly to manage (7). Several instances of pertussis transmission in
health care settings have been reported in the literature and include transmission from
HCW to HCW (7-10), HCW to patient (8,11,12) as well as patient to HCW (9,13) or a

% Note: After April 2013, the functions of local Health Protection Units (HPUs) were transferred to Public Health
England Health Protection Teams (HPTSs)

10
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mixture of these (14,15). However the greatest risk of nosocomial transmission is likely
to be from a HCW to a patient or to another member of staff.

Individuals with pertussis are most infectious in the initial catarrhal stage and during the
first three weeks after the onset of cough (16). Pertussis is transmitted by large droplets
(17). Traditionally, droplet transmission has been accepted as occurring within 3 feet of
the infected patient. However, more recent studies have suggested that droplets can be
dispersed to a distance of 6 feet (1.9 metres) during coughing (18). B. pertussis D
has been detected as far away as 4 metres (13 feet) from a patient’s bedside for up
days following initiation of therapy although the clinical relevance of this rem
uncertain (19). The risk of transmission will therefore be dependent on t
procedure undertaken and duration and proximity of exposure, with the
in settings involving close prolonged clinical contact e.g. intensive cfre
settings.

The recommendations for chemoprophylaxis and post expos cination require
consideration of the nature of the healthcare setting wher ure has occurred
including level/proximity of contact, the vulnerability of thge eposed and the

effectiveness of available interventions. 0

Young unimmunised infants are at highest risk of séQere complications, hospitalisation
and death from pertussis. There is very little evid supporting the increased risk of
pertussis in other clinical risk groups sucifasSgdividuals with underlying respiratory
conditions, immunocompromised or prégna&gt women (20-26). The risk for pregnant

women is in late pregnancy and rela the potential transmission to the newborn.
Pregnant women themselves ear to be at increased risk of severe pertussis
compared with non-pregn&gt Although older children are at a lower risk of
severe disease, they pos \ onward transmission. However, given the rapid
turnover of patients in atric setting, and the likelihood that the majority are

likely to be complei®g or Wirtially immunised, onward transmission within the healthcare
j eNyfore chemoprophylaxis for exposed older children in the
t routinely recommended.

healthcare se%in

of benefits of chemoprophylaxis is limited to close prolonged household
type contactPevidence of effectiveness is limited outside of these settings (4). The
primary accelerated infant vaccination schedule in the UK is highly effective in
preventing severe complications in infants and young children (27). The current
schedule (primary schedule plus preschool booster) is thought to provide protection in
children until at least 10 years of age (27). Although the duration of protection from
boosters administered in adolescence and adulthood has not been clearly established,
post exposure vaccination has the potential to provide longer term protection against
current and future exposures. The use of pertussis booster vaccination in a hospital

11
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outbreak in the USA demonstrated rapid antibody responses and the potential to reduce
susceptibility of the population within 1-2 weeks (5).

In light of the above evidence, these guidelines restrict the use of wider
chemoprophylaxis and vaccination to healthcare settings where the risks from pertussis
transmission are highest i.e. settings involving infants and pregnant women. In all other
healthcare settings, case management and provision of information and advice to
contacts with significant exposure to seek health advice if they develop symptoms
recommended. Chemoprophylaxis and post exposure vaccination is NOT
recommended in healthcare settings where pregnant women or infants are ngt irgol

The two main scenarios considered here are:

1. The index case in a HCW
2. The index case is a hospitalised patient.

The following pages go through the risk assessment and man%nt of cases and
contacts for each of these scenarios. These are summarj charts in Appendix

1 and 2. It is advised that the flow charts be read in com jon with the full guidelines.
Sample letters for HCW and patient contacts arayy dedW Appendix 3.

Q
B
&
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Part 3: Definitions
3.1 Case definitions
Suspected case of pertussis:

e any person in whom a clinician suspects pertussis infection or
e any person with an acute cough lasting for 14 days or more, without an apparen
cause plus one or more of the following:
o paroxysms of coughing
o post-tussive vomiting
o inspiratory whoop

AND

e absence of laboratory confirmation @
e no epidemiological link to a laboratory confirmed c

3
Confirmed case of pertussis:

e Any person with signs and symptoms istent with pertussis with:-
o B. pertussis isolated from a re @ample (typically an NPA or NPS/PNS
(or throat swab) or
o anti-pertussis toxin IgG tit /ml from a serum or >70 aU from an OF
specimen (19) (in the ce®f vaccination within the past year®) or

o B. pertussis or BorQgtel p. Polymerase Chain Reaction (PCR) positive in a
respiratory clinicd % ynen.

Epidemiologiga@ase of pertussis:

e asus & with signs and symptoms consistent with pertussis, but no
firmation, who was in contact with a laboratory confirmed case of
pertuSSain the 21 days before the onset of symptoms.

3.2 Priority groups for public health action

Priority groups for consideration of prophylaxis in healthcare settings are as below,
based on current PHE guidelines on the public health management of pertussis (2).

® This is currently under review and will be modified as more data is available.

13
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Group 1: Groups at increased risk of severe or complicated pertussis (‘vulnerable’)

e unimmunised infants (born <32 weeks) less than 2 months of age regardless of
maternal vaccine status OR

e unimmunised infants (born >32 weeks) less than 2 months of age whose mothers
did not receive maternal pertussis vaccine after 16 weeks and at least 2 weeks
before delivery OR

e infants aged 2 months or over who are unimmunised or partially immunised (les
than three doses of DTaP/IPV/Hib up to 1 year of age) regardless of mater
vaccine status.

Group 2: Groups at increased risk of transmitting pertussis to t
severe or complicated infection (Group 1), who have not recei
dose of pertussis vaccine more than 1 week and less than 5 year

e pregnant women (>32 weeks gestation) @

e healthcare staff working with infants or pregnant wo .

3.3 Infectious period
A case is considered infectious from onset of sym s until 48 hours of appropriate antibiotic

treatment or for 21 days from onset of syfipt®gs if they have not received appropriate antibiotic
therapy.

Chemoprophylaxis/vacginaffo ould therefore be considered for contacts in priority
groups with significant if BOTH these conditions are met:

e EXxposur C uring infectious period
o Proppy@gis§gn be offered within 21 days of last exposure (incubation period)

3.4 Signgnt exposure in a healthcare setting

Unprotected* direct face-to-face contact (< 2 metre distance) for greater than a
cumulative period of 1 hour with an infectious case

OR

4 Unprotected exposure refers to exposure in absence of appropriate PPE. Appropriate PPE for respiratory
infections transmitted by droplet route includes surgical mask and use of gloves and apron if appropriate (29,30).

14
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Direct contact with respiratory secretions from an infectious case e.g. performing
aerosol-generating procedures or examination of the nose and throat without
appropriate personal protective equipment (PPE).

The 2 metres (6.5 feet) distance is based on the evidence that coughing can result in
dispersal of droplets up to a distance of 2 metres (section 2.2). The 1 hour cut-off is
arbitrary, based on the lower risk to transient contacts, and is consistent with other
international guidelines (28). However the time/distance criteria should be used as
guide and a lower threshold may be considered in some circumstances. For examp
where an infected HCW has provided direct clinical care to hospitalised infa
(unimmunised/partially immunised), prophylaxis may be offered to these js
when the duration of contact is less than 1 hour. Such circumstances sh
discussed with the local HPT.

15
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Part 4. Case Management

Public health action should proceed on all clinically suspected, epidemiologically
linked and laboratory confirmed cases of pertussis. Public health action should not
be delayed until the results of laboratory testing are available. For details of case
management, refer to the current PHE guidelines (2).

4.1 Exclusion

pertussis is suspected, until 48 hours of appropriate antibiotic treatment
or for 21 days from onset if not treated. If the case is a hospitalised
should be placed in respiratory isolation until 48 hours of treatment ¥ c eted or for
21 days from onset if not treated. HCWs looking after patients with pert@g8is should

wear appropriate PPE (29,30). @

4.2 Laboratory confirmation and public health actgn

The choice of testing method will depend on the thp"case and their duration of
symptoms. For detailed information on the appropric§e methods for confirming
suspected cases, please refer to the current PHE ¥#delines (2). For further advice,
please contact the RVPBRU, PHE Colinglile % 020 8327 7327. Please note that the
sensitivity and specificity of these tests ot 100%. Therefore negative results cannot
be used to exclude pertussis infectio lic health action should proceed based on a
risk assessment of the clinical@' miological factors (based on the case

)

definitions stated in secti .
4.3 Treatment Q Q
Antibiotic th 3;@ be instituted according to current PHE guidelines (2).

If a wgma onfirmed or suspected pertussis during pregnancy she should still be
rtussis vaccine as not all women may make sufficiently high levels of
antibodies following natural infection that can be passed across the placenta to protect
the infant from birth.

4.4 Notification

As a notifiable disease, all cases of pertussis should be reported to the local HPT.
Cases associated with a healthcare setting should also be reported to the relevant
infection prevention and control team (IPCT) and for HCWs, to occupational health (OH)

16
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even if it is too late for prophylaxis. This will heighten awareness and enable the IPCT
and OH to detect and manage any further cases early.

4.5 Management of household contacts

Identification and management of household contacts should proceed according to
current PHE guidelines (2) and will be undertaken by the local HPT. Household contacts
who have symptoms suggestive of pertussis should be advised to seek medical
attention and to avoid visiting the case in hospital until they have been assessed an

managed appropriately.

&
Q
B

O
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Part 5: Clinical Scenarios

5.1 Scenario 1, Single case in a Healthcare Worker
(Clinically suspected /epidemiologically linked or laboratory confirmed)®

5.1.1 Background

Inform the relevant IPCT and OH department, and ensure the local HPT are a
IPCT and/or OH will be responsible for case finding and passive surveillancefor @ar
detection of any further cases. The IPCT and OH should be informed ev@s

beyond 21 days of exposure and too late for post exposure prophylaxs.

The priority is case finding and therefore in these circumstances a less fipg#ific case
definition should be used; a low threshold is recommended for rral
symptomatic contacts to a clinician for assessment, and for re to the IPCT.

5.1.2 Risk assessment

I. Does the HCW provide care to priority grouRgat®nts, i.e. pregnant women or
infants?

il. Has the HCW worked during the i
iii. Can action be taken for contact
days of exposure to the HCW case~

If yes to all of the above, en%} for wider chemoprophylaxis and vaccination
should be considered. If e orm and advise contacts with significant exposure to
seek medical attention if velop symptoms suggestive of pertussis (Appendix 3).
HCW contacts wh V mptoms should also inform OH.
*
Identification f% in priority groups with significant exposure in the healthcare

[SiO? of information to contacts identified in order to facilitate early
oul®be carried out even if it is too late for chemoprophylaxis.

ous period?
defthed below in section 5.1.3) within 21

5.1.3 Identification of contacts in the healthcare setting for post-exposure prophylaxis

HCW contacts

HCWs who had greater than 1 hour of cumulative contact at a distance of less than 2
metres (6.5 feet) with the affected HCW whilst infectious AND who will be working with

® See Appendix 1 for flow chart, to be read in conjunction with the text in this document

18
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infants and/or pregnant women providing direct clinical care in the subsequent 3 weeks
need to be identified.

Patient contacts

Patients exposed to the affected HCW during the infectious period should be
identified from the priority groups defined in Section 1.3 with significant exposure to the
index case (<2 metre/>1 hour).

Post exposure prophylaxis should be offered to those identified as recommernflediin
section 6. Any other contacts identified that had significant exposure (1 ut arggnot
in priority groups (as defined in Section 3), do not require prophylaxis. T be
informed and advised to seek early medical attention if they develogfsymp

suggestive of pertussis (see Appendix 3).

5.2 Scenario 2, Single case in a hospitalised patient
(Clinically suspected /epidemiologically linked or laborato, igfed)®

5.2.1 Case finding and surveillance 0

Inform the relevant IPCT and OH department, and egsure the HPT are aware. The
IPCT and/or OH will be responsible for ¢ inding and surveillance for early detection
of any further cases.

The priority is case finding and th em these circumstances a less specific case
definition should be used; a log tgsh0ld is recommended for referral of symptomatic
contacts to a clinician for S t, and for reporting to the IPCT.

5.2.2 Risk asses%
I \k

eW¥ken within 21 days of exposure?
oSsibility that infants, pregnant women (>32 weeks gestation) or
warking with either of these two groups have had significant exposure
he infectious period? (i.e. a period when respiratory isolation has not
been implemented).

If yes to both of the above, then the need for wider chemoprophylaxis and vaccination
should be considered. If not then inform and advise contacts with significant exposure to
seek early medical attention if they develop symptoms suggestive of pertussis. HCW
contacts who develop symptoms should also inform OH.

® See Appendix 1 for flow chart, to be read in conjunction with the text in this document

19



PHE Guidelines for the Public Health Management of Pertussis Incidents in Healthcare Settings

Identification of contacts in priority groups with significant exposure in the healthcare
setting and provision of information to contacts identified in order to enable early
diagnosis should be carried out even if it is too late for post-exposure prophylaxis.

5.2.3 Identification of contacts in the healthcare setting for post-exposure prophylaxis

Significant exposure to other patients or staff will not occur where a case has been
respiratory isolation from the time of admission and in these circumstances n
postexposure prophylaxis is required.

HCW contacts Q

HCWs with significant exposure (<2 metre/>1 hour) to the affected pati hilst
infectious without wearing appropriate PPE AND who will be wgidging with infants and/or
pregnant women providing direct clinical care in the subseque@eeks

need to be identified.

Patient contacts 00

Patients who had exposure to the index case duri e infectious period should be
identified from the vulnerable groups defi in section 1.3 with significant exposure to
the index case (<2 metre/>1 hour).

5.3 Special Settings

(Neonatal Intensive Care
Care Unit (ITU)/ High Depg

y @)/Special Care Baby Unit (SCBU) Paediatric Intensive
% cy Unit (HDU) settings)

For a child adwi%el / SCBU/Paediatric HDU or ITU with pertussis, a risk
assessment x undertaken to determine the need for wider prophylaxis.

This will 1 idemtifying whether the case was ventilated, if this was a closed or

' hether there is a possibility of breaks in the ventilatory circuit

leading to osure risk. If in doubt, contact the local HPT for assistance in risk
assessment.

If a risk is deemed to exist, given the vulnerability of the patient population,
prophylaxis is recommended for infants specified in the vulnerable group defined in
section 1.3 within the same bay as the case (regardless of the time/duration of
exposure).

Chemoprophylaxis and/or vaccination should be offered to those identified as
recommended in section 6. Any other contacts identified that had significant
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exposure (<2 metre/>1 hour) but are not in priority groups (as defined in section 3),
do not need prophylaxis. They should be informed and advised to seek early medical
advice if symptoms appeatr.

There may also be complex questions arising from exposures in the NICU setting given
the vulnerability of the patient population and nature of HCW contacts. A range of

additional considerations may include the role of chemoprophylaxis for new admissions
and the scheduling of the first dose of vaccines for infants on NICU. For further adfge,

please discuss with colleagues in the Immunisation, Hepatitis and Blood Safet
Department (IHBSD), PHE Colindale (020 8200 4400). e}
Household contacts of cases who have symptoms suggestive of pertus [0, Jf5
advised to seek medical attention and to avoid visiting the case in h#s hey

have been assessed and managed appropriately. Risk assessment'ma be
required around the exposure of HCWs and patients to a symptomatic sehold
contact who may have spent a considerable period in a high rj ting whilst

themselves infectious (15).

5.4 Non-healthcare settings 0

The definition of a significant exposure st in these guidelines (<2 metre/>1 hour)
should only be applied for settings wh ealcare staff are providing clinical care to

patients. In potential exposures outsy tfe home and healthcare environments, such
as in antenatal classes, judgeme ul® be used as to the likelihood of significant
exposure risk, but wider prop is generally not recommended in other settings.
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Part 6: Chemoprophylaxis and vaccination

6.1 Chemoprophylaxis

Chemoprophylaxis should be offered (based on recommendations in current PHE
guidelines (2) to contacts identified with significant exposure in the following groups:

¢ vulnerable infants as defined in section 1.3 admitted to the same bay shoul bev
offered prophylaxis

e pregnant women (>32 weeks gestation) who have not received a boogegdos
pertussis-containing vaccine more than 1 week and less than 5 yeari
significant exposure to the index case (<2 metre/>1 hour)

e HCW contacts who have not received a booster dose of pertussis-c pning
vaccine more than 1 week and less than 5 years ago.

6.2 Vaccination @

Immunisation should be considered for those w h@ offered chemoprophylaxis:

e unimmunised and partially immunised infants Id complete the infant schedule
with the appropriate vaccine

e a booster dose of pertussis containi @ve is recommended for pregnant women
(> 32 weeks gestation) and HC aC¥% who have not received a dose of
pertussis containing vaccine i eding 5 years and no Td-IPV in the

preceding month.

Chemoprophylaxis is not §e ended for fully immunised infants (who have received
3 doses of pertusstg: g vaccine).
*

Vaccine for % ould be sourced directly from the manufacturers (Repevax®,
Limited, and Boostrix®-IPV, GlaxoSmithKline UK). Where vaccine
supplied please contact the national immunisation team for further

advice.
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Part 7: Surveillance

OH and the relevant IPCT should be informed of any cases of pertussis occurring in
healthcare settings. All contacts identified with significant exposure should be
informed and advised of symptoms to enable early detection of illness. The IPCT/OH
will need to undertake passive surveillance amongst staff and patients to ensure
early detection and management of any further cases. This would normally be for
period of 42 days (two incubation periods) from onset of symptoms in the index cas

Note: Although chemoprophylaxis is likely to be more effective whe

implemented early, it is not 100% effective. Vaccination does not p %0
protection against infection,;

iImmunity takes 1-2 weeks to develop and is known to wane ove®r tignegTherefore a
diagnosis of pertussis should still be considered in an exposed in@#idual who
develops signs and symptoms compatible with pertussis ite receiving
chemoprophylaxis and despite previous vaccination.

If further clinically suspected cases arise during the su
from onset of index case), testing should be disc the Respiratory and Vaccine
Preventable Bacteria Reference Unit (RVPBRU), P olindale (020 8327 7887) .
However, public health action including exclusion treatment of cases should

proceed based on clinical diagnosis. Q
”\&Q ‘

jI[Agce period (42 days

" Laboratory Confirmation and Public Health action

Appropriate Public Health action should not wait for laboratory results as negative results cannot be used to
exclude pertussis infection. At the request of the HPT, the Bordetella Reference Laboratory will prioritise testing for
evidence of B. pertussis infection in support of outbreaks or incident investigations as appropriate. However,
please note these services are not available outside of regular working hours. Please contact RVPBRU on 0208
327 7327 and discuss with senior staff prior to sending specimens
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Part 8: Two or more epidemiologically linked cases of

pertussis in a healthcare setting

If two or more confirmed or epidemiologically linked cases of pertussis occur in a
healthcare setting, an outbreak control team should be convened. An appropriate
outbreak control team is likely to include:

e Director of Infection Prevention and Control

e Hospital Microbiologist (if different)

e Infection control nurse

e Consultant/s from relevant clinical specialties

e Occupational health physician / nurse

e HPT representative

e Screening and Immunisation team representative
e Communications

Outbreak Control Team (OCT) risk assessment
should consider the following:

I Are any of the cases confirmed?
. Is transmission likely to have occylfe the healthcare setting or in the

community?
iii. Is the transmission from H W/HCW to patient/or patient to HCW?
V. What was the nature of geg etween the cases?
V. Is there a risk of orfyQir® @ ission in the setting?
Attempts should b firm diagnosis following discussion with the

Respiratory and ne Wgeventable Bacteria Reference Unit (RVPBRU), PHE
Colindale (0 79R7) 8.

If transmi most likely to have occurred within the healthcare setting, then in
e actions taken as per algorithms for single cases, consideration should be

g vaccination more widely.

Active surveillance will need to be in place to detect new cases early to enable quick

® Laboratory Confirmation and Public Health action

Appropriate Public Health action should not wait for laboratory results as negative results cannot be used to
exclude pertussis infection. At the request of the HPT, the Bordetella Reference Laboratory will prioritise testing for
evidence of B. pertussis infection in support of outbreaks or incident investigations as appropriate. However,
please note these services are not available outside of regular working hours. Please contact RVPBRU on 0208
327 7327 and discuss with senior staff prior to sending specimens
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diagnosis, exclusion or isolation and treatment. The priority is active case finding and
therefore in these circumstances a less specific case definition should be used to
ensure no cases are missed.

Expert advice on outbreak investigation and response is available from the
Immunisation, Hepatitis and Blood Safety Department (IHBSD), PHE Colindale (020
8200 4400) and on laboratory investigation from the Respiratory and Vaccine
Preventable Bacteria Reference Unit (RVPBRU), PHE Colindale (020 8327 7887).

QO

&
Q
B

O

25



PHE Guidelines for the Public Health Management of Pertussis Incidents in Healthcare Settings

Acknowledgements

Written by the Pertussis Healthcare Settings Guidelines Group.

Pertussis Healthcare Settings Guidelines Group

Gayatri Amirthalingam, consultant epidemiologist, Immunisation, Hepatitis and BI&

Safety Department (IHBSD), PHE Colindale

Colin S Brown, locum consultant microbiologist, Reference Microbiology SeWicds,
PHE Colindale

Blandina Blackburn, consultant occupational physician, Royal Ber

Foundation Trust, Association of National Health Occupational Heal yS S
Fiona Bryce-Johnston, health protection nurse, Hampshire & Isle of HPT
Foundation Trust, Association of National Health Occupational

Meera Chand, consultant microbiologist, Reference Microbiol@ervices, PHE
Colindale and Guy’s & St Thomas’ NHS Foundation Tru

Girija Dabke, consultant in communicable disease coMgomSouth East HPT
ienr

Norman Fry, head and clinical scientist, Vaccin e Bacteria Section; deputy
head, RVPBRU, Reference Microbiology Services; olindale
Paul Heath, professor in paediatric infectious dis s, honorary consultant, St.

George’s Hospital, London
David Jenkins, consultant medical mi iolo®st and lead infection control
Tr

a
doctor, University Hospitals of Leice ust, British
Infection Association
Lesley McFarlane, health,pr practitioner, East Midlands South HPT
Giri Shankar, consultant i icable disease control, Norfolk, Suffolk and
Cambridgeshire HPT
Elizabeth Sherid t microbiologist and head of HCAI and AMR, PHE
Colindale * &
Kathy WakeWg xb protection/infection prevention manager and immunisation
fa

lead, Ro lic Health, Infection Prevention Society
Willi consultant in communicable disease control, PHE Manchester

The following individuals provided specialist advice:

Rebecca Cordery, consultant in communicable disease control, South East London
HPT

Rachel Heathcock, consultant in communicable disease control, South East London
HPT

Gillian Marsh, senior health protection nurse practitioner, Cheshire and Merseyside
PHE Centre

William Newsholme, consultant in infectious diseases and lead infection control
doctor, Guy’s & St Thomas’ NHS Foundation Trust

26



PHE Guidelines for the Public Health Management of Pertussis Incidents in Healthcare Settings

Abbreviations

DTaP/IPV
GP

HPA
HPT
IHBSD
IPCT
JCVI
NHS
NPA
NPS

OF

OH

PCR
PHE
PNS
RVPBRU
Td/IPV
Tdap
UK
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Occupational Health
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Pernasal swab
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Appendix 1: Flow chart for HCW index case

Clinically suspected/epidemiologically linked or laboratory

confirmed case of pertussis in HCWW

|

Arrange laboratory testing to confirm (if required, public
health action should not be delayed while awaiting result)

A

Inform Occupational Health and Infection Control
Passive surveillance for further cases

4

> Notify local HPT

N HCVV
contacts

Direct clinical contact S¥lous
Worked with infants or e as per standard
while < Yes |« pregnant women or > No > nal guidance
infectious? HCWWs working with Pas®ve case surveillance
these groups? amongst staff
Inform and advise contacts
. Is action possible Significant
No Yes » within 21 days of las contact (>1 hour > No
exposure? at <2m)?
A y
Exclude case until non infectious . ssive case :
Manage case as per standard surveillance «—— Yes
national guidance Inform and advise
A

Exclude case until non
infectious
Manage case as per standard
national guidance

Priority con

cts

Priority contacts as definedin Group 1 or 2in
section 1.3 of the guidance?

¥
No

A h

Yes

A

Pas
surveillance

e case

Inform and advise

Significant contact

Significant contact

Significant contact

F

A A

{>1 hour at <2m)? 5 5
Less if young infant (>1 hour at <2m)~ (>1 hour at <2m)~
[ I
¥ wL " + “’
Yes Yes No Yes

Offer chemoprophylaxis and vaccination

Inform and advise

No action for contacts

'
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Appendix 2: Flow chart for hospitalised
patient index case

Clinically suspectedlepldemlol_oglcally Ilnk\_ed or Iab_oratory Notify local HPT
confirmed case of pertussis in an admitted patient

|

Arrange laboratory testing to confirm (if required, public
health action should not be delayed while awaiting result)
Manage case as per national guidance

|

Inform Occupational Health and Infection Control
Passive surveillance for further cases

Was the patient in respiratory isolation

during their admission while infectious? Yes No on for contacts
No
. . s Inform and advise
Is action possible within 21 days of last
o No vulnerable contacts
exposure?

Passive case surveillance

Patient agement HCW
actd ‘ ’

contacts

Priority contacts as definedin Group 1 or 2in
section 1.3 of the guidance?

|
v { v
Yes No Yes
* See main lext yfor 1CU/HDU v
Significant contact - .
. Significant contact Significant contact
surveillance (>1 hour at <2m)? (>1 hour at <2m)? (>1 hour at <2m)?
Inform and advise Less if young infant

v ¥ { ¥
No Yes No Yes No Yes
r 3
Offer chemoprophylaxis and vaccination No action for Inform and advise
contacts
I 3
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Appendix 3: Letters for contacts

A3.1 Letter for parents/guardians whose child has been in contact with a case
and does not require chemoprophylaxis

Dear Parent/Guardian, v

Your child has been identified as a contact of a case of whooping coug S at XXX
hospital/centre/practice.

Whooping cough is a lung infection caused by Bordetella pertussis bacjerijg. Whooping
cough usually begins like a common cold with a runny nose, low fever, §ffeezing and mild

occasional coughing. Over the next one to two weeks, this pr es to fits of coughing
which may be followed by choking and/or vomiting. The cq telh comes in short bursts
followed by a gasp for air (when the characteristic whoohgWISE may be made) and the
feeling of not being able to catch your breath. Whoopi ghrdoesn’t always cause the

typical whoop or vomiting after coughing.

As your child has been in contact with a case, theré§s a small possibility that your child may
develop whooping cough.

If your child is well and has been fully d/ is over 1 year old (DELETE AS
APPROPRIATE), the risk from the r act is low and, we would not recommend
antibiotics at this stage based on nal guidance. Please check that their
immunisations are up to date , check in their red book or with your GP or health
visitor).

If your child is unwell ‘ DS a cough illness in the next 3 weeks, please contact your
general practition arrange appropriate testing for whooping cough and
management,

Further i on pertu55|s Is available from:

http:/
or
https://www.gov.uk/government/collections/pertussis-guidance-data-and-analysis

Nhs.uk/Conditions/Whooping-cough/Pages/Introduction.aspx

Yours faithfully,

XXX
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A3.2 Letter for parents/guardians whose infant has been in contact with a case
and requires immunisation/chemoprophylaxis

Dear Parent/Guardian,

Your child has been identified as a contact of a case of whooping cough (pertussis) at
XXX hospital/centre/practice.

Whooping cough is a lung infection caused by Bordetella pertussis bacteria.
cough usually begins like a common cold with a runny nose, low fever, snee
mild occasional coughing. Over the next one to two weeks, this progres
coughing which may be followed by choking and/or vomiting. The co
short bursts followed by a gasp for air (when the characteristic who
made) and the feeling of not being able to catch your breath. Whooping

always cause the typical whoop or vomiting after coughing.
As your child has been in contact with a case, there is a '%at your child may
develop whooping cough.

To reduce the risk, we recommend that your chil S ort course of antibiotics. Your
child should attend for their routine immunisations aggusual as the vaccines offer long

term protection for your child against whogmggg cough. If your child is over 4 months and
has not received 3 doses of a pertussi @mg vaccine (the normal schedule
includes pertussis vaccines at 2, 3 m&nths), we will arrange for your child to
complete this schedule/ please c r GP or health visitor. ADD DETAILS OF
ARRANGEMENTS.

If your child is unwell or d @ a cough illness in the next 3 weeks, please contact

your general pract#§ y will arrange appropriate testing for pertussis and
management. o \

iOMyN pertussis is available from:

s.uk/Conditions/Whooping-cough/Pages/Introduction.aspx

https://www.gov.uk/government/collections/pertussis-guidance-data-and-analysis
Yours faithfully,

XXX
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A3.3 Letter for HCWs that have been in contact with a case but do not require
immunisation/chemoprophylaxis

Dear,

You have been identified as a contact of a case of whooping cough (pertussis). Although the
risk that you will develop whooping cough is low, we are writing to you to provide information
about whooping cough and what you should do in the unlikely event that you devel
symptoms.

Whooping cough is a respiratory infection caused by Bordetella pertussigfagterid. ooping
cough usually begins like a common cold with a runny nose, low fever.s %\, nd mild
occasional coughing. Over the next one to two weeks, this progresges  fi coughing which

may be followed by choking and/or vomiting. The cough often comes in t bursts
(paroxysms) followed by a gasp for air (when the characteristi@)pi noise may be made)

and the feeling of not being able to catch your breath. Whoopi gh doesn’t always cause
the typical whoop or vomiting after coughing.

serious in this group. Whooping
ents and adults. Across the UK, the
e groups is currently high.

Whooping cough most commonly affects infant
cough does, however, also occur in older children
number of cases of whooping cough in these olde

If a healthcare worker develops whoopj
vulnerable patients, particularly you

, they may transmit whooping cough to
n and pregnant women.

In line W|th national guidance, and immunisation is being offered to those with close
é e to work with children or pregnant women in the next 3

(M available to us, you are not part of this group and thus do not
ion as a result of the recent contact.

ness in the next 3 weeks, please contact occupational health on
nsure appropriate testing for whooping cough and management.

http://www.nhs.uk/Conditions/Whooping-cough/Pages/Introduction.aspx
or
https://www.gov.uk/government/collections/pertussis-guidance-data-and-analysis

Yours faithfully,

XXX
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A3.4 Letter for HCWs that have been in contact with a case and require
immunisation/chemoprophylaxis

Dear,

You have been identified as a contact of a case of whooping cough (pertussis). Although the
risk that you will develop whooping cough is low, we are writing to provide you with information
about the infection and how you can protect yourself and your patients.

Whooping cough is a respiratory infection caused by Bordetella pertussis badgeri ooping
cough usually begins like a common cold with a runny nose, low fever, syfe8ging mild
occasional coughing. Over the next one to two weeks, this progresse ghing which
may be followed by choking and/or vomiting. The cough often comgg inghONe#Ursts

(paroxysms) followed by a gasp for air (when the characteristic whoopi ise may be made)
and the feeling of not being able to catch your breath. Whoopi@gh oesn’t always cause

the typical whoop or vomiting after coughing.

Whooping cough most commonly affects infants and i %ious in this group. Whooping
cough does, however, also occur in older childreg, ée ts and adults. Across the UK, the
number of cases of whooping cough in these olde ups is currently high.

If a healthcare worker develops whoopin gh, they may transmit whooping cough to
patients, particularly young children angd %egrynt women.

As you have been in close contacg ase and you are due to work with infants or pregnant
women in the next 3 weeks, w, end that you have a short course of antibiotics and a

booster dose of vaccine (i not had a pertussis vaccine in the last 5 years) . ADD
DETAILS OF ARRANGE

If you develop‘a @:s in the next 3 weeks, please contact occupational health on
XXXXXXXX )& re appropriate testing for whooping cough and management.

n on pertussis is available from:

http://www.rMs.uk/Conditions/Whooping-cough/Pages/Introduction.aspx
or
https://www.gov.uk/government/collections/pertussis-guidance-data-and-analysis

Yours faithfully,

XXX
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