
 

 

Pertussis 
Information for General Practitioners and other Health Care Providers on 
clinical and public health management 

Infectious agent 

Bordetella pertussis (a bacterium) 

Clinical features 

Pertussis is a prolonged coughing illness with clinical manifestations that vary by age.  An initial 
catarrhal phase has runny nose, sneezing, absent or low- grade fever, and a mild occasional 
cough.  The cough gradually becomes paroxysmal (after 1–2 weeks), and may end in vomiting, 
cyanosis and/or a characteristic high-pitched inspiratory ‘whoop’.  Infants are less likely to have the 
inspiratory whoop and a significant catarrhal stage and are more likely to present with gagging, 
gasping, cyanosis, apnoea or non-specific signs such as poor feeding or seizures. “Partial 
vaccination can result in a milder illness and even fully-vaccinated people can still get the 
infection”.  Complications include pneumonia, encephalopathy and death.  

Epidemiology 

Pertussis in Australia is characterised by epidemics every 3 to 4 years with an ongoing baseline of 
cases in the inter-epidemic period.  The maximum risk of infection and severe morbidity is before 
infants are old enough to have received at least two doses of vaccine. Infants under 6 months of 
age account for the majority of pertussis hospitalisations and deaths.  

Incubation period 

4 to 21 days (average 7 to 10 days). 

Infectious Period 

Infectious period is from the onset of symptoms and gradually decreases to negligible 3 weeks 
after onset of cough.  For public health purposes, a case is considered non-infectious (even if the 
PCR result is still positive) at whichever time is the earlier of: 

 21 days after the onset of any cough 

 14 days after onset of paroxysmal cough (if the onset is known) 

 when 5 days of a course of an appropriate antibiotic has been completed. 

Immunity 

Susceptibility is general. Immunity following infection or immunisation decreases after about 5 
years. There is efficient transfer of protective maternal antibodies across the placenta with a half 
life of 6 weeks and disappearance by 4 months.  As pertussis antibodies wane over several years, 



 

there will be little humoral antibody protection for the infant unless the mother has been vaccinated 
or infected shortly before or during pregnancy. 

Diagnosis 

Nucleic acid testing (NAT) 

The most common method of nucleic acid testing (NAT) is polymerase chain reaction (PCR). It is 
the diagnostic method of choice unless delayed until after 4 weeks from any cough onset or after 3 
weeks from paroxysmal cough onset, after which serological testing may be more useful.  However 
NAT may be positive for 5 weeks or longer. NAT testing after 5 days of appropriate antibiotics is 
unlikely to be of benefit and is generally not recommended. 

Nasopharyngeal aspirates or nasopharyngeal swabs with Dacron™ or rayon tipped swabs are 
optimal, calcium alginate swabs should not be used.  Combined nose and throat swabs may also 
be used.Swabs for PCR should be sent to the laboratory dry, not in transport medium.  
Further information including technique for collection of nasopharyngeal swab or aspirate can be fo
und at: http://www.cdc.gov/pertussis/clinical/diagnostic-testing/specimen-collection.html. 

Culture 

Culture remains the gold standard for diagnosis of infection with Bordetella pertussis. However, the 
sensitivity is low, and declines quickly with the duration of illness.  Cough plates have no role in the 
diagnosis of pertussis. When culture is performed, nasopharyngeal samples, not throat swabs, are 
preferred. Nucleic acid testing has improved sensitivity over culture, is a highly specific and rapid 
test for the diagnosis of B. pertussis in respiratory samples, and is the test of choice in the acute 
illness. 

Serology 

Acute (within 2 weeks of cough) and convalescent (at least 1 week after acute sample) pertussis 
toxin IgG serology is useful to diagnose recent infection. A negative serology result within 2 weeks 
of illness onset should be repeated after 14 days.  A single high (>100 IU/ml) IgG titre with a 
clinically compatible illness is consistent with acute infection.. A single low IgG titre may represent 
past infection or vaccination but in the setting of a clinically compatible illness should be repeated 
after 7 days to look for a rising titre.  IgG titres may be elevated for an unknown period (reported as 
1 year but may be as long as 2 years) in an adult or adolescent after vaccination, therefore caution 
should be taken in interpreting serological results in a recently vaccinated person. 

Nasopharyngeal (not serum) B. pertussis specific IgA antibody testing may be performed on 
nasopharyngeal aspirates in lieu of blood sampling in young children. The test has poor sensitivity 
when performed within 3 weeks of illness onset; where NAT is the test of choice in this acute 
period. The main value of the nasopharyngeal B. pertussis specific IgA test is confirmation of 
clinically compatible pertussis >3 weeks after illness onset when NAT testing may be negative. 

Case treatment 

Specific antibiotics are recommended to reduce the patient’s infectiousness and may also reduce 
symptoms if given early.  Antibiotics may be of benefit if completed within 21 days of onset of 
cough as this is the end of the infectious period (see above).  For recommended treatment see the 
latest edition of Therapeutic Guidelines: Antibiotic Version 14, 2010 and outlined in Table 1. 
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Table 1: Recommended pertussis antibiotic treatment and post exposure prophylaxis by 
age group 

Age Group 
Macrolides Non-macrolide 

alternative 

Azithromycin Clarithromycin Erythromycin* Trimethoprim+  
Sulfamethoxazole 

<1 month 
10mg/kg daily 
for 5 days 

Not 
recommended 
(no safety data) 

Not recommended (as 
associated with pyloric 
stenosis) 

Not recommended 

1-5 months 

10mg/kg daily 
for 5 days 

7.5mg/kg twice 
a day for 7 
days  

Erythromycin 10mg/kg 
every 6 hours for 7 days, or 
Erythromycin (ethyl 
succinate formulation) child 
>1 month 10mg/kg 

Child ≥2months 
4+20mg/kg twice a 
day for 7 days  

Infants ≥6 
months and 
children 

10mg/kg (up 
to 500mg) on 
Day 1, 
followed by 
5mg/kg (up to 
250mg) on 
Days 2-5 

7.5mg/kg twice 
a day for 7 
days (up to 
1g/day) 

Erythromycin 10mg/kg (up 
to 250mg) every 6 hours for 
7 days, or  Erythromycin 
(ethyl succinate formulation) 
child >1 month 10mg/kg (up 
to 400mg) every 6 hours for 
7 days 

4+20mg/kg (up to 
160+800mg)twice 
a day for 7 days 

Adults 

500mg on 
Day 1 
followed by 
250mg daily 
on Days 2-5 

500mg twice a 
day for 7 days 

Erythromycin 250mg every 
6 hours for 7 days,  or 
Erythromycin (ethyl 
succinate formulation) 
400mg every 6 hours for 7 
days 

160+800mg twice 
a day for 7 days 

Therapeutic Guidelines: Antibiotic notes there is currently no clinical evidence to recommend the 
use of roxithromycin for the management of pertussis. In vitro evidence indicates it is relatively 
ineffective.  

* Therapeutic Guidelines: Antibiotic lists erythromycin as a 2nd reference drug for treatment and 
prevention of pertussis 

Case isolation and restriction 

Exclusion from work, school, preschool, and child care, and restricted attendance from other 
settings, especially where there are infants aged < 6 months or women in the last month of 
pregnancy, should be recommended for cases until they are no longer infectious, i.e. until: 

 21 days after the onset of any cough 

 14 days after onset of paroxysmal cough (if the onset is known) 

 when 5 days of a course of an appropriate antibiotic has been completed. 

Contact management 

Contact definition 

Close contacts are people with face to face exposure (within 1 metre) to an infectious case for a 
single period of at least one hour.  The exception to this is neonates where exposure for less than 
one hour is still defined as a close contact. 

High risk contacts 

The priority is to identify high risk contacts within the household or other settings, who are less than 
6 months of age or in the last month of pregnancy, and people who may infect them.  This includes:  



 

 Any woman in the last month of her pregnancy regardless of her vaccination status. 

 Any infant < 6 months of age regardless of vaccinations status. 

 In a household setting, expectant parents (or carers) in last month of pregnancy. 

 All household members if the household includes an infant < 6 months of age. 

 Health Care Workers in maternity or newborn nursery where a woman is in the last 
month of her pregnancy or infants < 6 months of age are present. 

 Childcare staff who look after infant < 6 months of age. 

 Children in childcare who have close contact with infants < 6 months of age. 

 

They will require a fact sheet / letter, preventative antibiotics and for high risk workers and children 
in childcare, exclusion.  For pregnant women if the infant is born before the mother or household 
contacts have completed 5 days of a course of appropriate antibiotic treatment, then the infant 
should receive antibiotic prophylaxis.  

Antibiotics need to be given within 14 days of first contact with an infectious case.  Regimens for 
antibiotic prophylaxis are the same as for treatment of cases (Table 1).  There is little evidence that 
antibiotic prophylaxis reduces secondary transmission outside a household setting.   

If high risk contacts or clusters of cases are identified, please contact your local public health unit 
(contact details below) to discuss.  

Other contacts 

Other contacts are those do not fill the criteria above for high risk contacts and who are household 
contacts, close family members, or in other settings where people have stayed overnight in the 
same room as the case.  These contacts should be provided with a pertussis fact sheet and do not 
routinely require antibiotics.  

Recommended immunisation 

Pertussis containing vaccine is recommended in a 3 dose primary schedule for infants at 2, 4, 6 
months of age.  However, the first dose can be administered at 6 weeks of age to minimise the risk 
of infection.  Subsequent schedule doses should be given at 4 months and 6 months of age.

In addition, dTpa can be given to pregnant women during the third trimester of pregnancy.  Repeat 
vaccination of pregnant women is recommended if there is an interval of 5 years between previous 
dose and the expected delivery date (Immunisation Handbook page 310). 
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Table 2: Contact details for Public Health Units  

Public Health 
Unit 

Telephone/Fax 
No. 

Public Health Unit Telephone/Fax No. 

Perth North 
Metropolitan 

Tel:  9222 8588 

Fax: 9222 8599 

Midwest 

(Meekatharra) 

Tel:  9981 0636 

Fax: 9981 0660 

Perth South 
Metropolitan 

Tel:  9431 0200 

Fax: 9431 0227 

Kimberley 

(Broome) 

Tel:  9194 1630 

Fax: 9194 1631 

Great 
Southern 

(Albany) 

Tel:  9842 7500 

Fax: 9842 2643 

Goldfields 

(Kalgoorlie) 

Tel:  9080 8200 

Fax: 9080 8201 

Southwest 

(Bunbury) 

Tel:  9781 2350 

Fax: 9781 2382 

Wheatbelt 

(Northam) 

Tel:  9622 4320 

Fax: 9622 4342 

Midwest 

(Carnarvon) 

Midwest 

(Geraldton) 

Tel:  9941 0500 

Fax: 9941 0520 

Tel:  9956 1985 

Fax: 9956 1991 

Pilbara 

(Port Hedland) 

Hedland Health 
Campus 

Tel:  9158 9222 

Fax: 9158 9253 

Tel:  9174 1000 

*This information is from the CDNA Pertussis National guidelines for public health units- 2013 
Operational Directive 0491/14.   
http://www.health.wa.gov.au/circularsnew/circular.cfm?Circ_ID=13057  
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