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is intended for use with the immunocompetent individual.

ISSUES

• The majority of cases of pharyngitis are of
viral etiology and should NOT be treated
with antibiotic therapy.

• Excessive or inappropriate use of antibiotics
for viral infections has led to the emergence
of antibiotic resistance of other oropharyngeal
flora.

• Group A �-hemolytic streptococcus (Group A
Strep) is the most common bacterial pathogen
causing pharyngitis.

• the goal of antibiotics is to prevent acute and
long term sequelae (acute rheumatic fever);

• awaiting the results of throat cultures prior
to treating the disease is recommended and
will still prevent complications;

• Group A Strep are uniformly susceptible,
worldwide, to penicillin;

••••• The diagnosis of streptococcal pharyngitis
can not be reliably made without throat
culture.

GOAL OF GUIDELINE

• To reduce inappropriate use of antibiotics in
the treatment of pharyngitis.

RECOMMENDATIONS

Diagnosis

••••• Viruses are the most common cause of acute
pharyngitis. Throat cultures do NOT need to
be done in pharyngitis of viral origin.

• Group A Strep pharyngitis is uncommon in
children < 3 years old.

• Controlled trials indicate that a diagnosis of
acute Group A Strep pharyngitis made solely
on clinical findings is NOT reliable.

• Even in those patients with all four of
the classic symptoms of Group A
Strep pharyngitis:

− tonsillar exudate
− swollen anterior cervical nodes
− a history of a fever greater than 380 C
− no cough

there is a 44% chance that the patient will
NOT have Group A Strep pharyngitis.

• A throat swab for culture is the gold standard
for diagnosis of Group A Strep pharyngitis.

• Rapid strep (antigen detection) tests lack
sensitivity, lack evidence of improved clinical
outcome and are NOT recommended.

• Antibody tests (ASOT) are of no immediate
value in the diagnosis or treatment of acute
Group A Strep pharyngitis.

• Repeat (post treatment) throat cultures are
not routinely recommended.



Clindamycin

Erythromycin

Children

40mg/kg/day
PO divided tid
for 10 days

40mg/kg/day
PO divided tid
for 10 days

Adults

300mg PO tid
for 10 days

250mg PO qid
or
333mg PO tid
for 10 days

Treatment

Viral Pharyngitis

• Antibiotics are NOT indicated.

• Symptomatic treatment with over-the-counter
pain relievers such as  oral acetaminophen
or ibuprofen may be helpful in relieving discom-
fort from pharyngitis.

• Products such as antiseptic/antibacterial
lozenges, sprays and mouthwashes/gargles are
not recomended as they may lead to resistance.

Group A Strep Pharyngitis

• Delay treatment until culture confirms diagnosis.

• Empiric antibiotic therapy is not recommended
but the working group acknowledges that in
certain circumstances (lack of patient follow-up;
lack of laboratory access; toxic presentation)
patients presenting with all four classic
symptoms of Group A Strep pharyngitis
can be treated empirically with antibiotics.

• For Group A Strep pharyngitis, a full 10 day
course is recommended to prevent acute
rheumatic fever.

• Confirmed Group A Strep pharyngitis should
be treated with penicillin unless contraindicated:

Penicillin
Children

Penicillin V* 40mg/kg/day PO divided bid for
10 days

* Use tablets whenever possible to avoid problems
with the taste of the medication or mask the taste
of oral suspensions.

Adults

Penicillin V 300mg PO tid for 10 days

* Penicillin V 600mg PO bid* for 10 days is a
reasonable dosing alternative. Adult data
lacking, extrapolated from pediatric data.

Alternatives in Penicillin Allergic Patients

• Oral erythromycin or clindamycin is acceptable for
patients allergic to penicillin.

Antibiotics NOT Recommended in Pharyngitis

• TMP/SMX has no activity against Group A
Strep.

• Quinolones
• Cephalosporins

• It is the opinion of this working group, that
because of rapidly emerging bacterial resistance
in commensal flora with subsequent transfer to
pathogens, these broad spectrum
antibiotics should NOT be used in the
treatment of Group A Strep pharyngitis.

Management of Non-Responders

• If a patient with confirmed Group A Strep
pharyngitis remains symptomatic on appropriate
antibiotic therapy after 72 hours, the patient should
be reassessed for such factors as:

• acute complications of Group A Strep
pharyngitis (e.g., peritonsillar abscess)

• concurrent viral infections
• compliance.



Management of Relapses

• Despite universal susceptibility of Group A Strep to
penicillin, penicillin therapy may fail due to beta-
lactamase production of oral anaerobes.

• In a patient presenting with acute symptoms 2 to 7
days after completion of appropriate antibiotic
therapy, a repeat throat culture should be performed.

• If the culture is positive for Group A Strep,
consider prescribing non-beta lactam antibiotics such
as clindamycin or erythromycin (if not given as first
line therapy).

Management of Symptomatic Recurrences

• If the patient has 3 or more culture confirmed
symptomatic episodes of Group A Strep pharyngitis in
a one year period assess for:

• transmission within families where one family
member or close contact may be an
asymptomatic carrier of Group A Strep.
- do throat swab during asymptomatic interval

of patient and all household members to
document carrier status. (see next page).

Carriers

Streptococcal carriers appear to be at little risk for
developing rheumatic fever. In general, chronic carriers
are thought not to be important in the spread of Group A
Strep to individuals who live and work around them.

• Up to 20% of the population may carry Group A
Strep asymptomatically. These individuals do NOT
need to be identified or treated, except:

• if family history of rheumatic fever
• outbreak of rheumatic fever
• outbreak of pharyngitis in a closed community
• repeat transmission within families.

BACKGROUND

Introduction

Physicians in primary care encounter adults and
children who have a sore throat either as part of
a constellation of symptoms or as an isolated
symptom. Etiologic agents involved in pharyngitis
are most often viral (including the virus causing
mononucleosis). Group A Strep is the most
commonly encountered bacterial pathogen in
pharyngitis. Other bacterial causes include other
beta-haemolytic streptococci (group C and G),
Neisseria gonorrhoeae and Arcanobacterium
haemolyticum. The role of Chlamydia pneumoniae
and Mycoplasma pneumoniae has been suggested
but not substantiated. The clinical significance and
treatment of Group C and G strep remains
controversial. The reporting of these organisms by
microbiology laboratories is also variable.
Decisions to treat should be based on the severity
of the clinical presentation.

Epidemiology

Group A Strep pharyngitis is predominantly a
disease of youth, with 50 percent of the patients in
the 5 to 15 year old age groups. The peak
incidence is during the first few years of school. It
is the most common bacterial pathogen
encountered in patients over 3 years of age.2

Group A Strep occurs most often in fall, winter
and spring and is nearly always acquired by direct
contact with respiratory secretions.3

DIAGNOSIS

Clinical Examination

Repeat studies have shown that it is not possible
to distinguish between Group A Strep and viral
pharyngitis with acceptable sensitivity and
specificity based on history and clinical findings.
Clinical signs and symptoms are not specific.The
diagnosis must be made by throat culture.

The presence of certain typical symptoms of
acute viral infection should dissuade the physician
from seriously considering acute Group A Strep



pharyngitis. When a patient presents with signs of
viral pharyngitis, including rhinorrhea, hoarseness,
cough and conjunctivitis, the clinician that performs a
diagnostic test for Group A Strep is much more likely to
identify a chronic pharyngeal carrier of Group A Strep
than a patient with true Group A Strep pharyngitis.4

Clinical prediction rules have been proposed as a way
to increase the accuracy of clinical diagnosis. A scoring
system devised by McIsaac et al using age and four
clinical symptoms (tonsillar swelling or exudate, swollen
anterior cervical nodes, a history of a fever greater than
380 C and lack of a cough) has been used to assess the
likelihood of Group A Strep pharyngitis.5  McIsaac

 
has

suggested that if a patient presents with only one of the
four symptoms, a throat culture and antibiotics are
not indicated.

5
 All other patients should undergo throat

cultures and await the results before starting antibiotic
therapy. His results indicate that even if the patient
has all four symptoms, 44% will not have Group
A Strep pharyngitis.

Throat Cultures

The diagnostic standard for Group A Strep pharyngitis
is the  throat swab for culture. Proper technique
includes sampling of the tonsils and peritonsillar pillars,
as cultures of saliva and buccal mucosa often yield a
negative result.6 Throat cultures are 90 to 95%
sensitive. That is, a 5 to 10% false negative rate when
compared in serial specimens. Thus there is a minimal
but defined need to reculture a negative result assuming
proper technique for untreated symptomatic patients
with repeat visits.7

Rapid Antigen Tests

Many Group A Strep antigen detection tests are
available. Most of the tests have a high degree of
specificity but their sensitivity in clinical practice is
low.8 A negative test however does not exclude the
presence of Group A Strep pharyngitis, therefore, a
throat culture should be obtained. Because of the low
sensitivity and because antibiotic treatment of Group A
Strep pharyngitis can be delayed without consequence,
rapid antigen tests are not currently recommended.

TREATMENT

Treatment Schedules

In selecting a regimen for the treatment of Group A
Strep pharyngitis, physicians should consider various
factors, including bacteriologic and clinical efficacy,
ease of adherence to the recommended regimen,
spectrum of activity of the selected agent, potential
side effects, and cost. No single regimen eradicates
Group A Strep from the pharynx in 100% of treated
patients.

Delayed treatment

Many patients with acute pharyngitis are prescribed
antibiotics before throat culture results are available.
Since up to 85% of these patients do not have
Group A Strep pharyngitis and thus do not respond
to antibiotic treatment, a large number of patients
receive antibiotics unnecessarily.9 Delaying
antibiotic treatment, while awaiting the results
of the throat culture, for 48 to 72 hours may
have important advantages: (i) it will significantly
minimize the number of patients being treated
unnecessarily before the results of a throat culture
are available; (ii) it may be associated with
decreased reinfection rates.10  In two small studies,
children receiving immediate treatment were more
than 2 times more likely to experience reinfection
with Group A Strep within 4 months than were
children receiving delayed treatment;10,11 (iii) it does
not increase the risk of rheumatic fever.12 In one
study, delay in treatment up to 9 days did not
increase incidence of rheumatic fever.12

Penicillin

Penicillin is the antimicrobial agent of choice for the
treatment of Group A Strep pharyngitis, except in
individuals with histories of penicillin allergy. Penicillin
has a narrow spectrum of activity and a long standing
proven efficacy. Resistance of Group A Strep to
penicillin has not been documented.

Many recent comparative clinical trials used
dosages of penicillin V of 40 mg/kg per day
(maximum 750mg/day) given two to three times
daily. Generally, 250 mg 2 or 3 times daily is
recommended for most children.13,14 Little



information is available about comparable doses
in adults. Penicillin V is preferred to penicillin G
because it is more resistant to gastric acid. Although
the broader spectrum penicillins, ampicillin, and
amoxicillin, are often used for treatment of Group
A Strep pharyngitis, they provide an unnecessarily
broad spectrum of activity compared to penicillin.

Macrolides

Oral erythromycin is considered the first alternative
to penicillin V for treatment of Group A Strep
pharyngitis in patients allergic to penicillin. Five
percent of Group A Strep are resistant to
macrolides. Erythromycin preparations are better
tolerated and better absorbed when given with
food rather than on an empty stomach. Nausea,
cramping and diarrhea are common adverse effects
of erythromycin. Newer macrolides offer no
microbiologic advantage, are more expensive, but
may be better tolerated.

Clindamycin

Studies have shown clindamycin to be effective for
the treatment of Group A Strep pharyngitis. It is
particularly useful in penicillin allergic, erythromycin
intolerant patients.

Compliance

Dosage interval, treatment duration, side effects and
palatability can affect compliance and thus clinical
outcome. These factors are especially important in
the treatment of children, in whom non-compliance
can be a significant medical issue.17

Response to Treatment

Clinical response of children with Group A Strep
pharyngitis to appropriate antimicrobial treatment is
usually evident within 24-48 hours. Persistence of
high fever and severe symptoms beyond this period
indicates the need for reassessment and is suggestive
of the development of a suppurative complication or
another underlying disease. Antibiotic failure is also a
possibility.

Follow-Up

The majority of patients with Group A Strep

pharyngitis respond clinically to antimicrobial therapy,
and Group A Strep are eradicated from
the pharynx.13,14, 18-21 Routine follow-up and/or
post-treatment throat cultures 2 to 7 days after
completion of therapy are not required.

ADVICE TO PATIENTS

The Alberta Clinical Practice Guidelines Program
supports the right of the patient to make an informed
decision about his/her health care options. Patient
education is important in understanding that in many
cases, pharyngitis has a viral rather than bacterial origin.
Education is also important in decisions surrounding
treatment of Group A Strep pharyngitis.

It is paramount that patients recognize that the success
of antimicrobial therapy hinges on compliance with
treatment recommendations and that the opportunity for
treatment failure and antibiotic resistance increases with
poor compliance.
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