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The Diagnosisand Treatment of
Acute Pharyngitis

Thisclinical practice guideline (CPG) was devel oped by an
Alberta Clinical Practice Guidelineworking group. Theguideline

RECOMMENDATIONS

isintended for use with theimmunocompetent individual.

Diagnosis

ISSUES

Themajority of casesof pharyngitisar e of
viral etiology and should NOT betreated
with antibioticther apy.

Excessveor ingppropriate use of antibiotics
for vira infectionshasled to theemergence
of antibiotic resistance of other oropharyngeal
flora

Group A B-hemolytic streptococcus (Group A
Strep) isthemost common bacterial pathogen

causing pharyngitis.

* thegoal of antibioticsisto prevent acuteand
long term sequel ae (acuterheumatic fever);

* awaiting theresultsof throat culturesprior
to treating the diseaseisrecommended and
will fill prevent complications;

» GroupA Strep areuniformly susceptible,
worldwide, topenicillin;

Thediagnosisof streptococcal pharyngitis
can not bereliably madewithout throat
culture.

GOAL OF GUIDELINE

To reduceinappropriate useof antibioticsin
thetreatment of pharyngitis.

Virusesarethe most common cause of acute
pharyngitis. Throat culturesdo NOT needto
bedonein pharyngitisof vird origin.

GroupA Strep pharyngitisisuncommonin
children< 3yearsold.

Controlledtrialsindicatethat adiagnosisof
acute Group A Strep pharyngitismade solely
onclinical findingsisNOT rdiable.

» Eveninthosepatientswithall four of
theclassic symptomsof GroupA

Strep pharyngitis:

tongllar exudate

swollen anterior cervica nodes

ahistory of afever greater than 38°C
— nocough

thereisa44% chancethat the patient will

NOT have GroupA Strep pharyngitis.

A throat swabfor cultureisthegold standard
for diagnosisof Group A Strep pharyngitis.

Rapid strep (antigen detection) testslack
sengitivity, lack evidenceof improved clinica
outcomeand areNOT recommended.

Antibody tests (ASOT) areof noimmediate
valueinthediagnosisor treatment of acute
GroupA Strep pharyngitis.

Repest (post treatment) throat culturesare
not routinely recommended.

The above recommendations are systematically devel oped statementsto assist practitioner and patient
decisions about appropriate health care for specific clinical circumstances. They should be used asan
adjunct to sound clinical decision making




Treatment

Vira Pharynaitis

AntibioticsareNOT indicated.

Symptomatic treatment with over-the-counter
painrelieverssuchas oral acetaminophen
or ibuprofen may behel pful inrelieving discom-
fort from pharyngitis.

Products such asantiseptic/antibacterial
lozenges, spraysand mouthwashes/garglesare
not recomended asthey may |lead to resistance.

GroupA Strep Pharyngitis

Déelay treatment until culture confirmsdiagnoss.

Empiric antibiotic therapy isnot recommended
but theworking group acknowledgesthat in
certain circumstances (lack of patient follow-up;
lack of laboratory access; toxic presentation)
patients presentingwith al four classic
symptomsof GroupA Strep pharyngitis

can betreated empiricaly with antibiotics.

For Group A Strep pharyngitis, afull 10 day
courseisrecommended to prevent acute
rheumaticfever.

Confirmed Group A Strep pharyngitisshould
betreated with penicillin unless contraindicated:

Alternativesin Penicillin Aller gic Patients

» Ord erythromycinor clindamycinisacceptablefor

patientsdlergictopenicillin.

Children Adults
Clindamycin |40mg/kg/day 300mg PO tid
POdividedtid for 10 days
for 10 days
Erythromycin| 40mg/kg/day 250mg PO qid
POdividedtid or _
for 10 days 333mg PO tid
for 10 days

AntibioticsNOT Recommended in Pharyngitis

TMP/SM X hasno activity against Group A
Strep.

e Quinolones
»  Cephaosporins

Itistheopinion of thisworking group, that
because of rapidly emerging bacteria resistance
incommensal florawith subsequent transfer to
pathogens, these br oad spectrum
antibioticsshould NOT beused inthe
treatment of Group A Strep pharyngitis.

Penicillin

Children

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

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

Adults

PenicillinV 300mg POtid for 10 days

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

M anagement of Non-Responders

If apatient with confirmed Group A Strep

pharyngitisremainssymptomeatic on appropriate
antibiotictherapy after 72 hours, the patient should
be reassessed for such factorsas:

» acutecomplicationsof GroupA Strep
pharyngitis(e.g., peritonsilar abscess)

e concurrent vird infections

e compliance.




Management of Relapses

Despite universal susceptibility of GroupA Strepto
penicillin, penicillintherapy may fail dueto beta-
lactamase production of oral anaerobes.

In apatient presenting with acute symptoms2to 7
daysafter completion of appropriateantibiotic
therapy, arepeat throat culture should be performed.

If thecultureispositivefor GroupA Strep,

consider prescribing non-betalactam antibioticssuch
asclindamycinor erythromycin (if not given asfirst
linetherapy).

M anagement of Symptomatic Recurrences

If the patient has 3 or more culture confirmed
symptomatic episodes of GroupA Strep pharyngitisin
aoneyear period assessfor:

» transmissonwithinfamilieswhereonefamily
member or close contact may bean
asymptomatic carrier of GroupA Strep.

- dothroat swab during asymptomaticinterval
of patient and al household membersto
document carrier status. (see next page).

Carriers

Streptococca carriersappear to beat littlerisk for

devel oping rheumatic fever. Ingenerd, chronic carriers
arethought not to beimportant in the spread of Group A
Streptoindividuaswho live and work around them.

Up to 20% of the population may carry GroupA
Strep asymptomatically. TheseindividualsdoNOT
need to beidentified or treated, except:

 if family history of rheumaticfever
» outbreak of rheumaticfever

e outbreak of pharyngitisinaclosed community
*  repeattransmissonwithinfamilies.

BACKGROUND
Introduction

Physiciansin primary careencounter adultsand
children who have asorethroat either as part of
aconstellation of symptomsor asanisolated
symptom. Etiologic agentsinvolvedin pharyngitis
aremogt often viral (including theviruscausing
mononucleoss). Group A Strep isthe most
commonly encountered bacteria pathogenin
pharyngitis. Other bacterial causesinclude other
beta-haemolytic streptococci (group Cand G),
Neisseriagonorrhoeae and Arcanobacterium
haemolyticum. Theroleof Chlamydiapneumoniae
and Mycoplasma pneumoni ae has been suggested
but not substantiated. Theclinical significanceand
treatment of Group C and G strep remains
controversa. Thereporting of these organismshby
microbiology laboratoriesisasovariable.
Decisionsto treat should be based on the severity
of theclinical presentation.

Epidemiology

GroupA Strep pharyngitisispredominantly a
disease of youth, with 50 percent of the patientsin
the5to 15 year old age groups. The peak
incidenceisduring thefirst few yearsof schoal. It
isthemost common bacterial pathogen
encountered in patientsover 3yearsof age.?
Group A Strep occursmost ofteninfall, winter
and spring and isnearly awaysacquired by direct
contact with respiratory secretions.®

DIAGNOSIS
Clinical Examination

Repest studieshave shownthat itisnot possible
to distinguish between Group A Strepand viral
pharyngitiswith acceptable sengtivity and
specificity based on history and clinica findings.
Clinical sgnsand symptomsarenot specific.The
diagnosismust be made by throat culture.

Thepresenceof certaintypical symptomsof
acutevird infection should dissuadethephysician
from serioudly considering acute Group A Strep



pharyngitis. When apatient presentswith signsof

viral pharyngitis, includingrhinorrhea, hoar seness,
cough and conjunctivitis, theclinicianthat performsa
diagnostictest for GroupA Strepismuch morelikely to

identify achronic pharyngedl carrier of Group A Strep
than apatient with true Group A Strep pharyngitis.*

Clinical prediction ruleshave been proposed asaway

toincreasetheaccuracy of clinica diagnosis. A scoring

system devised by Mclsaac et a using ageand four

clinical symptoms(tonsillar swelling or exudate, swollen
anterior cervical nodes, ahistory of afever greater than
38°C and lack of acough) hasbeen used to assessthe
likelihood of Group A Strep pharyngitis.®> Mclsaachas
suggested that if apatient presentswith only oneof the
four symptons, athroat cultureand antibioticsare
not indicated. All other patients should undergo throat

culturesand await theresultsbefore starting antibiotic
therapy. Hisresultsindicatethat even if the patient
hasall four symptoms, 44% will not have Group
A Srep pharyngitis.

Throat Cultures

Thediagnostic standard for Group A Strep pharyngitis
isthe throat swab for culture. Proper technique
includessampling of thetonsilsand peritongllar pillars,
asculturesof salivaand buccal mucosaoftenyielda
negativeresult.® Throat culturesare 90to 95%
sengitive. That is, a5to 10% false negativeratewhen
comparedin serid specimens. Thusthereisaminima

but defined need to reculture anegativeresult assuming

proper techniquefor untreated symptomatic patients
with repest visits.’

Rapid Antigen Tests

Many Group A Strep antigen detection testsare
available. Most of thetestshave ahigh degree of
specificity but their sengitivity inclinica practiceis
low.2 A negativetest however doesnot excludethe
presence of GroupA Strep pharyngitis, therefore, a
throat culture should be obtained. Because of thelow
sengitivity and because antibiotic trestment of GroupA

Strep pharyngitis can be del ayed without consequence,

rapid antigen testsare not currently recommended.

TREATMENT
Treatment Schedules

Inselecting aregimen for thetreatment of Group A
Strep pharyngitis, physiciansshould consider various
factors, including bacteriologic and clinical efficacy,
ease of adherenceto therecommended regimen,
spectrum of activity of the selected agent, potential
Sdeeffects, and cost. No singleregimen eradicates
GroupA Strep from the pharynx in 100% of treated
patients.

Delayed treatment

Many patientswith acute pharyngitisare prescribed
antibioticsbeforethroat cultureresultsareavailable.
Since up to 85% of these patientsdo not have
Group A Strep pharyngitisand thus do not respond
to antibiotic treatment, alarge number of patients
receive antibioticsunnecessarily.’ Delaying
antibiotictreatment, whileawaiting theresults
of thethroat culture, for 48to 72 hoursmay
haveimportant advantages:. (i) itwill significantly
minimizethe number of patientsbeing treated
unnecessarily beforetheresultsof athroat culture
areavailable; (ii) it may beassociated with
decreased reinfection rates.® Intwo small studies,
children receivingimmediatetreatment weremore
than 2timesmorelikely to experiencereinfection
with Group A Strep within 4 monthsthan were
children receiving delayed treatment; 1 (iii) it does
not increasetherisk of rheumaticfever.2Inone
study, delay intreatment up to 9 daysdid not
increaseincidence of rheumatic fever.?2

Penicillin

Penicillinistheantimicrobia agent of choicefor the
treatment of Group A Strep pharyngitis, exceptin
individuaswith higtoriesof penicillindlergy. Penicillin
hasanarrow spectrum of activity and along standing
proven efficacy. Resistance of GroupA Strepto
penicillin hasnot been documented.

Many recent comparativeclinical trialsused
dosagesof penicillinVV of 40 mg/kg per day
(maximum 750mg/day) giventwotothreetimes
daily. Generally, 250 mg 2 or 3timesdaily is
recommended for most children. 34 Little



informationisavailableabout comparable doses
inadults. PenicillinV ispreferred to penicillin G
becauseitismoreresistant to gastric acid. Although
the broader spectrum penicillins, ampicillin, and
amoxicillin, areoften used for treatment of Group

A Strep pharyngitis, they providean unnecessarily
broad spectrum of activity compared to penicillin.

M acrolides

Ord erythromycinisconsdered thefirst dternative
to penicillinV for treatment of Group A Strep
pharyngitisin patientsallergicto penicillin. Five
percent of Group A Strep areresistant to
macrolides. Erythromycin preparations are better
tolerated and better absorbed when givenwith
food rather than on an empty stomach. Nausea,
cramping and diarrheaare common adverse effects
of erythromycin. Newer macrolidesoffer no
microbiologic advantage, are more expensive, but
may be better tol erated.

Clindamycin

Studieshave shown clindamycin to beeffectivefor
thetreatment of Group A Strep pharyngitis. Itis
particularly useful inpenicillindlergic, erythromycin
intolerant patients.

Compliance

Dosageinterval, trestment duration, sdeeffectsand
palatability can affect complianceandthusclinica
outcome. Thesefactorsareespecialy importantin
thetreatment of children, inwhom non-compliance
can beasignificant medical issue.t’

Responseto Treatment

Clinical responseof children with GroupA Strep
pharyngitisto appropriateantimicrobial trestment is
usualy evident within 24-48 hours. Persistence of
high fever and severe symptomsbeyond thisperiod
indicatesthe need for reassessment and issuggestive
of the devel opment of asuppurative complication or
another underlying disease. Antibioticfallureisasoa

possibility.
Follow-Up

Themagority of patientswith GroupA Strep

pharyngitisrespond clinically to antimicrobia therapy,
and Group A Strep are eradicated from

the pharynx.!314 1821 Routinefollow-up and/or
post-treatment throat cultures2 to 7 days after
completion of therapy are not required.

ADVICE TO PATIENTS

TheAlbertaClinica Practice GuidelinesProgram
supportstheright of the patient to makeaninformed
decision about his/her health care options. Patient
educationisimportant in understanding that in many
cases, pharyngitishasaviral rather than bacteria origin.
Educationisasoimportant in decisonssurrounding
treatment of Group A Strep pharyngitis.

Itisparamount that patientsrecogni zethat the success
of antimicrobia therapy hingeson compliancewith
treatment recommendations and that the opportunity for
treatment fail ure and antibiotic res stanceincreaseswith
poor compliance.
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TO PROVIDE FEEDBACK

TheAlberta CPG Working Group for Antibiotics
isamulti-disciplinary team composed of family

physicians, infectious disease specialists, paediatricians, a
microbiologist, community and hospital pharmacists, an
epidemiologist, public health, consumer, and AlbertaHealth
representative. The team encourages your feedback. If
you have difficulty applying thisguideline, if you find the
recommendations problematic, or if you need moreinfor-
mation on thisguideline, please contact:

TheAlbertaClinical Practice Guidelines Program
12230 - 106 Avenue NW

Edmonton AB T5N 371

Phone: (780) 482-2626

or toll free 1-800-272-9680

Fax: (780) 482-5445

Email: ama_cpg@albertadoctors.org

Website: www.al bertadoctors.org
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