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Diagnosing streptococcal pharyngotonsillitis in children
and adolescents: the limitations of the clinical features™
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Barbosa Junior et al, address in this issue the experience
of the group on a relevant matter in pediatric practice:
the diagnosis of Streptococcal Pharyngotonsillitis (SPT).
“Sore throat” symptoms, including pharyngitis, are common
reasons for seeking medical assistance in primary care and
emergency services,' accounting for 12 million consultations
a year in the United States in 2006, with a significant
impact to the healthcare system.? Although most cases of
pharyngitis have viral etiology (50-80%), bacterial agents are
implicated in approximately 5-30% of the cases.>> In cases
of bacterial pharyngitis, infections caused by Streptococcus
pyogenes (SGA) are the most frequent. The importance of
identifying and treating them with appropriate antibiotics,
both in the choice of drug and the beginning and time
of administration are essential, as they reduce clinical
symptoms and transmission to close contacts.®

The concern with diagnostic accuracy is a long-standing
fact. In 1961, Stillerman & Bernstein’ warned: “If you are
comfortable selecting which patients with pharyngitis
should receive 10 days of treatment with penicillin, you
may not understand the situation.” This discomfort persists
even today, as there is no clinical evidence that cases of
bacterial pharyngitis are more serious than viral ones or
that there are differences in duration in both cases. Given
these several etiological possibilities, accurate clinical
diagnosis becomes a challenge, efficiently met by the study
authors. Some aspects should be emphasized. Different
from other studies,”?® the exclusion criteria of patients due

to previous antibiotic use was extended to up to 30 days for
those who used Benzathine penicillin, for patients treated
in emergency rooms and outpatient clinics.

The case definition used was laboratory-based and
stringent, using the combination of the results of rapid
antigen detection test and / or culture for SGA. Admission
criteria were broad, including upper airway symptoms,
which may have interfered with the lower positivity
(23.4%) of laboratory tests for SPT detection,®'® when
compared to other works in our country.®' The exclusion of
respiratory symptoms increases the pretest prevalence of
streptococcal pharyngitis. The prevalence of SPT similar to
the study was found in an international multicenter study
that included Brazil, pointing out to the use of the rapid
test for diagnosis.

The clinical characteristics presented in this study showed
increased sensitivity, with low specificity for the diagnosis of
SPT by SGA. These criteria could delay antibiotic treatment
aimed at eradication of streptococci from the oropharynx.
Antibiotics can probably prevent complications, although
these are rare.™

The introduction of the score system resulted in higher
specificity and lower sensitivity of the clinical picture.
The search for suitable clinical scores has been a concern
to institute SGA control policies. In 1981, Centor et al.™
developed criteria to predict the likelihood of SGA presence
in cultures of adult patients, but it became a tool for the
assessment of SG absence. Other studies with children
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established clinical scores aiming at an empirical antibiotic
therapy, with good results.'*"

The clinical score is not used as a consensus, as some
studies have shown that empiric treatment can lead to a
significant amount of unnecessary antibiotic use'®'® and
others have shown that there is no advantage in using
clinical scores alone on the association with the rapid
test.” Other studies have associated other tests, such as
leukogram and C-reactive protein, to clinical criteria, with
improved specificity.! This subject offers a wide opportunity
for studies to better understand and diagnose SGA, aiming
to optimize the prescription and reduce the resistance of
antibiotic agents.
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