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Pharyngitis is common and a frequent pre-
sentation to family physicians and pedi-
atricians.1 Most of these infections are 

caused by viruses, but about 20%–40% of cases 
in children are due to group A streptococcal 
infection.2,3 Differentiating between streptococcal 
and viral causes has proven difficult, because 
individual signs and symptoms are not suffi-
ciently discerning.4 Thus, some expert guide-
lines recommend microbiologic testing.5 How-
ever, given the rarity of complications such as 
rheumatic fever in high-resource countries, the 
delay in obtaining throat culture results, an the 
large number of negative tests, physicians have 
frequently used a selective strategy of testing in 
some cases and starting antibiotic therapy 
before test results are received in others.1 

Clinical prediction rules have been developed 
to help clinicians predict the likelihood of strep-
tococcal infection more accurately, and to guide 
selective treatment decisions. Although several 
such rules have been developed,6 is has been 
suggested that none has the necessary sensitivity 
or specificity to eliminate the need for children 
to undergo microbiologic testing. Cohen and col-
leagues7 have reviewed the available clinical 
prediction rules for diagnosing and managing 
streptococcal pharyngitis in children and directly 
compared their diagnostic accuracy. They found 
that each clinical prediction rule required some 
degree of adaptation to incorporate rapid antigen 
detection testing. They then applied the adapted 
rules to patients in a validation cohort to classify 
each patient as being at low (no further testing or 
antibiotic therapy), intermediate (rapid antigen 
detection testing for all, antibiotics for those with 
positive test results) and high risk (empiric treat-
ment) of streptococcal infection. With this strat-
egy, they were unable to identify patients at low 
or high risk in whom microbiologic testing could 
be avoided.

Microbiologic testing for group A streptococ-
cus includes culture-based approaches and rapid 
antigen detection tests. Throat culture is consid-
ered the gold standard and has a high sensitivity, 

but it may be associated with higher cost and 
delayed treatment. Rapid antigen detection tests 
are highly specific (95%) and can aid in making 
immediate clinical decisions, but they are limited 
by low sensitivity (70%–90%),8 which varies with 
disease spectrum, size of the bacterial inoculum 
and the person performing the test. A limitation of 
both test modalities is the inability to distinguish 
between colonization or carriage (occurring in 
5%–20% of children age 3–15 yr) and infection.

Cohen and colleagues’ study is the first to use 
a validation cohort to evaluate the utility of vari-
ous clinical prediction rules specifically in chil-
dren. However, there are two caveats to keep in 
mind when interpreting the results. First, the 
children in the validation cohort were recruited 
by a relatively select group of academic French 
pediatricians in urban areas. The severity of ill-
ness in the validation cohort may have been 
toward the sicker end of the spectrum. The prev-
alence of positive test results in the low- and 
high-risk strata were similar using the various 
clinical prediction rules. Second, the study did 
not attempt to discern age-related differences in 
the utility of the clinical prediction rules. Achiev-
ing results for older children similar to those seen 
in adults is plausible.9 Despite these limitations, 
however, this paper highlights the need for fur-
ther guidance in diagnosing and treating pharyn-
gitis in children.

Owing to a substantial decline in the inci-
dence of suppurative and nonsuppurative com-
plications of group A streptococcal infection in 
high-resource settings, the importance of univer-
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sally treating pharyngitis has been questioned.10 
However, a Cochrane review has shown that 
antibiotic treatment of sore throat reduces the 
risk of otitis media and peritonsillar abscess, the 
duration of symptoms and the rate of acute rheu-
matic fever.11,12 In the United Kingdom, a reduc-
tion in prescribing antibiotics may have been a 
contributing factor for increased admissions for 
peritonsillar and retropharyngeal abscesses.13 
Currently, many European guidelines recom-
mend antibiotic treatment only for high-risk 
patients, whereas North American guidelines 
focus on treatment for all patients with group A 
streptococcal pharyngitis.10

So, which patients with sore throat should 
receive treatment? Given that most sore throats 
are caused by viruses, giving treatment to all 
patients would result in unnecessary antibiotic 
use in an era of increasing antimicrobial resis-
tance.3 Having all patients undergo testing will 
reduce antibiotic exposure, but may be less 
desirable to physicians who have to follow-up 
with patients after their appointments to provide 
results or call in prescriptions. This strategy also 
involves higher cost and may lead to increased 
symptom duration.

Cohen and  colleagues argue against a selec-
tive strategy for testing and treating owing to 
insufficient diagnostic accuracy of the clinical 
prediction rules. However, they make no com-
ment on the cost-effectiveness of a universal 
testing strategy. Furthermore, for any strategy to 
be effective, it must be simple and have buy-in 
from frontline physicians. Data from the United 
States suggest that only half of physicians per-
form throat swabs, and half write a prescription 
before the results of the test are available.1 Simi-
larly, a recent paper from Israel showed that only 
54% of physicians adhered to guidelines recom-
mending testing in all children.14 Cohen and col-
leagues do not address this question.

Currently, no Canadian consensus guideline on 
the approach to sore throat in children exists. We 
need to define a strategy that is safe, cost-effective 
and useful in both urban and rural settings. 
Canadian health organizations for family 
physicians, pediatricians and other relevant 
stakeholders should work together to define such 

a strategy. Whatever strategy they recommend 
should be accompanied by ongoing surveillance 
for group A streptococcal pharyngitis and its 
complications, antibiotic use and resistance rates. 
Further research is needed to determine whether 
clinical prediction rules could be useful, perhaps 
by focusing on specific age strata.
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