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Abstract:

Introduction: Sore throat is an acute upper respiratory tract disease that have an effect on the respiratory mucosa
of the pharynx. Sore throat and acute sinusitis are both common causes behind consultations in primary care. Yet
choosing how to treat infected patients is a long way from straightforward. Acute respiratory diseases include the
respiratory mucosa that lines the pharynx and nasal sections, including sinuses and upper airway. Precise diagnosis
is clouded by a wide range of various spectrum of different sources of disease, and a wide range of microorganisms
that are related with, and may cause, disease.

Aim of work: In this review, we will discuss the most recent evidence regarding the management and treatment of
acute sore throat in adults.

Methodology: We conducted this review using a comprehensive search of MEDLINE, PubMed, and EMBASE,
January 1985, through February 2017. The following search terms were used: sore throat, acute pharyngitis in
adults, primary care, causes, management, and diagnosis of acute pharyngitis, complications of sore throat
Conclusions: Rapid diagnostic tests should be used accordingly by certain criteria, not for all individuals with AP.
The Strep A test is to be used only with individuals of 2 or more score on the Centor scale. The antibiotic of choice
for treatment of streptococcal pharyngitis is penicillin V, Phenoxymethyl penicillin. Penicillin is proved to be the
best antibiotic in treatment of GABHS acute pharyngitis. The combined therapy of amoxicillin and clavulanic acid is
not empirically indicated in the management of nonrecurrent streptococcal pharyngitis. GABHS does not develop
beta-lactamases. In our country it is important to adapt the prescription of antibiotics to the available scientific
proof. The community pharmacy, as a healthcare service, should treat sore throat by applying protocols in order to
differentiate between individuals who require pharmaceutical care and those requiring medical care.
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INTRODUCTION:

Sore throat is an acute upper respiratory tract disease
that have an effect on the respiratory mucosa of the
pharynx. Since infections can have an effect on any
piece of the mucosa, it is somewhat arbitrary whether
an acute upper respiratory tract contamination is
named "sore throat" ("pharyngitis" or "tonsillitis"),
"common cold", "sinusitis", "otitis media", or
"bronchitis".

Sore throat and acute sinusitis are both common
causes behind consultations in primary care. Yet
choosing how to treat infected patients is a long way
from straightforward. Acute respiratory diseases
include the respiratory mucosa that lines the pharynx
and nasal sections, including sinuses and upper
airway. Precise diagnosis is clouded by a wide range
of various spectrum of different sources of disease,
and a wide range of microorganisms that are related
with, and may cause, disease. Huge numbers of these
microscopic organisms are typically present as
commensals. We presumably shed distinctive kinds
of virus far more regular than we endure symptoms
of a viral disease [1].

Sore throat is the third most common illness for
which Australian GPs administer antibiotics. Most
patients that present with sore throat are viral in
origin, with 15— 36% caused by bacteria, most
commonly group A streptococcus (GAS). Despite
this, and in spite of changes in helpful guidelines,
antibiotics are as often as possible recommended for
some patients with sore throat [2].

METHODOLOGY:

* Data Sources and Search terms

We conducted this review using a comprehensive
search of MEDLINE, PubMed, and EMBASE,
January 1985, through February 2017. The following
search terms were used: sore throat, acute pharyngitis
in adults, primary care, causes, management, and
diagnosis of acute pharyngitis, complications of sore
throat

e Data Extraction

Two reviewers have independently reviewed the
studies, abstracted data, and disagreements were
resolved by consensus. Studies were evaluated for
quality and a review protocol was followed
throughout.

The study was approved by the ethical board of King
Abdulaziz University Hospital

Causes
The causative organisms of sore throat might be
bacteria (Streptococcus, most commonly group A
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beta hemolytic, yet once in a while Hemophilus
influenzae, Moraxella catarrhalis, and others) or
viruses (normally rhinovirus, yet in addition
coronavirus,  respiratory  syncytial  infection,
metapneumovirus, Epstein-Barr, and others). It is
hard to separate bacterial from viral contaminations
clinically [3].
The most important bacterial reason for a throat
disease is group A p-hemolytic streptococcus
(GABHS), which is in charge of around one-third of
sore throats in kids aged 5 to 15 years. In adults and
in younger kids, just 10% of sore throats are caused
by GABHS. Carriers of GABHS do not require
management.

e Viruses are in charge of 85% to 95% of adults
who suffer from sore throats.

e Viruses also cause around 70% of sore throats in
kids aged 5 to 16.

e Viruses causing around 95% of sore throats in
kids younger than 5 years [3].

e The most usual microorganismal cause for sore
throat is GABHS.

e At minimum 30% of GABHS cultured in
primary care are because of carriers who are
non-symptomatic and are at very low risk of
contaminating other individuals [4].

e An extent of sore throats has non- infectious
etiologies, despite the fact that the relative
predominance versus infectious cases is not well
reported. This is most likely due to it being an
expensive and troublesome territory to study.
The non-infectious reasons for sore throat are
varied extremely and consist physico-chemical
factors (for instance smoking, snoring, shouting,
drugs) and environmental factors (for instance
pollution, temperature, humidity/air
conditioning). An approximation may be
acquired by distinguishing individuals with sore
throat in absence of other symptom (e.g.
rhinosinusitis) or with prolonged sore throat; yet
this does not definitively exclude a viral,
bacterial, or fungal cause. In fact, measuring the
prevalence of non-infectious sore throat would
probably require the active identification and
exclusion of all potential infectious causes.
22890476

Presentation

In generally healthy individuals, a sore throat is
typically self-limited and infrequently creates side
effects. usually GABHS patients are kids aged 5 to
15 who present with genuinely acute onset of fever
and sore throat [5].
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e Headache, nausea and vomiting, malaise,
dysphagia, and stomach pain may be the
commonest of symptoms.

e Cough and rhinorrhea are normally not
presented.

e Edema and erythema of the tonsils and
pharynx are normally present.

e Anterior neck glands may be enlarged and
tender.

e A non-adherent pharyngeal exudate may be
available.

Centor's Criteria

Numerous prescient tools and scales have been
produced to assess the likelihood of GABHS disease.
The most used one is Centor criteria, which is
dependent on the presence: exudation of the
pharyngotonsillar  region, fever, tenderness
lymphadenopathy and the absence of cough. The end
score is somewhere in the range of 0 and 4. where
individuals with score of 0 or 1 have a very low risk
of producing GABHS infection and no anti-bacterial
treatment is required by the guidelines of Infectious
Diseases, Society of America and the National
Institute for Health and Clinical Excellence (NICE).
Studies of late demonstrated that individuals with a
score of 4 on the Centor have a 39-57% chance of
presenting a positive GABHS criteria pharyngeal
swab. The probability if GABHS infection increased
in kids aged between 5-14, while individuals more
than 15 years of age had the least probability [6].
Clinically, a portion of these indicators are given
more significance than others. in Spain, tonsillar
exudation has substantially more importance than the
other in diagnosing GABHS acute pharyngitis (AP),
and it is 28 times more accompanied with antibiotic
prescription than the other 3 indicators in Centor
criteria [6].

Throat swab

The golden standard in the diagnosing and
identifying the source of the infection is pharyngeal
culture. The fundamental down point of this test is
the long time required for the culture. Numerous
Immunological tests have been produced to instantly
identify the GABHS antigen in a swab sample. They
depend on the concept of recognizing the
carbohydrate antigen from the sample. These tests are
quick, simple and should be done clinically and amid
surgery. The sample is gathered from the inflamed
tonsils and pharyngeal area and the anti-streptococcal
antibodies is added to identify the presence of
GABHS [7].

Legitimacy of this tests is reliant on the technique

Abdulaziz Mohammed Omer et al

ISSN 2349-7750

and area of sample collection, the condition of the
sample, the presence of any other bacterial infection
the condition of the test kit and the commercial
branding. The presence of any of the past factors
could produce false positive results.  Another
drawback of the immunological tests is that a Strep A
positivity test does not differentiate between acute
infection and silent carriers. The percentage of
asymptomatic carriers can be up to 20% [8].

lately the use of rapid antigen identification tests was
related with less anti-bacterial  prescription.
Nevertheless, regardless of the high negative
predictive value of this tests, recent study in Spain
involved that 30% of cases with negative Strep A
have been prescribed anti-bacterial. this could be
because of the inability of these tests to reveal some
other bacterial cause on inflammation, moreover,
recent study recommend that the use of this tests does
not keep the development of complications in cases
with false negative results [9].

Diagnosis

At the point when streptococcal infection is suspected
amid the primary care visit, Strep A is the best
diagnostic test to be used. This test is recommended
when streptococcal infections are suspected. In
situations where the Centro score is 0 or 1, no further
tests or antibacterial are necessary. While In cases
with Centro score of 2, most guidelines recommend
the delay of antibiotic treatment. The best
methodology of diagnosis is to do a rapid antigen test
and anti-bacterial are used to the results [10].

Prognosis

The unmanaged symptoms of sore throat vanish by 3
days in about 40% of individuals, and untreated
fevers in about 85%. By 1 week, 85% of individuals
are symptom free. This natural history is same in
Streptococcus-positive, - negative, and untested
individuals [1].

Treatment

The normal course of both sore throat and sinusitis is
spontaneous resolution. Three inquiries ought to be
questioned [11]:

e Do antibacterial decrease the severity or
length of symptoms?

¢ Do they decrease any complications?

e Do different interventions relieve
symptoms?

These are vital inquiries due to the spectra of
antibacterial resistance — something that is drawing a
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catastrophe [11].

Should antibiotics be used

The course of antibacterial management is prescribed
to be effective for over 8 days up to 10 days. In cases
with positivity Strep A test, phenoxymethyl penicillin
or penicillin V is prescribed (1 200 000 1.U./12 h
orally). As affectability tests indicates it to be
effective against GABHS. In instances of intolerant
individuals, 500 mg/12 h amoxicillin or first-
generation cephalosporin like cefadroxil 500 mg/12 h
can be administered. In patients hypersensitive to
penicillin, 300 mg/8 h clindamycin is used for 10
days or a 16-molecule macrolide, for example,
josamycin 1 g/12 h for 10 days [12].

In a Cochrane review investigating antibiotics for
acute sinusitis, five studies randomized over 1000
individuals to antibiotics or placebo. Analysis of the
trials found there was a 0.66 risk proportion (95% CI
0.47- 0.94) if antibacterial were administered, which
implies the relative risk of as yet having the disease
at 1- 2 weeks was 66% with antibacterial. however,
86% of individuals given placebo treatment had
recovered by 1- 2 weeks in any case. This implies six
out of each seven patients treated with antibacterial
agents gained no advantage after 1— 2 weeks, and by
16 to 60 days there was no difference in recovery and
reports of complications between the antibiotic and
placebo treatment groups. The diagnostic inclusion
criteria for the studies were rigorous with additional
confirmation by X-ray or CT scan, or sinus puncture
and aspiration. Clinical diagnosis was additionally
more stringent than in ordinary clinical practice in
Australia. The typical diagnostic spectrum of disease
is a lot more extensive in general practice than in
trials, so the response to treatment would most likely
be less [13].

Another Cochrane review recognized 15 trials
(counting 3621 members) assesing antibiotics for
acute sore throat. These trials provided details
regarding the incidence of symptoms three days after
the patient had been seen by a physician. (This is the
point at which the best advantage of antibiotics is
seen.) In the control group, about 77% of individuals
were still encountering throat soreness compared to
66% of individuals given antibiotics (for the most
part penicillin). This determines a risk proportion of
0.68 (95% CI 0.59- 0.79). The proof is extremely
robust (even a new well-conducted trial is unlikely to
change the summary effect substantively). The
quantity of individuals who should be treated with
antibiotics for one of them to profit is 3.7 for the
individuals who have a positive throat swab for
streptococci, 6.5 for those with a negative swab, and
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14.4 for those not swabbed. It ought to be noticed
that trials that did not swab had a less real case mix
[14].

So, if symptom control is definitely not an adequate
explanation behind utilizing antibiotics, are there
different reasons? Historically, sore throat has been
of more prominent concern for its complications than
its symptoms. Of these, acute rheumatic fever
dominates. It is hard for us to acknowledge now, after
100 years, the fear of 'strep throat' that used to terrify
parents. An analysis of 16 trials of 10 101 patients
found that 10 days of penicillin for sore throat was
profoundly protective against acute rheumatic fever,
with a risk ratio of 0.20 (95% CI 0.18- 0.44) [14].
Nevertheless, the trials are currently over 50 years of
age, and acute rheumatic fever has been vanishing
steadily since the beginning of the 1900s. (The
revelation of antibiotics in the mid-1900s makes no
discernible blip on this descending trend.) Now the
risk of acute rheumatic fever is low — one case in
each 10 GP-practicing lifetimes — and is a weak
justification for antibiotic use. Interestingly, rural and
remote indigenous communities of  Australia
encounter acute rheumatic fever enough for antibiotic
use for sore throat to be important [15].

Adverse effects from antibiotics

Proof is coming about that antibiotics convey
common harms, consisting rashes, diarrhea and
thrush. Nevertheless, data on side effects reactions
are not comprehensive.5 If the infection is
significant, these common side effects reactions can
be disregarded as trivial. nevertheless, if as in the
case of antibiotics for sore throat and acute sinusitis,
the advantages are marginal, antibiotic harms should
be considered in. GPs must talk about these side
effects, balanced against any benefits, with the
patient before deciding on management [16].

There is also concern about antibiotic resistance. This
is clear for harm at the population level, yet there is
proof that people carry antibiotic-resistant
commensal bacteria for up to 12 months. The degree
to which this compromises the adequacy of
antibiotics for subsequent potentially more serious
infections has not been quantified [16].

Alternative therapy

Currently there are couple of effective alternatives to
antibiotics in hospitals. There is shockingly minimal
empirical evidence for the effectiveness of
analgesics, and unreasonably little for other over-the-
counter drugs (decongestants, several complementary
and alternative medications, caffeine) to recommend
them. Steroids have been shown to be effective for
acute sinusitis in four trials of 1943 patients. After 2—
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3 weeks, sinusitis resolved or imporved in 73% of
patients using intranasal steroids compared with 66%
of those not using them, which implies that 14
individuals should be treated for one to profit [17].

In cases with symptomatic fever; rest, sufficient fluid
intake, avoidance from any irritation and rinsing with
water, salted water is the most suggested
symptomatic treatment. As per the European
guidelines, the wuse of analgesics and anti-
inflammatories drugs are suggested in cases of acute
pharyngitis. lbuprofen and diclofenac are suggested
for mitigating sore throats [15].

The use of needle therapy and phytotherapy in
treatment of AP has not been demonstrated to have
advantageous  impacts.  Concerning use  of
corticosteroids, a systemic review of 8 placebo
treatment controlled clinical trials, with 743 patients,
demonstrated that the use of corticosteroids was
related with more helpful outcomes than the placebo
treatment in treatment of AP. This was seen in adult
individuals, patients with more severe symptoms and
patients with streptococcal caused AP [18].

Numerous other symptomatic topical agents are
being used in treatment of AP, for example, tablets
and mouthwashes. An ongoing meta-analysis
demonstrated a valuable effect of Ambroxol 20 mg in
lessening the symptoms of AP. Numerous studies
proposes the effect of zinc gluconate in decreasing
the symptoms of sore throat, yet it was related with
other side effects, so it is not recommended to be
used in cases of AP [19].

The use of topical anesthetic agents such as lidocaine
and benzocaine were related with relief of pain. No
proof on the useful effect of using sweets or honey in
treatment of AP.

Complications of Acute Pharyngitis

Suppurative Complications

Complications when the infection spread to adjacent
structures and draining areas. consisting peritonsillar
and retropharyngeal abscess, phlegm on, acute otitis
media, sinusitis, mastoiditis and suppurative cervical
adenitis. Thrombophlebitis of the internal jugular
vein (Lemierre's syndrome), necrotizing fasciitis,
meningitis or  metastatic  abscess  through
hematogenous spread are increasingly exceptional
[20].

Symptoms of suppuration are shown in 1-2% of
patients in cases of untreated or inadequately treated
bacterial AP. Numerous studies over the recent 3
years found that the symptoms of suppuration can be
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caused often in cases of bacterial infection other than
GABHS like S. anginosus [20].

Lately, numerous studies recommended an increase
in the incidence of complications related with the
decline in antibiotic prescription for cases of upper
respiratory tract infections. according to Petersen et
al. [21], the risk of suppuration in the 1st month on
infection was dramatically decreased with the use of
antibiotics. Little et al. [22] have anticipated the risk
factors for Suppurative complications after acute
pharyngitis.

1.3% of the patients admitted with clinical picture of
suppuration, regardless whether antibiotic treatment
was administered promptly, after a delay or no
antibiotic treatment was administered at all.
nevertheless, about 60% of the complication were
presented with individuals with 0-2 score on Centor
criteria [22].

Clinically. Suppuration ought to be suspected in
individuals with unsatisfactory clinical improvement.
severe unilateral pain, dysphagia and increasing the
severity of symptoms propose the possibility of
cellulitis  or  peritonsillar  abscess.  Clinical
examination should demonstrate soft palate edema
and medial shifting of the tonsils. In this stage the
reason can mostly be polymicrobial, careful drainage
is needed. If not treated, necrotizing fasciitis or
internal jugular vein thrombophlebitis could ensue
[23].

Non-Suppurating Complications

The most noticeable non-supportive complication is
post streptococcal glomerulonephritis and acute
rheumatic fever. These complications could produce
within seven days after the initial infection. Such
complications particularly rheumatic fever is
exceptionally rare in developed nations [24].

CONCLUSIONS:

The principle objective of this review is to set up a
guide for the management of AP in primary care
units. the most common cause for sore throat is viral
contaminations. In regard to infections, GABHS is
believed to be the most important bacterial agent.
Due to the absence of specific signs and symptoms of
GABHS sore throat, the incidence of false positive
diagnosis is high. Furthermore, this leads to over
prescribing of unnecessary antibiotics. Clinical
assessment scales permit the discovery of high-risk
groups which will profit of rapid diagnostic test.
Rapid diagnostic tests should be used accordingly by
certain criteria, not for all individuals with AP. The
Strep A test is to be used only with individuals of 2
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or more score on the Centor scale. The antibiotic of
choice for treatment of streptococcal pharyngitis is
penicillin 'V, Phenoxymethyl penicillin. Penicillin is
proved to be the best antibiotic in treatment of
GABHS AP. With no cases of resistance has been
reported to date. The combined therapy of
amoxicillin and clavulanic acid is not empirically
indicated in the management of nonrecurrent
streptococcal pharyngitis. GABHS does not develop
beta-lactamases. In our country it is important to
adapt the prescription of antibiotics to the available
scientific proof. The community pharmacy, as a
healthcare service, should treat sore throat by
applying protocols in order to differentiate between
individuals who require pharmaceutical care and
those requiring medical care.
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