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Mini Review



Group A streptococcus is the most frequently identified bacterium in children with acute pharyngotonsillitis [APT], although group B, C, F, and G have also been associated with APT. In Leao SC study higher APT incidence was observed in the female gender and tonsillar exudates was observed with group A and C predominant [1]. To assess the utility of clinical features for diagnosis of APT with GAS in pediatrics with throat cultures showed that clinical presentation should not be used to confirm APT because its performance as a diagnostic test is low. It also pointed out that coryza absence, conjunctivitisabsence, pharyngeal erythema, pharyngeal exudate, and tonsillar swelling were significantly associated with streptococcal pharyngotonsillitis. The highest clinical score, characterized by coryza absence, pharyngeal exudate, and pharyngeal erythema had a 45.6% sensitivity, a 74.5% specificity, and a likelihood ratio of 1.79 for streptococcal pharyngotonsillitis [2]. All guidelines agree that narrow-spectrum antibiotic is the first choice of antibiotic for the treatment of APT and penicillin and amoxicillin are the first choice antibiotics in the case of a child with the proven presence of GAS infection, however, the number of orally administered doses and 10 days of therapy considerably lower the compliance [3].


In opposite, the length of the treatment was the aspect found to be most deficient in lot of APT patients [4]. As mentioned above, some European guidelines only recommend antibiotic treatment in certain high-risk patients, while many other, including all American, still advise antimicrobial treatment for all children with GAS pharyngitis, given the severity and re-emerging incidence of complications. Moreover, the severity and the possibly increasing incidence of complications in school-aged children suggests that testing and treating proven GAS pharyngitis can still be beneficial [5]. Molecular analysis of GAS isolated from patients with APT showed macrolide resistance mediated by themef(A) gene and due to the high levels of macrolide resistance observed, GAS isolates from individuals with penicillin allergies need be isolated and their antimicrobial susceptibility tested, rather than automatically giving the patient a macrolide [6]. The inadequate penetration of penicillins into the tonsillar tissues and tonsillar surface fluid and microbiologic interactions between GAS and other pharyngotonsillar bacterial flora can account for their failure in eradicating GAS pharyngotonsillitis.


These interactions include the presence of beta-lactamase producing bacteria [BLPB] that shield GAS from penicillins [7]. Another current study proposed that the presence of te-lactamase in non-typeable Hemaophilus influenza and Moraxella catarrhalis produced from outer membrane vesicles, which may contribute to the treatment failures seen in GAS pharyngotonsillitis [8]. Thus, administration of amoxicillin/clavulanate can eradicate both aerobic and anaerobic BLPB, as well as GAS and that is why we chose to use this antibiotic in the study. In this current study, we confirmed administered amoxicillin/clavulanate 40mg/kg/day for 10 days can eradicate GAS pharyngotonsillitis effectively. However, routine throat culture for GAS in children with APT is necessary since 18.2% of the patients were found to have GAS infection, and anti-streptolysin O antibody was found increased higher than 200 KIU/L in 3 cases, thus, complications might occur. The other important finding is that most of the patients did not come back to follow up even we proved GAS infection and inadequate length of treatment is the critical point of increasing the carrier rate. In the future study, multi-centers, large number of participants and longterm complications follow up should be applied.
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