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Editorial

Streptococcal pharyngotonsillitis: need of microbiological tests in 
order to have a precise diagnosis
Faringotonsilite estreptocócica: necessidade do uso de testes microbiológicos para diagnóstico preciso
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Acute pharyngotonsillitis is a common infection in the 
pediatric population that can be easily recognized by medi-
cal history taking and physical examination. Additionally, 
it has often a viral etiology and is caused by group A beta-
hemolytic streptococcus (GABHS) only in 20 to 30% of 
cases occurring in children(1,2).

Due to the low sensitivity and specificity of clinical 
evaluation for the etiologic diagnosis of GABHS infection, 
several medical institutions, such as the Brazilian Society 
of Pediatrics and the American Academy of Pediatrics, 
currently recommend that the diagnosis of pharyngotonsil-
litis in patients with clinico-epidemiological suspicion of 
GABHS infection should be confirmed by microbiological 
techniques(3,4). 

This need is clearly demonstrated in a prospective study 
published in this issue of Revista Paulista de Pediatria by 
Cardoso et al(5). In their evaluation of 650 children and 
adolescents, the authors show that the etiological diagno-
sis of GABHS pharyngotonsillitis has low sensitivity and 
specificity if based solely on clinical data, differently from 
what happens with the diagnosis performed by rapid test for 
the investigation of GABHS in oropharyngeal secretion(5).

Cardoso et al (2012) demonstrated that also in our set-
ting, and similarly to another study conducted in Brazil(6), 

microbiological techniques are useful to determine the 
best conduct to take in a case of acute pharyngotonsil-
litis(5). As already known, the treatment with antibiotics 
aims to prevent acute rheumatic fever and suppurative 
complications, such as peritonsillar abscess and cervical 
lymphadenitis, besides reducing the duration of disease 
and the period of transmission to people close to the 
patient(4). Conversely, the inappropriate treatment of 
acute pharyngotonsillitis with antibiotics is one of the 
contributing factors for the increase in the incidence of 
antimicrobial resistance(7,8). 

The study by Cardoso et al(5) is being published at the 
moment when the Infectious Diseases Society of America 
has just issued an update of its conduct guidelines for the 
diagnosis and treatment of group A streptococcal pharyn-
gitis, reinforcing the use of rapid test and/or of culture of 
oropharyngeal secretion for an accurate etiologic diagnosis 
of streptococcal pharyngotonsillitis(9).

When commenting the current indiscriminate use of 
antibiotics, Gonzáles et al(10) suggest that this is the result 
of a failure in putting evidence into practice. In the case of 
streptococcal pharyngotonsillitis, evidence from both outside 
Brazil and in our setting(5,6) seems to indicate the need of us-
ing microbiological tests to achieve a more precise diagnosis. 
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