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Introduction
In September 2013 a workshop was organized by “Läkemedelsverket” 

(Medical Products Agency) to make an update of the guidelines for the treatment 
of pharyngotonsillitis. Pharyngotonsillitis is in Sweden as in many other countries 
one of the most common infectious diseases treated in outpatient clinics and 
one of the leading causes for prescriptions of antibiotics. The definition of 
pharyngotonsillitis was given as an inflammation of the pharynx and/or tonsils 
combined with throat pain and perhaps fever. The most common agents found in 
these infections in all ages are viruses. 1,2 The bacteria most commonly found is 
Group A streptococci (GAS) but several others are frequently found alone or in 
combination with other bacteria or viruses. The feared complications to GAS are 
seldom seen in Sweden today but there still is a risk of glomerulonephritis and 
rheumatic fever, which has to be taken into consideration.3,4 The most common 
complication to pharyngotonsillitis is Quincy (peritonsillitis), which is found 
in about two percent of cases 5. Quincy might develop after infections where 
other agents than GAS are found but the risk is significantly less in cases treated 
with antibiotics.6 The incidence of more severe complications such as retro 
or parapharangeal abscesses have been steadily increasing in Sweden during 
the last years which has been considered when making new stricter guidelines 
emphasising the necessity for the need to keep treating GAS infections7. GAS 
is one of the most virulent human pathogens causing several life threatening 
infections such as sepsis, necrotizing fasciitis and Streptococcal Toxic Shock 
Syndrome (STSS).8 The incidence of invasive streptococcal disease is greater 
in older patients (median age more than 60 years of age). Pharyngotonsillitis 
are however seldom seen before these serious infections. Lemierres syndrome 9  
(a throat infection complicated by a thrombophlebitis of the vena jugularis and 
septic emboli) caused by Fusobacterium necrophorum seems to have increased 
during the last ten years but this might be dependent on a greater vigilance in 
clinicians and laborotories. 
Diagnosis

To differentiate between viral and bacterial tonsillitis only by clinical signs 
is difficult. The Centor criteria10 have been introduced worldwide and have been 
shown to improve the possibility to find tonsillitis caused by GAS. In a later 
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publication the criteria have been found to be applicable in children. Thus in a 
publication by MacIsaac the criteria are with only slight modifications proven to 
work well in a pediatric population too11,12. Both criteria are shown in Table 1.

Swabs from the throath with a culture of GAS is by many thought to prove 
that the tonsillitis is caused by GAS, while some will argue that this is not true 
since there is a possibility that the acute signs of infection are caused by viruses 
while the GAS were carried already before the infection13,14. To avoid this the 
Centor criteria ought to be fulfilled before taking the swab (rapid or quick test). 
The rapid tests have been shown to have both a good specificity and sensitivity 
and are widely used today15. When obtaining both rapid tests and swabs it is 
important that the tests are obtained from the tonsils not from other parts of 
the mouth or pharynx. Since carriage of GAS is so common in young children 
the possibility that the infection is not really caused by GAS even if the test is 
positive is much higher in a pediatric population. If other more uncommon agents 
are suspected it is important to indicate this when sending the samples to the 
laboratory since special methods might be needed to culture this bacteria. Thus if 
for instance tonsillitis caused by Arcanobacterium hemolyticum, Fusobacterium 
necrophorum, Mycoplasma pneumoniae is suspected this should clearly be 
indicated. The same thing applies for difteria, angina Vincent, epiglottitis or other 
acute infections that are diagnosed or suspected. 

Table 1. Criteria for streptococcal pharyngotonsillitis according to Centor. 

The patients are judged on four criteria, with 
one point added for each positive criterion1:
•	History	of	fever
•	Tonsillar	exudates
•	Tender	anterior	cervical	adenopathy
•	Absence	of	cough
McIsaac adds
•	Age	less	than	15:	add	one	point
•	Age	greater	than	45:	subtract	one	point

It is not of value to check white blood count (WBC) or C-reactive protein 
(CRP) when differentiating between viral or bacterial tonsillitis. However if a 
complication is suspected these tests might be indicated. If an infection caused 
by EBV is suspected a serological test for EBV should be obtained. It is also 
important to remember that systemic diseases might present with symptoms of 
pharyngotonsillitis as their first clinical signs. This is not uncommon in for instance 
syphilis, gonococcal infections, HIV, malignancies of the pharyngotonsillar space 
and different forms of lynfoma and leukemia. In these cases other bloodtests or 
biopsies might be indicated. Table 2 shows signs indicating serious infection 
irrespective of Centor/McIsaac criteria.

There are also a number of autoinflammatory diseases causing frequent 
or persevering signs of tonsillitis. The best known of these is PFAPA (Periodic 
fever, Adenopathy, Pharyngitis, Apthae) or Marshals Syndrome as it sometimes is 
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called.16 PFAPA is mostly seen in young children and in most cases the children 
will grow out of the problem over time. However PFAPA is often treated with 
tonsillectomy which gives immediate remission in most cases since the symptoms 
of high fever, pharyngitis and aphthae might be disturbing. 

Table 2. Signs indicating serious infection irrespective of Centor/McIsaac criteria.

•		Confusion	or	severly	affected	general	condition	(invasive	disease?)
•		Difficulties	breathing	and/or	swallowing	(epiglottitis?)
•	Severe	throath	pain	localized	mostly	in	one	side	
(peritonsillitis, retro/ parapharyngeal abscess?)
•	Severe	throath	pain	with	unaffected	tonsils	
(retro/parapharyngeal abscess, epiglottitis)
•		Trismus	(peritonsillitis,	retro/parapharyngeal	abscess)
•		Severe	pain	in	the	throath,	on	the	chest,	arms	or	legs	(fasciitis)
•		Diarrhea	or	vomiting	(toxin	production	from	GAS)		

Treatment of pharyngotonsillitis caused by GAS
Symptomatic treatment 

All patients should be offered painkillers such as paracetamol, ibuprofen or 
salicylic acid. Steroids are not recommended.
Antibiotic treatment (Table 3)
Single episode

Penicillin V - pcV - (fenoximetylpenicillin) administered three times daily 
for 10 days.

To allergic patients clindamycin is recommended.

Table 3. Antibiotic treatment.

Single episode:
•	Penicillin	V	
•	Adults:	1	g	×	3,	10	days
•	Children:	12,5	mg/kg	bodyweight	×	3,	10	days
Recurrence or allergy:
Clindamycin 
Adults:	300	mg	×	3,	10	dagar.
Children:	5	mg/kg	bodyweight×	3,	10	days

Recurrent episodes
Almost 10 % of the patients treated with pcV will experience a new episode 

of streptococcal pharyngotonsillitis within a month of the last episode. If the first 
episode was treated with pcV (and the treatment was carried out for ten days) 
the recurrent episode should be treated with clindamycin or cefalosphorines 
since otherwise there is a great risk for more recurrencies. If in spite of this 
treatment frequent recurrencies occur, the possibility of carriage in the family or 
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child group should be considered. 17 Remember that the bacteria can come from 
infected wounds, exzema or other sources apart from the pharynx! If more the 
three recurrencies are seen within a year, tonsillectomy might be recommended 
especially in cases were the infections seriously interfere with the activities of 
daily living. 18 

Always remember to consider serious systemic infections or complications!
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