
Edigar R. de Almeida – There are still controversies about the management of 
pharyngotonsillitis, which is extremely common in our pediatric patients.
We will discuss some aspects of this ailment. The first question is for Maria 
Helena Kiss. What would be the approach in relation to the diagnosis and 
treatment of a child with polyarticular disease related to a history of frequent 
pharyngotonsillitis?
Maria Helena Kiss – Children with this history should be carefully examined 
about the adequate value of clinical symptoms and signs. First of all, it is 
important to characterize polyarticular disease: polyarthritis or polyarthralgia? We 
must remember that the arthritis diagnosis is based on the presence of objective 
data in the physical exam of the joint (effusion, pain, restricted movement, etc.), 
while arthralgia is a clinical complaint, related to the presence of pain, with no 
alterations in the clinical exam.
Second, it is necessary to characterize the history of frequent pharyngotonsillitis, 
which in most children has a viral etiology. When faced with the possibility of a 
rheumatic fever diagnosis, however, it is important to determine the streptococcal 
etiology (GAS – Group A Streptoccus pyogenes), as rheumatic fever is always 
a consequence of a pharyngotonsillitis caused by GAS. In this case, the Quick 
Vue Strep A Test* and/or oropharynx culture are essential as evidence of a recent 
bacterial infection.
There are some possibilities after the joint disease and pharyngotonsillitis have 
been characterized. The fi rst one refers to the diagnosis of rheumatic fever that 
is possible in the presence of acute migratory polyarthritis, with preferential 
involvement of large joints, a marked pain component and joint fl are with one-
week average duration (major sign according to Jones criteria). Arthralgias are 
considered as minor signs in the diagnosis of rheumatic fever as should not be 
valued as such when arthritis is a major sign. The diagnosis of rheumatic fever 
is made when at least another major sign of the Jones criteria (carditis and/or 
chorea and/or erythema marginatum and/or subcutaneous nodules) is present or 
at least two minor signs except arthralgia (fever and/or alteration of acute phase 
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reactants and/or PR prolongation in the electrocardiogram), associated with a 
recent streptococcal infection. Therapy involves the use of antiinfl ammatory drugs 
and penicillin benzatine (primary and secondary prophylaxis).
The second possibility refers to the presence of acute polyarthritis, but without 
the characteristics described above and associated with a recent streptococcal 
infection. In this case, it could be a post-streptococcal reactive arthritis, 
characterized by a short latency period between the streptococcal infection and the 
arthritis. It is often symmetrical, involves small joints and axial joints and has a 
long duration (two to three weeks) and morning stiffness. In countries like Brazil, 
where rheumatic fever is still diagnosed, the post-streptococcal reactive arthritis 
should be treated as rheumatic fever, because the risk of carditis in the subsequent 
flares is the same in both situations. Thus, the typical or atypical joint involvement 
of rheumatic fever should be treated as rheumatic fever, as long as associated with 
a recent streptococcal infection and with other signs that meet the Jones criteria.
A third possibility, more frequent, is polyarthritis or acute polyarthralgia, reactive, 
associated with viral pharyngotonsillitis.
Eventually, when there is a joint involvement strongly suggesting rheumatic fever, 
associated with other major and/or minor signs, it is not possible to evidence a 
recent streptococcal infection by using the tools presently available (oropharynx 
culture), that have a 80% positivity rate when used together. This possibility 
demands a very careful evaluation of the rheumatic fever diagnosis and the 
possible risk factors of this child in relation to new flares of the disease. School 
age children with low socio-economical level, subject to confined environments 
(housing, for example), will be subject to higher risks of having new streptococcal 
infections and thus of new rheumatic fever flares (carditis risk). In this case, 
prophylactic penicillin benzatine should be introduced and maintained until 18 
years of age, if carditis is absent, and for a minimum period of 5 years.
Edigar R. de Almeida – Then it would be 5 years?
Maria Helena Kiss – Not usually. A total 5-year period of prophylaxis, whatever 
the age of the child, would be an exception for cases like those described above, 
when there are doubts about the diagnosis, but in low-risk children (particularly 
with high socio-economical level). This approach is based on the fact that 97% of 
rheumatic fever recurrences occur in the first five years after the initial flare.
Edigar R. de Almeida – Silvio Luiz Zuquim: under what clinical circumstances 
should we suspect that the diagnosis could be mononucleosis or a virosis? What 
would be the diagnostic procedure and the management of such cases? How 
often do we miss these diagnoses, sometimes because we don’t give them enough 
attention?
Sílvio Luiz Zuquim – Pediatricians also miss many cases of mononucleosis. 
Differential diagnosis between simple acute tonsillitis and tonsillitis caused by 
mononucleosis can generate doubts for all us, especially in the age group where 
both are more common, from 5 years of age on. The clinical exam of the oropharynx 
does not allow you to determine the etiological agent, so we have to associate the 
clinical evaluation with a laboratory test to help us in establishing this difference. 
What is our common procedure in practice? We know that the incidence of Group 
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A Streptococcus pyogenes (GAS) between 5 and 15 years of age is around 25 
to 30%, depending on the country. We don’t know the precise incidence of viral 
etiology in this age group. We believe that 70% of all tonsillitis is viral (adenovirus 
and eventually also mononucleosis). Some clinical data are important. When a 
child has a tonsil with exudate, but has also conjunctivitis, cough, coryza, this 
indicates a viral more than a bacterial etiology. A child that is vomiting, has 
bellyache, abdominal cramps, is more indicative of a bacterial cause. Besides 
examining the oropharynx, the clinical exam should also include the palpation of 
other lymph node chains besides the submandibular, as the posterior and inferior 
cervical, axillary and inguinal chains. When enlarged they are generally associated 
with a viral disease as mononucleosis rather than with streptococci. Abdominal 
palpation is important. The presence of hepato-splenomegaly is more indicative 
of mononucleosis. The laboratory can help us to detect a virus in a few days by 
a PCR test or even in four hours, if the kit for Epstein-Barr virus is available, but 
this is not usual. A complete blood count (CBC) could be helpful if leucocytosis 
is higher than 20%, but sometimes the atypia is not so intense in the first 48 or 72 
hours. I believe that the Quick Vue Strep A Test* that is used by many Emergency 
Rooms here in São Paulo for Group A Streptococcus pyogenes (GAS) can help 
you in the diagnosis. The Strep A Test can be performed in your own practice in 
5 or 10 minutes, using a simple kit. You should think about mononucleosis when 
the test is negative for GAS, and you have hepato-splenomegaly and cervical 
lymph node infarction. We would prescribe much less antibiotics than usual if we 
perform a full physical examination, find a general polyadenomegaly associated 
with other signs such as cough, coryza, conjunctivitis and eventually a negative 
result for GAS in the Quick Strep A Test* ou culture. 
Edigar R. de Almeida – What is the mononucleosis incidence in the age group 
below 15 years? Do you have this information?
Sílvio Luiz Zuquim – To be honest, this information is difficult because there are 
no large studies with children that only have exudate and mononucleosis. We did 
several studies with Group A Streptococcus pyogenes as is done worldwide, and 
we know that 70, 75% of cases are caused by viruses. But unfortunately we do not 
know how many of them are mononucleosis
Edigar R. de Almeida – Thank you. Luiza Endo, what is the present Brazilian 
prevalence of Group A Streptococcus pyogenes (GAS) in pharyngotonsillitis?
Luiza Endo – Bringing together the data from pharyngotonsillitis bacterioscopy 
studies carried out by UNIFESP and the results we obtained in 2002 and 2003 
at Unicamp and in a private practice, we can perceive an increase in the GAS 
prevalence. In 2002 the incidence of this bacteria was between 20 and 20.3%. In 
the study performed in 2003, we decided to collect the material ourselves, using 
swabs, instead of depending on the laboratory. In this way, we found that the 
incidence of GAS increased to 43.7%. Taking into consideration that 5.0 to 10.0% 
of carriers are healthy, we are talking about 30 to 33% prevalence.

* A commercial kit can be found - QuickVue+® Strep A (Quidel Corporation, San Diego, California, USA)
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These data are similar to those found in the international literature. This is an 
important point because we perceived that the method of collecting material from 
the tonsils for strep detection makes a difference.
Edigar R. de Almeida – Can we trust the predictive values for the diagnosis of 
bacterial infections?
Luiza Endo – As it is not always feasible to run the rapid test or to obtain 
a culture, we depend on the so-called predictive clinical signs to diagnose 
streptococcal pharyngotonsillitis. The predictive signs and symptoms to guide 
the pharyngotonsillitis treatment are: sore throat with cervical adenomegaly, 
with or without pain, fever above 38.5°C, erythema of the tonsils with exudate, 
and absence of viral infection signs as cough, coryza, hoarseness, diarrhea. We 
performed a study to evaluate the effective value of predictive signs, collecting 
material from the tonsils of all patients presented with a sore throat and erythema 
with a whitish or purulent secretion. We recorded all the data on these patients’ 
symptoms. We found that the predictive signs had a higher rate of agreement with 
the culture (GAS growth) in children younger than 15 years of age, but the same 
is not true for young adults. We had cases with viral infection symptoms with 
positive GAS cultures of the tonsils, as well as cases that had predictive signs 
of clear bacterial infection with no GAS growth. It should be stressed that we 
find positive cultures for GAS in the tonsils very often in viral processes, such as 
mononucleosis.
Edigar R. de Almeida – A last question: could repeated episodes of 
pharyngotonsillitis indicate an immunodeficiency?
Luiza Endo – A general immunodeficiency can include repeated episodes of 
pharyngotonsillitis, but the concept of a genetic predisposition is presently 
accepted. A local immunodeficiency can be responsible for the repetition of acute 
flares.
Edigar R. de Almeida – Mouth breathing children eventually have alteration 
in the growth of facial bones. What would be the appropriate time to perform 
a surgery in these children with adeno-tonsillar hyperplasia? When does this 
indication exist?
Renata di Francesco – We cannot establish an age limit for this surgery. We 
know that 60% of the post-natal cranial-facial development takes place until 4 
years of age. And this coincides with the peak hyperplasia of the lymphoid tissues 
in the tonsils and adenoids, which takes place between 3 and 5 years of age. Thus, 
it is important to stress that surgery is indicated in cases of severe obstruction to 
decrease the effects of this obstruction. But each patient should be individually 
evaluated. It is very important to determine the degree of obstruction of the 
pharyngeal and palatinal tonsils, as well as the cranial-facial type presented by 
these children. We know that children with longer faces, a narrower maxilla, are 
more prone to cranial-facial alterations. These are the children that should undergo 
surgery at an earlier age.
We should also remember that there is a second peak in the cranial-facial 
development, in the pre-puberty period and it is during this age that orthodontists 
invest more in the treatment of their patients. Very often, the dentist will detect 
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respiratory obstruction during the evaluation of cranio-dento-facial alterations 
in children that were not referred at an earlier age. We should keep in mind 
that girls have an earlier development and therefore should have an earlier 
treatment than boys. However, each case, each type of patient should have an 
individual evaluation.
Edigar R. de Almeida – Orthodontic appliances are much more widely used 
today than in the past, possibly as a result of a lower number of adeno-tonsillar 
surgeries being performed and a higher degree of concern with facial esthetics.
I would like to thank the roundtable participants and the readers of this Manual. 
Thank you.
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