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Age 3-14 years
Recent fever (> 38 °C)
Absence of a cough
Exudative pharyngitis/tonsillitis
Anterior cervical adenitis
Current group A strep epidemic
Recent close exposure to group A strep

Age 45 years or older
Afebrile
Cough
Coryza/conjunctivitis
Hoarseness
Discrete oral ulcerative lesions
Diarrhea    

Diagnosis and Management of Sore Throat
Reviewed 2003

Scope

This guideline applies to patients three years of age and older presenting with sore throat. It provides 
recommendations for performing throat swabs and prescribing antibiotics. The desired outcomes to 
be achieved through this guideline are:

•   prevention of suppurative and other complications
•   prevention of acute rheumatic fever
•   rapid reduction of infectivity to limit spread of group A beta-hemolytic streptococcal infections
•   abatement of clinical signs and symptoms
•   decrease antibiotic resistance by minimization of inappropriate antimicrobial usage.

Approximately 10 to 20 per cent of patients with sore throat have an infection caused by group A 
beta-hemolytic streptococcus (strep throat). A small percentage of sore throats will be caused by a 
variety of other bacterial organisms (e.g., Group C and G streptococcus) or disease processes (e.g., 
lymphoma). However, most patients have viral infections and benefit from symptomatic treatment 
alone. 

Although many viruses cause sore throat, Epstein-Barr virus (EBV) is singled out in this guideline 
because of the rare but potentially fatal complication of splenic rupture.

In a previously well individual with a sore throat the first priority is to distinguish between viral and 
strep infection.

                                                                               
     

Increased likelihood of strep throat Decreased likelihood of strep throat 

RECOMMENDATION 1: Throat swab for culture: when and how

A throat swab should be taken when a diagnosis of strep throat is suspected from the clinical and 
epidemiological findings (see Table 1 above) and the patient is not already taking antibiotics.

Technique: Using a sterile throat swab, contact the posterior pharyngeal wall and the surface of both 
tonsils, then place in an appropriate transport medium for prompt delivery to the laboratory.

Table 1: Indicators that increase or decrease the likelihood of strep throat
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A culture is usually the only test required. However, antibiotic sensitivity should also be requested in 
penicillin allergic patients due to the emergence of erythromycin resistant strains of streptococcus. 
A culture is not indicated following a course of antibiotics for strep throat unless symptoms persist. 
Asymptomatic contacts of a patient with strep throat do not require cultures or empiric antibiotics.

RECOMMENDATION 2: Antibiotics: when and which 

Antibiotics should not be prescribed until the culture result confirms strep throat or another treatable 
bacterial pathogen. Immediate administration of antibiotics should be considered only when patients 
are very ill, culture results will be delayed more than 72 hours, or patient follow-up will be difficult. 
Antibiotics should be discontinued if the culture result is negative. 

Table 2: Antibiotic choice for strep throat

 

Note: Patients with EBV infection who are treated with amoxicillin usually develop a rash.

RECOMMENDATION 3: Suspected Epstein-Barr virus (EBV) infection 

If EBV infection is suspected it may be confirmed by:

1)  monospot test (not useful in patients younger than four)
2)  specific EBV serology. 

Although difficult to identify clinically, splenic enlargement may occur in EBV infection increasing the 
risk of rupture, both spontaneous and traumatic. Therefore, it is prudent to recommend avoidance of 
vigorous activity for four weeks after the onset of clinical illness.

Rationale

Sore throat is one of the most frequent illnesses for which primary care physicians and pediatricians 
are consulted. However, only approximately 10 to 20 per cent of patients will have strep throat. 
Moreover, the signs and symptoms of group A streptococcal and nonstreptococcal pharyngitis 
overlap so broadly that accurate diagnosis on clinical grounds alone is usually impossible. Scoring 
systems to assist in decisions about when to obtain a culture have been developed by a variety of 
investigators. However, these scoring systems require further evaluation.

With the exception of rare infections by certain pharyngeal bacterial pathogens (e.g., Corynebacterium 
diphtheriae, Neisseria gonorrhoeae and Arcanobacterium haemolyticum), antimicrobial therapy is of no 
proven benefit in the treatment of acute pharyngitis due to bacteria other than group A streptococcus. 
It is therefore extremely important that physicians properly establish the diagnosis of strep throat to 
prevent inappropriate administration of antimicrobials to large numbers of patients with pharyngitis. 
The inappropriate administration of antimicrobials leads to unnecessary expense and exposes 
patients to the hazards of antimicrobials. It may also contribute to the emergence of antibiotic resistant 
organisms.

If a diagnosis of strep throat is established, the clinician should select the most appropriate 
antimicrobial with respect to specificity, compliance, safety and cost.

                       (300 mg PO t.i.d./q.i.d. for 10 days or 
                       600 mg PO b.i.d. for 10 days) 

                       (40 mg/kg/day divided t.i.d. for 10 days, 
                       max 250 mg t.i.d.) 

Antibiotic of choice:

Recommended alternative for 
penicillin allergic patients:

                       (30-40 mg/kg/day divided b.i.d./t.i.d. for 
                       7-10 days, max 2 g/day)  

Acceptable alternative for children:     

Penicillin V

Amoxicillin

Erythromycin
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Viral infections cause the majority of sore throats. Epstein-Barr virus (EBV) is just one of many 
viruses that can cause sore throats. EBV infection may be considered from clinical features such as 
hepatosplenomegaly and generalized lymphadenopathy. Most cases can be treated symptomatically. 
More severe cases, with upper airway obstruction or hepatosplenomegaly, may require additional 
precautions and treatments. 

The monospot slide test is sensitive, specific and easily performed. Approximately 85-90 per cent of 
patients will show positive results by the third week of illness. However, test results may be negative 
early in the course of illness.

The monospot test is unreliable in children younger than four. In these young patients EBV serology is 
the test of choice. However, its usefulness is limited by the much longer time it takes to get results. 
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Viral sore throat 

Sore throats are usually caused by viruses and they sometimes accompany a cold. Antibiotics do not 
work against viruses and can be harmful if taken when not needed. You can usually treat a viral sore 
throat yourself. It should get better in 2-3 days. See the box below for self-care advice.

Strep throat

Strep throat is a sore throat caused by streptococcal bacteria. It is more common in children aged 
3 to 14 and is treated with antibiotics to prevent rheumatic fever. Your doctor may decide to do a 
throat swab in order to confirm strep before prescribing antibiotics. If you or your child are prescribed 
antibiotics, take all your pills exactly as instructed by your doctor. 

General Treatment for Relief of Sore Throat (Viral and Strep)

•   Rest and drink plenty of fluids (juice, water, weak tea with honey 
     and lemon)

•   Eat soft and bland foods

•   Gargle frequently with warm salt water (5 ml in a half-litre [1 teaspoon
      in 2 cups] of water)

•   Stop smoking and avoid others’ smoke

•   If necessary for pain or fever, take aspirin or acetaminophen (Do not 
     give aspirin to children or teens under 20)

•   Throat lozenges may help (Do not give lozenges to children under 5)

•   Increase room humidity (e.g., use a humidifier or vaporizer)
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