10.24      Sore throat

Recognise the difficulty in distinguishing viral and bacterial causes of sore throat

Manage a patient with sore throat taking into account the likely organisms

The causes of a sore throat presentation include:

· Pharyngitis (see below)

· Tonsillitis (see 10.23)

· Peritinsillar abscess (see 10.23)

· Oral ulceration (see 10.23)

Pharyngitis

Symptoms

· Sore throat

· Dysphagia

· Malaise

· Thick, muffled voice

· Often assoc. with: acute nasal infection, cough, hoarseness, abdo pain, diarrhoea, fever, headache

Signs

· Reddened pharynx & tonsils

· Lymphadenopathy

Aetiology

· Most are viral

	ADULTS
	CHILDREN

	Rhinovirus
	Rhinovirus

	Influenza A & B
	Influenza A & B

	Parainfluenza
	Parainfluenza

	HSV incl. EBV
	RSV

	Less common: RSV; Coxackie; Adeno; Coronavirus; Echo; Polio)
	Echo

	
	Adenovirus

	
	Coxackie


· Bacterial

· Group A ß-hemolytic strep (School-aged children. Winter-spring)

· Abrupt onset with fever, thick, muffled voice, exudat4e headache, abdo pain, rash & nodes

· M. Pneumonia (Teenagers & young adults)

· Chlamydia pneumonia (Teenagers & young adults. Rare in <5s) 

· Scarlet fever (see below)

· Typhoid fever (see below)

· Coxsackie infection (see below)

· Diphtheria (see below)

· Vincent's angina (see below)

Management

If viral cause suspected (most cases)


Reassure


Analgesia (paracetamol)


Encourage fluids

If bacterial cause possible


Take throat swab for culture


Rapid tests: may detect group A strep (higher false –ive rates than culture)

If a rapid test is negative in an otherwise well patient ( wait for result of culture.

If the patient is severely ill or has rheumatic heart disease, treat immediately.

( Penicillin V, erythromycin or 1st generation cefalosporin

Other tests

FBC,.Monospot test

Scarlet fever

Group A ß-hemolytic strep

Tongue is red with large, protruding papillae (strawberry tongue)

Fine, sandpapery scarlet erythema (boiled lobster appearance). Spares palms and soles

(If strep are not isolated, consider Kawasaki disease)

Complications: Otitis media, sinusitis, pneumonia, rheumatic fever, post-strep GN

Rx. 10 days penicillin V

School exclusion for 5 days after starting ABx

Diphtheria

Corynebacterium diphtheriae. 

Rare in UK due to immunisation (must take immunisation Hx). Common in S. Africa and Russia

Sx.


· Slow onset sore throat & malaise

· ( restlessness, severe malaise and weakness

· Fever with a fast thready pulse

· Severe sore throat

· White membrane covers throat. Bleeds when removal is attempted.

· Bull neck due to severe oedema

· Airway obstruction. May ( tracheostomy (Consider in stridor in non-immunised individual)

Systemic absorption of exotoxin:

· Myocarditis

· Widespread T wave flattening/ inversion

· Bulbar palsy

· Ocular, respiratory and limb muscle weakness

Typhoid

Salmonella typhii/ S. paratyphii

Systemic enteric fevers (not the same as food poisoning)

Most cases imported from India, Asia, Africa, Middle East, Central & South America

Spread via contaminated food & water (fecal-oral route)

Most common in 1-5 year olds in developing world

Incubation period 7-14 days

Untreated infection lasts 4 weeks. Response to ABx begins after 2 days Rx. 

Pathogenesis

Incubation period:

· After ingestion salmonellae adhere to and penetrate the intestinal mucosa. 

· Access mesenteric glands and bloodstream ( primary bacteraemia. 

· Taken into reticulo-endothelial tissues (liver, spleen, bone marrow). Multiply 7-21 days.

Secondary bacteraemia: 

· Large numbers of salmonellae released into bloodstream. ( Onset of symptoms.

· Affects kidneys & gall bladder, (probably due to direct spread from the liver.) 

· Involved Peyer's patches may ulcerate ( haemorrhage or perforation. 

· Prolonged fever probably results from the effects of endotoxin and released pyrogens.

Sx. 

Insidious onset over ~ 1 week


Headaches


Pyrexia


Bradycardia


Cough


Constipation

2nd week: 


Ptnt dull & apathetic


High sustained fever


Diarrhoea


Bradycardia


Abdominal distension (splenomegaly in 75%)


Crops of red macules (rose spots)

3rd week


Ptnt toxic & delirious


Marked abdo distension & ‘pea soup’ diarrhoea


High risk of life threatening intestinal hemorrhage & perforation


Toxaemic Myocarditis

Those that survive week 3:


Improve over 10 days


Risk of intestinal hemorrhage & perforation remain for some days


Remain weak for several weeks due to weight loss etc.

Ix. 

· Blood cultures +ive for 1st 2 weeks – the bacteremic phase

· If ptnt already treated with ABx bone marrow culture should be used 

· Stool/urine cultures (may indicate chronic carrier status. Only use to diagnose acute infection in the presence of Sx)

· Indirect ELISA for specific IgM/IgM

Rx

· Isolate & barrier nurses

· Notifiable disease

· ABx: Quinolones: ciprofloxacin, norfloxacin, ofloxacin, pefloxacin (Oral/IV)

· In children : Use of quinolones not recommended due to effects on cartilage in animal models. Use IV 3rd gen cefalosporins.

· May persist in the gall bladder/ liver ( chronic carrier state

· Exclude patient from handling food/water intended for the consumption of others

· Cipro/norfloxacin may cure

· Follow-up: Continue urine & stool cultures until 6 negative results have been obtained.

Vincent’s Angina

A pharyngeal infection with ulcerative gingivitis. 

Borrelia vincentii (Spirochete)

Fusiformius fusiformius (GNB)

In young, run down patients, smokers & poor oral hygiene

( Penicillin V 500mg QDS & Metronidazole 400mg TDS

Assess the probability of glandular fever

Infectious mononucleosis

Infection of B lymphocytes by Epstein Barr virus (a herpes virus)

Usually self-limiting

Developing countries: common in <3s and usually subclinical

Developed countries: peak age = 15-25

The virus is excreted for some months in nasopharyngeal secretions which are responsible for person-to-person transmission 

~ 2-6 weeks’ incubation

Sx & Signs

	Anorexia
	Sore throat

	Fatigue
	Enlarged lymph nodes (especially in neck.)

	Malaise
	Mild hepatosplenomegaly

	Fever
	Macular rash (esp. if given ampicillin)

	Red palate & tonsils +/- white coating (nb. Also in diphtheria)


Investigations:

· FBC - leucocytosis (10,000 - 20,000 cells/mm3)by weeks 2-3

· Film - Lymphocytosis with atypical activated T cells (also in CMV, adenovirus, rubella, HSV & T. gondii)

· LFTs

· Monospot test – IgM heterophil antibodies that agglutinate horse erythrocytes

· Paul Bunnell test - IgM heterophil antibodies that agglutinate sheep erythrocytes.

· Throat swab for group A strep

· IgM antibodies to Epstein Barr viral capsid antigen - Transient. Early disease

· EBV IgG - Appear soon after IgM. Persist for life. Used as markers of previous EBV exposure.

· Antibodies to EBV nuclear antigen - detectable from about 4 months after infection. Persist throughout life.

Heterophil IgM antibodies develop in EBV. These react with surface antigens of horse and sheep RBCs but not guinea pig kidney cells. Heterophil Ig not related to EBV (eg. lymphoma, leukaemia, viral hepatitis, rubella) react with guinea pig kidney cell antigens. 

Detection: 40% by wk 1, 60% by wk 2, 80% by wk 3. Remain elevated for 3-6 months.

Heterophil negative infection: Think CMV/ Toxoplasma (immunocompromised)

Rx

No therapy indicated in most cases

Treat any concurrent strep infection with penicillin (NOT ampicillin)

Paracetamol

Complications

	Hepatitis
	Encephalitis 
	Guillain-Barre syndrome

	Splenic rupture
	Meningitis (benign)
	Depression

	Thrombocytopaenia
	Cardiac (minor T wave changes in 10%)
	Airway blocked by pharyngeal oedema

	Haemolytic anaemia
	Single nerve palsies
	Nephritis/pneumonitis (rare)


In males may very rarely result in Duncan’s syndrome: X-linked recessive lymphoproliferative disorder. EBV infection results in acutely lethal mononucleosis, autoimmune disease, or delayed onset lymphoblastic or non-Hodgkin’s lymphoma due to failure of T cells to detects and destroy infected B-cells

Burkitt’s lymphoma may occur when a defective immune response is combined with an 8:14 translocation.

Prognosis

Usually lasts 2-4 weeks (3% longer)

Infection confers life-long immunity

Rarely chronic infection occurs. EBV persists in a latent state in B cells. May reactivate 

