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Abstract 

                 Pharyngitis due to group (A) beta hemolytic streptococcus 

(GABHS) assumes a special significance because of the risk of subsequent     

rheumatic fever (RF) and chronic rheumatic heart disease (RHD) in the 

infected child. About 10-30 % of acute Pharyngitis is caused by (GABHS). 

About 0.3-3% of patients of untreated (GABHS) pharyngitis go  on to 

develop (RF).    

The main goals in our study were to assess the effect of therapy by oral 

penicillin for 10 days versus long acting penicillin single injection 

1.200.000IU for children <25KG and 600.000 IU for children >25KG in 

treatement of children with recurrent follicular tonsillitis by frequent 

estimation of  antistreptolysin o titre (ASOT).  

Key wrd;   fotheular  tonsillito. 
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Introduction 

Acute pharyngotonsillitis is one of the most common infections 

encountered by pediatricians and family physicians. It is responsible for 

more than 6 million office visits each year by children younger than 15 

years of age and an additional 1.8 million visits by adolescents and young 

adults aged 15 to 24 years in the USA(Brook and Dohar, 

2006).Streptococcus pyogenes (group A streptococcus [GAS]) 

causesapproximately 15 to 30% of pediatric sore throats. 

Accuratediagnosis permits appropriate administration of 

antimicrobialtherapy to prevent complications, hasten symptom 

resolution,and reduce the transmission of GAS in the community. 

Unfortunately, clinical evaluation and scoring systemscannot reliably 

identify patients with streptococcal pharyngitis,necessitating the 

utilization of laboratory tests (Fox et al, 2006). 

Post-streptococcal sequelae, especially acute rheumatic fever/ 

rheumatic heart disease continue to occur in significant proportions in 

many parts of the world (Brahmadthan& Gladstone, 2006). Rheumatic fever 

continues to put a significant burden on the health of low socio-economic 

populations in low and middle income countries despite the near 

disappearance of the disease in the developed world over the past century 

(Robertson et al, 2005). 

Demonstration of rise in antibody titers to (GABHS) in paired sera 

is only a mean of retrospective diagnosis. Recently, rapid streptococcal 

agglutination tests have become available and are highly specific, though 

they lack sensitivity.(McIssac WJ et al  ,,11999977))
  

 



2 

 

Despite several attempts with various intervention strategies, little 

success has been achieved in the control of acute rheumatic 

fever/rheumatic heart disease. The success of the control programmes 

depends upon timely primary prophylaxis with benzathine penicillin for 

which a microbiological confirmation of group A streptococcal 

pharyngitis is essential. Isolation of beta hemolytic streptococci from 

throat cultures and their identification as GAS in the laboratory clinices 

the microbiological diagnosis while demonstration of a 'significant rise' in 

antibody titers such as Anti-streptolysin O titer (ASOT) differentiates it 

from a group A streptococcal carrier state or pharyngitis of a viral 

etiology (Brahmadthan& Gladstone,2006).  

The primary goal of therapy is eradication of GAßHS. Penicillin has been the 

first-line treatment of choice for non allergic patients; yet, there may be reason to 

reexamine the role of penicillin since there are now considerable data from clinical 

trials, pooled multicenter studies, and meta-analyses demonstrating frequent 

bacteriologic and clinical failure. While the contribution of pathogen resistance 

remains unclear, evolving evidence suggests that these failures also may be related to 

bacterial co aggregation or copathogenicity; GAßHS reinfection; antibiotic no-

adherence or subtherapeutic drug levels; penicillin tolerance; or blunting of an 

effective immune response (Brunton et al, 20 

Penicillin has been used to treat pharyngitis since 1952. Despite the 

availability of many alternative antibiotics, it is still the form of therapy 

recommended by the American Heart Association, the American 

Academyof Pediatrics 

The increasing rate of treatment failure with penicillin and other 

beta-lactam antibiotics in pharyngotonsillitis caused by group A beta-

hemolytic streptococci (GAßHS) has prompted the search for alternative 

antimicrobials(Mahaket et al, 2006). 
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The Aim of This Study 
 

In our study we aimedto evaluate the efficacy of treatment of 

GABHS pharyngitis with long acting penicillin versus oral penicillin by 

frequent measurement of the level of ASOT in pediatric out patient clinic 

in Elfayoum hospital. 

This study also aimd to improve clinical diagnosis of group (A) 

beta hemolytic streptococcal (GABHS) pharyngitis and to develop 

clinical criteria for the presumptive diagnosis of streptococcal 

pharyngitis. 

Improved clinical care of children in less developed regions and the 

reduction of indiscriminate antibiotic use will improve health states of 

children. 

 

Main objectives: 

 

To identify the optimal set of clinical findings in children between 

3 and 13 years of age that are predictive of (GABHS) pharyngitis as 

documented by high ASOT. 

 

To decide wether Long acting penicillin or oral penicillin is more 

effective in treatement and prevention of recurrent episodes of GAS 

pharyngitis. 
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Chapter (1) 

Acute pharyngitis in children 

    

 Pharyngeal Anatomy  

       

  The pharynx is the continuation of the digestive and respiratory system 

from the oral cavity and nose.  It is a funnel-shaped fibromuscular tube, 

approximately 15 cm long, that is the common route for air and food.  In 

its superior part, the pharynx receives the posterior opening of the nasal 

cavities called choanae.  The pharynx is located posterior to the nasal and 

oral cavities and the larynx.  The pharynx is divided into three parts:  (1) 

the nasopharynx bounded superiorly by the skull base and choanae and 

inferiorly by the soft palate; (2) the oropharynx bounded superiorly by the 

soft palate and inferiorly by the base of tongue; and (3) the 

laryngopharynx or hypopharynx bounded superiorly by the base of 

tongue and inferiorly by the inferior border of the cricoid cartilage at 

approximately the level of the 6th cervical vertebrae.  The widest portion 

of the pharynx (about 5 cm) is opposite the hyoid bone and its narrowest 

point is the most inferior aspect where it is continuous with the 

esophagus. ((BBull TR, 1987) 

 

         The pharyngeal wall is composed of five layers.  From superficial to 

deep, they are:  (1) a mucous membrane covered with pseudostratified 

ciliated epithelium superiorly and stratified squamous epithelium 

inferiorly; (2) a submucosa; (3) a fibrous layer forming the 

pharyngobasilar fascia, which is attached to the skull; (4) a muscular 

layer composed of inner longitudinal and outer circular parts; and (5) a 
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loose connective tissue larynx forming the buccopharyngeal fascia which 

is continuous with the fascia covering the buccinator and pharyngeal 

muscles and contains the pharyngeal plexus of nerves and veins ((BBull TR, 

1987).
 
 

 

         There are six muscles in the pharynx, three overlapping constrictor 

muscles and three muscles that descend from the styloid process, the 

cartilaginous part of the auditory tube, and the soft palate.  The external 

circular part of the muscular layer of the wall of the pharynx is formed by 

the paired superior, middle, and inferior constrictor muscles ((BBull TR, 

1987).
   
     

         

         The superior constrictor is innermost progressing to the inferior 

constrictor, which is outermost.   All three contract involuntarily in a way 

that results in contraction taking place sequentially from the superior to 

the inferior end of the pharynx. The internal  longitudinal muscles of the 

pharynx include the stylopharyngeus, palatopharyngeus, and the 

salpingopharyngeus muscle, which all function in elevating the larynx 

during swallowing and speaking.  The salpingopharyngeus muscle 

originates from the cartilaginous part of the auditory tube and descends in 

the lateral wall of the pharynx where it is covered by the 

salpingopharngeal fold of mucous membrane.  It has the added function 

of opening the pharyngeal orifice of the auditory tube during swallowing. 

All the muscles of the pharynx except the stylopharyngeus are innervated 

by the pharyngeal plexus of nerves, which run along the lateral aspect of 

the pharnyx.  The plexus is formed by the vagus (CNX) and 

glossopharyngeal (CN IX) nerves and by sympathetic branches from the 

superior cervical ganglion.  The motor fibers in the pharngeal plexus are 

derived from the cranial root of CN XI (the accessory nerve), and are 
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carried by the vagus nerve to all muscles of the pharynx and soft palate, 

except the stylopharyngeus (supplied by CN IX) and the tensor veli 

palatini (supplied by CN VIII) ((BBull TR, 1987).
  

 

         The blood supply to the pharynx is derived primarily from branches 

of the external carotid artery.  These include the ascending pharyngeal 

artery, dorsal branches from the lingual artery, tonsillar branches of the 

facial artery, and palatine branches from the maxillary artery ((BBull TR, 

1987).
 
 

 

          The retropharyngeal lymph nodes are the primary drainage site for 

the pharyngeal lymphatics.  The nasopharynx empties to retropharyngeal 

lymph nodes and proceeds to the lateral pharyngeal and deep jugular 

nodal chains.  The oropharynx drains to the superior deep cervical and 

jugular nodes and the hypopharynx drains to the lateral pharyngeal, deep  

cervical, and jugular nodes ((BBull TR, 1987).
 
 

 

            Pharyngitis is defined as inflammation of the mucous membranes 

and sub mucosal structures of the pharynx (Barnes L ,1985).  It accounts 

for over 40 million visits by adults to medical facilities each year in the 

U.S.  More prescriptions are written for treatment of pharyngitis than any 

other respiratory infection including pneumonia and otitis. In Egypt, the 

incidence of streptococcal pharyngitis is 31 per 100 child-years, and 

between 0.4% and 1% of schoolchildren have clinical evidence of cardiac 

valvular  damage probably due to acute rheumatic fever (Sorour AH et al, 

1969) (El-Kholy A et al,1973) (El-Kholy A et al, 1980).
  

The chief complaint of pharyngitis is sore throat.  Other local symptoms- 

throat scratchiness, coryza, cough, and irritation-are also common in 

pharyngitis, particularly in pharyngitis of viral origin.  As with any 


