
APPROACH TO SORE THROAT 
 

SEEN IN EVERY AGE GROUP AND HAS NO SEX PREDILECTION 
 
PATHOPHYSIOLOGY: 

• Majority of infections are mild and not associated with serious comlications 
o However  several may result in airway compromise, systemic 

disease or sepsis 
• Viruses cause the majority of cases of sore throat  up to 80%, enterovirus 

being the most common 
• Acute pharyngitis due to BACTERIAL INFECTION is much less common 

o GABHS (Streptococcus pyogenes)  most common 
o Incidence of GABHS in school-age kids ~15-30%, but in adults ~5% 
 antibiotics prescribed to 50-75% 

• GABHS with anaerobes or anaerobes alone cause deeper plane infection 
• Immunocompromised may present with severe infection or repeated infection 
 think candida 

 
 
PIVOTAL FINDINGS: 
 
HISTORY: 

• CHARACTERISTICS OF PAIN  rapidly progressing symptoms, high fever 
or severe pain suggest invasive disease. If duration several days, think deeper 
plane infection or systemic disease 

o Pain that radiates to the back of the neck or between the shoulder 
blades suggests prevertebral or retropharyngeal pathology 

• ASSOCIATED COMPLAINTS  ODYNOPHAGIA UNIVERSAL 
o Presence of severe pain, significant dysphagia, drooling, voice 

muffling (“hot-potato voice”)  more serious infection (think 
peritonsillar abscess, glossal abscess, epiglottitis, Ludwigs’ angina 



• SYSTEMIC SYMPTOMS  prolonger fever (>5-7 days) in Kawasaki 
disease 

• OROGENITAL CONTACT  gonorrhoea, herpetic infection 
• TRAUMA  blunt/penetrating  deep-space infection 
• IMMUNISATION  if not, think Haemophilus, diphtheria, pertussis 
• IMMUNE STATUS  diabetes, known immune disorders, 

chemo/radiotherapy, alcoholism/malnutrition  all at risk for more severe 
infection 

 
PHYSICAL EXAMINATION: 

• ASSESS FOR AIRWAY COMPROMISE  critical first step 
o Observe posture, phonation, level of consciousness, colour 

 Observation alone very important in kids as more invasive 
examination can lead to agitation and progression to complete 
airway obstruction 

o Presence of air hunger, stridor, drooling or toxic appearance may 
indicate pending airway obstruction 

o Pending airway loss leads to air-preserving posturing, especially in 
children: 
 Infants  lateral decubitus with neck hyperextended 
 Children capable of sitting  support head with their hands 
 Older children  fixed upright posturing, tripod posturing

 



 
 

 
ANCILLARY TESTING: 

• Use of the CENTOR CRITERIA (see below), with or without rapid antigen 
detection/culture is a rational but not universally accepted approach, but the 
goal is to decrease the cost of additional testing 

o CENTOR CRITERIA  fever, no cough, tender lymphadenopathy, 
tonsillar exudate 

• Think EBV if severe sore throat, fever and lymphadenopathy (generalised)  
if raised absolute lymphocytosis. MONOSPOT. Retest if negative but with 
compatible history as heterophile antibodies tested by monospot may not be 
present in first week in ~10% 

• Lateral neck radiograph can narrow differential in paediatric patients with 
potential airway obstruction  



o Use of Hib vaccine has dramatically ↓d epiglottitis in kids, but the 
incidence has NOT CHANGED IN ADULTS 

• Ultrasound  can guide drainage and avoid radiation  
• CT  defines the extent of infection and can distinguish cellulitis from 

abscess 
 
EMPIRICAL MANAGEMENT: 

• If the patient is IN EXTREMIS with signs of airway compromise  
immediate airway control is obviously necessary 

o The patient who is febrile and appears toxic, has an abnormal voice, is 
drooling  may require emergent airway management before any 
other diagnostic maneouvres are attempted 

o Equipment for cricothyrotomy should be readily available because 
instrumentation can lead to airway obstruction or laryngospasm 
 Fibreoptic if available with light sedation and topical 

anaesthesia 
 If able to transport  surgical cricothyrotomy in OT 

o BROAD-SPECTRUM PARENTERAL ANTIBIOTICS 
o SIMPLE TONSILLITIS  penicillin alone for strep coverage 

• If patient’s airway is ok but has vocal changes  think epiglottitis, 
peritonsillary abscess or cellulitis  direct examination with nasoendoscope 
to identify offending condition 

 


