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1. Introduction 

An acute sore throat is a common presentation to the emergency department and 

assessment units. The majority of sore throats resolve within 1 week irrespective of the 

cause (40% within 3 days and 85% within 1 week). There are many causes of sore throats 

and it is important to identify the life-threatening causes as well as sore throat caused by 

Group A Streptococcus (GAS) as this needs antibiotics to prevent possible complications. 

2. Aim and Purpose 

This document provides guidance in relation to the diagnosis and management of children 

aged 3-15 years with suspected tonsillitis.  

3. Definitions, Keywords 

Sore throat; tonsillitis; quinsy; group A streptococcus; rapid antigen test; RAT 

4. Main body of Guidelines 
 

Assessment tool 

Sore throat can be bacterial, viral or non-infectious (gastro-oesophageal reflux disease, 

hayfever, smoke). The most common viral cause is rhinovirus (20%) and the most common 

bacterial cause is group A streptococcus (30%). Clinical features alone do not reliably 

discriminate between bacterial and viral causes but can offer some guidance on diagnosis. 

McIsaac score (modified centor criteria) 

The Centor criteria are only validated for adult patients in primary care and are not validated 

for children under the age of 3 due to the different clinical presentation of GAS in the first 

years of life. The McIsaac score can be used in children over 3 years old and takes into 

account the higher rate of streptococci in the 3-14 year age group. NICE recommends 

prescribing antibiotics if the patient scores 3 or more. 

Even if a child scores 3 or more you must take into consideration the clinical history 

and if you are not already considering prescribing antibiotics (i.e. the child presents 

with URTI/cold type symptoms suggestive of a viral tonsillitis) then RAT does not 

need to be performed. 
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McIsaac criteria Point 

History of fever Add 1 point 

Tonsillar exudate Add 1 point 

Tender enlarged cervical lymph nodes Add 1 point 

Absence of cough  Add 1 point 

Ages 3-14 Add 1 point 

Ages <3 or >14 Add 0 points 

 

McIsaac score Percentage risk of GAS 

0 1-2.5% 

1 5-10% 

2 11-17% 

3 28-35% 

4-5 51-53% 

 

Possible complications of GAS throat infection 

Please note most GAS infections self resolve without complications. 

Suppurative 

Occur shortly after initial infection 

Non-suppurative 

Occur after few weeks – rare in UK 

Acute otitis media (most common) Acute rheumatic fever 

Quinsy (peritonsillar abscess) Post-streptococcal glomerulonephritis 

Retropharyngeal abscess Reactive arthritis 

Cervical adenitis   

Mastoiditis   

Acute bacterial sinusitis  

Septicaemia  

Meningitis  

Empyema  

 

Investigations 

Rapid antigen testing (RAT)  

A systematic review of randomised controlled trials reviewing rapid antigen detection testing 

for GAS in children with pharyngitis found that RAT have high sensitivity and specificity for 

identifying GAS infection. In studies that compared RAT and throat culture, RAT had a 

summary sensitivity of 85.6% and a summary sensitivity of 95.4% (based on very low quality 

graded evidence).  

Using RAT we would expect that amongst 100 children with strep throat 86 would be 

correctly detected with the rapid test while 14 would be missed and not receive antibiotic 
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treatment. Of 100 children with non-streptococcal sore throat 95 would be correctly classified 

as such with the rapid test while 5 would be misdiagnosed as having strep throat and receive 

unnecessary antibiotics. 

With this in mind undertake RAT in the following circumstances if you are considering 

prescribing antibiotics:  

 

 

 

 

Throat swabs 

NICE recommends that throat swabs are not routinely taken. This is due to a turnaround 

time of at least 48 hours, poor sensitivity and their inability to differentiate between infection 

and carriage. A positive throat culture makes GAS more likely but a negative throat swab 

does not rule out diagnosis. Children have high rate of asymptomatic carriage of GAS (40%). 

Carriers have low infectivity and are not at risk of developing complications. 

With this in mind do not routinely send a throat swab unless the child is 

immunocompromised, in cases of suspected quinsy, or if a decision is made to start a child 

on a macrolide antibiotic.  

 

Special circumstances 

 

There are a number of special circumstances which should be considered where applicable: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Signs of airway compromise Do not examine the throat, Consider the 
differential 
Manage according the relevant guideline 
 

Suspected Quinsy/collection Refer to ENT team.  Perform RAT. If negative 
also send a throat swab and treat as per 
clinical picture 

 

Possible immunosuppression     Perform RAT and send throat swab  
Follow relevant guideline & discuss as needed 
with specialists  
 

Possible Glandular Fever       Perform GAS RAT 
      Send FBC, Film and glandular fever screen 
      Manage according to result & clinical picture 
 

Possible Scarlet fever Perform RAT and manage according to result 
& clinical picture 

 

Dehydrated/unable to drink Give analgesia, fluid trial & manage 

appropriately 

• McIsaac score ≥3  

• Children who are immunosuppressed 

• Cases of suspected glandular fever 

• Cases of suspected scarlet fever 
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Management 

If the child is going to be discharged home then they should be given advice as below: 

• Avoid hot drinks 

• Take adequate fluid to avoid dehydration 

• Gargle with warm salty water at frequent intervals until the discomfort and swelling 

subside (if age appropriate) 

• Suck throat lozenges, hard boiled sweets, ice or ice lollies 

• Use benzydamine spray (Difflam) (there is no good clinical evidence of effectiveness 

but many children find this helpful) 

• Use paracetamol and/or ibuprofen as simple analgesia 

• Advise that if the child worsens or has a prolonged illness then they should be 

reviewed 

 

Dexamethasone 

 

A BMJ Rapid Recommendation made a weak recommendation for the use of a single dose 

of oral corticosteroid in those presenting with acute sore throat as it may reduce the severity 

and duration of pain by one day. In cases of tonsillitis where pain is severe despite simple 

analgesia or if the patient is unable to swallow a single one off dose of dexamethasone can 

be considered at a dose of 0.6mg/kg (up to a maximum 10mg). If the child is to be admitted 

then discussion with ENT, who will often already be involved, regarding intravenous 

dexamethasone is appropriate.  

Antibiotics 

Where RAT exists and the result is positive use a 5 day course of phenoxymethylpenicillin 

BD (see BNFc for dosing) in those children able to swallow TABLETS. In younger children 

who are unable to swallow tablets, a 5 day course of amoxicillin liquid is a reasonable 

alternative. A 10 day course of either antibiotic should be used in cases of recurrent tonsillitis 

within 2 weeks of previously treated infection. Clarithromycin or erythromycin is a suitable 

alternative if the child is penicillin allergic. Where RAT is not available then antibiotics should 

be considered if a child over 3 years old has 3 or more McIsaac criteria and symptoms 

significant enough to warrant treatment.  

There is no validated scoring system for bacterial tonsillitis in children under 3 years of age 

and the decision to treat this age group with antibiotics is based on clinical judgement noting 

that group A streptococcal tonsillitis is rare in this age group.   
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9. Documentation Controls (these go at the end of the document but before any 
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