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Topic Outline

- Pharyngitis (general principles, diagnosis, treatment)

- Rhinosinusitis (general principles, diagnosis, treatment)
- Otitis Media (general principles, diagnosis, treatment)

- Influenza Virus Infection (general principles, diagnosis, treatment, complications)
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v" Pharyngitis, rhinosinusitis, o /
.- . Rhinosinusitis
and otitis media are the 3 most e

common URIs.
Csugpel lespifakry Hack Rucchil

hard palate

nostril
v Because URIs are so common,

antibiotics used to treat them

serve as catalysts for the oral cavity
emergence and spread of tongue

antibiotic resistance, thereby

making wise antibiotic use F piglottits
critically 1mp0rtant Laryngitis!
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General Principles:

v" An acute infection of oropharynx or nasopharynx.

¥ . . . Streptococcal
v’ Viruses [rhinovirus (20%), coronavirus Pharyngitis

(5%), adenovirus (5%), HSV (4%), influenza
virus (2%), parainfluenza virus (2%),

Eps\tei/n:_]iegr/\\/i/rus (1%)] are the most PE“(“J“@‘I*‘%
common cause of pharyngitis. CE  symplom’
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v" GABHS (group A B-hemolytic Streptococcus)
pharyngitis: primary bacterial cause, 5= 15% of
cases in adults, 15-30% in children ..

O\\\\rf\Dl'o)ﬂ‘c, \_\,\erij .
v" Children 5 to 15 years of age are most susceptible (At increased risk: parent
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Diagnosis:

T

* Fever, cervical lymphadenopathy, tonsillar exudates & throat pain >most common clinical
manifestations lymph 3t .5 55 )
L o, t J&,p)gff Mole
* Distinguishing bacterial from viral pharyngitis on clinical grounds alone is difficult =
microbiologic testing 1s recommended for symptomatic patients unless they have symptoms

v Clinical Presentation: e
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CLINICAL PRESENTATION: Group A B-hemolytic Streptococcal Pharyngitis

General
/\N

e Asore throat of sudden onset that is mostly self-limited.

e Fever and constitutional symptoms resolving in about 3 to 5 days.

Signs and Symptoms of GAS Pharyngitis

| e Sore throat, usually with sudden onset

2 e Painon swallowing

/? e Fever

e Headache, nausea, vomiting, and abdominal pain (especially in children)

e Erythema/inflammation of the tonsils and pharynx

4o Patchy exudates

Fo Enlarged, tender anterior cervical lymph nodes

8. Red swollen uvula

Qe Petechiae or purple spots on the soft palate

e Clinical signs and symptoms are similar for viral causes and nonstreptococcal bacterial causes.

Signs Suggestive of Viral Origin for Pharyngitis

lo Conjunctivitis — <gc enveluwent-
e b Lo AL

Z e Coryza ﬂ(@f@'fﬂ f&i"k__éa,%,)\l/;[\
3 e Cough e Hs0es As
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Y e Anterior stomatitis — A = 52!
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3G Laboratory Tests
beckeral ~ 4 fectiun, !

Le Throat swab and culture

2 e Rapid antigen-detection test (RADT)
CN——

(o scarlatiniform rash (papular, blanching, and erythematous rash often affecting neck then spreads along the trunk and limbs). —s S-‘I’awba_/y
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v' Diagnostic Testing —> Swedb {;WP'& abgen  olefechun o

cullufe
* Reserved for: Seganshe Feak I @i S LD
\ » symptomatic patients with exposure to a case of strep. pharyngitis
2. » those with signs of significant infection (fever, tonsﬂlar exudates, & cervical adenopathy
i > whose symptoms persist despite symptomatic therapy - s G s %Mj e b
b = » patients with a history of rheumatic fever. s O W5\
Uﬂéd‘s ats =) 05 (Wi | K bédcﬁd} e Al s oD s ceved”
* Rapid antigen detection testing (RADT) 1s useful for diagnosing GABHS (> 90% sensitivity
v Reprc] and specificity). A negative test does not reliably exclude GAS, making throat culture
2. nof  necessary if clinical suspicion is high. Redid bk —snepble | — Codbul . 30 g
X pensive 2oty ko do. (S 2o S 5 adulssanc +ohiden )4 Ul 0 SYU R0 3
* Delaying therapy while awaiting culture results does not affect the risk of complications (but
Qj%\ «—symptomatic benefit 1s postponed, contagion remains), and patients must be educated as to
2 the value of waiting, given the low false-negative rate of RADT.
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v" Most cases of pharyngitis are self-limited and do not require antimicrobial therapy.

v Empirical therapy is not recommended; however, if used while results are pending, it is important

to discontinue empirical antibiotics once laboratory results come back as negative.
& D

v' Treatment for GABHS is indicated with a positive culture or RADT, or if the diagnosis is
strongly suspected, pending culture results:
FaBN SE B Gy DB ks 3 aa L ‘ — _p{t@”z cAnoieC ®

v' Treatment options include penicillin V 500 mg PO every 12h for 10 days, clindamycin 300 mg
PO every 8h for 10 days, azithromycin 500 mg PO on day 1 followed by 250 mg every day on
days 2— 5, or benzathine peﬁicillin G 1.2 million units IM as a one-time dose.

C—z O Vf'/ﬁ 4 e W

v' Effective antibiotic therapy reduces the infectious period to about 24 hours.




v" The duration of therapy for GABHS pharyngitis is 10 days, except for benzathine penicillin and
azithromycin, to maximize bacterial eradication. s\-w\g])i Aoso
(.5 davpe. \
v" Supportive care should be offered to all patients with acute pharyngitis (antipyretic medications,
Z analgesics, and nonprescription lozenges and sprays containing menthol and topical anesthetics
for temporary relief of pain). = - S

v"_GABHS carriers (33% of household contacts of acute case) do not need antimicrobial therapy
due to low risk of spreading GABHS pharyngitis or developing complications.
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Acute Pharyngitis for Adult and Pediatric Patients Algorithm

Signs and Symptoms —>| No [——>| Signsand Symptoms >|  Likely viral
e Sore throat ve  Cough
e Dysphagia . 2¢  Rhinorrhea L
e Fever > 102°F 1004°F =2% < 2e Hoarseness > ;),»QJI
e Body aches we  Qral ulcers
* Headache se Diarrhea
e _Petechiae V
5 | _»__Tonsillar exudates + vesicles N Symptomatic treatment
~ | e« Tender cervical lymph nodes cetamert “—1 % APAP or NSAIDs — v+ 4srrﬂ-n-—»vu_ar\‘t»\
e Hydration echis,
b W Sequess B e Throat lozenges " h e
Yes oue sheud corformet e Salt water rinse ) f“““
W/ AN ifvg
Rapid Antigen Testing Recommended grelte
‘| e« Close contact with infected person >I Rapid Antigen Test
9| « Age 4-15 years with fever/sore throat —="s% ek
3| » Sudden onset of symptoms- i::b N N
4 o History of rheumatic fever 2 Positive for Group A Strep No ©9
5| o Epidemic of GAS or Corynebacterium T
diphtheria  Seps NS e\ns W \
Wﬂﬂw Yes Throat Cultures for GAS
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Children

Yes
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(2018) Outpatient Acute
Pharyngitis for Adults
and Pediatric Patients

Pos |&{ 2 e Adolescents <Z2°9%% Aloorithm. Retrieved
Yes |< Penicillin allergy? Initiate antibiotic 3 » History of negative gorithm. .etr.1e.ve
& therapy rapid antigen test . | from 2020 Vlrfglmal X
hhgn O\ o = T : \ Department of Healt
No %“gl D S cdlle N Sl SR T EES D ) website.
4 e First line in Pediatrics* https://www.vdh.virginia
*  Penicillin V: 50 mg/kg/day divided in 3 doses .gov/haiar/vhag/
Cephalexin: ( S cccad o0 Wl « Amoxicillin: 40-50 mg/kg/day divided in 3 doses
e Adults: 500 mg QID GenelZipon )
e Peds*: 25-50 mg/kg/day divided every 6 to 12 hours First line in
Cefdinin — Rt 5 dagy. <5 dwahe Penicillin V: 500 mg BID or TID
e  Adults: 300 mg every q 12 hours or 600 mg once «  Amoxicillin: 500 mg BID or TID
daily
e Peds*: 14 mg/kg/day QD or 7 mg/kg q 12 hours Plus SWM
(Severe allergy (anaphylaxis) ] — [Duration: 10 days |
Clindamycin: we ot bele = —
o :::'537300 mg ?g \ectam *Maximum pediatric dose: Do not
o s*: 7mg/kg Tl : Relapse? —
AP e i S ) o\q’( o dulhipns | P 1, fxceed adult dose
e  Adults: 500 mg once then 250 mg x 4 days \G M
* Z:::;;g)';‘i/:g O s 300 my)  then'6 mo/kn & . Consider alternate therapy if adherent to {—> <Hcok ™\ colhefonce.
Y2 =2 (el initial treatment 2. use Fne
. &Vl by 500 g
Plus tomatic treatment .l Colled  ofose.
Pus symptomati treatment. " 217 7 |
F ation: 10




Patient with Sore throat

Apply streptococcal score N snnt o s o 3 yeurs Modified Centor score and
i —management options using clinical
Criteria Points £5 decision rule
Vo Ximiarn Absence of cough ) tesen b bion {esk
sefe =2 Swollen and tender anterior Exudative or Swollen Tonsils (+1) Eal&ﬂ! . on Nl ? e :, ok i
mirimuinn cervical Nodes Used to calculate the risk of stic_pto&cal mbf;’:ﬂ“
Seofe = - Temperature > 100.4°F (38°C) pharyngitis and to decide whether RAD'] and

Nodes -- adenopathy in anterior cervical chain (+1)

Tonsliar exudates or swelling antimicrobial therapy should be initiated in o

patients presenting with sore throat) Clinician oy
Biociper ks Sl should consider performing RADT for those with
scores of 2 if they are pediatric patient&ﬂley
Pare at risk of complicationg =4 > % v =

ovas SW 3 BY oghion | e
(1mmunocomprom1sed or frail), or if they appear

l l l l Farely Old > 45 yoars ok (1) cl@mer factors should be
Y

considered (e.g., a score of 1, but recent family

Age
3 to 14 years

15 to 44 years
45 years and older

Cumulative score:

‘ |)_I- "Q'_. - - -t Vs

[

Often Young, <15 years old (+1)

Score <0 Score =1 Score =2 Score=3 Score 2 4 Likelihood of Positive Strep Throat Cultures based on M-CENTOR Score .
T contact with documented streptococcal

l l I l . infection).
Risk of Risk of Risk of Risk of Risk of H -
Cﬂs _ GABHS (.B_A-BHS GABHS _ GABHS i Yuchen (Richard) Tang, MD candidate 20218, McMaster University
pharyngitis pharyngitis pharyngitis pharyngitis pharyngitis z
1102.5% 510 10% 1110 17% 28 t0 35% 51 1053% : . . ",

= —— Choby B. Diagnosis and Treatment of Streptococcal Pharyngitis —
Opnon--xl l - 23 - American Family Physician. American Academy of Family
s ‘W}Uiai;';;_p Total MCentor Score Physicians. 2009 http://www.aafp.org/afp/2009/0301/p383.html.
d J\'" I-'\ \'9-’.,—; ' C_W”( CMA.. 1998 Jar

treatment with
o No further Perform throat culture or RADT TRy Clinical Practice Guideline for the Diagnosis and Management of
Mo funh . RADT antibiotics Next Steps & &

Group A Streptococcal Pharyngitis: 2012 Update by the Infectious

.. lesting or .
EYprovall, — leprcd  onbiggon . : .
Skivoment antibiotics \ ) Diseases Society of America.
indicated l l Fecl @ S http://cid.oxfordjournals.org/content/early/2012/09/06/cid.cis629.full
P f Neqatwe POSI[I‘.‘(‘ M-CENTOR <1 = h%vw;;ngm ?efs?('gjpnsr:gnagri:izioﬁc required = df+html
erform a e ' v
throat culture MICENTOR 23 e . eh pnanraite
in Chll dren c therapy based on test/culture results
A M-CENTOR >4 = ood of Strep pharyng';iu's
(<2051) Mo antibiotics indicated Treat with antibiotics = L L S
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Treatment of pharyngitis due to group A Stertococcus in adults
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Ant:blotlc Drug Doging in adults* Advantages Disadvantages
class fduce Ol ’g- (esiskence-
Penicillins Penicillin V = 500 mg orally two to three times = Narrow spectrum Three-times-daily dosing; however,
(preferred) - daily for 10 days = No documented resistance twice-daily regimen appears to be as
N~ ospen - « Low cost effective as thrice daily[!]
dfvg X - o — ,
Amoxicillin* = 500 mg orally twice daily for 10 days = Also available as once-daily
chwice: = 1000 mg (immediate release) once extended-release tablet
daily for 10 days
Penicillin G = 1.2 million units IM as a single dose = Can be given as a single dose Variable availability
benzathine* = Ensured adherence High cost
(Bicillin L-A) — QN s = siﬁlc dose — = Only drug studied for_prevention of Injection site pain
o ploblem  tn ardhelince- aduantege:  acute rheumatic fever
Cephalosporins = Cephalexin* = 500 mg orally twice daily for 10 days High efficacy rate Broader spectrum than penicillin -
(potential (first generation) penecilia DV @ = Narrower spectrum than later- Greater potential to induce antibiotic
alternatives for S gslds alt c@rd#c generation cephalosporins . resistance,
mild reactions to
penicillinA) CM* (first = 1 g orally daily for 10 days = Once daily Broader spectrum than penicillin

generation)

Cefuroxime*
(second
generation)

Cefpodoxime*
(third generation)
T ~——————

Cefdinir*

(third generation)

Cefixime (third
generation)

250 mg orally twice daily for 10 days

100 mg orally twice daily for 5 to 10
days

300 mg orally twice daily for 5 to 10
days or 600 mq orally once daily for
10 days

400 mg orally once daily for 10 days

High efficacy rate
Narrower spectrum than later-
generation cephalosporins

High efficacy rate

Narrower spectrum than later-
generation cephalosporins

High efficacy rate
FDA approved for 5-day course

Once-daily option

High efficacy rate

FDA approved for 5-day course
A approved Tor >-day ¢

Once daily
High efficacy rate

Greater potential to induce antibiotic
resistance

Broader spectrum than penicillin and
first-generation cephalosporins
Greater potential to induce antibiotic
resistance

Broader spectrum than penicillin and
earlier-generation cephalosporins
Greater potential to induce antibiotic
resistance

Broader spectrum than penicillin and
earlier-generation cephalosporins
Greater potential to induce antibiotic
resistance

Broader spectrum than penicillin
Greater potential to induce antibiotic
resistance
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Macrolides
> (alternatives for
patients with
a laxis or
qther IgE-
mediated
reactions or
severe delayed
stevtn ~Jowms  e——reactions to

S ool lore- penicillin2)

Azithromycin = 12 mg/kg/day (maximum 500

mg/dose) 5 daysesas \eadding dose:

Clarithromycin* =_250 mg orally twice daily for 10 days
\
Yy
MQ(L J‘U‘J

M_‘ﬂ i “j—.‘aw

Pron Ru*hfo W) cla

Growing rates of resistance

Rarely associated with prolonged QT
interval and TP —» sefous Veablkudar offpbhmess. —s ok fise:

\ ek priblem-
2. yerbiwda  oifglnmeic.
S- on Amline ey

Y. Dilugy Jned valebl
Causes CYP3A4 drug interactions Vel engmes Wk fncfimte

Growing rates of resistance

Greater gastrointestinal side effects
than azithromycin

Rarely associated with prolonged QT s 4 Aziegon.
interval and TdP s f.\«.»b o~ oWl g

Lincosamides
alternative when
?’W oD e J acrolide
resistance is a
concern and

2 penicillins and
cephalosporins

cannot be used)

IM: intramuscularly; FDA: US Food and Drug Administration: TdP: torsades de pointes.

Clindamycin = 300 mg orally three times daily for 10
days

* Dose alteration may be needed for renal insufficiency.

Yk Contt ?ra\w.\d
Growing rates of resistance & @ nbefval.
High side-effect profile (ie,

gastrointestinal)

9 Once-daily immediate-release amoxicillin appears to be non-inferior to penicillin V or amoxicillin administered in multiple daily doses, primarily based on studies in
children and adolescents. An extended-release preparation of amoxicillin is also available. The dose in adults is 775 mg orally once daily for 10 days.

A Approach to patients with penicillin allergy varies among experts and allergy severity; refer to the UpToDate text for additional detail.

<& A 3-day course is approved and widely prescribed in Eurcpe and other regions.
(\/\/\,

Reference:

1. Lan AJ, Colford JM, Colford JM Jr. The impact of dosing frequency on the efficacy of 10-day penicillin or amoxicillin therapy for streptococcal tonsillopharyngitis: A meta-analysis.
Pediatrics 2000; 105:E19.

Data from:

1. Shulman ST, Bisno AL, Clegg HW, et al. Clinical practice guideline for the diagnosis and management of Group A Streptococcal pharyngitis: 2012 Update by the Infectious Diseases
Society of America. Clin Infect Dis 2012; 55:e86.

2. Gerber MA, Baltimore RS, Eaton CB, et al. Prevention of rheumatic fever and diagnosis and treatment of acute streptococcal pharyngitis: A scientific statement from the American Heart
Association Rheumatic Fever, Endocarditis, and Kawasaki Disease Committee of the Council on Cardiovascular Disease in the Young, the Interdisciplinary Council on Functional Genomics
and Translational Biology, and the Interdisciplinary Council on Quality of Care and Outcomes Research: Endorsed by the American Academy of Pediatrics. Circulation 2009; 119:1541.
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Treatment of pharyngitis due to group A Streptococcus in children and adolescents

Dosing in children and

Antibiotic class Drug Advantages Disadvantages
adolescents*
Penicillins Penicillin vV = If <27 kg: 250 mg 2 to 3 = Narrow spectrum = Thrice-daily dosing; however,
(preferred) times daily for 10 days = No documented resistance twice-daily regimen appears
= If >27 kg: 500 mg 2 to 3 = Low cost to be as effective as thrice
times daily for 10 days daily[1]
Amoxicillin® = 50 mg/kg per day orally = Taste of suspension more
(maximum 1000 mg per day) palatable than penicillin, often
for 10 days preferred for children
= May be administered once = Available as once-daily
daily or in 2 equally divided extended-release tabletT
doses
Penicillin G benzathine = If 27 kg: Penicillin G = Can be given as a single dose = = Variable availability
(Bicillin L-A) benzathine (Bicillin L-A) = Ensured adherence = High cost
600'200 units IM as a single & only drug studied for = Injection site pain
dose prevention of acute rheumatic
= If >27 kg: Penicillin G fever
benzathine (Bicillin L-A) 1.2
million units IM as a single
dose
Cephalosporins Cephalexin* = 40 mg/kg/day divided twice = High efficacy rate = Broader spectrum than

(potential alternatives for mild
reactions to penicillin®)

(first generation)

Cefuroxime*
(second generation)

Cefpodoxime*
(third generation)

Cefdinir*
(third generation)

daily for 10 days (maximum
500 mg/dose)

10 mg/kg/dose orally twice
daily for 10 days (maximum
250 mg/dose)

5 mg/kg/dose orally every 12
hours (maximum 100
mg/dose) for 5 to 10 days

7 mg/kg/dose orally every 12
hours for 5 to 10 days or 14
mg/kg/dose every 24 hours
for 10 days (maximum 600
mg/day)

Narrower spectrum than
later-generation
cephalosporins

High efficacy rate
Narrower spectrum than
later-generation
cephalosporins

High efficacy rate

FDA approved for 5-day
course

High efficacy rate

FDA approved for 5-day
course when dosed twice
daily

penicillin
= Greater potential to induce
antibiotic resistance

= Broader spectrum than
penicillin and first-generation
cephalosporins

= Greater potential to induce
antibiotic resistance

= Broader spectrum than
penicillin and earlier-
generation cephalosporins

= Greater potential to induce
antibiotic resistance

= Broader spectrum than
penicillin and earlier-
generation cephalosporins

= Greater potential to induce
antibiotic resistance




Macrolides

(alternatives for patients with
anaphylaxis or other IgE-
mediated reactions or severe
delayed reactions to penicillin®)

Azithromycin

Clarithromycin*

= 12 mg/kg/day (maximum
500 mg/dose) for 5 days

= Can be given as a 5-day
course due to extended half-
life

= 7.5 mg/kg/dose (maximum
250 mg per dose) orally twice
daily for 10 days

Growing rates of resistance
Rarely associated with
prolonged QT interval and
Tdp

Growing rates of resistance
Greater gastrointestinal side
effects than azithromycin
Causes CYP3A4 drug
interactions

Rarely associated with
prolonged QT interval and
TdP

Lincosamides

(alternative when macrolide
resistance is a concern and
penicillins and cephalosporins
cannot be used)

Clindamycin

= 7 mg/kg/dose (maximum 300
mg per dose) orally 3 times
daily for 10 days

IM: intramuscularly; FDA: US Food and Drug Administration; TdP: torsades de pointes.

* Dose alteration may be needed for renal insufficiency.

Growing rates of resistance
High side effect profile (ie,
gastrointestinal)

9 Once-daily extended-release amoxicillin is recommended by the 2009 American Heart Association guidelines but is not available in all regions. It is noninferior to
immediate release amoxicillin administered in multiple daily doses. The dose in adolescents 12 years and older is 775 mg orally once daily for 10 days.

A In children weighing £27 kg, the combination IM formulation of 900,000 units benzathine penicillin G with 300,000 units procaine penicillin G (Bicillin C-R 900/300) is a
less painful alternative. Efficacy in larger children and adults has not been established.

< Approach to patients with penicillin allergy varies among experts and allergy severity; refer to UpToDate text for additional details.

Reference:

1. Lan AJ, Colford JM, Colford JM Jr; The impact of dosing frequency on the efficacy of 10-day penicillin or amoxicillin therapy for streptococcal tonsillopharyngitis: A meta-analysis. Pediatrics;

2000 Feb; 105:E19.

Data from:

1. Shulman ST, Bisno AL, Clegg HW, et al. Clinical practice guideline for the diagnosis and management of Group A Streptococcal pharynagitis: 2012 Update by the Infectious Diseases Society of

America. Clin Infect Dis 2012; 55:e86.

2. Gerber MA, Baltimore RS, Eaton CB, et al. Prevention of rheumatic fever and diagnosis and treatment of acute streptococcal pharyngitis: a scientific statement from the American Heart
Association Rheumatic Fever, Endocarditis, and Kawasaki Disease Committee of the Council on Cardiovascular Disease in the Young, the Interdisciplinary Council on Functional Genomics and
Translational Biology, and the Interdisciplinary Council on Quality of Care and Outcomes Research: endorsed by the American Academy of Pediatrics. Circulation 2009; 119:1541.

3. American Academy of Pediatrics. Group A Streptococcal Infections. In: Red Book: 2021-2024 Report of the Committee on Infectious Diseases, 32nd ed, Kimberlin DW, Barnett ED, Lynfield R,

Sawuer MH (Eds), American Academy of Pediatrics 2015. p.694.
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IR R P Antibiotics and Doses for Eradication J/_y
Cause

of Group A B-Hemolytic Streptococcal

Lo - - feceuront
Pharynagitis in Chronic Carriers—— Receurent F\"a@”@\*% keckion Folochon
Ll nin ol b v Several alternative antibiotics are preferred
Clindamycin Cleocin® 20-30 mg/kg/day orally in three NItE . e1q: .
R e T B T over penicillin or amoxicillin with G%HS
dose) carriers and recurrent pharyngitis.
Amoxicillin- Augmentin® 40 mg/kg/day orally in three divided &)
clavulanate doses (maximum 2,000 mg/day of Lo . .
amoxicillin) v" Amoxicillin-clavulanate, clindamycin,
PenicillinVand  Pen-V®, Penicillin V: 50 mg/kg/day orally in penicillin/rifampin combination, and
rifampin Rifadin® four doses for 10 days (maximum b thi cilli W—
2,000 mg/day); and rifampin: cnzatnine penicCiiiin rirampin
20 mg/kg/day orally in one dose combination may be considered for
for the last 4 days of treatment . ..
(maximum 600 mg/day) recurrent episodes of pharyngitis to
Penicillin G Bicillin L-A°,  Penicillin G benzathine: <27 kg—0.6 @naximize@acterial eradication in potential
benzathine Rifadin® million units, 27 kg or greater—1.2 :
and rifampin million units intramuscularly; E arriers and to counter cop athogens that
] and rifampin: 20 mg/kg/day produce P-lactamases. @
orally in two doses during last 4 ‘ o
days of treatment with penicillin a3 2055 LS W s e e $slbs e WL G A 5V
(maximum 600 mg/day) P O T Gt Uil 20w = Re Ll (adds i:"'Jf’- Gad
(econtent AL 2l w2l 21 phaks IV dler a3 W
.Pha@noi/-is )

Data from Reference 19.




Patient Care Process

Patient Care Process for Acute Pharyngitis

Collect

Reproduced with permission from Joint Commission of Pharmacy Practitioners.
Pharmacists' Patient Care Process; 2014
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Collect — o

e Patient characteristics (eg, age, weight)
’\/\/

o Patient history (eg, past infections including rheumatic fever and rheumatic heart disease, current and past antibiotic/antiviral use noting
previous failures, medication allergies)

e Determine whether the patient is a school-age child, parent/caregiver of a school-age child, or works with school-age children
e Objective data:

o Temperature

o Signs and symptoms (see “Clinical Presentation”)

o Other diagnostic tests, when indicated (eg, RADT, throat culture, microbiologic testing)

Assess —— \\la) of  Seclerad chcyom.

¢ Infection status, including presence of signs and symptoms
e Determine which symptoms may need additional therapy (eg, ongoing throat pain)

e Use information collected, patient factors (eg, patient age, symptom severity), and joint decision-making with parents/caregivers to determine
whether antibiotics are needed

o If antibiotics are appropriate, determine proper choice of antibiotic, dose, duration, and dosage form




o sfe ¢
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e Select drug therapy regimen including specific antibiotic, dose, route, frequency, and duration; specify the continuation and discontinuation of
existing therapies (see Tables 135-4 and 135-5)

* Monitor efficacy (eg, temperature, pain), safety (eg, medication-specific adverse effects), and time frame
e Educate patient and/or caregiver (eg, purpose of treatment, drug therapy) emphasizing adherence to treatment regimen

* Recommend self-monitoring of body temperature

o ¢ mplement
N : : . : N
?\a A e Provide patient education regarding the infection and all elements of treatment plan
¢ Use motivational interviewing and coaching strategies to maximize adherence
e Schedule follow-up, when indicated

e Recommend measures to reduce throat pain if present
Y =
sl dieas ] -
RACEY
e Presence of adverse effects, particularly allergic reactions

Follow-up: Monitor and Evaluate —

e Patient adherence to treatment plan using multiple sources of information
e Inquire if there have been infections among household contacts

"Collaborate with patient, caregiver(s), and other healthcare professionals.




v’ Secondary prophylaxis of recurrence of rheumatic fever and/or rheumatic heart disease: patients
should receive continuous antibiotic prophylaxis initiated:as soon as the patient is diagnosed and

the initial infection has been treated s Comdicahing

'« IM benzathine penicillin G every 4 weeks
2 penicillin V or sulfadiazine
—% « allergic to penicillin & sulfadiazine = a macrolide or azalide

heart s e Jowk

v How rheumatic fever affects the heart:
https://youtu.be/ZB97F-z36 Mk

—5 AU,
(\ Streptococcal pharyngitis
Primary prevention >
act gk ¥ osBn) (e I Y
S W Acute theumatic fever
P)\CM o sie_rpps o
7heumahz Secondary prevention >
fov/| S m——— Y
an hbish Gald J Chronic rheumatic heart disease

(O A with valve damage due to recurrent
=4 S attacks of acute rheumatic fever /_/
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Signs and symptoms of

Rheumatic Fever

Fever of Erythema marginatum Narrowed mitral valve
. 100.8-102.0 °F (non-itchy rash) causing heart murmur

Painful joints




Secondary prophylaxis for rheumatic fever -
Duration of therapy

Category Duration after last attack

10 years or until 40 vears of age (whichever
is longer)

Rheumatic fever with
carditis and residual
heart disease

Sometimes lifelong prophylaxis (refer to

\
(persistent valvular UpToDate topics on treatment and prevention
disease*) of acute rheumatic fever and management

and prevention of rheumatic heart disease)

Rheumatic fever with
carditis but no
residual heart
disease

—_—

(no valvular
disease*)

10 years or until 21 years of age

(whichever is longet)
L egpsable  wwark disace
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Rheumatic fever 5 years or until 21 years of age

without carditis

(whichever is longer)

* Clinical or echocardiographic evidence.
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Modified with permission from: Gerber MA, Baltimore RS, Eaton CB, et al.
Prevention of Rheumatic Fever and Diagnosis and Treatment of Acute
Streptococcal Pharyngitis: A Scientific Statement From the American Heart
Association Rheumatic Fever, Endocarditis, and Kawasaki Disease Committee of
the Council on Cardiovascular Disease in the Young, the Interdisciplinary Council
on Functional Genomics and Translational Biology, and the Interdisciplinary
Council on Quality of Care and Outcomes Research. Circulation 2009;
119(11):1541-51. Copyright © 2009 Lippincott Williams & Wilkins.
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Type of drug reactions

Type of
s . Common features
reaction
Non-allergic = Adverse effects (eg, diarrhea, vorquiting,
- \
reaction = yeast vaginitis)
= Family history of penicillin allergy but no
personal history
Mild non-IgE- = Maculopapular rash (with or without itching)

mediated reaction =« Medical record lists penicillin allergy but
patient unaware of reaction .

IgE-mediated \ = Anaphylaxis —=dlizzines , Hypotenson
reaction 2= Angicedema —s> —T R oic oy
2 = Wheezing et

Y = Laryngeal edema
5 = Hypotension

N -
4= Hives/urticaria —s, <Y 5=

——>V° ,’Dcnca',):?\ no

COPL\u (s spuiing.

Serious delayed » Toxic epidermal necrolysis (TEN)
reactions = Stevens-Johnson syndraome (SJS)
L i . ] .
= Drug reaction with eosinophilia and
deloy  feackon: systemic symptoms/drug-induced

hypersensitivity syndrome (DRESS/DiHS)
Other exfoliating dermatoses/erythroderma
Serum sickness-like reactions

Drug-induced cytopenias
Drug-induced renal, hepatic, or other
specific organ damage

IgE: immunoglobulin E.
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v" Patient Education Tips
* Prevention:

- Wash your hands frequently, especially after blowing your nose or
after caring for a child with a sore throat.

- If someone 1n your home has pharyngitis, keep his or her eating
utensils and drinking glasses separate from those of other family
members. Wash these objects thoroughly in hot, soapy water.

- If a toddler with pharyngitis has been chewing or sucking on toys,
wash these objects thoroughly in water and disinfectant soap, then
rinse well.

- Promptly dispose of any dirty tissues from runny noses and sneezes,
and then wash your hands.

- Do not allow a child who has been diagnosed with strep throat to
return to school or day care until he or she has been taking antibiotics
for at least 24 hours and symptoms have improved.

oy ss\ s

s ladh~g  +cell Itam;ng,

4 Tips to Prevent Recurring Strep Throat

) (>

Finish your Get a new
antibiotics toothbrush
Don’t share a Avoid strep

toothbrush holder throat carriers




v" Patient Education Tips
* Treatment:

- If you have simple viral pharyngitis, your symptoms should go away gradually over a period of
about one week.

- Because antibiotics do not work against viruses, viral pharyngitis usually is treated by treating the
symptoms to make you feel more comfortable until your body's immune system defeats the
infection. These measures include:

* Getting plenty of rest (either in or out of bed)

* Taking ibuprofen, acetaminophen or aspirin (in adults only) to relieve throat pain
* Drinking plenty of water to prevent dehydration

* Gargling with warm salty water to ease throat pain

* Drinking warm liquids (tea or broth) to soothe the throat

» Using a cool mist vaporizer to relieve throat dryness

* Using nonprescription throat lozenges or anesthetic throat sprays

- These measures will help to ease your discomfort with any type of throat infection.




If you have strep throat, you also will take antibiotics to prevent complications.
Your symptoms should subside within two to three days after you begin taking antibiotics.
It's important to take all the medication, even after you start to feel better.
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