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The Journal welcomes Letters to the Editor; if 
found suitable, they w ill be published as space 
allows. Letters should be typed double-spaced, 
should not exceed 400 words, and are subject 
to abridgm ent and other editorial changes in 
accordance w ith  journal style.

Treatment of Streptococcal 
Pharyngitis

To the Editor:
I write concerning the article 

“ Streptococcal Throat Infections 
in Family Practice,” by Robert Gil
lette (J  Fam Pract 6:251, 1978). I 
am happy to see the problem of 
streptococcal pharyngitis discussed 
in Dr. Gillette’s excellent paper. 
However, I believe some reactions 
and further perspectives on this 
subject deserve mention.

1. Dr. Gillette offers the refer
enced comment that about one 
third of sore throats are strep
tococcal, and then uses this to ex
trapolate how many of the cases of 
pharyngitis in the Virginia Study1 
were streptococcal. This is a very 
tenuous assumption to make. An 
excellent article by a Canadian 
family physician, W. J. Hart, re
vealed only ten percent of throat 
cultures positive for streptococcus, 
and a large study at the Children’s 
Hospital National Medical Center 
revealed 1 1  and 16 percent of cul
tures taken became positive.2,3 In 
our own four-month study, we 
found 1 1  percent of our throat cul
tures positive for beta streptococ
cus. Furthermore, Wannamaker

432

has suggested that perhaps only 50 
percent of positive throat cultures 
for beta strep are true acute infec
tions, ie, with an antibody rise.4 My 
point is, the fraction of pharyngitis 
cases that are streptococcal is 
highly variable, ranging from less 
than 10  percent in some studies to 
perhaps 40 percent in others. This 
should be made clear and perhaps 
documented for any given data re
ferred to (eg, the Virginia Study).

2. Dr. Gillette suggests that 
appropriate antibiotic given early in 
the course of an acute streptococ
cal pharyngitis provides dramatic 
relief of symptoms. However, I 
know of no controlled studies in the 
literature to support this. Alterna
tively, two studies reflect the op
posite point of view .3,6 I respect 
all physicians’ opinions, perhaps 
based on years of experience, but 
we must realize there may be a 
large placebo effect associated with 
prescribing penicillin, as well as the 
fact that the natural history of 
streptococcal pharyngitis is to im
prove, even without therapy. A 
well-controlled, double-blind study 
concerning this issue would be an
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ideal topic o f research for current 
family physicians.

3. In further supporting the use 
of the throat culture for all cases of 
pharyngitis, I refer to Hart’ s work 
again.2 In this study, four physi
cians performed cultures on 540 
patients complaining of sore throat, 
withholding treatment until the re
sults were known. Their clinical 
diagnosis was correct in only 56 
percent of cases. Without relying 
on the culture, 190 patients would 
have been treated unnecessarily, 
and 22 cases of strep throat would 
have gone unrecognized. In our 
own residency setting, we have 
documented that, even when our 
residents are highly suspicious of 
streptococcal pharyngitis, they are 
correct (by positive culture) in only 
one third o f cases.

4. Finally, concerning the tech
nique of throat culturing, Dr. Gil
lette describes a practical and effi
cient method. However, recent 
studies have suggested that pri
mary plating o f bacitracin discs, 
with reliance on the appearance of 
a primary zone of inhibition, can 
lead to a high percentage of false
negative interpretations.7,8 To avoid 
missing these false negatives, it 
may be wise not to require the ap
pearance o f a zone o f inhibition on 
first-day interpretations as a criter
ion for treatment. Ideally, applying 
the bacitracin disc to a pure subcul
ture on a second-day plate will 
more accurately identify Group A 
beta hemolytic streptococcus.

I realize that the management of 
streptococcal pharyngitis has long 
been debated and will continue to 
be discussed. However, we in fam
ily practice must strive to be as cur
rent, and at the same time as prac

tical, as possible in our manage- 
ment of this common infection.

J. Christopher Shank, MD 
Director o f Research 

Cedar Rapids 
Family Practice Center 

Cedar Rapids, Iowa
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To the Editor:
With great interest, I read the 

article by Dr. Gillette, “ Strep
tococcal Throat Infections in Fam
ily Practice”  (J Fam Pract 6:251, 
1978). Since sore throats are the 
fourth most common symptom 
seen in practice today,1 the article 
was certainly timely and appli
cable. However, a few additional 
points seem warranted.

(1) Diagnosis and treatment on
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“ findings suggestive of streptococ
cal” pharyngitis is fraught with 
hazard.2 (2) Treatment with 
“ appropriate antibiotics” does not 
alter the course of the disease.3 (3) 
Even early treatment does not pre
vent acute glomerulonephritis.4 (4) 
Treatment can be delayed up to 
nine days without significantly in
creasing the risk of rheumatic heart 
disease,5 which is the major reason 
for treatment. (5) Failure to do a 
throat culture on a child who even
tually developed rheumatic fever 
led to a successful malpractice 
suit.6 (6) Approximately 10 to 25 
percent of asymptomatic children 
are normal carriers of Group A 
streptococci making routine cultur
ing of family contacts almost unin
terpretable. (7) Benzathine penicil
lin is, in fact, surpassed “ for relia
bility in eradicating streptococci” 
by lincomycin.7 (8) It is true that 
one third of pediatric patients with 
pharyngitis are positive for B 
hemolytic streptococcus, but this 
incidence rapidly drops off to five 
percent in adults,8 making the 
premise of “ 7,000 cases of this ill
ness” untenable. This is especially 
true if you consider that only 60 
percent of positive cultures show 
detectable titer rise.2

With the above facts in mind, 
would it not be better for the prac
ticing physician in an endemic 
situation to have throat cultures 
available for use, and withhold 
treatment until cultures are positive 
in the symptomatic patient? Even 
in this situation, overtreatment 
would probably be the rule since, 
once again, only 60 percent of these 
culture-positive patients demon
strate an antibody rise indicating 
actual infection.2

D avid  A. Driggers, 
M aj, USAF, M C  

D epartm ent o f  Family Practice  
D avid  Grant USAF  

M edical Center (SGHC) 
Travis A ir Force Base, California
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To the Editor:
As a family physician and a fam

ily practice educator who spends 
much of his time explaining to par
ents why their children don’t need 
a “ penicillin shot” and advising 
residents not to prescribe antibi
otics unnecessarily, I read with in
terest Dr. Gillette’s article (J  Fam  
Pract 6:251, 1978) regarding strep
tococcal throat infections. Al
though I enjoyed the paper, I feel 
there were some important omis
sions and inaccuracies.
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First, Dr. Gillette states that 
“ antibiotics give dramatic relief of 
symptoms and may well be justified 
on that basis alone if the patient is 
seen in the first or second day of 
the illness.” This point is inaccu
rate at least, and controversial at 
best.1'2

Though the author alludes to the 
difficulty in differentiating strep
tococcal and viral pharyngitis on 
clinical grounds, he goes on to state 
that ‘ ‘children with findings suggest
ing streptococcal infections are 
treated with oral penicillin—until 
the culture is reported.” These 
statements seem somewhat conflic- 
tual to me. The worst cases of 
exudative pharyngitis and adenop
athy in my experience have oc- 
cured in patients with mononu
cleosis.

Finally and most importantly are 
the questions of increasing the in
cidence of penicillin reactions and 
allergy, which the author mentioned, 
and the emergence of bacterial 
strains resistant to penicillin, which 
he ignored. We are all now having 
to deal with new enemies, such as 
ampicillin-resistant Hemophilus 
influenzae and penicillin-resistant 
gonococcus, treacherous organ
isms which owe their existence to 
the indiscriminate use of these 
antibiotics in the past. If we foster a 
precedent of prescribing penicillin 
before culture results are known to 
every child with a fever, cervical 
adenopathy, and exudative pharyn
gitis, how long will it be before the 
emergency of more resistant strains 
of staphylococci and gonococci, 
and even a penicillin-resistant 
streptococcus? I shall continue to 
await culture results before pre
scribing antibiotics, and I don’t be

440

lieve my patients will suffer for it.

E. Scott Medley, MD 
Chief, Graduate Education 

Department o f Family Practice 
Medical University o f 

South Carolina 
Charleston, South Carolina
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The preceding letters were referred 
to Dr. Gillette who responds as fol
lows:

A response to the issues raised 
by Drs. Medley, Shank and Drig
gers should start by noting what the 
paper in question does and does not 
say about various ways of manag
ing streptococcal throat infections. 
First, under “ Comment,” it is 
pointed out that there are three 
possible approaches: antibiotics 
without cultures, antibiotics after 
positive cultures, or no antibiotics. 
No recommendations are made in 
this part of the paper. Next comes 
the report of a poll done in an effort 
to determine how family physicians 
actually manage such problems. 
Finally, my personal recom
mendations are outlined in a sepa
rate section. Please note that the 
only population group for whom I 
do not recommend cultures is 
adults with no history of rheumatic 
fever and with current clinical find
ings suggestive of a viral infection.

Continued on page 444
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LETTERS TO THE EDITOR

Continued from  page 440

All three writers questioned the 
assertion that the administration of 
appropriate antibiotics early in the 
course of streptococcal throat in
fections gives relief of symptoms. 
Drs. Shank and Driggers have 
made reference to papers on this 
topic from the 1950s. I have read 
both papers and find that they 
clearly support the conclusion that 
administration of appropriate anti
biotics early in the course of strep
tococcal throat infections does in
deed hasten the resolution of symp
toms; see also Peebles, 1971.1

All three writers challenged my 
suggestion that it may be appro
priate to administer oral penicillin 
or erythromycin to children with 
clinical findings suggestive of strep
tococcal infections during the 
interval between initial examina
tion and reporting of throat culture 
findings. I am not aware of any 
solid evidence that such manage
ment has contributed to antibiotic 
resistance as Dr. Medley suggests 
or that it is “ fraught with hazard” 
as Dr. Driggers indicates. There is 
an additional factor to be consid
ered: Clinical decisions often have 
to be made at the end of Friday af
ternoon office hours or im
mediately before a holiday. The 
clinician who is willing to come in 
on a Sunday, read the culture, and 
contact the family for treatment is 
much to be admired, but he prob
ably is a rara avis in most practice 
settings.

Dr. Driggers asserts that “ ben
zathine penicillin is, in fact, sur
passed . . .  by lincomycin.” The 
point is irrelevant since lincomy- 
cin’s drawbacks make it unsuitable 
for use in cases of strep throat.

Drs. Shank and Driggers chal
lenge the extrapolations made from 
the work of Marsland et al, at. 
tempting to project the number of 
cases of streptococcal throat infec. 
tions that occurred in the course of 
the “ Virginia Study.” They are 
correct. The extrapolation was 
weak in the absence of age-specific 
data.

Dr. Shank disagrees on the value 
of bacitracin discs applied to the 
original culture plate. His reference 
8 is not applicable since that paper 
refers to the identification of Group 
A streptococci by the fluorescent 
antibody technique. His reference 
is relevant, although certain as
pects of my technique (particularly 
placing the bacitracin disc at the 
junction of the second and third 
swabbings) are designed to 
minimize this problem. Further 
work is needed in this area.

Dr. Driggers observes that 
“ treatment can be delayed up to 
nine days without significantly in
creasing the risk of rheumatic heart 
disease, which is the major reason 
for treatment.” His statement is 
generally correct, although nine 
days appears to be a point on a 
curve which has, to my knowledge, 
been only vaguely defined.

Robert D. Gillette, MD
Director

Riverside Family Practice Center
Department o f Family Medicine 

Medical College of Ohio 
Toledo, Ohio
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