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1  INTRODUCTION

1	I ntroduction	

1.1	 the need for a guideline	

The management of sore throat is a significant burden on health service resources. Most patients 
who seek advice see their general practitioner (GP) and in most cases the condition is relatively 
minor and self limiting. However, a significant number of patients experience unacceptable 
morbidity, inconvenience, and loss of education or earnings due to recurrent sore throat. The 
use of antibiotics in patients with recurrent sore throat has been controversial. The indications 
for tonsillectomy have long been a matter of debate. Tonsillectomy has a small but significant 
complication rate and an outcome that is not clearly defined.

The guideline SIGN 34, Management of sore throat and indications for tonsillectomy, was 
published in 1999. Awareness of the guideline among physicians has led to more efficient and 
effective use of healthcare resources.1 In 2005 a consultation document identified the need for 
an update. This guideline updates SIGN 34 to reflect the most recent evidence.	

1.2	RE MIT of the guideline	

1.2.1	o verall objectives	

This guideline covers diagnosis, pain management, antibiotic use, indications for surgical 
management and postoperative care for acute and recurrent sore throat in children and adults. 
It does not address tonsillectomy for suspected malignancy nor as a treatment for sleep apnoea 
or peritonsillar abscess. Specific surgical techniques, anaesthetic techniques and organisation 
of care, eg day case surgery, are not covered. The aim of this guideline is to suggest a rational 
approach to the management of acute sore throat in general practice and to provide criteria 
for referral for tonsillectomy in recurrent tonsillitis. The guideline also provides examples of 
patient information leaflets which may assist in management and facilitate decision making 
about the need for surgery (see Annexes 2 and 3) and suggests areas for further research (see 
section 10.2).	

1.2.2	target  users of the guideline	

This guideline will be of particular interest to general practitioners, nurses, paediatricians, 
pharmacists, otolaryngologists, anaesthetists, public health specialists, patients with recurrent 
sore throat and their carers. 	

1.3	 definitions	

Acute pharyngitis, tonsillitis, or acute exudative tonsillitis may all cause sore throat. For the 
purpose of non-surgical management, these are considered together under the term ‘sore 
throat’.

No accepted definition of ‘childhood’ exists in Scots law or NHSScotland. Upper cut-off ages 
used in studies of children included in this guideline vary from 12 to 16. For the purposes of 
this guideline, recommendations concerning tonsillectomy in childhood apply to ages 4-16. 
For prescribing in children, advice in the BNF for Children should be followed.2	
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1.4	S tatement of intent	

This guideline is not intended to be construed or to serve as a standard of care. Standards 
of care are determined on the basis of all clinical data available for an individual case and 
are subject to change as scientific knowledge and technology advance and patterns of care 
evolve. Adherence to guideline recommendations will not ensure a successful outcome in 
every case, nor should they be construed as including all proper methods of care or excluding 
other acceptable methods of care aimed at the same results. The ultimate judgement must be 
made by the appropriate healthcare professional(s) responsible for clinical decisions regarding 
a particular clinical procedure or treatment plan. This judgement should only be arrived at 
following discussion of the options with the patient, covering the diagnostic and treatment 
choices available. It is advised, however, that significant departures from the national guideline 
or any local guidelines derived from it should be fully documented in the patient’s case notes 
at the time the relevant decision is taken.	

1.4.1	 Prescribing of medicines outwith their marketing authorisation	

Recommendations within this guideline are based on the best clinical evidence.  Some 
recommendations may be for medicines prescribed outwith the marketing authorisation (product 
licence). This is known as “off label” use. It is not unusual for medicines to be prescribed outwith 
their product licence and this can be necessary for a variety of reasons.

Generally the unlicensed use of medicines becomes necessary if the clinical need cannot 
be met by licensed medicines; such use should be supported by appropriate evidence and 
experience. 

To recommend a medicine outwith its UK Marketing Authorisation it may be prescribed for:

An indication not specified within the marketing authorisation��
Administration via a different route��
Administration of a different dose.��

‘Prescribing medicines outside the recommendations of their marketing authorisation alters 
(and probably increases) the prescribers’ professional responsibility and potential liability. The 
prescriber should be able to justify and feel competent in using such medicines.’ 3 

Any practitioner following a recommendation and prescribing a licensed medicine outwith the 
product licence needs to be aware that they are responsible for this, and in the event of adverse 
outcomes, may be required to justify the decisions that they have taken. 

Prior to prescribing, the licensing status of a medication should be checked in the current 
version of the British National Formulary (BNF).

1.4.2	additiona l advice to nhsscotland from NHS quality improvement 
scotland and the scottish medicines consortium	

NHS QIS processes multiple technology appraisals (MTAs) for NHSScotland that have been 
produced by the National Institute for Health and Clinical Excellence (NICE) in England and 
Wales.

The Scottish Medicines Consortium (SMC) provides advice to NHS Boards and their Area Drug 
and Therapeutics Committees about the status of all newly licensed medicines and any major 
new indications for established products.

No relevant SMC advice or NICE MTAs were identified.	
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2  KEY RECOMMENDATIONS

2	 Key recommendations	

The following recommendations were highlighted by the guideline development group as 
the key clinical recommendations that should be prioritised for implementation. The grade of 
recommendation relates to the strength of the supporting evidence on which the recommendation 
is based. It does not reflect the clinical importance of the recommendation.

2.1	 diagnosis and presentation	

	 C	� The Centor clinical prediction score should be used to assist the decision on whether 
to prescribe an antibiotic, but cannot be relied upon for a precise diagnosis. 	

	 D	� Throat swabs should not be carried out routinely in primary care management of sore 
throat.	

2.2	 general management	

	 A	� Ibuprofen 400 mg three times daily is recommended for relief of fever, headache and 
throat pain in adults with sore throat.	

	 A	� In adults with sore throat who are intolerant to ibuprofen, paracetamol 1 g four times 
daily when required is recommended for symptom relief.	

	 A	 Antibiotics should not be used to secure symptomatic relief in sore throat.	

2.3	 surgical management	

	 A	� Watchful waiting is more appropriate than tonsillectomy for children with mild sore 
throats.	

	 A	 Tonsillectomy is recommended for recurrent severe sore throat in adults.	

	 D	� The following are recommended as indications for consideration of tonsillectomy for 
recurrent acute sore throat in both children and adults:

sore throats are due to acute tonsillitis��
the episodes of sore throat are disabling and prevent normal functioning��
�seven or more well documented, clinically significant, adequately treated sore ��
throats in the preceding year or
five or more such episodes in each of the preceding two years or��
three or more such episodes in each of the preceding three years.	��

2.4	p ostoperative care	

�;; At the time of discharge, patients/carers should be provided with written information 
advising them whom to contact and at what hospital unit or department to present if they 
have postoperative problems or complications.	

	 D	� Patients should be made aware of the potential for pain to increase for up to 6 days 
following tonsillectomy.	

�;; Patients/carers should be given written and oral instruction prior to discharge from hospital 
on the expected pain profile and the safety profile of the analgesic(s) issued with particular 
reference to appropriate dose and duration of use. They should be issued with enough 
analgesic to last for a week.	
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	 A	� Routine use of anti-emetic drugs to prevent postoperative nausea and vomiting (PONV) 
in tonsillectomy is recommended.	

	 A	� A single intraoperative dose of dexamethasone (dose range 0.15 to 1.0 mg/kg; maximum 
dose range 8 to 25 mg) is recommended to prevent postoperative vomiting in children 
undergoing tonsillectomy or adenotonsillectomy.	

	 B	� A single dose of 10 mg dexamethasone at induction of anaesthesia may be considered 
to prevent PONV in adults undergoing tonsillectomy or adenotonsillectomy.	
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3  PRESENTATION

3	 Presentation	

3.1	 incidence of sore throat in general practice	

Most patients with sore throat do not attend their general practitioner (GP) to seek help with their 
condition.4 A UK study of 516 women aged 20-44 years found that only one in 18 episodes of 
sore throat led to a GP consultation.5 The age distribution of patients and the management of 
sore throat which is reported to a GP vary widely across Europe.6	

The unit cost of a GP surgery consultation in the UK in 2008-09 was £35.7 In Scotland in 2005-
2006, consultations for any form of sore throat or tonsillitis numbered 313,150, a rate of 58.3 
per 1,000 population.8 The cost to NHSScotland of GP consultations for sore throat therefore 
exceeds £10.9 million per annum, before any treatment or investigation. In 2006-2007 in 
Scotland, 3,605 tonsillectomies were performed for bacterial tonsillitis. NHSScotland spends 
approximately £3 million on tonsillectomy operations per year.8	

3.2	 reasons for presentation in general practice	

In common with many familiar conditions encountered in general practice, presentation with sore 
throat may be the introductory topic to a wider agenda for the patient. The complex interplay 
between the patient, the doctor, psychosocial factors and the acute illness is relevant to the 
reason for the consultation and may have a fundamental influence upon decisions made.9-11 
Evidence suggests that antibiotic prescribing for sore throat in general practice enhances patient 
belief in antibiotics and increases intention to consult for future episodes.12	

	 C	� Practitioners should be aware of underlying psychosocial influences in patients 
presenting with sore throat.	

A patient information leaflet may be of value in the management of acute sore throat and may 
assist in managing future episodes at home without general practitioner involvement.	

3.3	 emergency hospital admission	

Hospital admission will be required for patients with sore throat who have stridor, progressive 
difficulty with swallowing, increasing pain, or severe systemic symptoms. When such patients 
present acutely to an ENT service they may have peritonsillar cellulitis or abscess (quinsy) and 
may require parenteral antibiotics. The complication of parapharyngeal abscess is not common. 
In young adults, glandular fever (infectious mononucleosis) is a common reason for hospital 
admission as these patients are often unable to swallow. Patients with severe uncomplicated 
tonsillitis who develop dysphagia and dehydration may require admission.	

�Sore throat associated with stridor or respiratory difficulty is an absolute indication for ;;
admission to hospital.	
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4	D iagnosis of sore throat	

There is no evidence that bacterial sore throats are more severe than viral ones or that the duration 
of the illness is significantly different in either case. The precise diagnosis may be of academic 
interest, or possibly clinically relevant in more severe cases. Between 50 to 80% of infective 
sore throat is of viral cause, including influenza and primary herpes simplex. An additional 
1-10% of cases are caused by Epstein-Barr virus (glandular fever). The most common bacterial 
organism identified is group A beta-haemolytic streptococcus (GABHS), which causes 5-36% 
of infections.13 Other organisms include Chlamydia pneumonia, Mycoplasma pneumonia, 
Haemophilus influenza, Candida, Neisseria meningitides and Neisseria gonorrhoeae.	

Diagnosis can be attempted on clinical findings or by laboratory or near patient testing. 
Commonly used tests include culture of throat swabs (section 4.2) and rapid antigen testing 
(RAT) (section 4.3).	

4.1	 clinical diagnosis	

Precise clinical diagnosis is difficult in practice.  Distinguishing between a viral and bacterial 
aetiology is one of the main considerations.  The most common bacterial pathogen is GABHS, 
for which antibiotic treatment may be considered. Several studies have attempted to differentiate 
between GABHS and viral causes on the basis of symptoms and clinical signs.  No single 
symptom or sign is useful when used alone, but combinations of factors have been used in 
several clinical prediction rules.  A systematic review of these studies has shown that the Centor 
scoring system may help categorise the individual patient’s risk level for GABHS infection.13

The Centor score gives one point each for:

tonsillar exudate��
tender anterior cervical lymph nodes��
history of fever��
absence of cough.��

The likelihood of GABHS infection increases with increasing score, and is between 25-86% 
with a score of 4 and 2-23% with a score of 1, depending upon age, local prevalence and 
seasonal variation. Streptococcal infection is most likely in the 5–15 year old age group and 
gets progressively less likely in younger or older patients.13  The score is not validated for use 
in children under three years.	

The use of a clinical prediction rule such as the Centor score gives a clinician a rational basis 
on which to estimate the probability that a sore throat is due to GABHS, but cannot be relied 
upon for a precise diagnosis. It may assist the decision on whether to prescribe an antibiotic. 

	 C	� The Centor clinical prediction score should be used to assist the decision on whether 
to prescribe an antibiotic, but cannot be relied upon for a precise diagnosis.	

In addition to clinical examination, assessment of a patient with sore throat should take account 
of other medical conditions and medication which may suggest an increased susceptibility to 
infection and lower the threshold for treatment.	

Occasionally, sore throat may be a presenting symptom of acute epiglottitis or other serious 
upper airway disease.	

�If breathing difficulty is present, urgent referral to hospital is mandatory and attempts to ;;
examine the throat should be avoided.
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4.2	 throat culture	

A positive throat culture for GABHS makes the diagnosis of streptococcal sore throat likely 
but a negative culture does not rule out the diagnosis. There are cases where streptococcus is 
isolated from sore throats but there is no serological evidence of infection.14 The asymptomatic 
carrier rate for GABHS is up to 40%.14,15 The flora of bacteria recovered from the surface of 
the tonsil correlates poorly with that of those deep in the tonsillar crypts which are most likely 
to be causing the infection.16,17 Symptoms also correlate poorly with results of throat swab 
culture.18	

Throat swabs are neither sensitive nor specific for serologically confirmed infection, considerably 
increase costs, may medicalise illness, and alter few management decisions.19	

	 D	� Throat swabs should not be carried out routinely in primary care management of sore 
throat.	

�;; Throat swabs may be used to establish aetiology of recurrent severe episodes in adults 
when considering referral for tonsillectomy (see section 7.2.2).	

4.3	 rapid antigen testing	

Rapid antigen testing (RAT) is commonly used in North America to identify GABHS. Samples 
are taken from a throat swab and results are available within 10 minutes.  Tests available in 
2003 showed sensitivities between 59 and 95% and specificities over 90%.20  The polymerase 
chain reaction (PCR) based tests now available are equivalent or superior to culture.21

Neither RAT nor throat swab culture can differentiate between the streptococcal carrier state 
and invasive infection.21

A study in Canada showed that RAT use reduced antibiotic prescribing. The rate of antibiotic 
prescribing for sore throat in the control group was 58.2%. A Swiss study showed lower antibiotic 
use after RAT when compared to giving antibiotics for all patients with Centor score 3 or 4. The 
findings cannot be generalised to Scotland because the rate of antibiotic prescribing for sore 
throat in Scotland is unknown.22, 23 Further studies are required to evaluate the cost effectiveness 
and clinical benefit of RAT in Scotland.	

Insufficient evidence was identified to support a recommendation.	
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5	G eneral management of sore throat	

Diagnosis of a sore throat does not mean that an antibiotic has to be administered (see section 
6). Adequate analgesia will usually be all that is required.	

5.1	p ain relief in adults	

In adults, diclofenac and ibuprofen are superior to paracetamol and aspirin in reducing throat 
pain as early as one hour post dose.24-26 	

Ibuprofen is available over the counter and is only slightly more expensive than paracetamol. 

A large blinded randomised controlled trial (RCT) involving 8,633 European adults showed 
that ibuprofen is as well tolerated as paracetamol and produces fewer serious gastrointestinal 
adverse effects, irrespective of patient age, in short courses for acute pain.27

Ibuprofen should not be routinely given to adults with or at risk of dehydration due to concerns 
regarding renal toxicity although this serious adverse effect is rare.	

No head to head trials that compared ibuprofen and diclofenac were identified.	

	 A	� Ibuprofen 400 mg three times daily is recommended for relief of fever, headache and 
throat pain in adults with sore throat.	

A systematic review has shown that ibuprofen does not exacerbate asthma morbidity in a 
paediatric population.28 Caution is advised using ibuprofen in adults with asthma as similar 
evidence in adults could not be found.

One RCT showed that aspirin and paracetamol are both equally effective, and superior to 
placebo, at reducing fever, headache, achiness and throat pain for up to six hours.29 The 
recognised complications of aspirin therapy make this agent less suitable for general use.	

	 A	� In adults with sore throat who are intolerant to ibuprofen, paracetamol 1 g four times 
daily when required is recommended for symptom relief.	

Ibuprofen and paracetamol are often used together. Evidence concerning the safety and efficacy 
of this combination in adults is lacking, but is available in children (see section 5.2).	

5.2	p ain relief in children	

No RCTs were identified on the specific use of paracetamol, ibuprofen, or diclofenac alone or 
in comparison with each other in the treatment of acute sore throat in children. The recognised 
complications of aspirin therapy, including Reye’s syndrome in children, make this agent less 
suitable for general use, and its use as an analgesic is contraindicated in patients under 16 
years. 

�In children with sore throat, an adequate dose of paracetamol should be used as first ;;
line treatment for pain relief.	

A systematic review and meta-analysis of ibuprofen and paracetamol use in febrile children 
and occurrence of asthma-related symptoms showed that there is a low risk of asthma-related 
morbidity associated with ibuprofen use in children.28 	

	 A	 Ibuprofen can be used as an alternative to paracetamol in children. 	

Recent case reports have highlighted concern about renal toxicity in dehydrated children given 
ibuprofen.30, 31

	 D	 Ibuprofen should not be given routinely to children with or at risk of dehydration.	
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Ibuprofen and paracetamol are commonly used in combination or on an alternating schedule 
for children with febrile symptoms. A review of five randomised studies of combined or 
alternating ibuprofen and paracetamol for febrile children demonstrated that the studies have 
produced conflicting results.32 The primary outcome of these studies was temperature or time 
with fever. None of the studies specifically considered pain relief for sore throat. There is 
insufficient evidence to choose between ibuprofen, paracetamol, or their combination for pain 
relief in children. NICE guideline CG47, Feverish illness in children, notes that the potential 
drug interactions of this combination are unknown and that polypharmacy increases the risk 
of drug administration errors.33	

Diclofenac should not be used routinely for the relief of sore throat in children as there is 
insufficient evidence to establish safety.	

5.3	 adjunctive therapy 	

No good quality evidence on the effectiveness of non-prescription throat sprays, lozenges and 
gargles was identified. No studies provided evidence of lasting benefit. No trials compared 
these products with conventional analgesics. There is insufficient evidence to support a 
recommendation. 	

5.3.1	corticosteroids	

Three trials of varying quality on the effectiveness of a single dose of oral dexamethasone for 
pharyngitis in children produced conflicting results.34-36 Larger, well designed trials are required. 
The evidence is insufficient to support a recommendation.

One RCT looking at effectiveness of prednisone in pharyngitis was carried out on a relatively 
small number of patients (n=79) and the follow up was short.37 	

In patients with acute glandular fever (infectious mononucleosis) requiring hospitalisation, 
corticosteroids may have a role when pain and swelling threaten the airway or where there is 
very severe dysphagia.	

5.3.2	echinacea	

A double blind placebo controlled RCT of Echinacea purpurea therapy for throat pain in 
common cold (n=128) found that the treatment did not reduce symptom scores or duration 
of symptoms.38

	 B	 Echinacea purpurea is not recommended for treatment of sore throat. 	
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6	A ntibiotics 	

6.1	 antibiotics in acute sore throat	

In the UK, the significance of the presence of bacterial pathogens in cases of sore throat remains 
in doubt (see section 4).39 It is therefore illogical to treat all sore throats with antibiotics. There 
is a favourable outcome in the majority of cases even when antibiotics are withheld.	

An open study of prescribing strategy in over 700 patients randomised to antibiotic versus no 
prescription versus delayed prescription for three days showed no difference in duration of 
illness, proportion of patients better by day 3, days missed from work or school, or proportion 
of patients satisfied with treatment.40 The exclusion criteria in this trial were: other explanations 
of sore throat, very ill, suspected or previous rheumatic fever, multiple attacks of tonsillitis, 
quinsy, or pregnancy.

Even if the sore throat persists, a throat swab to identify GABHS may not be helpful, as the poor 
specificity and sensitivity of throat swabs limit their usefulness (see section 4.2). Nevertheless, 
randomised controlled trials of antibiotic therapy in patients with acute sore throat in whom 
GABHS has or has not been isolated (whether or not causative) have been reported. There is 
no evidence of clear clinical benefit from the use of any particular antibiotic.	

6.1.1	 use of antibiotics in sore throat in which gabhs has been detected	

Most trials have compared penicillin with a variety of other antibiotics, notably cephalosporins. 
Although optimum elimination of GABHS is secured with intramuscular long-acting penicillin,41 
oral penicillin V given 6-hourly for 10 days is widely regarded as the gold standard treatment 
in such trials, with the advantages of cheapness and tolerability.42,43 Other more expensive 
antibiotics, mainly cephalosporins, have been shown to be statistically significantly more 
successful in eradicating the organism, although the clinical advantage is much less clear.44, 45 
Some cephalosporins offer a more convenient dosage regimen46 but twice and three times daily 
dosage for oral penicillin V have also been shown to be effective in eliminating GABHS.42, 47, 48 A 
ten day course of penicillin appears to be more effective than five days.42 There is no convincing 
evidence of advantage for any individual cephalosporin.	

6.1.2	 use of antibiotics to relieve symptoms in sore throat	

The limitations of performing throat swabs and of isolating, or failing to isolate, GABHS must 
be re-emphasised (see section 4.2). There is evidence from a small American study (n=26) that 
erythromycin may provide symptomatic relief from nausea but not pain in non-streptococcal 
sore throat.49 In an RCT (n=103) conducted in the UK comparing penicillin, cefixime and 
placebo, mean symptom scores for all responders on days 2 through 7 were lowest for cefixime.50 
However, there is no convincing evidence of benefit from antibiotic therapy as primary treatment 
for sore throat.	

The superiority of antibiotics over simple analgesics is marginal in reducing duration or severity 
of symptoms.40, 51 Even in proven GABHS infection, the symptomatic improvement following 
penicillin, although superior to that following placebo in some studies,52, 53 has been unimpressive 
in others, especially when compared to simple analgesics.54, 55

	 A	 Antibiotics should not be used to secure symptomatic relief in sore throat.	

�;; In view of increases in healthcare-acquired infections and antibiotic resistance in the 
community, unnecessary prescribing of antibiotics for minor self limiting illness should 
be avoided.	

�;; In severe cases, where the practitioner is concerned about the clinical condition of the 
patient, antibiotics should not be withheld. (Penicillin V 500 mg four times daily for 10 
days is the dosage used in the majority of studies. A macrolide can be considered as an 
alternative first line treatment, in line with local guidance.)	
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�In certain unusual circumstances, such as epidemics, more widespread prescription of ;;
antibiotics may be recommended and the relevant public health guidance should be 
followed.	

�Ampicillin-based antibiotics, including co-amoxiclav, should not be used for sore throat ;;
because these antibiotics may cause a rash when used in the presence of glandular 
fever.	

6.2	 antibiotics in recurrent sore throat	

When infective sore throat recurs in patients who have received antibiotic treatment, the reasons 
may include inappropriate antibiotic therapy, inadequate dose or duration of previous therapy, 
patient non-compliance/non-concordance, re-infection, or local breakdown of penicillin by beta-
lactamase-producing commensals.56, 57 Benzathine penicillin,58 cefuroxime59 and clindamycin60, 61 
have been shown to be superior to penicillin V in the management of children with this problem, 
and may reduce the frequency of episodes.

The possible hazards of clindamycin, including antibiotic-associated colitis, must be weighed 
against its efficacy in the treatment of sore throat in patients in whom GABHS has been isolated. 
It may be considered as an alternative to surgery in those in whom surgery is contraindicated 
or in those who do not wish to have the operation.	

Three RCTs examined whether antibiotics for sore throat reduce the number of subsequent sore 
throats or whether these can, if used prophylactically, reduce the incidence of recurrent sore 
throat.62-64 One of the three studies showed no effect, the other two a modest but statistically 
significant effect, one for prophylactic effect and the other for the beneficial effect of courses 
of antibiotics. The methodological quality of all three studies was poor so the conclusions are 
not robust.

There is evidence of modest benefit from prescription of certain antibiotics, notably in the 
cephalosporin group in terms of reduction of frequency of sore throat. This is both when 
used therapeutically and prophylactically.62,64 A similar effect from macrolide antibiotics 
(azithromycin) is not demonstrated.63

The general use of antibiotics involves the risk of the development of resistant bacteria, the risk 
of adverse effects including allergic reactions, promotion of Candida infections, and increased 
prescribing costs.	

Antibiotic prophylaxis for recurrent sore throat is not recommended.	;;

6.3	 use of antibiotics to prevent rheumatic fever  
and glomerulonephritis	

The primary clinical rationale for treating streptococcal pharyngitis with antibiotics is the 
prevention of rheumatic fever and other sequelae. Outbreaks of rheumatic fever are still being 
reported in both children and adults in the United States.44 A small reduction in bacteriological 
failure rate has to be weighed against the considerable increase in cost when antibiotics other 
than penicillin are used.43 The incidence of rheumatic fever in the UK is extremely low and 
there is no support in the literature for the routine treatment of sore throat with penicillin to 
prevent the development of rheumatic fever.65 Similar considerations apply to the prevention 
of glomerulonephritis.66

���	 C	� Sore throat should not be treated with antibiotics specifically to prevent the development 
of rheumatic fever and acute glomerulonephritis.	
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6.4	 use of antibiotics to prevent suppurative complications	

There is no evidence that the routine administration of antibiotics to individuals with sore throats 
will reduce the occurrence of suppurative complications such as quinsy. 	

�;; The prevention of suppurative complications is not a specific indication for antibiotic 
therapy in sore throat.	

6.5	 use of antibiotics to prevent cross infection in sore throat	

No studies on this subject in the community setting in the UK have been identified. The evidence 
in favour of the use of antibiotics to prevent cross infection in sore throat comes mainly from 
army barracks and other closed institutions. There is no evidence that trying to eradicate GABHS 
with routine antibiotic therapy for sore throat will produce any measurable health gain in the 
general public, and some danger in encouraging the emergence of antibiotic resistant strains of 
other organisms, although GABHS remains sensitive to penicillin despite its widespread use.44, 

67 An American study has recommended that when GABHS has been identified in children, a 
full 24 hours of antibiotic treatment should be given before return to school or day care.68	

	 C	� Antibiotics may prevent cross infection with GABHS in closed institutions (such as 
barracks, boarding schools) but should not be used routinely to prevent cross infection 
in the general community.



1++

1+

1++

1+

13

7  SURGERY IN RECURRENT SORE THROAT

7	S urgery in recurrent sore throat	

7.1	 tonsillectomy rates for all surgical indications

Tonsillectomy is a common procedure in Scotland. Between 2002 and 2005 a prospective 
audit concerning the safety of all adenotonsillar surgery in Scotland with the use of disposable 
instruments was undertaken. In this three-year period the total number of tonsillectomies and 
adenotonsillectomies undertaken in Scotland for all indications was 14,530. A total of 619 
patients were readmitted to an ENT unit within 28 days of adenotonsillar surgery, a readmission 
rate of 4.3%. Of the readmissions, 72.6% were due to haemorrhage and 12.7% were due to 
pain.69 In the year 2006-2007, the number of tonsillectomies performed in Scotland specifically 
for bacterial tonsillitis was 3,605.8	

Rates of patient and parental satisfaction with the outcome following tonsillectomy in excess 
of 90% have been reported.70-72	

7.2	 evidence for surgery in recurrent tonsillitis	

The literature on surgery for recurrent tonsillitis is limited. Most published studies refer to a 
paediatric population. The widely accepted criteria for surgery are seven episodes of tonsillitis 
in the preceding year, five episodes in each of the preceding two years, or three episodes in 
each of the preceding three years, but these criteria have been arrived at arbitrarily.73 They 
take no account of whether the condition is worsening or improving and make no distinction 
between children and adults, in whom the disease may behave differently. The small amount 
of information about adult sore throat and the effect of tonsillectomy is not scientifically robust 
but suggests that surgery is beneficial.74	

7.2.1	chi ldren	

No study demonstrated clear clinical benefit of tonsillectomy in children. A Cochrane review 
showed modest benefit of tonsillectomy or adenotonsillectomy in the treatment of recurrent 
acute tonsillitis.75 In this review, in those children with severe recurring tonsillitis the benefit was 
a reduction in the number of sore throats by three episodes in the first postoperative year, one 
of those episodes being moderate to severe. The reduction in sore throats in the severe group 
is accompanied by one episode of sore throat as a direct consequence of the surgery itself. In 
the case of less severely affected children, the benefit of tonsillectomy or adenotonsillectomy 
is more modest, with a reduction by one episode of sore throat in the first postoperative year, 
reducing the number of sore throat days from 22 to 17 on average.

No recent studies evaluated tonsillectomy in children with severe sore throats, the group that 
is assumed to be the most likely to benefit from surgical intervention.	

An RCT conducted in the Netherlands of 300 children aged 2 to 8 years with mild to moderate 
sore throat found that adenotonsillectomy was not cost effective in mild to moderate sore throat 
and did not result in significant clinical benefit.76

In 328 children with moderate sore throat, an RCT of tonsillectomy or adenotonsillectomy 
versus watchful waiting found a statistically significant reduction in the incidence of mild sore 
throats in the surgical group, but the clinical significance of this reduction has to be balanced 
against the risk of complication of the procedure.77

In a pragmatic randomised controlled trial with a parallel non-randomised preference study 
of tonsillectomy and adenotonsillectomy in 729 children (268 in the randomised trial group 
and 461 in the cohort group), the estimated effect of surgery over two years of follow up was a 
reduction of 3.5 episodes of sore throat (95% CI 1.8 to 5.2) compared to medical management. 
This difference was not statistically significant. Children and parents both exhibited a strong 
preference for surgical management, but the health of all the children with recurrent sore 
throat was noted to improve with time. The study did not provide clear-cut evidence of clinical 
effectiveness or cost effectiveness.78
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Four randomised controlled trials of tonsillectomy compared with non-surgical management in 
children conducted prior to 1985 have also been reported.73, 79-81 Three were designed before 
1971 and would not satisfy current criteria for a well designed, controlled and analysed study. 
In the most quoted reference, randomisation was not balanced in frequency of episodes or 
socioeconomic group.73 In this study, the number of episodes of sore throat post-tonsillectomy 
was significantly fewer than in the control group, although when the number of days of illness 
with sore throat was taken into account, including those associated with surgery, benefit from 
tonsillectomy was less evident.

Despite this limited evidence, many non-controlled studies suggest benefit in children who have 
had tonsillectomy, not only in reduction of the number of sore throats but in improvement in 
their general health and well-being.82-84

Although rare complications have been reported, the risk of these occurring should not be a 
barrier to decision making in the group for whom tonsillectomy is felt to be beneficial.85	

	 A	� Watchful waiting is more appropriate than tonsillectomy for children with mild sore 
throats.	

Adenotonsillectomy in children with obstructive sleep apnoea and in patients with rare 
conditions such as periodic fever is outwith the scope of this guideline.	

7.2.2	adu lts	

A Cochrane review found limited evidence of benefit of tonsillectomy in adults.75

In adults with proven recurrent group A streptococcal pharyngitis (GAHSP), a small well 
conducted RCT demonstrated benefit for tonsillectomy in adults. Tonsillectomy reduced the 
incidence of GAHSP in the 90-day postoperative period with a number needed to treat (NNT) 
of 5.86

	 A	 Tonsillectomy is recommended for recurrent severe sore throat in adults.	

7.3	 referral criteria for tonsillectomy for the treatment of recurrent 
tonsillitis	

Tonsillectomy can prevent recurrent acute attacks of tonsillitis, but not recurrent sore throats 
due to other causes. Before considering tonsillectomy, the diagnosis of recurrent tonsillitis 
should be confirmed by history and clinical examination and, if possible, differentiated from 
generalised pharyngitis.	

The natural history of tonsillitis is for the episodes to get less frequent with time, but 
epidemiological data are lacking in all age groups to allow a prediction of this to be made in 
individual patients.	

Tonsillectomy requires a short admission to hospital and a general anaesthetic, is painful, and 
is occasionally complicated by bleeding. Return to usual activities takes on average two weeks, 
with a corresponding loss of time from education or work.	

Evidence on exactly which children with sore throats benefit from tonsillectomy is not available, 
but current evidence suggests that the benefit of tonsillectomy increases with the severity and 
frequency of sore throats prior to tonsillectomy. Apart from adults with proven recurrent GAHSP 
(see section 7.2.2), evidence on which adults will benefit from tonsillectomy is not available. 
The referral criteria below have been adapted from SIGN 34 and from Paradise et al.73	
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	 D	� The following are recommended as indications for consideration of tonsillectomy for 
recurrent acute sore throat in both children and adults:

sore throats are due to acute tonsillitis��
the episodes of sore throat are disabling and prevent normal functioning��
�seven or more well documented, clinically significant, adequately treated sore ��
throats in the preceding year or
five or more such episodes in each of the preceding two years or��
three or more such episodes in each of the preceding three years.	��

Cognisance should also be taken of whether the frequency of episodes is increasing or 
decreasing.	

Note that, in considering whether a patient meets these criteria, the GP may have difficulty 
in documenting the frequency of episodes because patients do not always consult when they 
have an episode. There may also be uncertainty about whether the sore throats are due to acute 
tonsillitis or other causes.	

There are situations in which tonsillectomy may be appropriate outwith these criteria. The 
ultimate judgement must be made by the appropriate healthcare professional(s) responsible for 
clinical decisions regarding a particular clinical procedure or treatment plan. This judgement 
should only be arrived at following discussion of the options with the patient, covering the 
diagnostic and treatment choices available, as explained in section 7.4.	

7.4	 otolaryngological assessment	

Patients referred will rarely be seen by a specialist during an acute episode of sore throat, so the 
diagnosis of recurrent acute tonsillitis rests with the referring doctor. Questioning the patient 
about the appearance of the throat, the degree of systemic upset, and the presence of tender 
neck lymph nodes can help confirm the diagnosis.	

The specialist should also confirm the frequency of occurrence of the episodes and assess the 
associated disability. If the criteria set out above are confirmed, the management options should 
be discussed and the benefits of tonsillectomy weighed against the natural history of resolution 
and the temporary incapacity associated with tonsillectomy. This information may be reinforced 
by means of an appropriately designed patient information leaflet (see Annexes 2 and 3). The 
rate of readmission for bleeding should also be stated as part of informed consent.	

In some cases this will be the first discussion the patient or parents have had which takes into 
account all factors for and against surgery. In addition the frequency of episodes is often an 
impression rather than fully documented. Under these circumstances a period of watchful 
waiting of at least six months, during which the patient or parent can more objectively record 
the number, duration and severity of the episodes, may be suggested. This would allow a more 
balanced judgement to be made as to the likely benefit or otherwise of tonsillectomy. This 
could either be reported to the GP after six months, who would then refer again if appropriate, 
or be reported by the patient at a pre-arranged review hospital appointment.	

�When in doubt as to whether tonsillectomy would be beneficial, a six month period of ;;
watchful waiting is recommended prior to consideration of tonsillectomy to establish 
firmly the pattern of symptoms and allow the patient to consider fully the implications 
of an operation.	
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7.5	 Postoperative care	

Patients frequently experience significant postoperative morbidity following a tonsillectomy. 
This can include throat and ear pain, fever, poor oral intake, halitosis, and decreased activity 
levels. Pain is associated with a delay in return to normal activity and diet for patients. This 
problem can have an impact on the recovery of tonsil beds and lead to a secondary bleed. 	

�At the time of discharge, patients/carers should be provided with written information ;;
advising them whom to contact and at what hospital unit or department to present if 
they have postoperative problems or complications.	

7.5.1	postoperati ve pain pattern	

Following tonsillectomy, patients or carers may be reluctant to use analgesics for more than a few 
days because of fears of tolerance and side effects. Five RCTs involving a total of 369 patients 
provided data on postoperative pain levels.87-91 One single cohort study of 129 patients directly 
addressed the question of postoperative pain over time following tonsillectomy.92 These studies 
demonstrated that after tonsillectomy pain will reduce in the first few days in most cases, but 
is likely to increase at day 4 or 5 before finally tailing off from day 6 onwards. The reason for 
this increase in pain is not known, but it is not thought to be due to infection.90,91	

The single cohort study showed that a subgroup of patients post-tonsillectomy who had an 
unscheduled medical consultation had significantly more pain (and took significantly more 
analgesic) on days 5-7.92

	 D	� Patients should be made aware of the potential for pain to increase for up to 6 days 
following tonsillectomy.	

�Patients/carers should be given written and oral instruction prior to discharge from ;;
hospital on the expected pain profile and the safety profile of the analgesic(s) issued with 
particular reference to appropriate dose and duration of use.  They should be issued with 
enough analgesic to last for a week.	

7.5.2	 local anaesthesia	

It is not routine clinical practice in Scotland to administer local anaesthesia (LA) for tonsillectomy. 
Over the last decade, the routine use of perioperative LA infiltration has declined in Scotland, 
as improved alternative analgesia and anti-emetic regimens have been developed.	

A Cochrane review found no evidence to support the use of either local anaesthetic infiltration 
or topical application.93 Five good quality RCTs have found no benefit.94-98

There is some evidence to support analgesia benefit in the first few hours postoperatively but 
this evidence is arguably obsolete in the context of current practice.99-105	

Four studies describe some prolonged benefit beyond 24 hours but include additional injectate 
(fentanyl and clonidine) or small numbers.106, 107 One well conducted RCT in children and adults 
showed benefit for several days with a ’slow release’ topical method.108 Improved analgesia 
beyond that provided with paracetamol/NSAID/opiate/anti-emetic remains unproven.	

As there is conflicting evidence from well conducted trials, no recommendation on use of LA 
can be made.	



1++

1++

1++

1+

1+

1++

17

7  SURGERY IN RECURRENT SORE THROAT

7.5.3	pre vention of postoperative nausea and vomiting (PONV)	

Interventions considered for prevention of PONV include anti-emetic drugs, single dose 
dexamethasone, acupuncture, and preoperative fasting.	

Two systematic reviews including over 100,000 patients considered the effectiveness of anti-
emetic drugs in reducing PONV. Cyclizine, dexamethasone, dolasetron, droperidol, granisetron, 
metoclopramide, ondansetron, and tropisetron were all effective compared to placebo in 
preventing PONV with few side effects.109, 110	

	 A	� Routine use of anti-emetic drugs to prevent PONV in tonsillectomy is 
recommended.	

A Cochrane review of non-steroidal anti-inflammatory drugs (NSAIDs) in paediatric tonsillectomy 
concluded that NSAIDs do not cause a statistically significant increase in bleeding requiring a 
return to theatre. In 10 trials (>800 children) in which PONV was an outcome, there was less 
PONV when NSAIDs were used as part of the analgesic regimen, compared to when NSAIDs 
were not used; odds ratio (OR) 0.4 (95% CI 0.23 - 0.72).111	

	 A	 NSAIDs are recommended as part of postoperative analgesia to reduce PONV.	

A Cochrane review concluded that a single intraoperative dose of dexamethasone (dose range 
0.15 to 1.0 mg/kg; maximum dose range 8 to 25 mg) is effective, relatively safe and inexpensive 
for reduction of paediatric emesis after tonsillectomy and adenotonsillectomy. Treating four 
children will prevent one episode of emesis (NNT=4). No complications were found as a result 
of dexamethasone administration.112

	 A	� A single intraoperative dose of dexamethasone (dose range 0.15 to 1.0 mg/kg; maximum 
dose range 8 to 25 mg) is recommended to prevent postoperative vomiting in children 
undergoing tonsillectomy or adenotonsillectomy.	

One RCT (n=215) of dexamethasone published after the Cochrane review showed a dose 
dependent reduction in PONV in children undergoing tonsillectomy. The study reported 
an increase in postoperative bleeding, which has not been seen in other studies. Three 
different methods of tonsillectomy were used, which adds to the uncertainty regarding the 
conclusion.113

One well conducted double blind RCT on the effectiveness of dexamethasone for preventing 
PONV in adults was identified. The study involved 72 patients (80% female) aged 16 to 42 with 
a completion rate of 64%. Those treated with dexamethasone 10 mg intravenously at induction 
of anaesthesia had significantly less PONV on the day of operation (p=0.001), although on 
subsequent days there was no significant difference between the groups.88

	 B	� A single dose of 10 mg dexamethasone at induction of anaesthesia may be considered 
to prevent PONV in adults undergoing tonsillectomy or adenotonsillectomy.	

A Cochrane review published in 2009 included 40 studies on stimulation of the wrist 
acupuncture point P6 compared to anti-emetics or sham treatment in adults and children. 
Methods of stimulation included needle acupuncture, electroacupuncture, laser acupuncture, 
acupressure, and others.114 Allocation concealment was inadequate in 36 of 40 trials. Two 
of the included studies examined P6 stimulation, PONV and paediatric tonsillectomy.115, 116 
The Cochrane review concluded that stimulation of the P6 acupuncture point is effective in 
reducing nausea, vomiting, and the need for rescue anti-emetics in patients without anti-emetic 
prophylaxis.

	 B	� Stimulation of the acupuncture point P6 should be routinely considered in patients at 
risk of PONV where anti-emetic drug prophylaxis is not suitable.	
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No studies on the effectiveness of fasting for prevention of PONV in adults were identified. A 
Cochrane review on preoperative fasting in children included a wide variety of operations and 
it is not clear how many studies included tonsillectomies.117 Of the 23 RCTs included, only one 
reported on postoperative vomiting and none reported on nausea. The fasting regimens favoured 
in the Cochrane review are already adopted in many paediatric centres for all operations.	

There is insufficient evidence to make a recommendation on fasting prior to tonsillectomy for 
the prevention of PONV.	



19

8  PROVISION OF INFORMATION

8	 Provision of information	

This section reflects the issues likely to be of most concern to patients and their carers. These 
points are provided for use by health professionals when discussing recurrent sore throat and 
tonsillectomy with patients and carers and in guiding the local production of information 
materials. 	

8.1	 sources of further information	

ENT UK 
Royal College of Surgeons 
35-43 Lincoln’s Inn Fields 
London WC2A 3PE 
Tel: 020 7404 8373 (voice) 
Email: admin@entuk.org • Web: www.entuk.org

Provides information and leaflets on adult and children’s tonsil surgery. 

Health Information Plus 
Web: www.healthinfoplus.scot.nhs.uk 

Health Information Plus offers an online library of quality assured health information 
provided by NHS Education for Scotland for patients, carers and the public.  

NHS 24 
Tel: 08454 24 24 24 (voice) 18001 08454 24 24 24 (textphone) 
Web: www.nhs24.com 

NHS 24 provides a comprehensive range of up-to-date health information and self-care advice 
for people in Scotland.
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8.2	CHEC KLIST FOR PROVISION OF INFORMATION	

This section gives examples of the information patients/carers may find helpful at the key stages 
of the patient journey. The checklist was designed by members of the guideline development 
group based on their experience and their understanding of the evidence base. The checklist 
is neither exhaustive nor exclusive.	

Diagnosis

Advise that recurrent sore throat is a treatable condition��
Explain the different treatment options available��
�Advise patients and carers to monitor time lost from education/work because of sore ��
throat
�Provide an information leaflet to help patients manage sore throat at home and advise ��
patients to contact their GP or NHS 24 if they have the following symptoms:

any difficulty in breathing--
any difficulty swallowing saliva or opening their mouth--
a persistent high temperature--
�a particularly severe illness, especially with symptoms mainly on one side of --
the throat
a sore throat which has been worsening for several days.            --

Treatment

Advise patients/carers how to relieve symptoms and manage pain ��
Inform patients that if antibiotics are prescribed the course should be completed��
�Inform patients that most sore throats can be self-managed and that persistent sore ��
throats can be managed in primary care. Inform patients of referral criteria for 
tonsillectomy
�Inform patients that there is no guarantee that tonsillectomy will prevent ALL sore ��
throats in the future; inform patients of the difference between bacterial and viral sore 
throat
�Advise patients of length of stay, the need for general anaesthetic and potential ��
complications, ie bleeding.

Post-surgery

Advise on recovery time and expected loss of time from education/work��
�Inform patients of foods that may cause discomfort and the importance of adequate ��
fluid intake.

Discharge 

�Ensure patients are aware that pain may increase for up to 6 days following ��
tonsillectomy and that they should continue to take adequate analgesia 
�Provide written information advising whom to contact and at what hospital unit or ��
department to present if they have postoperative problems or complications.
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9	I mplementing the guideline	

This section provides advice on audit as a tool to aid implementation.	

Implementation of national clinical guidelines is the responsibility of each NHS Board and is an 
essential part of clinical governance. Mechanisms should be in place to review care provided 
against the guideline recommendations. The reasons for any differences should be assessed 
and addressed where appropriate. Local arrangements should then be made to implement the 
national guideline in individual hospitals, units and practices. 	

9.1	A uditing current practice 	

A first step in implementing a clinical practice guideline is to gain an understanding of current 
clinical practice. Audit tools designed around guideline recommendations can assist in this 
process. Audit tools should be comprehensive but not time consuming to use. Successful 
implementation and audit of guideline recommendations requires good communication between 
staff and multidisciplinary team working.	

The 2008 Scottish prospective audit of tonsil and adenoid surgery made the following 
recommendations for the audit of tonsillectomy:69	

�Each department should collect their own tonsillectomy audit figures. Demographic patient ��
detail, operator qualifications and surgical technique combined with primary haemorrhage 
theatre returns, secondary haemorrhage theatre returns and blood transfusion rates should 
form the minimum data set.
�Departmental tonsillectomy audit figures should be presented at morbidity and mortality ��
meetings and the proceedings collated centrally within the Trust or division in the form of 
a report.
�The divisional report should be sent to a central Scottish point under the combined jurisdiction ��
of “Scottish ENT Surgeons”, NHS QIS and the Chief Medical Officer.
�Careful departmental and personnel audit should be applied to techniques that provide a ��
bloodless tonsillectomy bed such as coblator, ultrasonic, laser or diathermy. These techniques 
should be benchmarked against Scottish national figures.
Further audit is required concerning postoperative pain relief.	��



22

Management of sore throat and indications for tonsillectomy

10	T he evidence base	

10.1	 systematic literature review	

The evidence base for this guideline was synthesised in accordance with SIGN methodology.  
A systematic review of the literature was carried out using search strategies devised by a SIGN 
information specialist. Databases searched include Medline, Embase, CINAHL, PsycINFO, and 
the Cochrane Library. For most searches, the date range covered was January 2000-December 
2008. Internet searches were carried out on various websites including the US National 
Guideline Clearinghouse, NLH Guidelines Finder, and Guidelines International Network (GIN).  
The Medline version of the database search strategies for each key question can be found on 
the SIGN website. The main searches were supplemented by material identified by individual 
members of the guideline development group.	

10.1.1	 literature search for patient issues	

At the start of the guideline development process, a SIGN Information Officer conducted a 
literature search for qualitative and quantitative studies that addressed patient issues of relevance 
to sore throat and tonsillectomy. Databases searched include Medline, Embase, CINAHL, and 
PsycINFO. The results were summarised by the Patient Involvement Officer and presented to 
the guideline development group. A copy of the Medline version of the patient search strategy 
is available on the SIGN website.	

10.2	 recommendations for research	

The guideline development group was not able to identify sufficient evidence to answer all of 
the key questions asked in this guideline. The following areas for further research have been 
identified:	

�comparison of antibiotic prescribing rates in primary care with the use of Centor CDR and ��
the use of Centor with selective RAT 
effectiveness of surgery for recurring tonsillitis��
identification of individuals most likely to benefit from tonsillectomy��
�whether stimulation of the acupuncture point P6 in addition to anti-emetics is better than ��
anti-emetics alone in reducing PONV.	

10.3	 review and updating	

This guideline was issued in 2010 and will be considered for review in three years. Any updates 
to the guideline in the interim period will be noted on the SIGN website: www.sign.ac.uk.	
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11	D evelopment of the guideline	

11.1	 introduction	

SIGN is a collaborative network of clinicians, other healthcare professionals and patient 
organisations and is part of NHS Quality Improvement Scotland. SIGN guidelines are developed 
by multidisciplinary groups of practising clinicians using a standard methodology based on a 
systematic review of the evidence. The views and interests of NHS Quality Improvement Scotland 
as the funding body have not influenced any aspect of guideline development, including the final 
recommendations. Further details about SIGN and the guideline development methodology are 
contained in “SIGN 50: A Guideline Developer’s Handbook”, available at www.sign.ac.uk.

11.2	 the guideline development group	

Mr S S Musheer Hussain 	 Consultant Otolaryngologist, Ninewells Hospital and 		
(Chair)				   Tayside Children’s Hospital, Dundee	
Mr Brian Bingham			  Consultant Otolaryngologist, Victoria Infirmary, Glasgow	
Dr Lynn Buchan				  General Practitioner, Borders	
Mr Andrew Dawson			  Lay Representative, Sutherland	
Mrs Aileen Garrett			  Nurse Practitioner, Penicuik Health Centre	
Dr Iain Hardy				   General Practitioner, Saltcoats Group Practice	
Ms Michele Hilton Boon	 Programme Manager, SIGN	
Dr Laura Jones				   Consultant Paediatrician, Royal Hospital for Sick Children, 	
				   Edinburgh	
Ms Joanna Kelly				  Information Officer, SIGN	
Dr Carol Macmillan			  Consultant Anaesthetist, Ninewells Hospital, Dundee	
Miss Susan McKenzie			  Charge Nurse, Royal Hospital for Sick Children, Edinburgh	
Mr William McKerrow			 Consultant ENT Surgeon, Raigmore Hospital, Inverness	
Dr Alex Sánchez-Vivar			 National Coordinator of the Health Protection Network 		
				   (HPN), NHS National Services Scotland, Health Protection 	
				   Scotland, Glasgow	
Dr Vijay Sonthalia			  General Practitioner, Hunter Health Centre, East Kilbride	
Dr Bob Soutter				   General Practitioner, Galashiels Health Centre	
Dr Mairi Stark				   Consultant Paediatrician, Royal Hospital for Sick Children, 	
				   Edinburgh	
Miss Elaine Ward			  Primary Care Development Pharmacist, NHS Greater 		
				   Glasgow and Clyde	
Miss Aileen White			  Consultant Otolaryngologist, Royal Alexandra Hospital, 		
				   Paisley	

The membership of the guideline development group was confirmed following consultation 
with the member organisations of SIGN. All members of the guideline development group 
made declarations of interest and further details of these are available on request from the SIGN 
Executive. Guideline development and literature review expertise, support and facilitation were 
provided by the SIGN Executive.	

Mary Deas				   Distribution and Office Coordinator	
Lesley Forsyth				   Events Coordinator	
Karen Graham				   Patient Involvement Officer	
Stuart Neville				   Publications Designer	
Gaynor Rattray				   Senior Guideline Coordinator	
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11.2.1	patient  involvement	

In addition to the identification of relevant patient issues from a broad literature search, SIGN 
involves patients and carers throughout the guideline development process in several ways.  
SIGN attempts to recruit a minimum of two patient representatives to each guideline development 
group by inviting nominations from the relevant “umbrella”, national and/or local patient focused 
organisations in Scotland. Where organisations are unable to nominate, patient representatives 
are sought via other means, eg from consultation with health board public involvement staff.

Further patient and public participation in guideline development was achieved by involving 
patients, carers and voluntary organisation representatives at the National Open Meeting (see 
section 11.4.1). Patient representatives were invited to take part in the peer review stage of 
the guideline and specific guidance for lay reviewers was circulated. Members of the SIGN 
patient network were also invited to comment on the draft guideline section on provision of 
information.	

11.3	 acknowledgements	

SIGN is grateful to the following former member of the guideline development group who 
contributed to the development of this guideline.

Dr Fiona Bisset				   Consultant in Public Health Medicine, Directorate of Health 	
				   and Wellbeing, Scottish Government	
SIGN would like to acknowledge the guideline development group responsible for SIGN 34: 
Management of Sore Throat and Indications for Tonsillectomy, on which this guideline is 
based.	

Mr William McKerrow			 Consultant Otolaryngologist, Raigmore Hospital, Inverness 
(Chair)	
Dr Ann Bisset				   Senior Registrar in Public Health Medicine, Grampian 		
				   Health Board	
Mr Robin Blair				   Consultant Otolaryngologist, Ninewells Hospital and 		
				   Medical School, Dundee	
Professor George Browning	 Consultant Otolaryngologist, Glasgow Royal Infirmary	
Mr John Dempster			  Consultant Otolaryngologist, Crosshouse Hospital, 		
				   Kilmarnock	
Dr Jill Morrison				   General Practitioner, Department of General Practice, 		
				   Glasgow University	
Dr Barney Reilly				  General Practitioner, Whitefriars Surgery, Perth	
Ms Susan Renton			  Ward Sister, ENT Ward, Royal Hospital for Sick Children, 		
				   Edinburgh	
Dr George Russell			  Consultant Paediatrician, Royal Aberdeen Children’s 		
				   Hospital	
Mr David Sim				   Consultant Otolaryngologist, St John’s Hospital at Howden, 	
				   Livingston	

11.4	 consultation and peer review	

11.4.1	nationa l open meeting	

A national open meeting is the main consultative phase of SIGN guideline development at 
which the guideline development group presents its draft recommendations for the first time. 
The national open meeting for this guideline was held on 23 January 2009 and was attended 
by 52 representatives of all the key specialties relevant to the guideline. The draft guideline 
was also available on the SIGN website for a limited period at this stage to allow those unable 
to attend the meeting to contribute to the development of the guideline.	
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11.4.2	peer  review	

This guideline was also reviewed in draft form by the following independent expert referees, 
who were asked to comment primarily on the comprehensiveness and accuracy of interpretation 
of the evidence base supporting the recommendations in the guideline. The guideline group 
addresses every comment made by an external reviewer, and must justify any disagreement 
with the reviewers’ comments. 	

SIGN is very grateful to all of these experts for their contribution to the guideline.	

Mr Martin J Burton			  Consultant Otolaryngologist, Oxford Radcliffe NHS Trust 		
				   Senior Clinical Lecturer, University of Oxford	
Dr George Crooks			  Medical Director NHS 24 and the Scottish Ambulance 		
				   Service, Glasgow	
Dr Jon Dowell				   Director of Undergraduate Studies, Community Health 		
				   Sciences Education, Dundee	
Dr Haytham Kubba			  Consultant Paediatric Otolaryngologist, Royal Hospital for 	
				   Sick Children, Glasgow	
Mr T H J Lesser				   Consultant ENT/Skull Base Surgeon, Aintree University 		
				   Hospitals NHS Foundation Trust, Liverpool	
Dr Helen Lewis				   Consultant Paediatrician, Royal College of Paediatrics and 	
				   Child Health, London	
Dr Peter Macfarlane			  Consultant Paediatrician, Royal College of Paediatrics and 	
				   Child Health, London	
Dr Graham MacKenzie			 Consultant in Public Health, Deaconess House, Edinburgh	
Dr Una McFadyen			  Consultant Paediatrician, Stirling Royal Infirmary	
Mr John McGarva			  Consultant ENT Surgeon, Stirling Royal Infirmary
Dr Andrew Power			  Medical Prescribing Adviser, Victoria Infirmary, Glasgow	
Mr Peter J Robb				  Consultant ENT Surgeon, Epsom & St Helier University 		
				   Hospitals NHS Trust	
Dr Grant Rodney			  Consultant Anaesthetist, Ninewells Hospital, Dundee
Ms Mandy Sim				   Pain Management Nurse Specialist, Royal Hospital for Sick 	
				   Children, Edinburgh	
Dr Geeta Subramanian			 Consultant Paediatrician, Royal College of Paediatrics and 	
				   Child Health, London	
Dr Avril Washington			  British Paediatric Mental Health Group, Royal College of 		
				   Paediatrics and Child Health, London	
Dr Graham Wilson			  Scottish Representative, Council of the Association of 		
				   Paediatric Anaesthetists of Great Britain and Ireland	
Professor Janet Wilson			  Professor of Otolaryngology Head and Neck Surgery, 		
				   Freeman Hospital, Newcastle upon Tyne	
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11.4.3	sign  editorial group	

As a final quality control check, the guideline is reviewed by an editorial group including the 
relevant specialty representatives on SIGN Council to ensure that the specialist reviewers’ 
comments have been addressed adequately and that any risk of bias in the guideline 
development process as a whole has been minimised. The editorial group for this guideline 
was as follows.	

Dr Keith Brown				   Chair of SIGN; Co-Editor
Ms Beatrice Cant			  SIGN Programme Manager	
Dr David Cuthbert			  GPwSI in ENT, Ferguson Medical Practice, Broxburn	
Mr Andrew de Beaux			  Royal College of Surgeons of Edinburgh	
Dr Richard Garratt			  Royal College of General Practitioners Scotland	
Dr Sara Twaddle			  Director of SIGN; Co-Editor	
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ABBREVIATIONS

Abbreviations	

A&E		  accident and emergency	

BNF		  British National Formulary	

CI		  confidence interval	

ENT		  ear, nose and throat	

GABHS	 group A beta-haemolytic streptococcus	

GAHSP	 group A streptococcal pharyngitis	

GP		  general practitioner	

LA		  local anaesthesia	

MTA		  multiple technology appraisal	

NHS QIS	 NHS Quality Improvement Scotland	

NICE		  National Institute for Health and Clinical Excellence	

NNT		  number needed to treat	

NSAID	 non-steroidal anti-inflammatory drug	

OR		  odds ratio	

PCR		  polymerase chain reaction	

PONV		 postoperative nausea and vomiting	

RAT		  rapid antigen testing	

RCT		  randomised controlled trial	

SIGN		  Scottish Intercollegiate Guidelines Network	

SMC		  Scottish Medicines Consortium	
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Annex 1
Key questions used to develop the guideline

The following questions were used to inform the process of identifying, sifting, and including or 
excluding evidence for use in the guideline development process. Key questions are structured 
(where appropriate) according to the PICO format, specifying patient group or population, 
intervention, comparison, and outcome.

THE KEY QUESTIONS USED TO update SIGN 34
DIAGNOSIS
Key question Inclusion/exclusion criteria See guideline section

�What is the evidence of 1.	
burden of disease caused 
by misdiagnosis of cause 
of sore throat?

Consider gastro-oesophageal 
reflux and H. pylori

�What is the evidence to 2.	
support the use of rapid 
antigen testing [compared 
to throat swabbing] in the 
diagnosis of streptococcal 
sore throat? How does it 
affect patient outcomes?

4.3

�Is there any evidence that 3.	
the clinical picture/features 
can help differentiate 
between viral and bacterial 
sore throat?

Consider: fever, tonsillar exudate/
pus, cervical lymphadenopathy, 
cough, absence of cough, duration 
of symptoms eg pain, dysphagia, 
pharyngeal erythema, spots and 
rashes, centor criteria, breese 
scale, other clinical scales

4.1

MANAGEMENT
Key question Inclusion/ exclusion criteria See guideline section

A. �Which analgesic 4.	
(or combination of 
analgesics) is most 
effective in adults with 
sore throat in terms of 
speed and duration of 
pain relief?  

B. ���Which analgesic (or 
combination of analgesics) 
is most effective in children 
with sore throat in terms of 
speed and duration of pain 
relief?

Include: paracetamol, ibuprofen, 
adjuvant compounds to painkillers 
(eg caffeine), topical sprays, 
Chinese medicines; consider 
gastrointestinal bleeding, nausea, 
diarrhoea

Exclude aspirin and diclofenac

5.1 and 5.2

�Which adjunctive 5.	
therapies are useful in sore 
throat in terms of pain 
relief and dysphagia?

Benzydamine (topical agents), 
sprays, lozenges (eg Fisherman’s 
Friends), gargles, steroids

(consider harms and adverse 
effects from long term use)

5.3
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�Does the use of the 6.	
following antibiotics in 
acute sore throat (a) relieve 
symptoms (b) prevent 
sequelae (c) prevent 
complications (eg abscess 
formation, breathing 
problems, quinsy/
peritonsillar abscess)?

Include: Penicillin V, macrolides, 
cefalexin, amoxicillin, co-
amoxiclav

(consider dose and duration of 
treatment)

6.1

�Will prescribing antibiotics 7.	
to treat sore throat reduce 
subsequent episodes in 
recurrent sore throat?

6.2

�What is the evidence that 8.	
antibiotic prophylaxis 
reduces recurrent episodes 
of sore throat?

Include: Penicillin V, macrolides, 
cefalexin, amoxicillin, co-
amoxiclav

(consider dose and duration of 
treatment)

6.2

SURGERY IN RECURRENT SORE THROAT
Key question Inclusion/exclusion criteria See guideline section

�In children with 9.	
recurrent sore throat, 
is tonsillectomy 
(compared to non-surgical 
intervention) clinically- 
and cost-effective?

consider: (a) reducing episodes of 
recurrence (b) improving general 
health (c) improving quality 
of life (d) long term harms of 
tonsillectomy

7.2

�In adults with 10.	
recurrent sore throat, 
is tonsillectomy 
(compared to non-surgical 
intervention) clinically- 
and cost-effective?

consider: (a) reducing episodes of 
recurrence (b) improving general 
health (c) improving quality 
of life (d) long term harms of 
tonsillectomy

7.2

�What are the indications 11.	
for tonsillectomy for 
treatment of sore throat in 
children and adults?

Consider age ranges 7.3

�In tonsillectomy, is local 12.	
anaesthesia effective 
and safe in reducing 
postoperative pain in 
children and adults?

Consider morbidity and 
complications

7.5.2

A. �What is the 13.	
postoperative pain 
pattern following 
tonsillectomy? 

B. �Does informing patients 
about pain they should 
expect reduce the 
incidence of postoperative 
consultation?

7.5.1
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�Which treatments are 14.	
effective in preventing 
postoperative vomiting?

Consider intraoperative 
corticosteroids, anti-emetic 
injections, acupuncture/
acupressure, intravenous fluids, 
preoperative fasting regimens, 
premedication

7.5.3
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Annex 2
Example patient information leaflet: About Children’s Tonsil 
Surgery
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Annex 3
Example patient information leaflet: About Adult Tonsil 
Surgery
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Management of sore throat and indications for tonsillectomy

Po
ss

ib
le

 c
om

pl
ic

at
io

ns
To

ns
il 

su
rg

er
y 

is
 v

er
y 

sa
fe

, b
ut

 e
ve

ry
 o

pe
ra

tio
n 

ha
s 

a 
sm

al
l

ri
sk

. T
he

 m
os

t s
er

io
us

 p
ro

bl
em

 is
 b

le
ed

in
g.

 T
hi

s 
m

ay
 n

ee
d

a 
se

co
nd

 o
pe

ra
tio

n 
to

 s
to

p 
it.

 A
s 

m
an

y 
as

 f
iv

e 
ad

ul
ts

 o
ut

 o
f

ev
er

y 
10

0 
w

ho
 h

av
e 

th
ei

r 
to

ns
ils

 o
ut

 w
ill

 n
ee

d 
to

 b
e 

ta
ke

n
ba

ck
 in

to
 h

os
pi

ta
l b

ec
au

se
 o

f 
bl

ee
di

ng
, b

ut
 o

nl
y 

on
e 

ad
ul

t
ou

t o
f 

ev
er

y 
10

0 
w

ill
 n

ee
d 

a 
se

co
nd

 o
pe

ra
tio

n.
  

D
ur

in
g 

th
e 

op
er

at
io

n,
 th

er
e 

is
 a

 v
er

y 
sm

al
l c

ha
nc

e 
th

at
 w

e
m

ay
 c

hi
p 

or
 k

no
ck

 o
ut

 a
 t

oo
th

, 
es

pe
ci

al
ly

 i
f 

it 
is

 l
oo

se
,

ca
pp

ed
 o

r 
cr

ow
ne

d.
 P

le
as

e 
le

t 
us

 k
no

w
 i

f 
yo

u 
ha

ve
 a

ny
te

et
h 

lik
e 

th
is

.

Yo
ur

 th
ro

at
 w

ill
 b

e 
so

re
Y

ou
r 

th
ro

at
 w

ill
 s

or
e 

fo
r 

ap
pr

ox
im

at
el

y 
te

n 
da

ys
. 

It
 i

s
im

po
rt

an
t t

o 
ta

ke
 p

ai
nk

ill
er

s 
re

gu
la

rl
y,

 h
al

f 
an

 h
ou

r 
be

fo
re

m
ea

ls
 f

or
 a

t 
le

as
t 

th
e 

fi
rs

t 
w

ee
k.

 D
o 

no
t 

ta
ke

 a
sp

ir
in

be
ca

us
e 

it 
m

ay
 m

ak
e 

yo
u 

bl
ee

d.

Ea
t n

or
m

al
 fo

od
E

at
in

g 
fo

od
 w

ill
 h

el
p 

yo
ur

 t
hr

oa
t 

to
 h

ea
l. 

It
 w

ill
 h

el
p 

th
e

pa
in

 t
oo

. 
D

ri
nk

 p
le

nt
y 

of
 w

at
er

 a
nd

 s
tic

k 
to

 b
la

nd
 n

on
sp

ic
y 

fo
od

.  
C

he
w

in
g 

gu
m

 m
ay

 a
ls

o 
he

lp
 th

e 
pa

in
.

Yo
u 

m
ay

 h
av

e 
so

re
 e

ar
s

T
hi

s 
is

 n
or

m
al

. 
It

 h
ap

pe
ns

 b
ec

au
se

 y
ou

r 
th

ro
at

 a
nd

 e
ar

s
ha

ve
 t

he
 s

am
e 

ne
rv

es
. 

It
 d

oe
s 

no
t 

m
ea

n 
th

at
 y

ou
 h

av
e 

an
ea

r 
in

fe
ct

io
n.

Yo
ur

 th
ro

at
 w

ill
 lo

ok
 w

hi
te

T
hi

s 
is

 n
or

m
al

 w
hi

le
 y

ou
r 

th
ro

at
 h

ea
ls

. Y
ou

 m
ay

 a
ls

o 
se

e
sm

al
l t

hr
ea

ds
 in

 y
ou

r 
th

ro
at

 -
 th

ey
 a

re
 u

se
d 

to
 h

el
p 

st
op

 th
e

bl
ee

di
ng

 d
ur

in
g 

th
e 

op
er

at
io

n,
 a

nd
 t

he
y 

w
ill

 f
al

l 
ou

t 
by

th
em

se
lv

es
.

So
m

e 
pe

op
le

 g
et

 a
 th

ro
at

 in
fe

ct
io

n 
af

te
r 

su
rg

er
y,

 u
su

al
ly

 if

be
tte

r 
by

 i
ts

el
f.

 T
he

 d
oc

to
r 

sh
ou

ld
 e

xp
la

in
 t

o 
yo

u 
w

hy
 h

e
or

 s
he

 f
ee

ls
 th

at
 s

ur
ge

ry
 is

 th
e 

be
st

 tr
ea

tm
en

t.

Y
ou

 m
ay

 c
ha

ng
e 

yo
ur

 m
in

d 
ab

ou
t 

th
e 

op
er

at
io

n 
at

 a
ny

tim
e,

 a
nd

 s
ig

ni
ng

 a
 c

on
se

nt
 f

or
m

 d
oe

s 
no

t 
m

ea
n 

th
at

 y
ou

ha
ve

 to
 h

av
e 

th
e 

op
er

at
io

n.

If
 y

ou
 w

ou
ld

 l
ik

e 
to

 h
av

e 
a 

se
co

nd
 o

pi
ni

on
 a

bo
ut

 t
he

tr
ea

tm
en

t, 
yo

u 
ca

n 
as

k 
yo

ur
 s

pe
ci

al
is

t. 
H

e 
or

 s
he

 w
ill

 n
ot

m
in

d 
ar

ra
ng

in
g 

th
is

 f
or

 y
ou

. 
Y

ou
 m

ay
 w

is
h 

to
 a

sk
 y

ou
r

ow
n 

G
P

to
 

ar
ra

ng
e 

a 
se

co
nd

 
op

in
io

n 
w

it
h 

an
ot

he
r

sp
ec

ia
lis

t.

B
ef

or
e 

yo
ur

 o
pe

ra
tio

n
A

rr
an

ge
 f

or
 tw

o 
w

ee
ks

 o
ff

 w
or

k.
 L

et
 u

s 
kn

ow
 if

 y
ou

 h
av

e
a 

ch
es

t 
in

fe
ct

io
n 

or
 t

on
si

lli
tis

 b
ef

or
e 

yo
ur

 a
dm

is
si

on
 d

at
e

be
ca

us
e 

it 
m

ay
 b

e 
be

tte
r 

to
 p

os
tp

on
e 

th
e 

op
er

at
io

n.
 I

t 
is

ve
ry

 im
po

rt
an

t t
o 

te
ll 

us
 if

 y
ou

 h
av

e 
an

y 
un

us
ua

l b
le

ed
in

g
or

 b
ru

is
in

g 
pr

ob
le

m
s,

 o
r 

if
 th

is
 ty

pe
 o

f 
pr

ob
le

m
 m

ig
ht

 r
un

in
 y

ou
r 

fa
m

ily
.

H
ow

 is
 th

e 
op

er
at

io
n 

do
ne

?
Y

ou
 w

ill
 b

e 
as

le
ep

 u
nd

er
 g

en
er

al
 a

na
es

th
et

ic
. W

e 
ta

ke
 t

he
to

ns
ils

 o
ut

 th
ro

ug
h 

th
e 

m
ou

th
, a

nd
 th

en
 s

to
p 

th
e 

bl
ee

di
ng

.
T

hi
s 

ta
ke

s 
ab

ou
t 3

0 
m

in
ut

es
.

H
ow

 lo
ng

 w
ill

 I 
be

 in
ho

sp
ita

l?
In

 m
os

t h
os

pi
ta

ls
, s

ur
ge

on
s 

pr
ef

er
 to

ns
ill

ec
to

m
y 

pa
tie

nt
s 

to
st

ay
 i

n 
ho

sp
ita

l 
fo

r 
on

e 
ni

gh
t. 

In
 s

om
e 

ho
sp

ita
ls

 t
on

si
l

su
rg

er
y 

is
 d

on
e 

as
 a

 d
ay

 c
as

e,
 if

 y
ou

r 
ho

m
e 

is
 c

lo
se

 to
 th

e
ho

sp
ita

l. 
E

ith
er

 w
ay

, 
w

e 
w

ill
 o

nl
y 

le
t 

yo
u 

go
 h

om
e 

w
he

n
yo

u 
ar

e 
ea

tin
g 

an
d 

dr
in

ki
ng

 a
nd

 f
ee

l w
el

l e
no

ug
h.

W
ha

t a
re

 to
ns

ils
?

To
ns

ils
 a

re
 s

m
al

l 
gl

an
ds

 i
n 

th
e 

th
ro

at
, 

on
e 

on
 e

ac
h 

si
de

.
T

he
y 

ar
e 

th
er

e 
to

 f
ig

ht
 g

er
m

s 
w

he
n 

yo
u 

ar
e 

a 
yo

un
g 

ch
ild

.
A

s 
yo

u 
ge

t 
ol

de
r, 

th
e 

to
ns

ils
 b

ec
om

e 
le

ss
 i

m
po

rt
an

t 
in

fi
gh

tin
g 

ge
rm

s 
an

d 
us

ua
lly

 s
hr

in
k.

 Y
ou

r b
od

y 
ca

n 
st

ill
 fi

gh
t

ge
rm

s 
w

ith
ou

t t
he

m
.

W
hy

 ta
ke

 th
em

 o
ut

?
W

e 
on

ly
 t

ak
e 

th
em

 o
ut

 i
f 

th
ey

 a
re

 d
oi

ng
 m

or
e 

ha
rm

 t
ha

n
go

od
. 

W
e 

ta
ke

 t
on

si
ls

 o
ut

 i
f 

th
ey

 c
au

se
 r

ec
ur

re
nt

 s
or

e
th

ro
at

s 
de

sp
ite

 t
re

at
m

en
t 

w
ith

 a
nt

ib
io

tic
s.

 T
he

 o
th

er
 m

ai
n

re
as

on
 f

or
 r

em
ov

in
g 

to
ns

ils
 i

s 
if

 t
he

y 
ar

e 
la

rg
e 

an
d 

bl
oc

k
th

e 
ai

rw
ay

. A
qu

in
sy

 is
 a

n 
ab

sc
es

s 
th

at
 d

ev
el

op
s 

al
on

gs
id

e
th

e 
to

ns
il,

 a
s 

a 
re

su
lt 

of
 t

on
si

l 
in

fe
ct

io
n,

 a
nd

 i
s 

m
os

t
un

pl
ea

sa
nt

. P
eo

pl
e 

w
ho

 h
av

e 
ha

d 
a 

qu
in

sy
 th

er
ef

or
e 

of
te

n
ch

oo
se

 t
o 

ha
ve

 a
 t

on
si

lle
ct

om
y 

to
 p

re
ve

nt
 h

av
in

g 
an

ot
he

r.
To

ns
ils

 a
re

 a
ls

o 
re

m
ov

ed
 if

 w
e 

su
sp

ec
t t

he
re

 is
 a

 tu
m

ou
r 

in
th

e 
to

ns
il.

 A
ra

pi
d 

in
cr

ea
se

 i
n 

th
e 

si
ze

 o
f 

a 
to

ns
il 

or
ul

ce
ra

tio
n 

or
 b

le
ed

in
g 

oc
cu

rs
 i

f 
a 

tu
m

ou
r 

of
 t

he
 t

on
si

l
de

ve
lo

ps
. T

um
ou

rs
 o

f 
th

e 
to

ns
il 

ar
e 

ra
re

. 

D
o 

I h
av

e 
to

 h
av

e 
m

y 
to

ns
ils

ou
t?

Y
ou

 w
ill

 n
ot

 a
lw

ay
s 

ne
ed

 t
o 

ha
ve

 y
ou

r 
to

ns
ils

 o
ut

. 
Y

ou
m

ay
 w

an
t 

to
 j

us
t 

w
ai

t 
an

d 
se

e 
if

 t
he

 t
on

si
l 

pr
ob

le
m

 g
et

s

T
he

 r
em

ov
al

 o
f

en
la

rg
ed

 t
on

si
ls

 l
ik

e
th

is
 c

an
 r

el
ie

ve
ai

rw
ay

 o
bs

tr
uc

ti
on

.



35

References	

1. 	 Clement WA, Dempster JH. Implementation by Scottish 
otolaryngologists of the Scottish Intercollegiate Guidelines Network 
document Management of Sore Throats and the Indications for 
Tonsillectomy: four years on. J Laryngol Otol 2004;118(5):357-
61.

2. 	B NF for Children. [cited 8 April 2010]. Available from url: http://
bnfc.org/bnfc/

3. 	B ritish National Formulary. Guidance on prescribing. [cited 8 April 
2010]. Available from url: http://bnf.org/BNF/bnf/current/29403.
htm

4. 	L ittle PS, Williamson I. Are antibiotics appropriate for sore throats? 
Costs outweigh the benefits. BMJ 1994;309(6960):1010-1.

5. 	B anks MH, Beresford SA, Morrell DC, Waller JJ, Watkins CJ. Factors 
influencing demand for primary medical care in women aged 20-44 
years: a preliminary report. Int J Epidemiol 1975;4(3):189-95.

6. 	 Touw-Otten FW, Johansen KS. Diagnosis, antibiotic treatment and 
outcome of acute tonsillitis: report of a WHO Regional Office for 
Europe study in 17 European countries. Fam Pract 1992;9(3):255-
62.

7. 	 Curtis L. Unit costs of health and social care. Canterbury: Personal 
Social Services Research Unit; 2009. [cited 24 February 2010]. 
Available from url: http://www.pssru.ac.uk/pdf/uc/uc2009/uc2009.
pdf

8. 	 NHS Quality Improvement Scotland. Tonsillectomy for recurrent 
bacterial tonsillitis. [cited 8 April 2010]. Available from url: http://
www.nhshealthquality.org/files/Procedures_23_Tonsillectomy_
APR08.pdf

9. 	 Howie JG. Addressing the credibility gap in general practice 
research: better theory; more feeling; less strategy. Br J Gen Pract 
1996;46(409):479-81.

10. 	 Howie JG, Bigg AR. Family trends in psychotropic and antibiotic 
prescribing in general practice. BMJ 1980;280(6217):836-8.

11. 	 Howie JG, Porter AM, Forbes JF. Quality and the use of 
time in general practice: widening the discussion. BMJ 
1989;298(6679):1008-10.

12. 	L ittle P, Gould C, Williamson I, Warner G, Gantley M, Kinmonth 
AL. Reattendance and complications in a randomised trial of 
prescribing strategies for sore throat: the medicalising effect of 
prescribing antibiotics. BMJ 1997;315(7104):350-2.

13. 	 Ebell MH, Smith MA, Barry HC, Ives K, Carey M. The rational 
clinical examination. Does this patient have strep throat? JAMA 
2000;284(22):2912-8.

14. 	 Eggertsen S, Schneeweiss R, Bergman J. A case against the use of 
the throat culture in the management of streptococcal pharyngitis. 
J Fam Pract 1979;9(4):572, 6.

15. 	F eery BJ, Forsell P, Gulasekharam M. Streptococcal sore throat in 
general practice--a controlled study. Med J Aust 1976;1(26):989-
91.

16. 	B rook I,  Yocum P, Shah K. Surface vs core-tonsil lar 
aerobic and anaerobic flora in recurrent tonsillitis. JAMA 
1980;244(15):1696-8.

17. 	 Uppal K, Bais AS. Tonsillar microflora--superficial surface vs deep. 
J Laryngol Otol 1989;103(2):175-7.

18. 	 Schachtel BP, Fillingim JM, Beiter DJ, Lane AC, Schwartz LA. 
Subjective and objective features of sore throat. Arch Intern Med 
1984;144(3):497-500.

19. 	 Del Mar C. Managing sore throat: a literature review. I. Making 
the diagnosis. Med J Aust 1992;156(8):572-5.

20. 	 Morandi PA, Deom A, Mauris A, Rohner P. External quality control 
of direct antigen tests to detect group A streptococcal antigen. Eur 
J Clin Microbiol Infect Dis 2003;22(11):670-4.

21. 	 Sheeler RD, Little P. Rapid streptococcal testing for sore throat 
and antibiotic resistance. Clin Microbiol Infect 2006;12(SUPPL 
9):3-7.

22. 	 Humair JP, Revaz SA, Bovier P, Stalder H. Management of acute 
pharyngitis in adults: reliability of rapid streptococcal tests and 
clinical findings. Arch Intern Med 2006;166(6):640-4.

23. 	W orrall G, Hutchinson J, Sherman G, Griffiths J. Diagnosing 
streptococcal sore throat in adults: randomized controlled trial of 
in-office aids. Can Fam Physician 2007;53(4):667-71.

24. 	B oureau F, Pelen F, Verriere F, Paliwoda A, Manfredi R, Farhan M, 
et al. Evaluation of ibuprofen vs paracetamol analgesic activity using 
a sore throat pain model. Clin Drug Investig 1999;17(1):1-8.

25. 	 Gehanno P, Dreiser RL, Ionescu E, Gold M, Liu JM. Lowest effective 
single dose of diclofenac for antipyretic and analgesic effects in 
acute febrile sore throat. Clin Drug Investig 2003;23(4):263-71.

26. 	 [ Reference deleted]
27. 	 Moore N, Charlesworth A, Van Ganse E, LeParc JM, Jones JK, 

Wall R, et al. Risk factors for adverse events in analgesic drug 
users: results from the PAIN study. Pharmacoepidemiol Drug Saf 
2003;12(7):601-10.

28. 	K anabar D, Dale S, Rawat M. A review of ibuprofen and 
acetaminophen use in febrile children and the occurrence of 
asthma-related symptoms. Clin Ther 2007;29(12):2716-23.

29. 	B achert C, Chuchalin AG, Eisebitt R, Netayzhenko VZ, Voelker M. 
Aspirin compared with acetaminophen in the treatment of fever 
and other symptoms of upper respiratory tract infection in adults: a 
multicenter, randomized, double-blind, double-dummy, placebo-
controlled, parallel-group, single-dose, 6-hour dose-ranging study. 
Clin Ther 2005;27(7):993-1003.

30. 	 Moghal NE, Hegde S, Eastham KM. Ibuprofen and acute renal 
failure in a toddler. Arch Dis Child 2004;89(3):276-7.

31. 	B uck M. Ibuprofen-associated renal toxicity in children. Pediatr 
Pharmacotherapy 2000;6(4).

32. 	 Nabulsi M. Is combining or alternating antipyretic therapy 
more beneficial than monotherapy for febrile children? BMJ 
2009;339:b3540.

33. 	 National Institute for Health and Clinical Excellence (NICE). 
Feverish illness in children: assessment and initial management 
in children younger than 5  years. London: NICE; 2007. [cited 8 
April 2010]. Available from url: http://www.nice.org.uk/nicemedia/
pdf/CG47Guidance.pdf

34. 	B ulloch B, Kabani A, Tenenbein M. Oral dexamethasone for 
the treatment of pain in children with acute pharyngitis: a 
randomized, double-blind, placebo-controlled trial. Ann Emerg 
Med 2003;41(5):601-8.

35. 	 Niland ML, Bonsu BK, Nuss KE, Goodman DG. A pilot study of 
1 versus 3 days of dexamethasone as add-on therapy in children 
with streptococcal pharyngitis. Pediatr Infect Dis J 2006;25(6):477-
81.

36. 	 Olympia RP, Khine H, Avner JR. Effectiveness of oral dexamethasone 
in the treatment of moderate to severe pharyngitis in children. Arch 
Pediatr Adolesc Med 2005;159(3):278-82.

37. 	K iderman A, Yaphe J, Bregman J, Zemel T, Furst AL. Adjuvant 
prednisone therapy in pharyngitis: a randomised controlled trial 
from general practice. Br J Gen Pract 2005;55(512):218-21.

38. 	Y ale SH, Liu K. Echinacea purpurea therapy for the treatment of 
the common cold: a randomized, double-blind, placebo-controlled 
clinical trial. Arch Intern Med 2004;164(11):1237-41.

39. 	 Toner JG, Stewart TJ, Campbell JB, Hunter J. Tonsil flora in the 
very young tonsillectomy patient. Clin Otolaryngol Allied Sci 
1986;11(3):171-4.

40. 	L ittle P, Williamson I, Warner G, Gould C, Gantley M, Kinmonth 
AL. Open randomised trial of prescribing strategies in managing 
sore throat. BMJ 1997;314(7082):722-7.

41. 	B ass JW, Crast FW, Knowles CR, Onufer CN. Streptococcal 
pharyngitis in children. A comparison of four treatment 
schedules with intramuscular penicillin G benzathine. JAMA 
1976;235(11):1112-6.

42. 	 Gerber MA, Randolph MF, Chanatry J. Five vs ten days of 
penicillin V therapy for streptococcal pharyngitis. Am J Dis Child 
1987;141(2):224-7.

43. 	 Shulman ST. Evaluation of penicillins, cephalosporins, and 
macrolides for therapy of streptococcal pharyngitis. Pediatrics 
1996;97(6 Pt 2):955-9.

44. 	B lumer JL, Goldfarb J. Meta-analysis in the evaluation of treatment 
for streptococcal pharyngitis: a review. Clin Ther 1994;16(4):604-
20.

45. 	 Pichichero ME, Margolis PA. A comparison of cephalosporins and 
penicillins in the treatment of group A beta-hemolytic streptococcal 
pharyngitis: A meta-analysis supporting the concept of microbial 
copathogenicity. Pediatr Infect Dis J 1991;10(4):275-81.

46. 	 Stillerman M, Aronovitz GH, Durnell MD, Rosenberg R. 
Comparison between cephalexin two- and four-time per day 
regimens in group A streptococcal pharyngitis. Clin Pediatr 
1984;23(6):348-51.

47. 	F yllingen G, Arnesen AR, Biermann C, Kaarby O, Romfo O, 
Ronnevig Aaserud JJ. Phenoxymethylpenicillin two or three times 
daily for tonsillitis with beta-haemolytic streptococci group A: A 
blinded, randomized and controlled clinical study. Scand J Infect 
Dis 1991;23(5):553-8.

48. 	K aufhold A, Berzel HG, Doering W, Grosse V, Hartmann W, 
Hirschbrunn P, et al. Randomized evaluation of benzathine 
penicillin v twice daily versus potassium penicillin v three times 
daily in the treatment of group a streptococcal pharyngitis. Eur J 
Clin Microbiol Infect Dis 1995;14(2):92-8.

REFERENCES



36

Management of sore throat and indications for tonsillectomy

49. 	 Marlow RA, Torrez AJ, Jr., Haxby D. The treatment of 
nonstreptococcal pharyngitis with erythromycin: a preliminary 
study. Fam Med 1989;21(6):425-7.

50. 	 Howe RW, Millar MR, Coast J, Whitfield M, Peters TJ, Brookes S. A 
randomized controlled trial of antibiotics on symptom resolution in 
patients presenting to their general practitioner with a sore throat. 
Br J Gen Pract 1997;47(418):280-4.

51. 	 Del Mar C. Managing sore throat: a literature review. II. Do 
antibiotics confer benefit? Med J Aust 1992;156(9):644-9.

52. 	 Merenstein JH, Rogers KD. Streptococcal pharyngitis. Early 
treatment and management by nurse practitioners. JAMA 
1974;227(11):1278-82.

53. 	 Randolph MF, Gerber MA, DeMeo KK, Wright L. Effect of antibiotic 
therapy on the clinical course of streptococcal pharyngitis. J Pediatr 
1985;106(6):870-5.

54. 	 Middleton DB, D'Amico F, Merenstein JH. Standardized 
symptomatic treatment versus penicillin as initial therapy for 
streptococcal pharyngitis. J Pediatr 1988;113(6):1089-94.

55. 	 Pichichero ME, Disney FA, Talpey WB, Green JL, Francis AB, 
Roghmann KJ, et al. Adverse and beneficial effects of immediate 
treatment of Group A beta-hemolytic streptococcal pharyngitis 
with penicillin. Pediatr Infect Dis J 1987;6(7):635-43.

56. 	 Dykhuizen RS, Golder D, Reid TM, Gould IM. Phenoxymethyl 
penicillin versus co-amoxiclav in the treatment of acute 
streptococcal pharyngitis, and the role of beta-lactamase activity 
in saliva. J Antimicrob Chemother 1996;37(1):133-8.

57. 	 Holm SE. Reasons for failures in penicillin treatment of streptococcal 
tonsillitis and possible alternatives. Pediatr Infect Dis J 1994;13(1 
Suppl 1):S66-9.

58. 	 Sirimanna KS, Madden GJ, Miles SM. The use of long-acting 
penicillin in the prophylaxis of recurrent tonsillitis. J Otolaryngol 
1990;19(5):343-4.

59. 	 Holm S, Henning C, Grahn E, Lomberg H, Staley H. Is penicillin 
the appropriate treatment for recurrent tonsillopharyngitis? Results 
from a comparative randomized blind study of cefuroxime axetil 
and phenoxymethylpenicillin in children. The Swedish Study 
Group. Scand J Infect Dis 1995;27(3):221-8.

60. 	B rook I, Hirokawa R. Treatment of patients with a history of 
recurrent tonsillitis due to group A beta-hemolytic streptococci. A 
prospective randomized study comparing penicillin, erythromycin, 
and clindamycin. Clin Pediatr 1985;24(6):331-6.

61. 	F oote PA, Jr., Brook I. Penicillin and clindamycin therapy in 
recurrent tonsillitis. Effect of microbial flora. Arch Otolaryngol 
Head Neck Surg 1989;115(7):856-9.

62. 	 Aksit S, Caglayan S, Dokucu G. Seasonal benzathine penicillin 
G prophylaxis for recurrent streptococcal pharyngitis in children. 
Acta Paediatr Jpn 1998;40(3):256-8.

63. 	L ildholdt T, Doessing H, Lyster M, Outzen KE. The natural 
history of recurrent acute tonsillitis and a clinical trial of 
azithromycin for antibiotic prophylaxis. Clin Otolaryngol Allied 
Sci 2003;28(4):371-3.

64. 	 Mora R, Salami A, Mora F, Cordone MP, Ottoboni S, Passali GC, 
et al. Efficacy of cefpodoxime in the prophylaxis of recurrent 
pharyngotonsillitis. Int J Pediatr Otorhinolaryngol 2003;67(Suppl 
1):S225-8.

65. 	 Howie JG, Foggo BA. Antibiotics, sore throats and rheumatic fever. 
J R Coll Gen Pract 1985;35(274):223-4.

66. 	 Taylor JL, Howie JG. Antibiotics, sore throats and acute nephritis. 
J R Coll Gen Pract 1983;33(257):783-6.

67. 	 Gerber MA. Antibiotic resistance: relationship to persistence of 
group A streptococci in the upper respiratory tract. Pediatrics 
1996;97(6 Pt 2):971-5.

68. 	 Snellman LW, Stang HJ, Stang JM, Johnson DR, Kaplan EL. Duration 
of positive throat cultures for group A streptococci after initiation 
of antibiotic therapy. Pediatrics 1993;91(6):1166-70.

70. 	F aulconbridge RV, Fowler S, Horrocks J, Topham JH. 
Comparative audit of tonsillectomy. Clin Otolaryngol Allied Sci 
2000;25(2):110-7.

71. 	W olfensberger M, Haury JA, Linder T. Parent satisfaction 1 
year after adenotonsillectomy of their children. Int J Pediatr 
Otorhinolaryngol 2000;56(3):199-205.

72. 	W ilson JT, Murray A, MacKenzie K. Prospective study of morbidity 
after tonsillectomy in children. Int J Pediatr Otorhinolaryngol 
2001;58(2):119-25.

73. 	 Paradise JL, Bluestone CD, Bachman RZ. Efficacy of tonsillectomy 
for recurrent throat infection in severely affected children. Results 
of parallel randomized and nonrandomized clinical trials. N Engl 
J Med 1984;310(11):674-83.

74. 	L aing MR, McKerrow WS. Adult tonsillectomy. Clin Otolaryngol 
Allied Sci 1991;16(1):21-4.

75. 	B urton MJ, Glasziou P. Tonsillectomy or adeno-tonsillectomy 
versus non-surgical treatment for chronic/recurrent acute tonsillitis 
(Cochrane Review). In: The Cochrane Library, Issue 1, 2009. 
London: Wiley.

76. 	B uskens E, van SB, van dAJ, Hoes AW, Schilder AG. 
Adenotonsillectomy or watchful waiting in patients with mild 
to moderate symptoms of throat infections or adenotonsillar 
hypertrophy: a randomized comparison of costs and effects. Arch 
Otolaryngol Head Neck Surg 2007;133(11):1083-8.

77. 	 Paradise JL, Bluestone CD, Colborn DK, Bernard BS, Rockette HE, 
Kurs-Lasky M. Tonsillectomy and adenotonsillectomy for recurrent 
throat infection in moderately affected children. Pediatrics 
2002;110(1 Pt 1):7-15.

78. 	L ock C, Wilson J, Steen N, Eccles M, Mason H, Carrie S, et al. 
North of England and Scotland Study of Tonsillectomy and Adeno-
tonsillectomy in children (NESSTAC) : a pragmatic randomised 
controlled trial with a parallel non-randomised preference study. 
Health Technol Assess 2010;14(13). [cited 8 April 2010]. Available 
from url: http://www.hta.ac.uk/fullmono/mon1413.pdf.

79. 	 Mawson SR, Adlington P, Evans M. A controlled study evaluation 
of adeno-tonsillectomy in children. J Laryngol Otol 1967;81(7):777-
90.

80. 	 McKee WJ. A controlled study of the effects of tonsillectomy and 
adenoidectomy in children. Br J Prev Soc Med 1963;17:49-69.

81. 	 Roydhouse N. A controlled study of adenotonsillectomy. Arch 
Otolaryngol 1970;92(6):611-6.

82. 	 Ahlqvist-Rastad J, Hultcrantz E, Melander H, Svanholm H. Body 
growth in relation to tonsillar enlargement and tonsillectomy. Int 
J Pediatr Otorhinolaryngol 1992;24(1):55-61.

83. 	 Camilleri AE, Mackenzie K, Gatehouse S. The effect of recurrent 
tonsillitis and tonsillectomy on growth in childhood. Clin 
Otolaryngol Allied Sci 1995;20(2):153-7.

84. 	W illiams IEF, Woo P, Miller R, Kellman RM. The effects of 
adenotonsillectomy on growth in young children. Otolaryngol 
Head Neck Surg 1991;104(4):509-16.

85. 	L eong SC, Karkos PD, Papouliakos SM, Apostolidou MT. Unusual 
complications of tonsillectomy: a systematic review. Am J 
Otolaryngol 2007;28(6):419-22.

86. 	 Alho OP, Koivunen P, Penna T, Teppo H, Koskela M, Luotonen J. 
Tonsillectomy versus watchful waiting in recurrent streptococcal 
pharyngitis in adults: Randomised controlled trial. BMJ 
2007;334(7600):939-41.

87. 	 Atallah N, Kumar M, Hilali A, Hickey S. Post-operative pain in 
tonsillectomy: bipolar electrodissection technique vs dissection 
ligation technique. A double-blind randomized prospective trial. 
J Laryngol Otol 2000;114(9):667-70.

88. 	 McKean S, Kochilas X, Kelleher R, Dockery M. Use of intravenous 
steroids at induction of anaesthesia for adult tonsillectomy to 
reduce post-operative nausea and vomiting and pain: a double-
blind randomized controlled trial. Clin Otolaryngol 2006;31(1):36-
40.

89. 	 Robinson SR, Purdie GL. Reducing post-tonsillectomy pain with 
cryoanalgesia: a randomized controlled trial. Laryngoscope 
2000;110(7):1128-31.

90. 	 Stewart R, Bill R, Ullah R, McConaghy P, Hall SJ. Dexamethasone 
reduces pain after tonsillectomy in adults. Clin Otolaryngol Allied 
Sci 2002;27(5):321-6.

91. 	W illging JP, Wiatrak BJ. Harmonic scalpel tonsillectomy in 
children: a randomized prospective study. Otolaryngol Head Neck 
Surg 2003;128(3):318-25.

92. 	W arnock FF, Lander J. Pain progression, intensity and outcomes 
following tonsillectomy. Pain 1998;75(1):37-45.

93. 	 Hollis LJ, Burton MJ, Millar JM. Perioperative local anaesthesia for 
reducing pain following tonsillectomy (Cochrane Review). In: The 
Cochrane Library, Issue 2, 2000. London: Wiley.

94. 	 Egeli E, Harputluoglu U, Oghan F, Demiraran Y, Guclu E, Ozturk 
O. Does topical lidocaine with adrenaline have an effect on 
morbidity in pediatric tonsillectomy? Int J Pediatr Otorhinolaryngol 
2005;69(6):811-5.

95. 	 El-Hakim H, Nunez DA, Saleh HA, MacLeod DM, Gardiner Q. A 
randomised controlled trial of the effect of regional nerve blocks 
on immediate post-tonsillectomy pain in adult patients. Clin 
Otolaryngol Allied Sci 2000;25(5):413-7.

69.	B ingham B. A Scottish prospective audit of tonsil and adenoid 
surgery with disposable surgical instruments. Glasgow: NHS 
Quality Improvement Scotland; 2008. [cited 8 April 2010]. 
Available from url: http://www.nhshealthquality.org/nhsqis/files/
Procedures_AScottishProspectiveAuditOfTonsilAndAdenoidSur-
geryWithDisposibleSurgicalInstrumentsReport_Dec08.pdf



37

96. 	 Nikandish R, Maghsoodi B, Khademi S, Motazedian S, Kaboodkhani 
R. Peritonsillar infiltration with bupivacaine and pethidine for relief 
of post-tonsillectomy pain: a randomised double-blind study. 
Anaesthesia 2008;63(1):20-5.

97. 	 Park AH, Pappas AL, Fluder E, Creech S, Lugo RA, Hotaling A. Effect 
of perioperative administration of ropivacaine with epinephrine 
on postoperative pediatric adenotonsillectomy recovery. Arch 
Otolaryngol Head Neck Surg 2004;130(4):459-64.

98. 	V asan NR, Stevenson S, Ward M. Preincisional bupivacaine in 
posttonsillectomy pain relief: a randomized prospective study. 
Arch Otolaryngol Head Neck Surg 2002;128(2):145-9.

99. 	 Costas-Gastiaburo LA, Rajah V, Rubin J. Tonsillectomy and the 
value of peritonsillar infiltrations. S Afr J Surg 1998;36(4):142-5.

100. 	 Hung T, Moore-Gillon V, Hern J, Hinton A, Patel N. Topical 
bupivacaine in paediatric day-case tonsillectomy: a prospective 
randomized controlled trial. J Laryngol Otol 2002;116(1):33-6.

101. 	K araaslan K, Yilmaz F, Gulcu N, Sarpkaya A, Colak C, Kocoglu 
H. The effects of levobupivacaine versus levobupivacaine 
plus magnesium infiltration on postoperative analgesia and 
laryngospasm in pediatric tonsillectomy patients. Int J Pediatr 
Otorhinolaryngol 2008;72(5):675-81.

102. 	K aygusuz I, Susaman N. The effects of dexamethasone, bupivacaine 
and topical lidocaine spray on pain after tonsillectomy. Int J Pediatr 
Otorhinolaryngol 2003;67(7):737-42.

103. 	 Park HP, Hwang JW, Park SH, Jeon YT, Bahk JH, Oh YS. The effects 
of glossopharyngeal nerve block on postoperative pain relief after 
tonsillectomy: the importance of the extent of obtunded gag reflex 
as a clinical indicator. Anesth Analg 2007;105(1):267-71.

104. 	 Sørensen WT, Wagner N, Aarup AT, Bonding P. Beneficial effect 
of low-dose peritonsillar injection of lidocaine-adrenaline before 
tonsillectomy. A placebo-controlled clinical trial. Auris Nasus 
Larynx 2003;30(2):159-62.

105. 	 Unal Y, Pampal K, Korkmaz S, Arslan M, Zengin A, Kurtipek O. 
Comparison of bupivacaine and ropivacaine on postoperative 
pain after tonsillectomy in paediatric patients. Int J Pediatr 
Otorhinolaryngol 2007;71(1):83-7.

106. 	 Arikan OK, Ozcan S, Kazkayasi M, Akpinar S, Koc C. Preincisional 
infiltration of tonsils with ropivacaine in post-tonsillectomy 
pain relief: double-blind, randomized, placebo-controlled 
intraindividual study. J Otolaryngol 2006;35(3):167-72.

107. 	 Naja MZ, El-Rajab M, Kabalan W, Ziade MF, Al-Tannir MA. Pre-
incisional infiltration for pediatric tonsillectomy: a randomized 
double-blind clinical trial. Int J Pediatr Otorhinolaryngol 
2005;69(10):1333-41.

108. 	K itajiri S, Tabuchi K, Hiraumi H, Kaetsu H. Relief of post-
tonsillectomy pain by release of lidocaine from fibrin glue. 
Laryngoscope 2001;111(4 Pt 1):642-4.

109. 	B olton CM, Myles PS, Nolan T, Sterne JA. Prophylaxis of 
postoperative vomiting in children undergoing tonsillectomy: a 
systematic review and meta-analysis. Br J Anaesth 2006;97(5):593-
604.

110. 	 Carlisle JB, Stevenson CA. Drugs for preventing postoperative 
nausea and vomiting (Cochrane Review). In: The Cochrane Library, 
Issue 3, 2006. London: Wiley.

111. 	 Cardwell M, Siviter G, Smith A. Non-steroidal anti-inflammatory 
drugs and perioperative bleeding in paediatric tonsillectomy 
(Cochrane Review). In: The Cochrane Library, Issue 2, 2005. 
London: Wiley.

112. 	 Steward DL, Welge JA, Myer CM. Steroids for improving recovery 
following tonsillectomy in children (Cochrane Review). In: The 
Cochrane Library, Issue 1, 2003. London: Wiley.

113. 	 Czarnetzki C, Elia N, Lysakowski C, Dumont L, Landis BN, 
Giger R, et al. Dexamethasone and risk of nausea and vomiting 
and postoperative bleeding after tonsillectomy in children: a 
randomized trial. JAMA 2008;300(22):2621-30.

114. 	L ee A, Fan LTY. Stimulation of the wrist acupuncture point P6 for 
preventing postoperative nausea and vomiting (Cochrane Review). 
In: The Cochrane Library, Issue 2, 2009. London: Wiley.

115. 	 Rusy LM, Hoffman GM, Weisman SJ. Electroacupuncture 
prophylaxis of postoperative nausea and vomiting following 
pediatric tonsillectomy with or without adenoidectomy. 
Anesthesiology 2002;96(2):300-5.

116. 	 Shenkman Z, Holzman RS, Kim C, Ferrari LR, DiCanzio 
J, Highfield ES, et al. Acupressure-acupuncture antiemetic 
prophylaxis in children undergoing tonsillectomy. Anesthesiology 
1999;90(5):1311-6.

117. 	B rady M, Kinn S, O'Rourke K, Randhawa N, Stuart P. Preoperative 
fasting for preventing perioperative complications in children 
(Cochrane Review). In: The Cochrane Library, Issue 2, 2005. 
London: Wiley.

REFERENCES



ISBN 978 1 905813 62 9

Scottish Intercollegiate Guidelines Network 
Elliott House
8 -10 Hillside Crescent
Edinburgh EH7 5EA 

www.sign.ac.uk


	sign 117 sore throat cover
	sign117 sore throat
	1	Introduction	
	1.1	the need for a guideline	
	1.2	REMIT of the guideline	
	1.3	definitions	
	1.4	Statement of intent	

	2	Key recommendations	
	2.1	diagnosis and presentation	
	2.2	general management	
	2.3	surgical management	
	2.4	postoperative care	

	3	Presentation	
	3.1	incidence of sore throat in general practice	
	3.2	reasons for presentation in general practice	
	3.3	emergency hospital admission	

	4	Diagnosis of sore throat	
	4.1	clinical diagnosis	
	4.2	throat culture	
	4.3	rapid antigen testing	

	5	General management of sore throat	
	5.1	pain relief in adults	
	5.2	pain relief in children	
	5.3	adjunctive therapy 	

	6	Antibiotics 	
	6.1	antibiotics in acute sore throat	
	6.2	antibiotics in recurrent sore throat	
	6.3	use of antibiotics to prevent rheumatic fever and glomerulonephritis	
	6.4	use of antibiotics to prevent suppurative complications	
	6.5	use of antibiotics to prevent cross infection in sore throat	

	7	Surgery in recurrent sore throat	
	7.1	tonsillectomy rates for all surgical indications
	7.2	evidence for surgery in recurrent tonsillitis	
	7.3	referral criteria for tonsillectomy for the treatment of recurrent tonsillitis	
	7.4	otolaryngological assessment	
	7.5	Postoperative care	

	8	Provision of information	
	8.1	sources of further information	
	8.2	CHECKLIST FOR PROVISION OF INFORMATION	

	9	Implementing the guideline	
	9.1	Auditing current practice 	

	10	The evidence base	
	10.1	systematic literature review	
	10.2	recommendations for research	
	10.3	review and updating	

	11	Development of the guideline	
	11.1	introduction	
	11.2	the guideline development group	
	11.3	acknowledgements	
	11.4	consultation and peer review	

	Abbreviations	
	Annex 1
	References	




