INFECTIONS OF THE PHARYNX AND ORAL CAVITY
Oropharyngeal infections range from mild, self-limited viral illnesses
to serious, life-threatening bacterial infections. The most common
presenting symptom is sore throat—one of the most common reasons for ambulatory care visits by both adults and children. Although
sore throat is a symptom in many noninfectious illnesses as well, the
overwhelming majority of patients with a new sore throat have acute
pharyngitis of viral or bacterial etiology.
ACuTE PHARYNgITIS
Millions of visits to primary care providers each year are for sore
throat; the majority of cases of acute pharyngitis are caused by typical
respiratory viruses. The most important source of concern is infection
with group A β-hemolytic Streptococcus (S. pyogenes) that is associated
with acute glomerulonephritis and acute rheumatic fever. The risk of
rheumatic fever can be reduced by timely penicillin therapy.
Etiology A wide variety of organisms cause acute pharyngitis. The
relative importance of the different pathogens can only be estimated,
since a significant proportion of cases (~30%) have no identified cause.
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Clinical Manifestations Although the signs and symptoms accompanying acute pharyngitis are not reliable predictors of the etiologic
agent, the clinical presentation occasionally suggests one etiology over
another. Acute pharyngitis due to respiratory viruses such as rhinovirus or coronavirus usually is not severe and typically is associated with
a constellation of coryzal symptoms better characterized as nonspecific
URI. Findings on physical examination are uncommon; fever is rare,
and tender cervical adenopathy and pharyngeal exudates are not seen.
In contrast, acute pharyngitis from influenza virus can be severe and is
much more likely to be associated with fever as well as with myalgias,
headache, and cough. The presentation of pharyngoconjunctival fever
due to adenovirus infection is similar. Since pharyngeal exudate may
be present on examination, this condition can be difficult to differentiate from streptococcal pharyngitis. However, adenoviral pharyngitis
is distinguished by the presence of conjunctivitis in one-third to onehalf of patients. Acute pharyngitis from primary HSV infection can
also mimic streptococcal pharyngitis in some cases, with pharyngeal
inflammation and exudate, but the presence of vesicles and shallow
ulcers on the palate can help differentiate the two diseases. This HSV
syndrome is distinct from pharyngitis caused by coxsackievirus (herpangina), which is associated with small vesicles that develop on the
soft palate and uvula and then rupture to form shallow white ulcers.
Acute exudative pharyngitis coupled with fever, fatigue, generalized
lymphadenopathy, and (on occasion) splenomegaly is characteristic
of infectious mononucleosis due to EBV or CMV. Acute primary
infection with HIV is frequently associated with fever and acute pharyngitis as well as with myalgias, arthralgias, malaise, and occasionally
a nonpruritic maculopapular rash, which may be followed by lymphadenopathy and mucosal ulcerations without exudate.
The clinical features of acute pharyngitis caused by streptococci
of groups A, C, and G are similar, ranging from a relatively mild illness without many accompanying symptoms to clinically severe cases
with profound pharyngeal pain, fever, chills, and abdominal pain.

Sore Throat, Earache, and Upper Respiratory Symptoms

usually evident on CT. Patients typically present with pain, erythema,
and swelling of the mastoid process along with displacement of the
pinna, usually in conjunction with the typical signs and symptoms of
acute middle-ear infection. Rarely, patients can develop severe complications if the infection tracks under the periosteum of the temporal
bone to cause a subperiosteal abscess, erodes through the mastoid tip
to cause a deep neck abscess, or extends posteriorly to cause septic
thrombosis of the lateral sinus.
Purulent fluid should be cultured whenever possible to help guide
antimicrobial therapy. Initial empirical therapy usually is directed
against the typical organisms associated with acute otitis media, such
as S. pneumoniae, H. influenzae, and M. catarrhalis. Patients with more
severe or prolonged courses of illness should be treated for infection
with S. aureus and gram-negative bacilli (including Pseudomonas).
Broad empirical therapy should be narrowed once culture results
become available. Most patients can be treated conservatively with IV
antibiotics; surgery (cortical mastoidectomy) is reserved for complicated cases and those in which conservative treatment has failed.
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CHAPTER 44

FIguRE 44-1 Acute mastoiditis. Axial CT image shows an acute fluid
collection within the mastoid air cells on the left.

Together, respiratory viruses are the most common identifiable cause
of acute pharyngitis, with rhinoviruses and coronaviruses accounting
for large proportions of cases (~20% and at least 5%, respectively).
Influenza virus, parainfluenza virus, and adenovirus also account for
a measurable share of cases, with the former two more seasonal and
the latter as part of the more clinically severe syndrome of pharyngoconjunctival fever. Other important but less common viral causes
include herpes simplex virus (HSV) types 1 and 2, coxsackievirus A,
cytomegalovirus (CMV), and Epstein-Barr virus (EBV). Acute HIV
infection can present as acute pharyngitis and should be considered in
at-risk populations.
Acute bacterial pharyngitis is typically caused by S. pyogenes, which
accounts for ~5–15% of all cases of acute pharyngitis in adults; rates
vary with the season and with utilization of the health care system.
Group A streptococcal pharyngitis is primarily a disease of children
5–15 years of age; it is uncommon among children <3 years old, as
is rheumatic fever. Streptococci of groups C and G account for a
minority of cases, although these serogroups are nonrheumatogenic.
Fusobacterium necrophorum has been increasingly recognized as a
cause of pharyngitis in adolescents and young adults and is isolated
nearly as often as group A streptococci. This organism is important
because of the rare but life-threatening Lemierre’s disease, which is
generally associated with F. necrophorum and is usually preceded by
pharyngitis (see “Oral Infections,” below). The remaining bacterial
causes of acute pharyngitis are seen infrequently (<1% of cases each)
but should be considered in appropriate exposure groups because of
the severity of illness if left untreated; these etiologic agents include
Neisseria gonorrhoeae, Corynebacterium diphtheriae, Corynebacterium
ulcerans, Yersinia enterocolitica, and Treponema pallidum (in secondary syphilis). Anaerobic bacteria also can cause acute pharyngitis
(Vincent’s angina) and can contribute to more serious polymicrobial
infections, such as peritonsillar or retropharyngeal abscesses (see
below). Atypical organisms such as M. pneumoniae and C. pneumoniae
have been recovered from patients with acute pharyngitis; whether
these agents are commensals or causes of acute infection is debatable.
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