Guidance on the management of invasive streptococcal (iGAS) infections at home and in schools
Some European countries (Ireland, France, Netherlands, Sweden, UK) have reported an increase in invasive group A streptococcal (iGAS) cases in children under ten years of age in 2022, particularly since September. In France and the UK, the increase in iGAS cases in children was several times higher than the pre-pandemic level during the corresponding period. Several deaths from iGAS were reported in children under ten years of age during the same period (UK, France, Ireland).
The reported increase in cases follows a period of decline in group A streptococcal cases during the COVID-19 pandemic. It is possible that the increase in iGAS cases in children is also related to the recent increase in the circulation of respiratory viruses such as seasonal influenza virus and respiratory syncytial virus (RSV), since coinfection with the virus and group A streptococcus may increase the risk of invasive iGAS disease.
The peak incidence of GAS pharyngitis is usually during the winter months and early spring. Cases are often reported in day care centers and schools.
Group A streptococcus (GAS) is the most common cause of bacterial pharyngitis in school-aged children. The clinical picture includes sore throat, fever, headache, and in some cases a confluent erythematous rash that is caused by one or more erythrogenic toxins (scarlet fever). GAS pharyngitis is diagnosed with a rapid antigen test (strep test) and throat culture and is treated with antibiotics. In rare cases, iGAS infection, which may initially present with non-specific symptoms (fever, general fatigue, loss of appetite), especially in children, can cause a serious and life-threatening infection that may manifest as bacteremia, pneumonia, skin and bone infection, meningitis, cellulitis, osteomyelitis, necrotizing fasciitis, streptococcal toxic shock. Children with viral infections such as chickenpox or influenza are at higher risk of developing iGAS infection. iGAS infections should be included in the differential diagnosis of children with severe respiratory infection, previous viral illnesses, and in close contact with a patient with scarlet fever. Collaboration with a microbiology laboratory for specimen collection and typing using molecular methods and antibiotic susceptibility testing is of utmost importance. GAS and iGAS infections are not included in the mandatory disease notification system in our country, so it is not possible to estimate the overall level of circulation in the community. However, due to the increase in iGAS cases worldwide, the Greek Public Health Organization (EODY) has recommended reporting all cases of iGAS in our country. Early typing data suggest that the increase in cases is not related to a specific or new strain, nor to increasing antibiotic resistance of GABHS.
The European Centre for Disease Prevention and Control currently assesses the risk of iGAS for the general population as low, given that the current increase in iGAS cases is relatively small, the reported cases are not caused by a new strain, and the disease is successfully treated with antibiotics.
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Management of a case of invasive streptococcal infection (iGAS) at home.
In case of detection of an isolated case of invasive streptococcal infection at home, it is necessary to identify close contacts of the case, especially close contacts who are at high risk of acquiring invasive streptococcal infection (see definition of close contact/Appendix).
For close contacts of high-risk patients, chemoprophylaxis is recommended according to the guidelines in the table. Chemoprophylaxis should ideally be given within the first twenty-four hours and no later than 10 days after the patient is diagnosed. Panel: Chemoprophylaxis in high-risk close contacts of iGAS
CLOSE CONTACTS
DRUG OF CHOICE
DURATION
INFANTS, CHILDREN, ADULTS
PENICILLIN V
10 DAYS
IF ALLERGY TO PENICILLIN
INFANTS < 6 MONTHS
CLARITHOMYCIN
10 DAYS
INFANTS > 6 MONTHS, CHILDREN, ADULTS
AZITHROMYCIN
5 DAYS
CLARITHOMYCIN
10 DAYS
PREGNANT WOMEN OR WOMEN WITHIN 28 DAYS OF CONSUMPTION
ERYTHROMYCIN
10 DAYS
For close contacts of iGAS in households In settings where there is no high risk of disease, close contact monitoring is recommended.
