CORRESPONDENCE

|sModified Centor Score Sensitive
for Diagnosisof Streptococcal
Pharyngitisin Indian Children?

We read with great interest the recent article by
Vasudevan, et al. [1] published in Indian Pediatrics.
Some of the aspects of this study require attention as
streptococcal pharyngitis is a common condition in
routineclinical practice.

The modified Centor score is a validated score for
streptococcal pharyngitis from 3 to 76 years of age;
children below 3 years of age were neither included in
original Centor nor in Mclsaac modified Centor score.
However, in this study authors had also included children
below 3 years of age. Furthermore, in Mclsaac modified
Centor scoring, thescorerangefrom0to 3in>45years, 0
to4inage 15-44 yearsand 0to 5in children 3-14 years of
age[2]. The maximum score one can get is5; however, in
this study, eight children (5 in culture positive and 3 in
culture negative group) had score above 5, which need
clarification.

The symptom of ‘cough’ had the highest sensitivity
for streptococcal pharyngitis in this study; however,
absence of cough is more valid clinical indicator for the
diagnosis of streptococcal pharyngitis in children, and
even in modified Centor score one point is being
attributed to absence of cough [3,4].

Rhinorrheais an important symptom for viral upper
respiratory tract also infection and authors had also
mentioned in methodology that children with such
symptoms were excluded from the study. However, fifty
children (16 in culture positive and 34 in culture negative
group) had rhinorrheaas one of the symptomin thisstudy.
A childwith current viral infection may havefalsepositive
throat culture due to chronic streptococcal colonization
[4]. These factors might have been responsible for low
positive predictive valuefor modified Centor scorefor the
diagnosis of streptococcal pharyngitis in this study. It
would have been interesting if author could have also
investigated for viral etiology inthisstudy.

The authors presented antibiotic sensitive pattern to
different antimicrobial agents used in streptococcal
pharyngitis, whichisvery helpful information for clinical
practice. However, as Penicillin or first generation
cephalosporin is the antimicrobial therapy of choice in
streptococcal pharyngitis, it would be informative for
general practitioner if author had aso provided
information about resistance to these antibiotics.
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AUTHOR’S REPLY

We thank you for your interest in reading and critically
appraising our study [1].

1 Childrenbelow theageof 3yearswereneither included
inorigina Centor or in Mclsaac modified Centor Score
because acuterheumatic fever israreinthisage group,
the classic presentation of streptococcal pharyngitisis
uncommon. Selected children <3 yearswho have other
risk factors such as an older sibling with Group A
streptococcal infection, are recommended to be
consideredfor testing[2]. A similar study from Belgium
included children between 2-16 years[3].

2. We apologize for the inadvertent error in writing the
scoresas“4-5" ingtead of 4, and“ <5”, instead of 5.

3. Cough did have a high sensitivity for streptococcal
pharyngitis in this study and hence was reported as
such, even though in modified Centor score one point
isbeing attributed to absence of cough. Therefore, we
questioned the utility of Centor Score as a screening
tool.

4. Though we excluded children with rhinorrhoea with
obviousviral etiology, we could not excludeall children
with rhinorrhea. Logistics prevented us from
considering investigationsto detect viral etiology.
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Per ception of Childhood
Development During Early
Childhood Careand Education
(ECCE) Training of M aster
Trainers

Thegovernment of Indiaapproved Early Childhood Care
and Education (ECCE) policy intheyear 2013 to promote
theholistic devel opment of children under six yearsof age
to prepare them for formal schooling [1]. In this effort to
introduce ECCE activitiesin Anganwadi centers, atraining
modul e was devel oped by Ministry of Women and Child
Development to train the trainers who would then train
Anganwadi workers (AWW) [2,3]. This would enable
AWW to plan and conduct ECCE activities for children
aged 3 to 6 years. This training of master trainers is
conducted over five days, of which four sessions are
devoted to instruction on developmental milestones of
children aged 0-3 years and 3-6 years; planning early
stimulation activities, and early recognition of disahility.

We present our experience of first such training of
master trainers in the state of Haryana. Six Primary
teachers (PRT)/Junior Basic Training (JBT) teachers
each from eleven districts of Haryana (Bhiwani, Dadri,
Faridabad, Gurugram, Jhajjar, Karnal, Mewat, Palwal,
Panipat, Rohtak and Sonepat) were enrolled for the
training. They were provided with accommodation, food
and full five-day intensive training with daily feedback
and revision sessions during their dinner time. This
training was funded by the Education Department of
State Government of Haryana.

A questionnaire regarding their perception on the
need for training in childhood development, early
intervention and early recognition of disability wasfilled
by the participants. Of the 66 participants, all except one
felt that it would be useful to get trained regarding the
development of the child and early recognition of

childhood disability. Mg ority (56; 85%) felt that it would
be useful to teach AWWSs about normal development. All
participants had observed at |east a child with adisability
in their house or neighborhood. The most common
disability that they had encountered included intellectual
disability (41, 66%), physical disability (17, 26%), vision
impairment (5, 7.5%) and hearingimpairment (3,4.5%). Of
those diagnosed with a disability, 20 (31%) were picked
up early, and rest was unaware whether it was picked early
or late. All participants except five believed that it would
begoodtolearn activitiesrelated to early stimulation that
intend to reduce the burden of disability. Only three
participantsfelt that it might not be useful to teach AWW
regarding such ‘early intervention’ activities. Only seven
participants were aware of the existence of District Early
Intervention Centres (DEIC) inall district hospitals.

The present observation highlights the enthusiasm of
master trainers to learn and teach the AWW on basic
principles of childhood development, early stimulation
and early recognition of disability in children. Webelieve
this training with the involvement of Pediatricians/
Pediatric Neurologists from various loca medical
colleges could go a long way in improving the care of
childrenwith disability at thegrassroot level.
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