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Pattern of health problems widely depends on age,
gender, race, genetics, economic and health policy characteristics. In neonatal care unit, most of the times we
face with conditions such as sepsis, respiratory distress
syndrome (RDS), Icter and congenital anomalies. Infants
are more prone to gastroenteritis, cold, other viral infections, meningitis, pneumonia, rickets and so on. Toddlers
can now walk around and drink fascinating colored liquids such as antifreeze (Ethylene glycol), so they are more
prone to foreign body aspirations and intoxications.
Because of going to kindergartens, Preschool aged children usually suffer from recurrent upper respiratory
infections in winters or gastroenteritis in summer. In
school ages, children are faced toinfection related complications such as rheumatic fever (RF) and post infectious glomerulonephritis. In industrial countries, acute
rheumatic fever incidence rate has declined recently, due
to better care and less incidence of infectious diseases
like streptococcal pharyngitis (1-4).
Based on the progress in health care, control of infectious diseases and new data on the efficacy of prophylaxis, the American academy of pediatrics (AAP) presented

their new guideline to manage urinary tract infection
(UTI) in children aged 2-24 months. According to this
practical guideline (5), if a child has first simple UTI, imaging studies even ultrasonography is not necessary. According to this guideline, we can ignore any harmful and
unnecessary procedures and radiation exposure, voiding
cysto-urethrography (VCUG) or dimercapto succinic acid
(DMSA) isotope scan.
Two months ago, a 14 years old boy referred to our nephrology ward with a febrile seizure. His blood pressure
was around 210/105 mmHg. His urine analysis and urine
culture revealed a UTI. In the history, he and his family denied any previous attack of UTI and apparently this was
the first infection.
Ultrasonography reported bilateral hydroureteronephrosis and VCUG showed bilateral grade 5 vesicoureteral reflux (VUR) with tortuous ureter. In addition, he
had multiple bilateral renal scars in his DMSA scan with a
glomerular filtration rate (GFR) of around 70 mL/min/1.73
m2.
Obviously, it was not his first UTI since renal scar needs
at least 6 months to develop. Due to the traditional cul-
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ture of the family they wrongly attributed his first infancy febrile attack (fever without localizing sign) to a dental eruption and the second time they considered it as a
kind of gastroenteritis so several UTI episodes have been
missed and left untreated.
In the second history, a simple common disease was
missed by health personnel. The patient M.A is a teen
age boy from a city in east central part of the country. He
presented and admitted with arthralgia in lower limb,
generalized edema, ascitis, melena, petechia and hematuria; in local hospital, diagnosis of Henoch Schoenlein
Purpura (HSP) with renal complications was made and
treatments with Prednisolone were started. About 4 days
later edema, ascitis and petechia were better but renal
function deteriorated and BUN and Cr had rising trend;
for this reason, he was referred to our hospital. At presentation, he had periorbital edema, low grade fever, pan
systolic murmur in the heart and splinter hemorrhage in
subungual area. Bacterial endocarditis was considered
and echocardiography revealed medium size (7 mm)
vegetation on atrial surface of anterior Mitral valve (MV)
leaflet, moderate aortic insufficiency (AI) and moderate
Mitral regurgitation (MR). Treatment of endocarditis
was prescribed and peritoneal dialysis (PD) started as his
blood urea nitrogen (BUN) was around 180 and creatinine around 5-6 mg/dL. At routine follow-up renal function remained stable but proteinuria remained in the
nephrotic range, renal biopsy was performed. The results
findings were compatible with Membrano proliferative
glomerulonephritis (MPGN). Based on renal biopsy result; high dose methyl Prednisolone pulses was initially
prescribed in 3 days and continued with high dose oral
Prednisolone. Lastly, he is receiving Prednisolone 50 mg
alternate day and Mycophenolate Mofetil 500 mg twice
daily. This resulted in a dramatic decrease in proteinuria
from nephritic range to trace in urinalysis and around
300 mg in 24 hours collection.
In this situation; detailed history was taken and revealed that:
At the age of 6 years, he has had sore throat and high
fever (symptoms and signs of pharyngitis); it was treated
only with Acetaminophen as having a cold, two weeks later when he presented with migrating arthritis the pain
was referred as weakness and growing pain and rheumatic fever (RF) was missed and left untreated. Several
months later when he was unwell and had fatigue and exercise intolerance again, it ascribed as hypovitaminosis
and multivitamins was prescribed. Retrospectively looking, at this stage he probably has had a rheumatic carditis which was missed. Again, it was left untreated, the low
grade fever and fatigue continued and he got Sub acute
bacterial endocarditis (SBE) with one of its complications
which were severe glomerulonephritis of chronic infection leading to renal failure (RF) requiring dialysis.
This case is an extreme example of missing a simple dis-

42

International Guidelines for Clinical Practice
ease, which progressed to a dramatic and life threatening
process ie: RF, bacterial endocarditis and MPGN. This patient did not have GN days or weeks after throat infection
as is in his history and is usual for PSGN (6-10); but his GN
is the endpoint after bacterial endocarditis.
The life threatening process of an easily treatable pharyngitis which ended to a challenging and difficult disease
in terms of treatment (11), is the result of lack of a routine
physical examination of patient when comes with fever in
clinic which has happened in this patient for several times.
In a study on Microbial sensitivity pattern in urinary
tract infections in children (12) we found that in our center the microorganisms causing UTI are more than 70%
resistant to Ampicillin, Amoxicillin, and Cotrimoxazole
and pseudomonas are 100% resistant to these antibiotics still; these antibiotics are among the first choices for
treatment of UTIs in most textbooks and references. The
high incidence of resistant antibiotics is the result of unsuitable usage of antibiotics in our environment.
In conclusion, these evidences suggest that the economic and cultural issues can alter the pattern of presentation
of patients and have profound influence on our treatment
success. International guidelines although very helpful
and valuable in managing common and important diseases reducing the cost and drawback of delaying diagnosis and treatment especially for junior staff; should be
modified based on local studies and experiences. We reemphasize the value of physical examination before any
lab test and imaging study and before any prescription.
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