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Introduction

Acute poststreptococcal glomerulonephritis
(APSGN) and acute rheumatic fever (ARF) are both
separately well-recognized nonsuppurative sequelae
of group A beta hemolytic streptococcus infections.
Their occurrence in the same patient concurrently is
exceptional and poorly documented in the literature.
Also, the coincident occurrence of these two dise-
ases has been described (1-7). We present two inte-
resting cases with ARF and APSGN at the same time
which is a rare condition.

Case 1

A 12 year-old boy was healthy until he developed
fever and sore throat lasting for 1 week. No diagno-
sis or treatment was established. Two weeks later he
developed fever, arthralgia affecting the right knee,
nausea and vomiting. When he was admitted to the
hospital with these symptoms, he had also palpebral
and pretibial oedema. He was referred to our pediat-
ric cardiology unit with this features.

On his examination he had arthritis on his right
knee, palpebral and pretibial oedema, and mild dysp-
nea. Persistent sinus tachycardia (102 bpm) with the
classical murmurs of mitral insufficiency were detected.
His blood pressure was 130/90 mm Hg. There was a
mild increase of PR interval on his ECG (0.18 sec).

Two-dimensional and Doppler echocardiography
demonstrated enlarged left atrium and mitral regur-
gitation with normal heart function. Laboratory in-
vestigations revealed increased blood urea nitrogen
(38 mg/dl) and creatinine (2.8 mg/dl) levels and a
decreased serum C3 level (0.38 g/I). Urine analysis

showed 2+ proteinuria and microscopic hematuria
with numerous red blood cell casts. The antistreptoly-
sin O (ASO) titer was high at 695 Todd Units. C reac-
tive protein (CRP) was higher than normal limits (96
mg/dl) and erythrocyte sedimentation rate (ESR) was
68 mm/h. Anti-nuclear and Anti-DNAse B antibodies
were not detected. The diagnosis of APSGN was ba-
sed on these laboratory and clinical findings. Also,
since the patients’ clinical and laboratory findings sa-
tisfied Jones’ criteria for the diagnosis of acute rhe-
umatic fever, salicylate and furosemide therapy and
benzathine penicilline prophylaxis were started. After
4 weeks of treatment all his symptoms subsided ex-
cept for the persistent mitral valve insufficiency.

Case 2

The patient, a 14-year-old girl, developed arthral-
gia, nausea and vomiting 1 week ago. She was tre-
ated for 10 days with oral amoxicillin for her upper
respiratory tract infection two weeks before presen-
ting symptoms. She was referred to our hospital
with these symptoms.

On admission, her blood pressure 130/90 mm
Hg, pulse rate was 100 bpm. She had a mild dysp-
nea and oedema in palpebral and pretibial regions.
Her left knee was warm and tender with full range
of motion. She had a grade 1/6 systolic ejection mur-
mur at apical region.

Laboratory evaluations revealed the following:
ESR 57 mm/h, CRP 64 mg/dl, ASO 1600 Todd
Units, anti-DNAse B and anti-nuclear antigen were
negative. Blood urea-nitrogen (33 mg/dl) and se-
rum creatinine (3,4 mg/dl) levels were high. Also,
we have found that serum C3 levels (0.44 g/I) was
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decreased. Urinalysis showed 2+ proteinuria with
20-30 red blood cells. PR interval was 0.16 sec on
her ECG. Echocardiogram revealed mitral insuffici-
ency and LV enlargement with normal left ventricu-
lar systolic function.

She had been diagnosed APSGN and rheumatic
fever based on these clinical and laboratory findings.
She was given salicylate and furosemid therapy, and
benzathine penicilline prophylaxis. She was dischar-
ged from hospital in good condition with remaining
mitral insufficiency.

Discussion

While various renal pathologies have been descri-
bed in acute rheumatic fever, and referred to as
“rheumatic nephritis”, these are often non-specific
and considered only a transient component of the
acute illness of rheumatic fever (8).

Most of the previously reported cases of this
condition were adults. Only nine cases in childhood
have been reported in English literature in last four
decades (Table 1). Five male and 4 female, aged
3.5-16 years ( mean 11.27 £ 1.42 years) (1-7). No-
ne of the patients had history of previous heart di-
sease. The diagnosis was confirmed by echocardi-
ography in all patients. Echocardiographic findings
were thrombi in 1 patient (4), mitral insufficiency in

6 patients (1,2,4,6,7) and aortic insufficiency in 2
patients (6,7), decreased myocardial functions in 1
patient (4) and normal cardiac function in the ot-
her. All patients were treated with diuretics and sa-
licylate and benzathine penicillin prophylaxis. In 4 of
the reported cases of co-existent acute glomerulo-
nephritis and acute rheumatic fever (1,3,6,7), acute
rheumatic fever was the initial feature which was
followed by glomerulonephritis. The glomerulo-
nephritis is the initial feature in the remaining of the
case reports as seems to be our cases. However, so-
me of these cases had longer intermittent period
between the both features (1,3,5,6). In spite of the-
se, to the best of our knowledge our patients were
the first cases in the literature because of their
symptoms for both APSGN and acute rheumatic fe-
ver present at the same time.

Coincidental ARF and APSGN are rarely seen,
and there is no explanation yet for this interesting
occurrence. It might be explained that some of the
stpreptococcal strains had both nephritogenic and
rheumatogenic features (9). We think that this
condition is not rare as seem as it reported. Beca-
use, mitral insufficiency is the most frequently con-
dition in the patients with APSGN (10). Consequ-
ently, physicians should be careful for this interes-
ting condition to obtain adequate prophylaxis in
these patients.

Table 1. Characteristics of the patients in the literature.

References | Age | Sex | Initial Intermittent | Last Echocardiographic findings
feature Period feature

1 10 F Arthritis 2 months Carditis Mitral insufficiency

2 14 M APSGN 5 days Carditis Mitral insufficiency

3 8 F Arthritis 20 days Chorea Normal

4 16 M APSGN Unknown Carditis Mitral insufficiency and decreased
myocardial functions

16 F APSGN 19 days Arthritis Normal

6 15 M Arthritis 1 month Carditis Mitral insufficiency and Aortic
insufficiency

7 9 M APSGN 4 days Carditis Mitral insufficiency and
Aortic insufficiency

7 10 F Arthritis Unknown Carditis Mitral insufficiency

7 3.5 M APSGN 2 weeks Arthritis Normal

Our case 12 M APSGN - Carditis Mitral insufficiency

Our case 14 M APSGN - Carditis Mitral insufficiency
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