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Dear Editor,
We read with great interest the original article by Shar-

ifian et al. (1) in the recent issue of your journal. First, we
would like to commend the authors for their endeavors; at
the same time, however, we would like to make the follow-
ing comments and clarifications which we feel will benefit
the general readers of this journal.

The authors provide no information regarding sample
size calculation; this is very important, as sample size can
influence the precision and power of a study (2).

Additionally, there is no mention of the method of
urine collection used for the study subjects. This is of spe-
cial concern for infants and small children, as obtaining a
“clean catch midstream urine” sample is nearly impossible
in such patients. Therefore, it is recommended that such
samples be obtained by urethral catheterization or supra-
pubic aspiration (3).

The methodology section of this paper mentions the
study participants to be children with urinary tract in-
fection (UTI), which is diagnosed via a positive semi-
quantitative urine culture (3); therefore, it is not clear why
the authors chose to exclude children with “no evidence of
pyelonephritis on Dimercaptosuccinic acid (DMSA) scan.”
If the authors wished to include only those children with
DMSA scan evidence of pyelonephritis, it should be noted
that “DMSA scans revealed reduced uptake in 22 patients
(66.7%) and scars in nine cases (27.3%)”; this indicates that
nine cases did not display any DMSA scan evidence of
pyelonephritis. On the other hand, all young children with
febrile UTI are at an increased risk of acute pyelonephri-
tis, and it is difficult to differentiate upper from lower UTI
in this age group. Therefore, it is recommended that all
episodes in young children, especially those that occur be-
fore 3 months of age, be managed as pyelonephritis (3). The
benefit of DMSA in an acute stage in this category is ques-
tionable and does not alter the management of individual
cases (4).

Furthermore, the authors do not mention whether the
recruited children had any previous history of UTI. This is
of particular concern, as very high proportions of children
in the study had urinary tract anomalies.

The methodology section of this paper mentions that
urinary albumin (U/A), urinary Creatinine (U/C), blood
sugar, triglyceride, and cholesterol were measured at ad-
mission and after five days. The utility of such investiga-
tions in the context of the present study is not well under-
stood, especially given the fact that even infants were in-
cluded in this study; above all, the data for these variables
are not presented in the results section. When speaking to
the limitations of the study, the authors mention that they
were not able to obtain serum Ghrelin in light of the ethical
issues that surround the withdrawal of blood from infants
and children. However, the authors could have easily cho-
sen to perform serum Ghrelin assessments instead of the
above-mentioned blood tests.

Though the present study indicated no significant dif-
ference in mean urinary Ghrelin concentration before and
after treatment in patients with and without anorexia, the
authors state that they “think at least it can indirectly have
a role.” It is not clear what caused the authors to make
such a comment. Because inflammatory parameters are
expected to decrease following treatment for UTI, the si-
multaneous observation of a decrease in urinary Ghrelin
concentration is the only currently-known association.
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