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ABSTRACT
Hemolytic uremic syndrome (HUS) is one of the important
causes of acute kidney injury (AKI) and chronic kidney
disease (CKD) in children. Proposed prognostic features
are controversial. We reviewed, retrospectively, the records
of children with HUS seen at Soba hospital, Khartoum
(2004-2012). We aimed to study demographics, clinical/
laboratory features, outcome and prognostic risk factors.
Thirty-nine children with HUS were recorded; 59% had
diarrhoea positive (D+) and 41% diarrhoea negative (D−)
HUS. The mean age was 65.4 months and males were
61.5%. At the acute phase seizures, coma, anuria/oliguria
and hypertension were present in 25%, 17.9%, 51.3% and
53.8% respectively. Severe anaemia, thrombocytopenia,
and leukocytosis were present in 71.8%, 97.4%, and
28.2% respectively. On discharge, hypertension was
detected in 23.1%. Clinical and laboratory features were
not significantly different in D+ and D− cases (P > 0.05
for all parameters). Dialysis was undertaken in 84.6%
and acute mortality was 12.8% being significantly higher
in D+ (P = 0.002). Demographic, clinical and laboratory
features, late referral or need for dialysis were not
significantly associated with higher risk of acute mortality
(p > 0.05 for all). At short-term follow up (mean period ±

SD of 18.54 ± 13.21 months), 51.3% had complete renal
recovery, 15.4% CKD 3-4, 12.8% CKD 5 requiring renal
replacement therapy (RRT), and 20.5% died. Higher
mean serum creatinine and hypertension on discharge
were risk factors for adverse outcome (CKD5 requiring
RRT or death), P = 0.011 and 0.00 respectively. In spite
of institution of RRT and supportive therapy, our data
showed less favourable outcome of HUS.

Correspondence to:
Eltigani Mohamed Ahmed Ali
Consultant Paediatric Nephrologist, Pediatric
Department, Soba University Hospital, University of
Khartoum, P.O Box 102, Khartoum, Sudan.
Email: eltigani_ali@yahoo.com

How to cite this article:
Ali EMA, Abbakar NM, Abdel Raheem MB, Ellidir
RA. Characteristics and outcome of hemolytic
uremic syndrome in Sudanese children in a single
Centre in Khartoum State. Sudan J Paediatr 2017;
17(2):42–48
https://doi.org/10.24911/SJP.2017.2.5

42 http://www.sudanjp.org

Keywords:
Acute kidney injury, Chronic kidney disease, Children,
Hemolytic uremic syndrome, Outcome, Sudan.

INTRODUCTION
Hemolytic uremic syndrome (HUS) is among the
important causes of acute kidney injury (AKI) and
chronic kidney disease (CKD) in children [1]. The
disease defined by the clinical triad of micro-angiopathic
hemolytic anaemia, thrombocytopenia and AKI
belongs to the group of thrombotic micro-angiopathies
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(TMA) [2]. Previous classifications according to
clinical presentation have been challenged by recent
concepts of aetiology and pathogenesis. D+ HUS has
been used for HUS preceded by diarrhoea, which is
usually due to Shiga-toxin producing Escherichia
coli mostly 0157:H7 (STEC), whereas atypical HUS
(aHUS) or D− has been used for the non STEC
associated type [1]. D+ HUS is the commonest, has a
relatively benign course, and usually does not relapse
[3]. The aHUS or D− is less common, with tendency
to relapse, and with a high risk of renal damage and
death [4-6]. aHUS or D− may be primary (no cause,
or familial due to complement dysregulation) or
secondary to infectious or non-infectious causes [7].
Although the prognosis of D+HUS has improved but
the overall prognosis of HUS is poor with high risk
of CKD and death [8, 9]. High acute mortality rate,
short and long term prognosis have been attributed
to many risk factors including demographic, clinical,
and laboratory features, and type of management [1012]. However, findings in different reports have been
controversial. Data about HUS Sudan is scanty. Our
objective was to study the characteristics of HUS and
determine short-term outcome and risk factors for
prognosis in children followed in a single centre.

METHODS
We retrospectively reviewed the records of all children
with HUS who have been followed at the pediatric renal
unit in Soba hospital, Khartoum, between August 2004
and August 2012. Criteria for diagnosis of HUS were
the presence of the clinical triad of micro-angiopathic
hemolytic anaemia, thrombocytopenia and AKI [2].
Patients with incomplete records were excluded. Data
were abstracted from the records using standard data
collection sheet. Personal data, history, height, weight,
blood pressure, clinical course and outcome were
recorded. Laboratory data including full blood count,
serum creatinine, blood urea, serum electrolytes, and urine
analysis were recorded. All relevant data were recorded
at admission, discharge and at last follow up clinic visit.
Results of the haematological data (Hb, TWBCs, and
platelets count and reticulocyte count) and biochemical
data (blood urea, serum creatinine, serum Na+, K+, C2+
and PO-4) were recorded as low or high levels if below or
above the age gender-specific values respectively [13].
Acute kidney injury (AKI) was diagnosed on the basis
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of serum creatinine levels ≥150% above normal levels
for age and oliguria (≤ 0.5 ml/Kg per hour for 6 hours)
and/or occurrence of acidosis, and/or urea, phosphate
and potassium outside the normal range for age [14].
CKD was defined as glomerular filtration (GFR) < 60
ml/min/1.73 m2 for ≥3 months and CKD5 requiring
RRT as GFR < 15 ml/min/1.73 m2 [15]. Estimated GFR
(eGFR) was calculated from the Schwartz formula
[16]. Hypertension was defined as blood pressure
higher than 95th percentile for age based on data
from the Fourth Task Force Report on the Diagnosis,
Evaluation, and Treatment of High Blood Pressure in
Children and Adolescence [17]. Facilities for isolating
STEC and performing compliment abnormalities were
not available in our centre. We, therefore, used the terms
D+ HUS and D− in our case definitions.

Data analysis
Data entry and analysis was done using a Statistical
package for social sciences (SPSS) version 15.
Descriptive statistics such as means ± standard
deviation (SD) were used for variables such as age
and clinical and laboratory features. Percentages were
used for categorical data. Variables were compared
using student’s t-test. Chi-square test was used to
examine the association between risk factors during
the acute phase of the disease, and acute mortality and
adverse outcomes on follow up. P value less than 0.05
was as considered as statistically significant.
Ethical approval was obtained from the ethical
committee in Sudan medical specialized board and
Soba Hospital research committees. An informed
consent was obtained from Soba Hospital Director.

RESULTS
A total of 39 children with HUS (24 males; 61.5%) were
recorded with a mean age ± SD at diagnosis of 65.47 ±
51.62 (range 4-168) months. Infants constituted 17.1%
and those below five years 48.7% (Table 1). Most of
the cases (61.5%) were referred from other states. HUS
preceded by a prodrome of bloody diarrhoea (D+) was
diagnosed in 23 cases (59%), D− in 16 (41%), but
no familial HUS. The mean duration of symptoms ±
SD was 10 ± 6.2 (range 1-28) days. We documented
demographic, clinical and laboratory features and
outcome during the acute phase in D+ and D− HUS
http://www.sudanjp.org
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(Table 2). D+ patients had lower age at presentation
than D− and that was statistically significant, P = 0.003.
However, there was no statistically significant gender
difference, P = 0.440. Seizures, coma, anuria/oliguria,
and hypertension were present in 25%, 17.9%, 51.3%
and 53.8% respectively. Severe anaemia (Hb < 5 gm/
dl), thrombocytopenia, and leukocytosis were detected
in 71.8%, 97.4%, and 28.2% of cases respectively. The
mean haemoglobin ± SD was 5.7 ± 1.6 (range 3.6-9.5)
gm/dl and the mean serum creatinine ±SD was 6.4 ±
3.4 (range 1.9-15) mg/dl respectively. On discharge,
hypertension was detected in 23.1% and the mean high
serum creatinine ±SD was 6.2 ± 2.8 mg/dl. Clinical
and laboratory features were not significantly different
in D+ and D− (P > 0.05 for all parameters), Acute
mortality was recorded in 12.8% being significantly
higher in D+ than D−, P = 0.002, table 2. Dialysis was
undertaken in 84.6% and 15.4% were conservatively
treated Dialysis modality was peritoneal dialysis
(PD) in 54.5%, hemodialysis (HD) in 18.2% and both
modalities in 27.3%. Supportive therapies used were
transfusion of packed RBCs ± plate lets in 84.6% and
fresh frozen plasma (FRP) in 12.8%. Risk factors for

acute mortality were assessed (Table 3). There was
no statistically significant association between acute
mortality and demographic, clinical and laboratory
features, late referral or need for dialysis (P > 0.05 for
all parameters). Outcome at short-term follow up (mean
period ± SD was 18.54 ± 13.21 months) is shown in
table 4. Complete renal recovery, with a mean GFR
of 110.82 ± 24.91 ml/min/1.73 m2, was recorded in
51.3%, CKD 3-4, with a mean GFR of 27.08 ± 10.82
ml/min/1.73 m2 in 15.4%, CKD5 requiring renal
replacement therapy (RRT) in 12.8%, and death in
20.5%. Two patients who recovered normal function
(5.1%) remained with permanent neurological sequels.
There was no statistically significant association
between hypertension at admission or need for dialysis
and the risk of adverse outcomes (CKD5 requiring
RRT or death), P = 0.336; Relative Risk [RR] = 1.81;
95% confidence interval [95% CI]; 0.49-6.68 and P
= 0.677; RR = 1.47; 95% CI; 0.23-9.20 respectively.
However, high mean serum creatinine and hypertension
on discharge were risk factors for adverse short-term
outcome, P = 0.011; RR = 8.16; 95% CI; 1.14-4.72 and
P = 0.00: RR = 4.60, 95% CI; 2.11-9.98 respectively.

Table 1 - Age distribution of children with hemolytic uremic syndrome in the study.
Age in years

Number

Percent

<1

7

17.9%

1–5
5–10
>10
Total

12
11
9
39

30.8%
28.2%
23.1%
100.0%

DISCUSSION
The outcome and risk factors for prognosis of HUS were
not adequately defined in many developing countries.
This may be due to lack of resources, trained personnel,
and data collection infrastructure. Establishment of a
pediatric nephrology unit in 2004 in our hospital has
improved our patient care and data registry. We took
this opportunity to study the characteristics, outcome
of HUS and the probable risk factors for prognosis.
Over eight years, we managed 39 children with HUS.
In a previous earlier report HUS was a rare cause of
CKD (2%) [18]. This could be due to misdiagnosis
or underreporting of cases at secondary care levels.
However, in a recent report HUS was an important
44 http://www.sudanjp.org

cause of AKI (8%) [19]. In this study, males were
predominantly affected and D+ patients were younger
than D− which is similar to other studies [20-22]. We
diagnosed D− in 41% of patients compared to 25%18.5% in other countries [10, 23, 24]. This may be due
to lack of data about STEC or its underreporting in
our community The demographic, hematological and
biochemical findings in this study were comparable
to other studies [10, 24]. Our acute mortality rate of
12.8% was higher compared to Western data (7.4%1.5%), which may be due to the early detection and
institution of supportive therapy in these countries
[23, 25-28]. In contrast, our acute mortality was lower
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compared to developing countries (12.8% versus
17.3%-24% respectively) [10, 24, 29]. In many studies
high acute mortality was related to many factors e.g.
late referral (>28 days), leukocytosis, hypertension
at presentation, neurological manifestations and
need for dialysis [10, 25, 26]. In contrast, in another
study and in our study none of these factors were
significantly associated with high acute mortality (P
> 0.05 for all parameters) [24]. However, unrecorded
co-morbidities e.g. fluid overload and severe acidosis
might have a role in higher mortality. At short term
follow up, 15.3% of our patients had CKD3-4. This
result is comparable to reports in Iran (11%), Brazil
(11.1%), and Argentina (16.1%), but lower than in
South Africa (32%) [10,23,26,29]. In this study,
12.8% of cases reached CKD5 requiring RRT and
10.3% died. Our prevalence of CKD5 requiring RRT
is higher compared to developed countries; France (510%), Argentina (3.4%), and South Africa (1.2%) [25,
26, 29]. In these countries most of patients with CKD5
have better access to renal transplantation so few
patients remain on dialysis. Use of herbal medicine
is a known medical practice in our community, which
might be related to rapid progression to CKD. We
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could not prove this because none of our patients
declared the use of herbs. Many risk factors for poor
renal outcome on long term have been described e.g.
age >2-3 years, male sex, hypertension, hemoglobin
of >10 g/d, leukocytosis and high serum creatinine
in the acute phase [30-32]. A meta-analysis from 18
countries showed 12% had CKD5 requiring RRT or
died and concluded that CNS symptoms and need
for early dialysis were predictors of poor outcome
[33]. In this study, the overall mortality of 20.5% is
far less than reported in other developing countries;
India 60%, Kenya 55% [34, 35]. Our follow up period
was relatively short and therefore conclusions could
not be made about associations of these factors and
poor long-term prognosis. However, at short-term
follow up we found a significant association between
high mean serum creatinine and hypertension on
discharge and the risk of adverse outcome (CKD 5 or
death). This finding is consistent with other studies
[26]. However, we did not find statistical significant
association between hypertension in the acute phase
of the disease or need for dialysis and the risk of these
adverse outcomes as shown in other studies [30-32].

Table 2 - Demographic, clinical, and laboratory features and outcome of hemolytic uremic
syndrome during the acute phase.

Mean age (months)

Study group
(n = 39)
65.47 ± 51.62

D+ HUS
(n = 23)
45.54 ± 44.73

D− HUS
(n = 16)
94.12 ± 48.28

Male/Female ratio
Seizures
Coma
Anuria/Oliguria

1.3
10 (25.0%)
7 (17.9%)
20 (51.3%)

1.3:1
6 (26.0%)
3 (13.0%)
12 (52.1%)

2.2:1
4 (25.0%)
4 (25.0%)
8 (50.0%

0.440
0.939
0.339
0.894

Hypertension at admission

21 (53.8%)

12 (52.2%)

9 (56.2%)

0.802

Severe anaemia

28 (71.8%)

15 (65.2%)

13 (81.3%)

0.270

Leukocytosis

11 (28.2%)

7 (30.4%)

4 (25.0%)

0.711

Thrombocytopenia

38 (97.4%)

22 (95.6%)

16 (100%)

0.398

Mean Hb (gm/dl) at admission

5.7. ± 1.6

6.06 ± 1.26

5.55 ± 1.26

0.460

Mean high s. creatinine (mg/dl) at admission

6.4 ± 3.4

6.36 ± 3.31

7.00 ± 3.70

0.578

Hypertension on discharge

9 (23.1%)

5 (21.3%)

4 (25.0%)

0.812

Mean high s. creatinine (mg/dl) on discharge

6.2 ± 2.8

6.04 ± 1.95

6.71 ± 3.62

0.690

Characteristic

P value
0.003*

Mortality in acute phase
5 (12.8%)
4 (17.3%)
1 (6.30%)
0.002*
*P value is statistically significant.
Hb – Hemoglobin, D+ HUS – Diarrhea positive hemolytic uremic syndrome, D− HUS – Diarrhea negative hemolytic uremic syndrome.
http://www.sudanjp.org
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Table 3 - Risk factors for mortality in the acute phase in hemolytic uremic syndrome.
Characteristic

Non survivors (n = 5)

Survivors (n = 34)

P value

Mean age months

38.20 ± 42.36

69.48 ± 52.17

0.210

Gender; Males
Females

3 (12.5%)
2 (13.3%)

21 (87.5%)
13 (86.7%)

0.940

Seizures

2 (40%)

8 (23.5%)

0.431

Coma

1 (20%)

6 (17.6%)

0.898

Oliguria/anuria

2 (40%)

18 (52.9%)

0.589

Hypertension

2 (40%)

19 (55.9%)

0.506

Mean hemoglobin (gm/dl)

6.06 ± 1.26

5.55 ± 1.26

0.460

Leukocytosis

1 (20%)

10 (29.4%)

0.662

Thrombocytopenia

5 (100%)

33 (97.1%)

0.698

Mean high Serum creatinine (mg/dl) on admission 6.04 ± 1.95

6.71 ± 3.62

0.690

Late referral

2 (40%)

9 (26.5%)

0.530

Need for dialysis

4 (80%)

29 (85.4%)

0.759

*P value is statistically significant.

Table 4 - Short term follow up outcome of patients with hemolytic uremic syndrome (n = 39).
Outcome

D+ HUS

D− HUS

Total

Percent

Complete renal recovery

14

6

20

51.3%

With permanent CNS damage

1

1

2

CKD3-4

3

3

6

15.4%

CKD5 requiring RRT

2

3

5

12.8%

Death

4

4

8

20.5%

Total

23

16

39

100.0%

CKD – Chronic kidney disease, D+ HUS – Diarrhea positive hemolytic uremic syndrome, D− HUS – Diarrhea negative
hemolytic uremic syndrome, RRT – renal replacement therapy.

Efforts to improve outcomes may include the
following; (a) earlier referral, (b) better diagnosis
with identification of STEC, (c) early dialysis support,
(d) plasma exchange, (e) avoiding co-morbidities, (f)
better detection of familial complement deficiencies
as clinical trials have shown that eculizumab to
be more efficient than plasma therapy in a HUS
due to complement dysregulations [31]. Plasma
exchange, recently introduced in our Unit, may give
support to D− patients despite controversy [32].

term were higher than in the Western countries but
comparable to or even better than most of the developing
countries having similar setting of renal services. High
serum creatinine and hypertension on discharge were
predictors for adverse outcome at short term. Our data
indicate the need for better management facilities and
further studies to define other etiologies, especially
for D−, and risk factors for acute mortality and long
term outcome. The continuous support from Sudan PD
program, Sudan National Centre for Kidney diseases
and Transplantation and IPNA training program would
hopefully improve management and outcome of HUS.
Microbiological facilities are now available in some of
In our cohort, the acute mortality and the adverse our laboratories and that would allow early and better
outcomes (CK5 requiring RRT and death) at short diagnosis and identification of STEC.

CONCLUSIONS

46 http://www.sudanjp.org

SUDANESE JOURNAL OF PAEDIATRICS

2017; Vol 17, Issue No. 2

AKNOWLEDGEMENTS
This work was supported by Soba University hospital,
Sudan PD program and the Sudan National Centre for
Kidney Diseases and Transplantation. Department of
Medical Records in Soba hospital helped with data
collection. Department of Health Statistics, University

of Khartoum helped with data analysis. This work
is part of a thesis submitted for partial fulfilment of
Clinical MD in Pediatrics, University of Khartoum
(2012).

REFERENCES
1. Loirat C, Fremeaux–Bacchi V: Atypical hemolytic uremic syndrome. Orphanet J Rare Dis 2011; 6:60–3.
2. Barbour T, Johnson S, Cohney S, Hughes P. Thrombotic microangiopathy and associated renal disorders. Nephrol
Dial Transplant 2012; 27:2673–85.
3. Kaplan BS, Meyers KW, Schulman SL. The pathogenesis and treatment of hemolytic uremic syndrome. Am Soc
Nephrol 1998; 9:1126–33.
4. Constantinescu AR, Bitzan M, Weiss LS, Christen E, Kaplan BS, Cnaan A, et al. Non-enteropathic hemolytic uremic
syndrome: causes and short-term course. Am J Kidney Dis. 2004; 43:976–82.
5. Ariceta G, Besbas N, Johnson S, Karpman D, Landau D, Licht C, Loirat C, et al.: European Paediatric Study Group
for HUS: Guideline for the investigation and initial therapy of diarrhea-negative hemolytic uremic syndrome.
Pediatr Nephrol 2009; 24:687–96.
6. Caprioli J, Noris M, Brioschi S, Pianetti G, Castelletti F, Bettinaglio P, et al. International Registry of Recurrent and
Familial HUS/TTP: Genetics of HUS: the impact of MCP, CFH, and IF mutations on clinical presentation, response
to treatment, and outcome. Blood 2006; 108:1267–79.
7. Kavanagh D, Goodship T. Genetics and complement in atypical HUS. Pediatr Nephrol 2010; 25:2431–42.
8. Spinale JM1, Ruebner RL, Copelovitch L, Kaplan BS. Long-term outcomes of Shiga toxin hemolytic uremic
syndrome. Pediatr Nephrol 2013; 28:2097–05.
9. Sellier–Leclerc AL, Fremeaux–Bacchi V, Dragon–Durey MA, Macher MA, Niaudet P, Guest G, et al Differential
impact of complement mutations on clinical characteristics in atypical hemolytic uremic syndrome. J Am Soc
Nephrol 2007; 18:2392–2400.
10. Otukesh H, Hoseini R, Golnari P, Fereshtehnejad SM, Zamanfar D, Hooman N. Short–term and long–term outcome
of hemolytic uremic syndrome in Iranian children J NephroL 2008; 21:694–03.
11. Garg AX, Suri RS, Barrowman N, Rehman F, Matsell D, Rosas–Arellano MP, et al Long-term renal prognosis of
diarrhea-associated hemolytic uremic syndrome: a systematic review, meta-analysis, and meta–regression. JAMA.
2003; 10;290:1360–70.
12. Fitzpatrick MM, Shah V, Trompeter RS, Dillon MJ, Barratt TM. Long term renal outcome of childhood hemolytic
uremic syndrome. BMJ 1991; 303:489–92.
13. Jason W, Rachel E. Hematology, blood chemistry and body fluid. In: Jason w, Julia A, eds. The Harriet lane
Handbook, 18th ed. Philadelphia: Elsevier Mosby; 2009; 359–70, 677–88.
14. Maccariello E, Soares M, Valente C, Nogueira L, Valença RVR, Machado J, et al. RIFLE classification in patients
with acute kidney injury in need of renal replacement therapy. Intens Care Med 2007; 33:479–605.
15. Hogg KJ, Furth, Lemely KV. National Kidney Disease Quality Initiative clinical practice guidelines for chronic
kidney disease in children and adolescence: Evaluation, Classification, and Stratification. Pediatric 2003; 111:1416–
1421.
16. Schwartz GJ, Muñoz A, Schneider MF, Mak RH, Kaskel F, Warady BA et al. New equations to estimate GFR in
children with CKD. Journal of the American Society of Nephrology. 2009; 20:629–37.
17. The Fourth Report on the diagnosis, evaluation and treatment of high blood pressure in children and adolescents.
NIH Publication No. 05–5267.Originally printed September 1996 (96–3790) Revised May 2005.

http://www.sudanjp.org

47

SUDANESE JOURNAL OF PAEDIATRICS

2017; Vol 17, Issue No. 2

18. Ali El-T, Abdelraheem M, Mohamed RM, Hassan EG, Watson AR. Chronic Renal Failure in Sudanese Children;
etiology and outcome. Pediatr Nephrol 2009; 24:349–53.
19. Abdelraheem M, Ali El–T, Osman R, Ellidir R, Bushara A, Hussein R, et al. Outcome of acute kidney injury in
Sudanese children - An experience from a Sub-Saharan African unit. Perit Dial Int 2014; 34:525–33.
20. Mahmoud AM, Al–Harbi MS, Al–Sowailem AM, Mattoo TK. Etiology, presentation and management of acute
renal failure in Saudi children. Ann Saudi Med 1992; 12:196–200.
21. Rivas M, Miliwebsky E, Chinen I, Deza N, and Leotta GA. Epidemiologia del sindromeuremicohemolitico en
Argentina. Diagnostico del agenteetiologico, reservoriosyvias de transmission. Medicina 2006; 66:27–32.
22. Noel JM. and Boedeker E. C. Enterohemorrhagic Escherichia coli: a family of emerging pathogens. Digestive
Diseases 1997; 15:67–91.
23. Bonetti V, Mangia CM, Zuza JM, Barcelos MO, Fonseca MM, Nery SP, et al. Hemolytic-Uremic Syndrome in
Uberlândia, MG, Brazil. ISRN Pediatrics 2011; 5:651–65.
24. Shahnaz H. Ibrahim, Zulfigar A. Bhutta, Igtidar A. Khan. Hemolytic Uremic Syndrome in Childhood: An
Experience of 7 Years at the Aga Khan University. JPMA. 1998; 48:100–3.
25. Bertholet-Thomas A, Ranchin B, King LA, Bacchetta J, Belot A, Gillet Y, et al. Post-diarrheal haemolytic uremic
syndrome: when shall we consider it? Which follow-up? Arch Pediatr 2011; 18:823–30.
26. Spizzirri FD, Rahman RC, Bibiloni N, Ruscasso JD. Childhood hemolytic uremic syndrome in Argentina: long-term
follow-up and prognostic features. Pediatr Nephrol 1997; 11:156–60.
27. Siegler RL, Pavia AT, Hansen FL, Christofferson RD, Cook JB. Atypical hemolytic–uremic syndrome: a comparison
with post–diarrheal disease. J Pediatr 1996; 128:505–11.
28. Proulx F, Sockett P. Prospective surveillance of Canadian children with the hemolytic uremic syndrome. Pediatr
Nephrol 2005; 786–90.
29. Bhimma R, Rollins NC, Coovadia HM, Adhikari M. Post-dysenteric hemolytic uremic syndrome in children during
an epidemic of Shigella dysentery in Kwazulu/Natal. Pediatr Nephrol 1997; 11:560–64.
30. Miyazaki S. The etiology and clinical features of hemolytic uremic syndrome. Rinsho Ketsueki 1994; 35:341–45.
31. Zuber J, Fakhouri F, Roumenina LT, Loirat C, Frémeaux–Bacchi V. French Study Group for a HUS/C3G Use of
eculizumab for atypical haemolytic uraemic syndrome and C3 glomerulopathies. Nat Rev Nephrol. 2012; 8:643–57.
32. Loirat C, Garnier A, Sellier–Leclerc AL, Kwon T. Plasmatherapy in atypical hemolytic uremic syndrome. Semin
Thromb Hemost 2010; 36:673–81.
33. Coad NA, Marshall T, Rowe B, Taylor CM. Changes in the post-enteropathic form of the hemolytic uremic
syndrome in children. Clin Nephrol 1991;35:10–16.
34. Srivastava RN, Moudgil A, Bagga A, Vasudev AS. Hemolytic uremic syndrome in children in northern India. Pediatr
Nephrol 1991; 5:284–88.
35. Olotu AI, Mithwani S, Newton CR. Haemolytic uraemic syndrome in children admitted to a rural district hospital in
Kenya. Trop Doct 2008; 38:165–67.

48 http://www.sudanjp.org

