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Case Report:
Introduction: Hemolytic uremic syndrome (HUS) is the most common cause of acute renal failure in children, and the incidence of this syndrome in children is increasing worldwide. It leads to significant morbidity and mortality during the acute phase. Death or ESRD occurs in about 12% of patients with diarrhea-associated HUS and 25% of survivors demonstrate long-term renal sequelae. The classic triad of features for HUS consists of microangiopathic hemolytic anemia, thrombocytopenia, and acute renal failure. Athrombocytopenia is a rare presentation of HUS. There is one case report of a 13 year old boy presenting with atypical HUS with normal platelet counts. We report a second case of a young 18 year old girl presenting with HUS with normal platelet counts.

Case summary: 18 year old girl with no significant past medical history presented with the chief complaint of bloody diarrhea and abdominal cramping. She was initially evaluated a week prior for similar complains at which time colonoscopy was done which revealed nonspecific colitis. She was discharged home on oral antibiotics but got readmitted at our hospital for persistent symptoms. She was found to have a Hematocrit of 14 which led to an urgent hematologic evaluation. 
Physical exam: Pale, no acute distress.
Blood pressure 127/74, Heart rate 82, Respiratory rate 21. Temperature 36.8

Abdomen exam: mild diffuse tenderness. Bowel sounds present. No organomegaly.

Labs: White blood cell count 25.5, hemoglobin 4.7,  hematocrit 14, platelets 212, sodium 139, potassium 3.4, chloride 105, bicarbonate 26, BUN of 49, creatinine 4.4,  LDH 736 , haptoglobin <8, Reticulocyte count 14%
Peripheral smear: multiple schistocytes and helmet cells.
Urine analysis: positive blood, trace leukesterase and granular casts.
Stool cultures: positive for Shiga Toxin and E. coli 0145.
Imaging: CT abdomen was normal.
Colon biopsy: patchy colitis with microthrombi.

Hospital course:  

Patient was admitted to the MICU. She received Plasmapheresis therapy for 2 days. She also received blood transfusion. Nephrology was consulted although there was no acute need for renal replacement therapy. Her renal function normalized and she improved clinically over the next few days.
Discussion:
1) HUS  primarily occurs in children one to 10 years of age, with an average annual incidence of one to three cases per 100,000 children and a survival rate of nearly 95 percent(1) . Although the pathogenic mechanisms of TTP appear to differ from those of HUS, it is still common usage to consider both disorders as the same entity, and ‘non-immune haemolytic anaemia’ and ‘thrombocytopenia’ as main diagnostic criteria. This is a humbling case which makes us realize that normal platelet counts should not stop us from timely therapeutic interventions in HUS. This case reiterates that we as clinicians need to think outside the box and not be pulled back by diagnostic criteria to take essential steps in patient care. 
2) The treatment of athrombocytopenic HUS remains the same including conservative management, plasmapheresis and if needed Dialysis.
3) HUS mortality is reported to be between 3% and 5%, and death due to HUS is nearly always associated with severe extrarenal disease, including severe central nervous system (CNS) involvement. We need more evidence to analyze if athrombocytopenia is associated with different outcomes in HUS. 
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