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Background
Takayasu arteritis (TA) is a rare, chronic, granulomatous large vessel
vasculitis that affects the aorta, its main branches, and the pulmonary
artery. Although the aetiology of TA is not known entirely, it is thought
to be multifactorial. To date, cases have been reported after
Mycobacterium tuberculosis, human immunodeficiency virus (HIV),
and influenza infection. Cases of postinfectious vasculitis have been
reported in the literature during the COVID-19 pandemic. Here, we
present two patients diagnosed with TA after COVID-19 infection.
Case 1
A thirteen-year-old female patient was admitted to the pediatric
emergency department of our hospital with chest pain and syncope.
His uncle had a COVID-19 infection 6 months ago and they stayed in
the same house during the infection.
On physical examination, respiratory sounds were less audible in the
left lung baseline. The blood pressure was measured 128/71 mmHg in
the right arm, 122/72 mmHg in the left arm, 106/67 mmHg in the right
leg, and 107/74 mmHg in the left leg. Peripheral pulses were weaker in
the lower extremities than in the upper extremities.
High acute phase reactants and anaemia were detected in the laboratory.
(Table 1) Anti-ds DNA was positive, and anti-neutrophil cytoplasmic
antibody (cANCA) was negative. Infection screening was negative.
In thorax and abdomen computed tomography (CT), 20 mm pericar-
dium and 10 mm pleural effusion and mural thickening along the aorta
of �20–25 cm from the descending thoracic aorta to the suprarenal
level in the proximal 2 cm of the left subclavian artery and mild
narrowing of the celiac and superior mesenteric artery orifices were
detected. The patient was diagnosed with TA. She was treated with
intravenous 30 mg/kg/day methylprednisolone for 3 days. The patient
was discharged with oral prednisolone, methotrexate, and anti-TNF
therapy.
Case 2
A 17-year-old female patient was admitted to our center with
complaints of back pain for 2 months, dry cough, weight loss (3 kg in
2 months), and fever for 2 days. It was learned that the patient had a
COVID-19 infection 5 months ago.
On physical examination, blood pressure was measured 94/59 mmHg in
the left arm, 103/60mmHg in the right arm, 125/77mmHg in the left leg,
and 132/80mmHg in the right leg. Peripheral pulses were weaker in the
lower extremities compared with the upper ones. There was a 1/6 systolic
murmur in the aortic focus. Other system examination was normal.
Laboratory tests revealed elevated acute phase reactants, thrombo-
cytosis, and anaemia. (Table 1) Positron emission tomography-CT
(PET-CT) revealed increased FDG uptake in both common carotid,
aortic arch, ascending and descending aortic walls. In MR angio-
graphy, localized enlargement and stenosis of the aortic arch, wide
ascending aorta, stenosis in the left subclavian artery, and the origin
level of the left renal artery, and then a slight enlargement was
observed. Based on the present findings, the patient was diagnosed
with TA. Infection screening was negative. The patient was given
30 mg/kg/day intravenous methylprednisolone for 3 days and contin-
ued with oral prednisolone, methotrexate, and etanercept.
Discussion
Timely diagnosis and treatment in TA is very important in preventing
irreversible vascular damage resulting in ischaemia of vital organs. It
should be kept in mind that TA and other vasculitides may occur after
COVID-19 infection.
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Background
Kawasaki disease (kDa) is a multisystemic vasculitis affecting medium
and small vessels with a predilection for the coronary arteries. It
appears to be very similar to the pediatric multisystemic inflammatory
syndrome (PIMS), which is a post-infectious inflammatory condition
occurring after SARS-COV2 infection. Although these two entities have
clinical and biological similarities, marked differences are identified.
The aim of this study is to compare the two conditions in order to
highlight the specific criteria of each of these related entities and to
describe their demographic, clinical, biological and therapeutic
characteristics in our context.
Method
Single center prospective observational study from January 2021 to
March 2022 was conducted, comparing children admitted for PIMS on
the basis of persistent fever, inflammatory syndrome, and positive
COVID-19 IgG serology to patients hospitalized for kDa according to
American Heart Association criteria.
Results
42 cases were recruited, among them 24 PIMS and 18 kDa, with a
male predominance. The average age was 5 years for PIMS and
2 years and 7 months for kDa. All had a persistant fever with an
average duration of 8 days as reason for consultation. Conjunctivitis
was found in 88% of kDa vs 75% of PIMS and cheilitis in 94% of kDa
vs 75% of PIMS. Skin rash, extremity involvement, cervical
adenopathy were reported in both pathologies with respective
percentages of 62.5%, 17.4% and 25% for PIMS vs 61.1%, 33.3%
and 33.3% for kDa. Abdominal pain was reported in 54.2% of PIMS
patients vs 5.6% of kDa. All patients had an inflammatory syndrome.
The mean sedimentation rate was 67 mm at the first h in PIMS and
99 mm at the first h in kDa. The mean CRP was 147 mg/l in PIMS vs
132 mg/l in kDa. Lymphopenia was predominant in PIMS with 33%
vs 11% in kDa. Cardiac enzymes were higher in PIMS with 29% of
myocarditis and 15% of coronary dilatation vs 16.7% of coronary
involvement in kDa. All PIMS patients received immunoglobulin
infusion IV-IG, corticosteroid therapy, and an antiplatelet agent,
whereas patients with kDa received IV-IG and acetyl salicylic acid in
anti-inflammatory doses. Apyrexia was obtained at day 1 of
treatment in the majority of patients, whereas 5.6% of kDa had
persistent aneurysm.
Conclusion
PIMS cases predominated over kDa cases during this pandemic
period. The distinction between the two entities could be difficult given
the clinico-biological similarities. Abdominal pain was significantly
more frequent in PIMS patients, whereas lymphopenia and myocardi-
tis were not. The prognosis was better in PIMS.
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Background
Multisystem inflammatory syndrome is a severe manifestation of
SARS-CoV-2 in children. The incidence of MIS-C after SARS-CoV-2
infection is poorly understood. There are very few cohorts describing
MIS-C in Africa despite MIS-C being more common in Black children
worldwide.
Methods
A cohort of children with MIS-C and healthy children was recruited from
May 2020 to May 2021 from the two main paediatric hospitals in Cape
Town, South Africa. Clinical and demographic data were collected, and
serum was tested for SARS-CoV-2 antibodies. The incidence of MIS-C
was calculated using an estimation of population exposure from
seroprevalence in the healthy group. Summary data, non-parametric
comparisons and logistic regression analyses were performed.
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