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INTRODUCTION RESULTS

What is ANCA-associated vasculitis? 1. Baseline characteristics at diagnosis
ANCA-associated vasculitis is a rare systemic disease characterized by

4. Patients that present with renal failure at diagnosis are unlikely to recover
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Overarching Research Question: What is the course of renal disease and permanent renal damage
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 Disease activity was assessed using the pediatric vasculitis activity
score (PVAS) (Dolezalova, Annals of the Rheumatic Diseases, 2013)
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