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Est il légitime/justifié de critiquer les 
recommandations internationales ?







Clinical practice in APS is highly variable, in part because it is a 
rare disorder, and because knowledge about its 
diagnosis/classification, clinical spectrum and management is 
continuously advancing.

There is a great heterogeneity among studies on the laboratory 
and clinical criteria used to define APS and the treatment 
approaches used over the past four decades. These factors make 
it often difficult to know the best approach to apply in daily 
practice.

Tektonidou et al ARD 2019



Diagnostic

Thrombose 
veineuse ou 

artérielle

Accident 
obstétrical 

Présence 
d’aPL à > 12 

semaines 
d’intervalle

Critères Sapporo 1998/révisés 2004 

Wilson Arthritis Rheum, 1999 / Miyakis, J Thrombo Haemost 2006



Critères de classification vs diagnostiques 

Sensibilité Spécificité 

Essais cliniques + +++

Diagnostic en pratique +++ +



“A major risk factor is the high-risk aPL profile”
stratification du risque: aPL profile

 Triple + 
 (LA +aCl ou a2GP1) 
 LA ou double + 
 taux élevés persistants aPL

 aCL ou a GP1 tx faibles/modérés

Tx moyen/élevé: aCL f IgG and/or IgM isotype
>40 IgG phospholipid (GPL) units or >40 IgM 

phospholipid (MPL) units, or >the
99th percentile, measured by a standardised ELISA. 
Antibeta2 glycoprotein I antibody of IgG and/or 
IgM isotype in serum or plasma in titre >the 99th 
percentile, measured by a standardised ELISA

Myakis et al, J Thrombo Haemost 2006Ruiz-Irastorza et al,Lupus 2011
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CIC 16 

Test de coagulation DRVVT 
 
Temps (s) 

Confirmation (s) 

Rapport 

 
43,5 

na 

- 

 
60,1 

46,4 

1,29 

 
45,85 

na 

- 

 
45,25 

na 

- 

 
45 

na 

- 

 
45,1 

na 

- 

 
47.7 

na 

- 

 
49,1 

na 

- 

 
47,2 

na 

- 

Inhibition de la génération de thrombine 
 
mAc conc. 

1 g/ml 0 0 12 0 14 5 nd - - 

5 g/ml 0 15 20 0 16 12  - - 

10 g/ml 0 32 45 0 20 16  10 40 

20 g/ml 0 58 nd nd nd 18  85 70 



Poindron et al JTH 2011



En pratique quotidienne:
Tant que stratification moléculaire pas meilleure:
Je me méfie du « low risk » 
J’évalue (sérieusement) les autres risques CV (A&V)



Sound of silence

• Rien sur épitope:
– a2GP1 associés à thromboses et SAPLO sont dirigés 

contre D1 ≠ D4 et 5

• LA: faux positifs par NOAC, héparine, états 
inflammatoires avec CRP 

• aPs/pt  LA, LA isolé souvent IgM aPs/Pt peu associé à thrombose

SAPLO: SAPL obstétrical

Martinuzzo GE, J Lab Hematol 2014
Ruinemans-Koerts, Lupus 2015; Durigutto, Haematologica 2019



Prophylaxie primaire 

• In asymptomatic aPL carriers with a high-risk aPL profile with or without traditional risk factors, 
prophylactic treatment with LDA (75–100 mg daily) is recommended (LoA: 9,1 [1,5))

11 studies
1208 patients – 138 Thrombot.Ev.
Global OR aspirin (n= 607) no aspirin (n=601) = 0,50 (95%CI:027-0,93)

- arterial but not venous
- asymptomatic (460 pts): 0.50
- SLE: 0.55
- APS obstetrical: 0.25



Prophylaxie secondaire SAPL

Rivaroxaban should not be used in patients with triple aPL positivity due to the high risk of recurrent
Events. DOACs could be considered in patients not able to achieve a target INR despite good
adherence to VKA or those with contraindications to VKA (eg, allergy or intolerance to VKA) (LoA: 
9,1[1,3] ).

In patients with definite APS and first venous thrombosis:
Treatment with VKA with a target INR 2–3 is recommended (LoA 9,9 [0,3]).

Introduction AVK sous couvert héparine/hbpm

* Crowther MA NEJM 2003

*



DOAC



TRAPS study



V Pengo Blood 2018

TRAPS study

TEE in 7 pts in 
Rivaroxaban groupe
vs 0 in VKA
• 4 ischemic stroke
• 3 MI



Population : SAPL non obstétricaux

Intervention : Rivaroxaban 20 mg/j ou
Coumadine INR 2-3 (3-4 si récurrent)

Outcome : thrombose Suivi 36 mois

Analyse : non infériorité marge RR = 1.40

Ordi-Ros et al., Annals internal medicine 2019Ordi-Ros J Ann Intern Med 2019
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All thrombotic events Strokes

RR = 19 (1.12-322), p < 0.001All events : RR = 1.83 (0.71-4.76)  Rejet NI
Arterial events : RR = 4.44 (0.95-11.73), p = 0.06

Ordi-Ros et al., Annals internal medicine 2019

Hémorragies graves : RR = 0.86 (0.30-2.46)



- > 25eme patient dose  2,5 à 5 mg/j
- > 30eme patient accidents artériels exclus

6 AVC 





• Accidents veineux unique

• Discussion avec Patients ?

• IRM cérébrale 



In patients with provoked first venous thrombosis, therapy should be continued for a duration 
recommended for patients without APS according to international guidelines. 
Longer anticoagulation could be considered in patients with high-risk aPL profile in repeated measurements 
or other risk factors for recurrence (LoA: 8.9 [1.4]),

In patients with definite APS and recurrent venous thrombosis despite treatment with VKA with a target INR of 2–3:
A. Investigation of, and education on, adherence to VKA treatment,
along with frequent INR testing, should be considered.
B. If the target INR of 2–3 had been achieved, addition of LDA,
increase of INR target to 3–4 or change to LMWH may be considered.

INR>3 si artériel ou veineux récurrent



Accidents artériels

13th International Congress on antiphospholipid antibodies: 
AVK INR>3 ou AVK INR 2-3 + LDA

• la base= AVK INR 2-3
• Évaluer risques CV/ hémorragique → ajout LDA ou INR 3-4
• Récidive: INR 3-4



SAPL obstétrical



RCT multi-centrique interrompu pour pb de recrutements
Analyse sur 32 femmes: 

- 0/16 LMVH + LDA 
- 1/16 LDA

Eur J Obstet Gynecol Reprod Biol. 2016



J Thromb Haemost 2012
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conclusions

Lac Blanc


