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However, the current standard of care for the long-term
management of the APS is to maintain the INR between 2.0 and 3.0
for an initial venous thromboembolic event and at >3.0 for an initial
arterial event or for recurrent venous thrombosis despite
anticoagulation
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However, the current standard of care for the long-term
management of the APS is to maintain the INR between 2.0 and 3.0
for an initial venous thromboembolic event and at >3.0 for an initial
arterial event or for recurrent venous thrombosis despite
anticoagulation.

Thus, high-intensity therapy is associated with no demonstrable
benefit and potential harm. The current standard of care for the
long-term management of the APS is to maintain the INR between
2.0 and 3.0.




LAS CUESTIONES CLAVE

Arterial igual que venoso?
Intensidad de anticoagulacion?
Papel de la antiagregacion?

Tromboprofilaxis primaria?
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EVALUANDO LA EVIDENCIA

Guyatt GH, et al. Grades of recommendation for antithrombotic agents: American College
of Chest Physicians Evidence-Based Clinical Practice Guidelines (8th Edition). Chest
2008; 133: 123S-131S

1: Recomendacion fuerte. Beneficio >> Riesgo

2. Recomendacion debil. Beneficio ??? Riesgo

A: Evidencia de alta calidad
B: Evidencia de calidad media

C: Evidencia de baja o muy baja calidad



PERFILES DE RIESGO

aFL alto riesgo:

AL

Triple positivos

aCL niveles medio-altos persistentemente positivos
aFL bajo riesgo:

aCL o anti-32 GPI aislados, niveles medio-bajos, intermitentes

Otros factores de riesgo:

LES
Tabaco, HTA, DM, dislipemia, estrogenos
Manifestaciones SAF no trombodticas (livedo, trombopenia..)???




RECURRENCIAS

Mayor riesgo de recidivas arteriales

Alta prevalencia de factores de riesgo clasicos

Pocas recurrencias documentadas con INR > 3.0

Alta incidencia de recidivas en pacientes de alto riesgo TRATADOS
Baja frecuencia de sangrados graves

Muertes por trombosis >>> muertes por sangrado
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GENERAL MEASURES FOR APL-CARRIERS

1.1.- A strict control of cardiovascular risk factors should be
accomplished in all individuals with a high-risk aPL profile, irrespective of
the presence of previous thrombosis, concomitant SLE or additional APS

features.
NON GRADED

1.2.- We recommend that all aPL carriers receive thromboprophylaxis
with usual doses of low-molecular weight heparin in high-risk situations,
such as surgery, prolonged immobilization and the puerperium.

1C



PRIMARY THROMBOPROPHYLAXIS IN SLE PATIENTS
WITH APL

2.1.- Clinicians should regularly assess patients with SLE for the presence
of aPL.
NON GRADED

2.2.- We recommend that patients with SLE and positive LA or isolated

persistent aCL at medium-high titres receive primary thromboprophylaxis

with hydroxychloroquine (1) and low-dose aspirin (2).
1B (1)

2B (2)



PRIMARY THROMBOPROPHYLAXIS IN SLE PATIENTS
WITH APL

2.1.- Clinicians should regularly assess patients with SLE for the presence
of aPL.
NON GRADED

2.2.- We recommend that patients with SLE and positive LA or isolated

persistent aCL at medium-high titres receive primary thromboprophylaxis

with hydroxychloroquine (1) and low-dose aspirin (2).
1B (1)

2B (2)

Note: Some members of the Task Force (DE, RD, SK, VP) suggest
hydroxychloroquine use in this setting with a grade 2B.



PRIMARY THROMBOPROPHYLAXIS IN APL-POSITIVE
INDIVIDUALS WITHOUT SLE

3.1.- In non-SLE individuals with aPL and no previous thrombosis, we
suggest long-term primary thromboprophylaxis with low-dose aspirin in
those with a high-risk aPL profile, especially in the presence of other
thrombotic risk factors.

2C



SECONDARY THROMBOPROPHYLAXIS (1)

4.1.- We recommend that patients with either arterial or venous
thrombosis and aPL who do not fulfil criteria for APS be managed in the

same manner as aPL-negative patients with similar thrombotic events.
1C

4.2.- We recommend that patients with definite APS and a first venous

event receive oral anticoagulant therapy to a target INR 2.0-3.0.
1B



SECONDARY THROMBOPROPHYLAXIS (Il)

4 .3- Patients with definite APS and arterial thrombosis should be treated

with warfarin at an INR >3.0 or combined antiaggregant-anticoagulant
(INR 2.0-3.0) therapy.

NON GRADED DUE TO LACK OF CONSENSUS



SECONDARY THROMBOPROPHYLAXIS (Il)

4 .3- Patients with definite APS and arterial thrombosis should be treated
with warfarin at an INR >3.0 or combined antiaggregant-anticoagulant
(INR 2.0-3.0) therapy.

NON GRADED DUE TO LACK OF CONSENSUS

Note: Some members of the Task Force (MC, DE, RD, SK, VP) believe that other
options such as antiaggregant therapy alone or anticoagulant therapy to a target
INR 2.0-3.0 would be equally valid in this setting.



SECONDARY THROMBOPROPHYLAXIS (Il)

4 .3- Patients with definite APS and arterial thrombosis should be treated

with warfarin at an INR >3.0 or combined antiaggregant-anticoagulant
(INR 2.0-3.0) therapy.

NON GRADED DUE TO LACK OF CONSENSUS

4.4.- An estimation of the patients’ bleeding risk should be performed

before prescribing high intensity anticoagulant or combined

antiaggregant-anticoagulant therapy.
NON GRADED



SECONDARY THROMBOPROPHYLAXIS (1l1)

4.5.- Non SLE patients with a first non-cardioembolic cerebral arterial

event, with a low-risk aPL profile and the presence of reversible trigger
factors could individually be considered candidates to treatment with
antiplatelet agents.

NON GRADED



DURATION OF TREATMENT

5.1.- We recommend indefinite antithrombotic therapy in patients with
definite APS and thrombosis.

1C

5.2.- In cases of first venous event, low-risk aPL profile and a known

transient precipitating factor, anticoagulation could be limited to 3 to 6

months.
NON GRADED



REFRACTORY AND DIFFICULT CASES

6.1.- In patients with difficult management due to recurrent thrombosis,
fluctuating INR levels, major bleeding or at a high risk for major
bleeding, alternative therapies could include long-term low-molecular

weight heparin, hydroxychloroquine or statins.
NON GRADED



LO MALO

En general, baja calidad de evidencia
Alto porcentaje (50%0) de recomendaciones “non graded”

Falta de consenso en algunas recomendaciones:
e HCQ en LES con aFL

e Tromboprofilaxis secundaria de trombosis arteriales



LO BUENO

Amplio nivel de consenso multidisciplinar:

4 internistas

4 reumatologos
2 hematologos
1 neurdloga

1 cardidlogo

1 bioquimica



LO NUEVO

Definicion de perfiles de riesgo:

Mas anticuerpos = Mas riesgo
Lupus
Factores clasicos

Relajacion de intensidad de tratamiento en perfiles de bajo riesgo

Antiagregacion en arterial
Duracion limitada en venosa



RECOMENDACIONES.....

....NO MANDAMIENTOS
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state and circumstances

Clinical expertise
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