
S H O R T  R E P O R T Open Access

© The Author(s) 2024. Open Access  This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, 
sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and 
the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included 
in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/. The 
Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available 
in this article, unless otherwise stated in a credit line to the data.

Pandya et al. Pediatric Rheumatology           (2024) 22:46 
https://doi.org/10.1186/s12969-024-00954-8

Pediatric Rheumatology

*Correspondence:
Jheel Pandya
pandyaj@hss.edu
1Department of Pediatric Rheumatology, Hospital for Special Surgery, 535 
E 70th Street, 10021 New York, NY, USA
2Hospital for Special Surgery, Barbara Volcker Center for Women and 
Rheumatic Disease, Weill Cornell Medicine, 535 E70th Street,  
10021 New York, NY, USA

Abstract
Background The clinical relevance of different antiphospholipid antibody (aPL) profiles, including low level 
anticardiolipin (aCL) and anti-β2-glycoprotein-I (aβ2GPI) antibodies, is ill-defined in the pediatric population. Our 
purpose is to describe the demographic, clinical, and laboratory characteristics of aPL positive pediatric patients 
based on different aPL profiles.

Findings In this single center retrospective cohort study, based on the screening of our pediatric (age ≤ 18) 
rheumatology electronic medical records (2016–2022), we identified patients who had at least one “positive” aPL 
(lupus anticoagulant [LA], aCL IgG/M, or aβ2GPI IgG/M) result. Patients were grouped into high- (LA positive and/or 
aCL/aβ2GPI IgG/M > 40U [ELISA]) and low-risk (LA negative and aCL/aβ2GPI IgG/M 20-39U) aPL profiles; those with 
persistently positive aPL were descriptively analyzed for demographic and clinical characteristics. Of 57 included 
patients, 34 (59%) had initial high- and 23 (40%) had initial low-risk profiles. Based on subsequent aPL results available 
in 42/57 (74%) patients, 25/27 (93%) in the high-, and 7/15 (47%) in the low-risk groups remained still positive. Of 
these 32 patients with persistently positive aPL, moderate-to-large vessel or microvascular thrombosis occurred in 
nine (28%) patients with high-risk and in none with low-risk aPL profiles; non-thrombotic aPL-related manifestations 
were reported in 15 (47%) patients with persistent aPL positivity.

Conclusion An initial high-risk aPL profile was persistent in approximately 90% of our cohort, a third of whom had 
thrombosis, and half had non-thrombotic aPL manifestations. Our results underscore the need for a large-scale effort 
to better characterize aPL-related manifestations in pediatric patients with persistent high-risk aPL-profiles.
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Background
Antiphospholipid syndrome (APS) is a systemic auto-
immune disorder occurring due to antibodies against 
phospholipid-binding plasma proteins (antiphos-
pholipid antibodies [aPL]), mainly lupus anticoagu-
lant test (LA), anticardiolipin antibodies (aCL), and 
anti-β2-glycoprotein-I antibodies (aβ2GPI).

Traditionally, the diagnosis and classification criteria 
for APS have been focused on moderate-to-large vessel 
thrombosis and obstetric complications. However, grow-
ing evidence suggests that aPL can also be associated 
with a wide range of microvascular and non-thrombotic 
manifestations [1–3]. Antiphospholipid antibody positive 
patients may also develop skin manifestations (e.g., livedo 
reticularis/racemosa and cutaneous ulcers), renal disease 
(aPL-nephropathy), neurologic involvement (chorea), 
cardiac valve abnormalities, and hematologic abnormali-
ties (thrombocytopenia and hemolytic anemia) [2]. Sev-
eral pediatric studies have highlighted the importance of 
early recognition of these microvascular and non-throm-
botic manifestations, as they may more commonly be the 
initial presentation, when compared to adults [4]. These 
microvascular and non-thrombotic manifestations can 
significantly impact the quality of life and overall health 
outcomes of affected pediatric patients [5].

Given the limited knowledge regarding aPL profiles and 
clinical phenotypes in pediatric aPL-positive patients, the 
aim of this study was to describe the demographic and 
clinical characteristics (including microvascular and non-
thrombotic manifestations) of aPL-positive pediatric 
patients based on different aPL profiles.

Findings
Methods
In this single-center retrospective cohort study, using 
electronic medical records, we identified aPL “positive” 
pediatric patients (≤ 18 years) who were seen at our rheu-
matology clinic between 2016 and 2022. For patient iden-
tification, our initial criterion for aPL “positivity” was at 
least one abnormally flagged aPL result above the normal 
range. Initially, we considered those patients with only 
one positive aPL result solely to identify aPL-positive 
patients within our pediatric rheumatology clinic who 
may or may not have persistently positive aPL results. 
Further analyses were based on patients who had persis-
tently positive aPL results. Local or external laboratories 
were utilized to test for lupus anticoagulant, and a com-
bination of Diluted Russell Viper Venom Time (DRVVT) 
and activated partial thromboplastin time (aPTT) were 
used to determine LA positivity. Enzyme-linked immu-
nosorbent assay (ELISA) was utilized for aCL and aβ2GPI 
testing.

First, we assessed the initial and subsequent (when 
available) aPL results (type, isotype, and level). For the 

purpose of analysis, based on the initial test results, we 
categorized patients into high-risk (LA positive and/
or aCL/aβ2GPI IgG/M ≥ 40U [ELISA]) and low-risk (LA 
negative and aCL/aβ2GPI IgG/M 20-39U) aPL profiles. 
We systematically collected data on whether positive aPL 
patients had repeat testing, if repeat testing resulted in 
persistently positive aPL, and whether their risk profiles 
remained high or low on repeat testing.

Secondly, we evaluated our persistently aPL-positive 
cohort (LA positive and/or aCL/aβ2GPI IgG/M ≥ 20U 
twice at least twelve weeks apart) for demographics, 
aPL-related clinical characteristics including moderate-
to-large vessel thrombosis, pre-defined microvascular 
disease, non-thrombotic aPL-related manifestations, 
and for concomitant systemic autoimmune diseases. 
We included skin manifestations (livedo reticularis/rac-
emosa, and cutaneous ulcers), aPL-nephropathy based 
on most recent definitions [6], hematologic abnormalities 
(thrombocytopenia defined as platelet count < 150,000/
µl twice with no other concurrent explanation, autoim-
mune hemolytic anemia defined as hemolytic anemia 
with positive direct Coombs testing), neurologic involve-
ment (migraines, seizures, chorea and cognitive dysfunc-
tion), and cardiac valve abnormalities (thickening and 
vegetations).

Data were analyzed descriptively. Count measures were 
summarized as frequency and percentages. Continu-
ous measures were summarized as mean and standard 
deviation.

Results
Among the initially aPL-positive patients (n:113), 56 were 
excluded due to very low aCL/aβ2GPI IgG/M positiv-
ity (< 20U). The excluded patients were not further ana-
lyzed for clinical events. Of the remaining 57 patients, 34 
patients had initial high-risk aPL profiles (with mean fol-
low up of 4.4 +/- 5 years) and 23 had initial low-risk aPL 
profiles (with mean follow up of 3.2 +/- 3 years) (Table 1). 
Based on subsequent aPL results available in 42/57 (74%) 
patients, 25/27 (93%) in the high-, and 7/15 (47%) in the 
low-risk groups remained still positive.

Thrombosis occurred in 9/32 (32%) patients (four 
venous, one arterial and venous, one intracardiac, two 
microvascular, and one superficial venous), all of whom 
had initially high-risk aPL profiles (eight with positive 
LA, and five with triple aPL positivity). No patients with 
thrombosis had initial low-risk aPL profiles (Tables 2 and 
3). Patients with thrombosis were mostly in their adoles-
cent years (12–18) at time of event, and five (56%) had 
associated autoimmune SLE.

Non-thrombotic aPL-related manifestations were 
reported in 15 (47%) patients with persistent aPL positiv-
ity; 14 (93%) of which had high-risk aPL profiles, and LA 
positivity (Tables  2 and 3). Neurological manifestations 
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were the most common (migraine: 6 patients, chorea: 1), 
followed by thrombocytopenia (n:5), and autoimmune 
hemolytic anemia (n:4), cardiac valve disease (n:2), and 
livedo reticularis/racemosa (n:2).

Discussion
Our study demonstrated that an initial high-risk profile is 
persistent in more than 90% of our cohort, while an ini-
tial low-risk profile was less likely to be repeated at our 
institution, and also less likely to remain positive when 
repeated. Of those with persistent aPL, one-third had 
associated thrombosis, all of which were associated with 
initial high-risk profiles. Furthermore, nearly half of the 
patients with persistently positive aPL also had microvas-
cular and/or non-thrombotic manifestations, the major-
ity of which were in patients with LA positivity.

Given the transient aPL-positivity during infections, 
persistent (at least 12 weeks apart) positivity is required 
for APS classification [7], a concept also important for 
APS diagnosis. Based on our clinical experience, sup-
ported by the literature, low level aCL/aβ2GPI positivity 
is less likely to be persistent when repeated [7]. Similarly, 
we found that approximately half our patients with low 
(20-39U) aCL/aβ2GPI levels had negative results when 
repeated.

Patients with high-risk aPL profiles, defined as per-
sistent LA positivity and/or aCL/aβ2GPI IgG/M lev-
els ≥ 40U, are at higher risk for thrombosis, compared 
to those with low risk aPL profiles (negative LA and 
aCL/aβ2GPI levels 20-39U) [8, 9]. In our study, approxi-
mately one-fourth of pediatric patients with high-risk 
aPL profiles had a history of thrombosis, consistent with 
previous studies in adult APS populations, highlighting 

the importance of high-risk aPL profiles as a marker of 
thrombotic risk [8, 9].

Nearly half of our pediatric patients with persistent aPL 
positivity exhibited non-thrombotic aPL-manifestations. 
These findings align with emerging evidence suggest-
ing that aPL can contribute to a broader range of clini-
cal manifestations beyond thrombosis in children [1, 10], 
just as has been identified in the adult population. Some 
studies even suggest that non-thrombotic neurologi-
cal manifestations such as migraines and chorea may be 
seen in higher frequencies in children with aPL positiv-
ity [11–14]. Therefore, although controversial in the adult 
APS literature, these neurological non-thrombotic mani-
festations are included in our study as they have been 
reported in the pediatric aPL population [1, 10, 15, 16]. 
Recognizing and characterizing these non-thrombotic 
manifestations in pediatric APS is crucial for appropriate 
classification, management and improved quality of life 
for affected patients.

Our study is not without limitations, which should be 
recognized. Firstly, the retrospective nature of the study 
introduces inherent biases and limitations associated 
with data collection and analysis. Although different lab-
oratories (local or external) were utilized to test for LA; 
a combination of DRVVT and PTT-LA were used in all 
patients to determine LA positivity. Also due to the ret-
rospective nature of the study, information on indica-
tions for performing aPL testing, especially if performed 
at an outside or referring institution, was unavailable. 
The patients seen in our pediatric rheumatology clinic 
were tested either during or after evaluation for a con-
nective tissue disease. It is also important to recognize 
that we may not see all patients with isolated hemato-
logic or neurologic manifestations of aPL in our pediatric 
rheumatology clinic. Furthermore, all aPL profiles were 
reported in our data according to the first positive result 
as testing practices vary among physicians. Due to vary-
ing aPL testing patterns and insidious presentation of 
many non-thrombotic manifestations, the exact tempo-
ral relationship between aPL results and these manifesta-
tions was difficult to capture. Therefore, non-thrombotic 
manifestations were captured if they were present at any 
time during follow up of these patients. In aPL-positive 
patients with lupus, it can be difficult to accurately esti-
mate if thrombotic and non-thrombotic aPL manifes-
tations are attributable to aPL, SLE, or both; given the 
descriptive nature of the study we decided to report all 
manifestations independent of the underlying lupus clas-
sification. Additionally, our study was conducted at a 
single center, which may limit the generalizability of the 
findings to other populations. Future multicenter, pro-
spective studies involving larger cohorts are warranted 
to validate our results and provide a more comprehensive 
understanding of aPL profiles in pediatric APS.

Table 1 Follow-up antiphospholipid antibody (aPL) results in 57 
patients with at least one high- or low-risk aPL profile

Initial LA + and/or 
aCL/aβ2GPI ≥ 40U

Initial 
LA- and 
aCL/aβ2GPI 
20-39U

(n:34) (n:23)
Mean Follow up (+/- SD) (y) 4.4 ± 5.0 3.2 ± 2.9
Subsequent aPL positive / # of 
patients with repeat aPL

25/27 (93%) 7/15 (47%)

• Repeat LA positive / Initial LA 
positive

18/27 (67%) 2/0#

• Repeat aCL/aβ2GPI positive / 
Initial aCL/aβ2GPI positive

19/23 (83%) 5/15 (36%)*

LA: lupus anticoagulant; aCL: anticardiolipin antibody; and aβ2GPI: anti-β2 
glycoprotein-I antibody. 93% (25) of patients in the high-risk profile group 
continued to have positive results on repeat testing, with 18 (67%) of 27 initial 
LA positive patients remaining LA positive, and 19 (83%) of 23 initial aCL and/
or aβ2GPI positive patients remaining positive for aCL and/or aβ2GPI. On the 
other hand, 47% (7) of patients in the low-risk group continued to have positive 
results on repeat testing, 5 (36%) of which continued with positive aCL and/or 
aβ2GPI. #Two patients who initially only had low-titer positive aCL (one with IgM 
and one with IgG), later developed positive LA. *Two patients had subsequent 
high-risk aPL titers with aCL ≥ 40U
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Conclusions
In conclusion, our study contributes to the growing body 
of literature on the clinical relevance of different aPL pro-
files in pediatric rheumatology patients, shedding light on 
the persistence of high-risk aPL profile positivity, subse-
quent testing patterns, and the occurrence of thrombotic, 
microvascular, and non-thrombotic aPL-related manifes-
tations. Our findings highlight the importance of further 
research and a collaborative international effort to better 
characterize aPL-related manifestations, define pediatric-
specific classification criteria, and optimize management 
strategies for aPL-positive pediatric patients.

Table 2 Demographic, clinical, and laboratory characteristics of 32 patients with persistent antiphospholipid antibody (aPL) profiles
Triple aPL Positive LA Positive with/without aCL or aβ2GPI LA Negative with aCL and/or aβ2GPI
(n:9) (n:12) (n:11)

aCL/aβ2GPI Level
 aCL/aβ2GPI 
IgG/M 20-39U

1 (11%) 3 (25%) 7 (64%)

 aCL/aβ2GPI 
IgG/M ≥ 40U

8 (89%) 2 (17%) 4 (36%)

Demographics
 Mean Age at 
Presentation

13.2 ± 4.65 14.7 ± 2.57 13.8 ± 4.95

 Female 7 (78%) 11 (92%) 10 (91%)
 White 5 (56%) 7 (58%) 6 (55%)
 Black 2 (22%) - 1 (9%)
 Hispanic 1 (11%) 3 (25%) 2 (18%)
 Asian 1 (11%) 1 (8%) 1 (9%)
Lupus 
Classification

5 (56%) 7 (58%) 5 (45%)

Thrombosis 5 (56%) 3 (25%) 1 (9%)*
 Venous 4 - 1
 Arterial - - -
 Both Venous 
and Arterial

- 1 -

 Microvascular 1 2 -
Non-throm-
botic aPL 
Manifestations$

5 (56%) 9 (75%) 1 (9%)**

1 4 -
 Autoimmune 
Hemolytic Anemia

2 2 1

 Cardiac Valve 
Disease

- 1 -

 Livedo 
Reticularis/
Racemosa

1 1 -

 Migraines*** 3 2 -
 Chorea *** 1 - -
LA: lupus anticoagulant; aCL: anticardiolipin antibody; and aβ2GPI: anti-β2 glycoprotein-I antibody. *In a patient with aCL IgM > 40U initially, then 20-30U on repeat 
testing; #Platelets < 150,000 /µl twice with no other diagnosis. **Autoimmune hemolytic anemia occurred in a patient with initially low-risk profile, who later 
developed a high-risk profile with aCL IgM > 40. ***Controversial aPL-related manifestations, which may be more relevant in pediatric population. $Of 15 patients 
with non-thrombotic aPL manifestations, nine (60%) had lupus classification (six with cytopenia) and six (40%) did not have an SLE classification (four with cytopenia)



Page 5 of 6Pandya et al. Pediatric Rheumatology           (2024) 22:46 

Abbreviations
APS  Antiphospholipid Syndrome
aPL  Antiphospholipid antibody
aCL  Anticardiolipin
aβ2GPI  Anti-β2-glycoprotein-I
LA  Lupus Anticoagulant
DVT  Deep venous thrombosis
PE  Pulmonary embolism
IVC  Inferior vena cava
SLE  Systemic lupus erythematosus
AIHA  Autoimmune hemolytic anemia
DRVVT  Diluted Russell Viper Venom Time
aPTT  activated partial thromboplastin time

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12969-024-00954-8.

Supplementary Material 1

Acknowledgements
We want to thank Huong Do for her assistance with clinical data acquisition 
and management.

Author contributions
JP contributed to the design and implementation of the research, performed 
the data extraction, the analysis of the results and the writing and correction 
of the manuscript. DE contributed to the design and implementation of the 
research, analysis of the results and was a major contributor in writing the 
manuscript. KO was a major contributor in the design and revision of the 
manuscript. All authors read and approved the final manuscript.

Funding
Not applicable. This study did not receive any financial assistance.

Data availability
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study was approved by the Institutional Review Board of Hospital for 
Special Surgery.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Received: 24 October 2023 / Accepted: 29 December 2023

References
1. Avčin T. Antiphospholipid syndrome in children. Curr Opin Rheumatol. 

2008;20(5):595–600. https://doi.org/10.1097/BOR.0B013E3283060A8C.
2. Garcia D, Erkan D. Diagnosis and management of the Antiphospholipid 

Syndrome. N Engl J Med. 2018;378(21):2010–21. https://doi.org/10.1056/
nejmra1705454.

3. Avčin T, Cimaz R, Silverman ED, et al. Pediatric antiphospholipid syndrome: 
clinical and immunologic features of 121 patients in an international registry. 
Pediatrics. 2008;122(5). https://doi.org/10.1542/peds.2008-1209.

Table 3 Demographic and clinical characteristics of nine persistently antiphospholipid antibody (aPL) positive patients with 
moderate-to-large vessel and/or microvascular thrombosis
Age# Sex Associated Autoimmune 

Disease
Thrombotic Manifestations APS Related Non-thrombotic 

Manifestations*
aPL Profile**

12 F N/A Intrahepatic IVC thrombus, PE, 
popliteal artery thrombosis

Thrombocytopenia, AIHA, livedo 
racemosa

LA

12 F SLE aPL-nephropathy$ AIHA, livedo reticularis, migraine LA
aCL IgG 20-39U & 
IgM ≥ 40U
aβ2GPI IgM ≥ 40U

14 F SLE-Like Disease DVT (x2), PE N/A LA
aCL IgG ≥ 40U
aβ2GPI IgG ≥ 40U

16 F N/A DVT/PE N/A LA
aCL IgM ≥ 40U
aβ2GPI IgM ≥ 40U

16 F N/A DVT (x2) N/A aCL IgM ≥ 40U
17 F SLE Intracardiac thrombus Cardiac valve disease LA
17 M N/A Superficial vein thrombosis Migraine LA

aCL IgM ≥ 40U
aβ2GPI IgG ≥ 40U

18 F SLE DVT Migraine LA
aCL IgG ≥ 40U
aβ2GPI IgM ≥ 40U

18 F SLE Livedoid vasculopathy related skin 
ulcer

Thrombocytopenia LA

F: Female; M: Male; DVT: Deep venous thrombosis; PE: Pulmonary embolism; IVC: inferior vena cava; SLE: systemic lupus erythematosus; AIHA: autoimmune hemolytic 
anemia. LA: lupus anticoagulant; aCL: anticardiolipin antibody; and aβ2GPI: anti-β2 glycoprotein-I antibody. All patients had abnormal aPL testing within one year of 
first thrombotic event. After initial event, five patients were on aspirin, six patients were on low molecular weight heparin (LMWH) (two of whom were later placed 
on Warfarin), and six of the patients were on hydroxychloroquine (only one of whom did not have SLE or SLE-like disease). #Patients were all post-pubertal or in their 
late adolescent years; however, Tanner staging was not available on documentation. *Non-thrombotic manifestations were included if they were not attributable to 
another diagnosis; **aPL profile at time of first event. $The aPL-nephropathy was established based on renal biopsy

https://doi.org/10.1186/s12969-024-00954-8
https://doi.org/10.1186/s12969-024-00954-8
https://doi.org/10.1097/BOR.0B013E3283060A8C
https://doi.org/10.1056/nejmra1705454
https://doi.org/10.1056/nejmra1705454
https://doi.org/10.1542/peds.2008-1209


Page 6 of 6Pandya et al. Pediatric Rheumatology           (2024) 22:46 

4. Soybilgic A, Avcin T, Pediatric APS. State of the Art. Published online 2020. 
https://doi.org/10.1007/s11926-020-0887-9.

5. Sevim E, Zisa D, Andrade D, et al. Characteristics of patients with antiphos-
pholipid antibody positivity in the APS ACTION International Clinical Data-
base and Repository. Arthritis Care Res (Hoboken). 2022;74(2):324–35. https://
doi.org/10.1002/acr.24468.

6. Barbhaiya M, Taghavi M, Zuily S et al. Efforts to Better Characterize Antiphos-
pholipid Antibody Nephropathy for the 2023 ACR/EULAR Antiphospholipid 
Syndrome Classification Criteria: Renal Pathology Subcommittee Report. J 
Rheumatol. Published online September 1, 2023:jrheum.2022– 1200. https://
doi.org/10.3899/JRHEUM.2022-1200.

7. Barbhaiya M, Zuily S, Naden R et al. 2023 ACR/EULAR Antiphospholipid 
Syndrome Classification Criteria. Arthritis and Rheumatology. Published online 
2023. https://doi.org/10.1002/art.42624.

8. Pengo V, Biasiolo A, Pegoraro C, Cucchini U, Noventa F, Iliceto S. Antibody 
profiles for the diagnosis of antiphospholipid syndrome. Thromb Haemost. 
2005;93(6):1147–52. https://doi.org/10.1160/TH04-12-0839/ID/JR0839-1/BIB.

9. Zuily S, de Laat B, Mohamed S, et al. Validity of the global anti-phospholipid 
syndrome score to predict thrombosis: a prospective multicentre cohort 
study. Rheumatology (Oxford). 2015;54(11):2071–5. https://doi.org/10.1093/
RHEUMATOLOGY/KEV238.

10. Rozic M, Trampus-Bakija A, Rener-Primec Z, Kitanovski L, Kveder T, Avcin 
T. PReS-FINAL-2349: Spectrum of thrombotic and non-thrombotic 
manifestations in 159 children with positive antiphospholipid anti-
bodies. Pediatric Rheumatology 2013 11:2. 2013;11(2):1–2. https://doi.
org/10.1186/1546-0096-11-S2-P339.

11. Avčin T, Cimaz R, Rozman B, et al. The Ped-APS registry: the antiphos-
pholipid syndrome in childhood. Lupus. 2009;18(10):894–9. https://doi.
org/10.1177/0961203309106917.

12. Aguiar CL, Soybilgic A, Avcin T, Myones BL. Pediatric Antiphospholipid Syn-
drome. Published online 2015. https://doi.org/10.1007/s11926-015-0504-5.

13. Cervera R, Piette JC, Font J, et al. Antiphospholipid Syndrome Clinical 
and immunologic manifestations and patterns of Disease expression in a 
cohort of 1,000 patients. Arthritis Rheum. 2002;46(4):1019–27. https://doi.
org/10.1002/art.10187.

14. Rumsey DG, Myones B, Massicotte P. Diagnosis and treatment of antiphos-
pholipid syndrome in childhood: a review. Blood Cells Mol Dis. 2017;67:34–
40. https://doi.org/10.1016/J.BCMD.2017.02.009.

15. Miyakis S, Lockshin MD, Atsumi T, et al. International consensus statement 
on an update of the classification criteria for definite antiphospholipid 
syndrome (APS). J Thromb Haemost. 2006;4(2):295–306. https://doi.
org/10.1111/J.1538-7836.2006.01753.X.

16. Wincup C, Ioannou Y. The differences between childhood and adult onset 
antiphospholipid syndrome. Front Pediatr. 2018;6(November):1–10. https://
doi.org/10.3389/fped.2018.00362.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://doi.org/10.1007/s11926-020-0887-9
https://doi.org/10.1002/acr.24468
https://doi.org/10.1002/acr.24468
https://doi.org/10.3899/JRHEUM.2022-1200
https://doi.org/10.3899/JRHEUM.2022-1200
https://doi.org/10.1002/art.42624
https://doi.org/10.1160/TH04-12-0839/ID/JR0839-1/BIB
https://doi.org/10.1093/RHEUMATOLOGY/KEV238
https://doi.org/10.1093/RHEUMATOLOGY/KEV238
https://doi.org/10.1186/1546-0096-11-S2-P339
https://doi.org/10.1186/1546-0096-11-S2-P339
https://doi.org/10.1177/0961203309106917
https://doi.org/10.1177/0961203309106917
https://doi.org/10.1007/s11926-015-0504-5
https://doi.org/10.1002/art.10187
https://doi.org/10.1002/art.10187
https://doi.org/10.1016/J.BCMD.2017.02.009
https://doi.org/10.1111/J.1538-7836.2006.01753.X
https://doi.org/10.1111/J.1538-7836.2006.01753.X
https://doi.org/10.3389/fped.2018.00362
https://doi.org/10.3389/fped.2018.00362

	The clinical relevance of different antiphospholipid antibody profiles in pediatric rheumatology patients
	Abstract
	Background
	Findings
	Methods

	Results
	Discussion
	Conclusions
	References


