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Utility of Antiphosphatidylserine/Prothrombin and
IgA Antiphospholipid Assays in Systemic Lupus
Erythematosus
EHTISHAM AKHTER, ZAKERA SHUMS, GARY L. NORMAN, WALTER BINDER, HONG FANG, 
and MICHELLE PETRI 

ABSTRACT. Objective. Currently, 3 antiphospholipid assays are widely used clinically [lupus anticoagulant
(LAC), anticardiolipin (aCL), and anti-ß2-glycoprotein I (anti-ß2-GPI)]. LAC is the most specific
assay, conferring the highest risk of thrombosis and pregnancy loss, but it cannot be validly
performed in an anticoagulated patient. We investigated the usefulness of antiphosphatidyl -
serine/prothrombin (anti-PS/PT) and its association with thrombosis. Anti-PS/PT is strongly
associated with the presence of LAC. We also studied the association of IgA antiphospholipid
isotypes and specific domains of ß2-GPI with thrombosis in systemic lupus erythematosus (SLE).
Methods. Stored samples from patients with SLE, with and without past thrombosis, were assayed
for antibodies to the whole ß2-GPI protein (IgG/IgM/IgA), to ß2-GPI domain 1 (IgG), to ß2-GPI
domain 4/5 (IgA), aCL (IgG/IgM/IgA), and anti-PS/PT (IgG, IgM, and IgG/M). LAC was detected
using the dilute Russell’s viper venom time (dRVVT) with confirmatory testing.
Results.Anti-PS/PT IgG and IgG/M and anti-ß2-GPI IgG, IgM, and IgA were highly associated with
a history of LAC by dRVVT (p < 0.0001). For all thrombosis, of the traditional ELISA assays,
anti-ß2-GPI IgA, IgG, and aCL IgA were most associated. Anti-PS/PT IgG and IgG/M had a similar
magnitude of association to the traditional ELISA. For venous thrombosis, of the traditional ELISA,
anti-ß2-GPI (IgG and IgA), anti-PS/PT (IgG and IgG/M), and aCL IgA were associated. Again, anti-
PS/PT (IgG and IgG/M) had the same magnitude of association as the traditional ELISA. For stroke,
significant association was seen with anti-ß2-GPI IgA D4/5.
Conclusion. In anticoagulated patients, where LAC testing is not valid, anti-PS/PT, either IgG or
IgG/IgM, might serve as useful alternative tests to predict a higher risk of thrombosis. Anti-PS/PT
antibodies were associated with all thrombosis and with venous thrombosis. IgA isotypes in
secondary antiphospholipid syndrome are associated with thrombosis. Anti-ß2-glycoprotein domain
1 was not shown to be associated with thrombosis in SLE. (J Rheumatol First Release Feb 1 2013;
doi:10.3899/jrheum.120084)
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The antiphospholipid syndrome (APS) is a hypercoagulable
disorder defined by the association of arterial and venous
thromboses and/or pregnancy morbidity (fetal loss,
premature birth, or recurrent embryonic losses) occurring in
the presence of antiphospholipid antibodies (aPL)1. The
commonly used diagnostic tests are the lupus anticoagulant

(LAC) functional coagulation assay, anticardiolipin (aCL),
and anti-ß2-glycoprotein I (anti-ß2-GPI). Following a
workshop in Sapporo, Japan, APS classification criteria
were published in 19991 and updated in 2006 after another
workshop in Sydney, Australia2.

APL bind to phospholipid-binding proteins or phospholipid-
protein complexes3. We first reported that the LAC was a better
predictor of risk of venous thrombosis in SLE than was aCL4.
In a review of 12 studies, Galli, et al found a significant
association between thrombosis and LAC5.

Prothrombin, another phospholipid-binding protein, was
first proposed as a possible cofactor in LAC activity by
Loeliger6. These antibodies are detected in complex with
phosphatidylserine. Bertolaccini, et al found antiphosphati-
dylserine/prothrombin (anti-PS/PT) antibodies in 31% of
patients with SLE in general and in 49% of patients with
SLE who also had thrombosis7. Galli, et al found
anti-PS/PT in 95% of patients with thrombosis8.
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The LAC test cannot be validly performed in an 
anticoagulated patient. The first aim of our study was to
investigate whether anti-PS/PT, which detects most LAC, is
associated with thrombosis and with the diluted Russell’s
viper venom time (dRVVT) assay for the LAC. The second
aim was to investigate the association of IgA assays with
thrombosis in SLE. Finally, we investigated whether
antibodies to specific domains of ß2-GPI are important in
patients with SLE who have APS.

MATERIALS AND METHODS
The Hopkins Lupus Cohort was approved by the Johns Hopkins University
School of Medicine Institutional Review Board. All patients gave written
informed consent. The study design was cross-sectional. Stored samples
from 326 SLE patients with and without past thrombosis were included, of
which 164 had a history of any thrombosis, 103 had a history of venous
thrombosis, and 53 had a history of stroke. Samples were assayed for
anti-ß2-GPI (IgG/IgM/IgA), anti-ß2-GPI domain 1 (IgG), anti-ß2-GPI
domain 4/5 (IgA), aCL (IgG/IgM/IgA), and anti-PS/PT (IgG, IgM, and
IgG/M). Testing for aCL, anti-ß2-GPI, and anti-PS/PT was done on 1
sample from each patient. All LAC results were confirmed (by mixing
studies and confirmatory testing) using International Society on
Thrombosis and Haemostasis  guidelines9.

Samples were tested for aCL and anti-ß2-GPI using Quanta Lite ELISA
kits (IgG, IgM, and IgA), approved by the US Food and Drug
Administration. Antibodies to a complex of PS/PT of the IgG and IgM class
were tested by the same kits, as well as by a prototype screening kit (inves-
tigational use only) that simultaneously detects both IgG and IgM
antibodies to PS/PT. Researchers used only assays specifically detecting
IgG antibodies to domain 1 of ß2-GPI (ß2-GPI D1) and another specifically
detecting IgA antibodies to domains 4 and 5 of ß2-GPI (ß2-GPI D4/5).

All ELISA assays were manufactured by Inova Diagnostics Inc. These
tests share a common procedure. Patient samples were diluted 1:100 and
incubated in the microwell for 30 min. After washing each microwell 3
times, prediluted horseradish peroxidase-labeled conjugate was added and
incubated for another 30 min. Wells were washed 3 times and liquid tetra-
methyl benzadine substrate was added and incubated for 30 min. Color
change in microwells was read in a standard microplate reader.

Because no external, internationally recognized controls exist for
PS/PT antibody, the results expressed are in arbitrary units, with a cutoff
value of 30 units. Establishment of a cutoff for each assay was based on
balancing sensitivity and specificity to achieve an optimal clinical utility. In
the case of PS/PT, a total of 92 patients with APS, 247 healthy controls, and
43 disease controls were tested. The specificity for PS/PT was set to be
high. The cutoff chosen resulted in a specificity of 99% for PS/PT IgG and
98.7% for PS/PT IgM. The determination of whether a test should be tilted
toward higher sensitivity or specificity was based on the results of the
clinical studies and input from clinical collaborators. In general,
receiver-operating characteristics analysis provided a good estimation of an
optimum cutoff. However, the final cutoff was adjusted to provide assay
results with optimum usefulness for clinicians and their patients.
Twenty-four LAC-positive samples were tested for the presence of PS/PT
antibodies. All 24 patients were found to be positive for PS/PT IgG and/or
PS/PT IgM antibodies. Similarly, the cutoff for anti-D1 IgG and anti-D4/5
IgA was 25 units. The units were derived from studies placing disease
versus controls to determine what gave the best specificity and sensitivity.
For D1 IgG, the calculations were based on in-house studies showing 97%
specificity and 71% sensitivity, and for D4 IgA, specificity of 96%. The
cutoffs for anti-ß2-GPI domain 1 IgG and anti-ß2-GPI D4/5 IgA were
established in a similar manner. Based on clinical specimens, healthy
controls, and disease control specimens, a cutoff was chosen to give a
specificity of 97% for ß2-GPI D1 IgG and 96% for ß2-GPI D4/5 IgA. We
did not test any samples with polyclonal B cell activation. The sensitivity

of anti-D4/5 IgA antibodies was 21.3% for any thrombosis, 19.4% for
venous thrombosis, and 30.2% for stroke.
Statistical analysis. The p values in all tables were calculated using
chi-square tests for the binary variables (for those tests in which 25% had
expected counts < 5, Fisher’s exact test was used).

RESULTS
The clinical characteristics of 326 patients with SLE are
shown in Table 1. Ninety percent of the patients were
female, 50% were white, 40% were African American, and
10% were of other ethnicity. The mean age was 45 years.
The mean SLE disease duration when the samples were
taken was 11 years. The average time interval was 9 ± 8
years between sample collection and all thrombosis, 9 ± 8
years in patients with venous thrombosis, and 8 ± 7 years in
patients with stroke. The mean SLE Disease Activity Index
and Physician Global Assessment scores were 2.28 and
0.63, respectively. Seventy-eight percent of the patients
were taking hydroxychloroquine.

These assays were highly associated with a history of LAC
by dRVVT (p < 0.0001): anti-PS/PT IgG, IgM, and IgG/M,
anti-ß2-GPI IgG, IgM, and IgA. Anti-ß2-GPI D1 was also
highly associated with a history of LAC. IgG anti-ß2-GPI and
anti-PS/PT had the highest odds of being positive when LAC
was present (IgG anti-ß2-GPI, OR 20.3, 95% CI 5.7, 72.1;
IgG anti-PS/PT, OR 14.7, 95% CI 6.3, 34.7; Table 2).
Thrombosis. For all thrombosis, anti-ß2-GPI (IgA and IgG)
and aCL IgA were the most highly associated (Table 3). Out
of 164 patients, 134 had aPL positivity on the followup visit.
Seventy-eight were positive for anticardiolipin and 66 were
positive for LAC. Fifty-four patients had both aCL and LAC.
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Table 1. Demographic characteristics (n = 326). Data are mean (SD)
unless otherwise indicated.

Characteristics

Age, yrs 45.7 (14.0)
Sex, n (%)

Female 298 (91.4)
Male 28 (8.6)

Ethnicity, n (%)
White 163 (50.0)
African-American 131 (40.2)
Other 32 (9.8)

Measures of disease activity
Physician global assessment (0 to 3 VAS) 0.63 (0.66)
SELENA-SLEDAI 2.28 (3.12)

Serologies
C3, mg/dl 115.7 (35.7)
C4, mg/dl 22.1 (10.6)

Anti-dsDNA ≥ 10, n (%) 67 (20.6)
Medications

Prednisone, mg 4.17 (7.87)
Immunosuppressive, n (%) 117 (35.9)
Hydroxychloroquine, n (%) 254 (77.9)

VAS: visual analog scale; SELENA-SLEDAI: Safety of Estrogens in
Lupus Erythematosus National Assessment-Systemic Lupus Erythema -
tosus Disease Activity Index.
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For venous thrombosis, anti-ß2-GPI IgG, IgA, anti-PS/PT
(IgG and IgG/M), and aCL IgA were significantly associated
(Table 4).
Stroke. For stroke, a significant association was seen with
anti-ß2-GPI IgA D4/5 (Table 5), but not with the presence of
other aPL.

DISCUSSION
Our study shows evidence for an association of anti-PS/PT
assays with LAC in SLE, as expected. Four previous studies
found an association of anti-PS/PT and LAC10,11,12,13. One
study failed to find a significant association14. The lack of
correlation in the one study may exist because the APS
patient population had experienced much pregnancy loss.
Only 13 of the 62 patients with APS had thrombosis; the rest
were patients with recurrent pregnancy loss14.

In our study, we found that anti-PS/PT was significantly
associated with all thrombosis and with venous thrombosis.

A previous study found an association of anti-PS/PT (IgG
and IgG/M) with all thrombosis in APS11. A study of 175
patients with SLE showed that the presence of anti-PS/PT
antibodies conferred an OR of 9.6 for arterial thrombosis
and 7.33 for venous thrombosis13. One study found an
association (p = 0.009) with anti-PT (not anti-PS/PT) and
venous thrombosis in SLE15. In contrast, another study of 22
patients with APS found no association of anti-PT
antibodies with thrombosis16. A study of 175 patients with
SLE failed to find a significant association with venous
thrombosis17. Our results are in concordance with a similar
study by Bertolaccini, et al7. However, we also found that
anti-PS/PT IgG and IgG/M were significantly associated
with a history of LAC. We could not find any significant
association with stroke in our cohort.

Of particular note was the importance of IgA APS assays
for both all thrombosis and venous thrombosis. Studies of
IgA aCL in SLE have been conflicting. Two studies found

3Akhter, et al: Anti-PS/PT and aPL in SLE 

Personal non-commercial use only. The Journal of Rheumatology Copyright © 2013. All rights reserved.

Table 2. Association of antiphospholipid assays with a history of lupus anticoagulant (LAC).

LAC-positive, LAC-negative OR (95% CI) p
Assay n = 71 n = 212

No. (% positive) No. (% positive)

Anti-PS/PT IgM 35 (49) 16 (8) 11.9 (6.0, 23.7) < 0.0001
IgG 26 (37) 8 (4) 14.7 (6.3, 34.7) < 0.0001

IgG/M 34 (48) 16 (8) 11.3 (5.6, 22.4) < 0.0001
Anticardiolipin IgM 17 (24) 10 (5) 6.4 (2.8, 14.7) < 0.0001

IgG 20 (28) 9 (4) 8.8 (3.8, 20.6) < 0.0001
IgA 10 (14) 0 (0) < 0.0001

Anti-ß2-GPI IgM 10 (14) 4 (2) 8.5 (2.6, 28.1) < 0.0001
IgG 16 (23) 3 (1) 20.3 (5.7, 72.1) < 0.0001
IgA 29 (41) 30 (14) 4.2 (2.3, 7.7) < 0.0001

Anti-ß2-GPI D1 IgG 9 (13) 5 (2) 6.0 (1.9, 18.6) 0.0005
Anti-ß2-GPI D4/5 IgA 21 (30) 35 (17) 2.1 (1.1, 4.0) 0.0167

Anti-PS/PT: antiphosphatidylserine/prothrombin; anti-ß2-GPI: anti-ß2-glycoprotein I; anti-ß2-GPI D1: anti-ß2-glyco -
protein I domain 1; anti-ß2-GPI D4/5: anti-ß2-glycoprotein I domain 4/5.

Table 3. Association of antiphospholipid assays with all thrombosis (venous or arterial).

Thrombosis, No Thrombosis, OR 95% CI* p (adjusted)*
n = 164 n = 162

Assay No. (% positive) No. (% positive)

IgG Anti-ß2-GPI 18 (11) 6 (4) 3.3 (1.2, 8.9) 0.021
Anti-ß2-GPI D1 11 (7) 9 (6) 1.1 (0.4, 2.9) 0.79
aCL 22 (13) 16 (10) 1.4 (0.7, 2.9) 0.34
Anti-PS/PT 26 (16) 14 (9) 2.2 (1.0, 4.8) 0.045

IgM Anti-ß2-GPI 8 (5) 9 (6) 0.8 (0.3, 2.3) 0.69
aCL 19 (12) 14 (9) 1.3 (0.6, 2.8) 0.47
Anti-PS/PT 43 (26) 25 (15) 1.9 (1.1, 3.3) 0.033

IgA Anti-ß2-GPI 48 (29) 24 (15) 2.4 (1.3, 4.2) 0.0028
aCL 11 (7) 1 (1) 9.5 (1.2, 75.8) 0.034
Anti-ß2-GPI D4/5 35 (21) 28 (17) 1.3 (0.7, 2.3) 0.38

IgG/M Anti-PS/PT 38 (23) 24 (15) 1.7 (0.9, 3.1) 0.087
LAC** dRVVT 52 (37) 19 (13) 3.8 (2.0, 7.3) < 0.0001

* Adjusted for age, sex, and ethnicity. ** Forty-three patients did not have dilute Russell viper venom test (dRVVT) results available. Thus, the total number of
patients for the thrombosis group was 44, and the no-thrombosis group, 239. Anti-ß2-GPI: anti-ß2-glycoprotein I; anti-ß2-GPI D1: anti-ß2-glycoprotein I domain
1; aCL: anticardiolipin; anti-PS/PT: antiphosphatidylserine/prothrombin; LAC: lupus anticoagulant; anti-ß2-GPI D4/5: anti-ß2-glycoprotein I domain 4/5.
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an association with all thrombosis18,19, whereas 3 studies
did not20,21,22. One study found a statistically significant
association of IgA aCL with thrombosis and thrombocyto-
penia (p = 0.02)19. Similarly, no consensus has been reached
about the association of IgA anti-ß2-GPI and thrombosis in
SLE. Several studies, including our own previous investiga-
tions23,24,25, have found an association with venous throm-
bosis, but others have not26,27. In one study, a borderline
association was seen in patients with arterial thrombosis 
(p = 0.06)22.

To our knowledge, ours is the first study of stroke in SLE
to show an association with D4/5 IgA. Two past non-SLE
studies have suggested such an association28,29. IgA
anti-ß2-GPI targets D4 of the ß2-GPI molecule in non-SLE
patients and was associated with atherosclerosis (acute

myocardial infarction, acute coronary syndrome, and peri -
pheral artery disease)28. IgA anti-ß2-GPI was present in
22% of non-SLE patients with ischemic stroke29.
Interestingly, D4/5 IgA was not associated with venous
thrombosis.

In contrast to a study by de Laat, et al30, our study
showed no association of IgG anti-ß2-GPI D1 with throm-
bosis. In the de Laat study, anti-D1 IgG was significantly
correlated with a history of thrombosis. However, that study
did not differentiate between patients with APS and those
with SLE (i.e., results were based on any thrombosis in
either population). Our study specifically included only
patients with SLE. Future studies will seek to clarify the
differing results observed between these 2 studies.

Anti-PS/PT, either IgG or IgG/IgM, offers clinicians an
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Table 4. Association of antiphospholipid assays with venous thrombosis.

Thrombosis, No Thrombosis, OR 95% CI* p (adjusted)*
n = 103 n = 223

Assay No. (% positive) No. (% positive)

IgG Anti-ß2-GPI 15 (15) 9 (4) 3.7 (1.5, 9.1) 0.0048
Anti-ß2-GPI D1 9 (9) 11 (5) 1.7 (0.7, 4.2) 0.29
aCL 17 (17) 21 (9) 1.7 (0.8, 3.5) 0.14
Anti-PS/PT 21 (20) 19 (9) 2.7 (1.3, 5.8) 0.0082

IgM Anti-ß2-GPI 6 (6) 11 (5) 1.1 (0.4, 3.1) 0.88
aCL 13 (13) 20 (9) 1.4 (0.7, 3.1) 0.36
Anti-PS/PT 27 (26) 41 (18) 1.5 (0.8, 2.6) 0.19

IgA Anti-ß2-GPI 31 (30) 41 (18) 1.9 (1.1, 3.3) 0.024
aCL 8 (8) 4 (2) 4.3 (1.2, 14.8) 0.023
Anti-ß2-GPI D4/5 20 (19) 43 (19) 1.0 (0.6, 1.9) 0.97

IgG/M Anti-PS/PT 29 (28) 33 (15) 2.1 (1.2, 3.8) 0.015
LAC** dRVVT 36 (41) 35 (18) 3.3 (1.8, 6.0) < 0.0001

* Adjusted for age, sex, and ethnicity. ** Forty-three patients did not have dilute Russell viper venom test (dRVVT) results available. Thus, the total number of
patients for the thrombosis group was 88, and the no-thrombosis group, 195. Anti-ß2-GPI: anti-ß2-glycoprotein I; anti-ß2-GPI D1: anti-ß2-glycoprotein I domain
1; aCL: anticardiolipin; anti-PS/PT: antiphosphatidylserine/prothrombin; LAC: lupus anticoagulant; anti-ß2-GPI D4/5: anti-ß2-glycoprotein I domain 4/5.

Table 5. Association of antiphospholipid assays with stroke.

Stroke, No Stroke, OR 95% CI* p (adjusted)*
n = 53 n = 273

Assay No. (% positive) No. (% positive)

IgG Anti-ß2-GPI 5 (9) 19 (7) 2.0 (0.7, 6.2) 0.21
Anti-ß2-GPI D1 3 (6) 17 (6) 1.1 (0.3, 4.1) 0.89
aCL 7 (13) 31 (11) 1.6 (0.6, 4.1) 0.33
Anti-PS/PT 8 (15) 32 (12) 2.5 (1.0, 6.3) 0.062

IgM Anti-ß2-GPI 2 (4) 15 (5) 0.7 (0.2, 3.3) 0.66
aCL 8 (15) 25 (9) 1.6 (0.7, 4.1) 0.28
Anti-PS/PT 14 (26) 54 (20) 1.6 (0.8, 3.2) 0.21

IgA Anti-ß2-GPI 17 (32) 55 (20) 1.9 (1.0, 3.7) 0.070
aCL 4 (8) 8 (3) 2.0 (0.6, 7.4) 0.28
Anti-ß2-GPI D4/5 16 (30) 47 (17) 2.2 (1.1, 4.4) 0.033

IgG/M Anti-PS/PT 11 (21) 51 (19) 1.5 (0.7, 3.2) 0.35
LAC** dRVVT 17 (39) 54 (23) 2.3 (1.1, 4.8) 0.022

* Adjusted for age, sex, and ethnicity. ** Forty-three patients did not have dilute Russell viper venom test (dRVVT) results available. Thus, the total number of
patients for the thrombosis group was 44, and the no-thrombosis group, 239. Anti-ß2-GPI: anti-ß2-glycoprotein I; anti-ß2-GPI D1: anti-ß2-glycoprotein I domain
1; aCL: anticardiolipin; anti-PS/PT: antiphosphatidylserine/prothrombin; LAC: lupus anticoagulant; anti-ß2-GPI D4/5: anti-ß2-glycoprotein I domain 4/5.
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alternative test to predict increased risk of thrombosis in
anticoagulated patients where LAC measurement is not
reliable. IgA isotype aPL antibodies are highly associated
with thrombosis in SLE. For stroke, only D4/5 IgA was
associated. These novel assays will require validation in
additional cohorts.

REFERENCES
1. Wilson WA, Gharavi AE, Koike T, Lockshin MD, Branch DW,

Piette JC, et al. International consensus statement on preliminary
classification criteria for definite antiphospholipid syndrome:
Report of an international workshop. Arthritis Rheum
1999;42:1309–11.

2. Miyakis S, Lockshin MD, Atsumi T, Branch DW, Brey RL, Cervera
R, et al. International consensus statement on an update of the
classification criteria for definite antiphospholipid syndrome (APS).
J Thromb Haemost 2006;4:295–306.

3. Roubey RA. Autoantibodies to phospholipid-binding plasma
proteins: A new view of lupus anticoagulants and other
 “antiphospholipid” antibodies. Blood 1994;84:2854–67.

4. Petri M, Rheinschmidt M, Whiting-O’Keefe Q, Hellmann D,
Corash L. The frequency of lupus anticoagulant in systemic lupus
erythematosus. A study of sixty consecutive patients by activated
partial thromboplastin time, Russell viper venom time, and
 anticardiolipin antibody level. Ann Intern Med 1987;106:524–31.

5. Galli M, Luciani D, Bertolini G, Barbui T. Lupus anticoagulants are
stronger risk factors for thrombosis than anticardiolipin antibodies
in the antiphospholipid syndrome: A systematic review of the
 literature. Blood 2003;101:1827-32.

6. Loeliger A. Prothrombin as a cofactor of the circulating
 anticoagulant in systemic lupus erythematosus. Thromb Diath
Haemorrh 1959;3:237-56.

7. Bertolaccini ML, Atsumi T, Koike T, Hughes GR, Khamashta MA.
Antiprothrombin antibodies detected in two different assay systems.
Prevalence and clinical significance in systemic lupus
 erythematosus. Thromb Haemost 2005;93:289-97.

8. Galli M, Beretta G, Daldossi M, Bevers EM, Barbui T. Different
anticoagulant and immunological properties of antiprothrombin
antibodies in patients with antiphospholipid antibodies. Thromb
Haemost 1997;77:486–91.

9. Petri M, Nelson L, Weimer F, Anderson D, Darlington T, Corash L.
The automated modified Russell viper venom time test for lupus
anticoagulant. J Rheumatol 1991;18:1823-5.

10. Matsuda J, Saitoh N, Gotoh M, Kawasugi K, Gohchi K, Tsukamoto
M. Phosphatidyl serine-dependent antiprothrombin antibody is
exclusive to patients with lupus anticoagulant. Br J Rheumatol
1996;35:589–91.

11. Atsumi T, Ieko M, Bertolaccini ML, Ichikawa K, Tsutsumi A,
Matsuura E, et al. Association of autoantibodies against
phosphatidylserine-prothrombin complex with manifestations of the
antiphospholipid syndrome and with the presence of lupus
 anticoagulant. Arthritis Rheum 2000;43:1982-93.

12. Ieko M, Nakabayashi T, Tarumi T, Yoshida M, Naito S, Atsumi T,
et al. [Phosphatidylserine-dependent anti-prothrombin antibody as a
new marker for the diagnosis of antiphospholipid syndrome. Article
in Japanese.] Rinsho Byori 2006;54:256-62.

13. Nojima J, Iwatani Y, Suehisa E, Kuratsune H, Kanakura Y. The
presence of anti-phosphatidylserine/prothrombin antibodies as risk
factor for both arterial and venous thrombosis in patients with
systemic lupus erythematosus. Haematologica 2006;91:699-702.

14. Jaskowski TD, Wilson AR, Hill HR, Branch WD, Tebo AE.
Autoantibodies against phosphatidylserine, prothrombin and
phosphatidylserine-prothrombin complex: Identical or distinct
diagnostic tools for antiphospholipid syndrome? Clin Chim Acta
2009;410:19-24. 

15. Puurunen M, Vaarala O, Julkunen H, Aho K, Palosuo T. Antibodies
to phospholipid-binding plasma proteins and occurrence of
 thrombosis in patients with systemic lupus erythematosus. Clin
Immunol Immunopathol 1996;80:16–22.

16. Pengo V, Biasiolo A, Brocco T, Tonetto S, Ruffatti A.
Autoantibodies to phospholipid-binding plasma proteins in patients
with thrombosis and phospholipid-reactive antibodies. Thromb
Haemost 1996;75:721–4.

17. Horbach DA, van Oort E, Donders RC, Derksen RH, de Groot PG.
Lupus anticoagulant is the strongest risk factor for both venous and
arterial thrombosis in patients with systemic lupus erythematosus.
Comparison between different assays for the detection of 
antiphospholipid antibodies. Thromb Haemost 1996;76:916–24.

18. Kalunian KC, Peter JB, Middlekauff HR, Sayre J, Ando DG,
Mangotich M, et al. Clinical significance of a single test for 
anti-cardiolipin antibodies in patients with systemic lupus 
erythematosus. Am J Med 1988;85:602-8.

19. Lopez LR, Santos ME, Espinoza LR, La Rosa FG. Clinical 
significance of immunoglobulin A versus immunoglobulins G and
M anti-cardiolipin antibodies in patients with systemic lupus
erythematosus. Correlation with thrombosis, thrombocytopenia, and
recurrent abortion. Am J Clin Pathol 1992;98:449-54.

20. Weidmann CE, Wallace DJ, Peter JB, Knight PJ, Bear MB,
Klinenberg JR. Studies of IgG, IgM and IgA antiphospholipid
antibody isotypes in systemic lupus erythematosus. J Rheumatol
1988;15:74-9.

21. Merkel PA, Chang Y, Pierangeli SS, Convery K, Harris EN,
Polisson RP. The prevalence and clinical associations of 
anticardiolipin antibodies in a large inception cohort of patients
with connective tissue diseases. Am J Med 1996;101:576-83.

22. Escalante A, Brey RL, Mitchell BD Jr, Dreiner U. Accuracy of
anticardiolipin antibodies in identifying a history of thrombosis
among patients with systemic lupus erythematosus. Am J Med
1995;98:559-65.

23. Lakos G, Kiss E, Regéczy N, Tarján P, Soltész P, Zeher M, et al.
Isotype distribution and clinical relevance of anti-beta 
2-glycoprotein I (beta 2-GPI) antibodies: Importance of IgA
isotype. Clin Exp Immunol 1999;117:574–9.

24. Lee SS, Cho ML, Joo YS, Kim WU, Hong YS, Min JK, et al.
Isotypes of anti-beta 2-glycoprotein I antibodies: Association with
thrombosis in patients with systemic lupus erythematosus. 
J Rheumatol 2001;28:520–4. 

25. Mehrani T, Petri M. Association of IgA anti-beta 2 glycoprotein I
with clinical and laboratory manifestations of systemic lupus
erythematosus. J Rheumatol 2011;38:64-8.

26. Samarkos M, Davies KA, Gordon C, Loizou S. Clinical 
significance of IgA anticardiolipin and anti-beta 2-GP1 antibodies
in patients with systemic lupus erythematosus and primary
antiphospholipid syndrome. Clin Rheumatol 2006;25:199–204.

27. Bertolaccini ML, Atsumi T, Escudero Contreras A, Khamashta MA,
Hughes GR. The value of IgA antiphospholipid testing for
diagnosis of antiphospholipid (Hughes) syndrome in systemic lupus
erythematosus. J Rheumatol 2001;28:2637–43.

28. Iverson GM, von Mühlen CA, Staub HL, Lassen AJ, Binder W,
Norman GL. Patients with atherosclerotic syndrome, negative in
anti-cardiolipin assays, make IgA autoantibodies that preferentially
target domain 4 of beta 2-GPI. J Autoimmun 2006;27:266-71.

29. Staub HL, Norman GL, Crowther T, da Cunha VR, Polanczyk A,
Bohn JM, et al. Antibodies to the atherosclerotic plaque 
components beta 2-glycoprotein I and heat-shock proteins as risk
factors for acute cerebral ischemia. Arq Neuropsiquiatr
2003;61:757-63.

30. de Laat B, Pengo V, Pabinger I, Musial J, Voskuyl AE, Bultink IE,
et al. The association between circulating antibodies against domain
1 of beta 2-glycoprotein and thrombosis: An international 
multicenter study. J Thromb Haemost 2009;7:1767-73.

5Akhter, et al: Anti-PS/PT and aPL in SLE 

Personal non-commercial use only. The Journal of Rheumatology Copyright © 2013. All rights reserved.

 www.jrheum.orgDownloaded on April 18, 2024 from 

http://www.jrheum.org/

