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INTRODUCTION:
Antiphospholipid syndrome (APS) is an autoimmune disorder 
characterized by arterial, venous, or small vessel thromboembolic 
events. Ischemic stroke is the most common and severe arterial 
complication of APS and one of the leading causes of mortality in this 
population, making the development of diagnostic tools capable of 
identifying patients with APS at high risk of developing stroke of 

1utmost importance.  The stroke mechanism in APS patients can 
involve both embolic and thrombotic processes. 

CASE REPORT:
A 30 year man presented with acute onset left upper limb weakness for 
and right partial seizures 2 months back. Weakness improved around 
40% over last 2 months. He had no history of TIA, hypertension, 
diabetes mellitus and smoking but his father had stroke.  There was no 
history of arthritis, skin rash or photosensitivity. Neurological 
examination revealed left upper limb power 4+/5 without sensory or 
cerebellar signs. All deep tendon reflexes were brisk. ESR, hematocrit, 
blood sugar, lipid profile and echocardiography were normal. VDRL, 
RA factor, ANA, LE cell were negative. Lupus anticoagulants 1 & 2 
were positive, but anticardiolipin (aCL) was negative. Repeat Lupus 
anticoagulants 1 & 2 after 3 months also were positive. He was 

2diagnosed as a case of APS.  Brain MRI (Figure 1) showed internal 
borderzone infarcts at corona radiata (Figure A), centrum semiovale 
(Figure B), cerebellum (Figure C); and infarcts at subcortical white 
matter. Brain MRA showed normal extra-cranial (Figure D) and intra-
cranial arteries (Figure E). Echocardiography did not reveled mitral & 
aortic valve abnormalities or vegetations. (Figure F).

Figure 1: Brain MRI shows: internal borderzone infarcts at corona 
radiata (Figure A), centrum semiovale (Figure B). Figure C shows 

cerebellar borderzone infarcts.  Brain MRA shows normal extra-
cranial arteries (Figure D) and intra-cranial arteries (Figure E). Figure 
F shows normal echocardiography.

DISCUSSION:
Borderzone infarcts are usually caused by hemodynamic failure due to 
severe arterial stenosis/ occlusion or microembolism but this case had 
normal MRA and echocardiography. Borderzone infarcts are rarely 
described with APS. It may be caused by occlusion of small 

3penetrating or pial arteries due to hypercoagualibilty or vasculitis.

Ricarte et al studied the frequency of brain MRI abnormalities in 
patients with primary antiphospholipid syndrome, secondary 

4antiphospholipid syndrome and SLE and correlate to TCD findings.  
The study, conducted over four years and included 22 primary 
antiphospholipid syndrome patients, 24 secondary antiphospholipid 
syndrome patients, 27 SLE patients without APS and 21 healthy 
controls. Patients with intracranial stenosis presented a higher 
frequency of territorial, lacunar and border zone infarcts, suggesting 
that evaluating the intracranial vasculature should not be neglected in 
patients with APS and stroke. Mimori et al described a case of 53-year-
old woman without a past medical history presented with a headache 
and numbness of the right fingers. Brain MRI showed a recurrence of 
acute ischemic stroke in the same left MCA watershed area and the 
right cerebellar hemisphere without visible intracranial artery stenosis 
in magnetic resonance angiography. Blood tests revealed positive 
anticardiolipin (aCL) and aCL beta-2-glycoprotein I antibodies (aCL-

5 β2GPI). Our case is similar to the case described by Mimori et al. Our 
case had Antiphospholipid syndromeprimary  with cerebral 
borderzone infarcts in anterior and posterior circulation without 
intracranial arterial stenosis, which is infrequently described 
previously. 

CONCLUSION:
APS should be considered a differential diagnosis of borderzone 
infarcts in anterior & posterior circulation without intracranial arterial 
stenosis.
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ABSTRACT
Antiphospholipid antibodies (APLA) are associated with anti-phospholipid syndrome (APS), a thrombotic disorder. Antiphospholipid syndrome 
(APS) is a multisystemic autoimmune disorder. The hallmark of APS comprises the persistent presence of APLAs in the setting of arterial and 
venous thrombus or pregnancy loss. APS can be primary when there is no evidence of autoimmune disease or secondary to autoimmune processes, 
such as systemic lupus erythematosus (SLE), in 40% of cases. The most common sites for venous and arterial thrombosis are the lower limbs and 
cerebral arterial circulation, respectively. However, thrombosis can occur in any organ. We are describing a rare case of primary Antiphospholipid 
syndrome (APS) presented with of cerebral borderzone infarcts in anterior and posterior circulation without intracranial arterial stenosis. 
Borderzone infarcts are rarely described with APS. Lupus anticoagulants 1 & 2 were positive in the patient.
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