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Périartérite noueuse et Rituximab 
 

Cette fiche de recueil est à retourner à l’attention de Céline COZIC 

Adresse : service de rhumatologie du Pr Mariette 

                  75, rue du général Leclerc 

                  CHU Bicêtre 

                  94275  Le Kremlin Bicêtre 

mail : cline.cozic@yahoo.fr 

fax : 01 45 21 37 57 

 

 

 

NOM :  |___||___||___| 

Prénom : |___||___||___| 

Sexe :     Homme �    Femme� 

Date de naissance (JJ/MM/AAAA) : |___|___| / |___|___| /|___|___|___|___| 

Médecin :………………………………… Hôpital :…………………………………… 

Mail :………………………………………. 

 

 

 

Merci de fournir les comptes rendus d’histologie et/ou 
d’artériographie ou autres examens ayant permis de 

poser le diagnostic 

Merci de nous faire parvenir les compterendus 
d’hospitalisation  et de consultations 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DONNEES CLINIQUES DE LA PAN 
Date de diagnostic (JJ/MM/AAAA) : |___|___| / |___|___| /|___|___|___|___| 

 

Critères diagnostiques ACR initialement présents (cocher les critères 
présents chez votre patient ) : 

 

 amaigrissement : 4 kg depuis le début de la maladie, sans cause diététique 

 livedo reticularis 

 orchite non infectieuse, non traumatique 

 myalgies, faiblesse musculaire, douleur des membres 

 mono, multi ou polynévrite 

 pression artérielle diastolique >90 mmHg 

 insuffisance rénale organique : urée > 0.40 g/l : créatinine > 15 mg/l sans cause obstructive 

 anomalies de l’artériographie coeliomésentérique ou rénale : sténoses artérielles ou anévrysmes 
n’étant pas d’origine  athéromateuse ou en rapport avec une dysplasie fibromusculaire 

  infiltrat de granulocytes ou de cellules mononucléés  dans la paroi des vaisseaux de petit ou 
moyen calibre. 

 

(Merci de fournir les comptes rendus d’histologie et/ou 
d’artériographie ) 

 

Statut Hépatite virales (VHB)  

 Sérologie VHB : Ac anti‐HBc    Ac anti‐HBs    Ag HBs   

 Si+: DNA viral (PCR) 

 Sérologie VHC :  négative     ‐ positive  , si + : PCR VHC : ……… 

  

Statut ANCA 

 ANCA :  négatif     ‐ positif   

 Si +, préciser type :  p‐ANCA   , anti‐MPO     c‐ANCA  , anti‐PR3   Autre  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 Ancien Présent le 
jour du ttt 

NON Si, oui préciser le type : 

Signes généraux     Fièvre ≥ 38° 
 Perte de poids > 5% 

Autre :…………………………………. 
Atteinte cutanée     Purpura  

 Livedo  
 Nodules  
 Ulcère 

Autre :…………………………………. 
Atteinte 
articulaire  

    Arthralgies  
 Arthrites  

Atteinte 
musculaire 
(myosite) 

    Myalgies  
 Myosite  
 Elévation des enzymes musculaires 
 Vascularite histologiquement prouvée 

Atteinte 
pulmonaire 

    Toux  
 Infiltrats pulmonaires 
 Pleurésie 

Atteinte rénale / 
urologique 

 

    Orchite, atteinte testiculaire 
 HTA sévère 
 Hématurie 
 Insuffisance rénale 
 Microanévrysmes 
 OMI 

Atteinte neuro 
centrale 

   Précisez :…………………………………. 

Atteinte 
neurologique 
périphérique 

    Polyneuropathie sensitive et motrice  
 Multinévrite  
 Vascularite histologiquement prouvée 

Atteinte digestive     Douleur abdominales 
 Saignement 
 Perforation 
 Pancréatite 
 cholécystite 
 Manifestation ayant nécessité une 

chirurgie 
 Autre :……………………………….. 

Atteinte cardio-
vasculaire 

    Myocardite 
 Péricardite 
 Ischémie distale / claudication 

Localisation :…………………………. 
 Nécrose  distale  

Localisation : …………………………. 
Atteinte 
ophtalmique 

    Vascularite rétinienne 

Autres Atteintes     Précisez : ………………………… 

Micro 
anévrismes  

    Rénaux 
 Mésentériques 
 Autres :………………………. 
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TRAITEMENTS ANTERIEURS POUR LA PAN   

Précisez les dates 

  

 Cyclophosphamide IV :                                

si oui, dose cumulée en grammes :……………. 

 Cyclophosphamide per os :                          

si oui dose cumulée en grammes :…………….. 

 Echanges plasmatiques  

si oui nombre et dates :…………….. 

 Méthotrexate                                                   

 Azathioprine                                                

 Cellcept                                                         

 IG IV                                                              

 Autre : ……………………………………….       

 Traitement anti‐viral   (type et dates)        

                            

AUTRES ANTECEDENTS 
 

Cardio-vasculaire 

 HTA            

 Diabète                                                        

 Tabac                                                                 

 Dyslipidémie                                                        

 Angor                                                                   

 Autre : ……………………………………………………………………….. 

 

Insuffisance d’organes ( préciser l’origine ) : 

 Insuffisance rénale                                    

 Insuffisance respiratoire                           

 Insuffisance hépatique                                

 Insuffisance cardiaque                               



  5 

Infection sévère :         

Si oui, précision :…………………………………………………………………… 

Déficit immunitaire :      

Si oui, précision :…………………………………………………………………… 

Cancer :                                       

Si oui, année du diagnostic : ……………………………………… 

Type :………………………………………………………………Rémission :           oui             non    

Allergie sévère :                        

Maladie auto-immune :           

Si oui, précision :……………………………………………………………… 

 

TRAITEMENT PAR RITUXIMAB 
 

Indication du traitement par Rituximab  

 Vascularite réfractaire                                   

 Corticodépendance            si oui, dose :…………….                                             

                Echec d’un autre immunosuppresseur        si oui, lequel :……………………………… 

               Autre indication :………………………………………………………………………………. 

 

Précisez l’indication (atteinte pour laquelle le traitement est introduit) et les autres signes 
présents au moment du traitement 

…………………………………………………………………………………………………………………………………….…………………………
………………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………… 

 

FFS au moment du début du   traitement :  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BVAS au moment de la première perfusion  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Biologie avant la 1ère perfusion   

Hb :…………………… 

Plaquettes :…………….. 

GB :……………        PNN :……………… 

Lymphocytes B :………… cellules/m3 

CRP :……………………………             Créatinine : ……………………….. 

Taux de gammaglobulines :………          Ig G :…….          Ig A :……..        Ig M :……  

 

 Modalités de traitement    

 

Rituximab 1g x 2                                           375mg/m2 x 4                  

 

Autres modalités de traitement :…………………………………………………………… 

 

Date de la 1ère perfusion :……………………………………………………………………….. 

 

Traitements de fond associés :……………………………………………………………….. 

 

Corticoïdes :                          si oui, dose:…………….               

   

Prémédication reçue : 

 prednisone         si oui dose :………                           anti‐H1                                                 paracétamol                                     

 

                                              Visite de suivi (à ~ 6 mois)   

       
Si la visite n’a pas eu lieu à 6 mois précisez les dates : 

 

Evaluation de l’efficacité globale du traitement :           oui                     non   

 sur les signes cliniques                                                       

 sur la corticodépendance 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Précisez :………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………… 

 

Sinon, précisez le traitement pris en relais et son efficacité : 

……………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………… 

 

 

Modification du traitement de fond depuis la perfusion de Rituximab : 

                OUI                                                 NON 

si oui précision :………………………………………………………………………………… 

 

Modification de la corticothérapie depuis la perfusion de Rituximab : 

                OUI                                                 NON 

si oui dose :………… 

 

Suivi biologique à 6 mois :   ‐  CRP :……… 

                                                         ‐ LB : ………… 

                                                         ‐ Taux de gammaglobulines :………… 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BVAS à 6 mois:  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Effets indésirables  

 

 Réactions à la perfusion                                                   

si oui, précisions :…………………………………………………………………. 

 Maladie sérique                                                                 

 Décès                                                                                      

 Infections sévères :                                                            

si oui, nature de l’infection :……………………………………………………. 

           délai par rapport à la perfusion de Rituximab :………………………….. 

           traitements associés :……………………………………………………… 

 

 Thrombose                                                                           

 Maladie auto‐immune                                                         

 Vascularite                                                                              

 Cancer                                                                                        

si oui, précisions :…………………………………………………………………………………… 

 Cytopénies                                                                                

 Hospitalisations :                                                                    

si oui, précisions :…………………………………………………………………….. 

 Autres :…………………………………………………………………… 

 

Rechute  après traitement    

 

              OUI                                                  NON                 

 

si oui, date de la rechute :………………………………………... 

signes cliniques à la rechute : :………………………………………... ………………………………………...………… …………………… 
……………...…………………………………...………………………………………...………………………… 
……………...………………………………………...……………………………………….…………………………………………… 

 

si non, date des dernières nouvelles (JJ/MM/AAAA) : |___|___| / |___|___| /|___|___|___|___| 

Etat aux dernières nouvelles : :………………………………………... ………………………………………...………… …………………… 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Retraitement par rituximab   

 

               OUI                                                  NON                      

 
si non, motif :     traitement inefficace 

                              absence de rechute 

                            choix d’une autre molécule  

 

 

si oui,  motif :    rechute  

                            retraitement systématique  

 

 

Pour chaque retraitement merci de compléter de nouveau les feuilles 5 à 11. 

Merci de nous faire parvenir les compterendus d’hospitalisation 

 


