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Letters to the editor
A case of unusual mild clinical presentation of COVID19 vaccine-induced immune thrombotic
thrombocytopenia with splanchnic vein thrombosis

To the editor
Much effort has been executed in developing and testing the
effectiveness and safety of vaccines for SARS-CoV-2 (Coronavirus
COVID-19) in the currently ongoing pandemic. One of the vaccines
that has been approved on the global market is the AstraZeneca ChAdOx1 nCov-19 vaccine [1, 2]. Strict documentation of complications
and side effects enabled us to gain insight into the potential risks of
the vaccine [1, 2]. Since its introduction cases have been reported
with complications such as thrombosis, thrombocytopenia and coagulation disorders such as a deviating D-dimer count and abnormalities in the international normalized ratio, partial thromboplastin
time or ﬁbrinogen level. Potentially, this resulted in cerebral venous
sinus thrombosis (CVST), splanchnic vein thrombosis (SVT), as well as
arterial thrombosis [3−6].
With great interest we have read the editorial article entitled
‘COVID-19 vaccine-induced immune thrombotic thrombocytopenia:
An emerging cause of splanchnic vein thrombosis.’ that was published in the April’s issue of the journal [7]. In this article, the authors
propose a stepwise protocol for clinicians aiming to detect the clinical
cases of vaccine-induced immune thrombotic thrombocytopenia
(VITT) so that adequate therapy can be administered in a timely matter. Regarding SVT in particular, the authors advise to further investigate patients with abdominal symptoms after receiving the
AstraZeneca ChAdOx1 nCov-19 vaccine. The associated symptoms
that were listed contained: severe abdominal pain, nausea/vomiting,
melena or haematochezia and/or persistent high fevers. Although
this may be adequate for most cases, we hereby report a case of VITT
with SVT that was presented to our emergency department (ED) with
a rather mild symptomatology.
A 61-year old female without relevant medical history was admitted to our ED with mild abdominal pain and mild nausea. Both symptoms were continuously present and not related to activities or food
intake. The patient did not experience vomitus, melena, fever or
other symptoms the editorial mentioned. Nor did the patient have
any urogenital, cardiovascular or respiratory symptoms. The Numeric
Rating Scale for pain was 4 out of 10 and the symptoms were under
control after administration of acetaminophen. She received the
AstraZeneca vaccine 2 weeks prior to admittance.
Physical examination of heart, lungs, abdomen and extremities
revealed solely diffuse tenderness in the entire abdomen upon deep
palpitation. There were no masses or ﬂuctuations palpable, nor were
there signs of an acute abdomen. Vital signs: pulse of 117 bpm, blood
pressure of 163/95 mmHg, oxygen saturation of 99% and a body temperature of 36.5°C. Additional blood tests revealed thrombocytopenia
of 52 £ 109/L and a d-dimer count >35.000 mcg/L. C-reactive protein

was elevated to 151 mg/L. No other deviating values were found in
electrolytes, haemoglobin level, liver enzymes or kidney function.
The combination of recent administration of the AstraZeneca vaccine, thrombocytopenia and a high d-dimer count warranted a Computed Tomography Angiography (CTA) of the thorax and abdomen.
Our differential diagnosis consisted of VITT, arterial thrombosis, or an
intra-abdominal infection. CTA revealed extensive SVT in the superior
mesenteric vein, splenic vein and portal vein. This ﬁnding combined
with thrombocytopenia and the administration of the AstraZeneca
vaccine 14 days prior to presentation further pointed towards a case
of VITT. For conﬁrmation, a particle gel immunoassay for heparin
antibodies was performed, followed by a conﬁrmation PF4/heparin
ELISA and HIPAA tests. The immunoassay was negative as expected,
since a positive outcome occurs if a patient was administered heparin
and antibodies against heparin are developed. The deﬁnitive ELISA
and HIPAA tests were positive and thus indicated VITT as the ultimate
diagnosis.
Treatment with rivaroxaban 15mg twice a day was initiated
immediately as SVT was observed on the CTA. Additionally, after the
positive ELISA test for VITT, treatment with intravenous immunoglobulin (IVIG) was initiated. Discharge followed after administration
of IVIG for two days. Monitoring of the patients’ blood showed a rise
in thrombocytes to 129 109/l after 2 days of IVIG administration.
Treatment with rivaroxaban was continued for a total of three
months. During follow-up two weeks after discharge, the patient
reported the symptoms to be signiﬁcantly less. No additional blood
test were performed at that time. The patient continues to be monitored.
In summary, the editorial article [7] and its recommendations are
not all-encompassing in detecting VITT. In response, we present a
case of VITT with SVT following the administration of AstraZeneca
vaccine. The patient in this case presented with mild symptomology
unlike the patients described in the editorial article [7]. We conclude
that even in patients presenting with mild abdominal symptoms after
receiving the AstraZeneca vaccine there is a possibility of VITT. Our
case had none of the symptoms that were listed in the stepwise protocol of the editorial article [7] as potentially pointing towards VITT
with SVT. This patient would have been overlooked if the protocol
was followed with the risk of progression of thrombosis and more
life-threatening symptoms. Thankfully, early detection was achieved.
In conclusion, mild abdominal symptoms do not exclude the presence of VITT. Therefore, we propose that in patients with mild
abdominal symptoms after a recent vaccination with AstraZeneca
ChAdOx1 nCov-19 vaccine should also be considered in the step-wise
protocol to detect VITT. Furthermore, additional blood tests for platelet count and D-dimer can lead to the correct diagnosis.
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