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After consultation, the patient was transferred 
to the Department of Hematology with a suspi‑
cion of immune thrombocytopenia / VITT. On 
admission, she presented with severe abdominal 
pain. Laboratory tests showed profound thrombo‑
cytopenia (14 G/l), anemia (hemoglobin, 90 g/l), 
hypofibrinogenemia (1.42 g/l; reference range, 
2–3.9 g/l), an increased D ‑dimer concentration 
(62.64 mg/l fibrinogen equivalent units; reference 
range, 0–0.5 mg/l fibrinogen equivalent units), 
and normal PT and APTT. The lower gastroin‑
testinal bleeding continued. Two hours after ad‑
mission, the patient developed severe lower left 
limb pain. Computed tomography angiography 
of the abdomen and lower limbs showed abdom‑
inal aortic thrombosis, common left and right il‑
iac artery thrombosis (saddle embolus), swollen 
walls of the transverse, ascending colon, and ce‑
cum, splenic infarction, and a massive amount 
of free intraperitoneal fluid (fluid depth up to 
5 cm) (FIGurE 1A –1E). Pulmonary angiography re‑
vealed signs of segmental pulmonary artery em‑
bolism (FIGurE 1F).

Due to critical left limb ischemia, threaten‑
ing amputation, the patient required emergen‑
cy vascular surgery. Considering the substantial 
probability of VITT, intravenous immunoglob‑
ulins (1 g/kg of body weight) and intravenous 
steroids (dexamethasone, 40 mg) were adminis‑
tered. In preparation for vascular surgery, the pa‑
tient received 6 units of platelet concentrate. De‑
spite intensive treatment, her condition worsened 
dramatically, leading to death 12 hours after ad‑
mission. The autopsy confirmed thrombosis of 
the common iliac artery, pulmonary embolism, 

Vaccine ‑induced immune thrombotic thrombo‑
cytopenia (VITT) has become a new diagnostic 
and therapeutic challenge in the era of COVID ‑19 
prevention. The vast majority of reported VITT 
cases have occurred following adenoviral vector‑
‑based vaccination with ChAdOx1 nCoV ‑19 (Ox‑
ford / AstraZeneca)1 or Ad26.COV2.S (Janssen; 
Johnson & Johnson).2 The pathophysiology 
of this syndrome involves the presence of im‑
munoglobulin (Ig) G antibodies; these identi‑
fy platelet factor 4 (PF4), resulting in platelet 
activation and a broad spectrum of thrombot‑
ic complications.3

A 43 ‑year ‑old woman was referred to the emer‑
gency department due to severe abdominal pain 
and bloody diarrhea that started several hours 
previously. Her medical history included a gas‑
tric ulcer several years ago, smoking, chronic ob‑
structive pulmonary disease, and Ad26.COV2.S 
vaccination 9 days before hospitalization. Com‑
plete blood count (CBC) revealed severe throm‑
bocytopenia (platelets, 7 G/l; reference range, 
150–400 G/l); the hemoglobin level (125 g/l; ref‑
erence range, 112–150 g/l) and leukocyte count 
(9.2 G/l; reference range, 4.4–11.3 G/l) were with‑
in the reference ranges. Prothrombin time (PT) 
and activated partial thromboplastin time (APTT) 
were normal. A high concentration of C ‑reactive 
protein (102 mg/l; reference range, 0–5 mg/l) was 
observed. Rectal examination revealed bloody 
stools. Control CBC showed a drop in the hemo‑
globin level to 103 g/l. The patient received 5 units 
of platelet concentrate to stop the ongoing low‑
er gastrointestinal bleeding, which led to an in‑
crease in platelet count to 104 G/l.
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addition, it cannot be excluded that the platelet 
transfusions administered to control the bleed‑
ing and before the surgery contributed to the de‑
velopment and progression of thrombosis, pre‑
dominantly in the arterial bed.
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necrotic lesions in the colon, splenic rupture, and 
a gastric ulcer. A strongly positive result of anti‑
‑PF4 IgG antibodies by enzyme ‑linked immuno‑
sorbent assay (optical density, 3.8; optical densi‑
ty >0.4 is considered a positive result) confirmed 
the diagnosis of VITT.

In the presented case, a combination of bleed‑
ing and multiple ‑site thrombosis (arterial and 
venous) was observed. The extent of thrombotic 
complications suggests that the patient may also 
have had congenital or acquired thrombophilia. In 

FIGurE 1  Computed tomography angiography imaging of a patient with vaccine ‑induced immune thrombotic 
thrombocytopenia; A – abdominal aortic thrombosis (cross ‑sectional view) (arrow); B – common iliac artery thrombosis 
(cross ‑sectional view) (arrows); C – common left and right iliac artery thrombosis (saddle embolus; arrows) (coronal 
view); D – splenic infarction and rupture (arrow); E – free fluid / blood surrounding the uterus (arrows); F – segmental 
pulmonary embolism (arrow)
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