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Post COVID-19 sequelae: venous thromboembolism 
complicated by lower GI bleed
Malini Ashok Kumar, Madhavan Krishnaswamy, Judah Nijas Arul     

Images in…

To cite: Kumar MA, 
Krishnaswamy M, 
Arul JN. BMJ Case Rep 
2021;14:e241059. 
doi:10.1136/bcr-2020-
241059

General Medicine, Sri 
Ramachandra Medical College 
and Research Institute, Chennai, 
Tamil Nadu, India

Correspondence to
Dr Judah Nijas Arul;  
 judah. n. arul@ gmail. com

Accepted 10 January 2021

© BMJ Publishing Group 
Limited 2021. No commercial 
re- use. See rights and 
permissions. Published by BMJ.

DESCRIPTION
A 71- year- old man presented to our emergency 
department with reports of sudden onset breath-
lessness for 2 days and two episodes of frank blood 
in stools in the last 24 hours. Prior to these symp-
toms, the patient gave history of pain in the lower 
back region, which was present for the last 10 days 
along with swelling of both feet that was noticed 
around the same time. The patient was recently 
diagnosed to have severe COVID-19 infection and 
was treated for the same with intravenous steroid, 
low- molecular weight heparin (LMWH) and 
remdesivir. Initial d- dimer at the time of admission 
was 2.27 mg/L fibrinogen equivalent units (FEU). 
He was discharged 15 days before the onset of the 
current symptoms without any oral anticoagulant, 
d- dimer at discharge was 1.92 mg/L FEU.

On initial assessment, blood pressure was 
120/90 mm Hg, pulse rate was 114 bpm, respira-
tory rate was 24 cycles/min and room air oxygen 
saturation was 89%. Clinical examination of the 
cardiovascular, respiratory and gastrointestinal (GI) 
systems was otherwise found to be normal.

Blood investigations revealed haemoglobin 
61.2 g/L, packed cell volume 19.4% and platelet 
count 90x109/L. Coagulation profile done showed 
International Normalised Ratio (INR) 1.36, partial 
thromboplastin time 35.5 s (control 26.3 s), fibrin-
ogen 373 mg/dL and d- dimer 14.72 mg/L FEU. 
Renal function test revealed a prerenal pattern 
acute kidney injury (blood urea nitrogen 24 mg/
dL and creatinine 1.3 mg/dL). ECG showed sinus 
tachycardia with no ST- T changes.

CT for pulmonary angiogram was done, which 
showed acute pulmonary thromboembolism 
involving the segmental and subsegmental branches 
of bilateral lower lobes. Abdominal angiogram 
showed a small thrombus of 9.6 mm is seen in the 
left renal vein and a small thrombus (9×8 mm) in 
the inferior vena cava. Postcontrast images revealed 
progressive accumulation of contrast material in the 
dependent portion of the terminal ileum suggestion 
an active bleed. Bilateral lower limb venous doppler 
ruled out the presence of deep vein thrombosis 
(figure 1).

In view of venous thromboembolism (VTE) with 
concomitant lower GI bleeding, the interventional 
radiology team was involved. Patient underwent 
digital subtraction angiogram, which revealed active 
leak in the right ileac fossa supplied by the marginal 
branches of ileocecal artery. Poly- vinyl alcohol and 
gel foam embolisation were done and haemostasis 
was achieved (figure 2).

Patient was then initiated on anticoagulation with 
LMWH and was monitored in the intensive care 
unit. There was clinical recovery and no further 
episodes of haematochezia.

COVID-19 infection is associated with hyper-
coagulability.1 Increased risk of developing deep 
vein thrombosis and pulmonary thromboembolism 
(cumulative incidence of 2.5%) has been noted in 
patients who have recovered from COVID-19.2 It 

Figure 1 CT angiogram showing: (A) left renal vein 
thrombus (red arrow), (B) inferior vena caval thrombus 
(red arrow), (C) contrast leak seen in the ileum (red 
arrow) and (D) segmental and subsegmental pulmonary 
thromboembolism (red arrow).

Figure 2 Digital subtraction angiography showing 
bleed from the ileocecal artery (yellow arrow).
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has been advised to prescribe patients with oral anticoagulant 
for 30 days in those who have an increased risk for VTE.3 Our 
patient happens to be the first case to be reported in the clinical 
literature to have presented with both VTE and ongoing bleed 
while not on prophylactic anticoagulation. The exact pathology 
that resulted in the GI bleed was not evaluated for as the patient 
did not consent for a colonoscopy. Nevertheless, the incidence 
of clinically significant bleeding in patients who have recovered 
from COVID-19 (not receiving prophylactic anticoagulation) 
was found to be 0.7%.2 Our patient manifested with features 
resultant of both pulmonary thromboembolism and volume 
depletion secondary to GI blood loss. Treatment is a challenge in 
such patients, given the presentation of venous thrombosis with 
ongoing haemorrhage.
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Learning points

 ► COVID-19 infection leads to a hypercoagulable state.
 ► Patients who have recovered from COVID-19 infection require 
appropriate follow- up postdischarge for a period of at least 
30 days.

 ► Patients at higher risk for thrombosis require prolonged 
anticoagulation following discharge while being monitoring 
for presence of bleeding manifestations.
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