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a b s t r a c t 

Thrombosis that occurs in coronavirus disease 19 (COVID-19) is a serious complication and a critical as- 

pect of pathogenesis in the disease progression. Although thrombocytopenia is uncommon in the ini- 

tial presentation, it may also reflect disease severity due to the ability of severe acute respiratory syn- 

drome coronavirus 2 (SARS-CoV-2) to activate platelets. This occurs directly through the spike protein- 

angiotensin converting enzyme 2 (ACE2) interaction and indirectly by coagulation and inflammation ac- 

tivation. Dysregulation in both innate and adaptive immune systems is another critical factor that causes 

thrombosis and thrombocytopenia in COVID-19. 

Vaccination is the most potent and effective tool to mitigate COVID-19; however, rare side effects, 

namely vaccine-induced immune thrombotic thrombocytopenia (VITT)/thrombosis with thrombocytope- 

nia syndrome (TTS) can occur following adenovirus-vectored vaccine administration. VITT/TTS is rare, and 

thrombocytopenia can be the clue to detect this serious complication. It is important to consider that 

thrombocytopenia and/or thromboembolism are not events limited to post-vaccination with vectored vac- 

cine, but are also seen rarely after vaccination with other vaccines. 

Various conditions mimic VITT/TTS, and it is vital to achieving the correct diagnosis at an earlier stage. 

Antiplatelet factor 4 (PF4) antibody detection by the enzyme-linked immunosorbent assay (ELISA) is used 

for diagnosing VITT/TTS. However, false-positive rates also occur in vaccinated people, who do not show 

any thrombosis or thrombocytopenia. Vaccinated people with messenger RNA vaccine can show posi- 

tive but low density and non-functional in terms of platelet aggregation, it is vital to check the optical 

density. If anti-PF4 ELISA is not available, discriminating other conditions such as antiphospholipid syn- 

drome, thrombotic thrombocytopenic purpura, immune thrombocytopenic purpura, systemic lupus ery- 

thematosus, and hemophagocytic syndrome/hemophagocytic lymphohistiocytosis is critical when the pa- 

tients show thrombosis with thrombocytopenia after COVID-19 vaccination. 

© 2022 Elsevier Inc. All rights reserved. 
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Coronavirus disease 2019 (COVID-19) is highly thrombogenic, 

eflecting multiple thromboinflammatory pathways, including cel- 

ular, tissue, and endothelial injury in the pathogenesis of COVID- 

9 [1] . Distinct from the thrombogenicity in COVID-19, a pe- 

uliar thrombotic and thrombocytopenic complication can occur 

fter vaccination with adenovirus-vectored vaccines, known al- 
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ernatively as vaccine-induced immune thrombotic thrombocy- 

openia (VITT) or thrombosis with thrombocytopenia syndrome 

TTS) [ 2 , 3 ]. Although the incidence is low, thrombotic events with 

r without thrombocytopenia can occur after vaccination with 

ll vaccines, and they are easily misdiagnosed as TTS/VITT [4] . 

hese post-vaccination thromboses/thrombocytopenia mechanisms 

re not fully elucidated; however, the presence of common im- 

une derangements as recognized in COVID-19-associated coagu- 

opathy is suspected [5] . One year has passed since the COVID-19 

accine programs were initiated, and cases of post-vaccine throm- 

osis have been reported with the increasing numbers of vaccina- 

ions. Since the number of potential thrombosis/thrombocytopenia 

ases will inevitably increase along with the growing number of 

accine recipients, we summarize the current knowledge regarding 

he thrombotic and/or thrombocytopenic disorders reported with 
he COVID-19 vaccinations. 
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hrombosis 

OVID-19 

According to a US registry, the incidence of thrombotic com- 

lications in patients with COVID-19 is high: 2.6% in non-critically 

ll hospitalized patients and 35.3% in critically ill patients [6] . The 

athophysiology of thrombosis is complex, but pneumocytes in- 

ected by severe acute respiratory syndrome coronavirus 2 (SARS- 

oV-2) trigger local inflammation, tissue damage, and microvascu- 

ar thrombosis within the lung [7] . Subsequently, inflammation, co- 

gulopathy, and endothelial damage expand systemically in severe 

ases. Such a pathway resembles that recognized in sepsis-induced 

oagulopathy, which can progress to overt disseminated intravas- 

ular coagulation and thrombosis [8] . 

In addition to the mechanisms mentioned above, COVID-19 

pecific pathways of coagulation activation can also occur. SARS- 

oV-2 infects host cells through the binding of spike protein to 

ngiotensin-converting enzyme 2 (ACE2) receptors which are ex- 

ressed on monocytes, macrophages, platelets, and endothelial 

ells. In endothelial cells and platelets, spike protein-ACE2 bind- 

ng shifts their function toward procoagulant and thrombogenic 

9] . Zheng et al. [10] found that the spike protein can competi- 

ively inhibit binding of antithrombin and heparin cofactor II to 

eparan sulfate of the endothelial glycocalyx, causing increased 

hrombogenicity, mechanisms that further contribute to COVID- 

9-associated coagulopathy. However, spike protein-induced coag- 

lopathy may also provide a potential explanation also for rare 

pisodes of thrombosis reported post-vaccination. 

In COVID-19 injury, the lung microvasculature is an initial site 

f thrombus formation, but thrombosis can occur extrapulmonary 

s well. Thromboses in cerebral venous sinuses, and splanchnic 

eins (portal, mesenteric) are the hallmarks of VITT/TTS, but the 

ncidence of these unusual thromboses is also increased in COVID- 

9. Taquet et al. [11] reported the incidences of cerebral venous si- 

us thrombosis (CVST) and portal vein thrombosis two weeks fol- 

owing COVID-19 diagnosis to be 42.8 per million people (95% con- 

dence interval [CI], 28.5–64.2) and 392.3 per million people (95% 

I, 342.8–448.9), respectively, and those incidences were higher 

han those in vaccinated non-COVID matched cohorts. Because of 

mmunopathogenic mechanisms of COVID-19 injury, there are sig- 

ificant similarities to those in autoimmune diseases, and as a re- 

ult, it is not surprising that COVID-19-associated coagulopathy can 

resent similarly to other autoimmune thrombotic diseases, such 

s antiphospholipid syndrome (APS), thrombotic thrombocytopenic 

urpura (TTP), and systemic lupus erythematosus (SLE) [12] . 

irus-vectored vaccine 

Within six months after the initiation of vaccination, extremely 

are but unique thromboembolic events with thrombocytopenia 

hat typically present in CVST and splanchnic vein thromboses 

ere reported [ 2 , 3 ]. Although the pathophysiology has not been 

ully elucidated, high levels of platelet-activating antiplatelet factor 

 (PF4)/polyanion antibodies have been implicated [13] . Ordinary 

vaccine-unrelated) thrombosis in cerebral veins typically devel- 

ps independently of anti-PF4/polyanion antibodies. Sánchez van 

ammen et al. [14] examined the blood samples in 952 CVST ob- 

ained pre-COVID-19 era and reported 8.4% had mild thrombocy- 

openia, and only one patient was positive for anti-PF4/heparin an- 

ibodies. Thus, the mechanism of vaccine-unrelated CVST may dif- 

er from that of VITT/TTS. In another study, 213 post-vaccination 

VST cases (ChAdOx1 [Oxford/AstraZeneca]: 187 cases, BNT162b2 

Pfizer-BioNTech]: 25 cases, messenger RNA-1273 (mRNA) [Mod- 

rna]: 1 case) were reported to the European Medicines Agency 

s analyzed. Thrombocytopenia was reported in 107 cases (57%) in 
250 
hAdOx1 group, and none showed thrombocytopenia in the mRNA 

accine group. Ad26.COV2 vaccine 

Although the anti-PF4 antibody was not examined, VITT/TTS is 

lso recognized after Ad26.COV2 (Johnson & Johnson/Janssen) vac- 

ination and suspected to occur only after the vaccination with 

denovirus-vectored vaccines [ 15 , 16 ]. 

The mechanism of VITT/TTS resembles that of heparin-induced 

hrombocytopenia (HIT), as both reflect a pathogenic role for 

latelet-activating anti-PF4 antibodies. The causative IgG anti- 

F4/polyanion antibody induces platelet activation and aggregation 

y cross-linking Fc γ receptor IIA on platelets and leads to throm- 

osis [17] . Interestingly, this antibody binds to the heparin-binding 

ite on PF4, whereas HIT antibodies typically bind to heparin- 

ependent antigens elsewhere on PF4 [18] . In the case of VITT/TTS, 

he immune-triggering source of polyanion is still uncertain, but 

NA from the vector adenovirus, other vaccine components, in- 

luding hexon protein, and DNA from neutrophil extracellular traps 

re the possible candidates [ 19 , 20 ]. Even those are the cases, the

ystery is the lack of similar VITT/TTS-like events in the peo- 

le who received other adenovirus-vectored vaccines such as Ebola 

nd AIDS vaccines [21] . If the vector-adenovirus cannot explain the 

hole story, other missing factors should be involved in the de- 

elopment of VITT/TTS. One possibility is that the spike protein 

lays a key role in developing thrombosis [5] . Since platelets ex- 

ress high levels of ACE2 [22] , and the spike protein stimulates 

he release of PF4 from platelets, this spike protein-induced PF4 re- 

ease can be the connecting link of VITT/TTS pathogenesis ( Fig. 1 ). 

n the other hand, the mechanism cannot be explained by the 

ross-reactivity between spike protein and PF4 because anti-PF4 

ntibody does not react with the spike protein [23] . 

Do thromboembolic events increase with vaccination? 

ippisley-Cox et al. [24] examined the association between 

OVID-19 vaccines and the risk of thrombosis. According to the 

K data, which accumulated over 29,0 0 0,0 0 0 people vaccinated 

ith either ChAdOx1 (virus vector) or BNT162b2 (mRNA) and 

ver 170 0,0 0 0 people with positive SARS-CoV-2 testing, the risk 

atio (compared exposed with unexposed periods in the same 

atient) of venous thromboembolism after ChAdOx1 vaccination 

nd BNT162b2 vaccination seems to stay low: 1.10 (95% CI, 1.02–

.18 at 8–14 days) and 0.99 (95% CI, 0.90–1.08). Whereas, the risk 

atio was 13.86 (95% CI, 12.76–15.05) after SARS-CoV-2 infection. 

eanwhile, the risk of CVST was higher after ChAdOx1 vaccination 

nd COVID-19 with risk ratios of 4.01 (95% CI, 2.08–7.71 at 8–14 

ays) and 13.43 (95% CI, 1.99–90.59). On the contrary, the risk was 

.57 (95% CI, 0.85–7.78 at 15–21 days), and the increase was not 

tatistically significant after BNT162b2 vaccination. Therefore, it 

eems thrombotic complications, including CVST increased after 

hAdOx1 vaccination, but the risk is much higher in COVID-19. 

eanwhile, the risk may not increase over background following 

accination with BNT162b2. 

ther vaccines 

The proinflammatory response triggered by viral illness is a po- 

ential risk factor for thromboembolic complications. Vickers et al. 

25] reported on venous thromboembolism (VTE) in adults over 50 

ears of age who received influenza vaccine (with or without pan- 

emic H1N1) from 2007 through 2012. Cases were validated by 

edical record review, and the incidence and rate ratio were calcu- 

ated for 1–10 days after vaccination relative to other person-times. 

rom 1488 presumptive cases, 508 were reviewed, and 492 (97%) 

ere confirmed cases of VTE. The authors reported no increased 

isk of VTE in the 1–10 days after influenza vaccination (Incidence 

ate Ratio = 0.89, 95% CI, 0.69–1.17) compared to the control pe- 

iod. Results were similar when all person-time was censored be- 
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Fig. 1. Mechanisms of thrombosis and thrombocytopenia after vaccination against COVID-19. Both adenovirus-vectored vaccine and messenger RNA (mRNA) vaccine induce 

spike protein production, which leads to the platelet factor 4 (PF4) release from platelets. In the case of vectored vaccine, DNA or other substances of the adenovirus binds 

to the PF4 as polyanion and form PF4/polyanion complex. After the conformational changes, PF4 expresses antigenicity, and the production of anti-PF4/polyanion antibody 

that leads to vaccine-induced immune thrombotic thrombocytopenia (VITT)/thrombosis with thrombocytopenia syndrome (TTS) is introduced. However, this reaction is 

unlikely to occur after mRNA vaccine administration because of the absence of polyanions. To provide antigenic PF4, polyanions such as DNA from the vector adenovirus 

and hexon protein in vectored vaccine are needed. Basically, ordinary RNA induces both inflammation and coagulation through the recognition by toll-like receptor 3, 7, 8, 

and retinoic acid-inducible gene I protein (RIG-I) and subsequent proinflammatory cytokine production. Although these unfavorable reactions are modulated significantly 

in mRNA vaccines, complete abolishment cannot be guaranteed. In addition, inflammation-induced thrombin, neutrophil extracellular traps (NETs), and damage-associated 

molecular patterns (DAMPs) potentially elicit platelet activation. PAR-1: protease-activated receptor 1. 
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ore vaccination. No clustering of VTE was observed in the 1–42 

ays after vaccination. 

As noted, Hippisley-Cox et al. [24] have shown that the rates 

f thromboembolism and CVST did not increase significantly af- 

er vaccination with BNT162b2. By contrast, Burn et al. [26] com- 

ared the rates of thromboembolism following vaccination with 

NT162b2 in over 90 0,0 0 0 recipients, and reported a ratio of 1.29 

95% CI, 1.13–1.48] after the first vaccination. Burn et al., performed 

 similar survey in the different populations and reported the in- 

idence ratio for pulmonary embolism was 1.21 (95% CI, 1.07–

.36) after vaccination with BNT162b2, which was consistent with 

hat seen after ChAdOx1 vaccination [27] . Again, it should be re- 

inded the increased risk was much higher in COVID-19 patients 

ith an incidence of 15.31 (95% CI, 14.08–16.65). It is notewor- 

hy that although the incidence of thromboembolism increased 

n their reports, the incidence of thromboembolism with throm- 

ocytopenia did not increase after BNT162b2 vaccination. In an- 

ther study, Barda et al. [28] reported neither deep vein thrombo- 

is nor pulmonary embolism increased in over 880,0 0 0 vaccinated 

eople with BNT162b2 in Israel. Furthermore, additional reports 

rom an interim analysis of safety surveillance data from Vaccine 

afety Datalink of over 6.2 million individuals in the US did not 

how a statistically significant increase in thrombotic events after 

ither BNT162b2 or mRNA-1273 vaccines [4] . Whether or not the 

requency of thrombosis increases depends on the study, but the 

pidemiological survey cannot rule out the thrombotic pathogenic- 
251 
ty. Above survey reported the increased incidence of TTP and the 

isk ratio compared on the same calendar day was reportedly 2.60 

95% CI, 0.47–20.66). In summary, the incidence of thrombosis in- 

reases after vaccination with any vaccines including mRNA vac- 

ines is minimal, but the association for other causes of thrombotic 

vents should be carefully examined as part of any vaccine studies 

nd evaluation. 

ypothetical background of thrombosis 

In the case of virus-vectored vaccine, it is evident that anti- 

F4/polyanion antibody is directly involved in the pathogenesis 

f thrombosis. However, evaluating anti-PF4/polyanion antibodies 

ost-vaccination is a novel evaluation in recent years that can 

ikely be seen with all vaccinations. Thiele et al. [29] reported 

he positive rate of anti-PF4/polyanion antibody was 8.0% in the 

accinated people with ChAdOx1, and that was 5.5% in the vac- 

inated people with BNT162b2. However, the optical density was 

ow and less than 1.0 in most cases, and none were complicated 

ith thrombosis in their study. The presence of anti-PF4 antibody 

s also recognized in COVID-19 patients. Greinacher et al. [23] re- 

orted 8.6% (19 of 222) patients were positive for anti-PF4 anti- 

ody, while only 2.7% of the total expressed high levels of anti- 

odies (optical density > 1.0). Although the presence of anti-PF4 

ntibody does not directly induce thrombosis, it may reflect the in- 

reased PF4, which can be involved in the thrombogenesis. Other 
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han platelet activation, the physiological roles of PF4 are neutraliz- 

ng antithrombogenicity of the vascular endothelium by binding to 

eparan sulfate [ 30 , 31 ], and the neutralizing effect of PF4 on hep-

rin has been shown [32] . PF4 also helps the bacteriocidal effect 

y binding to bacteria polyanions, thereby contributing to the host 

efense [33] . As a result, COVID-19 vaccination elicits an inflamma- 

ory response similar to the condition seen in sepsis, reducing the 

ascular anti-thrombogenicity potentially as a host response that 

eveloped to prevent the pathogen dissemination. 

If mRNA COVID-19 vaccine can cause thrombosis, one possible 

xplanation is a general procoagulant and proinflammatory effects 

ssociated with the immune responses to nucleic acid. With years 

f extensive research, this associated effect has been significantly 

mproved in mRNA vaccines. For mRNA vaccines, nucleic acid is 

ecognized by pattern-recognition receptors such as toll-like recep- 

ors and retinoic acid-inducible gene I protein (RIG-I), and poten- 

ially induces inflammatory reactions, but modification of mRNA 

y replacing uridine with pseudouridine attenuated immune acti- 

ation [34] . However, the possibility of some residual inflamma- 

ory reactions affecting the thrombogenicity cannot be completely 

xcluded. Another explanation is the spike protein-induced inflam- 

ation which is similar to that seen in vectored vaccine. After vac- 

ination, synthesized spike protein is usually processed for anti- 

ody production and degraded by antigen-presenting cells. How- 

ver, it cannot be excluded that in some cases, synthesized spike 

roteins are released into the circulation to produce unexpected 

mmune responses via the binding to ACE2 [35] . Finally, the pri- 

ary role of all vaccines is the modulation of immune systems, 

f course, and the activated autoimmune reaction can cause in- 

ammation and induce procoagulant change, as seen in COVID-19. 

gain, for all of these critically important vaccines, the benefits far 

xceed the risks. 

hrombocytopenia 

OVID-19 

Thrombocytopenia can occur as a result of coagulation acti- 

ation, subsequent inflammation, and systemic endothelial dam- 

ge. Consequently, thrombocytopenia is recognized as a prog- 

ostic marker for COVID-19 [36] . In severe cases, the hyperac- 

ivation of the innate immune system that increases cytokines 

an induce a syndrome that mimics hemophagocytic syndrome 

HPS)/hemophagocytic lymphohistiocytosis (HLH) and leads to 

hrombocytopenia [37] . Besides, platelet-activating immune com- 

lex and spike protein has been reported to stimulate platelets to 

elease procoagulant factors such as PF4 and von Willebrand fac- 

or, and promote the aggregation of platelets [38] . The mechanism 

f how the spike protein stimulates platelets is not fully clarified, 

ut since PF4 is essentially anti-pathogenic and the level is signif- 

cantly elevated in sepsis as well as COVID-19 [ 39 , 40 ], it is natu-

al to think that thrombocytopenia is induced by increased PF4- 

ediated immunothrombus formation [5] . If this is the case, PF4- 

nduced thrombocytopenia is understood as a part of the natural 

ost defense against COVID-19. 

The cases should be much smaller, but since heparins are com- 

only used to treat COVID-19, HIT in COVID-19 may also be a 

art of the COVID-19-associated thrombocytopenia. Delrue et al. 

41] examined the anti-PF4 antibody in adult COVID-19 patients 

nd reported 11% of positive anti-IgG antibodies (optical den- 

ity > 0.5), and the prevalence of HIT was 0.16%. This result also re-

inds us that despite the high positive rate of anti-PF4 antibodies, 

he titration is usually not high enough to induce platelet aggrega- 

ion, and the prevalence of HIT is similar to the incidence reported 

reviously in non-COVID-19 critically ill patients (0.20 to 0.45%) 

42] . Patell et al. [43] also examined the HIT antibody in COVID- 
252 
9 patients by latex aggregation test and reported that the cumu- 

ative incidence of positive HIT assay was 12% at 25 days (95% CI, 

%–26%). Thus, it should be kept in mind that among the COVID-19 

atients, both ELISA and the rapid tests can be positive regardless 

f their relevance to thrombocytopenia. 

irus-vectored vaccine 

The hematological feature of HIT is thrombocytopenia. Throm- 

osis is a major threat, but it is not always seen in HIT (50–70% 

f HIT patients develop thrombosis [44] ), and thrombocytopenia 

ccompanied by thrombosis is sometimes called heparin-induced 

hrombocytopenia with thrombosis (HITT) as a more specific term. 

imilarly, although thrombosis is believed to complicate most sus- 

ected VITT/TTS cases, it may not always present with thrombocy- 

openia. In addition, CVST and portal vein thrombosis are not easily 

etected initially, and the early stage VITT/TTS can easily be over- 

ooked. Salih et al. [45] presented the cases with vaccine-induced 

hrombocytopenia (VIT) without associated CVST or other throm- 

oses and with a severe headache. They cautioned that headache 

nd thrombocytopenia are the preceding signs of CVST and should 

e captured as “pre- VITT syndrome.” Therefore, platelet count and 

-dimer should be checked when patients complain of headache 5 

o 28 days after vaccination with virus-vectored vaccines. 

The critical question is how the thrombocytopenia occurs af- 

er vaccination. As introduced previously, Azzarone et al. [35] de- 

cribed the possibility of the synthesized spike protein-induced 

latelet activation and thrombocytopenia. In that theory, neosyn- 

hesized spike protein acts on inflammatory cells and platelets to 

amage endothelial cells in some vaccinated individuals with a 

redisposing environment. Since thrombocytopenia is recognized 

n very limited people, some unidentified conditions will be in- 

olved. 

Separate from the story regarding VIT, Kuter [46] reported 

 transient decrease in platelet count in vaccinated chronic ITP 

atients at a significantly higher rate than expected. Moreover, 

accine-induced thrombocytopenia is associated with many types 

f adenovirus-vectored vaccines, and triggering vaccine-induced 

TP could potentially occur as an autoimmune mechanism may also 

ontribute to vaccine-induced thrombocytopenia. The definitive di- 

gnosis of ITP is usually made by ruling out other diseases. The 

latelet-associated IgG is not often measured because of the low 

ensitivity. Thus, it is fair to say anti-PF4 should be examined in 

ost-COVID-19 vaccination thrombocytopenia to rule out VIT. 

In the survey by Hippisley-Cox et al. [24] , the association be- 

ween COVID-19 vaccines and the risk of thrombocytopenia was 

xamined. Accordingly, the risk ratio of thrombocytopenia after 

hAdOx1 vaccination was 1.33 (95% CI, 1.19–1.47 at 8–14 days), and 

.27 (95% CI, 4.34–6.40 at 8–14 days) in SARS-CoV-2 infection. In 

he survey by Burn et al. [27] , the increased risk of thrombocy- 

openia after ChAdOx1 vaccination was reported, while the other 

urvey by the same first author did not show the increased risk 

26] . As discussed in the post-vaccine thrombosis, the increased in- 

idence of such rare complications can hardly be judged correctly. 

ther vaccines 

Thrombocytopenia after any vaccine can occur, however, a 

arge-scale survey in Israel did not find the increased incidence 

f thrombocytopenia after BNT162b exposure compared to the 

atched control [28] . Whereas, Burn et al. [26] compared the rates 

f thrombocytopenia following vaccination with BNT162b2 and re- 

orted a ratio of 1.35 (95% CI, 1.30–1.41) after the first vacci- 

ation. After all, there are mixed results with regard to the in- 

reased prevalence of thrombocytopenia. Lee et al. [47] reported 

wenty cases of thrombocytopenia following mRNA vaccines. The 
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uthors concluded that even if these cases were causally related to 

rior vaccination, the estimated frequency was in the order of 1 in 

0 0 0,0 0 0 vaccinated subjects. 

Beyond VITT/TTS, other causes of thrombocytopenia, including 

accine-induced ITP, TTP, and other autoimmune thrombocytope- 

ia, have been discussed. The vaccine-thrombocytopenia reports 

o the US Vaccine Adverse Event Reporting System (VAERS) eval- 

ated thrombocytopenia patterns from 1990 to 2008 for differ- 

nces in single versus multiple immunization reports, presence of 

 live viral vaccine, severity, age, and interval to symptom on- 

et [48] . They found 1510 reports of thrombocytopenia, and af- 

er exclusions, examined 1440 reports for possible causes. A to- 

al of 75% (1078 cases) met the regulatory definition of a serious 

dverse event, occurred after inactivated and live viral vaccines, 

nd were defined as platelet counts < 10 × 10 9 /L [48] . Since 

he post-vaccination thrombocytopenia can accompany bleeding 

nd/or thrombosis, specific management along with additional 

tudies of thrombocytopenia after vaccinations should be consid- 

red. 

ifferential diagnosis 

The diagnosis of VITT/TTS is supported when the patients 

ulfill the following criteria: (1) onset of symptoms 5–30 days 

rarely, up to 45 days) after vaccination, (2) presence of thrombo- 

is, (3) thrombocytopenia, (4) D-dimer levels of more than 40 0 0 

brinogen-equivalent units (FEU), (5) positive for anti-PF4 antibod- 

es on ELISA [49] . However, the diagnosis is not always easy, and 

ome cases show confusing symptoms and test results. The fun- 

amental problem is the immune derangement caused by vacci- 

ation, and nonpathogenic anti-PF4 antibody is produced in such 

ases. Therefore, even if the ELISA for anti-PF4 antibody is posi- 

ive, it may not necessarily ensure a diagnosis of VITT/TTS. If the 

ase features are otherwise not indicative of VITT/TTS, testing for 

latelet-activating antibodies may be useful (in this situation, sam- 

le referral to a center specializing in HIT platelet activation assays 

s required). A diagnostic algorithm that does not utilize referral for 

latelet activation assays is shown in Fig. 2 . VITT/TTS-mimicking 

isorders that feature the duad of thrombosis and thrombocytope- 

ia are discussed subsequently. 

eparin-induced thrombocytopenia (HIT) 

HIT is potentially a life and limb-threatening complication 

f heparin exposure that occurs in 0.1–5% of patients receiv- 

ng therapeutic or prophylactic doses of heparin [50] . HIT is 

aused by platelet-activating antibodies of IgG class that recog- 

ize PF4/heparin complexes. The pathogenesis of VITT/TTS over- 

aps with a subtype of HIT known as autoimmune HIT, a partic- 

lar type of HIT that features antibodies that can activate platelets 

ven in the absence of heparin; indeed, some cases of autoim- 

une HIT occur in the absence of any preceding exposure to hep- 

rin (so-called “spontaneous” HIT syndrome). Whereas deep vein 

hrombosis/pulmonary embolism and arterial thrombus are com- 

on in HIT, CVST and splanchnic vein thrombosis are most often 

een in VITT/TTS. The anti-PF4 ELISA tests are usually positive for 

oth diseases but HIT rapid screening assays (e.g., latex immunoas- 

ay, chemiluminescence immunoassay, particle gel immunoassay) 

re generally positive only for HIT [51] , indicating differences in 

arget antigens on PF4 between HIT and VITT/TTS. Sangli et al. 

52] reported a case with severe thrombocytopenia with massive 

ulmonary embolism 10 days after vaccination with mRNA-1273. 

nti-PF4 ELISA was positive, raising the issue of whether this was a 

rue case of VITT/TTS (which has otherwise not been reported fol- 

owing vaccination with an mRNA vaccine) or an exceptionally rare 

xample of environmentally-triggered spontaneous HIT syndrome. 
253 
Similar to the VITT/TTS, the source of polyanion in autoimmune 

IT is unclear. Recent studies have implicated anti-PF4 antibod- 

es bridge two PF4 tetramers by non-heparin platelet-associated 

olyanions, i.e., chondroitin sulfate and polyphosphates in autoim- 

une HIT [53] . Since heparin may not worsen VITT/TTS, but it does 

n HIT, it will be helpful to differentiate them. 

ntiphospholipid syndrome (APS) 

APS is an autoimmune disorder characterized by arterial, ve- 

ous, and/or small vessel thrombosis induced by antiphospholipid 

ntibodies that include lupus anticoagulant, anticardiolipin, and 

nti- β2 Glycoprotein I antibodies. These antibodies are detectable 

n about half of critically ill COVID-19 patients and can cause sec- 

ndary APS. However, in most cases, the presence of antiphospho- 

ipid antibodies is transient and disappears within a few weeks, 

nd antibody titers are not high enough to develop thrombosis 

54] . In addition, Sciascia et al. [55] reported that although an- 

iphospholipid testing is positive in COVID-19, the antiphospho- 

ipid antibody profile differs from that seen in patients with symp- 

omatic APS. 

Regarding post-vaccine APS, a few cases of thrombocytopenia 

nd thrombotic events resembling APS have been reported after 

accination with vector- and mRNA COVID-19 vaccines [56] . Both 

ectored vaccine and mRNA vaccine may confer a prothrombotic 

henotype to platelets. Adenovirus can bind platelets and induce 

heir destruction in the reticuloendothelial system, and mRNA vac- 

ine can favor activation of coagulation and inflammation. In ad- 

ition, both formulations may trigger a type I interferon response 

ssociated with the generation of antiphospholipid antibodies [56] . 

Misdiagnosis of APS as VITT or VITT as APS is also a poten- 

ial concern after vaccination. For differentiating, although the an- 

iphospholipid antigens are not highly specific, the diagnostic value 

f high levels of anti-PF4 antibodies for VITT may be helpful. How- 

ver, clinicians should be cautious in interpreting serological test- 

ng for the diagnosis of VITT. 

hrombotic thrombocytopenic purpura (TTP) 

TTP is a rare and life-threatening disease that features throm- 

ocytopenia and microangiopathic hemolytic anemia together with 

eficiency of a disintegrin and metalloproteinase with a throm- 

ospondin type 1 motif, member 13 (ADAMTS13) [57] . The clinical 

icture of TTP usually includes severe thrombocytopenia and organ 

schemia/dysfunction and thus can clinically resemble VITT/TTS. 

Multiple cases of COVID-19 complicated by TTP have been re- 

orted, but it may not always be easy to identify TTP in COVID-19 

ince such cases are quite rare and the ADAMTS-13 levels are often 

ow in critical illness [58] . Thrombosis in TTP is typically formed 

n the arterioles due to platelet/von Willebrand factor microag- 

regates, and which lead to microangiopathic hemolytic anemia 

MAHA). Thus, the key to diagnosis is the detection of MAHA rep- 

esented by elevated lactate dehydrogenase (LD) and total biliru- 

in, decreased hemoglobin, decreased or absent haptoglobin, and 

eripheral blood presence of red blood cell fragments. In addition, 

ince acquired TTP is caused by autoantibody-induced depletion or 

nhibition of ADAMTS13, use of a rapid ADAMTS13 activity assay is 

rucial [59] , and the detection of ultra-large von Willebrand factor 

s also helpful for the diagnosis [60] . 

The immune derangement induced by either vectored or mRNA 

accination can cause newly developed or relapsed TTP [ 61 , 62 ]. 

ately, a new pathologic insight of this unique hematologic dis- 

rder, TTP associated with COVID-19 mRNA vaccine, has been re- 

orted. Waqar et al. [63] suggested a possible presence of vaccinal 

ntigens against ADAMTS13 specific gene responsible for creating 

 robust immune response. 
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Fig. 2. Algorithm to differentiate vaccine-induced thrombotic thrombocytopenia (VITT)/thrombosis with thrombocytopenia syndrome (TTS) from other thrombotic diseases. 

When the patients show thrombosis between 5 and 28 days after COVID-19 vaccination, the platelet count should be calculated. If patients show low platelet count, vaccine- 

induced thrombocytopenia (VITT)/thrombosis with thrombocytopenia syndrome (TTS) should be differentiated from other thrombotic diseases by measuring antiplatelet 

factor 4 (PF4) antibody. Heparin-induced thrombocytopenia (HIT) is suspected when the patients have a history of heparins. If anti-PF4 antibody is negative or low titer, 

the presence of microangiopathic hemolytic anemia (MAHA) should be examined by measuring lactate dehydrogenase (LDH), total-bilirubin (T-Bil), haptoglobin (Hapt). 

TTP: thrombotic thrombocytopenic purpura, aHUS: atypical hemolytic uremic syndrome, TMA: thrombotic microangiopathy, APS: antiphospholipid syndrome. ITP: immune 

thrombocytopenic purpura, ds-DNA: double strand-DNA, SLE: systemic lupus erythematosus, HPS: hemophagocytic syndrome, HLH: hemophagocytic lymphohistiocytosis. 
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mmune thrombocytopenic purpura (ITP) 

Acquired ITP is a disorder that can lead to excessive bruising 

nd bleeding but is rarely complicated by thrombosis. The patho- 

enesis is multifactorial, but one of the primary mechanisms is 

he specific response from CD4 + T cells activated against modified 

lycoprotein (GP)IIb-IIIa on activated platelets. Approximately 60% 

f the patients with ITP, GPIIb-IIIa, and/or GPIb-IX autoantigens 

ere identified as ligands for antiplatelet autoantibodies (platelet- 

ssociated IgG) [64] . 

ITP has emerged as an important complication of COVID-19, and 

 series of cases were reported, and SARS-CoV-2-mediated immune 

ysregulation can be attributed to the underlying condition [65] . 

egarding ITP after COVID-19 vaccination, VAERS reported that fif- 

een cases of thrombocytopenia, not all but includes ITP, were 

dentified in over 18 million doses BNT162b2 vaccine and 13 cases 

n over 16 million doses of mRNA-1273 vaccine. The incidence was 

uite low, and 0.80 per million doses for both vaccines, which is 

ot greater than the number of ITP cases expected [66] . The case 

umber is even fewer, but cases of thrombocytopenia with neg- 

tive anti-PF4 antibody after ChAdOx1 vaccination were reported 

67] . Since the diagnostic accuracy of platelet-associated IgG is not 

igh, those cases may be diagnosed as ITP without testing platelet- 

ssociated IgG. The differentiation of VIT from ITP is important, es- 

ecially after the COVID-19 vaccination. 

ystemic lupus erythematosus (SLE) and rheumatic diseases 

Patients with SLE are at increased risk of thrombosis and/or 

hrombocytopenia, and the poor outcomes in COVID-19 patients 

ith SLE are known [68] . There is a potential concern that COVID- 
254 
9 vaccines may worsen SLE and induce coagulopathy, but so far, 

o significant safety concern for the use of COVID-19 vaccines 

n patients with SLE and other rheumatic diseases are reported 

69] . Nevertheless, the differential diagnosis of SLE from VITT/TTS 

hould be considered. Recently, a rare case of newly developed 

LE with thrombosis and thrombocytopenia was reported [70] . Al- 

hough the low sensitivity of the rapid test for anti-PF4 antibody 

n VITT/TTS has already been known, one should also take into ac- 

ount the potential risk of false-positive reactions of the rapid test 

nd ELISA anti-PF4 antibody (e.g., cross-reacting antibodies and 

ubjective interpretation of the test result). It is important to know 

hat a significant number of SLE patients with or without APS yield 

alse-positive anti-PF4 test results due to autoantibodies [71] . 

emophagocytic syndrome (HPS)/hemophagocytic lymphohistiocytosis 

HLH) 

HPS or HLH is a hyperinflammatory syndrome characterized 

y fever, splenomegaly, decreased counts in two cell lines, hyper- 

riglyceridemia and/or hypofibrinogenemia, and hyper hemophago- 

ytosis. Acquired HPS/HLH is due to large amounts of proinflamma- 

ory cytokines released from activated macrophages and lympho- 

ytes secondary to various triggers, including viral infection [72] . 

he clinical symptoms and laboratory findings, such as increased 

L-6 levels and hyperferritinemia, are common with COVID-19, and 

he partially overlapped pathophysiology is present [12] . Similarly, 

he association of VTTT/TTS and HPS/HLH is suggested, and Ricke 

73] proposed the potential involvement of hemophagocytic histo- 

ytes targeting platelets bound by anti-PF4 autoantibodies. 
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onclusions 

Thrombosis and thrombocytopenia are often seen in severe 

OVID-19. Comparatively, VITT/TTS is a much rare event after vac- 

ination with the vectored vaccine. Meanwhile, thrombosis and/or 

hrombocytopenia can be seen after vaccination with any COVID- 

9 vaccine since the spike protein activates macrophages and elic- 

ts inflammation, stimulates PF4 release from platelets, and down- 

egulates ACE2 from the endothelial surface. This spike protein- 

nduced inflammation is a possible explanation that causes COVID- 

9-associated coagulopathy, and thrombosis and/or thrombocy- 

openia after COVID-19 vaccination. However, it may not be suf- 

cient to explain VITT/TTS because of its strong association with 

denoviral vector vaccines. 

For the management of VITT/TTS, early and accurate diagnosis 

s important, and the measurements of D-dimer and anti-PF4 anti- 

ody are useful for the initial evaluation. However, many diseases 

imic VITT/TTS, such as HIT, APS, TTP, ITP, SLE, HPS/HLH, and some 

an show positive ELISA anti-PF4 antibodies. Therefore, the differ- 

ntial diagnosis is important if the symptoms or clinical courses 

re unusual. 

We emphasize that although rare side effects can occur in 

OVID-19 vaccinations, the clear benefit of vaccines continues to 

e demonstrated compared to the risk of morbidity, mortality, and 

ersistent debilitating effects of long COVID19 in unvaccinated pa- 

ients. 

Finally, this review discussed the association of thrombo- 

is/thrombocytopenia and COVID-19, but there is little current in- 

ormation that examines the new variants of SARS-CoV-2, includ- 

ng omicron. Since the spike protein plays an essential role in 

latelet activation, the assessment for the new variants will be im- 

ortant for future studies. 
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