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CASE REPORT

Superior mesenteric vein thrombosis due 
to COVID-19 vaccination: a case report
Keita Suto1,2*, Akira Saito1,2, Katsusuke Mori1,2, Atsushi Yoshida1,2 and Naohiro Sata2 

Abstract 

Background The worldwide vaccination response to COVID-19 has been associated with rare thrombotic complica-
tions, including the case of postvaccination splanchnic venous thrombosis we report here.

Case presentation An 80-year-old Japanese male with abdominal pain presented to our hospital six days 
after receiving a dose of the COVID-19 messenger ribonucleic acid vaccine. Abdominal computed tomography 
showed localized edema of the small intestine, increased density of the surrounding adipose tissue, and a thrombus 
in the superior mesenteric vein. Conservative inpatient treatment with unfractionated heparin relieved the thrombo-
sis, and the patient is currently receiving oral apixaban as an outpatient.

Conclusion Reported cases of thrombosis after COVID-19 vaccination typically have been associated with viral vec-
tor vaccines, with few reports of thrombosis induced by mRNA vaccines. The potential for venous thrombosis should 
be explored when patients present with abdominal pain soon after COVID-19 vaccination.
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Background
The virus causing the severe acute respiratory disease 
COVID-19 has infected 762.2 million people worldwide 
and killed 6.89 million people (as of 5 April 2023) [1]. To 
avert this global emergency, vaccines have made a sig-
nificant contribution to slowing the spread of the infec-
tion. However, side effects of COVID-19 vaccination are 
beginning to appear, one of which, thrombosis, is a par-
ticular problem because it can cause serious complica-
tions. Among thrombosis, splanchnic venous thrombosis 
is closely related to intestinal ischemia. Although there 
are some reports of splanchnic venous thrombosis (SVT) 

after vaccination with ChAdOx1 nCoV-19 vaccines, but 
case reports of SVT after vaccination with mRNA-1273 
vaccines are rare. This report examines the relation-
ship between messenger ribonucleic acid (mRNA)-1273 
vaccines and intestinal ischemia through this case. It is 
important for clinicians to consider the possibility of vac-
cine-related SVT when examining patients with abdomi-
nal pain after receiving the COVID-19 vaccine. Here, we 
report our experience with a patient who presented with 
SVT after receiving a dose of the COVID-19 vaccine.

Case presentation
An 80-year-old Japanese male presented to our hospital 
with abdominal pain.

His past medical history was hypertension, hyper-
uricemia, and prostate cancer. There was no particu-
lar family history. His medication included tablet 
nifedipine 10 mg, Allopurinol 100 mg and Tamsulosin 
Hydrochloride 0.2  mg orally twice daily. He was not 
a smoker and drinks socially. His prostate cancer was 
diagnosed at the urology department of our hospital 

Open Access

© The Author(s) 2024. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativecom-
mons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Journal of
Medical Case Reports

*Correspondence:
Keita Suto
r1913sk@jichi.ac.jp
1 Department of Surgery, Koga Red Cross Hospital, 1150 Shimoyama-Cho, 
Koga-Shi, Ibaraki 306-0014, Japan
2 Department of Surgery, Division of Gastroenterological, General 
and Transplant Surgery, Jichi Medical University, 3311-1 Yakushiji, 
Shimotsuke-Shi, Tochigi 329-0498, Japan

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s13256-023-04320-2&domain=pdf


Page 2 of 6Suto et al. Journal of Medical Case Reports           (2024) 18:23 

4 years before he visited our department. The stage of 
prostate cancer was cT2aN0M0, the Gleason score was 
4 + 5, and the PSA at the time of diagnosis was 4.8 ng/
mL (0–4.0). Although the Gleason score was high, 
active surveillance was performed without medication 
treatment because the tumor was localized. He had 
received a dose of the mRNA-1273 COVID-19 vac-
cine (Moderna) 6  days prior to presentation. He had 
received the BNT162b2 mRNA vaccine (BioNTech/
Pfizer) four times in the past, and the only side effect 
after vaccination was fever, which improved within a 
few days. This was the first time he had received the 
mRNA-1273 COVID-19 vaccine. On presentation, his 
vital signs were a temperature of 36.5  °C, blood pres-
sure of 128/72  mmHg and heart rate of 58 beats per 
minute and he was obese (height, 160.2  cm; weight, 
85.6 kg; body mass index, 33.05 kg/m2). Physical exami-
nation revealed epigastric tenderness with no evidence 
of peritonism. No abnormalities were observed in res-
piratory sounds or heart sounds. He had no obvious 
neurological abnormalities. Results (reference range) of 
laboratory tests at presentation were: white blood cell 
count, 10,400 cells/μl (3300–8800); hemoglobin, 16.9 g/
dl (14.0–18.0); hematocrit, 50.0% (36.5–55.3); mean 
corpuscular volume, 102.2  fl (85–104); platelet count, 
11.3 ×  104/μl (12–28); C-reactive protein, 9.55  mg/dl 
(0–0.3); prothrombin international normalized ratio, 
0.93 (0.85–1.15); activated prothrombin time, 29.5  s 
(20–40); D-dimers, 19.8  µg/ml (0–1.0); and fibrino-
gen, 539 mg/dl (162–358); aspartate aminotransferase, 
24  IU/L (10–33); alanine aminotransferase, 23  IU/L 
(5–33); lactate dehydrogenase, 230  IU/L (89–231);γ-g
lutamyltranspeptidase, 50  IU/L (10–87); total biliru-
bin, 1.0 mg/dL (0.2–1.2); blood urea nitrogen, 25.0 mg/
dL (8–20); creatinine, 1.22  mg/dL (0.6–1.11); sodium, 
146.2  mEq/L (136–147); potassium, 4.9  mEq/L (3.6–
5.0); chlorine, 111.4  mEq/L (98–109). His urine test 
revealed no obvious abnormalities. No bacteria were 

detected in blood culture. Abdominal Computed 
Tomography (CT) showed thrombosis centering on the 
superior mesenteric vein (SMV) and extending to the 
portal vein, increased adipose tissue density in the mes-
entery of the small intestine, and localized edema of the 
small intestine. Ascites was present around the edema-
tous small intestine, but intestinal contrast enhance-
ment was preserved (Fig. 1).

Results of additional laboratory tests ruled out other 
congenital or acquired risk factors for thrombus forma-
tion in our patient: protein S, 133% of control; protein C, 
120%; anti-cardiolipin IgG antibody, < 4.0 U/ml; anti-car-
diolipin β2GPI antibody, < 1.2 U/mL (< 3.49); and lupus 
anticoagulant, 45.4  s (< 46.5). In addition, anti-platelet 
factor 4 (PF-4) antibody testing (5  U/ml) was negative. 
Given these combined results, our patient was diagnosed 
with SVT, specifically SMV thrombosis, and was hospi-
talized. COVID-19  reverse transcription-polymerase 
chain reaction (RT-PCR) analysis at the time of hospi-
talization was negative. He received ceftriaxone at dosage 
of 1  g IV every 12  hours on fasting and was started on 
10,000 IU of unfractionated heparin daily.

The patient’s inflammatory and abdominal symptoms 
decreased gradually, and abdominal CT at 12 days after 
the start of treatment showed that the SMV thrombus 
had shrunk, ascites had disappeared, the small bowel 
edema had decreased, and mesenteric adipose tis-
sue density had improved (Fig.  2). On hospital day 13, 
unfractionated heparin was changed to oral apixaban, 
and ceftriaxone was stopped. The patient was discharged 
the next day. Abdominal CT at 45  days after discharge 
showed almost complete disappearance of SMV throm-
bosis (Fig.  3). He has continued to take apixaban on an 
outpatient basis for 6 months and has had no recurrence 
of abdominal pain, and abdominal CT at 6 months after 
discharge showed maintaining disappearance of SMV 
thrombosis. Figure  4 shows our patient’s clinical course 
from hospitalization to the most recent outpatient day.

Fig. 1 Abdominal computed tomography on admission. Yellow arrows: Thrombosis in the superior mesenteric vein. Axial image (a). Coronal 
image (b). Increased adipose tissue density in the mesentery of the small intestine, focal edema of the small intestine, and ascites around the small 
intestine (c)
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Discussion
This case is an important report that suggests that among 
COVID-19 vaccines, mRNA vaccines may have caused 
venous thrombosis, particularly SVT. Mesenteric venous 
thrombosis is a type of SVT, that is, thrombosis that 
occurs in the mesenteric vessels of the venous circula-
tion. Other types of venous thrombosis include deep vein 
thrombosis and pulmonary embolism, and the incidence 
of SVT is approximately 0.04% [2]. Mesenteric venous 
thrombosis is classified as acute, subacute, or chronic 
[3]. Acute mesenteric venous thrombosis is character-
ized by the sudden onset of abdominal pain, as in our 
patient, and is complicated by intestinal infarction in 30% 
of patients. When intestinal infarction occurs, the 30-day 
mortality rate is high (approximately 20%) [4].

Congenital risk factors for SVT include the 
JAK2V617F mutation, protein C deficiency, protein S 
deficiency, and antithrombin deficiency; acquired risk 
factors include cirrhosis, solid tumors, myeloprolif-
erative neoplasms, inflammatory bowel disease, lipid 

syndrome, hormone therapy, and pregnancy [2]. The 
incidence of thrombosis due to malignant tumors var-
ies greatly depending on the type of carcinoma and dis-
ease stage [6].

In our case, results of protein C, protein S, antithrom-
bin, and other tests ruled out congenital and acquired 
risk factors for thrombosis. In addition, our patient had 
prostate cancer as a pre-existing condition, but because 
it was an early-stage cancer and had only recently been 
diagnosed, he had not received hormone therapy. Bala-
banova et al. reported that men with prostate cancer had 
a 50% increased risk of a first venous thromboembolism 
(VTE) in the 5  years following cancer diagnosis com-
pared with men free of prostate cancer in the general 
population [5]. However prostate cancer reportedly has 
a lower incidence of cancer-related venous thromboem-
bolism than other malignancies [6] and no association 
between prostate cancer and SVT has been reported. For 
these reasons, we thought it unlikely that prostate cancer 
was the cause of our patient’s SMV thrombosis.

Fig. 2 Abdominal computed tomography at 12 days after starting treatment. The SMV thrombus has shrunk, the ascites has disappeared (yellow 
arrows), and the small bowel edema and mesenteric adipose tissue density are improved after treatment. Axial image (a). Coronal image (b)

Fig. 3 Abdominal computed tomography at 45 days after discharge. The SMV thrombosis has disappeared almost completely (yellow arrows). Axial 
image (a). Coronal image (b)
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Vaccines against COVID-19 have been developed 
by using two different technologies: viral vectors and 
mRNA [7]. Although mass vaccination worldwide has 
helped to prevent the spread of COVID-19, side effects 
of these vaccines are attracting attention. One particu-
larly serious side effect of COVID-19 vaccines is vaccine-
induced thrombotic thrombocytopenia (VITT) [7–9]. 

This complication is mainly associated with viral vec-
tor vaccines [7] and has an incidence rate of 1.5 to 3 per 
100,000 vaccinations [7, 10]. Table  1 includes previous 
case reports of COVID-19 vaccine-induced splanchnic 
or mesenteric venous thrombosis [10–14], all of which 
have been due to viral vector vaccines. Additionally, in 
a systematic review by Zheng et  al. on SVT following 

Fig. 4 Overview of the patient’s clinical course over time. The diagram shows the levels of white blood cells (red), C-reactive protein (pink), 
fibrinogen (green), D-dimers (blue), and platelets (light blue) and treatment details from hospitalization to the most recent outpatient day available

Table 1 Reported cases of splanchnic or mesenteric venous thrombosis due to COVID-19 vaccination

No Year/Author Age Gender Pre-existing 
disease

Type of 
vaccination

Time from 
vaccination to 
onset

Anti-PF4 
antibody

Treatment Outcome

1 2022/Bogovic 
et al. [8]

40 Male – ChAdOx1 nCoV-
19

10 days Negative IVIG, IVR, Opera-
tion

Alive

2 2021/Schultz et al. 
[12]

32 Male Asthma ChAdOx1 nCoV-
19

7 days Positive LMWH, IVIG Alive

3 2021/Scully et al. 
[12]

55 Female – ChAdOx1 nCoV-
19

6 days Unknown – Dead

4 2021/Scully et al. 
[13]

54 Male – ChAdOx1 nCoV-
19

10 days Negative – Dead

5 2021/Umbrello 
et al. [14]

36 Female Asthma ChAdOx1 nCoV-
19

unknown Positive Unfractioned 
heparin

Alive

6 2021/Fanni et al. 
[15]

58 Male – ChAdOx1 nCoV-
19

13 days Unknown – Dead

7 Our case 80 Male Hypertension, 
Hyperuricemia, 
Prostate cancer

mRNA-1273 6 days Negative Unfractioned 
heparin

Alive



Page 5 of 6Suto et al. Journal of Medical Case Reports           (2024) 18:23  

COVID-19 vaccination, only one case was caused by an 
mRNA-based vaccine [15]. Symptoms of VITT become 
apparent 5–30 days after vaccination [16]. VITT is most 
commonly associated with cerebral vein thrombosis, with 
central venous thrombosis accounting for 54% of cases, 
deep vein thrombosis for 36%, and SVT for 19%. Recent 
mechanistic studies have revealed that nucleic acids in 
the vaccine attach to PF4, triggering the formation of 
PF4-reactive autoantibodies and resulting in VITT. A 
similar mechanism has been postulated for heparin-
induced thrombocytopenia [7, 8]. Cases of VITT have a 
high probability of positivity for anti-PF4 antibody, with a 
positive rate of 91%, but the causal relationship between 
thrombosis after mRNA vaccination and PF4 antibody 
is unclear and warrants further research [8, 17]. The pri-
mary treatment for VITT is non-heparin therapy, includ-
ing corticosteroids, intravenous immunoglobulin, and 
platelet transfusion [7–9, 18], but mortality rates do not 
differ between patients who receive heparin therapy and 
those given non-heparin therapy [8].

To summarize the case, we report here: our patient 
received a dose of the mRNA1273 COVID-19 vaccine 
(Moderna) 6  days prior to onset of symptoms. Labora-
tory tests at diagnosis showed slightly decreased platelets 
and elevated D-dimer and fibrinogen levels, abdominal 
CT showed a thrombus in the SMV, and other risk fac-
tors for thrombus formation were ruled out. Testing for 
PF4 antibody was negative. The accumulated findings 
strongly implicated COVID-19 vaccine as the cause of 
our patient’s SMV thrombosis. His condition improved 
with conservative treatment comprising continuous 
intravenous infusion of undifferentiated heparin with-
out catheterization or surgery. At 13 days after the start 
of treatment, our patient began to receive oral apixaban 
instead of intravenous heparin, and he has experienced 
no recurrence of symptoms.

Conclusion
Here we report the first case of SMV thrombosis due 
to the mRNA-1273 vaccine. The possibility of venous 
thrombosis should be investigated in patients who pre-
sent with abdominal pain soon after COVID-19 vaccina-
tion. Although the relationship between the COVID-19 
mRNA vaccine and VITT is unknown, heparin therapy 
should be carefully performed, given the potential conse-
quence of VITT.
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Acknowledgements
We thank all staff of the Koga Red Cross Hospital who contributed to this 
report.

Author contributions
All authors have all contributed as authors to this manuscript in terms of 
planning, conception and design, writing and editing various drafts of the 
manuscript and read and approved the final manuscript.

Funding
Not applicable.

Availability of data and materials
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Written informed consent was obtained from the patient for publication of 
this case report and any accompanying images. A copy of the written consent 
is available for review by the Editor-in-Chief of this journal.

Competing interests
The authors have no relevant financial interests and no potential conflicts of 
interest to disclose.

Received: 13 September 2023   Accepted: 13 December 2023

References
 1. https:// covid 19. who. int/.
 2. Emanuele V, Nicoletta R, Di Marcello N, Walter A. Splanchnic 

vein thrombosis: current perspectives. Vasc Health Risk Manag. 
2019;22(15):449–61.

 3. Kumar S, Sarr MG, Kamath PS. Mesenteric venous thrombosis. N Engl J 
Med. 2001;345(23):1683–8.

 4. Acosta S, Alhadad A, Svensson P, Ekberg O. Epidemiology, risk and 
prognostic factors in mesenteric venous thrombosis. Br J Surg. 
2008;95(10):1245–51.

 5. Balabanova Y, Farahmand B, Garmo H, Stattin P, Brobert G. Risk of venous 
thromboembolism in men with prostate cancer compared with men in 
the general population: a nationwide population-based cohort study in 
Sweden. BMJ Open. 2022;12(5): e055485.

 6. Anjlee M, Ann B, Oyebimpe A, Theresa K, Ted W. The incidence of 
cancer-associated thrombosis is increasing over time. Blood Adv. 
2022;6(1):307–20.

 7. Clio B, Giulio P, Valeria A, Giovanni FS, Maria LU, Antonina A, et al. COVID-
19 vaccine-related thrombosis: a systematic review and exploratory 
analysis. Front Immunol. 2021;29(12): 729251.

 8. Ah Young K, Wongi W, Dong KY, Seung WL, Jae WY, Ji HK, et al. Thrombosis 
patterns and clinical outcome of COVID-19 vaccine-induced immune 
thrombotic thrombocytopenia: a systematic review and meta-analysis. 
Int J Infect Dis. 2022;119:130–9.

 9. Brit L, Rachel B, Michael G. Thrombosis with thrombocytopenia syndrome 
associated with COVID-19 vaccines. Am J Emerg Med. 2021;49:58–61.

 10. Niklas B, Axel D, Christina H, Lukas L, Susanne H, Christoph E, et al. 
Covid19 vaccination-associated portal vein thrombosis-an interdisci-
plinary clinical challenge. Clin Res Hepatol Gastroenterol. 2022;46(8): 
101932.

https://covid19.who.int/


Page 6 of 6Suto et al. Journal of Medical Case Reports           (2024) 18:23 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 11. Schultz NH, Sørvoll IH, Michelsen AE, Munthe LA, Lund-Johansen F, Ahlen 
MT, et al. Thrombosis and thrombocytopenia after ChAdOx1 nCoV-19 
vaccination. N Engl J Med. 2021;384(22):2124–30.

 12. Marie S, Singh D, Robert L, Anthony P, Tom S, Marcel L, et al. Pathologic 
antibodies to platelet factor 4 after ChAdOx1 nCoV-19 vaccination. N 
Engl J Med. 2021;384(23):2202–11.

 13. Michele U, Nicola B, Ruggero V, Riccardo AF, Marco F, Umberto R, et al. 
Successful treatment of acute spleno-porto-mesenteric vein thrombosis 
after ChAdOx1 nCoV-19 vaccine. A case report J Crit Care. 2021;65:72–5.

 14. Fanni D, Saba L, Demontis R, Gerosa C, Chighine A, Nioi M, et al. Vaccine-
induced severe thrombotic thrombocytopenia following COVID-19 
vaccination: a report of an autoptic case and review of the literature. Eur 
Rev Med Pharmacol Sci. 2021;25(15):5063–9.

 15. Zheng X, Gao F, Wang L, Meng Y, Ageno W, Qi X. Incidence and outcomes 
of splanchnic vein thrombosis after diagnosis of COVID-19 or COVID-19 
vaccination: a systematic review and meta-analysis. J Thromb Thromboly-
sis. 2023;55(1):18–31.

 16. Iba T, Levy JH. Thrombosis and thrombocytopenia in COVID-19 and after 
COVID-19 vaccination. Trends Cardiovasc Med. 2022;32(5):249–56.

 17. Natalija N, Leticia T, Beatriz C. Adverse rare events to vaccines for COVID-
19: from hypersensitivity reactions to thrombosis and thrombocytopenia. 
Int Rev Immunol. 2022;41(4):438–47.

 18. Massimo F, Giancarlo ML, Mario P. COVID-19 vaccine-associated 
immune thrombosis and thrombocytopenia (VITT): diagnostic and 
therapeutic recommendations for a new syndrome. Eur J Haematol. 
2021;107(2):173–80.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Superior mesenteric vein thrombosis due to COVID-19 vaccination: a case report
	Abstract 
	Background 
	Case presentation 
	Conclusion 

	Background
	Case presentation
	Discussion
	Conclusion
	Acknowledgements
	References


