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An important but rare complication of COVID-19 
vaccination is vaccine-induced immune thrombotic 
thrombocytopenia (VITT) associated with the adenovirus 
vector vaccines, Ad26.COV2.S (Johnson & Johnson) and 
ChAdOx1 (Oxford–AstraZeneca).1–5 VITT occurs more 
commonly in women younger than 50 years who present 
within 5–24 days of vaccination with thrombosis in 
unusual sites—the majority with cerebral venous sinus 
thrombosis.1,6 Thrombocytopenia, elevated D-dimer, 
decreased fibrinogen, and positive antibodies against 
platelet factor 4 (PF4) are commonly observed.1–6 
Recommended treatments for VITT, based on similarities 
with autoimmune heparin-induced thrombocytopenia 
(HIT),7 include non-heparin anticoagulation, intravenous 
immunoglobulin, and avoidance of platelet transfusions.1 
Mortality associated with VITT is approximately 40%.1

In The Lancet, Richard Perry and colleagues8 report on 
the largest series to date of patients with VITT-associated 
cerebral venous sinus thrombosis. In this multicentre 
cohort study, cerebral venous sinus thrombosis following 
COVID-19 vaccination was defined as VITT-associated 
if platelet count nadir was less than 150 × 10⁹ per L and, 
if measured, D-dimer concentration was greater than 
2000 μg/L. Between April 1 and May 20, 2021, the study 
enrolled 70 patients with VITT-associated cerebral venous 
sinus thrombosis and 25 patients with cerebral venous 
sinus thrombosis that did not meet criteria for VITT from 
43 hospitals in the UK, as well as a large historical cohort 
of patients with cerebral venous sinus thrombosis.

All cases of VITT-associated cerebral venous sinus 
thrombosis occurred after a first dose of the ChAdOx1 
vaccine. 56 (97%) of 58 patients with VITT for whom 
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and middle-income countries are not taking it.11 This 
suggests that strategies to initiate and maintain these 
drugs need to be as simple as possible. Such strategies 
might also have a role in high-income countries 
where the main alternative strategy (titrate treatment 
against risk factor levels) can result in undertreatment 
in practice.11 Cost-effectiveness analysis suggests that 
a fixed-dose combination strategy is potentially cost-
effective compared with treatment titration in a high-
income setting.12

Although a polypill strategy might sit uncomfortably 
with precision medicine, there is now a substantial 
evidence base that such an approach is effective at 
reducing cardiovascular disease. Guideline writers and 
policy makers should consider how to incorporate this 
evidence base into guidelines and policies.
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