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Abstract 

Objective: Cases of thrombosis have been reported after administration of SARS-CoV-2 vaccines, with controversial 
results relating to Oxford-AstraZeneca’s ChAdOx1-S. Despite such cases being rare, they still raised concerns for their 
involvement in coagulopathies. Anti-cardiolipin (aCL) IgG antibodies have been linked to venous and arterial throm-
bosis. The aim was to evaluate the concentration of aCL IgG antibodies in vaccinated and COVID-19 positive individu-
als using indirect ELISA and commercial sourced calibrators.

Results: The concentration of aCL IgG antibodies was measured in the serum of COVID-19 positive (n = 37), 
ChAdOx1-S vaccinated (n = 37) and BioNTech Pfizer BNT162b2 vaccinated (n = 42) individuals. Samples from COVID-
19 negative, unvaccinated individuals (n = 41) served as controls. The highest percentage of positivity was in the 
COVID-19 positive group (18.9%). Concerning vaccination, BNT162b2 had the highest percentage of positivity (11.9%) 
(p = 0.0037). Additionally, aCL concentrations were evaluated at different time points in both vaccinated groups 
(before, 3 weeks after and 3 months after the second dose). A significant difference in the levels of aCL IgG antibod-
ies over time (p = 0.0391) was observed only in ChAdOx1-S individuals. Our study concluded that levels of aCL, after 
vaccination with either of the vaccines or following SARS-CoV-2 infection, were not clinically pathogenic for the risk of 
thrombosis.
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Introduction
The spread of Severe Acute Respiratory Syndrome Coro-
navirus 2 (SARS-CoV-2), a respiratory viral infection, 
was declared a pandemic by the World Health Organi-
zation (WHO) in early 2020 [1]. The new generation of 
vaccines for Coronavirus 2019 (COVID-19), with the 
first one making an appearance just a year after the first 
case of COVID-19, include BioNTech Pfizer’s BNT162b2 
and Moderna’s mRNA-1273, which are mRNA-based 

technology vaccines, act through directly produc-
ing an antigen, the spike protein. Their immunogenic-
ity includes high neutralizing antibodies and  CD4+ 
and  CD8+ T cell response [2]. Oxford-AstraZeneca’s 
ChAdOx1-S and Janssen’s JNJ-78436735 use adenovi-
ral vector-based technology, which are genetically engi-
neered to include the target gene [1]. ChAdOx1-S was 
created using a Chimpanzee adenovirus vector that dis-
plays the spike protein on its surface, developing a strong 
immune response through high neutralizing antibodies. 
Janssen’s JNJ-78436735 includes adenovirus serotype 26 
that also expresses the spike protein. [2]. Despite vaccines 
being the best approach, there has been controversy 
regarding an association between immune thrombocy-
topenia and some formulations of COVID-19 vaccine. 
Very rare cases of thrombosis at unusual sites have 
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been reported, mostly associated with thrombocytope-
nia, shortly after the administration of ChAdOx1-S [3]. 
In fact, ChAdOx1-S vaccine was temporarily banned in 
some European countries following a few cases of throm-
bosis, the formation of blood clots in blood vessels that 
prevent blood flow [3]. Specifically, anti-cardiolipin (aCL) 
IgG antibodies have been found to be associated with 
thrombosis [4]. Detection of aCL IgG antibodies can be a 
valuable laboratory indicator for thrombotic events [5] or 
a possible thrombotic condition associated with COVID-
19 vaccination.

We aimed to determine the concentration of aCL anti-
bodies in subjects following vaccination with ChAdOx1-
S or BNT162b2. Additionally, aCL antibodies were also 
assessed in individuals positive for COVID-19 using a 
reverse transcription polymerase chain reaction (RT-
PCR) test. All study groups were compared to a control 
group of non-vaccinated and COVID-19 negative indi-
viduals with the purpose of identifying clues as to pos-
sible coagulopathies in COVID‐19 vaccination.

Main text

Methods
Study design and participants
Blood samples were collected from 37 SARS-CoV-2- 
positive individuals, 37 individuals vaccinated with 
ChAdOx1-S and 42 with BNT162b2. Participants 
were recruited at the time the vaccination campaign 
started. February 2021 for BNT162b2 and April 2021 for 
ChAdOx1-S. Samples were taken at around 3 to 4 weeks 
after the administration of the second dose. Additionally, 
samples were collected from 41 individuals that tested 
negative against SARS-CoV-2 with no history of vaccina-
tion. All study participants signed an informed consent 
form approved by the Cyprus National Bioethics Com-
mittee (ΕΕΒΚ/ΕΠ/2020/23).

Blood processing
Blood samples were collected in BD Vacutainer red-top 
plain tubes containing clotting activators at The Cyprus 
Institute of Neurology and Genetics. Samples were 
allowed to clot at room temperature and centrifuged at 
1500  g for 10  min. Serum was extracted and stored at 
−20 °C.

aCL antibody detection using an indirect ELISA
aCL IgG antibodies were measured using an indirect 
ELISA along with commercially sourced calibrators 
(Louisville APL Diagnostics, USA). In brief, 96-well 
Polysorp plates were coated with 50  μg/ml cardiolipin 
(Sigma) in ethanol. Plates were incubated at 4˚C over-
night and blocked using 10% HI FBS/PBS for one hour 

at 37  °C. Serum samples where diluted 1:50 with 10% 
HI FBS/PBS in triplicate and incubated for 90  min at 
37  °C. Bound IgG was detected by the addition of anti-
human IgG horseradish peroxidase conjugate, diluted 
with 10% HI FBS/PBS and incubated for 1  h at 37  °C. 
3,3′,5,5′-Tetramethylbenzidine (TMB) Substrate was then 
added, and absorbance was measured at 450 nm. A linear 
graph of the concentration of the calibrators against the 
absorbance measured was created. The graph equation 
was used to calculate the concentration of the samples. 
Activity was defined in IgG phospholipid units (GPLU) 
where 20 GPLU and above is considered positive for the 
presence of aCL antibodies according to the manufac-
turer’s instructions. Inter and intra plate variations were 
assessed according to the protocol of the Louisville APL 
diagnostics. A 15% allowable difference in the calibrators 
between each plate does not cause a statistical bias.

Statistical analysis
All statistical analysis was performed using GraphPad 
Prism Version 8 for Windows, La Jolla, California, USA. 
Wilcoxon- Mann–Whitney test and Friedman test were 
the statistical tests used for the analysis of aCL concen-
trations at different time points for the two vaccinated 
groups. Unpaired t-tests were used for the analysis of 
aCL concentrations at ≈ 21 days after the second dose.

Results
Patient demographics
Thirty-seven individuals that were found SARS-CoV-2- 
positive through RT-PCR were asked to provide blood 
samples. Similarly, volunteers who were vaccinated with 
BNT162b2 (n = 42) gave blood samples 3  weeks after 
the first vaccination dose and those vaccinated with 
ChAdOx1-S (n = 37) gave blood samples 12  weeks after 
the first vaccination dose, and repeated sampling was 
received from both groups ≈ 21 days and 3 months after 
the second vaccination dose. The study groups were sex 
and age matched to a control group negative for SARS-
CoV-2, not vaccinated by any of the available FDA 
approved SARS-CoV-2 vaccines. Demographics of the 
study groups are shown in Table 1.

aCL concentrations at ≈ 21 days after the second dose
Overall, 18.9% of SARS-CoV-2- positive individuals 
tested positive, 11.9% of BNT162b2- vaccinated, 2.7% 
of ChAdOx1-S- vaccinated and in comparison, 7.3% 
of the control, SARS-CoV-2 negative non-vaccinated 
group (Fig.  1). A significant difference (p = 0.0289) has 
been found in the aCL concentration of the ChAdOx1-
S- vaccinated in comparison to the control group, with 
the vaccinated group averaging lower concentrations 
(Mean = 2.012 GPLU). Similarly, SARS-CoV-2- positive 



Page 3 of 6Krashias et al. BMC Research Notes          (2022) 15:292  

individuals had a significantly (p = 0.0167) higher con-
centration, than the control group (Mean = 4.531 GPLU). 
No significant difference (p = 0.1414) was found between 
the BNT162b2- vaccinated and the control group. Lastly, 
when comparing the two vaccines, BNT162b2 had 
induced significantly (p = 0,0037) higher concentrations 
of aCL.

Change in aCL IgG antibody concentration at different time 
points around the second dose of the vaccine
To determine whether there was a change in the concen-
tration aCL IgG before and after the second dose, addi-
tional samples were tested from the same individuals 
(Fig. 2). No significant difference (p = 0.0874) was found 
between the three samples, before second dose (T1) 
where IgG concentration measured 2.581 GPLU [Inter-
quartile range 0.308 to 19.18], ≈21 days after second dose 

(T2) 1.169 GPLU [0.398 to 9.805] and 3  months after 
(T3) 7.669 GPLU [2.359 to 41.16] of the BNT162b2- vac-
cinated study group. A significant difference (p = 0.0391) 
was found for the ChAdOx1-S- vaccinated group, where 
aCL IgG concentration measured 0.2340 GPL [0.078 to 
0.3793] at T1, 0.8340 GPLU [0.035 to 2.583] at T2 and 
1.543 GPLU [0.255 to 6.523] at T3.

Discussion
Production of antiphospholipid antibodies is common 
after viral infections; however, their clinical significance 
is still unknown. Some patients may have these antibod-
ies for short period of time, yet in some cases they persist 
and can contribute to the development of autoimmune 
diseases [6]. aCL is an antiphospholipid antibody, found 
at high concentrations in the antiphospholipid syndrome 
(APS). In fact, the hallmark of APS involves the setting of 

Table 1 Patient Demographics

M males, F females, S.D standard deviation

P values indicate no significant difference in the ages of all the participants in comparison to the control group

Control group COVID-19 Positive BNT162b2 ChAdOx1-S

No. of subjects 41 37 42 37

Sex (M/F) 19/22 20/17 20/22 17/20

Mean age (± SD) 47.17 (± 11.01) 45.49 (± 14.06) P = 0.555* 46.83 (± 12.64) 
P = 0.897*

44.73 (± 12.98) P = 0.379*
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Fig. 1 A aCL concentrations in COVID-19 positive and controls (COVID-19 negative non-vaccinated individuals). Dashed line indicates the threshold 
above which samples are considered positive (> 20GPLU). The threshold was determined by the manufacturer’s protocol of the calibrators used. A 
significant difference of p = 0.0167 was found between the two groups. B aCL concentrations of the study groups, vaccinated with BNT162b2 and 
ChAdOx1-S. The control group is the unvaccinated COVID-19 negative participants. Dashed line indicates the threshold above which the samples 
are considered positive (> 20GPLU). aCL concentrations between ChAdOx1-S vaccinated and the control group was found to be significantly 
different p = 0.0289. No significant difference (p = 0.1414) was found between the BNT162b2 vaccine group and the control. A significant difference 
(p = 0.0037) was found between the two vaccine groups
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aCL, at the site of thrombosis. Furthermore, it has been 
found that antibodies induced by SARS-CoV-2 cross-
react with red blood cells, platelets and serum albumin 
which results in blood thickening. Specifically, SARS‐
CoV‐2 spike protein is structurally similar enough to 
some blood coagulation factors [7]. Several studies inves-
tigated the safety of the ChAdOx1 vaccine indicating a 
shared pathophysiological basis of a syndrome similar 
to autoimmune heparin-induced thrombocytopenia in 
some individuals [8, 9].

In the present study, aCL IgG antibodies were evalu-
ated in COVID-19 positive patients and individuals 
vaccinated with BNT162b2 and ChAdOx1-S. All study 
groups were compared to COVID-19 negative, non-
vaccinated individuals. The highest percentage of sub-
jects positive for aCL IgG antibodies was the COVID-19 
positive group (18.2%), significantly different (p = 0.0167) 
from the control group. This is in line with a recent study, 
showing severe cases of COVID-19 are more prone to 
thrombotic events, with patients admitted to ICU pre-
senting high concentration of aCL IgG antibodies [10, 
11]. However, none of the COVID-19 positive subjects 
included in our study required hospitalization.

Interestingly, BNT162b2 vaccinated group had a higher 
percentage of positivity for aCL, at 11.9%, in comparison 
with ChAdOx1-S, at 2.7%, which was also found to be sig-
nificantly different (p = 0.0037). An association between 
ChAdOx1-S vaccination and thrombosis is reported [3]. 
Interestingly, individuals vaccinated with ChAdOx1-S 
had the lowest positivity (2.7%) but also the lowest over-
all concentration of aCL IgG antibodies following admin-
istration of the second dose, even when compared to the 
non-vaccinated individuals (p = 0.0289) (Fig. 1B). Impor-
tantly, literature thus far have not explored the full set 
of groups included in the present study, therefore there 
is insufficient knowledge in interpreting the presence of 
aCL antibodies.

Moreover, a significant difference (p = 0.0391) was 
observed between concentration levels of aCL IgG anti-
bodies over time in the study groups vaccinated with 
ChAdOx1-S (Fig. 2A). On the contrary, a significant dif-
ference was not observed in the BNT162b2 vaccinated 
group. Noteworthy, there is a significant difference after 
the second dose is administrated for both vaccines. 
For BNT162b2, T2 samples were around 3  weeks after 
administration of the first dose, whereas for ChAdOx1-
S the second dose was given at around 8 to 12  weeks 
after the first dose. Assuming both doses spike the exact 
same response regarding the production of aCL IgG 
antibodies, ChAdOx1-S vaccinated group had more 
time to lower levels back to baseline in comparison to 
BNT162b2. This could also explain the higher concentra-
tion and degree of positivity in the BNT162b2 vaccinated 
group. T2 samples could account for the increase of aCL 
in both doses together. In addition, this could also explain 
why the ChAdOx1-S vaccinated group had a significantly 
lower (p = 0.0289) concentration that the control group 
at the T2 time point. Another important detail that needs 
to be taken into consideration, is the fact that ChAdOx1-
S and BNT162b2 differ in the molecular design delivery 
system used. In the case of ChAdOx1-S, viral vectors 
are designed to specifically express antigens of target 
pathogens. The delivery of the target antigen by viral 
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Fig. 2  aCL concentration in individuals vaccinated with ChAdOx1-S 
(A) and with BNT162b2 (B) across three sampling points, no earlier 
than a week before the second dose (T1), ≈ 21 days after the 
second dose (T2) and 3 months after (T3). A significant difference 
(p = 0.00391) was found in the concentration over time for the 
ChAdOx1-S (Fig. 2A). While no significant difference (p = 0.0874) was 
in the BNT162b2 vaccinated group over time
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vectors produces potent antigens consequently mimick-
ing the natural infection which then induces strong T cell 
responses [2]. The chimpanzee adenovirus vector was 
used due to the low human prevalence, as humans have 
low pre-existing immunity to its viral backbone [2]. The 
BNT16b2 vaccine employs the use of S antigen-encod-
ing mRNA. They need to be delivered to the cytoplasm 
of host cells for translation to occur [2]. Further studies 
are required, which may provide clues as to the origins 
of coagulopathies in COVID‐19 and determine whether 
is due to the production of aCL IgG antibodies.

Noteworthy, a recent study has concluded that 
antiphospholipid antibodies produced in APS differ from 
those seen in SARS-CoV-2 [12]. Despite that, it does not 
mean that aCL linked to SARS-CoV-2, have no associa-
tion with thrombosis [13, 14]. Severe cases of COVID-19 
infection can still benefit from antiphospholipid antibody 
tests as they can demonstrate the risk of thrombosis in 
patients and preventative care can be applied.

Conclusion
To our knowledge, this is the first study that compares 
levels of aCL IgG antibodies in vaccinated and COVID-
19 positive individuals. An anti-phospholipid antibody 
test may be useful to prevent serious cases of coagulation 
following vaccination enrolment. Health care providers 
should be aware of clinical presentation and manage-
ment strategies associated with post-COVID-19 vaccine-
induced thrombotic thrombocytopenia. Our study has 
shown that aCL concentrations are not increased to the 
point where they can be considered pathogenic, even at 
3 months after vaccination. However, it is vital to know 
that aCL is not an independent variable of thrombosis 
and further testing will be required if a patient presents 
signs of thrombosis [15, 16].

Limitations
A major limitation of our study is the number of partici-
pants and sampling pre-vaccination. We were not able to 
normalise our results to account for such variations. We 
also acknowledge the fact that cardiolipin is a normal 
blood component and additionally the use of ELISA for 
the detection of anti-CL includes anti-β2-glycoprotein I 
[17]. We accounted for that by using FCS, which includes 
β2-glycoprotein I, to block any non-specific binding. 
Lastly, we are unaware of any coagulopathies our partici-
pants could have.

Abbreviations
aCL: Anti-cardiolipin; SARs-CoV-2: Severe acute respiratory syndrome corona-
virus 2; COVID-19: Coronavirus 2019; RT-PCR: Reverse transcription polymerase 
chain reaction; APS: Antiphospholipid syndrome.

Acknowledgements
We would like to thank all study volunteers for donating blood for this study. 
Additionally, we thank Ms Andria Xyrichi for her assistance in collecting the 
blood samples and everyone at the Molecular Virology Department of the 
Cyprus Institute of Neurology and Genetics for their contribution to this study.

Author contributions
GK and AP contributed equally to this work. Conceptualization- GK, AL; Meth-
odology—AP and AL; Validation- AL, ED and GK; Formal Analysis—AP, ED, AL; 
Writing—original draft preparation—AP and AL; Writing- review and editing 
AL and ED; Supervision—AL; Project Administration- CC and MP; Funding 
Acquisition—CC and MP. All authors have read and agreed to the published 
version of the manuscript. All authors read and approved the final manuscript.

Funding
This work was supported by the funds available for research purposes of The 
Cyprus Institute of Neurology and Genetics.

Availability of data and materials
The raw data of this study are available upon reasonable request to the cor-
responding author.

Declarations

Ethics approval and consent to participate
The study has obtained ethical approval from the Cyprus National Bioethics 
Committee (ΕΕΒΚ/ΕΠ/2020/23). Informed consent was obtained from all 
study participants.

Competing interests
All authors have no potential conflict of interest to report.

Author details
1 Postgraduate School, The Cyprus Institute of Neurology and Genetics, Nicosia, 
Cyprus. 2 Department of Molecular Virology, The Cyprus Institute of Neurology 
and Genetics, Nicosia, Cyprus. 3 Neuroimmunology Department, The Cyprus 
Institute of Neurology and Genetics, Nicosia, Cyprus. 

Received: 23 June 2022   Accepted: 27 August 2022

References
 1. Giuseppe C, Ilaria N, Marco R, Salvatore B, Alberto T. Deep vein thrombo-

sis (DVT) occurring shortly after the second dose of mRNA SARS-CoV-2 
vaccine. Nat Pub Health Emerg Collect. 2021;16:803–4.

 2. Jee YC, Melissa NT, Young JK. COVID-19 vaccines: The status and perspec-
tives in delivery points of view. Adv Drug Deliv Rev. 2021;170:1–25.

 3. 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;107:173–80.

 4. Kelchtermans H, Pelkmans L, de Laat B, Devreese KM. IgG/IgM antiphos-
pholipid antibodies present in the classification criteria for antiphospho-
lipid syndrome: a critical review of their association with thrombosis. J 
Thromb Haemost. 2016;14:1530–48.

 5. shi XM, Gong Y, Hu XD, Zhai L. The relationship between elevated 
antiphospholipid antibodies and thrombosis in hospitalized patients. 
Chin J Prevent Med. 2021;55:1100–4.

 6. Garavin IW, Uthman AE. Viral Infections and Antiphospholipid antibodies. 
Sem Athritis Rheumat. 2002;31:256–63.

 7. Root-Bernstein R. COVID-19 coagulopathies: Human blood proteins 
mimic SARS-CoV-2 virus, vaccine proteins and bacterial co-infections 
inducing autoimmunity: Combinations of bacteria and SARS-CoV-2 syn-
ergize to induce autoantibodies targeting cardiolipin, cardiolipin-binding. 
Pub Helath Emerg Collect. 2021;43(12):2100158.

 8. Nina HS, Ingvild HS, Annika E, Ludvig AM. Thrombosis and Thrombocyto-
penia after ChAdOx1 nCoV-19 Vaccination. J Med. 2021;384:2124–30.



Page 6 of 6Krashias et al. BMC Research Notes          (2022) 15:292 

•
 
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: 

 9. Greinacher A, Thiele T, Warkentin TE, Weisser K, Kyrle PA, Eichinger S. 
Thrombotic Thrombocytopenia after ChAdOx1 nCov-19 Vaccination. J 
Med. 2021;384:2092–01.

 10. Sami H, Mahmoud S, Zaid H, Rick S, Dany ES. Clinically significant anticar-
diolipin antibodies associates with COVID-19. Elsev Pub Health Emerg 
Collect. 2020;59:32–4.

 11. Marzen J, Mohsin S, Kehua Z. SARS-CoV-2 and Anti-cardiolipin Antibodies. 
Clin Med Insights Case Rep. 2020;13:1179547620980381.

 12. Maria OB, Asmaa B, Emirena G, Daniele C, Germana C, Caterina B, Claudia 
G, Simonetta B, Angela T, Franco F, Laura A, Maria GL, Silvia P. Anti-phos-
pholipid antibodies in COVID-19 are different from those detectable in 
the anti-phospholipid syndrome. Font Immunol. 2020;11:584241.

 13. Ning T, Li D, Xiong W, Ziyong S. Abnormal coagulation parameters are 
associated with poor prognosis in patients with novel coronavirys pneu-
monia Wiley Pub. Health Emerg Collect. 2020;18:844–7.

 14. Spinler A, Mohammad AM, Ali Sarah A. COVID-19 and thrombosis: from 
bench to bedside. Pub Health Emerg Collect. 2021;31:143–60.

 15. Malik S, Deema D, Huda E, Kholoud AM, Ayat AH, Duaa T, Alaa Y, Nidaa 
AA, Faris GB, Azmi M. High rates of COVID-19 vaccine hesitancy and its 
association with conspiracy beliefs: a study in jordan and kuwait among 
other arab countries. Vaccines. 2021;9:42.

 16. Walid CHK, Jean-Christophe G. The (non-)sense of detecting anti-cardi-
olipin and anti-b2glycoprotein I IgM antibodies in the antiphospholipid 
syndrome. J Thromb Homeost. 2019;18:169–79.

 17. Deguchi H, Fernandez JA, Hackeng TM, Banka CL, Griffin JH. Cardiolipin 
is a normal component of human plasma lipoproteins. Nat Acad Sci. 
2000;97:1743–8.

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


	SARS CoV- 2 vaccination induces antibodies against cardiolipin
	Abstract 
	Objective: 
	Results: 

	Introduction
	Main text
	Methods
	Study design and participants
	Blood processing
	aCL antibody detection using an indirect ELISA
	Statistical analysis

	Results
	Patient demographics
	aCL concentrations at ≈ 21 days after the second dose
	Change in aCL IgG antibody concentration at different time points around the second dose of the vaccine

	Discussion
	Conclusion
	Limitations
	Acknowledgements
	References




