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Abstract
Hemophilia A is a genetic coagulation disorder associated with a deficiency of clotting factor VIII. 

It can be inherited or acquired and have different levels of severity. The present case report describes a 
Libyan male patient with Factor VIII deficiency who underwent multiple remaining roots extraction.

The patient was a 26-year-old Libyan male with history of hemophilia A of mild type. The patient underwent 
blood tests and imaging to assess the severity of hemophilia and the condition of the surgical area. The blood 
examination revealed normal Bilirubin level (0.6), low levels of, RBC (4.55), HGB (10.9), PT (17.7) and 
slight changes in platelet count and Factor VIII level. 

The treatment plan for the day of surgery was accordingly, the patient was administered Factor VIII 24 hours 
before the day of surgery. The patient underwent the multiple roots extraction of lower left first and second 
molar under local anesthesia using 2% Lidocaine with 1:80, 000 Adrenaline. The Injection technique was 
regional nerve block (inferior alveolar, Lingual, and long buccal nerve block).

After extraction, direct pressure on the area using a damp gauze swab, maintained for at least 30 min, a 
hemostat and multiple thread suture were applied. One hour after surgical removal of the roots again the 
patient administered Factor VIII.

There was no subsequent bleeding or complications at follow-up in the first three days. In the fourth day 
there was moderate bleeding at the extraction sockets continued for a day. At fifth day the patient was 
admitted at the Sebha Medical Centre. The bleeding stopped after 24 hours. 

Treatment plan in the Medical Centre was administration of factor FVIII, tranexamic acid 500 mg three 
times a day and vitamin K once a day. All injections were given intravenously. Then the patient discharged 
from the Centre in the sixth day after bleeding controlled. The wound had healed completely without 
abnormalities.
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Introduction

Bleeding may occur at different sites in the body, 
including the oral cavity, in patients with bleeding 
disorders, and it may also occur during dental treatment; 
this may delay a dental surgical treatment and prolong 
the recovery after the surgical intervention in most cases. 
Hemophilia A is a genetic bleeding disorder associated 

with the deficiency of clotting factor VIII (FVIII) 1, 2,3.

It can be inherited or acquired and have different 
levels of severity 4,5. It is broadly divided into hemophilia 
A (deficiency of factor VIII), hemophilia B or Christmas 
disease (deficiency of factor IX), and hemophilia C or 
Rosenthal syndrome (deficiency of factor XI). Other 
variants include parahemophilia (Owren’s disease), 
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which occurs due to factor V deficiency, and acquired 
hemophilia.19-20

Complications in hemophiliacs include 
musculoskeletal complications such as chronic 
hemophilic arthropathy, synovitis, contractures, 
pseudotumor formation, development of inhibitors 
against factor VIII, and most importantly transfusion-
related infections such as human immunodeficiency 
virus (HIV), hepatitis B virus (HBV), hepatitis C virus 
(HCV), hepatitis A virus.21-22

In this case report, we describe a patient with Factor 
VIII deficiency that presented with gingival bleeding 
around badly decayed mandibular left first and second 
molar.

Case Report

Chief complaint

A twenty-six year-old Libyan male with blood type 
A Rh – (negative) presented at the Balkis- Alshame 
private Dental clinic in Sebha City (Libya). The patient 
had been referred from the Algatroun General Hospital 
in South West of Libya. The chief complaint was mild 
pain and bleeding in the lower left mandibular first and 
second molars roots, and he requested for extraction of 
the remaining roots. 

The patient had a mild hemophilia A. The blood test 
results showed that the factor VIII activity was about 
15%–20%. He had no history of underlying systemic 
conditions.

Medical history

The patient was diagnosed with history of 
hemophilia, and he had blood transfusion since 3 years 
back, no history of diabetes. The patient had no history of 
previous complications of tooth extraction. He reported 
no family history of hemorrhagic disease.

Allergies

The patient has no history of allergic reaction.

General examination findings

The patient was conscious oriented, not Dyspnia, no 
tachycardia, pallor, no external bleeding, and no jaundice, 
slightly thin, and with a height of approximately 160 cm.

Intraoral and imaging findings

Clinical oral examination showed that the patient 
has a bad oral hygiene, presence of dental calculus, 
gingivitis and multiple remaining roots, and impacted 
lower third molars.Figure 1.

       
Figure 1: Preoperative intraoral view

Bone resorption was observed on panoramic radiographs; the resorption was especially prominent in the 
lower left side around roots of the first and second molars and around the remaining root of the lower right molars. 
Moreover, panoramic view revealed horizontally impacted lower right and left third molars, Figure 2.
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Figure 2: Shows preoperative radiographic condition of the teeth and alveolar bone in both jaws.

Blood Test Results

The blood test results showed a low platelet count 
(17.5 × 104/uL) and a low Factor VIII concentration in 
plasma (15%); the hemoglobin (HGB) level was (10.9 
g/dl) [Table 1]. 

In addition, the results of blood tests revealed a 
prolonged prothrombin time (PT: 17.7 Sec), reference 
range: 11.0–15.0 Sec), increased International 
Normalized Ratio (INR: 1.5) standard value: 1.0 -1.3.

Total Bilirubin (0.6 mg/dl), Direct Bilirubin (0.3 
mg/dl), liver function Test, Alanine aminotransferase 
(GPT: 6 U/L), aspartate aminotransferase (GOT 23U/L), 
kidney function Test, creatinine (0.98), urea (22 mg/dl). 
Glucose fasting (74mg/dl, Na+ (139.7 mmol/l) , K+ (3.8 
mmol/l), Ca+ (1.08 mmol/l) [Table 1].

Clinical diagnosis

Acute apical periodontitis of the lower left first and 
second molar area with mild hemophilia A disorder.

Treatment Course

The patient was admitted to Sebha Medical Centre, 
after the condition of the remaining root of the left lower 
first and second molars were assessed. 

A blood test was made to assess the severity of the 
hemophilia by evaluating the Factor VIII level. 

A Complete Blood Count (CBC) was also performed, 
Red Blood Cells (RBC), White Blood Cells (WBC), 
Platelets count(PLT) and Hemoglobin (HGB). Levels, 
of urea nitrogen, creatinine, sodium, potassium, calcium, 
total bilirubin, direct bilirubin, Alanine aminotransferase, 
aspartate aminotransferase, Prothrombin time, platelets 
account, hemoglobin, fasting blood glucose and blood 
sugar were measured. The results showed he had a mild 
hemophilia A; Factor VIII activity was about 15%–20%. 
There was a slight increase in PT, INR, [Table 1]. These 
findings were consistent with the medical history of the 
patient. The extraction of the lower left first and second 
molars roots was done after the patient administered 
Factor VIII 24 hours before dental extraction.
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Table 1: shows different blood investigations

No Tests Test results

1 Red Blood Cells (RBCs) 4.5  10*12/L

2 White Blood Cells (WBCs) 4.3  10*g/L

3 Platelet Count (17.5 × 104/uL)

2 Factor VIII concentration in plasma (15%)

3 Hemoglobin (HGB) (10.9 g/dl)

4 Prolonged prothrombin time(PT) (17.7 Sec)

5 International Normalized Ratio (INR) (1.5)

6 Total Bilirubin (0.6 mg/dl)

7 Direct Bilirubin (0.3 mg/dl)

8 Alanine aminotransferase (GPT) (6 U/L)

9 Aspartate aminotransferase (GOT) (23U/L)

10 Creatinine (0.98) (0.98 mg/dl)

11 Urea (22 mg/dl)

12 Fasting Blood Sugar (FBS) (74mg/dl)

13 Sodium (Na+) (139.7 mmol/l) (mmol/l)

14 Potassium (K+) (3.8 mmol/l),

15 Calcium (Ca+ ) (1.08 mmol/l)

The treatment plan for the day of surgery was to ensure that INR would not be increased, and prolongation of 
PT would remain mild. The patient was administered FVIII (Nuwiq (500 IU) Simoctocog alfa (recombinant human 
coagulation factor VIII, Octapharma AB, Sweden) intravenously 24 hours before the surgical the treatment Figure 3.

           
Figure 3: Shows a Huma coagulation factor VIII that given to the patient.

The patient underwent the multiple roots extraction of lower left first and second molar under local anesthesia 
using 2% Lidocaine with 1:80, 000 Adrenaline. The Injection technique was regional nerve block (inferior alveolar, 
Lingual, and long buccal nerve block). After extraction, direct pressure on the area using a damp gauze swab, 
maintained for at least 30 min, a hemostat and multiple thread suture were applied. Figure 4.
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Figure 4: Shows multiple extracted roots and the multiple threads suture in place.

There was no subsequent bleeding or other complications on the first three days after extraction.

In the fourth day there was moderate bleeding at the extraction socket continued for a day. 

At fifth day the patient was admitted at the Sebha Medical Centre. The bleeding stopped after 24 hours. A 
Complete Blood Count (CBC) was also performed. Red Blood Cells (RBCs: 3.41), White Blood Cells (WBCs: 8.1), 
and Hemoglobin (HGB: 7.7). There was significant decrease in number of red blood cells and hemoglobin level 
[Table 2].

Table 2: Shows blood test results (RBC, WBC, and HGB) following moderate bleeding from extraction 
sockets for one day.

No Tests Tests result

1 Red Blood Cells (RBC: )  ( 3.41 10^12/L)

2 White Blood Cells (WBC)  (8.1   10^9/L)

3 Hemoglobin (HGB)  (7.7   gd/L ).

Treatment protocol in the Medical Centre was administering of factor FVIII (500 IU), tranexamic acid 500 mg 
three times daily and vitamin K once a day injection intravenously. Then the patient discharged from the Centre in 
the sixth day after bleeding controlled. 

Ten days postoperatively, suture was removed at the extraction sockets and the wound had healed completely 
without abnormalities.

Figure 5: A photograph showing the condition of the extraction area after the 10 days postoperatively. There was 
no feature of bleeding, swelling and redness in and around the extraction sockets.

With regard to this article, there is no conflict of interest to disclose.

Figure 5: shows the condition of extraction area 10 days post operatively 
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Discussion

Factor VIII or antihemophilic factor present at the 
intersection of the intrinsic and the extrinsic coagulation 
pathways and an essential blood-clotting protein. It is 
encoded by the F8 gene and plays a major role in the 
fundamental pathway of blood coagulation.6 

Hemophilia A causes prolonged bleeding and usually 
affects males more than females. The bleeding can be 
internal, inside joints and muscles, or external, such as 
following minor injuries, dental procedures, trauma, 
or accidents2,6. In hemophilia A, the Complete Blood 
Count(CBC) including the platelet count and PT are 
usually normal. However, sometimes, the hemoglobin 
(HGB) level and the Red Blood Cells count(RBCs) can 
be low, especially if the patient has heavy or prolonged 
bleeding7,8.

In the preset case the similar figures of blood 
screening were reported after complete blood count 
was performed. Factor VIII is considered a cofactor 
for Factor IX which converts Factor X to the activated 
form of Factor X (Xa) to form blood clots in the blood 
coagulation mechanism, in the presence of Ca++ and 
phospholipids9. Its mechanism of action is unknown, but 
its major effect is to increase the rate of the reaction. The 
defects in Factor VIII gene and the genetic deficiency 
in Factor VIII result in hemophilia (a common X-linked 
recessive coagulation disorder)9. The normal Factor VIII 
activity is 80%–140%, and symptoms correlate with 
Factor VIII activity. However, only 25% of FVIII activity 
is required for the normal hemostasis10. Prothrombin 

Time is also prolonged in patients who are receiving 
Vitamin K antagonists and anticoagulants, such as 
warfarin11,12. Hemophilia A is usually treated mainly 
with infusion of recombinant Factor VIII; this treatment 
is currently widely preferred due to its greater safety13,14. 
However, in some cases, this treatment be used only as 
needed15. Some cases with a mild can often be managed 
with drugs that release stored Factor VIII from blood 
vessel walls. Moreover, current studies have indicated 
using gene therapy in hemophilia A treatment16.

Regarding to local anesthetic administration, 
there are no restrictions with respect to the type of 
local anesthesia used, those with vasoconstrictors may 
provide additional local hemostasis. Buccal infiltration 
is sufficient to anesthetize all the upper teeth and lower 
anterior and premolar teeth. Mandibular molar teeth 
are anesthetized using inferior alveolar nerve block 
after increasing the clotting factor levels by appropriate 
replacement therapy, as there is a risk of bleeding into 
the muscles along with potential airway compromise 
due to a hematoma in the retromolar or pterygoid space. 
In contrast, the intraligamental technique or interosseous 
technique should be considered as a potential alternative 
to the nerve blocks.21-23 In the present case the inferior 
alveolar nerve block was given to anaesthetize the roots 
of the mandibular left first and second molars. 

Regarding, the bleeding at the extraction socket 
or the soft tissues around, local treatments like 
direct pressure on the area using a damp gauze swab, 
maintained for at least 30 min should be considered. 
Suturing of the wound, application of local hemostatic 
agents, and use of tranexamic acid as a mouthwash can 
be administered24.In the present case, the patient was 
treated with Factor VIII infusion and when the patient 
admitted to the medical three days post extraction due 
to moderate bleeding from the extraction sockets; the 
bleeding completely stopped gradually after 24 hours. 
Normally, the tooth extraction cavity is filled with clot 
within 1 day after tooth extraction; then, it is covered 
with a fibrin network. 

In blood clots, new blood vessels and regenerated 
bone granulation tissue organically combine to form a 
callus bone. In contrast, in the gingival area, the vascular 
networks and the fibroblasts extend along the surface of 
the clot toward the center of the wound, and the epithelial 
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covering is completed in about 2 weeks.17It is important 
for safety reasons to administer factor VIII 24 hours 
before the extraction and one-hour post extraction. In 
addition, administration of tranexamic acid, or vitamin 
K18. 

In patients with persistent gingival hemorrhage or 
those with persistent bleeding after tooth extraction, 
it is important to consider the possibility of blood 
coagulation disorders and to measure blood coagulation 
factor levels. Moreover, the assessment by an internal 
medicine physician should be promptly arranged, and 
follow-up with hematologists should be scheduled 
during treatment.

Conclusion 

Hemophilia should be suspected in patients with a 
history of easy bruising in early childhood, spontaneous 
bleeding, particularly into the joints, muscles, and 
soft tissues, or prolonged bleeding following trauma 
or surgery. Hemophilia runs in families; therefore, a 
family history of bleeding disorders should be carefully 
prompted. Hemophilic patients form a priority group for 
dental and oral health care, since bleeding after dental 
treatment may cause severe or even fatal complications. 

In addition, oral hygiene maintenance and 
prevention of dental diseases is of great consequence to 
improve the quality of life and avoid the risks of surgery. 
The close cooperation between hematologists, oral 
surgeons, and general dentists will support to deliver 
greatest care and appropriate treatment for patients with 
hemophilia A, avoiding all undesirable consequences. 
Genetic counseling is an important part of hemophilia 
care to help people with hemophilia. Dentists can not 
only provide comprehensive oral care for hemophilia (A 
) patients but also contribute in the genetic counseling 
through wide range of tests for diagnostic and carrier 
detection, as well as individual counseling.
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