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Abstract: Background: Dental implants are commonly employed to address edentulism, while
orthodontic treatments often incorporate mini-screws to enhance tooth movement and provide sta-
ble anchorage. Both procedures are integral to modern dental practice and frequently interact in
comprehensive care scenarios. While oral health professionals routinely assess patients’ medical
histories before procedures, undiagnosed coagulopathies, such as Von Willebrand Disease (VWD),
can present significant challenges when invasive procedures are carried out, such as the insertion
of implants or mini-implants. Case description: This case report discusses the surgical placement
of dental implants and orthodontic mini-screws in a patient with previously undiagnosed VWD,
underscoring the potential complications and the importance of recognizing bleeding disorders in
clinical practice, and provides some advice on the management of patients with previously undiag-
nosed VWD after/during surgical procedures. Conclusions: To prevent the risk of excessive bleeding,
before surgery, all patients should be screened through precise questions on bleeding history.

Keywords: orthodontic mini-screw; dental implant; prosthetic dentistry; Von Willebrand

1. Introduction

Von Willebrand Diseases (VWDs) comprise a spectrum of hemorrhagic disorders
characterized by either a quantitative or qualitative defect in the Von Willebrand factor
(VWF) [1]. The prevalence of VWD in the general population is estimated to range from 0.6%
to 1.3%, including all forms of the disorder [2,3]. However, symptomatic VWD requiring
specific treatment occurs at a much lower frequency, approximately 1 in 10,000 individuals,
with VWD Type 1 accounting for approximately 70–80% of all diagnosed cases of VWD,
making it the most common subtype, and with Type 3 VWD being extremely rare, affect-
ing around 1 in 1,000,000 people. However, the symptomatic prevalence in the general
population is estimated to be lower, due to its often mild presentation [4]. Despite these
statistics, many cases remain undiagnosed for extended periods, leading to undetected
bleeding complications in various clinical settings [5].

VWD is typically inherited as an autosomal dominant trait, although autosomal
recessive inheritance is observed in rarer forms of the disease [6]. Depending on the type
and severity of VWD, the disease commonly involves prolonged bleeding times, factor
VIII deficiency, and defective platelet adhesion [6]. VWD Type 1 is the most prevalent and
usually presents with mild symptoms, although severe bleeding may occasionally occur [7].
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The ABO blood group also plays a role in the manifestation of the disease, with individuals
of blood group O exhibiting lower baseline VWF levels compared to other blood groups [7].
Diagnosing VWD requires a comprehensive panel of tests, as no single assay can confirm
the functionality of VWF [8]. Screening typically includes evaluating VWF levels, platelet
adhesion capabilities, and the interaction between VWF and factor VIII [9].

In the context of dental practice, particularly during extraction procedures, managing
hemorrhage in patients with undiagnosed bleeding disorders like VWD can be especially
challenging [10]. While acquired coagulopathies are often identified through a detailed
medical history, congenital conditions such as VWD frequently remain asymptomatic and
undiagnosed until a bleeding event occurs. This presents a significant risk during surgical
procedures, as patients may unexpectedly experience excessive intra- or post-operative
bleeding. Although reports of severe blood loss due to VWD are more common in other
surgical specialties, such cases in dentistry, though less frequent, can still pose considerable
risk. Dental implants represent one of the most valued and widely used solutions for
the rehabilitation of edentulism. However, their insertion presents challenges in patients
with systemic conditions affecting coagulation [11]. Notably, Von Willebrand’s Disease
(VWD) introduces significant risks due to impaired blood clotting. Despite the widespread
use of implants, the literature on cases of previously undiagnosed VWD patients remains
limited [11–14].

This case report underscores the importance of recognizing undiagnosed bleeding
disorders, especially VWD, in dental patients, and emphasizes the need for practitioners
to maintain a high level of competence in managing unforeseen hemorrhagic events. The
prompt recognition and effective management of such complications are vital to ensuring
patient safety in routine dental procedures.

2. Case Report

In December 2021, a 25-year-old female patient presented to our clinical private
practice for comprehensive care and the rehabilitation of single missing tooth (4.6) (Figure 1).
Five years before, the patient had undergone a tooth extraction due to caries and had also
received other dental treatments, including restorations and the extraction of the tooth 4.8.
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Figure 1. Edentulous zone due to the extraction of the first lower right molar.

The patient reported no significant history of mucocutaneous bleeding, hemarthrosis,
or menorrhagia, nor any excessive bleeding following dental extractions or accidental
work-related injuries.

Overall, the patient maintained good health, followed a healthy lifestyle, and was
a non-smoker. While there was no reported history of trauma, she did mention having
experienced hematomas and notable bleeding after a scaling procedure in 2018, which
required medical attention. The hematological test results at that time, including PT and
PTT, were within the normal limits, leading to the conclusion that no further investigation
was deemed necessary. A dental examination revealed multiple caries, previous restora-
tions, and gingivitis associated with plaque and tartar accumulation. During the intraoral
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examination, the patient exhibited gingivitis associated with calculus and plaque, with
a plaque index (PI) of 60% and bleeding on probing (BOP) of 50%. Additionally, teeth 1.8
and 1.6 were found to be extruded, likely due to the absence of teeth 4.8 and 4.6, respectively
(Figures 2 and 3).
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Figure 3. Intra-oral photos of the patient.

The treatment plan consisted of professional oral hygiene and scaling to reduce PI and
BOP, to be repeated every 4 months until the end of the prosthetic and orthodontic treatment.

The patient underwent a professional dental cleaning session, followed by necessary
restorative treatments, without any significant bleeding occurring during the procedures.
As a non-smoker, her follow-up examination revealed plaque and bleeding indices below
20%, confirming her suitability for implant-prosthetic rehabilitation in the edentulous site.

For the prosthetic treatment plan, considering the overeruption of tooth 1.6 and
the extrusion of 1.8, a decision was made in consultation with the orthodontist to first
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proceed with the extraction of 1.8, followed by the intrusion of 1.6 to optimize the occlusion
(Figures 2 and 4).
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Following an initial evaluation, documentation was gathered for a comprehensive or-
thodontic diagnosis. This included extraoral and intraoral photographs, a prescription for
a lateral cephalometric radiograph to perform a cephalometric analysis, and an intraoral scan.

The patient was presented an orthodontic treatment plan that could be carried out
using either clear aligners or a fixed multi-bracket therapy. Both options would involve the
use of auxiliaries (mini-orthodontic screws) over a duration of 24 months. The treatment
would culminate in the placement of fixed and/or removable retainers for an indefinite
period. The patient chose not to pursue orthodontic treatment and decided instead to
proceed solely with the implant rehabilitation and the pre-prosthetic orthodontic treatment,
which involved the intrusion of tooth 1.6.

In agreement with the orthodontist, the extraction of tooth 1.8 was succeeded by the
orthodontic intrusion of tooth 1.6. After the extraction of 1.8 in December 2021, the patient
did not report any unusual bleeding at the extraction site. However, 10 days later, she
noted the development of extensive ecchymosis on her right arm. After contacting her
primary care physician, she underwent coagulation screening tests, which yielded the
following results:

Thrombocytosis: 238,000/µL.
PT INR: 1.07 (normal value: 0.80–1.20).
APTT: 35.3 s.
APTT ratio: 1.12 (normal value: 0.80–1.18).
Fibrinogen level: 394 mg/dL.
A CBCT scan was performed on the patient to assess the alveolar ridge in preparation

for the placement of an implant in the 4.6 region. This allowed for precise evaluation of
the bone density and quality, as well as accurate measurement of the distance between the
alveolar crest and the mandibular canal, ensuring the optimal positioning of the implant
while avoiding impingement of the inferior alveolar nerve [15].

The edentulous site in the 4.6 region was classified as Class 3 according to the Cawood
and Howell classification [16], indicating moderate bone resorption with a well-rounded
ridge. Despite the partial bone loss, the ridge shape remained suitable for implant place-
ment without the need for immediate augmentation procedures. The CBCT scan confirmed
that the bone quality and density were adequate, and the ridge’s dimensions were sufficient
to facilitate implant placement (Figure 5).

Moreover, it was observed that the resorption of the buccal alveolar wall required
gingival augmentation with a connective tissue graft along with the implant placement for
the correction of the bone defect.
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Before surgery, verbal and written consent was obtained, and the patient received a 
prophylactic dose of amoxicillin clavulanate (1 g) to prevent postoperative infections [17].

Local anesthesia was administered using mepivacaine with adrenaline (1:100,000) 
through infiltration. A crestal incision was made, and a full-thickness mucoperiosteal flap 
was reflected. After site preparation using dedicated burs, a bone-level implant measuring 
4 × 10 mm (BIOMAX, Planegg, Germany) was placed. The flap was sutured using 
resorbable Vycril 5.0, and an intra-oral control X-ray was performed (Figures 7 and 8).

Figure 7. Flap was sutured with resorbable suture.

Figure 5. CBCT of patient before implant placement.

A two-stage surgical approach was planned: the first stage involved the insertion of
the implant screw, followed by a second stage 4 months later for uncovering the implant
and simultaneously increasing the connective tissue with a roll flap technique (Figure 6).
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Figure 6. Full-thickness flap elevation and preparation of the implant site.

Before surgery, verbal and written consent was obtained, and the patient received a
prophylactic dose of amoxicillin clavulanate (1 g) to prevent postoperative infections [17].

Local anesthesia was administered using mepivacaine with adrenaline (1:100,000)
through infiltration. A crestal incision was made, and a full-thickness mucoperiosteal
flap was reflected. After site preparation using dedicated burs, a bone-level implant
measuring 4 × 10 mm (BIOMAX, Planegg, Germany) was placed. The flap was sutured
using resorbable Vycril 5.0, and an intra-oral control X-ray was performed (Figures 7 and 8).

Then, two orthodontic interradicular mini-screws measuring 8 mm × 1.5 mm (HDC,
Vicenza, Italy) were inserted vestibularly between teeth 1.5 and 1.6 and palatally between
teeth 1.6 and 1.7 after the infiltration of 1/5 cartridge of 1.70 mL of mepivacaine 2% with
1:100,000 adrenaline. An elastic power-chain was applied at the head of the two mini-screws,
passing over the occlusal surface of tooth 1.6 (Figure 9).
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Figure 9. TAD-supported intrusion mechanics.

To minimize the risk of post-operative complications, the patient was given specific
recommendations, including a liquid and cold diet, the application of ice packs for the
first few hours, and avoiding hot drinks. Additionally, amoxicillin clavulanate (1 g) and
ibuprofen (600 mg) were prescribed, and the patient was instructed to rinse twice daily
with chlorhexidine digluconate 0.12.

After 24 h, the patient returned reporting excessive bleeding from the implant site. De-
spite direct pressure with non-resorbable gauze and the local application of tranexamic acid,
the bleeding did not stop (Figure 10). The patient was promptly referred to a hematologist,
who prescribed oral tranexamic acid (two ampoules of 5 mL, every 8 h).
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Figure 10. Excessive bleeding after 24 h.

Consequently, specific hematological parameters were assessed to evaluate coagulation.
The laboratory test results were as follows:

• FVIII = 43% (normal range: 50–200).
• VWF antigen (quantitative) = 35% (normal range: Group O: 48–160; Groups A, B, AB:

50–210).
• VWF R:CoF (qualitative) = 32.5% (normal range: Group O: 44–165; Groups A, B, AB:

54–210).
• PFA-100: CT/EPI (platelet function test) = >300 (normal range: 74–191) CT/ADP

(platelet function test) = >300 (normal range: 57–152).

The values of FVIII, VWF antigen, and VWF R:CoF were found to be lower than
the normal range for the patient’s blood group, which was O positive. Based on these
findings, the hematologist confirmed the diagnosis of vWD type 1. An a posteriori Bleeding
Assessment Test (ISTH-BAT) was performed (https://practical-haemostasis.com/Clinic
al%20Prediction%20Scores/Formulae%20code%20and%20formulae/Formulae/Bleedin
g-Risk-Assessment-Score/ISTH_BAT_score.html, accessed on 1 October 2024), yielding
a score of 6.

The results of a complete blood count, aggregation tests, and a platelet count were
all within the normal limits. A diagnosis of Type 1 von Willebrand Disease (vWD) was
established, accompanied by the following prophylactic recommendations:

• Avoid the use of NSAIDs and ASA (acetylsalicylic acid); paracetamol and steroids
are permissible.

• In the event of a high-bleeding-risk surgical procedure, the intravenous administration
of a plasma-derived product containing FVIII and vWF (e.g., Hemate P® or similar)
should be performed at a dosage of 20–100 U/kg every 24 h.

• For minor bleeding events, oral tranexamic acid at a dosage of two 500 mg vials should
be taken three times daily for 3–6 days.

Additionally, it is advised to repeat the aforementioned tests for family members
suspected of having a bleeding diathesis.

After six months, the second-stage surgery was performed to expose the implant.
The roll flap technique was employed to increase the amount of keratinized tissue and
to manage the bone defect, as it is indicated for improving soft tissue stability around
implants and enhancing the gingival architecture. A healing abutment was placed, and the
site was sutured with 5-0 Vicryl (Figure 11).

Postoperative care followed the hematologist’s guidelines for minor surgeries, and no
bleeding occurred. One week later, the sutures were removed, and a silicone impression
was taken for the provisional crown.

https://practical-haemostasis.com/Clinical%20Prediction%20Scores/Formulae%20code%20and%20formulae/Formulae/Bleeding-Risk-Assessment-Score/ISTH_BAT_score.html
https://practical-haemostasis.com/Clinical%20Prediction%20Scores/Formulae%20code%20and%20formulae/Formulae/Bleeding-Risk-Assessment-Score/ISTH_BAT_score.html
https://practical-haemostasis.com/Clinical%20Prediction%20Scores/Formulae%20code%20and%20formulae/Formulae/Bleeding-Risk-Assessment-Score/ISTH_BAT_score.html
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Two months after tissue conditioning (Figure 12), a porcelain-fused-to-metal crown
was placed over the implant (Figure 13. The implant in the 4.6 region was then used as
absolute anchorage for upright tooth 4.7, using two tubes on the molars and a 17 × 25 TMA
sectional wire, improving the area below the contact point and facilitating proper cleaning
of the site (Figure 13).
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3. Discussion

Despite Von Willebrand diseases (vWD) being the most common inherited bleeding
disorder, they often present diagnostic challenges. Patients with vWD type 1 typically ex-
hibit mild and sporadic symptoms, with hematological coagulation parameters frequently
appearing normal. This case report details a female patient with an undiagnosed bleeding
disorder who underwent implant surgery, resulting in significant postoperative bleeding
and a subsequent diagnosis of vWD.

It is not unusual for previously undiagnosed individuals to experience their first ex-
cessive bleeding episode during oral or dental procedures, even those typically considered
minor, such as endodontic treatment [18]. To date, there are no documented case reports
concerning implant placement or orthodontic mini-screws that have led to an incidental
diagnosis of vWD.

The signs and symptoms of Type 1 vWD often manifest sporadically throughout
the patient’s life, with coagulation screening tests yielding normal results [19]. While
a global test like bleeding time might show prolonged results, its limited reproducibility
generally excludes it from standard preoperative laboratory panels [20]. In this case,
the singular bleeding episode did not recur during other surgical occasions, thus not
warranting immediate suspicion of a bleeding diathesis. The hemorrhagic event occurred
during a relatively invasive procedure, which had no prior precedent in the patient’s
clinical history, as she had never undergone any surgical intervention before.

Furthermore, the patient belongs to the blood group O positive, which is associated
with lower-than-normal levels of von Willebrand factor (vWF) [21]. In fact, the ABO blood
group’s influence on VWD is relevant, as individuals with blood type O generally exhibit
lower baseline levels of von Willebrand factor (VWF) compared to those with types A, B, or
AB. This variation is believed to be due to genetic differences influencing VWF clearance
rates. Specifically, type O individuals tend to have a shorter half-life of circulating VWF,
potentially increasing the severity of bleeding symptoms in those with underlying VWD.
In this case, the patient’s blood group, type O, may have contributed to her lower VWF
levels and thus exacerbated the bleeding episode observed postoperatively [21,22].

It remains to be determined whether any triggering factors contributed to the bleeding
episode, particularly in relation to medications administered before and after the proce-
dure. The literature indicates that NSAIDs, particularly acetylsalicylic acid (ASA), can
significantly affect platelet function; however, evidence regarding ibuprofen’s impact in
this context is limited [22].

In clinical practice, dentists should exercise caution when screening for blood disorders
through detailed anamnesis and clinical evaluation. Many guidelines advise against
indiscriminate coagulation screening tests prior to surgery or other invasive procedures
to predict postoperative bleeding in unselected patients [22]. A thorough preoperative
inquiry into medication history and previous bleeding symptoms may be more predictive
of bleeding risk after tooth extraction.

Abnormal gingival bleeding, a common oral condition, may indicate coagulation
dysfunction, such as hemophilia, platelet deficiency, or vWD, and may also be influenced
by the use of antithrombotic drugs [23]. However, gingival bleeding can also be a primary
symptom of plaque-induced gingivitis and untreated periodontal disease, particularly in
vWD patients, where gingival inflammation may trigger bleeding rather than indicate an
underlying bleeding disorder [23].

While a poorly structured bleeding history does not predict postoperative bleeding,
research indicates that the predictive power of such history is contingent on the precise
questions asked. A structured interview can be an effective screening tool, even though
unstructured bleeding histories have been found to have limited predictive value for
postoperative complications. In this context, the ISTH Bleeding Assessment Tool (ISTH-
BAT) may be beneficial. This tool comprises 14 categories assessing bleeding symptoms
retrospectively, and a high bleeding score is associated with the presence of an inherited
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bleeding disorder [24]. However, it is important to note that some studies suggest that the
ISTH-BAT does not reliably identify patients at increased risk of future bleeding events [23].

In this case report, the ISTH-BAT, administered after the excessive bleeding event,
yielded a score of 6, indicating a significant risk of further bleeding. The patient also
presented with cutaneous bruising. However, it is important to note that the ISTH-BAT is
not specific for diagnosing vWD, and further specialized examinations were necessary.

4. Conclusions

To prevent the risk of excessive bleeding, before surgery, all patients should be screened
through precise questions on bleeding history. The ISTH-BAT could be an effective predictor
for identifying patients who may be at risk. If an abnormal score is obtained, further specific
hematological tests should be conducted.

Author Contributions: Conceptualization, A.B. and A.A.; investigation, A.B.; clinical resources, F.G.S.
and A.B.; writing—original draft preparation, A.B., A.A. and F.G.S.; writing—review and editing, V.L.
and A.U.; supervision, C.M. and F.S.B. All authors have read and agreed to the published version of
the manuscript.

Funding: This study was partially funded by the Italian Ministry of Health—Current research IRCCS.

Institutional Review Board Statement: This study protocol was approved by the competent Institu-
tional Review Board (IRB) as part of the Research Protocol of Fondazione IRCCS Cà Granda Ospedale
Maggiore Policlinico, Operative Unit 420, Current Research N. 1, year 2022. This research adhered
to the Declaration of Helsinki guidelines for human studies, maintaining high ethical standards
throughout the process.

Informed Consent Statement: Informed consent was obtained from all subjects involved in this study.

Data Availability Statement: The data are available on reasonable request from the
corresponding authors.

Acknowledgments: This case report followed the CARE guidelines for case reports.

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. Lillicrap, D. von Willebrand disease: Advances in pathogenetic understanding, diagnosis, and therapy. Blood J. Am. Soc. Hematol.

2013, 122, 3735–3740.
2. Biron, C.; Mahieu, B.; Rochette, A.; Capdevila, X.; Castex, A.; Amiral, J.; D’athis, F.; Schved, J.-F. Preoperative screening for von

Willebrand disease type 1: Low yield and limited ability to predict bleeding. J. Lab. Clin. Med. 1999, 134, 605–609. [CrossRef]
[PubMed]

3. Werner, E.J.; Broxson, E.H.; Tucker, E.L.; Giroux, D.S.; Shults, J.; Abshire, T.C. Prevalence of von Willebrand disease in children:
A multiethnic study. J. Pediatr. 1993, 123, 893–898. [CrossRef] [PubMed]

4. Dorgalaleh, A.; Daneshi, M.; Rashidpanah, J.; Roshani Yasaghi, E. An overview of hemostasis. In Congenital Bleeding Disorders;
Springer: Cham, Switzerland, 2018; pp. 3–26.

5. Camm, J.; Murata, S. Emergency dental management of a patient with von Willebrand’s disease. Dent. Traumatol. 1992, 8, 176–181.
[CrossRef]

6. Castaman, G.; Linari, S. Diagnosis and treatment of von Willebrand disease and rare bleeding disorders. J. Clin. Med. 2017, 6, 45.
[CrossRef] [PubMed]

7. Federici; Sacco; Stabile; Carpenedo; Zingaro; Mannucci. Optimising local therapy during oral surgery in patients with von
Willebrand disease: Effective results from a retrospective analysis of 63 cases. Haemophilia 2000, 6, 71–77. [CrossRef] [PubMed]

8. Ng, C.; Motto, D.G.; Di Paola, J. Diagnostic approach to von Willebrand disease. Blood J. Am. Soc. Hematol. 2015, 125, 2029–2037.
[CrossRef]

9. Halpern, L.R.; Adams, D.R.; Clarkson, E. Treatment of the dental patient with bleeding dyscrasias: Etiologies and management
options for surgical success in practice. Dent. Clin. 2020, 64, 411–434.

10. Dalati, M.H.N.; Kudsi, Z.; Koussayer, L.T.; Dalati, M.F.; Mawla, M.F. Bleeding disorders seen in the dental practice. Dent. Update
2012, 39, 266–270. [CrossRef]

11. Bacci, C.; Cerrato, A.; Zanette, G.; Pampaloni, L.; Grigoletto, A.; Zanon, E. Implant rehabilitation in von willebrand’s disease:
A case resistant to desmopressin. Dent. Cadmos 2021, 89, 632–640. [CrossRef]

12. Takashima, H.; Sato, A.; Miyamoro, H.; Kato, S.; Furuno, S.; Shibuya, Y. Perioperative management of von Willebrand patients at
the time of implant placement: Case report. Clin. Case Rep. 2021, 9, e04755. [CrossRef] [PubMed]

https://doi.org/10.1016/S0022-2143(99)90100-2
https://www.ncbi.nlm.nih.gov/pubmed/10595788
https://doi.org/10.1016/S0022-3476(05)80384-1
https://www.ncbi.nlm.nih.gov/pubmed/8229521
https://doi.org/10.1111/j.1600-9657.1992.tb00239.x
https://doi.org/10.3390/jcm6040045
https://www.ncbi.nlm.nih.gov/pubmed/28394285
https://doi.org/10.1046/j.1365-2516.2000.00370.x
https://www.ncbi.nlm.nih.gov/pubmed/10781191
https://doi.org/10.1182/blood-2014-08-528398
https://doi.org/10.12968/denu.2012.39.4.266
https://doi.org/10.19256/d.cadmos.08.2021.08
https://doi.org/10.1002/ccr3.4755
https://www.ncbi.nlm.nih.gov/pubmed/34484779


Dent. J. 2024, 12, 381 11 of 11

13. Kang, M.; Kang, P. Dental implant therapy on a patient with von Willebrand disease: A case study. Implant Dent. 2018, 27, 599–601.
[CrossRef]

14. Fénelon, M.; Castet, S.; Fricain, J.-C.; Catros, S. Suppl-1, M4: Guided Implant Surgery to Reduce Morbidity in Von Willebrand
Disease Patients: A Case Report. Open Dent. J. 2018, 12, 80. [CrossRef]

15. Gupta, J.; Ali, S.P. Cone beam computed tomography in oral implants. Natl. J. Maxillofac. Surg. 2013, 4, 2–6. [PubMed]
16. Cawood, J.; Howell, R. A classification of the edentulous jaws. Int. J. Oral Maxillofac. Surg. 1988, 17, 232–236. [CrossRef] [PubMed]
17. Esposito, M.; Grusovin, M.G.; Worthington, H.V. Interventions for replacing missing teeth: Antibiotics at dental implant placement

to prevent complications. Cochrane Database Syst. Rev. 2013, 2013, CD004152. [CrossRef] [PubMed]
18. Keila, S.; Kaufman, A.; Itckowitch, D. Uncontrolled bleeding during endodontic treatment as the first symptoms for diagnosing

von Willebrand’s disease: A case report. Oral Surg. Oral Med. Oral Pathol. 1990, 69, 243–246. [CrossRef]
19. Bowman, M.; James, P. Controversies in the diagnosis of Type 1 von Willebrand disease. Int. J. Lab. Hematol. 2017, 39, 61–68.

[CrossRef]
20. Sadler, J.E. Von Willebrand disease type 1: A diagnosis in search of a disease. Blood J. Am. Soc. Hematol. 2003, 101, 2089–2093.

[CrossRef]
21. Ward, S.E.; O’Sullivan, J.M.; O’Donnell, J.S. The relationship between ABO blood group, von Willebrand factor, and primary

hemostasis. Blood J. Am. Soc. Hematol. 2020, 136, 2864–2874. [CrossRef]
22. Scharf, R.E. Drugs that affect platelet function. Semin. Thromb. Hemost. 2012, 38, 865–883. [CrossRef] [PubMed]
23. Fan, G.; Shen, Y.; Cai, Y.; Zhao, J.-H.; Wu, Y. Uncontrollable bleeding after tooth extraction from asymptomatic mild hemophilia

patients: Two case reports. BMC Oral Health 2022, 22, 69. [CrossRef] [PubMed]
24. Rodeghiero, F.; Tosetto, A.; Abshire, T.; Arnold, D.; Coller, B.; James, P.; Neunert, C.; Lillicrap, D. ISTH/SSC bleeding assessment

tool: A standardized questionnaire and a proposal for a new bleeding score for inherited bleeding disorders. J. Thromb. Haemost.
2010, 8, 2063–2065. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1097/ID.0000000000000821
https://doi.org/10.2174/1874210601812010080
https://www.ncbi.nlm.nih.gov/pubmed/24163545
https://doi.org/10.1016/S0901-5027(88)80047-X
https://www.ncbi.nlm.nih.gov/pubmed/3139793
https://doi.org/10.1002/14651858.CD004152.pub4
https://www.ncbi.nlm.nih.gov/pubmed/23904048
https://doi.org/10.1016/0030-4220(90)90335-P
https://doi.org/10.1111/ijlh.12653
https://doi.org/10.1182/blood-2002-09-2892
https://doi.org/10.1182/blood.2020005843
https://doi.org/10.1055/s-0032-1328881
https://www.ncbi.nlm.nih.gov/pubmed/23111864
https://doi.org/10.1186/s12903-022-02074-9
https://www.ncbi.nlm.nih.gov/pubmed/35282827
https://doi.org/10.1111/j.1538-7836.2010.03975.x
https://www.ncbi.nlm.nih.gov/pubmed/20626619

	Introduction 
	Case Report 
	Discussion 
	Conclusions 
	References

