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Abstract
Von Willebrand’s disease (VWD), characterized by quantitatively or qualitatively abnormal von Willebrand
factor (VWF), is the most common inherited bleeding disorder. There is limited evidence of treatment using
orthognathic surgery in patients with VWD. This report focuses on four patients with VWD who underwent
orthognathic surgery and received Factor VIII/VWF concentrates (Confact F) preoperatively. One patient
with type 3 (severe) VWD underwent delayed extubation owing to laryngeal edema and exhibited epistaxis
thereafter. No perioperative complications were observed in any of the other patients. Two of the four
patients were diagnosed with VWD during preoperative screening. Most young adults do not experience
general anesthesia and, therefore, may not have undergone blood tests at a hospital. Thus, preoperative
screening and adoption of a multidisciplinary approach to orthognathic surgery is important in patients with
bleeding disorders such as VWD. Close communication between anesthetists, surgeons, and hematologists is
essential to ensure effective management during the perioperative period.
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Introduction
Von Willebrand’s disease (VWD), a common inherited bleeding disorder characterized by quantitative or
qualitative deficiencies in the von Willebrand factor (VWF), has a prevalence rate of approximately 1% in the
general population [1]. However, only 0.01% of these patients are symptomatic [2]. VWD can be classified
into types 1 (i.e., mild; characterized by partial quantitative VWF deficiency); type 2 (moderately severe;
characterized by qualitative VWF deficiency), and type 3 (severe; characterized by total quantitative VWF
deficiency), accounting for 70%, 25%, and 5% of cases, respectively [3]. Type 3, characterized by a total
quantitative defect of VWF and Factor VIII (FVIII), is the most severe and manifests clinically as excessive
mucocutaneous and musculoskeletal bleeding including muscle hematomas, hemarthroses, and joint
bleeding [4].

VWF plays a critical role in primary hemostasis by promoting adhesion and aggregation of platelets and in
secondary hemostasis by acting as a transporter and stabilizer for FVIII, an essential component of the
intrinsic clotting cascade. Therefore, VWF deficiency may result in primary and secondary hemostatic
defects leading to bleeding disorders [5]. VWD is typically diagnosed based on the patient’s medical history
and laboratory examination including screening tests (e.g., evaluation of bleeding time (BT), activated
partial thromboplastin time (APTT), and platelet count (PC)), confirmatory tests (e.g., evaluation of VWF
function using ristocetin cofactor assay (VWF:ristocetin cofactor (RCo)), VWF protein concentration
immunoassay (VWF:antigen (Ag)), and FVIII coagulation assay (FVIII:C)); and specialized tests for
characterization of VWD type (e.g., structural assays such as VWF multimer analysis and VWF propeptide
(VWFpp), functional assays such as VWF binding to platelet GPIb, collagen (VWF:CB), or FVIII
(VWF: FVIIIB)) [6].

Surgical interventions present a critical hemostatic challenge in patients with VWD, necessitating careful
perioperative management to minimize the risk of bleeding. Although previous studies have reported minor
oral surgical treatment or dental extraction in patients with VWD, there is limited evidence of orthognathic
surgeries in this population [4,7]. The current case report focuses on four patients with VWD (including one
with type 3 VWD) who were successfully treated using orthognathic surgical intervention.

Case Presentation
Case 1
A 28-year-old male patient was referred to our hospital for orthognathic surgical treatment of a skeletal
class Ⅲ malocclusion in July 2013. The patient exhibited uncontrollable bleeding during presurgical

1 1 1 2 1

 
Open Access Case
Report  DOI: 10.7759/cureus.57305

How to cite this article
Sato M, Hamada H, Hasegawa O, et al. (March 31, 2024) Orthognathic Surgery in Patients With Von Willebrand’s Disease: A Report of Four
Cases and Literature Review. Cureus 16(3): e57305. DOI 10.7759/cureus.57305

https://www.cureus.com/users/720162-marika-sato
https://www.cureus.com/users/720191-hayato-hamada
https://www.cureus.com/users/706535-on-hasegawa
https://www.cureus.com/users/377295-yoko-koga
https://www.cureus.com/users/720195-daichi-chikazu
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


orthodontic treatment that included the extraction of an impacted wisdom tooth in 2011. Following a
detailed examination at the Department of Hematology at another facility, the patient was diagnosed
with type 1 VWD and was transferred to our hospital where a surgical intervention plan was developed in
collaboration with hematologists. Intraoral examination after presurgical orthodontic treatment showed a 1
mm deviation of the mandibular dental midline to the right, an overjet of 0 mm, and an overbite of −5 mm
(Figure 1). 

FIGURE 1: Extra- and intraoral photographs of Case 1 (A) preoperatively
and (B) one year postoperatively.

Preoperative hematological examination showed that the patient’s hemoglobin (Hb) levels, white blood cell
count (WBC), PC, and prothrombin time (PT) were normal, while the activated partial thromboplastin time
(APTT) was prolonged at 39.3 seconds (Table 1).

Parameter Lab values Reference range

Hb (g/dL) 16.0 11.0-17.0

RBC (×10^6 / uL) 5.37 3.7-5.4

WBC (×10^3 /uL) 6.6 2.7-8.8

Platelet count (×10^3 /uL) 229 140.0-340.0

PT (sec) 12.6 12.0±2.0

APTT (sec) 39.3 30.0±5.0

FVIII:C (%) 61.4 80-120

VWF ristocetin (%) 34 60-170

VWF antigen activity (%) 39 50-155

TABLE 1: Patient demographics and laboratory findings at baseline (Case 1).
Hb = hemoglobin; RBC = red blood cell count; WBC = white blood cell count; PT = prothrombin time; APTT = activated partial thromboplastin time;
FVIII:C = factor VIII procoagulant activity
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Furthermore, the baseline FVIII:C (factor VIII procoagulant activity), VWF ristocetin, and VWF antigen
activity were 61.4%, 34%, and 39%, respectively. After discussing potential complications with the patient,
written informed consent for surgical treatment was collected and a bilateral sagittal split ramus osteotomy
(BSSO) was carried out under general anesthesia in May 2015. A FVIII/VWF concentrate (Confact F; KM
Biologics, Kumamoto, Japan) infusion protocol was developed by the hematologists, and 1,000 units of
Confact F was infused every 12 hours starting from the morning of the surgery up to postoperative day 6. As
per the model surgery, the mandible was set back by 8.5 mm on the right side and 5.5 mm on the left side.
The total surgical duration was 238 minutes, and no abnormal intraoperative bleeding was observed (total
blood loss: 638 mL). The drain was removed on postoperative day 2, and the patient’s FVIII and VWF
activities were seen to be 122% and 72%, respectively, on postoperative day 5. No abnormal bleeding was
observed during the hospital stay, and the patient was discharged on postoperative day 7.

Case 2
A 19-year-old male patient was referred by an orthodontist for orthognathic surgical treatment of a skeletal
class Ⅲ malocclusion. The patient had a history of type 3 VWD and was under the care of the hematology
department at our hospital where he had previously received on-demand Confact F for epistaxis, gingival
bleeding, and frequent ankle joint bleeding. Preoperative examination showed bilateral class Ⅲ
malocclusion: −1 mm overbite and −2 mm overjet (Figure 2), normal hemoglobin level, WBC count, PC, and
PT, and prolonged APTT (86.1).

FIGURE 2: Extra- and intraoral photographs of Case 2 (A) preoperatively
and (B) one year postoperatively.

The patient’s baseline VIII:C, VWF antigen, and VWF ristocetin activities were 0.9%, 5%, and 6%,
respectively, and he was negative for FVIII inhibitors (Table 2).
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Parameter Lab values Reference range

Hb (g/dL) 16.4 11.0-17.0

RBC (×10^6 / uL) 5.37 3.7-5.4

WBC (×10^3 /uL) 5.0 2.7-8.8

Platelet count (×10^3 /uL) 249 140.0-340.0

PT (sec) 11.8 12.0±2.0

APTT (sec) 86.1 30.0±5.0

FVIII:C (%) 0.9 80-120

VWF ristocetin (%) 6 60-170

VWF antigen activity (%) 5 50-155

TABLE 2: Patient demographics and laboratory findings at baseline (Case 2).
Hb = hemoglobin; RBC = red blood cell count; WBC = white blood cell count; PT = prothrombin time; APTT = activated partial thromboplastin time;
FVIII:C = factor VIII procoagulant activity

After consulting with the hematologists and anesthesiologist, the surgical details (including feasibility under
strict systemic management and potential complications) were discussed with the patient, and consent for
surgery was collected. Thereafter, BSSO was carried out under general anesthesia in August 2019. In
accordance with the perioperative protocol developed by the hematologists, 2000 IU of Confact F was
administered preoperatively, followed by 1,000 IU administered every 12 hours postoperatively until day 9.
During surgery, the mandible was set back by 8.5 mm on the right side and 5.5 mm on the left side. The total
surgical duration was 279 minutes and the total volume of blood lost was 834 ml. The patient was intubated
for airway management and transferred to the intensive care unit (ICU). Fiberoptic laryngeal evaluation one
day after surgery revealed slight laryngeal edema and, therefore, extubation was delayed to postoperative
day 2 once the edema had decreased. The patient was discharged from the ICU thereafter. Epistaxis was seen
to occur after extubation and this was controlled by applying direct pressure. The patient’s FVIII activity and
VWF:RCo were 36.2% and 55%, respectively; therefore, an additional 1,000 IU of FVIII/VWF concentrate was
administered on postoperative day 2. The drain was removed on postoperative day 3 and the patient was
able to start eating orally. His FVIII and VWF activities on postoperative day 5 were 122% and 72%,
respectively, and he was ultimately discharged from the hospital on postoperative day 9.

Case 3
A 26-year-old female patient was referred to our hospital for orthognathic surgical treatment of a skeletal
class Ⅱ malocclusion in October 2014. She was scheduled to undergo a Le Fort Ⅰ osteotomy and BSSO after
completion of preoperative orthodontic treatment. Presurgical screening and examination showed severe
mandibular retrusion, convex facial profile, a 2 mm overbite, a 7 mm overjet (Figure 3), prolonged APTT of
36.8 seconds, and normal PT, Hb level, and PC.
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FIGURE 3: Extra- and intraoral photographs of Case 3 (A) preoperatively
and (B) one year postoperatively.

Detailed hematological examination showed low FVIII:C (66.6%), VWF ristocetin (28%), and VWF antigen
(67%) activity and a diagnosis of type 1 VWD was made (Table 3).

Parameter Lab values Reference range

Hb (g/dL) 12.5 11.0-17.0

RBC (×10^6 / uL) 4.03 3.7-5.4

WBC (×10^3 /uL) 4.2 2.7-8.8

Platelet count (×10^3 /uL) 163 140.0-340.0

PT (sec) 11.5 12.0±2.0

APTT (sec) 36.8 30.0±5.0

FVIII:C (%) 66.6 80-120

VWF ristocetin (%) 28 60-170

VWF antigen activity (%) 67 50-155

TABLE 3: Patient demographics and laboratory findings at baseline (Case 3).
Hb = hemoglobin; RBC = red blood cell count; WBC = white blood cell count; PT = prothrombin time; APTT = activated partial thromboplastin time;
FVIII:C = factor VIII procoagulant activity

Consent for surgery was collected after informing the patient about the precautionary measures required to
manage pre- and postoperative bleeding. Approximately 800 mL of autologous blood was collected prior to
surgery as blood loss was expected. In October 2019, following preoperative administration of 1,000 IU of
Confact F, a multidisciplinary team that included hematologists and anesthesiologists carried out a Le Fort Ⅰ
osteotomy and BSSO under general anesthesia. The total surgical duration was 375 minutes and no
abnormal intraoperative bleeding was observed (total blood loss: of 554 mL). The patient was transferred to
the ICU where he was intubated for airway management. Extubation was carried out on postoperative day 2
after confirmation of no laryngeal edema using fiberoptic laryngoscopy, and the patient was discharged
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from the ICU thereafter. Confact F transfusion (1,000 units/24 hours) was continued from postoperative days
1-5 and the drain was removed on day 3 to allow the patient to start eating orally. The patient’s FVIII and
VWF activities on day 5 were 83.3% and 99%, respectively and her postoperative recovery was uneventful
with no hemorrhagic complications. The patient was discharged from the hospital on day 9.

Case 4
A 29-year-old female patient with no significant medical history was referred to our hospital for
orthognathic surgical treatment of a skeletal class Ⅲ malocclusion in July 2019. The patient was scheduled to
undergo preoperative orthodontic treatment followed by BSSO under general anesthesia. Presurgical
examination and hematological screening showed mandibular prognathism, concave facial profile, bilateral
angle class III malocclusion, a −3 mm overbite, a −3 mm overjet (Figure 4), prolonged APTT (35.5 seconds),
and low FVIII:C (53.1%), VWF ristocetin (20%), and VWF antigen (35%) activity (Table 4).

FIGURE 4: Extra- and intraoral photographs of Case 4 (A) preoperatively
and (B) one year postoperatively.
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Parameter Lab values Reference range

Hb (g/dL) 13.8 11.0-17.0

RBC (×10^6 / uL) 4.59 3.7-5.4

WBC (×10^3 /uL) 5.0 2.7-8.8

Platelet count (×10^3 /uL) 247 140.0-340.0

PT (sec) 13.4 12.0±2.0

APTT (sec) 35.5 30.0±5.0

FVIII (%) 53.1 80-120

VWF ristocetin (%) 20 60-170

VWF antigen activity (%) 35 50-155

TABLE 4: Patient demographics and laboratory findings at baseline (Case 4).
Hb = hemoglobin; RBC = red blood cell count; WBC = white blood cell count; PT = prothrombin time; APTT = activated partial thromboplastin time;
FVIII:C = factor VIII procoagulant activity

Based on these findings, the patient was diagnosed with type 1 VWD. Consent for surgery was collected from
the patient after discussing potential perioperative complications, and BSSO was performed in February
2022. In accordance with the infusion protocol developed by the hematologists, 1,000 IU of Confact F was
administered presurgery. The total surgical duration was 216 minutes, and no abnormal intraoperative
bleeding was observed (total blood loss: 154 mL). Confact F administration (dose: 1,000 IU) was carried out
every 24 hours on postoperative days 2 and 3, and the drain was removed on postoperative day 2 (Table 5).
The patient’s VIII and VWF activities on day 5 were 132% and 145%, respectively, and her perioperative
course was uneventful with no hemorrhagic complications. The patient was discharged from the hospital
6days after surgery.

Case Age Sex VWD type Technique Surgical duration (minutes) Blood loss (ml) Management

Case 1 28 M 1 BSSO 238 638 Confact F

Case 2 19 M 3 BSSO 279 834 Confact F

Case 3 26 F 1 L1; BSSO 375 554 Confact F; autologous blood transfusion

Case 4 29 F 1 BSSO 216 154 Confact F

TABLE 5: Summary of treatment of the four patients.
L1 = Le fort 1 osteotomy; BSSO = bilateral sagittal split ramus osteotomy; VWD = Von Willebrand’s disease

Discussion
VWD is typically diagnosed based on observation of clinical and biological findings. However, some
patients with VWD may not exhibit symptoms of bleeding disorder, suggesting the potential presence of
undiagnosed patients in the general population. In the current report, three out of four patients were
diagnosed with VWD during preoperative screening for orthognathic surgery.

VWD treatment primarily aims to correct dual hemostatic defects caused by abnormalities or deficiencies in
VWF and FVIII by increasing their activity using autologous replacement therapy with desmopressin
(DDAVP) and allogenic replacement therapy with FVIII/VWF concentrates. DDAVP is an antidiuretic
hormone derivative that can be used to boost plasma FVIII and VWF levels; however, its efficacy in
increasing VWF activity is often mild, delayed in onset, and lasts for a short duration [8]. Moreover, repeated
administration of DDAVP can lead to a decrease in therapeutic efficacy, suggesting that it may be unsuitable
for use during major surgical interventions (e.g., orthognathic surgery) [9]. Previous evidence suggests that
it is also associated with an increased risk of onset or transient aggravation of thrombocytopenia in type 2B
patients and a lack of efficacy in type 3 and type 2N patients [10]. FVIII/VWF concentrates are effective in
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patients with severe bleeding disorders, those undergoing major surgical interventions, as well as type 2B,
2N, and 3 patients where DDAVP is contraindicated or ineffective. However, 5-10% of type 3 patients exhibit
the presence of VWF inhibitors that render treatment ineffective and often result in anaphylactic reactions
upon subsequent exposure [11]. Therefore, the establishment of individual patient response to FVIII/VWF
concentrate using test infusions prior to treatment is essential.

In the current study, the response pattern of Case 2 was already known as he had been previously tested for
anti-VWF antibodies and had also undergone FVIII/VWF concentrate treatment multiple times during his
childhood. Pharmacokinetic assessment of response to FVIII/VWF concentrates was carried out in all other
patients prior to treatment. The Japanese treatment guidelines for VWD recommend using an initial dose of
50-60 IU VWF:RCo/kg (target peak level: 100% VWF:RCo)) of FVIII/VWF concentrates and a maintenance
dose of 20-40 IU VWF:RCo/kg administered every 8-24 hours for 7-14 days in patients undergoing major
surgery [12]. Furthermore, VWF and FVIII activity should be maintained at ≥50% (0.5 IU/mL) from
postoperative day 2. In the current study, FVIII/VWF concentrate containing 2,500 units of VWF:RCo in
1,000 units was administered before and after surgery to ensure maintenance of VWF and FVIII activity
above 50%. This method was effective until postoperative day 4 in all patients except Case 2 who exhibited
VWF:RCo activity >55% and FVIII activity <50% (i.e., 36.2%) on postoperative day 1 and epistaxis after
extubation on postoperative day 2, necessitating additional infusion of FVIII/VWF concentrate. This
suggests that the dosage and timing of FVIII/VWF concentrate administration varies with the severity of
VWD and the surgical treatment being carried out.

The incidence rates of perioperative complications associated with orthognathic surgery range between 6.1%
and 9.0% [13,14]. In particular, severe bleeding (i.e., >1,000 g) as a consequence of injury to major arteries
(e.g., palatal or inferior alveolar arteries) has been reported to occur in 0.085%-1.1% of patients,
necessitating immediate application of pressure packing, use of topical hemostatic agents, and ligation of
the affected blood vessel [13,14].

Surgical complications in patients with VWD include prolonged and possibly life-threatening blood loss,
highlighting the importance of a detailed assessment of the risk of bleeding and the development of
management strategies for unexpected intraoperative and postoperative hemorrhage. The literature review
identified eight patients with bleeding disorders (i.e., three with VWD and five with hemophilia A and factor
XI deficiency) who had previously undergone orthognathic surgery (Table 6) successfully with no
perioperative hemorrhagic complications.

Author (year) Comorbidity Age (year) Sex Technique Surgical duration (minutes) Blood loss Management

Ilankovan et al., 1990 [15]

Factor XI deficiency; 23 M L3 Not mentioned Not mentioned FFP

Mild VWD 23 F Bilateral body ostectomy Not mentioned Not mentioned Factor VIII replacement

Mild VWD 18 F Three-part L1; BSSO; genioplasty Not mentioned Not mentioned Factor VIII replacement

Todd et al., 1993 [16] Factor XI deficiency 16 F L1; BSSO Not mentioned 400 ml FFP; EACA

Abramowicz et al., 2008 [17] Hemophilia A 16 F BSSO; genioplasty; wisdom teeth extraction Not mentioned 400 ml Recombinant factor VIII replacement; aminocaproic acid

Lee et al., 2015 [18] Factor XI deficiency 25 F L1; BSSO 250 560 ml FFP; autologous blood transfusion; tranexamic acid

Kasahara et al., 2022 [7]

Mild hemophilia A 27 M BSSO 140 150 ml Recombinant factor VIII replacement

VWD 34 F BSSO 137 Small amount Not mentioned

TABLE 6: Review of literature on orthognathic surgeries conducted in patients with bleeding
disorders.
L3 = Le fort 3 osteotomy; L1 = Le fort 1 osteotomy; BSSO = bilateral sagittal split ramus osteotomy; FFP = fresh frozen plasma; EACA = epsilon-
aminocaproic acid; VWD = Von Willebrand’s disease

Three of these patients received adjunctive treatment with tranexamic acid and epsilon-aminocaproic acid
[15-17]. The clinical relevance of tranexamic acid-associated decrease in surgical bleeding remains
debatable. Previous meta-analyses of RCTs showed that intravenous or topical administration of tranexamic
acid can effectively reduce perioperative bleeding and transfusion rates in patients undergoing orthognathic
surgery [19]. In contrast, a recent study showed that although tranexamic acid effectively controlled
intraoperative blood loss and improved the quality of the surgical site, it did not exhibit any effect on
postoperative levels of hemoglobin or hematocrit or the need for blood transfusion [20]. Appropriate
management of patients with bleeding disorders includes the presurgical development of management
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strategies aimed at minimizing bleeding by shortening the surgical duration and using local hemostatic
agents [7,16]. In the current study, intravenous or topical administration of tranexamic acid was carried out
postsurgically in all patients, and local hemostatic agents were used during surgery to control bleeding.

Many young adults do not experience general anesthesia and, therefore, may not have undergone blood
tests at a hospital, highlighting the importance of preoperative screening. The safety of surgical
interventions has also improved considerably due to rapid developments in the surgical techniques, general
anesthetics, and devices used. Nevertheless, as orthognathic surgery is an elective procedure, individualized
treatment protocols should be developed following adequate consultation with the clinician and patient
regarding their medical history to determine whether the surgery is necessary.

The findings of the current study emphasize the importance of a multidisciplinary approach to orthognathic
surgery in patients with bleeding disorders such as VWD. Close communication between anesthetists,
surgeons, and hematologists is essential to facilitate the development of individualized plans for the
perioperative management of these patients.

Conclusions
The current report focuses on four patients with VWD who underwent orthognathic surgery successfully,
with a multidisciplinary team including hematologists and anesthetists ensuring appropriate perioperative
management of hemostasis. The findings of this study also highlight the importance of preoperative
screening.

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Marika Sato, Hayato Hamada, Yoko Kawase-Koga, Daichi Chikazu

Acquisition, analysis, or interpretation of data:  Marika Sato, On Hasegawa

Drafting of the manuscript:  Marika Sato, On Hasegawa

Critical review of the manuscript for important intellectual content:  Marika Sato, Hayato Hamada,
Yoko Kawase-Koga, Daichi Chikazu

Supervision:  Daichi Chikazu

Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. Rodeghiero F, Castaman G, Dini E: Epidemiological investigation of the prevalence of von Willebrand’s

disease. Blood. 1987, 69:454-9. 10.1182/blood.V69.2.454.454
2. Nichols WL, Hultin MB, James AH, et al.: von Willebrand disease (VWD): evidence-based diagnosis and

management guidelines, the National Heart, Lung, and Blood Institute (NHLBI) expert panel report (USA).
Haemophilia. 2008, 14:171-232. 10.1111/j.1365-2516.2007.01643.x

3. James PD, Lillicrap D, Mannucci PM: Alloantibodies in von Willebrand disease . Blood. 2013, 122:636-40.
10.1182/blood-2012-10-462085

4. van Galen KP, Engelen ET, Mauser-Bunschoten EP, van Es RJ, Schutgens RE: Antifibrinolytic therapy for
preventing oral bleeding in patients with haemophilia or Von Willebrand disease undergoing minor oral
surgery or dental extractions. Cochrane Database Syst Rev. 2019, 4:CD011385.
10.1002/14651858.CD011385.pub3

5. Mannucci PM: Treatment of von Willebrand's disease . N Engl J Med. 2004, 351:683-94.
10.1056/NEJMra040403

6. Eikenboom J, Federici AB, Dirven RJ, et al.: VWF propeptide and ratios between VWF, VWF propeptide, and
FVIII in the characterization of type 1 von Willebrand disease. Blood. 2013, 121:2336-9. 10.1182/blood-
2012-09-455089

7. Kasahara K, Hoshino T, Sugiura K, et al.: Clinical investigation of patients with jaw deformity with

2024 Sato et al. Cureus 16(3): e57305. DOI 10.7759/cureus.57305 9 of 10

javascript:void(0)
https://dx.doi.org/10.1182/blood.V69.2.454.454
https://dx.doi.org/10.1182/blood.V69.2.454.454
https://dx.doi.org/10.1111/j.1365-2516.2007.01643.x
https://dx.doi.org/10.1111/j.1365-2516.2007.01643.x
https://dx.doi.org/10.1182/blood-2012-10-462085
https://dx.doi.org/10.1182/blood-2012-10-462085
https://dx.doi.org/10.1002/14651858.CD011385.pub3
https://dx.doi.org/10.1002/14651858.CD011385.pub3
https://dx.doi.org/10.1056/NEJMra040403
https://dx.doi.org/10.1056/NEJMra040403
https://dx.doi.org/10.1182/blood-2012-09-455089
https://dx.doi.org/10.1182/blood-2012-09-455089
https://dx.doi.org/10.1186/s40902-022-00345-7


comorbidities. Maxillofac Plast Reconstr Surg. 2022, 44:15. 10.1186/s40902-022-00345-7
8. Rosenfeld JV, Maas AI, Bragge P, Morganti-Kossmann MC, Manley GT, Gruen RL: Early management of

severe traumatic brain injury. Lancet. 2012, 380:1088-98. 10.1016/S0140-6736(12)60864-2
9. Kaufmann JE, Vischer UM: Cellular mechanisms of the hemostatic effects of desmopressin (DDAVP) . J

Thromb Haemost. 2003, 1:682-9. 10.1046/j.1538-7836.2003.00190.x
10. Castaman G, Goodeve A, Eikenboom J: Principles of care for the diagnosis and treatment of von Willebrand

disease. Haematologica. 2013, 98:667-74. 10.3324/haematol.2012.077263
11. Mannucci PM, Mari D: Antibodies to factor VIII-von Willebrand factor in congenital and acquired von

Willebrand's disease. Prog Clin Biol Res. 1984, 150:109-22.
12. Higasa S, Atsumi T, Ishiguro S: Guidelines for management of von Willebrand disease . Jpn J Thromb

Hemost. 2021, 32:413-81.
13. Azarmehr I, Stokbro K, Bell RB, Thygesen T: Surgical navigation: a systematic review of indications,

treatments, and outcomes in oral and maxillofacial surgery. J Oral Maxillofac Surg. 2017, 75:1987-2005.
10.1016/j.joms.2017.01.004

14. Eshghpour M, Mianbandi V, Samieirad S: Intra- and postoperative complications of le Fort I maxillary
osteotomy. J Craniofac Surg. 2018, 29:e797-803. 10.1097/SCS.0000000000004828

15. Ilankovan V, Blesing NE, Moos KF, Davidson JF: Correction of facial deformities in patients with mild
bleeding disorders: a report of three cases. Br J Oral Maxillofac Surg. 1990, 28:398-400. 10.1016/0266-
4356(90)90038-m

16. Todd D, Galbraith D: Management of an orthognathic surgery patient with factor XI deficiency: review and
case report. J Oral Maxillofac Surg. 1993, 51:417-20. 10.1016/s0278-2391(10)80358-1

17. Abramowicz S, Staba SL, Dolwick MF, Chen DR: Orthognathic surgery in a patient with hemophilia A: report
of a case. Oral Surg Oral Med Oral Pathol Oral Radiol Endod. 2008, 105:437-9. 10.1016/j.tripleo.2007.07.041

18. Lee SE, Choi YJ, Chi SI, Kim HJ, Seo KS: Factor XI deficiency and orthognathic surgery: a case report on
anesthesia management. J Dent Anesth Pain Med. 2015, 15:25-9. 10.17245/jdapm.2015.15.1.25

19. Olsen JJ, Skov J, Ingerslev J, Thorn JJ, Pinholt EM: Prevention of bleeding in orthognathic surgery--a
systematic review and meta-analysis of randomized controlled trials. J Oral Maxillofac Surg. 2016, 74:139-
50. 10.1016/j.joms.2015.05.031

20. AlQahtani FA, Kuriadom ST, Varma S, AlAnzy H, AlOtaibi S: Effectiveness of tranexamic acid in
orthognathic surgery: a systematic review of systematic reviews. J Stomatol Oral Maxillofac Surg. 2023,
124:101592. 10.1016/j.jormas.2023.101592

2024 Sato et al. Cureus 16(3): e57305. DOI 10.7759/cureus.57305 10 of 10

https://dx.doi.org/10.1186/s40902-022-00345-7
https://dx.doi.org/10.1016/S0140-6736(12)60864-2
https://dx.doi.org/10.1016/S0140-6736(12)60864-2
https://dx.doi.org/10.1046/j.1538-7836.2003.00190.x
https://dx.doi.org/10.1046/j.1538-7836.2003.00190.x
https://dx.doi.org/10.3324/haematol.2012.077263
https://dx.doi.org/10.3324/haematol.2012.077263
https://pubmed.ncbi.nlm.nih.gov/6431422/
https://www.jsth.org/wordpress/wp-content/uploads/2015/04/von-Willebrand??????????2021??.pdf
https://dx.doi.org/10.1016/j.joms.2017.01.004
https://dx.doi.org/10.1016/j.joms.2017.01.004
https://dx.doi.org/10.1097/SCS.0000000000004828
https://dx.doi.org/10.1097/SCS.0000000000004828
https://dx.doi.org/10.1016/0266-4356(90)90038-m
https://dx.doi.org/10.1016/0266-4356(90)90038-m
https://dx.doi.org/10.1016/s0278-2391(10)80358-1
https://dx.doi.org/10.1016/s0278-2391(10)80358-1
https://dx.doi.org/10.1016/j.tripleo.2007.07.041
https://dx.doi.org/10.1016/j.tripleo.2007.07.041
https://dx.doi.org/10.17245/jdapm.2015.15.1.25
https://dx.doi.org/10.17245/jdapm.2015.15.1.25
https://dx.doi.org/10.1016/j.joms.2015.05.031
https://dx.doi.org/10.1016/j.joms.2015.05.031
https://dx.doi.org/10.1016/j.jormas.2023.101592
https://dx.doi.org/10.1016/j.jormas.2023.101592

	Orthognathic Surgery in Patients With Von Willebrand’s Disease: A Report of Four Cases and Literature Review
	Abstract
	Introduction
	Case Presentation
	Case 1
	FIGURE 1: Extra- and intraoral photographs of Case 1 (A) preoperatively and (B) one year postoperatively.
	TABLE 1: Patient demographics and laboratory findings at baseline (Case 1).

	Case 2
	FIGURE 2: Extra- and intraoral photographs of Case 2 (A) preoperatively and (B) one year postoperatively.
	TABLE 2: Patient demographics and laboratory findings at baseline (Case 2).

	Case 3
	FIGURE 3: Extra- and intraoral photographs of Case 3 (A) preoperatively and (B) one year postoperatively.
	TABLE 3: Patient demographics and laboratory findings at baseline (Case 3).

	Case 4
	FIGURE 4: Extra- and intraoral photographs of Case 4 (A) preoperatively and (B) one year postoperatively.
	TABLE 4: Patient demographics and laboratory findings at baseline (Case 4).
	TABLE 5: Summary of treatment of the four patients.


	Discussion
	TABLE 6: Review of literature on orthognathic surgeries conducted in patients with bleeding disorders.

	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


