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1. Introduction 

Hemophilia is a bleeding disorder that results from genetic alteration in production of 
coagulation factors that are important to maintain hemostasis. The commonest type is 
hemophilia A due to deficiency of factor VIII (FVIII), which is important zymogen co factor 
for clot formation. Hemophilia A is an X-linked disease that affects males at prevalence of 
1:5000-10000. Hemophilia B is due to deficiency in factor (FIX) but less common with 
prevalence of 1:34,500 males. It is inherited also as X- linked. Although both disorders are 
rarely observed; they can be very serious (life threatening) and costly for families and 
countries. Treatment of hemophilia is based on replacement of the deficient factor. Two 
types of factor concentrates are available, plasma derived (pdFVIII/IX) and recombinant 
(rFVIII/IX) which are associated with variable incidence of inhibitor formation rates.The 
development of inhibitor is the most serious and challenging complication of hemophilia 
treatment with the enormous economic burden (1). FVIII inhibitors are immunoglobulin IgG 
(IgG1 and IgG4) antibodies that neutralize FVIII procoagulant activity in plasma. Inhibitors 
are usually classified according to their levels in plasma as a “high-titer” inhibitors, those 
with the highest activity >5 Bethesda Units (BU)/ml or a low-titer inhibitor type. In 
hemophilia A aproximately 60-70% of inhibitors are high titer inhibitors, and the remainder 
are low titer. Some patients develop transient inhibitors (usually low titer inhibitors that 
never exceed a titer of 5 BU/ml and disappear spontaneously with time (2). The 
development of inhibitors is associated with changes in the clinical picture with major effect 
on bleeding control, arthropathy status and overall quality of life. Patients with mild or 
moderate hemophilia may change to severe clinical behavior because of increase in factor 
clearance. Patients with inhibitors are resistant to the replacement therapy and thereby their 
bleeding symptoms become difficult to control and require either large doses of FVIII/IX or  
alternative hemostatic therapy with bypassing agents. 
During almost 50 years many studies have addressed different aspects of inhibitors issue 
from risk factors to diagnosis and management of patients who developed these antibodies.  

2. Type of factor inhibitors 

Coagulation factor inhibitors can be divided to neutralizing antibodies that result in inactivation 
of the factor and non-neutralizing (i.e. non-inhibitory) antibodies that target non-functional 
epitopes on FVIII. The non-neutralizing antibodies become clinically relevant if they result in 
accelerated clearance of the transfused clotting factor (3) . Both types can by classified as: 
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a. alloantibodies, those that develop in hemophiliacs exposed to exogenous FVIII or FIX.  
Most FVIII alloantibodies are directed against epitopes in the A2 and A3-C1 domains of 
FVIII. This binding interferes with the assembly of the FVIII-FIX complex. Antibodies 
directed against C2 domain affect the binding of FVIII to phospholipid and von 
Willebrand factor (vWF) and interfere with cleavage of FVIII by thrombin and FXa. In 
vitro the inactivation of factor VIII is time, temperature and pH dependent (4). 
Alloantibodies have type 1 reaction kinetics, which means that all FVIII added to 
haemophilia plasma is inhibited lineary.  

b. autoantibodies, those that suddenly appear in persons with normal F8 gene and 
previously normal plasma levels of FVIII, causing so called “acquired hemophilia”. 
These inhibitors occur predominantly in the elderly patients, patients with 
autoimmune, inflammatory process and lymphoprolipherative disorders, and rarely in 
association with pregnancy (5,6 ) and result in serious bleeding manifestation  
with a high morbidity and mortality of 6%-20%. Currently 70%-80% of cases of  
acquired hemophilia are successfully treated with immunosuppressive therapy (7,8).  
In vitro FVIII autoantibodies present type 2 reactive kinetics with exponential decrease 
of FVIII, while even at a high titre of inhibitor some residual activity of factor may  
be detectable. (4)  

Occasionally, alloantibodies may be mistaken for autoantibodies. This occurs when an 
individual with a clinically silent mutation in FVIII (for example, a B-domain mutation) is 
exposed to wild-type FVIII. (4) 

3. Prevalence of inhibitor formation 

The overall prevalence of  inhibitors is up to 30% in patients with hemophilia A and up to 
5% in those with hemophilia B (9). Inhibitors are reported rarely in other coagulation 
factor deficiencies. Data on 294 individuals with deficiencies of FII, FV, FVII, FX, FXIII 
from North American Rare Bleeding Disorder Registry reported only 3% of patients with 
FV and FXIII deficiency who developed inhibitors following infusion of FFP and FXIII 
concentrate (10).  
Risk factors for inhibitor development can be patient related (genetic, ethnicity or immune 
system), treatment related (type of product, exposure to FVIII/IX in terms of the age at 
the first treatment, treatment duration and intensity) or diagnostics related (type and 
sensitivity of test detecting the inhibitor, frequency of inhibitor testing). There are 
differences between the prevalence and incidence of factor VIII/IX inhibitors. Earlier 
studies reported consistently the incidence of inhibitor in the range of 25%–32%, although 
the prevalence eventually fell to approximately 12% as some antibodies disappeared  
over time (3). Some reports used both terminologies interchangeably which could be 
explained by difficulty to investigate inhibitor incidence due to the need for high patient 
number in a relatively uncommon disease. However, early studies were often undertaken 
on selected patients populations, using different assays for inhibitor detection and being 
mostly one-off studies on the proportion of inhibitors in particular patient population at a 
given time (11). 
In several cohort studies an incidence rate of new inhibitors (number of new cases/ 
population at risk x the time at which new cases were ascertained) was determined in the 
absence of new product exposure with different incidence results. As an example, Kempton 
et al (2006) reported incidence rate of factor VIII inhibitors of 2.14 per 1000 person-years (12).  
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4. Factors affecting development of inhibitors 

Several risk factors for inhibitor formation have been hypothesized. Identification of these 
factors may help to predict inhibitor develoment and to choose the treatment approach 
minimising the potential risk in particular patient. The risk of developing inhibitors varies 
throughout the lifetime of a patient with haemophilia, with historical evidence suggesting 
that most of inhibitors develop during childhood before reaching the age of 12 years (13). 
The risk factors interact with each other and can be classified as “non-modifiable” and 
environmental, or so called “modifiable” risk factors.(14)    

a) Non modifiable risk factors. 

These patient related factors that may enhance the risk of inhibitor development include a 
high-risk hemophilia genotype, co-stimulatory genotype–immunogenotype interactions, 
ethnicity and positive family history [15,16,17].  
Mutations in FVIII are major risk factors of inhibitor development predominantly in patients 
with severe form of disease (18). Several gene defects that increase the risk of factor VIII/IX  
inhibitors have been identified.  Some mutations (so called null mutations) result in severe 
molecular defects with complete failure of FVIII or FIX proteins synthesis. High risk 
mutations include multi-domain mutations, large deletions/insertions and nonsense 
mutations which represent approximately 8% of all mutations in severe haemophilia A, as 
well as the intron-22 inversion with a prevalence of  around 50%. The inhibitor formation in 
patients with high risk mutations ranges between 25% (intron 22 inv) and 60%-80% 
(multidomain mutations and large deletions) (17,18,). 
Small deletions, missense and splice site mutations result in partial absence of FVIII protein 

and their prevalence in severe hemophilia is approximately 35% (19). Also in haemophilia B 

the genotype is a strong determinant of inhibitor risk; patients with gene deletions or 

rearrangements are at high risk of inhibitor formation. These mutations are present in 

approximately 50% of inhibitor patients, while the frameshift, premature stop, or splice-site 

mutations are present in approximately 20% of patients with inhibitor of FIX. The missense 

mutations, which constitute the majority of genotypes in haemophilia B are at very low risk 

of inhibitor formation (3,20). The prevalence of inhibitors in patients with haemophilia B 

and null mutations ranges from 6–60% (17).  

The discordance of inhibitor development and the type of mutation has been observed in 
patients with the same mutation of the F8 or F9 gene, including the siblings, suggesting the 
involvement of other genetic and environmental risk factors that may prevent or facilitate 
inhibitor formation (21). 
Polymorphisms of the immune response genes, including the genes encoding the major 

histocompatibility complex (MHC) class II system, tumor necrosis factor-α(TNF-α), 

interleukin-10 (IL-10) and cytotoxic T-lymphocyte antigen-4 (CTLA-4), have been suggested 

to be the factors contributing to the risk of inhibitor (22,23,24,25). Some specific types of 

(HLA) genes may also be implicated in increasing the risk of inhibitor development (26). 

Ethnicity was also shown to play a role in development of inhibitors. African-Americans 

and Latinos with haemophilia A have higher inhibitor risk than Caucasians with prevalence 

of inhibitors in Black patients with hemophilia A twice of white patients (27,28). The 

estimated incidence of new inhibitors in Finnish patients was 10.3 per thousand patient 

years (29). In another study on inhibitors in Japanese populations the prevalence was as 

high as 29.7% (30). In a close population the prevalence of inhibitors in Chinese was as low 
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as 3.9% in hemophilia A and 4.3% in severe cases (31). It was interesting to find a high 

frequency (39.2%) of very low titer of inhibitors (<1 BU mL 1) in Chinese population which 

was seen also in a cohort of Saudi patients (32). There are few reports about the prevalence 

of these inhibitors in other ethnicity like Arabs. Recent epidemiological survey of the 

presence of inhibitors in known cases of Saudi hemophilia A and B showed a prevalence of 

inhibitors of 22% and 0%, respectively (32).  

b) Modifiable risk factors 

These include environmental influences that are implicated in increasing the risk of 
inhibitor formation. Identifying the environmental risk factors implicated in increasing 
the probability of inhibitor development permit anticipation of disease progression and 
allow the potential to intervene, and thereby modify patient treatment and  improve the 
outcomes.  
Environmental factors include, age at start of prophylaxis, type of replacement therapy 
product and intensity of treatment (28,33). Data from several studies have supported the 
idea that first replacement therapy at an early age may increase the risk of inhibitor 
formation (34, 35, 36). These studies showed that most inhibitors develop in children with 
severe hemophilia at the age of 1–2 years after 9–12 treatments. More recent large studies 
like the CANAL study (37) and Chalmers study (38) investigated the relationship between 
inhibitor development and treatment characteristics in previously untreated patients 
(PUPs) with severe haemophilia A and confirmed that an early age of first exposure to 
FVIII was associated with an increased risk of inhibitor development, however, further 
analysis showed that after adjustment for intensity of treatment and genetic factors, this 
association disappeared (37,38). 
Gouw et al (2007) reported a cumulative incidence of clinically relevant inhibitor of 41% in 
patients starting therapy before the age of 1 month,  30% in patients starting therapy 
between 1 and 6 months of age, 23% in patients starting therapy between 6 and 12 months of 
age, 20% in patients starting therapy between 12 and 18 months, and 18% in those starting 
therapy beyond 18 months of age, respectively. However, the same findings of 
disappearance of the association between inhibiors and the age of the first treatment were 
observed after the adjustment for other confounding factors ( 39). 

5. The effect of type of factor concentrates on inhibitor formation 

The influence of the type of FVIII concentrate in PUPs with severe hemophilia A is highly 
controversial due to presence of different types of these products and methodological 
differences between studies which rendered comparisons inconclusive (14,28 40, 41). 
Purified factor VIII products were developed in the 1960s and become available as 
concentrates for reconstitution in the 1970's. Most of the early studies addressed the role of 
pd-FVIII in the development of inhibitor with a cumulative incidence of inhibitors ranging 
from 20.3% to 33.0% in PUPs exposed to different brands of low or intermediate purity 
pdFVIII concentrates (31 42, 43, 44). Further studies evaluating the inhibitor formation after 
pdFVIII products focused on the purity of factor VIII products as a potential risk factor.  
Purity of FVIII concentrates is defined as the biologic activity of FVIII:C (IU) per mg of total 
protein. The studies of patients treated with a single plasma-derived high purity 
antihemophilic factor concentrate containing vWF (Alphanate®, Humate-P®, Koate®-HP) 
showed the incidence of inhibitors in the range from 0% to 12.4% (45,46 47, 48 ,49). Most of 
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the current high purity pd-FVIII products carry almost 0% risk of inhibitor formation (50, 
51). There is data supporting the protective effect of vWF, a carrier protein of FVIII which is 
present in a large amount in most pd-FVIII products but not in rFVIII, on inhibitor 
formation by reducing the immunogenicity of FVIII through preventing its entry into 
professional antigen presenting cells (52).  
Recombinant factor VIII products became available in the early 1990's after the discovery 

of F8 gene in 1984. The cumulative risk of inhibitors in patients treated with first 

generation, single rFVIII product was reported to range from 32.0% to 38.7% (53,54,55). 

More recent studies have shown that in patients treated with the second generation rFVIII 

products the incidence of inhibitors ranged from 16.7 to 32% (28,56). Choosing a product 

for factor replacement is crucial, which sometimes creates pressure on the treating 

physician. The safety of the blood product is weighted against other factors like 

availability and cost of products and the risk of inhibitor formation. Goudemand et al 

(2006) demonstrated that high-purity pdFVIII concentrates containing von Willebrand 

factor have lower risk of inhibitor development compared with rFVIII. Adjusted relative 

risk for inhibitor with rFVIII was 2.4 for all inhibitors and 2.6 for high titre inhibitors 

when compared with pdFVIII (28). In a systematic review of 24 international studies 

published between 1970-2009, Iorio et al (2010) reported a pooled inhibitor incidence rate 

of 14.3% for pdFVIII and 27.4% for rFVIII, with the high titre inhibitor incidence of 9.3% 

for pdFVIII and 17.4% for rFVIII (57). In a more recent meta-analysis by Franchini  

et al (2011) evaluating the data from a total of 800 patients enrolled in 25 prospective 

studies published between 1990 and 2007, the incidence of inhibitors did not differ 

significantly in recipients of plasma derived and recombinant FVIII concentrates (58) . The 

authors concluded that type of product does not seem to influence the inhibitor 

development in PUPs with severe hemophilia A (58). Poon MC et al (2002) showed the 

same incidence of inhibitor formation in hemophilia B patients treated with rFIX and 

pdFIX concentrates (59).  

The major limitation of all these reviews is that they compare different plasma derived and 
recombinant products used in different time periods with different approaches to treatment 
but also to the monitoring of inhibitors.  
The lack of unbiased information on this issue was the driving force behind the SIPPET 

study (Study on Inhibitors in Plasma-Product Exposed Toddlers). This ongoing 

international, prospective, controlled (open-label) and randomized clinical trial is aimed to 

compare the immunogenicity of plasma-derived vWF/FVIII products with recombinant 

FVIII concentrates, by determining the frequency of inhibitor development in PUPs and 

minimally treated patients (MTPs) (60,61). 

Intensity of treatment has been implicated as a factor responsible for increasing the risk for 

inhibitor development (62). In CANAL study it was shown that adjustment for intensity of 

treatment overcomes the effect of age on the development of inhibitor (39). Gouw et al 

(2007) showed in a multicentre cohort study that intensive treatment periods (peak 

treatment moments and surgical procedures) increase the risk of inhibitor formation (63). 

Furthermore, reduced interval between exposure days (EDs) was significantly associated 

with increased risk of inhibitor development with adjusted relative risk of 1.0 for >100 days 

between EDs vs. 2.5 and 2.7 for 10–100 days and <10 days respectively (63). The highest risk 

of developing inhibitors is observed within the first 50 exposures to FVIII, while the risk is 

substantially reduced after 200 treatment days (14). 
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Lack of standardization of the category “previously treated patients” (PTP) has led to many 
different reports on the inhibitors formation in this patients population (64). Nevertheless,, 
current FDA approach recommends to use the incidence of inhibitor formation in PTPs as 
the main criteria in the safety analysis of new FVIII products. 
The International Society of Thrombosis and Haemostasis Scientific Subcommittee (ISTH) 
defines PTPs as patients with >150 lifetime exposure days (65), but this definition has not 
been used strictly in the studies evaluating the  incidence of inhibitor formation after 
exposure to factor concentrates in previously treated patients. In these studies different 
definitions of PTPs were used with a number of ED ranging from a single exposure to >250 
ED (66,67). 
Some virus inactivation steps introduced in the early 1990´s with the aim to improve the 
safety of FVIII concentrates increased the immunogenicity of products and resulted in 
inhibitor formation in PTPs. Peerlinck et al (1993) and Rosendaal et al (1997) reported 
sudden increase of inhibitor formation in PTPs after the treatment with pasteurized 
intermediate purity FVIII concentrate. Incidence of inhibitors was 31 and 20.1 per 1000 
person years  in Belgium and  the Netherlands, respectively (68,69).  
Changes in the use of products created a new research area focused on inhibitors in patients 
who have switched one product for another FVIII concentrate. In two Canadian surveillance 
studies that evaluated inhibitor formation in PTPs following the switch of pdFVIII for 
rFVIII, the inhibitor incidence was similar to that seen in Canada prior to the introduction of 
recombinant products (70,71). This was also confirmed by more recent studies. Gouw et al 
(2007) in the CANAL study showed that switching between factor VIII products did not 
increase the risk for inhibitors (39). Some of postmarketing studies evaluated the switch for 
the newer generation concentrates of the same class products. Vidovic et al (2009) evaluated 
patients switching from Kogenate® (Bayer) for Kogenate FS® (Bayer) and did not find any 
inhibitors in the 185 subjects monitored for 2 years (72). 

6. Diagnosis of inhibitors 

The tests for detection of FVIII antibodies, based on mixing the patient´s and normal plasma 
underwent several modifications to improve their sensitivity. The first assay to determine 
the potency of inhibitor was described in 1959. This assay was quite accurate but required 
considerable technical skill and was beyond the capability of most clinical laboratories. Later 
investigators with an interest in haemophilia met in Bethesda and established a method for 
measurement of FVIII inhibitors (73). The assay was named Bethesda assay and was based 
on the ability of antibody-containing plasma to inactivate the FVIII of pooled normal 
plasma. This assay has become a standard test to measure clinically significant FVIII 
inhibitors. However, it has some limitations. The assay may not detect weak and non-
neutralizing antibodies. Verbruggen B et al (1995) descried a modified Bethesda assay, the 
Nijmegen low titre inhibitor assay (74). Two modifications of the original method were 
adopted to overcome the poor specificity and imperfection of Bethesda assay, especially at 
the low levels of inhibitor: 1) buffering of normal plasma used in the assay and control 
mixture, with 0.1 M imidazole to pH 7.4 prevents the pH change occurring during the 2 
hours incubation, and 2) replacing the imidazole buffer in the control mixture by 
immunodepleted FVIII deficient plasma increases the precision of the method . The Factor 
VIII/IX Subcommittee of the ISTH has endorsed the recommendation that the Nijmegen-
modified Bethesda assay should be adopted to quantify FVIII inhibitors (75). Several 
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problems with FVIII inhibitor assay have not yet been resolved including: 1) the high 
interlaboratory variability in the quantification of FVIII inhibitors when the reference 
antibody standard is unavailable; 2) inability to identify the proportion of ‘non-inhibitory’ 
FVIII inhibitors leading to accelerated clearance of FVIII in vivo; and 3) the effect of the type 
of FVIII-deficient plasma on FVIII inhibitor detection. Verbruggen B et al (2001) showed that 
chemically depleted factor VIII deficient plasma can give falsely elevated titres when used in 
combination with other types of deficient plasmas as a substrate plasma in the factor VIII:C 
assay due to the presence of activated factor V in the preparation (76).  
Several new tests have been developed recently to overcome the limitations of the Bethesda 
assay. ELISA-based assay for detection of FVIII-specific IgG was validated and found to 
have a strong correlation with Bethesda method in detecting immune response to FVIII. The 
ELISA provides rapid screening that could be available well in advance of inhibitor 
confirmation by the Bethesda assay (77,78). Recently developed a new fluorescence-based 
immunoassay (FLI) was found to be much more sensitive for detecting especially low titre 
inhibitors (79). 

7. References 

[1] Gringeri A, Mantovani LG, Scalone L, Mannucci PM. for the COCIS Study Group. Cost 
of care and quality of life for patients with hemophilia complicated by inhibitors: 
the COCIS Study Group Blood 2003; 102, 7:2358-63. 

[2] White GC 2nd, Rosendaal F, Aledort LM, Lusher JM, Rothschild C, Ingerslev J; Factor 
VIII and Factor IX Subcommittee. Definitions in hemophilia. Recommendation of 
the scientific subcommittee on factor V III and factor IX of the scientific and 
standardization committee of the International Society on Thrombosis and 
Haemostasis. ThrombHaemost 2001; 85(3):560. 

[3] Key NS. Inhibitors in congenital coagulation disorders. Br J Haematol 2004;127(4):379-91.  
[4] Gren D. Factor VIII inhibitors: a 50-year perspective, Haemophilia 2011; 1–8. 
[5] Green D, Lechner K. A survey of 215 nonhemophilic patients with inhibitors to factor 

VIII. Thromb Haemost 1981; 45: 200–3. 
[6] Collins PW, Hirsch S, Baglin TP et al. Acquired hemophilia A in the United Kingdom: a 

2-year national surveillance study by the United Kingdom Haemophilia Centre 
Doctors Organisation. Blood 2007; 109: 1870–7. 

[7] Kim MS, Kilgore PE, Kang JS, Kim SY, Lee DY, Kim JS, Hwang PH.Transient acquired 
hemophilia associated with Mycoplasmapneumoniae pneumonia. J Korean Med 
Sci 2008 ; 23(1):138-41. 

[8] Green D, Rademaker AW, Briet E. A prospective, randomized trial of prednisone and 
cyclophosphamide in the treatment of patients with factor VIII autoantibodies. 
Thromb Haemost 1993; 70: 753–7. 

[9] Franchini M, Mannucci PM. Inhibitors of propagation of coagulation (factors VIII, IX and 
XI): a review of current therapeutic practice. Br J Clin Pharmacol  2011;72(4):553-62.  

[10] Acharya SS, Coughlin A, Dimichele DM, North American Rare Bleeding Disorder 
Study Group. Rare Bleeding Disorder Registry: deficiencies of factors II, V, VII, X, 
XIII, fibrinogen and dysfibrinogenemias. J Thromb Haemost 2004;2(2):248-56. 

[11] Wight J and Paisley S. The epidemiology of inhibitors in haemophilia A: a systematic 
review. Haemophilia 2003; 9, 418–435. 

www.intechopen.com



 
Hemophilia 

 

74

[12] Kempton CL, Soucie JM, Abshire TC. Incidence of inhibitors in a cohort of 838 males 
with hemophilia A previously treated with factor VIII concentrates. J 
ThrombHaemost. 2006;4 (12):2576-81.  

[13] Lorenzo JI, López A, Altisent C, Aznar JA. Incidence of factor VIII inhibitors in 
severe haemophilia: the importance of patient age. Br J Haematol 2001;113(3):600-3.  

[14] Chambost H. Assessing risk factors: prevention of inhibitors in haemophilia. 
Haemophilia 2010; 16 (Suppl. 2), 10–15 

[15] Oldenburg J, El-Maarri O, Schwaab R. Inhibitor development in correlation to factor 
VIII genotypes. Haemophilia 2002; 8 (Suppl 2): 23–9. 

[16] Oldenburg J, Brackmann HH, Schwaab R. Risk factors for inhibitor development in 
hemophilia A. Haematologica 2000; 85, (Suppl10):7-13; discussion 13-4.  

[17] Oldenburg J, Schröder J, Brackmann HH, Möler-Reible C, Schwaab R, Tuddenham E. 
Environmental and genetic factors influencing inhibitor development. Semin 
Hematol 2004; 1(Suppl 1): 82–8. 

[18] Schwaab R, Brackmann HH, Meyer C, Seehafer J, Kirchgesser M, Haack A, Olek K, 
Tuddenham EG, Oldenburg J.Haemophilia A: mutation type determines risk of 
inhibitor formation. Thromb Haemost 1995;74(6):1402-6. 

[19] Oldenburg J, Schröder J, Schmitt C, Brackmann HH, Schwaab R. Small deletion/ 
insertion mutations within poly-A-runs of the factor VIII gene mitigate the severe 
haemophilia A phenotype. Thromb Haemost 1998; 79: 452-3. 

[20] Warrier I. Data presented at the meeting of the Factor VIII and Factor IX Scientific 
Subcommittee of the SSC of the ISTH. 49th Annual Scientific and Standardization 
Committee meeting, Birmingham, UK, 2003. Available at:  

   http://www.med.unc.edu/isth/; accessed 22 September 2004. 
[21] Astermark J, Berntorp E, White GC, Kroner BL; MIBS Study Group. The Malmö 

International Brother Study (MIBS): further support for genetic predisposition to 
inhibitor development in hemophilia patients. Haemophilia 2001; 7: 267–72. 

[22] Hay CR, Ollier W, Pepper L, Cumming A, Keeney S, Goodeve AC, Colvin BT, Hill FG, 
Preston FE, Peake IR. HLA class II profile: a weak determinant of factor VIII 
inhibitor development in severe haemophilia A. UKHCDO Inhibitor Working 
Party. Thromb Haemost 1997; 77: 234–7. 

[23] Astermark J, Oldenburg J, Pavlova A, Berntorp E, Lefvert AK. Polymorphisms in the 
IL10 but not in the IL1beta and IL4 genes are associated with inhibitor 
development in patients with hemophilia A. Blood 2006; 107: 3167–72. 

[24] Astermark J,Oldenburg J,Carlson J,Pavlova A,Kavakli K,Berntorp E, Lefvert AK. 
Polymorphisms in the TNFA gene and the risk of inhibitor development in patients 
with hemophilia A. Blood 2006; 108: 3739–45. 

[25] Astermark J, Wang X, Oldenburg J, Berntorp E, Lefvert AK. Polymorphisms in the 
CTLA-4 gene and inhibitor development in patients with severe hemophilia A. J 
Thromb Haemost 2007; 5: 263– 5. 

[26] Wieland I, Wermes C, Eifrig B et al. Inhibitor-Immunology-Study. Different HLA-types 
seem to be involved in the inhibitor development in haemophilia A. 
Hamostaseologie 2008; 28 (Suppl 1): S26–8. 

[27] Viel KR, Ameri A, Abshire TC, Iyer RV, Watts RG, Lutcher C, Channell C, Cole SA, 
Fernstrom KM, Nakaya S, Kasper CK, Thompson AR, Almasy L, Howard TE 

www.intechopen.com



 
Hemophilia Inhibitors Prevalence, Causes and Diagnosis 

 

75 

Inhibitors of factor VIII in black patients with hemophilia. N Engl J Med 2009;16;3 
60(16):1618-27. Erratum in: N Engl J Med. 2009 Jul 30;361(5):544. 

[28] Goudemand J, Rothschild C, Demiguel V et al. Influenceof the type of factor VIII 
concentrate on theincidence of factor VIII inhibitors in previously 
untreatedpatients with severe hemophilia A. Blood 2006;107: 46–51. 

[29] Rasi V, Ikkala E. Haemophiliacs with factor VIII inhibitors in Finland: prevalence, 
incidence and outcome. Br J Haematol 1990;76(3):369-71. 

[30] Shirahata A, Fukutake K, Higasa S, Mimaya J, Oka T, Shima M, Takamatsu J, Taki M, 
Taneichi M, Yoshioka A; STUDY GROUP ON FACTORS INVOLVED IN 
FORMATION OF INHIBITORS TO FACTOR VIII AND IX PREPARATIONS An 
analysis of factors affecting the incidence of inhibitor formation in patients with 
congenital haemophilia in Japan. Haemophilia 2011; 17(5): 771-6. 

[31] Wang XF, Zhao YQ, Yang RC, et al. The prevalence of factorVIII inhibitors and genetic 
aspects of inhibitor developmentin Chinese patients with haemophilia A. 
Haemophilia 2010;16:632-9. 

[32] Owaidah T and Al Momeen A. The first report of the Saudi national screening program 
for factor VIII and IX hemophila inhibitors. J Thromb Haemost 2011; 9, Suppl 2, 1-
970. P-WE-132 

[33] Gouw SC, van der Bom JG, AuerswaldG, et al. Recombinant versus plasma-derived 
factor VIII products and the development of inhibitors in previously untreated 
patients with severe hemophilia A: the CANAL cohort study. Blood 2007; 109: 
4693–7. 

[34] Lorenzo JI, Lopez A, Altisent C, Aznar JA. Incidence offactor VIII inhibitors in severe 
haemophilia: theimportance of patient age. Br J Haematol 2001; 113:600–3. 

[35] Van der Bom JG, Mauser-Bunschoten EP, Fischer K,van den Berg HM. Age at first 
treatment and immunetolerance to factor VIII in severe hemophilia. 
ThrombHaemost 2003; 89: 475–9. 

[36] Santagostino E, Mancuso ME, Rocino A et al. Environmentalrisk factors for inhibitor 
development inchildren with haemophilia A: a case-control study. Br J Haematol 
2005; 130: 422–7. 

[37] Gouw SC, van der Bom JG, Marijke van den Berg H.Treatment-related risk factors of 
inhibitor development in previously untreated patients with hemophilia A: the 
CANAL cohort study. Blood 2007; 109: 4648–54. 

[38] Chalmers EA, Brown SA, Keeling D et al. Early factorVIII exposure and subsequent 
inhibitor development in children with severe haemophilia A. Haemophilia 2007; 
13: 149–55. 

[39] Gouw SC, van derBom JG, Marijke van den Berg H.Treatment-related risk factors of 
inhibitor development in previously untreated patients with hemophilia A: the 
CANAL cohort study. Blood 2007;109(11):4648-54.  

[40] Gouw SC, van den Berg HM, le Cessie S, van der Bom JG. Treatment characteristics and 
the risk of inhibitordevelopment: a multicenter cohort study among 
previouslyuntreated patients with severe hemophilia A. J Thromb Haemost 2007; 5: 
1383–90. 

[41] Sharathkumar A, Lillicrap D, Blanchette VS et al.Intensive exposure to factor VIII is a 
risk factor forinhibitor development in mild hemophilia A. J Thromb Haemost 
2003; 1: 1228–36. 

www.intechopen.com



 
Hemophilia 

 

76

[42] Schwarzinger I, Pabinger I, Korninger C, Haschke F, Kundi M, Niessner H, Lechner K. 
Incidence of inhibitorsin patients with severe and moderate hemophiliaA treated 
with factor VIII concentrates. Am J Hematol 1987; 24: 241–5. 

[43] Lorenzo JI, Garcia R, Molina R. Factor VIII and Factor IX inhibitors in haemophiliacs. 
Lancet 1992; 339: 1550–1. 

[44] Addiego J, Kasper C, Abildgaard C et al. Frequency of inhibitor development in 
haemophiliacs treated with low-purity factor VIII. Lancet 1993; 342: 462–464 

[45] Schimpf K, Schwarz P, Kunschak M. Zero incidence of inhibitors in previously 
untreated patients who received intermediate purity factor VIII concentrate or 
factor IX complex. Thromb Haemost 1995; 73: 553–555. 

[46] Guerois C, Laurian Y, Rothschild C et al. Incidence of factor VIII inhibitor development 
in severe hemophilia A patients treated only with one brand of highly purified 
plasma-derived concentrate. Thromb Haemost 1995; 73: 215–218. 

[47] Addiego JR, Gomperts E, Liu SL, et al. Treatment of hemophilia with a highly purified 
factor VIII concentrate prepared by immunoaffinity chromatography. Thromb 
Haemost 1992; 67:19-27. 

[48] Hoyer LW. Hemophilia A.N Engl J Med. 1994; 330 (1):38-47.  
[49] Yee TT, Williams MD, Hill FGH, Lee CA, Pasi KJ.Absence of inhibitors in previously 

untreated patients with severe haemophilia A after exposure to a single 
intermediate purity factor VIII product.Thromb Haemost. 1997;78:1027-29. 

[50] Dmoszynska A, Kuliczkowski K, Hellmann A, Trelinski J, Kloczko J, Baglin T, Hay C, 
O'Shaughnessy D, Zawilska K, Makris M, Shaikh-Zaidi R, Gascoigne E, Dash C. 
Clinical assessment of Optivate®, a high-purity concentrate of factor VIII with von 
Willebrand factor, in the management of patients with haemophilia A. 
Haemophilia. 2011;17(3):456-62. 

[51] Klukowska A, Komrska V, Jansen M, Laguna P. Low incidence of factor VIII inhibitors 
in previously untreated patients during prophylaxis, on-demand treatment and 
surgical procedures, with Octanate®: interim report from an ongoing prospective 
clinical study. Haemophilia 2011;17(3): 399-406. 

[52] Franchini M, Lippi G. Von Willebrand factor-containing factor VIII concentrates and 
inhibitors in haemophilia A. A critical literature review. ThrombHaemost. 2010;104 
(5):931-40. 

[53] Lusher JM, Arkin S, Abildgaard CF, Schwartz RS. Recombinant factor VIII for the 
treatment of previously untreated patients with hemophilia A. Safety, efficacy, and 
development of inhibitors. Kogenate Previously Untreated Patient Study Group. N 
Engl J Med 1993; 328: 453–459. 

[54] Rothschild C, Laurian Y, Satre EP et al. French previously untreated patients with 
severe hemophilia A after exposure to recombinant factor VIII: incidence of 
inhibitor and evaluation of immune tolerance. Thromb Haemost 1998; 80: 779–783. 

[55] Courter SG, Bedrosian CL. Clinical evaluation of B-domain deleted recombinant factor 
VIII in previously untreated patients. Semin Hematol 2001; 38: 52–59. 

[56] Kreuz W, Gill JC, Rothschild C et al. Full-length sucrose-formulated recombinant factor 
VIII for treatment of previously untreated or minimally treated young children 
with severe haemophilia A: results of an international clinical investigation. 
Thromb Haemost 2005; 93: 457–467. 

www.intechopen.com



 
Hemophilia Inhibitors Prevalence, Causes and Diagnosis 

 

77 

[57] Iorio A, Halimeh S, Holzhauer S, et al. Rate of inhibitor development in previously 
untreated hemophilia A patients treated with plasma-derived or recombinant 
factor VIII concentrates: a systematic review. J Thromb Haemost 2010 ;8(6):1256-65.  

[58] Franchini M, Tagliaferri A, Mengoli C, Cruciani M. Cumulative inhibitor incidence in 
previously untreated patients with severe hemophilia A treated with plasma-
derived versus recombinant factor VIII concentrates: A critical systematic review. 
Crit Rev Oncol Hematol 2011; Available online 31 January 2011 

[59] Poon MC, Lillicrap D, Hensman C, Card R, Scully MF.Recombinant factor IX recovery 
and inhibitor safety: a Canadian post-licensure surveillance study. Thromb 
Haemost 2002; 87(3):431-5. 

[60] Mannucci PM, Gringeri A, Peyvandi F, Factor VIII products and inhibitor development: 
the SIPPET study (survey of inhibitors in plasma-product exposed toddlers). 
Haemophilia 2007;13 (Suppl 5) :65-8.  

[61] Mannucci P, Gringeri A, Peyvandi F, Santagostino E. Factor VIII products and inhibitor 
development: the SIPPET study (survey of inhibitors in plasma-product exposed 
toddlers). Haemophilia 2009; 13: 65–8.  

[62] Gouw SC, ter Avest PC, van Helden PM, Voorberg J, van den Berg HM. Discordant 
antibody response in monozygotic twins with severe haemophilia A caused by 
intensive treatment. Haemophilia 2009; 15: 712–7. 

[63] Gouw SC, van den Berg HM, le Cessie S, van der Bom JG. Treatment characteristics and 
the risk of inhibitor development: a multicenter cohort study among previously 
untreated patients with severe hemophilia A. J Thromb Haemost 2007; 5: 1383–90. 

[64] Kempton CL.Inhibitors in previously treated patients: a review of the literature. 
Haemophilia 2010;16 (102):61-5. 

[65] White GC, DiMichele D, Mertens K et al. Utilization of previously treated patients 
(PTPs), noninfected patients (NIPs), and previously untreated patients (PUPs) in 
the evaluation of new factor VIII and factor IX concentrates. Recommendation of 
the Scientific Subcommittee on Factor VIII and Factor IX of the Scientific and 
Standardization Committee of the International Society on Thrombosis and 
Haemostasis. Thromb Haemost 1999; 81: 462. 

[66] Giles AR, Rivard GE, Teitel J, Walker I. Surveillance for factor VIII inhibitor 
development in the Canadian Hemophilia A population following the widespread 
introduction of recombinant factor VIII replacement therapy. Transfus Sci 1998; 19: 
139–48. 

[67] Peerlinck K, Arnout J, Di Giambattista M et al. Factor VIII inhibitors in previously 
treated haemophilia A patients with adouble virus-inactivated plasma derived 
factor VIII concentrate. Thromb Haemost 1997; 77: 80–6. 

[68] Peerlinck K, Arnout J, Gilles JG, Saint-Remy JM, Vermylen J. A higher than expected 
incidence of factor VIII inhibitors in multitransfusedhaemophilia A patients treated 
with an intermediate purity pasteurized factor VIII concentrate. Thromb Haemost 
1993; 69: 115–18. 

[69] Rosendaal FR, Nieuwenhuis HK, van den Berg HM et al. A sudden increase in factor 
VIII inhibitor development in multitransfused hemophilia A patients in the 
Netherlands. Dutch Hemophilia Study Group. Blood 1993; 81: 2180–6. 

[70] Giles AR, Rivard GE, Teitel J, Walker I. Surveillance for factorVIII inhibitor 
development in the Canadian Hemophilia A populationfollowing the widespread 

www.intechopen.com



 
Hemophilia 

 

78

introduction of recombinantfactor VIII replacement therapy. Transfus Sci 1998; 19: 
139–48. 

[71] Rubinger M, Lillicrap D, Rivard GE et al. A prospective surveillance study of factor VIII 
inhibitor development in the Canadian haemophiliaA population following the 
switch to a recombinantfactor VIII product formulated with sucrose. Haemophilia 
2008;14: 281–6. 

[72] Vidovic N, Musso R, Klamroth R, Enriquez MM, Achilles K Postmarketing surveillance 
study of KOGENATE Bayer with Bio-Set in patients with haemophilia A: 
evaluation of patients' satisfaction after switch to the new reconstitution system. 
Haemophilia 2010 16(1):66-71. Biggs R, Bidwell E. A method for the studyof 
antihaemophilic globulin inhibitors withreference to six cases. Br J Haematol 
1959;5: 379–95. 

[73] Kasper CK, Aledort LM, Counts RB et al. A more uniform measurement of factor VIII 
inhibitors. Thrombdiath Haemorrh 1975;34: 869–72 

[74] Verbruggen B, Novakova I, Wessels H,Boezeman J, van den Berg M, Mauser-Bunshoten 
E. The Nijmegen modification of the Bethesda assay for factor VIII:C inhibitors: 
improved specificity and reliability. Thromb Haemost 1995; 73: 247–51. 

[75] Giles AR, Verbruggen B, Rivard GE, Teitel J, Walker. A detailed comparison of the 
performance of the standard versus the Nijmegen modification of the Bethesda 
assay in detecting factor VIII:C inhibitors in the haemophilia A population of 
Canada. Association of Hemophilia Centre Directors of Canada. Factor VIII/IX 
Subcommittee of Scientific and Standardization Committee of International Society 
on Thrombosis and Haemostasis. Thromb Haemost 1998;79(4):872-5. 

[76] Verbruggen B, Giles A, Samis J, Verbeek K, Mensink E, Nováková I. The type of factor 
VIII deficient plasma used influences the performance of the Nijmegen 
modification of the Bethesda assay for factor VIII inhibitors. Thromb Haemost. 
2001; 86(6):1435-9. 

[77] Sahud MA, Pratt KP, Zhukov O, Qu K, Thompson AR. ELISA system for detection of 
immune responses to FVIII: a study of 246 samples and correlation with the 
Bethesda assay. Haemophilia 2007;13(3):317-22. 

[78] Owaidah T, Nasr R and Al Moomn A. Comparison between ELISA based test for 
detection of factor VIII antibodies screen and standard Bethesda. J Thromb 
Haemost 2011; 9, Suppl 2: 1-970 P-WE-212. 

[79] Zakarija A, Harris S, Rademaker AW, Brewer J, Krudysz-Amblo J, Butenas S, Mann KG, 
Green D. Alloantibodies to factor VIII in haemophilia. Haemophilia 2011;17(4):636-
40. 

www.intechopen.com



Hemophilia

Edited by Dr. Angelika Batorova

ISBN 978-953-51-0429-2

Hard cover, 130 pages

Publisher InTech

Published online 30, March, 2012

Published in print edition March, 2012

InTech Europe

University Campus STeP Ri 

Slavka Krautzeka 83/A 

51000 Rijeka, Croatia 

Phone: +385 (51) 770 447 

Fax: +385 (51) 686 166

www.intechopen.com

InTech China

Unit 405, Office Block, Hotel Equatorial Shanghai 

No.65, Yan An Road (West), Shanghai, 200040, China 

Phone: +86-21-62489820 

Fax: +86-21-62489821

This book demonstrates the great efforts aimed at further improving the care of the hemophilia, which may

bring further improvement in the quality of life of hemophilia persons and their families.

How to reference

In order to correctly reference this scholarly work, feel free to copy and paste the following:

Tarek M. Owaidah (2012). Hemophilia Inhibitors Prevalence, Causes and Diagnosis, Hemophilia, Dr. Angelika

Batorova (Ed.), ISBN: 978-953-51-0429-2, InTech, Available from:

http://www.intechopen.com/books/hemophilia/hemophilia-inhibitors-prevalence-and-diagnosis



© 2012 The Author(s). Licensee IntechOpen. This is an open access article

distributed under the terms of the Creative Commons Attribution 3.0

License, which permits unrestricted use, distribution, and reproduction in

any medium, provided the original work is properly cited.


