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Abstract

Introduction: The negative impact of haemophilia on social participation is well estab-

lished in previous studies, however, the impact of Von Willebrand disease (VWD) on

social participation has not been studied.

Aim: To compare the social participation of a large cohort of VWD patients in the

Netherlands with the general Dutch population. In addition, to identify factors asso-

ciated with social participation in VWD.

Methods: Patients participating in the “Willebrand in the Netherlands” study com-

pleted an extensive questionnaire on educational level, absenteeism from school or

work, and occupational disabilities.

Results: Seven-hundred and eighty-eight VWDpatients were included (mean age 38.9

years, 59.5% females), of whom 136 children < 16 years. Adult patients with type 3

VWDmore often had a low educational level (52.9%) compared to type 1 (40.2%), type

2 VWD (36.8%) and the general population (36.4%) (p = .005). Moreover, in patients

aged ≥16 years the days lost from school and/or work in the year prior to study
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inclusion differed significantly between the VWD types (p = .011). Using negative

binomial regression analysis, the occurrence of bleeding episodes requiring treatment

in the year preceding study inclusion was significantly associated with the number

of days lost from school and/or work among patients aged ≥16 years. Multivariable

logistic regression analysis showed that a higher total bleeding score, older age and

presence of at least one comorbidity were significantly associated with occupational

disability in patients aged≥16 years.

Conclusion: Our study shows that social participation was lower in type 3 VWD and

VWDpatients with amore severe bleeding phenotype.

KEYWORDS

absenteeism, bleeding, cross-sectional studies, educational status, social participation, vonWille-
brand Diseases

1 INTRODUCTION

VonWillebrand disease (VWD) is themost common inherited bleeding

disorder.1 Type 1 VWD is caused by a partial quantitative deficiency

of VonWillebrand factor (VWF), type 2 by qualitativeVWFdefects and

type 3 by a complete absence ofVWF.2 VWD is characterized bymuco-

cutaneous bleedings, such as menorrhagia, post-partum haemorrhage,

cutaneous bleeding, epistaxis and oral cavity bleeding.3,4 While more

rare, joint and muscle bleeds and gastrointestinal bleeding can also

occur.3 Bleeding is most often mild to moderate, but can be severe.3

The phenotype is heterogenous, but generally depends on VWD

type as well as residual plasma VWF and factor VIII (FVIII) activity

levels.3

It is well known that the health-related quality of life of adults

and children with VWD is lower compared to that of the general

population.5,6 In addition, 51% of adult patients with bleeding disor-

ders, including haemophilia and VWD, reported that having a bleeding

disorder had a negative impact on their school education.7 Moreover, a

survey among type 3 VWDpatients in the United States demonstrated

that 40% of patients reported lost days from school and/or work

caused by bleeds or other VWD complications. The mean number of

days lost amounted to 4.7 days per year.8

Studies in patients with severe haemophilia show lower social par-

ticipation, as patients were less likely to be employed full-time when

compared to the general male population (patients aged 31–64 years

50% vs. 73%, respectively; patients aged 16–30 years 34% vs. 52%,

respectively). Moreover, 36% of severe haemophilia patients aged 31–

64 years reported complete occupational disability, compared to 11%

of the general Dutch male population.9 However, much less is known

about social participation in VWD patients. Although the bleeding dis-

order is overall milder, it is also more prevalent and occurs in bothmen

and women, with womenmore prone to bleeding due to the menstrual

cycle and child delivery.1

Therefore, the aim of this study was to evaluate social participation

of a large cohort of VWD patients in the Netherlands and to compare

this with the general Dutch population. In addition, we aimed to iden-

tify factors associatedwith social participation in VWDpatients. Social

participation was defined similarly as in a previous study performed in

haemophilia patients in the Netherlands, that is, the ability to partici-

pate in work and education.9

2 PATIENTS AND METHODS

2.1 Participants

Patients with type 1, 2, and 3 VWD from all ages who participated in

the “Willebrand in the Netherlands” (WiN) study were included in the

current study. The WiN study is a nationwide cross-sectional study

among VWD patients in the Netherlands performed between 2007

and 2009.3,5 The inclusion criteria of the WiN study were haemor-

rhagic symptoms or a family history of VWD and historically lowest

levels of VWF antigen (VWF:Ag) ≤.30 IU/ml and/or VWF ristocetin

cofactor activity (VWF:RCo) ≤.30 IU/ml and/or FVIII activity (FVIII:C)

≤.40 IU/ml (for type 2N VWD patients). Patients with concomitant

haemostatic disorders were excluded. Patients who were originally

diagnosed with type 3 VWD, were reclassified as type 1 VWD if VWF

propeptide was ≥.05 IU/ml and the diagnosis type 3 VWD was main-

tained ifVWFpropeptidewas< .05 IU/ml.10,11 The studywasapproved

by the Medical Ethical Committees of all participating centres and

written informed consentwas obtained from all patients aged 12 years

and older and in children younger than 16 years also from their legal

representative(s) (i.e., both parents or guardian), according to Dutch

guidelines. Patients in whom data on all questions regarding social

participation weremissing, were excluded from the current study.

2.2 Assessment tools and definitions

Theassessment tools and laboratorymeasurementsutilized in theWiN

study have been described in detail previously.3,5,6 Participants com-

pleted at the time of inclusion an extensive self-administered question-

naire, which contained a self-administered version of the condensed

Tosetto bleeding score (BS).12,13 In addition, questions on bleeding

episodes and treatment of VWD in the year prior to study inclusion,
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comorbidities, educational level, absenteeism from school orwork, and

occupational disability were incorporated into this questionnaire. The

Tosetto BS grades 12 different bleeding symptoms based on their fre-

quency and severity on a scale ranging from -1 to 4 points. The total

BS results from summing the scores of all 12 items, which can range

from -3 to 45.3,12 Comorbidity was used as dichotomous variable (at

least one comorbidity present or not) and was defined as any disease

or condition other than VWD that requires medical attention from a

general practitioner or specialist.6,14 Patients were asked to report the

total number of days lost from school and/or work in the year that

preceded the survey and the number of days lost attributed to VWD.

Occupational disability and thedegreeof incapacity forworkwere self-

reported by the patients. In the Netherlands, the degree of incapacity

for work is determined by an insurance physician based on the sub-

ject’s earning capacity. According to article 4(1) of the law on Work

and Income in Accordance with Capacity for Work (WIA), complete

occupational disability is defined as being only capable of earning at

most 20% of earning capacity.15 We subdivided occupational disabil-

ity into complete (≥80%) and partial (< 80%) disablement according

to a previously published study among haemophilia patients.9 Patients

who reported to be occupationally disabled were additionally asked

whether this was completely or partially due to VWD. Furthermore,

we classified the highest educational level attained of patients based

on the International StandardClassification of Education 2011 (ISCED,

2011),16 which we aggregated into three levels according to the stan-

dard educational format (in Dutch: Standaard Onderwijsindeling) 2016:

lower, medium, and higher educational level.17 Lower educational level

refers to primary education and lower secondary education, medium

educational level to upper secondary education, and higher educa-

tional level to bachelor, master, doctoral or equivalent.16,17 Data from

the general Dutch population in 2008 were provided by the national

statistical office, Statistics Netherlands.18–20 Data on complete occu-

pational disability in the general population were based on the number

of occupational disability benefits in 2008.

2.3 Statistical methods

Categorical data are presented as frequencies and percentages. Con-

tinuous data are presented as mean and standard deviation if nor-

mally distributed and median and interquartile ranges (IQR) if not nor-

mally distributed. Chi-squared test was used to compare proportions

of categorical data. Not normally distributed continuous data were

compared between the different VWD types using the Kruskal-Wallis

test. Patients who reported to be completely occupationally disabled

(≥80%) and patients aged ≥65 years were excluded from the analysis

of days lost from work, because the age of retirement in the Nether-

lands was 65 years when theWiN study was performed.

In order to examine the association between total BS and highest

educational level attained, logistic regression analysis was performed.

For this purpose, highest educational level attained was dichotomized

into the levels lower and medium/higher and was used as dependent

variable in the logistic regression model. Logistic regression analysis

was also performed to assess the association between total BS and

occupational disability (either partial or complete vs. no occupational

disability). In these analyses, total BS, age, sex and the presence of at

least one comorbidity were included as independent variables. Out-

comes of the logistic regression analyses are presented as odds ratio

(OR) and 95% confidence interval (CI). Moreover, the total number of

days lost from school and/orwork in the year preceding study inclusion

was used as dependent variable in negative binomial regression anal-

ysis, to account for over-dispersion. Total BS, the occurrence of bleed-

ing episodes requiring treatment with desmopressin or factor concen-

trates in the year prior to study inclusion, sex, age, and comorbidity

were used as independent variables. Outcomes of the negative bino-

mial regression analyses are presented as incidence rate ratio (IRR)

and 95% CI. Statistical analyses were performed in R version 4.0.3

(2020-10-10), using the packages foreign (version 0.8.80), MASS (ver-

sion 7.3.53.1) and DHARMa (version 0.4.1).21–24 A p-value below .05

was considered statistically significant.

3 RESULTS

A total of 834 patients participated in the WiN study, of whom 788

patients were included in the current study. Forty-six patients were

excluded because of missing data on social participation. The charac-

teristics of 652 patients aged ≥16 years and 136 children aged < 16

years are shown in Table 1. The proportion of patients who reported

to have experienced bleeding episodes requiring treatment in the year

prior to study inclusion differed significantly between the different

VWD types in both age groups (p = .003 and p < .001 in patients

aged < 16 years and ≥16 years, respectively) (Table 1). Levels of VWF,

FVIII and total BS, stratified by age, VWD type and sex are displayed in

Table S1 and Figure S1.

3.1 Educational level

Figure 1 shows the highest educational level attained in VWD patients

aged ≥16 years compared to the general population. The distribu-

tion of educational level differed significantly between the different

VWD types and the general population (p = .005). The proportion

of patients with a low educational level was higher in type 3 VWD

(52.9%) compared to type 1 (40.2%) and type 2 VWD (36.8%) and the

general population (36.4%). These results were comparable when we

performed this analysis in patients aged ≥18 and ≥25 years (Tables S2

and S3, respectively).

In multivariable logistic regression analysis with BS, sex, age and

comorbidity as independent variables, we found that female sex

(OR = 1.60, 95%CI 1.12–2.29) and older age (OR = 1.03, 95%CI 1.01–

1.04) were significantly associated with lower educational level (Table

S4).

3.2 Occupational disability

In patients aged ≥16 years, the percentage of VWD patients who

were completely occupationally disabled (≥80%) was 8.4% among
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TABLE 1 Patient characteristics

Children (0–16 years) Adults (16–99 years)

Type 1 (n= 74) Type 2 (n= 53) Type 3 (n= 9) Type 1 (n= 396) Type 2 (n= 239) Type 3 (n= 17)

Age (years) 9.0*

[6.0–12.8]

6.0*

[2.0–10.0]

11.0*

[7.0–12.0]

45.0

[34.0–57.0]

46.0

[32.0–59.0]

45.0

[29.0–58.0]

Sex, female (%) 28 (37.8) 23 (43.4) 5 (55.6) 274** (69.2) 131** (54.8) 8** (47.1)

Blood groupO (%) 35* (71.4) 16* (48.5) 1* (11.1) 257** (68.5) 108** (49.3) 9** (52.9)

VWF:Ag (IU/ml) .20** [.09–.31] .23** [.20–.25] .00** [.00–.04] .37** [.23–.53] .26** [.17–.36] .00** [.00–.01]

VWF:CB (IU/ml) .19** [.09–.35] .06** [.04–.08] .00** [.00, .02] .42** [.23–.65] .08** [.06–.14] .00** [.00–.00]

VWF:Act (IU/ml) .22** [.10–.35] .08** [.02–.09] .00** [.00–.00] .45** [.22–.70] .08** [.04–.17] .00** [.00–.00]

FVIII:C (IU/ml) .49** [.26–.63] .28** [.22–.39] .02** [.01–.03] .66** [.48–.87] .38** [.27–.49] .01** [.01–.04]

Bleeding score† 5** [3–7] 5** [2–10] 18** [11–20] 10** [5–15] 12** [8–17] 23** [16–26]

Comorbidity‡ (%) 15 (20.3) 11 (21.2) 2 (22.2) 169 (46.0) 89 (39.9) 8 (53.3)

Bleeding requiring

treatment§ (%)

19* (25.7) 23* (43.4) 7* (77.8) 89** (22.5) 100** (41.8) 14** (82.4)

*p< .05 between types 1, 2, and 3 VWD. **p< .001 between types 1, 2, and 3 VWD. Continuous variables are presented asmedian and interquartile ranges.
†Total bleeding score can range from -3 (i.e., no spontaneous bleeding symptoms, no bleeding after surgeries, teeth extractions and deliveries) to 37 or 45 (i.e.,

major bleeding for all symptoms) in males and females, respectively.3,12 An abnormal bleeding score is defined as a total bleeding score ≥4 in both males and

females.30 Higher scores correspond tomore severe or frequent bleeding.3

‡Comorbidity indicates the presence of at least one comorbidity defined as any disease or condition other than VWD that requiredmedical attention from a

general practitioner or specialist.6,14

§The occurrence of bleeding episodes requiring treatment with desmopressin or factor concentrates in the year preceding inclusion in the study.

F IGURE 1 Educational level of VWDpatients compared to the
general Dutch population. Data are presented as percentages. The
distribution of educational level among patients aged≥16 years
differed significantly between the different VWD types and the
general population (p= .005). Data considering educational level of
the general Dutch population were provided by Statistics Netherlands
and collected in 2008.18 GP= general population

type 1, 7.9% among type 2, and 11.8% among type 3 VWD patients

(Table 2) compared to 3.5% of the general Dutch population.19,20

The results were comparable when we performed this analysis in

patients aged ≥18 years (Table S5). In patients who reported occu-

pational disability (either partial or complete), 5.1% of type 1, 10.7%

of type 2, and 20.0% of type 3 VWD patients reported that this was

TABLE 2 Occupational disability

VWD

Occupational disability Type 1 Type 2 Type 3

No 325 (85.1) 201 (87.8) 13 (76.5)

<25% 8 (2.1) 3 (1.3) 0 (.0)

25–49% 10 (2.6) 3 (1.3) 2 (11.8)

50–79% 7 (1.8) 4 (1.7) 0 (.0)

≥80% 32 (8.4) 18 (7.9) 2 (11.8)

Occupational disability, both complete, partial and not attributed to VWD.

Data are presented as frequency and percentages. The proportion of occu-

pational disabled patients (partial and complete) did not differ significantly

between the different VWD types (p= .340).

completely related to VWD, whereas in 15.3% of type 1, 25.0% of

type 2, and 20.0% of type 3 VWD patients this was partly due to

VWD.

Inmultivariable logistic regression analysis with BS (as a continuous

variable), sex, age and comorbidity as independent variables, we found

that a higher BS (OR = 1.07 for one point increase in total BS, 95%CI

1.04, 1.11), older age (OR = 1.03, 95%CI 1.01–1.05) and the presence

of at least one comorbidity (OR= 3.33, 95%CI 1.88, 6.12) were signifi-

cantly associated with occupational disability (Table S6). When exclud-

ing type 3 VWD patients, BS remained significantly associated with

occupational disability (OR= 1.08, 95%CI 1.04–1.12).
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TABLE 3 Days lost from school and/or work in the year prior to study inclusion

Children (0–16 years) Adults (16–99 years)

Type 1 Type 2 Type 3 Type 1 Type 2 Type 3

Total days lost from school

and/or work

1.0 [.0, 3.0] 1.5 [.0, 4.0] 6.0 [2.3, 9.0] .0 [.0, 2.0]* .0 [.0, 4.0]* 4.0 [.0, 10.0]*

Days lost attributed to VWD .0 [.0, .8]* .0 [.0, 1.0]* 3.0 [2.0, 4.0]* .0 [.0, .0]* .0 [.0, 1.0]* 4.0 [.0, 10.0]*

Data are presented asmedian and interquartile ranges. *p< .05 between types 1, 2, and 3 VWD.

3.3 Absenteeism from school or work in patients
aged 16 years and older

The total number of days lost from school and/or work in the year

prior to study inclusion and the number of days lost attributed to VWD

among patients aged 16 years and older are shown in Table 3.

In negative binomial regression analysis with BS, sex, age, comor-

bidity and bleeding requiring treatment as independent variables, we

found that the occurrence of bleeding episodes requiring treatment

in the year preceding study inclusion was significantly associated with

the number of days lost from school and/or work in the year prior to

inclusion (IRR = 6.7, 95%CI 3.5–13.2) (Table S7). When excluding type

3 VWD patients, the occurrence of bleeding episodes requiring treat-

ment in the year preceding study inclusion remained significantly asso-

ciatedwith the number of days lost from school and/orwork (IRR=6.8,

95%CI 3.5–13.8).

3.4 Absenteeism in children

The number of days lost from school in the year prior to study inclusion

and the number of days lost attributed to VWD in children aged < 16

years are shown in Table 3.

In negative binomial regression analysis with BS, sex, age, comor-

bidity and bleeding requiring treatment as independent variables, we

found that the presence of at least one comorbidity was significantly

associatedwith the number of days lost from school in the year prior to

study inclusion (IRR= 3.7, 95%CI 1.7, 9.3) (Table S8).

3.5 The association between bleeding score items
and social participation

In female patients with four points on the BS item of menorrhagia

(corresponding to the need of blood transfusion, replacement ther-

apy, desmopressin, or hysterectomy) 57.9%hada loweducational level,

whereas 42.6% of women with three points on the menorrhagia item

(corresponding to dilation and curettage, iron therapy or ablation), and

38.1% of women with two points (corresponding to antifibrinolytics or

oral contraceptives). In comparison, among women reporting no men-

orrhagia this percentage was 34.5% (p= .015). Among female patients

with one point on the BS item of menorrhagia (corresponding to con-

F IGURE 2 Percentage of female VWDpatients with a low
educational level for different points on the bleeding score item of
menorrhagia. Data are presented as percentages. The proportion of
female patients with a low educational level differed significantly
between the different severities of menorrhagia (as measured by
points on the bleeding score item ofmenorrhagia) (p= .015)

sultation only), 50.0% had a low educational level, however, only 24

patients were included in this group (Figure 2).

In total, 84 patients (12.9%) reported to have ever experienced joint

bleeds requiring treatment, either spontaneous or traumatic. Among

these patients, 26.2% reported complete or partial occupational dis-

ability, whereas this was only 12.3% among patients who had never

experienced joint bleeds requiring treatment (p= .001).

4 DISCUSSION

In this cross-sectional study, we have examined the social participation

of a large cohort of VWD patients in the Netherlands. Type 3 VWD

patientsmoreoftenhada loweducational level compared to type1and

type 2 VWD patients and the general population. We found that each

point increase in total BS, older age and the presence of at least one

comorbidity were significantly associated with occupational disability.

Moreover, in patients aged ≥16 years the days lost from school and/or

work in the year prior to study inclusion differed significantly between

the VWD types, with highest absenteeism in type 3 VWD. We found

that the occurrence of bleeding episodes requiring treatment was
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significantly associated with the number of days lost from school

and/or work in patients aged ≥16 years. In children aged < 16 years

the presence of at least one comorbidity was significantly associated

with the number of days lost from school in the year preceding study

inclusion.

Our results suggest that type 3 VWD and a more severe bleed-

ing phenotype in type 1 and type 2 VWD are associated with less

social participation, since total BS and bleeding requiring treatment

in the year preceding inclusion remained significantly associated with

less social participation, even after excluding type 3 VWD patients.

In line with our findings, a similar study in haemophilia patients in

the Netherlands found that the percentage of completely occupation-

ally disabled patients was 26% for severe haemophilia and 16% for

moderate haemophilia, but only 1% for mild hemophilia.9 Further-

more, we found that a significantly higher proportion of patients who

ever experienced joint bleeds requiring treatment reported occupa-

tional disability compared to patients who never experienced joint

bleeds requiring treatment. It was described previously that VWD

patients who experienced joint bleeds more often had joint pain

and joint damage compared to patients who did not report joint

bleeds.25 Moreover, VWD patients with joint bleeds and arthropa-

thy reported less social participation compared to patients without

arthropathy.26

It is well known that the prevalence of menorrhagia in women with

VWD is high.27 In a recent study VWD patients reported that heavy

menstrual bleeding negatively impacted their academic lives, that they

missed school and were afraid to leave home.28 We found an associa-

tion between severity of menorrhagia, based on the BS item, and edu-

cational level, however, we cannot exclude potential confounding bias.

Future research should focus on the impact of menorrhagia on school

performance and social participation among female VWDpatients.We

also found that female sex was significantly associatedwith lower edu-

cational level. However, this could also reflect the distribution of high-

est educational level attainted in the generalDutch population in 2008,

as the percentages of females with lower, medium, and higher educa-

tional level were 40.2%, 37.2%, and 22.0%, respectively, and among

males these were 32.6%, 39.8%, and 26.8%, respectively.18 In order to

eliminate the effect of reduced education opportunities among older

females, we performed a sensitivity analysis among patients aged< 50

years, in which female sex and older age were not significantly associ-

ated with lower educational level (data not shown).

In total, 28 (20.6%) children reported at least one comorbidity.Most

often reported comorbidities among childrenwere asthma, atopic der-

matitis and allergies. Our results suggest that among children, the

impact of comorbidities on absenteeism from school may be more

important than VWD.

This is the largest study to date on the impact of VWD on social

participation of a large cohort of well-defined type 1, 2 and 3 VWD

patients from all ages. In particular, 80% of patients known with

VWD (with historically lowest VWF levels ≤.30 IU/ml) in the Nether-

lands participated in this study. Therefore, the risk of selection bias is

reduced and our results are generalizable to the total population of

VWDpatients.

A potential limitation of this study is that data were obtained from

2007 to 2009. Therefore, recent improvements in the management of

VWDmay have changed the impact of VWDon the social participation

of patients.

Another potential limitation of this study is that data on social par-

ticipation and bleeding episodes in the past were self-reported by the

patients. Therefore, due to recall bias, patients may for instance have

underreported the number of days lost fromwork and/or school. How-

ever, the misclassification is expected to be nondifferential, that is,

unrelated to the BS and the occurrence of bleeding episodes or VWD

type.

Furthermore, only type 1 VWD patients with historically lowest

VWF levels≤.30 IU/ml were included. The clinical bleeding phenotype,

and therefore social participation, of type 1 patients might have been

more similar to type2patients than ifwewould have also included type

1 patients with VWF levels< .50 IU/ml, as is defined in themost recent

VWD guideline.29

Finally, only 26 patients (3.3%) with type 3 VWD were included in

this study.

5 CONCLUSION

Our study shows that social participationwas lower in type3VWD,and

VWD patients with a more severe bleeding phenotype. Total BS and

bleeding requiring treatment in the year prior to inclusionwere impor-

tant associated factors.

ACKNOWLEDGMENTS

This study was supported by research funding from the Dutch

Haemophilia Foundation (Stichting Haemophilia) and CSL Behring

(unrestricted grant).

DATA AVAILABILITY STATEMENT

The data that support the findings of this study are available from the

corresponding author upon reasonable request.

AUTHORS CONTRIBUTIONS

E.K. designed the study, performed statistical analysis, interpreted

data, and wrote the manuscript. C.K. interpreted data and criti-

cally revised the manuscript. J.M., S.S., K.G., K.M., M.C., J.B., K.F.,

and J.E. designed the study, interpreted data and critically revised

the manuscript. F.A. designed the study, interpreted data, revised

the statistical analysis, and wrote the manuscript. F.L. conceived of

and designed the study, interpreted data, and critically revised the

manuscript. All authors gave their consent to the final version of the

manuscript.

CONFLICTS OF INTEREST

S.E.M. Schols has received travel grants from Bayer and Takeda, and

consultancy grants from Takeda and Novo Nordisk. K.P.M. van Galen

received unrestricted research support from CSL Behring and Bayer

and speakers fee from Takeda and Amgen. K. Meijer reports speaker



284 KEMPERS ET AL.

fees from Bayer and Alexion, participation in trial steering commit-

tee for Bayer, consulting fees from Uniqure, participation in data mon-

itoring and endpoint adjudication committee for all fees go to the

institution. M.H. Cnossen has received investigator-initiated research-

and travel grants over the years from the Netherlands Organisa-

tion for Scientific Research (NWO), the Netherlands Organization for

Health Research and Development (ZonMw), the Dutch “Innovatie-

fonds Zorgverzekeraars”, Baxter/Baxalta/Shire, Pfizer, Bayer Schering

Pharma, CSL Behring, Sobi Biogen, Novo Nordisk, Novartis and Nordic

Pharma, and has served as a steering board member for Roche, Bayer

and Novartis. All grants, awards and fees go to the Erasmus MC as

institution. J.G. van der Bom has been a teacher on educational activi-

ties of Bayer and received consultancy fees from Novo Nordisk, paid

to the Leiden University Medical Center. The institution of K. Fijn-

vandraat has received unrestricted research grants from CSL Behring,

Sobi and NovoNordisk and her institution received consultancy fees

from Grifols, Takeda, Novo Nordisk and Roche. J. Eikenboom received

research support from CSL Behring and he has been a teacher on edu-

cational activities of Roche. F. Atiq received the CSL Behring-professor

Heimburger Award 2018 and a travel grant from Sobi. F.W.G. Leebeek

received research support fromCSL Behring and Shire/Takeda for per-

forming the Willebrand in the Netherlands (WiN) study and Sobi and

uniQure for studies not related to thismanuscript, and is consultant for

uniQure, Sobi, Biomarin and Shire/Takeda, of which the fees go to the

institution, and has received a travel grant fromSobi. He is also aDSMB

member for a study by Roche. None of the other authors has a conflict

of interest to declare.

ORCID

EvaK.Kempers https://orcid.org/0000-0001-9458-8674

KarinP.M. vanGalen https://orcid.org/0000-0003-3251-8595

FerdowsAtiq https://orcid.org/0000-0002-3769-9148

FrankW.G. Leebeek https://orcid.org/0000-0001-5677-1371

REFERENCES

1. Leebeek FWG, Eikenboom JCJ. VonWillebrand’s disease.NEngl JMed.
2016;375(21):2067-2080.

2. Sadler JE, Budde U, Eikenboom JCJ, et al. Update on the patho-

physiology and classification of von Willebrand disease: a report

of the Subcommittee on von Willebrand Factor. J Thromb Haemost.
2006;4(10):2103-2114.

3. de Wee EM, Sanders YV, Mauser-Bunschoten EP, et al. Determinants

of bleeding phenotype in adult patients with moderate or severe von

Willebrand disease. Thromb Haemost. 2012;108(4):683-692.
4. Sanders YV, FijnvandraatK, Boender J, et al. Bleeding spectrum in chil-

dren with moderate or severe von Willebrand disease: relevance of

pediatric-specific bleeding. Am J Hematol. 2015;90(12):1142-1148.
5. De Wee EM, Mauser-Bunschoten EP, Van Der Bom JG, et al. Health-

related quality of life among adult patients with moderate and severe

vonWillebrand disease. J Thromb Haemost. 2010;8(7):1492-1499.
6. De Wee EM, Fijnvandraat K, De Goede-Bolder A, et al. Impact of von

Willebrand disease on health-related quality of life in a pediatric pop-

ulation. J Thromb Haemost. 2011;9(3):502-509.
7. Holstein K, Von Mackensen S, Bokemeyer C, Langer F. The impact

of social factors on outcomes in patients with bleeding disorders.

Haemophilia. 2016;22(1):46-53.

8. Sumner M, Williams J. Type 3 von Willebrand disease: assessment of

complications and approaches to treatment – results of a patient and

hemophilia treatment center survey in the United States.Haemophilia.
2004;10(4):360-366.

9. Plug I, Peters M, Mauser-Bunschoten EP, et al. Social partic-

ipation of patients with hemophilia in the Netherlands. Blood.
2008;111(4):1811-1815.

10. Sanders YV, Groeneveld D, Meijer K, et al. von Willebrand factor

propeptide and the phenotypic classification of von Willebrand dis-

ease. Blood. 2015;125(19):3006-3013.
11. Atiq F, Mauser-Bunschoten EP, Eikenboom J, et al. Sports participa-

tion and physical activity in patients with von Willebrand disease.

Haemophilia. 2019;25(1):101-108.
12. Tosetto A, Rodeghiero F, Castaman G, et al. A quantitative analysis

of bleeding symptoms in type 1 von Willebrand disease: results from

a multicenter European study (MCMDM-1 VWD). J Thromb Haemost.
2006;4(4):766-773.

13. Tosetto A, Castaman G, Rodeghiero F. Bleeding scores in inher-

ited bleeding disorders: clinical or research tools?. Haemophilia.
2008;14(3):415-422.

14. Sanders YV, Giezenaar MA, Laros-Van Gorkom BAP, et al. von Wille-

brand disease and aging: an evolving phenotype. J Thromb Haemost.
2014;12(7):1066-1075.

15. Wet werk en inkomen naar arbeidsvermogen 2005 s 4(1).
16. UNESCO Institute for Statistics. International standard classification

of education ISCED 2011 [Internet]. Montreal, Canada; 2012 [cited

2021 Apr 19]. Available from: http://uis.unesco.org.eur.idm.oclc.org/

en/topic/international-standard-classification-education-isced

17. © Centraal Bureau voor de Statistiek. Standaard Onderwijsindeling

2016 (Editie 2018/’19). Den Haag/Heerlen; 2019 [cited 2021 Apr 19].

39 p.

18. CBS. Bevolking; hoogstbehaald onderwijsniveau en onderwijsrichting

[Internet]. 2021 [cited 2021Apr 14]. Available from: https://opendata.

cbs.nl/statline/#/CBS/nl/dataset/82816NED/table?dl=50D1D

19. CBS. Aantal uitkeringen WAO, Wajong en WAZ per jaar, 1998–2009

[Internet]. 2013 [cited 2021 Jul 21]. Available from: https://opendata.

cbs.nl/#/CBS/nl/dataset/37988aoj/table?dl=51F3E

20. CBS. Bevolking; kerncijfers [Internet]. 2020 [cited 2021 Jul 21].

Available from: https://opendata.cbs.nl/#/CBS/nl/dataset/37296ned/

table?ts=1626866777027

21. R Core Team. R: A language and environment for statistical computing

[Internet]. Vienna, Austria; 2020 [cited 2021May 24]. Available from:

https://www.R-project.org/

22. R Core Team. foreign: Read Data Stored by ’Minitab’, ‘S’, ‘SAS’, ‘SPSS’,

‘Stata’, ‘Systat’, ‘Weka’, ‘dBase’, . . . . [Internet]. 2020 [cited2021May24].

Available from: https://CRAN.R-project.org/package=foreign

23. Venables WN, Ripley BD. Modern Applied Statistics with S [Internet].
New York: Springer; 2002 [cited 2021 May 24]. Available from: https:

//www.stats.ox.ac.uk/pub/MASS4/

24. Hartig F, DHARMa: Residual Diagnostics for Hierarchical (Multi-

Level /Mixed) Regression Models [Internet]. 2021 [cited 2021

May 24]; Available from: https://CRAN.R-project.org/package=

DHARMa

25. Van Galen KPM, Sanders YV, Vojinovic U, et al. Joint bleeds in

von Willebrand disease patients have significant impact on qual-

ity of life and joint integrity: a cross-sectional study. Haemophilia.
2015;21(3):e185-92.

26. vanGalen KPM, de Kleijn P, FoppenW, et al. Long-term impact of joint

bleeds in vonWillebrand disease: a nested case-control study.Haema-
tologica. 2017;102(9):1486-1493.

27. De Wee EM, Knol HM, Mauser-Bunschoten EP, et al. Gynae-

cological and obstetric bleeding in moderate and severe

von Willebrand disease. Thromb Haemost. 2011;106(5):885-

892.

https://orcid.org/0000-0001-9458-8674
https://orcid.org/0000-0001-9458-8674
https://orcid.org/0000-0003-3251-8595
https://orcid.org/0000-0003-3251-8595
https://orcid.org/0000-0002-3769-9148
https://orcid.org/0000-0002-3769-9148
https://orcid.org/0000-0001-5677-1371
https://orcid.org/0000-0001-5677-1371
http://uis.unesco.org.eur.idm.oclc.org/en/topic/international-standard-classification-education-isced
http://uis.unesco.org.eur.idm.oclc.org/en/topic/international-standard-classification-education-isced
https://opendata.cbs.nl/statline/#/CBS/nl/dataset/82816NED/table?dl=50D1D
https://opendata.cbs.nl/statline/#/CBS/nl/dataset/82816NED/table?dl=50D1D
https://opendata.cbs.nl/#/CBS/nl/dataset/37988aoj/table?dl=51F3E
https://opendata.cbs.nl/#/CBS/nl/dataset/37988aoj/table?dl=51F3E
https://opendata.cbs.nl/#/CBS/nl/dataset/37296ned/table?ts=1626866777027
https://opendata.cbs.nl/#/CBS/nl/dataset/37296ned/table?ts=1626866777027
https://www.R-project.org/
https://CRAN.R-project.org/package=foreign
https://www.stats.ox.ac.uk/pub/MASS4/
https://www.stats.ox.ac.uk/pub/MASS4/
https://CRAN.R-project.org/package=DHARMa
https://CRAN.R-project.org/package=DHARMa


KEMPERS ET AL. 285

28. Marshall AL, Dasari H, Warner ND, Grill DE, Nichols WL, Pruthi

RK. Self-reported reproductive health experiences in women with

von Willebrand disease: a qualitative interview-based study. J Obstet
Gynaecol. 2019;39(2):288-290.

29. James PD, Connell NT, Ameer B, et al. ASH ISTH NHF WFH 2021

guidelines on the diagnosis of von Willebrand disease. Blood Adv.
2021;5(1):280-300.

30. Bowman M, Mundell G, Grabell J, et al. Generation and validation of

the condensedMCMDM-1VWDbleedingquestionnaire for vonWille-

brand disease. J Thromb Haemost. 2008;6(12):2062-2066.

SUPPORTING INFORMATION

Additional supporting information may be found in the online version

of the article at the publisher’s website.

How to cite this article: Kempers EK, van Kwawegen CB,

deMeris J et al. Social participation is reduced in type 3 Von

Willebrand disease patients and in patients with a severe

bleeding phenotype.Haemophilia. 2022;28:278–285.

https://doi.org/10.1111/hae.14475

https://doi.org/10.1111/hae.14475

	Social participation is reduced in type 3 Von Willebrand disease patients and in patients with a severe bleeding phenotype
	Abstract
	1 | INTRODUCTION
	2 | PATIENTS AND METHODS
	2.1 | Participants
	2.2 | Assessment tools and definitions
	2.3 | Statistical methods

	3 | RESULTS
	3.1 | Educational level
	3.2 | Occupational disability
	3.3 | Absenteeism from school or work in patients aged 16 years and older
	3.4 | Absenteeism in children
	3.5 | The association between bleeding score items and social participation

	4 | DISCUSSION
	5 | CONCLUSION
	ACKNOWLEDGMENTS
	DATA AVAILABILITY STATEMENT

	AUTHORS CONTRIBUTIONS
	CONFLICTS OF INTEREST
	ORCID
	REFERENCES
	SUPPORTING INFORMATION


