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Key Points

•Hemophilia A carriers
had a significantly
reduced and less
sustained FVIII
response to DDAVP
compared with control
patients.

•Hemophilia A carriers
with higher bleeding
scores had significantly
lower DDAVP
responses.

The cause of hemophilia A carrier bleeding is not well established. Desmopressin (DDAVP),

used clinically to treat or prevent bleeding, can also be used as a medical stress surrogate.

This study’s objective was to compare the response to DDAVP in hemophilia A carriers

with that in normal control patients. Bleeding was assessed by the International Society

on Thrombosis and Hemostasis Bleeding Assessment Tool (ISTH-BAT). DDAVP (0.3 mg/kg)

was administered either IV or subcutaneously (SC), and blood was drawn at baseline

and 1, 2, and 4 hours postadministration. Blood was assessed for factor VIII (FVIII) level,

von Willebrand factor (VWF) antigen (VWF:Ag), VWF activity (VWF:RCo or VWF:GPIbM),

thromboelastography (TEG), and thrombin generation assay (TGA) at all points, and for

VWF propeptide (VWFpp):Ag ratio and ABO blood type at baseline. Carriers were older

than control patients (median age, 34 and 21 years, respectively; P 5 .003) and had higher

ISTH-BAT bleeding scores (median bleeding score, 8 and 0, respectively; P 5 .001).

Carriers had a significantly reduced FVIII response to DDAVP compared with control

patients (P # .0001). When only carriers with normal baseline FVIII levels (n 5 10) were

included, carriers maintained a reduced FVIII response (P # .0001). Furthermore,

participants with abnormal bleeding scores had a significantly lower FVIII response to

DDAVP compared with those with normal bleeding scores (P 5 .036). Hemophilia A

carriers have a lower and less sustained FVIII response to DDAVP, suggesting an impaired

ability to respond to hemostatic stress, which contributes to bleeding.

Introduction

Hemophilia A is a rare bleeding disorder caused by a deficiency in factor VIII (FVIII) affecting approximately
1 in every 5000males.1 Because of the X-linked inheritance pattern of the disease, males are affected with
hemophilia, whereas females are carriers. Historically, female carriers were assumed to be asymptomatic;
however, it is now known that many hemophilia carriers experience abnormal bleeding symptoms.2

Although the normal range of circulating FVIII in the general population is 0.5 to 1.5 IU/mL, hemophilia
carriers present with a wide range of FVIII levels. About 30% of hemophilia carriers have low FVIII levels and
can have abnormal bleeding symptoms.2 However, recent studies demonstrate that even hemophilia A
carriers with normal factor levels can have abnormal bleeding phenotypes.2,3 In fact, FVIII level has been
found to be weakly correlated with bleeding scores in carriers.3,4 Accordingly, it has been suggested that
circulating factor level is not a good predictor of bleeding tendency in hemophilia carriers.4

It is important to better understand the cause of hemophilia carrier bleeding, as it can have a major effect
on health and quality of life. Hemophilia A carriers primarily experience excessive mucocutaneous
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bleeding; notably, heavy menstrual bleeding and postpartum
bleeding.2,3 Excessive bleeding after surgery, tooth extraction, and
trauma is also common. However, hemarthrosis has been reported
and is supported by bleeding score and magnetic resonance
imaging evidence.3,5

Desmopressin (DDAVP) is a synthetic analog of vasopressin. DDAVP
increases plasma VWF, FVIII, and tissue plasminogen activator
(t-PA); causes vasodilation; and increases platelet procoagulant
activity.6-9 DDAVP has been used for decades to treat mild
hemophilia A, von Willebrand disease (VWD), and platelet disorders.
Nevertheless, the cellular mechanisms of the hemostatic effects of
the drug remain incompletely characterized. Themechanism of action
of DDAVP-induced VWF increase is generally accepted to be
DDAVP binding directly to vasopressin 2 receptors on endothelial
cells, resulting in the release of VWF fromWeibel Palade bodies.10,11

However, the mechanism of action of FVIII increase remains poorly
understood. Two primary theories exist. The first suggests that
DDAVP induces FVIII release directly from its producing cells.12,13

Conversely, the second proposes that FVIII increases are indirect and
that FVIII is protected from degradation through DDAVP-induced
increases in VWF.14

Because of its hemostatic effect, DDAVP can be used as a medical
stress surrogate to mimic in vivo hemostatic response to vessel
injury. Using this feature, this study aims to understand the
mechanism of abnormal bleeding in hemophilia A carriers by
comparing the laboratory response to DDAVP in hemophilia A
carriers and normal control patients.

Methods

Research subjects

Carriers of hemophilia A, at least 18 years of age, were eligible for
this study. Recruitment occurred through the Inherited Bleeding
Disorders Clinics in Kingston, ON, Canada, and Atlanta, GA.
Hemophilia A carriers either had a known F8 mutation or an
appropriate family history (the daughter of a man with hemophilia
A or the mother of 2 sons with hemophilia A or the mother of 1 son
with hemophilia A plus 1 other affected male relative). Carriers
were excluded if they were pregnant or using hormonal therapy or
contraceptives. All subjects provided informed consent. Ethics
approval was obtained from the Queen’s University Health
Sciences and Affiliated Teaching Hospitals Research Ethics Board
and the Emory University Institutional Review Board.

Normal control patients were recruited in Kingston through several
methods, including the Queen’s Paid Research Studies Facebook
page, the Kingston General Hospital Research Institute website,
flyers posted in Kingston General Hospital, and an advertisement in
the Kingston newspaper (The Kingston Whig-Standard). Normal
control patients were healthy women aged 18 to 50 years. Potential
control patients were excluded if they had any significant medi-
cal history; smoked; had a history of vascular disease, myocardi-
al infarction, stroke, or venous thromboembolism; were using
hormonal therapy, hormonal contraceptives, or corticosteroids;
were pregnant; or were unable to follow the 24-hour fluid restriction
protocol. All subjects provided informed consent.

Data collection

All subjects had their bleeding assessed by the International Society on
Thrombosis and Hemostasis Bleeding Assessment Tool (ISTH-BAT).

Blood was taken before DDAVP administration. Subjects were then
administered 0.3 mg/kg DDAVP (maximum 20 mg), either IV or
subcutaneously (SC). Blood was drawn at 1, 2, and 4 hours
postadministration. FVIII:C, VWF:Ag, and VWF activity (VWF:GPIbM
assay in Kingston and VWF:RCo in Atlanta) were assessed at all
points. ABO blood type for all subjects and F8 genotype in hemophilia
A carriers was determined or documented if available from previous
studies. In addition, in Kingston, thromboelastography (TEG), thrombin
generation assay (TGA), and a FVIII chromogenic assay were
evaluated at all points, and VWFpp was measured at baseline.

Laboratory analysis

VWF:Ag, VWF activity (VWF:RCo or VWF:GPIbM) and
FVIII:C. VWF:Ag, VWF:GPIbM, and FVIII:C were assessed in
Kingston in the Kingston General Hospital core laboratory. Assays
at Emory University were performed in the coagulation laboratory,
with the only difference in protocol being the use of VWF:RCo
assay for VWF activity. The VWF:RCo assay was performed using
a Siemens kit on a Siemens BCS XP system.

FVIII chromogenic assay. The FVIII chromogenic assay was
performed using a Siemen’s kit and themanufacturer’s assay conditions.
The assay was performed on the Siemens Sysmex CA 1500. Patient
plasma samples, as well as normal control patient and pathogenic
control patient plasma, were evaluated at 1/1 and 1/2 dilutions.

VWFpp. VWFpp was measured using the Immucor VWF and
propeptide assay kit (303292). The assay was performed according
to the manufacturer’s specifications. The plate was read in a
fluorescent plate reader with excitation wavelengths between 315
and 340 nm and emission wavelengths between 370 and 470 nm.

ABO blood type. DNA extraction was performed using the
Qiagen Gentra Puregene kit according to the manufacturer’s
specifications. Extracted DNA was hydrated with DNA hydration
solution (Qiagen kit) in microcentrifuge tubes and stored at280°C.

ABO blood type was determined by polymerase chain reaction, as
described by Lee et al.15

Thromboelastography. Whole blood was drawn into 3.2%
sodium citrate, and was assayed within 2 hours. All subjects had
phlebotomy performed by the same nurse, using a tourniquet,
and after resting for several minutes. TEG was performed using
the TEG 5000 Thromboelastograph Hemostasis Analyzer System
(Haemonetics). Next, 340 mL whole blood was added to 20 mL of
0.2 M CaCl2 in the reaction cup without activator (native), and a
TEG tracing was recorded.

Thrombin generation. TGA was performed using Diaph-
arma Technothrombin TGA reagents according to the manufac-
turer’s recommendations. Briefly, a calibration curve was established
using the thrombin calibrator (Diapharma). Subsequently, TGA
reagent C low (RC low, Diapharma), patient plasma, and chromo-
genic substrate were added to a black NUNC 96-well maxisorp plate
and read kinetically in a fluorescent plate reader at 360/460 nm for
1.5 hours.

F8 genotype

F8 mutation severity was classified as severe and nonsevere on
the basis of the FVIII gene (F8) variant database (http://www.
factorviii-db.org). This database compiles cases of variants in the
F8 gene and currently reports 2015 unique variants for hemophilia
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A. The database reports, on the basis of these cases, whether a
mutation produces mild, moderate, or severe disease. For this
study, mutations causing mild and moderate disease in males (per
the F8 variant database) were grouped as nonsevere mutations,
whereas mutations causing severe disease in males were
classified as severe mutations.

Statistical analysis

All statistical analysis was performed using Graphpad Prism 6.
Comparisons of hemophilia A carrier and normal control patient
values were performed using Mann-Whitney U tests. Two-way
repeated measures analysis of variance with Bonferonni multiple
comparisons was used to analyze the time course response to
DDAVP in hemophilia A carriers and normal control patients.
Pearson correlation was performed using age and the peak
change in FVIII to assess whether FVIII response to DDAVP
decreases with age.

Results

Subjects and baseline levels

Seventeen hemophilia A carriers and 9 normal control patients were
enrolled in the study. Because of sample clotting, 2 normal control
patients were excluded from all analysis. As shown in Table 1,
Hemophilia A carriers were significantly older than normal control
patients, with median ages of 34 and 21 years, respectively (P 5
.003). As expected, hemophilia A carriers had significantly higher
ISTH-BAT bleeding scores (BS) compared with normal control
patients (medians of 8 and 0, respectively; P 5 .001). The
distribution of O-type blood did not differ between the 2 groups,
with 53% of hemophilia A carriers and 57% of normal control
patients having type O blood (P 5 .872). Median baseline FVIII
levels were significantly lower in hemophilia A carriers compared
with normal control patients (0.55 and 1.20 IU/mL, respectively;
P5 .001). Median baseline VWF:Ag and VWF activity did not differ
between hemophilia A carriers and control patients (0.77 vs 0.82
IU/mL [P 5 .067] and 0.55 vs 0.67 [P 5 .266], respectively). The
median VWFpp:Ag ratio in hemophilia A carriers was 1.10, whereas
in control patients it was significantly higher, at 1.50 (P 5 .047).

FVIII response to DDAVP

Analysis of FVIII response to DDAVP showed that hemophilia A
carriers had a significantly reduced overall response to DDAVP
compared with control patients (P# .0001; Figure 1). In addition,
although hemophilia A carriers had significantly lower FVIII levels
before the administration of DDAVP (P # .05), multiple
comparison analysis revealed that the disparity in FVIII level was
amplified in response to DDAVP treatment, with carriers having
significantly lower FVIII levels at the 1-, 2-, and 4-hour points (all
P # .0001). The slope of the FVIII response (defined as [peak
FVIII level 2 pre FVIII level]/time to peak) was also less steep in
hemophilia A carriers than normal control patients (0.72 and 1.20,
respectively; P 5 .004).

Subsequent analysis to determine whether the reduced FVIII
response to DDAVP was maintained in hemophilia A carriers
with normal baseline FVIII levels (n 5 10; median baseline FVIII
5 0.71 IU/mL) revealed that carriers with normal baseline FVIII
levels had a significantly reduced overall FVIII response to
DDAVP compared with control patients (P # .0001; Figure 2).

Importantly, multiple comparison analysis demonstrated that the
difference in FVIII response was not significant at baseline, but
was significant at the 1-, 2-, and 4-hour points (1-, 2-, and 4-hour
all P # .0001).

FVIII chromogenic vs 1-stage assay

A FVIII chromogenic assay was performed and compared with the
FVIII 1-stage assay. Hemophilia A carriers (for whom a plasma
sample was available, n 5 7) and normal control patients (n 5 7)
were included, and the results from the 2 assays were compared at
all 4 points, giving a total of 56 results on which to compare the
2 assays. There was a very strong Pearson correlation of 0.895
between the 1-stage assay and the chromogenic assay (P5 .002).

VWF:Ag and VWF activity

VWF:Ag response to DDAVP did not differ between hemophilia A
carriers and control patients (P 5 .559; Figure 3). Similarly, VWF
activity (VWF:RCo or VWF:GPIbM) response to DDAVP treatment
was not significantly different between carriers and control patients
(P 5 .171; Figure 3).

Table 1. Baseline levels for hemophilia A carriers and control

patients

Hemophilia A

carriers (n517)

Normal controls

(n 5 7)

Median age (range), y 34 (25-60) 21* (18-45)

Median ISTH-BAT BS (range) 8 (0-18) 0* (0-4)

Blood type O, % 53 (n 5 13) 57 (n 5 7)

Median FVIII level (range), IU/mL 0.55 (0.31-1.25) 1.20* (0.82-1.98)

Median VWF:Ag (range), IU/mL 0.77 (0.32-1.68) 0.82 (0.55-1.35)

Median VWF activity (range), IU/mL† 0.55 (0.35-1.66) 0.67 (0.48-1.44)

Median VWFpp:Ag ratio (range) 1.10 (0.6-1.8) (n 5 8) 1.50‡ (1.2-1.9) (n 5 5)

*P # .01.
†VWF:GPIbM or VWF:RCo.
‡P # .05.
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Figure 1. FVIII response to DDAVP in hemophilia A carriers and control patients.

Hemophilia A carriers (red) and normal control patients (blue). *P # .05. ****P # .0001.
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VWF:RCo vs VWF:GPIbM

VWF:RCo and VWF:GPIbM data were available for 6 hemophilia A
carriers because of their inclusion in a previous study. The values
obtained using the 2 VWF activity assays were compared. There
was a very strong Pearson correlation of 0.900 between the VWF:
RCo and the VWF:GPIbM assays (P 5 .015).

FVIII/VWF:Ag ratio

The FVIII/VWF:Ag ratio was assessed both pre-DDAVP adminis-
tration and at peak. Hemophilia A carriers had significantly lower
FVIII/VWF:Ag ratio than control patients at both points (0.66 vs
1.51 [P # .0001] and 0.92 vs 2.22 [P # .0001]). FVIII/VWF:Ag
ratio was also assessed for a correlation with bleeding score in
our subjects (both carriers and control patients); however, no
statistically significant correlation was found.

DDAVP response in hemophilia A carriers with severe

and nonsevere mutations

DDAVP response was assessed in hemophilia A carriers with
severe mutations and compared with carriers with nonsevere
mutations. Fifteen of the 17 hemophilia A carriers were included in
the analysis (1 carrier was excluded because the mutation was
described in severe, moderate, and mild hemophilia, and 1 carrier
was excluded because the mutation was not documented in the
F8 variant database). F8 mutations are shown in Table 2. DDAVP
responses were not significantly different between the 2 groups for
FVIII (shown in Figure 4), VWF:Ag, or VWF activity (P5 .230, .720,
and .422, respectively).

FVIII response to DDAVP and age

Pearson correlation was calculated using all study subjects
(carriers and control patients) to assess whether FVIII response
to DDAVP decreases with age; however, the results were not
significant (r 5 20.33; P 5 .12).

Thrombin generation and thromboelastography

A TGA was performed on plasma samples from hemophilia A
carriers (for whom a plasma sample was available, n 5 7) and
normal control patients (n 5 7) at all points and assessed for lag
time (minutes), peak thrombin (nM), peak time (minutes), velocity
index, and area under the curve. There were no significant
differences between carriers and control patients in lag time, peak
time, velocity index, or area under the curve for any times. Peak
thrombin was not significantly different between carriers and control
patients for the pre, 1-hour, and 2-hour times. However, median
peak thrombin was significantly different at the 4-hour point
(P 5 .038). The median peak thrombin at 4 hours in hemophilia
A carriers was 441.6 nM, whereas in control patients, it was 287.1 nM.

TEG was performed for carriers (for whom a whole blood sample
was available, n 5 7) and control patients (n 5 7) for the pre and
1-hour times and assessed for R (time), K (time), a-angle (degrees),
and maximum amplitude (MA, in mm). None of the criteria evaluated
were significantly different between carriers and control patients at
either point.

ISTH-BAT and FVIII

FVIII response to DDAVP comparing subjects (both hemophilia A
carriers and normal control patients) who had normal ISTH-BAT BS
with subjects who had abnormal ISTH-BAT BS showed that subjects
with abnormal BS had a significantly lower FVIII response to DDAVP
compared with subjects with normal BS (P 5 .036; Figure 5).
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Figure 2. FVIII response to DDAVP in hemophilia A carriers with normal

baseline FVIII levels and control patients. Hemophilia A carriers with normal

baseline FVIII levels (red) and normal control patients (blue). ****P # .0001.
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Figure 3. VWF responses to DDAVP in hemophilia A carriers and control

patients. VWF:Ag (A) and VWF activity (VWF:RCo or VWF:GPIbM) (B) response

to DDAVP in carriers (red) and control patients (blue). P 5 NS.
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ISTH-BAT BS in carriers

Carriers’ ISTH-BATs were examined to determine which compo-
nents were high for most carriers. We found that menstrual
bleeding was the primary issue, with a mean ISTH-BAT BS of 2.24.
In addition, tooth extraction bleeding and cutaneous bleeding were
the second and third highest mean scores in carriers (1.35 and
1.06, respectively). The mean postpartum BS in carriers was 0.47.

Discussion

Although it is recognized that carriers of hemophilia experience
abnormal bleeding, the underlying cause of this bleeding has not
been well established. This is especially significant, given that
residual plasma FVIII level has been found to be an ineffective
predictor of hemophilia carrier bleeding in contrast to its disease
defining accuracy in males. Using DDAVP to mimic in vivo
hemostatic response to vessel injury, this study aimed to explore
the mechanism of bleeding in hemophilia carriers.

We revealed that hemophilia A carriers have a reduced ability to
elevate and sustain FVIII levels in response to DDAVP. Importantly,
analysis of hemophilia A carriers with normal baseline FVIII levels
showed that the difference in FVIII response between carriers and
control patients was not a result of baseline FVIII level but, rather,
FVIII response to DDAVP. Furthermore, this study demonstrated
that study participants with elevated ISTH-BAT BS had significantly
reduced FVIII responses to DDAVP compared with those with
normal ISTH-BAT BS. These findings provide a possible explana-
tion for baseline FVIII level as a poor indicator of carrier bleeding and
suggest it may be the FVIII response to hemostatic injury that is
critical. This inability to increase and sustain FVIII levels may explain
why hemophilia carriers often experience excessive and prolonged
bleeding in response to trauma or injury. Baseline circulating FVIII
levels may be sufficient to prevent spontaneous bleeds in most
carriers; however, their inability to respond sufficiently to hemostatic
stress may result in prolonged and excessive bleeding.

Interestingly, these results suggest that a F8 mutation may be
implicated in more than just reducing the circulating level of FVIII. A
F8mutation may also alter the storage and release of FVIII from cells
in response to hemostatic stress. Further investigation is warranted

as to the effect of a F8 mutation on FVIII synthesis, storage, and
release, and in particular in the cellular stored pools of FVIII.

Hemophilia A carriers had similar VWF:Ag and VWF activity
(VWF:RCo or VWF:GPIbM) responses to DDAVP compared
with control patients. This is consistent with previous findings of
Kobrinsky et al16 and Casonato et al,17 who compared the FVIII
and VWF:Ag responses with DDAVP in hemophilia A carriers and
normal control patients as a way of improving carrier detection
before genetic testing.16,17 Both groups found a reduced increase in
FVIII, but normal increases in VWF:Ag in response to DDAVP in
hemophilia A carriers compared with healthy females. This suggests
that VWF response to hemostatic stress is not impaired in carriers.

The finding that FVIII responses to DDAVP differed between carriers
and control patients, but that VWF:Ag and VWF:RCo responses
did not, suggests that FVIII increase in response to DDAVP is not
mediated by VWF but, rather, that DDAVP acts directly to cause
release of FVIII from cells. This supports the theory of an in vivo cellular
storage pool of FVIII that releases FVIII in response to hemostatic
stress and signaling. This indicates that there may be a cell type that
expresses vasopressin 2 receptors and can store and release FVIII
that is not currently known, as it has been suggested that liver
sinusoidal endothelial cells do not express vasopressin 2 receptors.18

Table 2. F8 mutations in hemophilia A carriers

Mutation, exon Domain Type Mutation severity N FVIII levels

p.(Pro151Ser), 4 A1 Missense Mild 2 0.57, 0.84

p.(Tyr365Cys), 8 A1 Missense Mild 1 1.21

Intron 22 Inversion Severe 5 0.31, 0.83, 0.35, 0.58, 0.57

p.(Arg1800His), 16 A3 Missense Mild/moderate/severe 1 1.03

p.(Leu1193Glnfs*27), 14 B Dup. fs. Severe 2 0.55, 0.42

p.(Arg2159Cys), 23 C1 Missense Mild 1 0.54

p.(Asn1941Ser), 18 A3 Missense Severe 1 0.42

p.(Gly720Arg), 14 Missense 1 0.35

p.(Arg2169Cys), 23 C1 Missense Mild 1 0.35

p.(Arg602*), 12 A2 Nonsense Severe 1 1.25

p.(Ser554Gly), 11 A2 Missense Mild 1 0.39

Dup. fs., duplication frameshift.

3

2

FV
III

:C
 (I

U/
m

L)

1

0
0 1 2

Time (hours)
3 4

Figure 4. FVIII response to DDAVP in hemophilia A carriers with severe and

nonsevere mutations. Severe mutations (blue) and nonsevere mutations (red). P 5 NS.
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Furthermore, these results indicate that the conventional relationship
between FVIII and VWF, that FVIII levels are dependent on VWF
levels, may be incomplete. FVIII levels may be able to increase
separately from and in addition to the increases caused by increased
levels of circulating VWF. However, because of the uncertainty of the
mechanism of DDAVP-mediated FVIII increase and of FVIII release in
vivo, it is not currently possible to determine the cause of the reduced
FVIII response to DDAVP shown in hemophilia A carriers in this study.
Further investigation as to the mechanism of DDAVP-induced FVIII
increase and of FVIII release in vivo are necessary.

Although genotype is a strong predictor of disease severity in males,
the literature is mixed as to the influence of F8 genotype on bleeding in
hemophilia A carriers.19-21 Unlike males with hemophilia A, female
carriers have 1 normal F8 in addition to their mutated copy. The normal
F8 allele may mask the influence of mutation severity in carriers, or
conversely, the mutated allele may be deleterious to the production of
FVIII from the normal allele to varying degrees. Further exploration as to
the consequences of a F8 in hemophilia A carriers is warranted.

With respect to the global assays of hemostasis, TGA and TEG, the
only significant finding was a higher 4-hour peak thrombin in carriers.
We attempted to see whether there were any distinguishing features
in those carriers with higher 4-hour peak thrombin. We found that the
2 carriers with the lowest 4-hour peak thrombin (270.2 and 273.2)
had the highest BS (17 and 18). However, 4 normal control patients
also had 4-hour peak thrombin values in the 200s (range, 219.5-
287.1), but all had normal BS. The carriers (n 5 5) with the highest
4-hour peak thrombin (range 437.1-490.7) had BS ranging from 4 to
13 and baseline FVIII ranging from 0.3 to 0.9. Thus, it is difficult to
ascertain any specific characteristic that may distinguish these
carriers from those with lower 4-hour peak thrombin values.

It is interesting that all the parameters evaluated for TGA, other than
4-hour peak thrombin discussed here, showed no differences
between carriers and control patients, given that there was a
significant reduction in FVIII response to DDAVP in the hemophilia A
carriers, and that the use of TGA in male patients with hemophilia
has been found to correlate with FVIII activity and bleeding symptom
phenotype.22,23 However, TGA may be less useful when FVIII:C is

closer to normal, as in hemophilia carriers. As such, comparing FVIII:
C values that are closer to normal to normal FVIII:C may be difficult.
In addition, TGA is a global assay of hemostasis, and as such, it is
possible that other factors are masking the reduced FVIII response.
For instance, varying amounts of tissue factor trigger have been
shown to modulate the extent to which the intrinsic pathway
contributes to thrombin generation.24,25 In addition, TGA does not
entirely mimic in vivo conditions. Because platelet-poor plasma is
used, no platelets are present during the assay. It might be useful to
attempt TGA using whole-blood samples to better mimic in vivo
hemostasis; however, in our study, TEG analysis using whole blood
also did not reveal any differences between carriers and control
patients. This was unexpected, as TEG in male patients with
hemophilia has also been found to be correlated with FVIII activity
and clinical bleeding pattern, and to be useful for monitoring bypass
agent therapy in this population.22,26,27 Similar to TGA, TEG is a
global assay of hemostasis, and as such, other factors may be
masking the reduced FVIII response to DDAVP in carriers.

Interestingly, subjects with abnormal ISTH-BAT BS had reduced FVIII
responses to DDAVP. However, there were 4 subjects who had very
reduced FVIII responses but normal BS. All 4 of these subjects were
carriers of hemophilia A. The ages of these carriers were 25, 29, 29,
and 37 years. Because of their relatively young age, they may not have
had sufficient hemostatic challenge to accumulate bleeding events.
However, all had experienced hemostatic challenge in the form of
pregnancy/birth, tooth extraction, or trauma/surgery, with 3 of these
carriers having experienced 2 of the 3 challenges listed here, whereas
1 had experienced all 3 challenges. ISTH-BATmenstrual BSwere 0, 1,
1, and 3. Total BS were 0, 1, 3, and 4. Alternatively, hemophilia carrier
bleedingmay be multifactorial, and other factors may be contributing to
their tendency toward a normal bleeding phenotype.

DDAVP was administered IV in Atlanta, and primarily SC in Kingston,
because of differences in usual clinical practice. All control patients
received SC DDAVP, whereas 9 carriers received SC DDAVP and
8 carriers received IV DDAVP. Although SC DDAVP has been
previously found to be similar to IV DDAVP, differences have been
reported by some groups. De Sio et al found that the response to
SC and IV DDAVP was not different, whereas Mannucci et al found
that IV DDAVP caused a shorter time to peak and a higher peak DDAVP
level compared with SC.28,29 Given these previous findings, the
differences in routes of administration may have had an effect on the
results.

There are several limitations to this study in addition to the differences
in administration of DDAVP discussed here. The significant age
difference between carriers and control patients may have influenced
our results, as both VWF and FVIII levels have been shown to be
modulated by age.30 Carriers recruited in this study were older than
control patients, and given that BS increase with age, this could have
influenced the finding of carriers having higher BS than control
patients.31 In addition, only subjects recruited in Kingston were able
to have certain assays performed, reducing the sample size for
these assays. Timing of menstrual periods was not controlled for in
participants. The literature is mixed as to whether hemostatic factors
vary throughout the menstrual cycle. A systemic review by Knol et al in
2012 reported 5/11 studies included in their analysis showed cyclic
variation in VWF:Ag and 2/9 studies showed variation in FVIII:C.32 As
such, it is difficult to discern the influence of not controlling for
menstrual cycle on our results. Finally, our data do not allow us to
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Figure 5. FVIII response to DDAVP in subjects with normal BS (<6) and
abnormal BS (‡6). Normal BS (red) and abnormal BS (blue). *P # .05.
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determine whether any older subjects had perimenopausal bleeding,
as the ISTH-BAT only quantifies whether heavy menstrual bleeding
started at menarche or not.

This study has improved the understanding of the cause of abnormal
bleeding in hemophilia A carriers, suggesting that a contributor to this
bleeding phenotype may be an inability to generate and sustain a
sufficient increase in FVIII in response to hemostatic stress. This may
be a result of the F8 mutation impairing FVIII synthesis, storage,
and/or release. An improved understanding of the mechanism of
hemophilia A carriers bleeding may make it possible to accurately
assess bleeding risk and provide better healthcare to these women.
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2. Plug I, Mauser-Bunschoten EP, Bröcker-Vriends AHJT, et al. Bleeding in carriers of hemophilia. Blood. 2006;108(1):52-56.

3. James PD, Mahlangu J, Bidlingmaier C, et al; Global Emerging HEmostasis Experts Panel (GEHEP). Evaluation of the utility of the ISTH-BAT in
haemophilia carriers: a multinational study. Haemophilia. 2016;22(6):912-918.

4. Olsson A, Hellgren M, Berntorp E, Ljung R, Baghaei F. Clotting factor level is not a good predictor of bleeding in carriers of haemophilia A and B. Blood
Coagul Fibrinolysis. 2014;25(5):471-475.

5. Gilbert L, Rollins L, Hilmes M, et al. Haemophilia A carriers demonstrate pathological and radiological evidence of structural joint changes. Haemophilia.
2014;20(6):e426-e429.

6. Cash JD, Gader AM, da Costa J. Proceedings: The release of plasminogen activator and factor VIII to lysine vasopressin, arginine vasopressin,
I-desamino-8-d-arginine vasopressin, angiotensin and oxytocin in man. Br J Haematol. 1974;27(2):363-364.

7. Mannucci PM, Aberg M, Nilsson IM, Robertson B. Mechanism of plasminogen activator and factor VIII increase after vasoactive drugs. Br J Haematol.
1975;30(1):81-93.

8. Bichet DG, Razi M, Lonergan M, et al. Hemodynamic and coagulation responses to 1-desamino[8-D-arginine] vasopressin in patients with congenital
nephrogenic diabetes insipidus. N Engl J Med. 1988;318(14):881-887.

9. Colucci G, Stutz M, Rochat S, et al. The effect of desmopressin on platelet function: a selective enhancement of procoagulant COAT platelets in patients
with primary platelet function defects. Blood. 2014;123(12):1905-1916.

10. Ruggeri ZM, Mannucci PM, Lombardi R, Federici AB, Zimmerman TS. Multimeric composition of factor VIII/vonWillebrand factor following administration
of DDAVP: implications for pathophysiology and therapy of von Willebrand’s disease subtypes. Blood. 1982;59(6):1272-1278.

11. Borchiellini A, Fijnvandraat K, ten Cate JW, et al. Quantitative analysis of von Willebrand factor propeptide release in vivo: effect of experimental
endotoxemia and administration of 1-deamino-8-D-arginine vasopressin in humans. Blood. 1996;88(8):2951-2958.

12. Rosenberg JB, Greengard JS, Montgomery RR. Genetic induction of a releasable pool of factor VIII in human endothelial cells. Arterioscler Thromb Vasc
Biol. 2000;20(12):2689-2695.

13. Rosenberg JB, Foster PA, Kaufman RJ, et al. Intracellular trafficking of factor VIII to von Willebrand factor storage granules. J Clin Invest. 1998;101(3):
613-624.

14. Goudemand J, Mazurier C, Marey A, et al. Clinical and biological evaluation in von Willebrand’s disease of a von Willebrand factor concentrate with low
factor VIII activity. Br J Haematol. 1992;80(2):214-221.

15. Lee JC, Tsai LC, Chen CH, Chang JG. ABO genotyping by mutagenically separated polymerase chain reaction. Forensic Sci Int. 1996;82(3):227-232.

16. Kobrinsky NL, Watson CM, Cheang MS, Bishop AJ. Improved hemophilia A carrier detection by DDAVP stimulation of factor VIII. J Pediatr. 1984;104(5):
718-724.

17. Casonato A, Dannhauser D, Pontara E, et al. DDAVP infusion in haemophilia A carriers: different behaviour of plasma factor VIII and vonWillebrand factor.
Blood Coagul Fibrinolysis. 1996;7(5):549-553.

23 OCTOBER 2018 x VOLUME 2, NUMBER 20 DESMOPRESSIN IN HEMOPHILIA A CARRIERS AND CONTROLS 2635

D
ow

nloaded from
 http://ashpublications.net/bloodadvances/article-pdf/2/20/2629/1629501/advances023713.pdf by guest on 07 M

ay 2024

mailto:jamesp@queensu.ca


18. Ostrowski NL, YoungWS III, Knepper MA, Lolait SJ. Expression of vasopressin V1a and V2 receptor messenger ribonucleic acid in the liver and kidney of
embryonic, developing, and adult rats. Endocrinology. 1993;133(4):1849-1859.

19. Ay C, Thom K, Abu-Hamdeh F, et al. Determinants of factor VIII plasma levels in carriers of haemophilia A and in control women. Haemophilia. 2010;
16(1):111-117.

20. Miesbach W, Alesci S, Geisen C, Oldenburg J. Association between phenotype and genotype in carriers of haemophilia A. Haemophilia. 2011;17(2):
246-251.

21. Olsson A, Ljung R, Hellgren M, Berntorp E, Baghaei F. Phenotype and genotype comparisons in carriers of haemophilia A. Haemophilia. 2016;22(3):
e235-e237.

22. Sarker TT, Brophy D, Chitlur MB. Thrombelastography (TEG) and thrombin generation assay (TGA) in severe hemophilia following factor replacement
therapy. Blood. 2015;126(23):4666.
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