
75Mater Sociomed. 2021 Mar; 33(1): 75-77 • CASE REPORT 

Ulcerative Colitis in Hemophilia A Patient: Case Report

DOI: 10.5455/msm.2021.33.75-77
Received: FEB 09 2021; Accepted: MAR 12, 2021

CASE REPORT

Ulcerative Colitis in Hemophilia A 
Patient: Case Report
Fauzi Yusuf1, Reno Keumalazia Kamarlis2, Muhsin Muhsin3

ABSTRACT
Introduction: Ulcerative colitis (UC) is a chronic 
inflammatory disease that affects colon while the 
incidence is increasing worldwide. The pathogen-
esis of the disease is complex and involves multi 
factors such genetic predisposition, defects in 
epithelial barrier and immune response as well 
as environmental factors. Combination UC with 
Hemophilia A, a hereditary hemorrhagic disorder, 
is very rare but can lead massive rectal bleeding 
that will be fatal for the patients. Aim: The case 
report present a case of a man with hemophilia 
A with rectal bleeding and recently diagnosed 
with ulcerative colitis. Case Report: A 52 years old 
man presented with massive rectal bleeding since 
3 days before admitted to hospital. The patient 
reported recurrent rectal bleeding for years but 
never continue for more than a week. He was previ-
ously diagnosed with hemophilia A since 34 years 
ago with factor VIII between 5 to 8 percent and 
receive recombinant human factor VIII routinely. 
Colonoscopy examination showed redness and 
ulcer along colon descendent and was confirmed 
for ulcerative colitis with histopathology analysis. 
The patient showed clinical improvement after 
administered with sulfasalazine and tranexamide 
acid. Conclusion: UC can cause fatal bleeding in pa-
tient with hemophilia A therefore early diagnosis of 
UC altogether with UC flare prevention, continuing 
FVII infusion and anti-hemorrhagic administration 
are the most important strategy in management 
UC in hemophilia A patient.
Keywords: ulcerative colitis, hemophilia A, FVIII 
infusion, anti-hemorrhagic drug.

1.	INTRODUCTION
Ulcerative colitis (UC) is a chronic inflamma-

tory disease affecting mucosa of the colon. The 
pathogenesis of UC involving several etiologies 
including genetic, defects in epithelial barrier 

and immune responses as well as environmental 
factors.(1)and its incidence is rising worldwide. 
The pathogenesis is multifactorial, involving ge-
netic predisposition, epithelial barrier defects, 
dysregulated immune responses, and environ-
mental factors. Patients with ulcerative colitis 
have mucosal inflammation starting in the rec-
tum that can extend continuously to proximal 
segments of the colon. Ulcerative colitis usually 
presents with bloody diarrhoea and is diagnosed 
by colonoscopy and histological findings. The 
aim of management is to induce and then main-
tain remission, defined as resolution of symp-
toms and endoscopic healing. Treatments for 
ulcerative colitis include 5-aminosalicylic acid 
drugs, steroids, and immunosuppressants. Some 
patients can require colectomy for medically 
refractory disease or to treat colonic neoplasia. 
The therapeutic armamentarium for ulcerative 
colitis is expanding, and the number of drugs 
with new targets will rapidly increase in coming 
years.  Most patients with UC present to hospital 
with bloody diarrhea that lead to colonoscopy 
and biopsy. Colonoscopy and histopathology 
result are gold standard for diagnosing UC. 
Optimal management of UC including disease-
modifying anti rheumatic drugs (DMARDs) and 
immunosuppressive therapy lead to decreases 
risk of recurrent that may prevent disease de-
velopment and complications (1, 2) with low 
risk of colectomy, and are managed by primary 
care physicians or gastroenterologists. Optimal 
management of these patients decreases the risk 
of relapse and proximal disease extension, and 
may prevent disease progression, complications, 
and need for immunosuppressive therapy. With 
several medications (eg, sulfasalazine, diazo-
bonded 5-aminosalicylates [ASA], mesalamines, 
and corticosteroids, including budesonide.

Hemophilia A is a hereditary hemorrhagic 
disorders characterized by lack or dysfunction 
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of coagulation protein factors VIII that lead to intermit-
tent bleeding. Hemophilia A is potentially become lethal 
that can cause fatal and recurrent joint, muscle and gas-
trointestinal bleeding lead to severe musculoskeletal and 
gastrointestinal damages (3, 4) respectively. Recurrent joint 
and muscle bleeds lead to severe and progressive musculo-
skeletal damage. Existing treatment relies on replacement 
therapy with clotting factors, either at the time of bleeding 
(ie, on demand). The diagnosis is usually made with blood 
examination of factor VIII with purpose of the treatment 
is to minimize the risk of bleeding (5). Since they have dif-
ferent predisposing factor and etiologies, the combination 
of Hemophilia A and UC is very uncommon. 

2.	AIM
The case report present a case of a man with hemophilia 

A with rectal bleeding and recently diagnosed with ulcer-
ative colitis.

3.	CASE REPORT
A 52 years old man came to emergency department with 

massive rectal bleeding since 3 days before admitted to 
hospital. He reported recurrent rectal bleeding for 5 years 
but never continuously for 1 week and never worse than 
this time. He does not experience pain when defecating or 
abdominal pain. No history of fever, weight loss, antibiotic 
use or previous colonoscopy were found. He experienced 
nosebleeds and bleeding due to injuries that were difficult 
to stop when he was child. He was previously diagnosed 
with hemophilia A since 34 year ago with factor activity 
between 5 and 8 percent. He was routinely infused with 
recombinant human factor VIII every two or three months. 
He had a history of controlled diabetes mellitus since 15 
years ago using anti diabetic drug combination vildagliptin 
5mg/metformin 850mg, 2 times a day.

On physical examination when the patient arrived at 
emergency department, the patient appeared mildly ill with 
normal vital signs and physical examination. Hemoglobin 
was 7.3 g/dl and hematocrit 23%. Other blood parameter 
showed in normal range. Radiology imaging such as chest 
X ray and abdominal computed tomography scan were also 
shown normal. Patient was then scheduled for a colonos-

copy examination after having blood transfusion. Colonos-
copy examination showed redness and ulcer along colon 
descendent specific for ulcerative colitis (UC) as shown in 
Figure 1 and confirmed with histopathology analysis for 
UC as shown in Figure 2. He was diagnosed with UC and 
administered sulfasalazine 500 mg 3 times a day and anti-
hemorrhagic tranexamide acid 500 mg 3 times daily. The 
patient showed clinical improvement and discharged after 5 
days’ hospitalization. He suggested to control the diseases 
to Gastroenterology and hematology outpatient centers.

4.	DISCUSSION
Ulcerative colitis in Hemophilia A patient is a rare and 

unique case. It shows a more complex spectrum of disease 
confirmed by colonoscopy and biopsy. Actually, hemo-
philia A can protect UC by different mechanisms includ-
ing increasing thrombosis in vena as is commonly found 
in inflammatory bowel disease patients (6). However, due 
to coagulation dysfunction in patient with hemophilia A, 
it can also worsen inflammation and bleeding. Therefore, 
the exact mechanism of development of UC in hemophilia 
A patients is still unclear, probably due to local gut throm-
bogenic dysfunction. Significantly low prevalence of UC 
in hemophilia A patients that is reported also lead to lack 
of information regarding this disease combination (7, 8), 
patients may present with easy bruising, inadequate clot-
ting of traumatic or mild injury, or in severe hemophilia, 
spontaneous hemorrhage. 

Control of bleeding is one of important management for 
the patients as in our case since subject continued to bleed 
despite regular and additional dose of recombinant human 
factor VIII was administrated direct after admitted to hospi-
tal. Therapeutic option with anti-hemorrhagic agents such 
as anti-fibrinolytic can also be considered although the 
etiology of bleeding may be due to FVIII deficiency alone as 
data showed that less than 4% of ulcerative colitis patients 
suffer from massive bleeding. Data on Hemophilia A and 
UC together are very rare therefore lack of evidence-based 
protocol can be applied to treat or prevent further episodes 
of massive bleeding in hemophilia A patient with UC. This 
case also shows that bleeding in hemophilia A patients with 
UC can be fatal if not treated. Therefore, comprehensive 

Figure 1. Colonoscopy examination showed ulcer and redness 
along colon descendent. Figure 2. Histopathology result showed plasma cells and 

lymphocytes (HE, 400x magnification)
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management for both conditions including early diagnosis 
and prevention of UC flares as well as administration of fac-
tor VIII and anti-hemorrhagic agent are very important to 
prevent worsening of the patients.

5.	CONCLUSION
Since UC in hemophilia A can cause fatal bleeding in pa-

tient with hemophilia A, early diagnosing and prevention 
UC flare is the most important strategy in management 
UC in hemophilia A patient. FVIII should be continued 
and anti-hemorrhagic should be added in these patients 
in order to prevent severe bleeding and progression of UC.
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