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Abstract
Objective: To study the presenting clinical and demographic features, risk factors, and outcome
of infants with late vitamin K deficiency bleeding.
Methods: Over a 5-year study period, the presenting clinical features and outcome of all 47
infants observed aged less than 6 months, who were diagnosed with late-onset primary and secondary VKDB by detailed history, physical examination, and laboratory findings were evaluated.
Confirmed primary late VKDB was diagnosed when no cause other than breastfeeding could be
found, while in the secondary subtype additional risk factors compromising the vitamin K effect
were diagnosed.
Results: Secondary late VKDB (83%, 39 patients) was more common than the primary subtype.
The mean age of patients was 10.50 ± 5.75 and 9.74 ± 6.04 weeks in primary and secondary VKDB
subtypes, respectively, and the age of infants did not have a significant difference (p > 0.05).
The male to female ratio was 2.13:1. The residency, place and mode of delivery, gestational age,
and types of feeding of patients did not have a significant difference between VKDB subtypes.
The skin and gastrointestinal tract (GIT) (40.4%) followed by intracranial hemorrhage (ICH)
(32%), were common sites of bleeding. Neurological complications were seen in 21% of patients;
however, lethality was 23%, and the outcome of patients did not have a significant difference
(p > 0.05) between VKDB subtypes.
Conclusion: Secondary late VKDB is more common than the primary subtypes, and late VKDB is
still a serious disease in developing countries, including Iraq, when vitamin K prophylaxis isn’t
routinely used at birth.
© 2020 Sociedade Brasileira de Pediatria. Published by Elsevier Editora Ltda. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/
4.0/).
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Introduction
The term vitamin K deficiency bleeding (VKDB) substituted
for the wording of hemorrhagic disease of the newborn, as
bleeding in the neonatal period is often not due to vitamin
K deficiency and VKDB may occur in the postnatal period.1
There are various forms of VKDB and it can be classified
by etiology and age of onset. The etiology may be considered either primary or secondary. In primary VKDB no cause
other than breastfeeding can be found, while in the secondary type additional risk factors compromising the vitamin
K effect are diagnosed, like malabsorption secondary to hepatobiliary and intestinal diseases, poor intake of vitamin K
or antagonist of vitamin K by drugs. According to the age
at onset, VKDB is usually categorized into three main types:
early, classical, and late, with different pathogenic mechanisms and implying for VK prophylaxis. Early VKDB’s onset
is at <24 h of age; classical VKDB begins in the first week
excluding the first 24 h; and late VKDB occurs between the
second week and the sixth month of life.1---3
The incidence of late VKDB in the absence of vitamin
K prophylaxis ranges from 10.5 to 80 per 100,000 births.3,4
When intramuscular vitamin K prophylaxis is given at birth,
the rate of late VKDB ranges from 0.24 to 3.2 cases per
100,000 live births.5,6
In late VKDB, the bleeding manifestations are severe
and mainly involve the gastrointestinal tract and skin, but
also the central nervous system.7,8 Intracranial hemorrhage
(ICH) occurs frequently in cases of late VKDB and can lead
to significant morbidity and mortality. In a pooled analysis, ICH was observed in 30---63% of late VKDB, with 14---20%
mortality and 40% long-term neurological morbidity among
survivors.9---11
Late VKDB is one of the important health problems
in infant morbidity, mortality, and socio-economic problem of the country, which can be prevented by vitamin K
prophylaxis.3,4 More attention should be paid by pediatricians and health authorities to prevent this serious disease.
There are few case reports available on this aspect from the
region.12 Herein, in this first study that is being conducted
in Iraq, we present the initial clinical and demographic features, laboratory findings, and outcome with their significant
difference among all 47 patients with primary and secondary
late VKDB, who were observed over a 5-year study period at
the Pediatric Ward of the Al-Sader Teaching Hospital in the
Misan Province, south of Iraq.

Material and methods
This prospective study was conducted from October 1st,
2014 to September 31st, 2019. All 47 infants with less than
6 months of age with late onset VKDB, who were observed
and admitted to the pediatric ward in the Al-Sader Teaching
Hospital in the Misan Province, Iraq during the study period
were included. An especially designed questionnaire was
used to collect initial sociodemographic, clinical, and laboratory data of the studied infants at diagnosis. The patients
were diagnosed, treated, and followed up closely for at least
8 months, with a median duration of follow-up of 12 months
(range 8---24 months). Informed consent was obtained from
parents or guardians of patients, and this study protocol

was approved by the Ethical Committee at the College of
Medicine, University of Misan, Iraq.
In the clinical criteria for diagnosis of late-onset VKDB
based on primary VKDB, no cause other than breastfeeding can be found, while in the secondary type additional
factors compromising the vitamin K effect are diagnosed,
like malabsorption secondary to hepatobiliary and intestinal diseases or preceding antibiotics use, and definite
cases had to meet the laboratory criteria of a clearly prolonged prothrombin time (PT) or International Normalized
Ratio (INR) >3.5, activated prolonged partial thromboplastin time (APTT) with normal fibrinogen level and platelet
count with evidence of rapid normalization of these values (PT and APTT), and cessation of bleeding following
VK administration.1 Laboratory investigations included the
complete blood count (CBC), prothrombin time (PT)/INR,
activated partial thromboplastin time (APTT), and fibrinogen level. Blood sample for CBC was collected in EDTA tubes
and detected using ABX Micros ES 60 hematology analyzer
(HORIBA Medical, France). For coagulation assays, venous
blood samples were collected in tubes containing 0.109 M
(3.2%) of trisodium citrate in a ratio of 4.5 mL of blood
to 0.5 mL of sodium citrate and then centrifuged without
delay at 1200 G for 15 min,13 and the assay was performed
using Mindray C2000-2 Double Channel Coagulation Analyzer
(China), with appropriate quality control materials and standard reagents (BIO-TP Prothrombin Time [PT] --- BIOLABO,
and BIO-CK APTT Kaolin --- BIOLABO, France), within 3 h following the blood collection. The Clauss method was used for
fibrinogen assay. Normal values were 10---12 s for PT, 26---40 s
for APTT, and 1.8---3.6 g/L for fibrinogen.13 Cranial computed
tomography (CT) scan was done for 18 infants with clinical
manifestation of ICH. Regarding treatments, vitamin K (5 mg
intravenously daily for 5 days) was given to all 47 observed
infants; fresh frozen plasma (FFP) was given in a dose of
15 mL/kg of body weight in life-threatening bleeding situations, and whole blood transfusion (20 mL/kg) was given in
cases of severe anemia. Statistical analyses were reported
as mean estimation ± standard deviation using the Statistical Package for the Social Sciences (SPSS) version 23 for
Windows. Comparison of categorical data was carried by ttest and Fisher’s test, and a p value of <0.05 was considered
statistically significant.

Results
There were 47 infants who met the criteria of late VKDB
observed during the five-year study period. Secondary late
VKDB was more commonly observed (83%, 39 patients) than
the primary subtype (17%, 8 patients). The underlying causes
and risk factors other than breastfeeding reported among
secondary VKDB patients were cholestasis (13%, 5 patients),
diarrhea (23%, 9 patients), diarrhea with antibiotic therapy
(38%, 15 patients), or preceding antibiotic therapy (26%, 10
patients) (Fig. 1).
The age (mean ± SD) of patients at onset of symptoms was
10.50 ± 5.75 weeks (range, 2---21 weeks) in primary VKDB,
while in the secondary subtype it was 9.74 ± 6.04 weeks
(range, 4---20), and the age at onset of presentation did not
have a significant difference between the subtypes of VKDB
(p value 0.7).
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Table 1

Demographic and clinical features and outcome of patients with late VKDB.

Variables

Gender
Male
Female
Place of residence
Urban
Rural
Place of delivery
Delivery at hospital
Delivery at home
Mode of delivery
Caesarian section
NVD
Gestational age
Term (>37 weeks)
Preterm (<37 weeks)
Types of feeding
Breastfeeding
Mixed feeding
Bottle feeding
Outcome of patients
Good
Neurological complications
Died

Primary late VKDB

Secondary late VKDB

Total

p Value

No.

%

No.

%

No.

%

3
5

37.5
62.5

29
10

74
26

32
15

68
32

4
4

50
50

28
11

72
28

32
15

68
32

5
3

62.5
37.5

16
23

41
59

21
26

45
55

6
2

75
25

14
25

36
64

20
27

43
57

6
2

75
25

22
17

56
44

28
19

60
40

8
0
0

100
0
0

31
6
2

80
15
5

39
9
2

83
13
4

5
2
1

62.5
25
12.5

21
8
10

54
20
26

26
10
11

56
21
23

0.08

0.2

0.4

0.057

0.4

0.7

0.6

VKDB, vitamin K deficiency bleeding; NVD, normal vaginal delivery.
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Figure 1 Percentage and number of causes of and risk factors
for secondary late VKDB in infancy.

In the current study, late VKDB was more common among
males (68%, 32 patients), with a male to female ratio of
2.13:1, and the gender of patients did not have a significant
difference between the types of VKDB (p value = 0.08). As
for the place of residence of the studied infants, more than
two-thirds of the studied patients (68%, 32 patients) lived
in urban areas, and the place of residence of patients did
not significantly differ between the types of late VKDB (p
value = 0.2) (Table 1).
Regarding delivery histories, more than half of the infants
(55%, 26 patients) were delivered at home; 27 infants (57%)
were delivered by normal vaginal delivery, and 28 infants
(60%) were delivered at term; place and mode of delivery
and maturity of infants did not have a significant difference
between the types of VKDB (p value >0.05). More than 3/4 of
patients (83%, 39 patients) with late VKDB were exclusively
breastfed, including all infants with the primary subtype,
and 4% (2 patients) were bottle-fed, and there was no significant difference between VKDB subtypes regarding types

of feeding (p value = 0.7) (Table 1). All infants with late VKDB
were not administered vitamin K at birth.
The most common sites of bleeding at presentation
were the skin and the gastrointestinal tract (GIT) (40%, 19
patients), followed by ICH (32%, 15 patients) (Table 2).
There were 18/47 (38%) patients with ICH; among them,
in 3 patients (16.7%) it was associated with skin bleeding
(petechiae and bruising), and 15 patients (83.3%) had isolated ICH. A head CT scan was performed for all cases (18
infants) with ICH. The brain CT scan showed intraparenchymal hemorrhage in 7 cases (38.9%), and intraparenchymal
with intraventricular hemorrhages in 6 cases (33.3%); 4
patients (22.2%) had subarachnoid with intraventricular
hemorrhages, and one patient (5.6%) had parenchymal with
subarachnoid hemorrhage.
In the current study, the distribution of variables was
normal, and we used mean ± standard deviation (SD) to
define normality of the distribution. The mean Hb level,
WBC count, PT, and fibrinogen level did not have a significant difference (p value >0.05), but platelet count and APTT
had a significant difference (p value <0.05) between VKDB
subclasses (Table 3).
All infants in this study were treated at the hospital with
vitamin K (5 mg) intravenously daily for 5 days; 22 patients
(47%) who presented with life-threatening bleeding situations also received 15 mL/kg of fresh frozen plasma (FFP),
and a whole blood transfusion of 20 mL/kg was given to 29
patients (61.7%) who had anemia.
Regarding the outcome of patients with VKDB, our study
has shown that 26 patients (56%) had a good outcome;
11 patients (23%) died; and 10 infants (21%) had neuro516
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Table 2

Sites of bleeding in infants with late VKDB.

Sites of bleeding

Skin and GIT
Skin and ICH
Skin and umbilicus
Skin and nose
Skin and circumcision
ICH
GIT and umbilicus

Primary late VKDB

Secondary late VKDB

Total

No.

%

No.

%

No.

%

2
1
1
1
1
1
1

25
12.5
12.5
1.25
12.5
12.5
12.5

17
2
2
2
1
14
1

44
5
5
5
2.5
36
2.5

19
3
3
3
2
15
2

40.4
6.3
6.3
6.3
4.3
32
4.3

VKDB, vitamin K deficiency bleeding; GIT, gastrointestinal tract; ICH, intracranial hemorrhage.

Table 3

Laboratory data of infants with late VKDB.

Variables

Primary late VKDB (mean ± SD)

Secondary late VKDB (mean ± SD)

p Value

Hb g/dL
WBC/mm3
Platelets/mm3
PT (sec)/INR
APTT (sec)
Fibrinogen mg/dL

8.5 ± 3.6
10.2 ± 3.7
180.8 ± 75.3
86 ± 15/6.2
64 ± 7.8
240 ± 211.2

9 ± 3.1
9.7 ± 3.3
363 ± 49.3
92 ± 18.5/7.6
88 ± 13.6
188 ± 132.3

0.6
0.7
0.0001
0.3
0.0001
0.3

VKDB, vitamin K deficiency bleeding; SD, standard deviation; Hb, hemoglobin; WBC, white blood cell; PT, prothrombin time; INR,
international normalized ratio; APTT, activated partial thromboplastin time.

logical complications in the form of cerebral palsy (50%,
5 patients), microcephaly with seizure disorders (30%, 3
patients), and hydrocephaly with sensory deafness (20%, 2
patients) throughout the follow-up period, that extended
over 6 months. There were no significant differences (p
value = 0.7) regarding the outcome of patients between
VKDB subtypes (Table 1).

Discussion
Bleeding tendency in infants, which is now classified as late
VKDB, was first described by Bhanchet et al. in 1977, when
they summarized in their study of 93 affected Thai infants.14
We have presented 47 infants with confirmed late VKDB with
no history of vitamin K administration at birth. This small
sample of patients was observed over a 5-year study period
because of the rarity of late VKDB.3 It is important to take
into consideration that VKDB occurs more commonly in the
Asian population compared to the European population. This
may be explained by the 6-fold higher incidence of biliary
atresia in Asia compared to Western Europe.15
In our study, predisposing diseases for late VKDB were
common before bleeding begins, which is similar to what
Ijland et al.5 observed when they reported that infants with
late VKDB (88.3%) often have signs and symptoms of predisposing disease; however, in the second and third nation-wide
surveys in Japan of vitamin K deficiency in infancy, it was
found that 10.5% and 16% respectively had bleeding episodes
due to VKDB associated with a clear pathological cause,16,17
and Chuansumrit et al.18 reported that 3.7% of infants with
bleeding were diagnosed with secondary VKDB. Liver diseases are known to be a major cause of late VKDB, because

they cause maldigestion of fat; the decrease in fat absorption leads to a deficiency of fat soluble vitamins.19,20 Busfield
et al.6 and Sutor et al.11 reported that 27% and 37%, respectively, of infants with late VKDB had liver disease, which is
higher than our findings.
Late VKDB is characterized by bleeding in infants
between the 8th day and 6 months of life, and it has a peak
incidence between the 3rd and 8th weeks of life.1,3 Corresponding to our results, Schulte et al.21 found that the mean
age of infants with late VKDB was 10.3 weeks (range, 7---20
weeks). However, Ijland et al.5 reported that the mean age
was 3---7 weeks, and Sutor et al.11 reported that the peak
age was 4 weeks, and that the majority (79%) of the infants
were between 3 and 7 weeks old.
At variance with our finding, Shearer3 in their study mentioned that late VKDB was higher in rural areas, while most
of our patients came from urban areas, but the place of residence did not significantly differ between VKDB subtypes.
Similar to other studies,11,18 male infants have accounted for
the majority of our patients, but the gender of patients did
not have a significant difference between VKDB subclasses.
Although this striking gender discrepancy is not yet clarified, results from a previously reported study suggested that
male infants may require more dietary phytomenadione than
females with the same body weight.22 Regarding mode of
delivery, our results are unlike the findings of Schulte et al.21
and Zurynski et al.,23 who reported that 28.6% and 22% of
infants respectively were delivered at home.
Although prothrombin levels are lower than in term
babies at birth.20 Recent studies have certainly not provided
any support to the belief that vitamin deficiency bleeding is
more common in preterm babies.24 In agreement with our
results, Bör et al.25 reported that all infants with late VKDB
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were born at term, as well as Zurynski et al.,23 who found
that 93% of patients were full-term babies.
Exclusive breastfeeding has emerged as a matter of concern in developing countries, where exclusive breastfeeding
is vigorously advocated to promote optimal health in the
infant. But vitamin K is poorly transmitted across the placental barrier, and its stores are low at birth, with levels
often below the detection limit of 0.02 ng/mL; therefore,
breastfed infants are at risk because of low concentrations
in human milk,1,3 while bottle-fed babies are at almost no
risk because almost all infant milk is artificially fortified.19
Our results regarding types of feeding are in agreement with
other studies.11,18,23,24,26
Similar to our findings, Zurynski et al.23 observed in their
study that skin and GIT, followed by ICH, were the most common sites of bleeding. However, Mihatsch et al.20 mentioned
that ICH, skin and GIT respectively were common sites in late
VKDB. A major feature of late VKDB is a much higher incidence of ICH (30---88%) in patients, with serious ICH leading
to high morbidity and subsequent mortality.3,11,12,18,23,25,27---29
Our results are similar to those reported in other studies
that observed that the most common site was intracerebral,
followed by multiple ICH.3,27,28 However, Ozdemir et al.12
demonstrated that subdural hemorrhage was the most common type of ICH reported, followed by intracerebral and
subarachnoid hemorrhages, while Martín-López et al.30 mentioned that the majority of the patients (75%) showed ICH
at more than one site. Late VKDB subtypes were associated
with severe life-threatening bleeding, mainly ICH, which
resulted in low hemoglobin level and anemia among our
studied infants, which is similar to the findings reported by
others.18,21,25,26
Throughout the follow-up period, we observed that
VKDB subtypes were associated with morbidity and lethality among studied patients, and the outcome of patients did
not have a statistically significant difference between the
subtypes of VKDB. In their study, Sutor et al.11 found that
mortality was 19% and neurological sequelae 21% in survivor
infants with VKDB. Out of a total of 691 cases of late idiopathic VKDB reported in Thailand, mortality rate was 24%,
and permanent neurological deficits were found in 142/257
(55%); they were: seizure disorders (64%); muscle weakness
(21%); mental retardation (15%); hemiparesis (13%); hydrocephalus (7%); and microcephaly 5%; however, neurological
sequelae in secondary late VKDB were found in 7/25 (28%)
survivors, and the mortality rate was 26%,18 while in Aydinli
et al.26 seizure disorders (73%), severe psychomotor retardation (46%), cerebral palsy (46%), microcephaly (46%), and
hydrocephalus (27%) were observed after a follow-up period
ranging from 6 to 48 months of infants with late VKDB, but
no fatality was mentioned.
In conclusion, secondary late VKDB is more common than
the primary subtype, and late VKDB is still an important
cause of morbidity and mortality in developing countries
including Iraq, where vitamin K prophylaxis is not routinely
practiced. The present study highlights the importance of
prompt diagnosis of this clinical condition by proper history
taking, clinical examination, and relevant investigations.
Vitamin K prophylaxis should be offered to all newborns who
are exclusively breastfed.

Conflicts of interest
The author declares no conflicts of interest.

Acknowledgement
Much obliged to Dr. Hmood MH, for his assistance in performing the statistical analysis.

References
1. Sutor AH, von Kries R, Cornelissen EA, McNinch AW, Andrew
M. Vitamin K deficiency bleeding (VKDB) in infancy. ISTH Pediatric/Perinatal Subcommittee. International Society on Thrombosis and Haemostasis. Thromb Haemost. 1999;81:456---61.
2. Sutor AH. Vitamin K deficiency bleeding in infancy: a status report. In: Sutor AH, Hathaway WE, editors. Vitamin K in
infancy. Stuttgart: Schattauer; 1995. p. 3---18.
3. Shearer MJ. Vitamin K deficiency bleeding (VKDB) in early
infancy. Blood Rev. 2009;23:49---59.
4. Sankar MJ, Chandrasekaran A, Kumar P, Thukral A, Agarwal
R, Paul VK. Vitamin K prophylaxis for prevention of vitamin K deficiency bleeding: a systematic review. J Perinatol.
2016;36:S29---35.
5. Ijland MM, Pereira RR, Cornelissen EA. Incidence of late vitamin K deficiency bleeding in newborns in the Netherlands
in 2005: evaluation of the current guideline. Eur J Pediatr.
2008;167:165---9.
6. Busfield A, Samuel R, McNinch A, Tripp JH. Vitamin K deficiency bleeding after NICE guidance and withdrawal of Konakion
neonatal: British Paediatric Surveillance Unit study, 2006---2008.
Arch Dis Child. 2013;98:41---7.
7. McNinch AW, Tripp JH. Haemorrhagic disease of the newborn in the British Isles: two year prospective study. BMJ.
1991;303:1105---9.
8. American Academy of Pediatrics Committee on Fetus and Newborn. Controversies concerning vitamin K and the newborn.
American Academy of Pediatrics Committee on Fetus and Newborn. Pediatrics. 2003;112:191---2.
9. Lippi G, Franchini M. Vitamin K in neonates: facts and myths.
Blood Transfus. 2011;9:4---9.
10. Loughnan PM, McDougall PN. Epidemiology of late onset haemorrhagic disease: a pooled data analysis. J Paediatr Child
Health. 1993;29:177---81.
11. Sutor AH, Dagres N, Niederhoff H. Late form of vitamin
K deficiency bleeding in Germany. Klin Padiatr. 1995;207:
89---97.
12. Ozdemir MA, Karakukcu M, Per H, Unal E, Gumus H, Patiroglu T.
Late-type vitamin K deficiency bleeding: experience from 120
patients. Childs Nerv Syst. 2012;28:247---51.
13. Laffan MA, Manning RA. Investigation of haemostasis. In: Dacie
JV, Lewis SM, editors. Lewis practical haematology. 9th ed. London, UK: Churchill Livingstone; 2001. p. 339---90.
14. Bhanchet P, Tuchinda S, Hathirat P, Visudhiphan P, Bhamaraphavati N, Bukkavesa S. A bleeding syndrome in infants due
to acquired prothrombin complex deficiency: a survey of 93
affected infants. Clin Pediatr (Phila). 1977;16:992---8.
15. Chardot C. Biliary atresia. Orphanet J Rare Dis. 2006;1:28.
16. Hanawa Y, Maki M, Murata B, Matsuyama E, Yamamoto Y, Nagao
T, et al. The second nation-wide survey in Japan of vitamin K
deficiency in infancy. Eur J Pediatr. 1988;147:472---7.
17. Hanawa Y, Maki M, Matsuyama E, Tada H, Urayama T, Yamada
K, et al. The third nationwide survey in Japan of vitamin K
deficiency in infancy. Acta Paediatr Jpn. 1990;32:51---9.

518

Jornal de Pediatria 2021;97(5):514---519
18. Chuansumrit A, Isarangkura P, Hathirat P. Vitamin K deficiency
bleeding in Thailand: a 32-year history. Southeast Asian J Trop
Med Public Health. 1998;29:649---54.
19. McNinch A, Busfield A, Tripp J. Vitamin K deficiency bleeding
in Great Britain and Ireland: British Paediatric Surveillance Unit
surveys, 1993---94 and 2001---02. Arch Dis Child. 2007;92:759---66.
20. Mihatsch WA, Braegger C, Bronsky J, Campoy C, Domellöf M,
Fewtrell M, et al. Prevention of vitamin K deficiency bleeding
in newborn infants: a position paper by the ESPGHAN Committee
on nutrition. J Pediatr Gastroenterol Nutr. 2016;63:123---9.
21. Schulte R, Jordan LC, Morad A, Naftel RP, Wellons JC 3rd, Sidonio R. Rise in late onset vitamin K deficiency bleeding in young
infants because of omission or refusal of prophylaxis at birth.
Pediatr Neurol. 2014;50:564---8.
22. Huber AM, Davidson KW, O’Brien-Morse ME, Sadowski JA. Gender differences in hepatic phylloquinone and menaquinones in
the vitamin K-deficient and -supplemented rat. Biochim Biophys
Acta. 1999;1426:43---52.
23. Zurynski Y, Grover CJ, Jalaludin B, Elliott EJ. Vitamin K
deficiency bleeding in Australian infants 1993---2017: an Australian Paediatric Surveillance Unit study. Arch Dis Child.
2020;105:433---8.

24. Hey E. Vitamin K---what, why, and when. Arch Dis Child Fetal
Neonatal Ed. 2003;88:F80---3.
25. Bör O, Akgün N, Yakut A, Sarhuş F, Köse S. Late hemorrhagic
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