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Introduction:
Evidence for tranexamic acid (TXA) in the pharmacologic management of trauma is largely derived from data in 
adults [1]. Guidance on the use of TXA in pediatric patients comes from studies evaluating its use in cardiac and 
orthopedic surgery. There is minimal data describing TXA safety and efficacy in pediatric trauma. The purpose 
of this study is to describe the use of TXA in the management of pediatric trauma and evaluate efficacy and 
safety endpoints. 
Methods:
This retrospective, observational analysis of pediatric trauma admissions at Hennepin County Medical Center 
from August 2011 to November 2017 compares patients who did and did not receive TXA. The primary endpoint 
is survival to hospital discharge. Secondary endpoints include surgical intervention, transfusion requirements, 
length of stay, thrombosis, and TXA dose administered. 
Results:
There were 35 patients ≤ 16 years old identified for inclusion using a massive transfusion protocol order. Twenty 

patients (57%) received TXA. Baseline characteristics and results are presented as median (IQR) unless 
otherwise specified, with statistical significance defined as p < 0.05. Patients receiving TXA were more likely to 
be older, but there was no difference in injury type or injury severity score (ISS) at baseline (Table 1). There was 
no difference in survival to discharge, need for surgical intervention, or thrombosis (Table 2). Patients who did 
not receive TXA had numerically higher transfusion requirements and longer length of stay, but these did not 
reach significance. 
Conclusion:
TXA was utilized in 57% of pediatric trauma admissions at a single level I trauma center, more commonly in older 
patients. Though limited by observational design, we found patients receiving TXA had no difference in 
mortality or thrombosis. 
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Table 1 : 

Received TXA (N = 20) No TXA (N = 15) P-value 

Age (years) 15 (10-16) 5 (4-13) 0.001 

Gender, N (%) male 16 (80) 8 (53) 0.09 

ISS 29 (24-46) 32 (21-43) 0.9 

Injury type, N (%) blunt 15 (75) 12 (80) 0.73 
Baseline characteristics

Table 2 : 



Received TXA (N = 20) No TXA (N = 15) P-value 

Survival to discharge, N (%) 13 (65) 11 (73) 0.6 

Packed red blood cells (mL/kg) 18.7 (12.6-28.2) 27.2 (17.4-41.7) 0.4 

Total blood products (mL/kg) 25.0 (15.9-50.1) 39.9 (23.2-68.1) 0.34 

Surgical intervention, N (%) 15 (75) 13 (87) 0.39 

Thrombosis, N (%) 3 (15) 3 (20) 0.7 

Length of stay (days) 9 (2-17) 14 (4-32) 0.28 
Results


