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* The widespread hypothesis is that TXA
has utility in upper gastrointestinal (Gl)
bleeds.

Objective

Does usage of TXA have a significant effect in management of upper
Gl bleeds?
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A systematic review and meta-analysis.
The investigation was conducted

Identification of new studies via databases and reoizsters

Random sequence generation (selection bias) _
Allocation concealment (selection bias) _
Blinding of participants and personnel (performance bias) _
Blinding of outcome assessment (detection bias) _
Incomplete outcome data (attrition bias) _:

Selective reporting (reporting bias) —:
Other bias _

0%

25%, 50%

TE%  100%

according to the Cochrane methodology

. Lowe risk of bias

|:|Unclear risk of hias

B High risk of hias

Reporting Items for Systematic Reviews Tota (n = 1572

and reported using the Preferred [ __
and Meta-Analyses (PRISMA). l

ldentification

Records remaoved before
SCreening.
Total: n= 129

Cl (12 = 0%, P=0.59).

Forest plot of effect of tranexamic acid versus

Eleven studies reported on this outcome and their analysis

placebo on mortality.

genera

ted a random effects RR 0.91 [0.78, 1.08] at 95%

Bagnenko & verhitskii, 2011
ergoyvist,

Biggs, 1976

Engquist, 1979

aaaaaaaaaaaa

zzzzzzzzzzz

Saidi, 2017
Smith, 2018

We retrieved 1572 articles from alll [”R:;?“rg"m"ﬁ'd"gmm J—{ R
databases and reference searches. After l
removing duplicates, 1443 articles were
screened against the eligibllity criteria.

aaaaaa
van Halstein, 1987

=tudies screened (Title &
Abstract) (n = 63)

Screening

Y

(12 = 45%, P=0.07). XA Control

=tudies screened (Full taxt) eligibility-

placebo on need for surger

Nine studies reported on this outcome and their analysis genera

i [T R 1
== (= R e R S = =
- B S - Z(E=
= [ el i i e el = -1
= oD m= oWk RO =02

P=0.16)
Cl H R;fllr:t) yor s
P . Bagnenko & verhitskii, 2011
-251 _ Biashiri, 2021
.51} - Biggs, 1976
- Engouist, 1979
98] | Qouist,
-gi] . Karadas, 2020
-1 8] " onets2:
18] Saidi, 2017
31] Smith, 2018
AB] i 7
01] von Halstein, 1987
B8]
Cl
08] 4 ‘ ts }
. ) neity: T: Chi®=
10 erall g 4=
rs [THA)] [control]
df Y.

ted a random effects RR 0.66 [0.44, 0.99] at 95% Cl

Bagnenko & verhitskii, 2011

Eligibility Criteria: RCT/CTs w/ subject
involving patient w/ Gl bleeds, receiving

TXA intervention vs. placebo/control;
outcomes involving mortality, rebleeding,
adverse events, need for surgery, or neec

[ Studies excluded for mon-

n=24 - :
( ) (n = 18) Biags, 1976
Engquist, 1979

aaaaaaaaaaaa
DDDDDDDDDDD

Studies included in the review
(n=12)

Included

for blood transfusion.

Figure 2: PRISMA flowchart depicting the selection of studies for this svstematic review and

Risk of Bias assessment was carried out metanaysis
by two authors to determine each study’s
quality and risk of bias. This was

performed using the Cochrane

Collaboration Risk of Bias tool.
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» After evaluating P-value of the outcomes (P=0.59 in mortality, P=0.16
in rebleeding, P=0.07 in need for surgery, P=0.08 in transfusion
required, and P=0.001 in adverse events), the difference between
TXA and placebo in 5/6 of the outcomes was not statistically
significant.

 HALT IT Trial by Roberts et al 2020 is the largest study of all, did not
find any significant therapeutic effects of TXA in regards to mortality;
total causes of mortality 3.77% vs. 4.17%

* 11 studies evaluating rebleed risk combined to give RR 0.75 [0.60,
0.95] at 95% CI (P=0.16), compared to purported rebleeding OR of
9.2 by Hawkey et al 2001; 5.58% vs. 6.57%.

» Similar care was observed in the events of surgery needs [(189/6826
(2.76%) versus 233/6713 (3.47%)] and blood transfusion
requirements [4293/6385 (67.23%) versus 4335/6403 (67.70%)].

 Lastly, patients receiving TXA had a higher occurrence of adverse
events 102/6544 (1.55%) versus 55/6451 (0.85%), with effects such
as nausea, thrombotic events, diarrhoea, dizziness, and hypotension.

Conclusion

The strengths of this investigation were the fact that we strictly used RCTs for the meta-analysis.
Additionally, the investigation had low to moderate levels of heterogeneity and low levels of risk of bias. A
weakness of the systematic review and meta-analysis is the use of studies with varying means of drug
administration. All the same, the reliability of the evidence presented by these studies remains highly
significant. In conclusion, we have found that TXA has a degree of therapeutic effects on upper Gl
bleeds, but it does not significantly affect the outcomes of treatment. Treating upper Gl bleeds should be
reserved for the currently used standard care procedures. More trials should be conducted on TXA to
find a better application niche in upper Gl bleeds therapeutic management.

References

Albeldawi, M., Qadeer, M. A., & Vargo, J. J. (2010). Managing acute upper GI bleeding, preventing recurrences. Cleveland Clinic journal of medicine, 77(2), 131-142.

Bagnenko, S. F., & Verbitskii, V. G. (2011). Antifibrinolitic therapy for the treatment of massive ulcerative gastro-intestinal bleedings. Khirurgiia, (4), 42-46.

Bashiri, H., Hamzeii, M., & Bozorgomid, A. (2021). Effect of tranexamic acid on the treatment of patients with upper gastrointestinal bleeding: A double-blinded randomized controlled clinical trial. Journal of Acute Disease, 10(2), 57.
Bergqvist, D., Dahlgren, S., & Hessman, Y. (1980). Local inhibition of the fibrinolytic system in patients with massive upper gastrointestinal hemorrhage. Upsala Journal of Medical Sciences, 85(2), 173-178.

Biggs, J. C., Hugh, T. B., & Dodds, A. J. (1976). Tranexamic acid and upper gastrointestinal haemorrhage--a double-blind trial. Gut, 17(9), 729-734.

Burke, E., Harkins, P., & Ahmed, 1. (2021). Is there a role for tranexamic acid in upper GI bleeding? a systematic review and meta-analysis. Surgery Research and Practice, 2021.

Cavaliere, K., Levine, C., Wander, P., Sejpal, D. V., & Trindade, A. J. (2020). Management of upper GI bleeding in patients with COVID-19 pneumonia. Gastrointestinal endoscopy, 92(2), 454-455.

Engqvist, A., Brostrom, O., Feilitzen, F. V., Halldin, M., Nystrom, B., Ost, A., ... & Wedlund, J. E. (1979). Tranexamic acid in massive haemorrhage from the upper gastrointestinal tract: a double-blind study. Scandinavian Journal of

Gastroenterology, 14(7), 839-844.

Hanley, C., Callum, J., & Jerath, A. (2021). Tranexamic acid and trauma coagulopathy: where are we now?. British Journal of Anaesthesia, 126(1), 12-17.

Hawkey, G. M., Cole, A. T., McIntyre, A. S., Long, R. G., & Hawkey, C. J. (2001). Drug treatments in upper gastrointestinal bleeding: value of endoscopic findings as surrogate end points. Gut, 49(3), 372-379.

Higgins, J. P., Altman, D. G., Getzsche, P. C., Jiini, P., Moher, D., Oxman, A. D., ... & Sterne, J. A. (2011). The Cochrane Collaboration’s tool for assessing risk of bias in randomised trials. Bmj, 343.

HCA-r

Healthcare®




	�Tranexamic Acid (TXA) in Upper Gastrointestinal Bleeds – Systematic Review and Meta-analysis

