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Background Population Results
= Exsanguination causes 1/3 of in-hospital mortality in trauma. TXA n=67) no 1XA (n=50) Overall (n=117 Indication 117 = 2.7% of 4328
. : . cpry e . ex -

- trauma patients
Trangxamlc acid (TXA) is an antifibrinolytic used to reduce Male 54 (81%)  42(84%) 96 (82%) Any TXA 67 (57%) screene‘;
bleeding. | | Female 13 (19%) 8 (16%) 21 (18%)

= Gold standard in trauma: 1g bolus (over 10 min), then 1g Age (years) Received pre-hospital 22 (19%) |
infusion (over 8 h). Mean (SD) 42.3(17.9) 43.6(20.4)  42.8(18.9) Time to TXA
: i 0 Time since injury to ER presentation (h) Any bolus 64 (55%)
= Based on CRASH-2: reduced all-cause-mortality (16% to jury P
14.5%). Benefit only when given < 3 hours of injury. Mean (SD) 1.3(1.2) 1.2(1.1) 1.2(1.1) CRASH bolus 55 (47%)
| | | | <1 38 (57%)  31(62%) 69 (59%) 249 o4
= Currently mt_egrated Into pre-hospital and hospital trauma >1-<3 26 (39%) 14 (28%) 40 (34%) Any infusion 23 (20%) ° :
care worldwide. >3 3 (4%) 5 (10%) 8 (7%)
. . ;
= Royal Columbian Hospital (RCH) is a level-1 trauma center, Type of injury CRASH infusion e 15 (13%)
o £ e highest levels of = British Columb Blunt 45 (67%) 33 (66%) 78 (67%) o 0
Receives over 1000 trauma patients annually. However, current Glasgow Coma Score A b 0 (0% 1.3h
use of this drug is unknown. Mean (SD) 11 (4.6) 12 (4.6) 11 (4.6) : |
Severe (3-8) 20 (30%) 12 (24%) 32 (27%) # of patients (%)
] - Moderate (9-12) 10 (15%) 4 (8%) 14 (12%) : . Dri _ _
Objectlves Mild (13-15) 33 (49%) 34 (68%) 67 (57%) Figure 1: Primary outcomes - use of TXA at RCH (Apr. 9/2012 — Jun. 30/2015)
1. Characterize the utilization of TXA for actual or potential g‘ot rHIQWEI . 4 (6%) 0 (0%) 4 (3%) 188 p=0.4"
hemorrhage in trauma patients at a tertiary centre. ysStolic blood pressure =0.2*
J | P | y Mean (SD) 88 (42) 109 (38) 97 (41) _ 80 p=0.2

2. Exploratory analysis of the following outcomes: Heart rate X 70 ©TXA
= |In-hospital mortality at 28 days Mean (SD) 108 (40) 117 (28) 112 (35) & 60 B No TXA
= # of units of PRBCs transfused ISS (Injury Severity Score) £ 50
= Vascular occlusions (DVT, PE, MI, stroke) mj"(‘g’)m 37(53/6)) 35(::/6)) 26(2(:/6)) 8 40 2
_ . . . I 0 0 0 o 30 * x4 test, NSS

Surgical interventions Moderate (9-15) 11 (16%) 14 (28%) 25 (21%) S o
Severe (16-25) 23 (34%) 13 (26%) 36 (31%) 10 P=Y

Vethods Profound (>25) 33 (49%) 21 (42%) 54 (46%) 5 6

= Desian: Table 1: Baseline demographics Blood Surgery In-hospital Thromboembolic

gn. transfusions mortality events

= retrospective chart review (Apr. 2012- Jun. 2015)
= convenience sample of trauma patients at RCH ER with
actual/suspected hemorrhage

" Inclusion (as per CRASH-2):
=>16 years of age
= Indication for TXA (significant hemorrhage defined as SBP<90
mmHg +/or HR >110 bpm, AND presentation < 8 hours of
injury)
= Data Sources:
= BC Trauma Registry

L imitations

= Retrospective chart review — difficult to assess
significance of hemorrhage.
= Sample of convenience — not powered for secondary

outcomes.

= Inclusion for screening based on BCTR database.
= Use of TXA for surgery — possible confounder.

Conclusions

Figure 2: Secondary outcomes up to 28 days in hospital.

= Odds of mortality
= OR (given TXA exposure) = 1.39 (0.53-3.62)
= OR (given TXA<or>3h)=5.13 (0.62-42.75)
= Median units of PRBC transfused = 6 (8 in TXA group, 4 in no TXA)
= Most common surgical intervention was orthopedic, followed by laparotomy.
= 8 thromboembolic events occurred (4 in TXA group, 4 in no TXA group).

= _ess than 10% of presenting trauma patients that met indication for TXA received it according to CRASH-2 protocol.

= Health Records (Fraser Health)

= Analysis:
= descriptive statistics, % and proportions, mean, median, odds
ratio for mortality, X2

= /6% of those that received TXA did so within 3h.

= Possible areas for quality improvement in trauma care.

Future implications: identify reasons trauma patients do not receive TXA, as well as use of alternate regimens (ie. bolus only, 1g/
30min, 2g/60min, shorter infusions etc.).
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