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Case Report

Successful use of tranexamic acid in the management of child having 
hereditary angioedema – A case report
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INTRODUCTION
Angioedema is a transient, non-pitting, and episodic edema 
involving the deeper layer of the skin and submucosal 
tissue due to temporary increase in vascular permeability. 
The face and extremities are most common to involve.[1,2] 
Angioedema is categorized into two types, type  I, allergic 
angioedema associated with urticaria due to the release of 
histamine from activated mast cells and type II, non-allergic 
angioedema without urticaria, due to absent or abnormal 
function of C1 esterase inhibitor which can be hereditary or 
acquired.[3,4]

The pattern of inheritance of hereditary angioedema (HAE) 
is an autosomal dominant.[5] It has been associated with 
recurrent episodes of painful, swollen, and warm skin lesions, 
but not associated with urticaria and itching only burning 
sensation is present. This is due to the absence or abnormal 
function of C1 esterase inhibitor. Individual episodes persist 
up to 48–72 h but may persist till 1 week.[2] It is correlated 
with stress or trauma, infection, and changes in temperature. 
The HAE can be suspected when there is a family history 
and equal frequency of facial and peripheral involvement 
in cutaneous attacks.[6] A functional assay for C1 esterase 
inhibitor level (type I, 85%) and C1 esterase inhibitor activity 
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(type  II, 15%) is to be used as a confirmatory method for 
HAE diagnosis.

CASE REPORT
An 11-year-old boy presented with swelling around his 
eyes and swollen lips lasting 6–8  h subsiding after taking 
intravenous injections of steroid given by a pediatrician 
for the past 3 years. The patient used to have about two to 
three episodes in a month for the 1st year. On examination, 
there was diffuse ill-defined, non-pitting edema present 
over periorbital region involving the forehead and both 
cheeks and face [Figure  1]. No lymphadenopathy was 
present. Family history of similar events occurs in his 
father and brother. The swelling was not associated with 
itching and denied association of episodes of swelling with 
any particular diet. There was a negative history of trauma 
or insect bite at that site. Baseline hemogram, urine, and 
stool culture did not reveal any abnormality. The patient, 
his father, and sibling were evaluated for HAE [Table  1]. 
Diminished C4 level, C3 level, and C1 esterase inhibitor 
highly suggestive of HAE in our patient. The patient was 
being treated with tapering doses of corticosteroids and 
antihistamines by the pediatrician. On referral to us and 
confirmation of diagnosis, we put the patient on capsule 

This is an open-access article distributed under the terms of the Creative Commons Attribution-Non Commercial-Share Alike 4.0 License, which allows others to remix, transform, and build upon the 
work non-commercially, as long as the author is credited and the new creations are licensed under the identical terms. ©2022 Published by Scientific Scholar on behalf of Indian Journal of Skin Allergy

 *Corresponding author:  Ashish Jagati, Associate Professor, Department of Dermatology, Room no 16, 1st Floor, OPD Building, SCL General Hospital 
Saraspur, Ahmedabad, Gujarat, India. jagatiashish@gmail.com
Received: 07 March 2022 Accepted: 28 July 2022 EPub Ahead of Print: 26 August 2022 Published: 28 September 2022 DOI: 10.25259/IJSA_7_2022

https://orcid.org/0000-0002-4293-195X
https://dx.doi.org/10.25259/IJSA_7_2022


Rathod, et al.: Tranexamic acid in hereditary angioedema

Indian Journal of Skin Allergy • Volume 1 • Issue 2 • July-December 2022 | 64

Table 1: Investigation.

Marker Value

C1 esterase inhibitor 0.17 g/L (0.21–0.39)
C4 level 8.3 (10–14)
C2 level 1.3 (1.6–3.5)
C1q inhibitor 41% (>60%)
Bleeding time 1.45 s (2–9)
Clotting time 3.50 s (8–15)
ANA by IF Negative

tests in the form of raised alkaline phosphatase level. 
Hence, we discontinued Danazol and started tranexamic 
acid 250 mg twice daily. He showed excellent response and 
was free from any episode of angioedema for 1 year. After 
which we stopped the tranexamic acid and since then, the 
patient is in remission.

DISCUSSION
HAE is an uncommon disorder clinically manifesting 
with as painless, non-itchy, and non-pitting swelling when 
it involves dermal or subcutaneous tissue and severe 
abdominal pain and acute respiratory obstruction when 
it involves of submucosal tissue along with C1 esterase 
inhibitor deficiency in some of the cases. Up to eight 
different forms of HAE have been described by recognized 
by the World Allergy Organization among which low 
plasma levels of a normal C1-INH protein are seen in type I 
HAE and in type II HAE by normal (or elevated) antigenic 
but low functional C1–INH levels. Recently identified 
type III HAE is an estrogen-dependent type of angioedema 
occurring in women with normal functional and 
quantitative levels of C1-INH.[7,8] The diagnostic algorithm 
is given [Figure 2].
Treatment of choice for control of the upper airway 
symptoms is human C1-INH concentrate (20–25 U/kg) 
or FFP (10  ml/kg). However, C1-INH concentrate is not 
easily available even at tertiary care institutes outlining the 
need for simpler and easily available therapies in the field. 
Tranexamic acid is a useful alternative for milder forms of 
HAE. It is given in the dose of 12–25  mg/kg. Prophylactic 

Danazol 100  mg twice daily with which episodes were 
under control but he developed deranged liver function 

Figure 2: Diagnostic algorithm for patients with hereditary angioedema.

Figure 1: An 11-year-old boy with hereditary angioedema shows ill-
defined swelling over B/L eyelid and lip.
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use of the tranexamic acid in place of C1-INH concentrate 
or Danazol has also been described to be used in the same 
dosage for 5 days before and after surgery in patients with 
HAE. Maximum permissible dose is described at 1.5  g 
in the literature.[9] The therapeutic approach of HAE in 
children given [Figure  3]. Safety of plasma-derived C1 
esterase inhibitor is better as compared to other prophylactic 
agents.[10]

CONCLUSION
HAE is often misdiagnosed or delayed diagnosis. All patients 
presenting with childhood onset of angioedema with positive 
family history should suspect HAE. The mainstay diagnostic 
test is to measure C-1 esterase inhibitor level and C4 levels. 
HAE is a curable disease with regular follow-up and support 
patients are able to lead a normal life. Tranexamic acid could 
be a safe and easily available medicine for the management of 
children with HAE.

Declaration of patient consent
The authors certify that they have obtained all appropriate 
patient consent.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

REFERENCES
1. Frank MM, Gelfand JA, Atkinson JP. Hereditary angioedema: The clinical 

syndrome and its management. Ann Internal Med 1976;84:580-93.
2. Carreer FM. The C~ 1 inhibitor deficiency: A review. Eur J Clin Chem Clin 

Biochem 1992;30:793.
3. Cicardi M, Zanichelli A. Angioedema due to C1 inhibitor deficiency in 

2010. Internal Emerg Med 2010;5:481-6.
4. Bas M, Adams V, Suvorava T, Niehues T, Hoffmann TK, Kojda G. 

Nonallergic angioedema: role of bradykinin. Allergy 2007;62:842-56.
5. Nzeako UC, Frigas E, Tremaine WJ. Hereditary angioedema: A  broad 

review for clinicians. Arch Internal Med 2001;161:2417-29.
6. Weis M. Clinical review of hereditary angioedema: Diagnosis and 

management. Postgrad Med 2009;121:113-20.
7. Tosi M. Molecular genetics of C1 inhibitor. Immunobiology 1998;199:358-65.
8. Boyle RJ, Nikpour M, Tang ML. Hereditary angio‐oedema in children: 

A management guideline. Pediatr Allergy Immunol 2005;16:288-94.
9. Craig TJ, Levy RJ, Wasserman RL, Bewtra AK, Hurewitz D, Obtułowicz K, 

et al. Efficacy of human C1 esterase inhibitor concentrate compared with 
placebo in acute hereditary angioedema attacks. J  Allergy Clin Immunol 
2009;124:801-8.

10. Farkas H. Pediatric hereditary angioedema due to C1-inhibitor deficiency. 
Allergy Asthma Clin Immunol 2010;6:1.

How to cite this article: Rathod S, Jadav KH, Ambasana A, Moliya P, 
Jagati  A. Successful use of tranexamic acid in the management of child 
having hereditary angioedema – A case report. Indian J Skin Allergy 
2022;1:63-5.

Figure 3: Therapeutic approach in hereditary angioedema.


