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Abstract 

Glanzmann’s thrombasthenia is a rare inherited platelet disorder which can result in prolonged bleeding even from minor cuts or 

trauma. This case report presents the successful management of a 10 year old, known Glazmann’s thrombasthenia patient who 

required extraction of a broken deciduous first molar with the topical application of crushed tranexamic acid tablet. 
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Introduction 

Hemostasis after an injury to the blood vessels is a complex 

process resulting from interaction between endothelium of 

blood vessel, coagulation factors and platelets. Inherited or 

acquired bleeding disorder can occur if there is a glitch in any 

of these steps [1-4]. Bleeding disorders that have a low 

prevalence in general population and constituting 

approximately 3-5% of all coagulation disorders are referred 

to as Rare Bleeding Disorders (RBD). RBDs include inherited 

deficiencies of coagulation factors such as fibrinogen, factor 

(F) II, FV, FV+FVIII, FVII, FX, FXI, FXIII, and multiple 

deficiency of vitamin K–dependent factors [5]. 

Glanzmann’s Thrombasthenia (GT) is one such rare bleeding 

diathesis due to lack of platelet aggregation as the platelet 

glycoprotein IIb/IIIa (GP IIb/IIIa) complex required for 

platelet aggregation is either deficient of dysfunctional in 

these patients. GT was first described by Dr Eduard 

Glanzmann in 1918. It has an incidence of about 1:1000000 

people, without any gender predilection and commonly occurs 

in offsprings of consanguineous parents [6]. 

Characteristic laboratory findings include normal platelet 

count, platelet morphology, Prothrombin time (PT) and 

Thromboplastin time (TT), prolonged activated Partial 

Thromboplastin time (aPTT) and bleeding time, deficient clot 

retraction and defective platelet aggregation. The common 

clinical findings in GT include purpura, epistaxis, easy 

bruising, gingival hemorrhage, and menorrhagia. Conditions 

that show clinical and laboratory findings similar to that of GT 

include von Willebrand's disease, Bernard–Soulier syndrome, 

and other platelet secretory defects [7, 8]. 

The dental treatment for patients with GT is a challenge 

because of the chances for prolonged bleeding after dental 

procedures like extraction. Therefore patients with GT must 

be treated with all the necessary precautions to control 

bleeding in case an episode of bleeding occurs.  

 

Case History 

A 10 year old girl reported to the Department of Pedodontics 

with the chief complaint of bleeding from gums in the lower 

left back teeth region since 2 months. Bleeding was reported 

when the patient chews food from the left side of the mouth 

and on brushing that area.  

Patient is a known case of Glanzmann thrombasthenia. 

Patient’s medical history revealed that at 4 years of age she 

was hospitalized and had history of multiple bleeding 

manifestations which included easy bruisability, prolonged 

bleeding from injury sites and ecchymotic patches on the body 

following trivial trauma. There was one history of bleeding 

from vaccination site and one episode of melena. During the 

episodes of prolonged bleeding, the child was transfused with 

packed cells and fresh frozen plasma. Family history revealed 

that the child was born of a non consanguinous marriage and 

there was no significant history of bleeding disorders in the 

family.  

Since the bleeding from gums increased in frequency in the 

past few days and as there could be bleeding from gums 

during night, they came to Department of Pedodontics seeking 

treatment. 

On examination, patient was conscious, cooperative and well 

oriented. Intraorally there was mild marginal gingival 

inflammation and a broken primary first molar tooth on lower 

left back teeth region (Figure 1). 

The cause of bleeding was diagnosed to be due to gingival 

inflammation from the food lodgement and irritation from the 

broken piece of deciduous first molar. A treatment plan of 

extraction of the broken piece was made and as the patient 

belonged to the high risk category, they were advised to get 

physician’s consent prior to procedure. Patient was advised 

hospital admission, if necessary. 

After getting the signed consent from the parent, the paste of 

tranexamic acid (a 500mg tablet of Tranexamic acid [Pause 

500,Emcure Pharmaceuticals] was crushed to fine powder 

with a mortar and pestle and mixed in one teaspoon of water 

to form a fine paste) was prepared to be applied locally on the 

extraction area immediately after extraction (Figure 2). 

Extraction was done under local anesthesia. The prepared 

paste of tranexamic acid was applied and held in place with a 

wet gauze piece and mild biting pressure for 30 mins (Figure 
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3). After 30 mins there was considerable decrease in bleeding 

and the gauze piece was removed with the tranexamic acid left 

at the site to be swallowed slowly. After ensuring that the 

bleeding has stopped completely, the patient was send home 

after observation for 2 hours with strict instructions to not eat 

anything hot, not to touch area with tongue, not to spit 

forcefully and not to brush that area forcefully. 

A review was done on the immediate day after extraction and 

after 7 days. The review after seven days (Figure 4) showed 

satisfactory healing of the extraction area with no new 

episodes of bleeding from the site. 

 

 
 

Fig 1: Intraoral photograph of lower arch showing the broken 

primary first molar on the left side 

 

 
 

Fig 2: Tranexamic acid paste 

 

 
 

Fig 3: Tranexamic acid paste applied over the extraction site 

 
 

Fig 4: Review after 7 days 

 

Discussion 

Prolonged bleeding due to bleeding disorders can be a 

complication during surgical procedures like extractions in 

dentistry. A complete medical history and family history as 

well as dental history play an important role in identifying 

such patients.  

The treatment for GT, is hematopoietic stem cell 

transplantation (HSCT). But due to risks associated with the 

procedure it is only recommended as a last resort when there 

is severe hemorrhage or when the patient develops antibodies 

leading to non-responsiveness to platelet transfusion [9].  

Patients with GT usually seek dental treatment for bleeding 

from gingival [10] or bleeding from extraction socket. Gingival 

bleeding and bleeding from minor trauma to mucosa are 

common in patients with GT and to an extent can be prevented 

by taking special care in maintaining good oral hygiene. 

Bleeding from surgical site or extraction site can be managed 

by local measures and severe or persistent bleeding requires 

systemic measures. The systemic hemostatic measures like 

platelet transfusion should be used judiciously and avoided if 

possible because of the risk of infection associated with 

repeated transfusions. The local measures to control minor 

bleeding includes application of cold compression, tranexamic 

acid (TXA), epsilon aminocaproic acid (EACA) or topical 

thrombin, gauze or gelatin sponge and laser coagulation. 

Tranexamic acid is an antifibrinolytic agent derived 

synthetically from the amino acid lysine. The mechanism of 

action of TXA is prevention of blot clot breakdown. There is 

inhibition of fibrinolysis by blocking the lysine binding sites 

on plasminogen molecules and inhibition of the formation of 

plasmin [11]. A study by Mannucci [12] showed that TXA is ten 

times more potent than EACA. 

In the literature there are several reports of antifibrinolytic 

agents that have been used successfully as an adjunct to 

platelet transfusion in inherited bleeding disorders [13, 14]. In 

the dental scenario, many studies report the efficacy of 

tranexamic acid as an oral rinse for prevention of post 

extraction/surgical bleeding in patients treated with 

anticoagulants [15, 16]. 

In a randomized control trial Nuvvula, Gaddam and 

Kamatham [17] concluded that freshly prepared tranexamic 

acid mouth wash (dissolving one packet of powder (500mg) in 

10 ml of distilled water i.e. 5% TXA mouth wash) can be an 
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effective alternative to factor replacement therapy during 

dental scaling for controlling gingival hemorrhage in 

hemophiliacs. 

Coetzee [18] stated that, most of the cases showed success 

when crushed TXA tablet of 500 mg suspended in water was 

placed on wet cotton piece that is put over the cavity/surgical 

site with mild biting pressure for about half an hour.  

Children with GT should maintain their oral health 

meticulously. Adequate dental care should be provided to 

make sure that there are no untreated lesions as these can 

aggravate and lead to complex conditions that can result in 

bleeding. Utmost care should be taken while delivering dental 

treatment ensuring minimal trauma to the tissues and as little 

bleeding or no bleeding if possible.  

 

Conclusion 

Taking a detailed case history which include medical, dental 

and family history plays an important role in identifying 

patients with bleeding disorders. If proper identification is not 

done in such cases it can lead to serious or even life 

threatening conditions especially in rare bleeding disorders 

like GT where bleeding can be unpredictable. Treatment must 

be done taking all the necessary precautions and after 

educating the patients and parents about the risks associated 

and after getting their consent. As Pediatric dentists, in 

addition to rendering treatment, we can also educate the 

patient about the importance of maintaining good oral hygiene 

at an early age so that future bleeding complications from 

untreated lesions can be avoided. 
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