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A B S T R A C T   

Background: Repurposing already approved drugs in a cancer setting has gained increasing interest in recent 
years. Tranexamic acid is an anti-fibrinolytic drug that has recently been suggested as an anti-cancer drug due to 
its anti-inflammatory and anti-carcinogenic effects in animal studies. In this study, we aimed to investigate the 
possible melanoma-preventive role of tranexamic acid in Danish women. 
Method: In this nested case-control study, we identified female cases 18–60 years with first-time melanoma 
during 2000–2015 and age-matched them with 10 female controls. The odds ratio (OR) of melanoma with 
tranexamic acid ever- or high use (≥ 100,000 mg) was estimated using conditional logistic regression. 
Results: A total of 7986 women with incident melanoma were eligible for study inclusion and were matched to 
79,860 controls. Most exposed cases and controls were exposed to low cumulative doses of tranexamic acid 
corresponding to around 5 days of continuous treatment (1000 mg 3 times daily) for the presumed main indi
cation, i.e., menorrhagia. 
The crude OR associating tranexamic ever use with melanoma was 1.04 (95% CI 0.98–1.11, p = 0.20), and the 
adjusted OR was 1.03 (0.97–1.10, p = 0.32). We found no dose-response pattern or effect measure modification 
by age, histologic type, localization, or clinical stage. However, prolonged use with cumulative doses of tra
nexamic acid (≥ 100,000 mg) was associated with an increased risk of melanoma (adjusted OR 1.23,95 %, CI 
0.96–1.56), compared with non-use. 
Conclusion: We found no association between tranexamic acid use and the risk of melanoma in Danish women. 
This could be explained by underlying dose- or biological factors, and sporadic use patterns. A higher risk of 
melanoma was seen among prolonged users which could be due to surveillance bias.   

1. Introduction 

Inflammation is considered a hallmark of cancer, involved in tumor 
growth and dissemination for several solid tumors [1]. Somatic muta
tions drive melanoma initiation [2], while a host-generated inflamma
tory microenvironment is acknowledged as pivotal for melanoma 
progression [3]. Thus, repurposing anti-inflammatory drugs in a mela
noma preventive setting has gained increasing interest in recent years. 

Epidemiological studies and meta-analysis have shown an associa
tion between long-term use of non-steroidal anti-inflammatory drugs or 
aspirin and reduced risk of melanoma, although still debated because of 

the possible influence of gender and dose of treatment [4–6]. 
Interestingly, a recent study has suggested tranexamic acid as an 

anti-cancer drug, based on experimental animal models [7]. Tranexamic 
acid is a well-known drug that inhibits conversion from plasminogen to 
its active form plasmin, primarily used for its anti-fibrinolytic effects, 
thus reducing the risk of bleeding [8]. Interestingly, tranexamic acid 
also affects relevant anti-inflammatory and anti-carcinogenic pathways 
[9,10], and modulates the immune response, both after surgery and in 
healthy volunteers [11]. 

Although the drug has been safely used in Europe since the 1980s for 
bleeding disorders, menorrhagia, angioedema, and surgical and 
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traumatic bleeding, no current epidemiological studies have investi
gated the possible preventive role of tranexamic acid in melanoma 
[12–14]. 

The objective of our study is to evaluate the use of tranexamic acid 
and the risk of melanoma in Danish women. 

2. Material and method 

2.1. Study design 

We used a nested case-control design, identifying cases as women 
aged 18–60 years with a first-time melanoma diagnosis and matched 
each case to 10 controls by risk-set sampling. 

2.2. Data sources 

The Danish health registries were used to obtain individual-level 
data on the Danish population; The Danish Cancer Registry [15], the 
Danish Pathology Registry [16], the National Prescription Registry [17], 
the National Patient Registry [18], Registers in Statistics Denmark on 
educational level and income [19] and the Civil Registration System 
[20]. Diagnoses were obtained from the Danish Patient Registry, 
including both inpatient and outpatient diagnoses. 

2.3. Study population 

Our source population was the entire Danish female population aged 
18–60 years. The female sex is referred to as it is registered in the Danish 
Central Person Registry. We identified all incident melanoma in 
Denmark from 1st. January 2000–31st. December 2015. Cases were 
assigned an index date corresponding to the date of diagnosis. To be 
eligible as a case or control, we required that the woman resided 
continuously in Denmark 5 years before the index date, to ensure suf
ficient baseline data on all individuals included in the study and did not 
have a history of certain conditions predisposing to malignant mela
noma, including organ transplantation, HIV, or use of azathioprine, 
cyclosporine or mycophenolate mofetil [21–23]. Using risk-set sam
pling, we matched each case to 10 controls on the year of birth. Controls 
were assigned an index date corresponding to the date of diagnosis of 
their matched case. Consistent with the risk-set sampling scheme, cases 
were eligible to be sampled as controls before being diagnosed with 
melanoma. The algorithms used to select the study population have been 
validated [24]. 

2.4. Exposure 

The main indication for oral tranexamic acid in women in the pri
mary care setting is menorrhagia, with a recommended dose of 1000 mg 
administered three times a day [25]. In Denmark the only strength of 

Fig. 1. Flowchart of excluded cases.  
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tranexamic acid tablets available since 1995 has been 500 mg per tablet, 
thus 180,000 mg corresponds to 360 tablets or around 60 days of 
continuous treatment. We arbitrarily defined the main exposure of in
terest as a cumulative tranexamic acid (ATC code B02AA02) dose of 
100,000 mg corresponding to ≈ 30 days of continuous treatment with 
the above-mentioned dose or approximately 6 months of intermittent 
exposure with use only during menstruation. The reference category is 
never-use of tranexamic acid unless specified otherwise. We disregarded 
the use of drugs within 1 year before the index date, i.e., applied a 1-year 
lag time for the exposure definition. We examined dose-response asso
ciations by modeling cumulative dose as a categorical variable (1 – 30, 
000; 30,000–60,000; 60,000–100,000; 100,000–200,000; and 200,000 
+ mg) and as a continuous variable. We only considered orally admin
istered tranexamic acid, disregarding preparations that were adminis
tered parenterally, as these were not recorded in the prescription 
registry. In the inpatient setting tranexamic acid is mainly administered 
to reduce bleeding in a surgical or traumatic setting [26]. 

2.5. Covariates 

We controlled for age and calendar time by the matched design and 
-analysis. Further, the following variables were included as covariates in 
all regression analyses: use of photosensitizing drugs (oral retinoids, 
topical retinoids, tetracycline, macrolides, fluoroquinolones, amino
quinolones, methoxypsoralene, amiodarone, and hydrochlorothiazide), 
use of other drugs that may influence the likelihood of being diagnosed 
with malignant melanoma (oral contraceptive therapy, estrogen and/or 
progestogen therapy, acetaminophen, NSAIDs, low-dose aspirin, peni
cillins, and statins), a history of alcohol-related disorders, chronic 
obstructive pulmonary disease, diabetes type I, and II, moderate/severe 
chronic kidney disease, a modified Charlson comorbidity index (0, 1, 2, 
≥3) [27] and, lastly, highest achieved education. Use of the above-listed 
drugs was defined as having filled two or more prescriptions for a given 
drug while any discharge or outpatient diagnosis was sufficient for a 
given medical condition. Similarly, as for our exposure metric, we 
applied a lag time of 12 months in the assessment of covariates. 

2.6. Supplementary analyses 

We examined whether the association varied by pre-specified sub
groups, including age (≤ 50, > 50 years) histological type (superficial 
spreading, nodular, lentigo, acral, and other), localization (head/neck, 
trunk, upper limb, lower limb, unspecified) and disease stage (localized, 
non-localized, unknown). 

2.7. Statistical analyses 

We estimated odds ratios (OR) for malignant melanoma associated 
with the use of tranexamic acid using conditional logistic regression. As 
part of the dose-response evaluation, we included cumulative dose as a 
continuous, explanatory variable in unconditional logistic regression 
models. In these analyses, we estimated the OR associated with each 
doubling in cumulative dose while including age and calendar time as 
continuous, linear covariates. We evaluated effect measure modification 
by including interaction terms in the conditional logistic regression 
model and tested for effect measure modification using a maximum 
likelihood ratio test of the model without interaction terms nested in the 
model with interaction terms. 

The analytical code to create the tables, figures, and analysis results 
for this study is available upon request to Anton Pottegård (apotte
gaard@health.sdu.dk). Deidentified data can be made available for 
authorized researchers after application to Statistics Denmark. 

2.8. Approvals 

Purely registry-based research does not require ethical approval in 

Denmark. 

3. Results 

3.1. Cases and controls 

In the study period, 14,183 women were diagnosed with malignant 
melanoma in Denmark. We excluded 30 due to lack of confirmed his
tology, 5807 due to age outside the range of 18–60 years at diagnosis, 14 
due to organ transplantation or HIV, 74 due to use of immunosuppres
sant drugs, and 272 due to migrations (Fig. 1). Thus, a total of 7986 
women were eligible for study inclusion and matched to 79,860 con
trols, fulfilling the same eligibility criteria. The median age at the time of 
diagnosis for the study population was 45 years. Characteristics of the 
cases and controls, based on the use of medication, comorbidity, and 
education, are presented in Table 1. 

Table 1 
Baseline characteristics of cases and controls, based on tranexamic acid use and 
suggested confounders. Confounding from sex was controlled by restriction 
while confounding from age and calendar time was controlled by the matched 
study design.   

Cases (n =
7986) 
n (%) 

Controls (n =
79,860) 
n (%) 

Use of tranexamic acid   
Never use 7317 (91.6 

%) 
73,964 (92.6 %) 

Ever use 669 (8.4 %) 5896 (7.4 %) 
Prolonged use (≥ 100,000 mg) 79 (1.0 %) 628 (0.8 %) 
Use of photosensitizing drugs   
Topical retinoids 112 (1.4 %) 827 (1.0 %) 
Oral retinoids 136 (1.7 %) 1176 (1.5 %) 
Tetracycline 292 (3.7 %) 2585 (3.2 %) 
Macrolides 2321 (29.1 

%) 
22,935 (28.7 %) 

Aminoquinolines 423 (5.3 %) 3506 (4.4 %) 
Amiodarone - 19 (0.0 %) 
Hydroclorothiazide 251 (3.1 %) 2268 (2.8 %) 
PUVA treatment - 24 (0.0 %) 
Use of other drugs   
Low-dose aspirin 151 (1.9 %) 1787 (2.2 %) 
Acetaminophen 397 (5.0 %) 5474 (6.9 %) 
NSAIDs 3668 (45.9 

%) 
38,118 (47.7 %) 

Penicillins 5786 (72.5 
%) 

57,416 (71.9 %) 

Statins 244 (3.1 %) 2960 (3.7 %) 
Estrogen therapy, progestogen therapy or 

combination therapy 
1173 (14.7 
%) 

10,890 (13.6 %) 

Oral contraceptives 4441 (55.6 
%) 

40,551 (50.8 %) 

Medical history   
Alcohol related disorders 38 (0.5 %) 754 (0.9 %) 
Diabetes 158 (2.0 %) 2135 (2.7 %) 
COPD 69 (0.9 %) 855 (1.1 %) 
Chronic kidney disease 24 (0.3 %) 261 (0.3 %) 
Charlson Comorbidity Index   
0 6972 (87.3 

%) 
70,373 (88.1 %) 

1 590 (7.4 %) 6885 (8.6 %) 
2 313 (3.9 %) 1643 (2.1 %) 
3 + 111 (1.4 %) 959 (1.2 %) 
Education   
Short 1359 (17.0 

%) 
17,399 (21.8 %) 

Medium 3396 (42.5 
%) 

31,972 (40.0 %) 

Long 3100 (38.8 
%) 

25,555 (32.0 %) 

Unknown 131 (1.6%) 4934 (6.2 %)  
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3.2. Exposure and doses 

Most exposed cases and controls were exposed to low cumulative 
doses of tranexamic acid e.g., the median cumulative dose was 
15,000 mg (i.e., one package of 30 ×500 mg tablets) and the 95th 
percentile was 183,000 mg (Fig. 2). 

3.3. Association between tranexamic acid use and melanoma 

There was no clear dose-response pattern when categorizing 

cumulative dose or for each doubling of dose assuming a linear rela
tionship with adjusted OR of 1.03 (0.97–1.10, p = 0.32) for each 
doubling of cumulative dose among users (Table 2). 

Prolonged use with cumulative doses of tranexamic acid (≥
100,000 mg) was associated with a 23 % increased risk of melanoma 
compared to never use (crude OR of 1.26 (95 % CI 1.00–1.60) and 
adjusted OR of 1.23 (95 % CI 0.96–1.56)) (Table 2). 

3.4. Subgroup analyses 

The was no apparent effect measure modification by age, histological 
type, localization, or clinical stage, however, the confidence intervals 
were wide reflecting a lack of statistical precision in examining sub
group effects (Table 3). 

4. Discussion 

To our knowledge, this is the first epidemiological study to address 
the association between the use of tranexamic acid and the risk of 
melanoma. Overall, we found no reduced risk of melanoma associated 
with tranexamic acid use, however, prolonged use of tranexamic acid 
was associated with an increased risk of melanoma compared with 
never-users. 

4.1. Bias based on behavioral factors seems unlikely 

Contradictory to our hypotheses, we found that high users of tra
nexamic acid had an increased risk of melanoma, however, several 
factors may impact this finding. Notable differences between tranexamic 
acid users and non-users may influence the likelihood of developing 
and/or getting diagnosed with melanoma, thus biasing the results. We 
lacked data on UV exposure, the only fully established exogenous risk 
factor for melanoma [28]. It is not known whether tranexamic acid users 
are more or less likely to be exposed to UV radiation than non-users, 
thus, the direction of any potential bias from confounding by UV 
exposure is difficult to quantify. Further, users of tranexamic acid may 
see their doctor more frequently increasing the likelihood of being 
diagnosed with melanoma compared to non-users. This has been shown 
previously for phosphodiesterase inhibitors and melanoma where the 
positive association likely results from more frequent healthcare con
tacts in users, i.e., surveillance bias [29,30]. Skin type and family history 

Fig. 2. Percentage distribution of cumulative dose of tranexamic acid among all ever users of tranexamic acid.  

Table 2 
Crude and adjusted odds ratios (OR, and 95% CI) for the association between 
exposure to tranexamic acid and melanoma, estimated as continuous cumulative 
dose and by groups defined as non-use, ever use, and prolonged use (≥
100,000 mg).   

Cases Controls Minimally 
adjusted ORa 
(95% CI) 

Adjusted OR** 
(95% CI) 

Non-use 7317 73,964 1.0 (ref.) 1.0 (ref.) 
Ever use 669 5896 1.15 (1.06–1.25) 1.16 (1.06–1.26) 
Prolonged use (≥

100,000 mg) 
79 628 1.26 (1.00–1.60) 1.23 (0.96–1.56) 

Cumulative dose 
(mg)     

1 – 30,000 338 3123 1.10 (0.98–1.23) 1.11 (0.98–1.24) 
30,000–60,000 170 1550 1.13 (0.96–1.33) 1.14 (0.97–1.35) 
60,000 – 100,000 82 595 1.43 (1.13–1.80) 1.39 (1.10–1.77) 
100,000 – 200,000 45 377 1.21 (0.89–1.66) 1.18 (0.86–1.62) 
200,000 + 34 251 1.34 (0.94–1.93) 1.29 (0.90–1.86) 
Continuous† 669 5896 1.04 

(0.98–1.11), p 
0.20 

1.03 
(0.97–1.10), p 
0.32 

* * Adjusted for age and calendar time (by design), photosensitizing drug use, 
oral contraceptive therapy, estrogen and/or progestogen therapy, acetamino
phen, NSAIDs, low-dose aspirin, penicillins, and statins, a history of alcohol 
related disorders, chronic obstructive pulmonary disease, diabetes type I and II, 
moderate/severe chronic kidney disease, modified Charlson comorbidity index 
and highest achieved education. 
† ORs for every doubling in cumulative dose estimated in unconditional logistic 
regression models restricted to ever users with age and index date included as 
covariates 

a Adjusted for age and calendar time (by design) 
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are other risk factors for malignant melanoma but these are not likely to 
be associated with the use of tranexamic acid [31]. Lastly, we can not 
rule out the impact of unmeasured confounders i.e., smoking and BMI. 

4.2. Coagulation drives inflammation and may be a contributing 
biological factor for the increased risk of melanoma in high-users 

This study’s main presumable indication for tranexamic acid use is 
menorrhagia, associated with heavy or prolonged cyclic bleeding. 
Bleeding, coagulation, and inflammation are complexly interconnected 
factors, with coagulation being an effective driver of inflammation [32]. 
It is also known that inflammation plays a role in menorrhagia, either 
due to prolonged bleeding and wound repair or the underlying causes of 
menorrhagia i.e., adenomyosis [33]. This increased inflammation level 
may diminish tranexamic acid’s effects if we acknowledge the role of 
inflammation in melanoma progression [1,3]. 

4.3. The dose of tranexamic acid may play a role in preventing melanoma 

We chose to investigate melanoma due to the suggested respon
siveness of melanocytic cells on. 

inflammatory signals and the known negative prognostic impact of 
an inflammatory tumor microenvironment. 

in patients with melanoma [34]. Tranexamic acid affects 
anti-inflammatory and anti-carcinogenic pathways [9,10], and modu
lates the immune response, both after surgery and in healthy volunteers 
[11]. However, a clinical study investigating the anti-inflammatory role 
of perioperative treatment with tranexamic acid found that higher doses 
of tranexamic acid were more effective in reducing inflammation [35]. 
Thus, the doses of tranexamic acid, that patients were exposed to in this 
study, could be too low or given at ineffective time points or for too short 
a cumulative duration, to plausibly affect the development of 
melanoma. 

4.4. External validity 

In this study, we have investigated the melanoma-preventive role of 
tranexamic acid in Danish women between 18 and 60 years of age. Thus, 
in regard of external validity, our results cannot be generalized to a 
broader population and will only reflect the selected group concerning 

age and biological sex. In addition, the results will only reflect Danish 
conditions and melanoma incidence, thus in countries with a higher 
incidence of melanoma a possible association may have been more 
prominent and associated with higher power of the results in general. 

5. Conclusions 

We found no association between tranexamic acid use and the risk of 
melanoma in Danish women. High use was associated with a higher risk 
of melanoma, presumably due to surveillance bias. In addition, we were 
unable to evaluate the effects of high cumulative tranexamic doses due 
to sporadic use patterns. 
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[3] Ondřej Kodet, et al., Cutaneous melanoma dissemination is dependent on the 
malignant cell properties and factors of intercellular crosstalk in the cancer 
microenvironment (Review), Int. J. Oncol. 57 (3) (2020) 619–630, https://doi.org/ 
10.3892/ijo.2020.5090. 

[4] R.E. Harris, et al., Inverse association of non-steroidal anti-inflammatory drugs and 
malignant melanoma among women, Oncol. Rep. 8 (3) (2001) 655–657, https:// 
doi.org/10.3892/or.8.3.655. 

[5] Clara Curiel-Lewandrowski, et al., Long-term use of nonsteroidal anti- 
inflammatory drugs decreases the risk of cutaneous melanoma: results of a United 
States case-control study, J. Invest. Dermatol. 131 (7) (2011) 1460–1468, https:// 
doi.org/10.1038/jid.2011.58. 

[6] Christina A. Gamba, et al., Aspirin is associated with lower melanoma risk among 
postmenopausal Caucasian women: the Women’s Health Initiative, Cancer 119 (8) 
(2013) 1562–1569, https://doi.org/10.1002/cncr.27817. 

[7] Mary E. Law, et al., Repurposing tranexamic acid as an anticancer agent, Front. 
Pharmacol. 12 (792600) (2022) 13, https://doi.org/10.3389/fphar.2021.792600 
(Jan.). 

[8] C. Longstaff, K. Kolev, Basic mechanisms and regulation of fibrinolysis, J. Thromb. 
Haemost. 13 (Suppl 1) (2015) S98–S105, https://doi.org/10.1111/jth.12935. 

[9] Beate Heissig, et al., The multifaceted role of plasminogen in cancer, Int. J. Mol. 
Sci. 22 (5) (2021) 2304, https://doi.org/10.3390/ijms22052304, 25 Feb. 

[10] Beate Heissig, et al., The multifaceted role of plasminogen in inflammation, Cell. 
Signal. 75 (2020), 109761, https://doi.org/10.1016/j.cellsig.2020.109761. 

[11] Dominik F. Draxler, et al., Tranexamic acid modulates the immune response and 
reduces postsurgical infection rates, Blood Adv. 3 (10) (2019) 1598–1609, https:// 
doi.org/10.1182/bloodadvances.2019000092. 

[12] Alison C. Bryant-Smith, et al., Antifibrinolytics for heavy menstrual bleeding, 
Cochrane Database Syst. Rev. 4 (4) (2018), https://doi.org/10.1002/14651858. 
CD000249.pub2. CD000249. 15 Apr. 

[13] Douglas Wardrop, et al., Antifibrinolytics (lysine analogues) for the prevention of 
bleeding in patients with haematological disorders, Cochrane Database Syst. Rev. 7 
(2013), CD009733, https://doi.org/10.1002/14651858.CD009733.pub2, 29 Jul. 

[14] Jeffrey Yates, et al., Exclusion criteria and adverse events in perioperative trials of 
tranexamic acid: a systematic review and meta-analysis, Transfusion 59 (2) (2019) 
806–824, https://doi.org/10.1111/trf.15030. 

[15] Marianne Lundkjær Gjerstorff, The Danish cancer registry, Scand. J. Public Health 
39 (7 Suppl) (2011) 42–45, https://doi.org/10.1177/1403494810393562. 

[16] Beth Bjerregaard, B.Larsen Ole, The Danish pathology register, Scand. J. Public 
Health 39 (7 Suppl) (2011) 72–74, https://doi.org/10.1177/1403494810393563. 

[17] Helle Wallach Kildemoes, et al., The Danish national prescription registry, Scand. 
J. Public Health 39 (7 Suppl) (2011) 38–41, https://doi.org/10.1177/ 
1403494810394717. 

[18] Morten Schmidt, et al., The Danish national patient registry: a review of content, 
data quality, and research potential, Clin. Epidemiol. 7 (2015) 449–490, https:// 
doi.org/10.2147/CLEP.S91125, 17 Nov. 

[19] Vibeke M. Jensen, W.Rasmussen Astrid, Danish education registers, Scand. J. 
Public Health 39 (7 Suppl) (2011) 91–94, https://doi.org/10.1177/ 
1403494810394715. 

[20] Morten Schmidt, et al., The Danish civil registration system as a tool in 
epidemiology, Eur. J. Epidemiol. 29 (8) (2014) 541–549, https://doi.org/10.1007/ 
s10654-014-9930-3. 

[21] Erin Dahlke, et al., Systematic review of melanoma incidence and prognosis in 
solid organ transplant recipients, Transplant. Res. 3 (2014) 10, https://doi.org/ 
10.1186/2047-1440-3-10, 6 May. 

[22] Kinda Fattouh, et al., Increasing incidence of melanoma after solid organ 
transplantation: a retrospective epidemiological study, Transpl. Int.: Off. J. Eur. 
Soc. Organ Transplant. 30 (11) (2017) 1172–1180, https://doi.org/10.1111/ 
tri.13011. 

[23] Catherine M. Olsen, et al., Risk of melanoma in people with HIV/AIDS in the pre- 
and post-HAART eras: a systematic review and meta-analysis of cohort studies, 
PLOS One 9 (4) (2014), e95096, https://doi.org/10.1371/journal.pone.0095096, 
16 Apr. 

[24] Morten Schmidt, et al., The Danish health care system and epidemiological 
research: from health care contacts to database records, Clin. Epidemiol. 11 (2019) 
563–591, https://doi.org/10.2147/CLEP.S179083, 12 Jul. 

[25] Alison C. Bryant-Smith, et al., Antifibrinolytics for heavy menstrual bleeding, 
Cochrane Database Syst. Rev. 4 (4) (2018), CD000249, https://doi.org/10.1002/ 
14651858.CD000249.pub2, 15 Apr. 

[26] Paul L. McCormack, Tranexamic acid: a review of its use in the treatment of 
hyperfibrinolysis, Drugs 72 (5) (2012) 585–617, https://doi.org/10.2165/ 
11209070-000000000-00000. 

[27] M.E. Charlson, et al., A new method of classifying prognostic comorbidity in 
longitudinal studies: development and validation, J. Chronic Dis. 40 (5) (1987) 
373–383, https://doi.org/10.1016/0021-9681(87)90171-8. 

[28] Sara Gandini, et al., Meta-analysis of risk factors for cutaneous melanoma: II. Sun 
exposure, Eur. J. Cancer 41 (2005) 45–60, https://doi.org/10.1016/j. 
ejca.2004.10.016. 

[29] Anton Pottegård, et al., Use of sildenafil or other phosphodiesterase inhibitors and 
risk of melanoma, Br. J. Cancer 115 (7) (2016) 895–900, https://doi.org/10.1038/ 
bjc.2016.248. 

[30] Stacy Loeb, et al., Meta-analysis of the association between phosphodiesterase 
inhibitors (PDE5Is) and risk of melanoma, J. Natl. Cancer Inst. 109 (8) (2017), 
https://doi.org/10.1093/jnci/djx086. 

[31] Sara Gandini, et al., Meta-analysis of risk factors for cutaneous melanoma: III. 
Family history, actinic damage and phenotypic factors, Eur. J. Cancer 41 (2005) 
2040–2059, https://doi.org/10.1016/j.ejca.2005.03.034. 

[32] Marcel Levi, Tom van der Poll, Two-way interactions between inflammation and 
coagulation, Trends Cardiovasc. Med. 15 (7) (2005) 254–259, https://doi.org/ 
10.1016/j.tcm.2005.07.004. 

[33] Abdelrahman AlAshqar, et al., Role of inflammation in benign gynecologic 
disorders: from pathogenesis to novel therapies†, Biol. Reprod. 105 (1) (2021) 
7–31, https://doi.org/10.1093/biolre/ioab054. 

[34] C. Mignogna, et al., Innate immunity in cutaneous melanoma, Clin. Exp. Dermatol. 
42 (3) (2017) 243–250, https://doi.org/10.1111/ced.13023. 

[35] Yanfeng Tang, et al., The efficacy and safety of multiple doses of oral tranexamic 
acid on blood loss, inflammatory and fibrinolysis response following total knee 
arthroplasty: A randomized controlled trial, Int. J. Surg. 65 (2019) 45–51, https:// 
doi.org/10.1016/j.ijsu.2019.03.011. 

M.L. Bønnelykke-Behrndtz et al.                                                                                                                                                                                                             

https://doi.org/10.3892/ijo.2020.5090
https://doi.org/10.3892/ijo.2020.5090
https://doi.org/10.3892/or.8.3.655
https://doi.org/10.3892/or.8.3.655
https://doi.org/10.1038/jid.2011.58
https://doi.org/10.1038/jid.2011.58
https://doi.org/10.1002/cncr.27817
https://doi.org/10.3389/fphar.2021.792600
https://doi.org/10.1111/jth.12935
https://doi.org/10.3390/ijms22052304
https://doi.org/10.1016/j.cellsig.2020.109761
https://doi.org/10.1182/bloodadvances.2019000092
https://doi.org/10.1182/bloodadvances.2019000092
https://doi.org/10.1002/14651858.CD000249.pub2
https://doi.org/10.1002/14651858.CD000249.pub2
https://doi.org/10.1002/14651858.CD009733.pub2
https://doi.org/10.1111/trf.15030
https://doi.org/10.1177/1403494810393562
https://doi.org/10.1177/1403494810393563
https://doi.org/10.1177/1403494810394717
https://doi.org/10.1177/1403494810394717
https://doi.org/10.2147/CLEP.S91125
https://doi.org/10.2147/CLEP.S91125
https://doi.org/10.1177/1403494810394715
https://doi.org/10.1177/1403494810394715
https://doi.org/10.1007/s10654-014-9930-3
https://doi.org/10.1007/s10654-014-9930-3
https://doi.org/10.1186/2047-1440-3-10
https://doi.org/10.1186/2047-1440-3-10
https://doi.org/10.1111/tri.13011
https://doi.org/10.1111/tri.13011
https://doi.org/10.1371/journal.pone.0095096
https://doi.org/10.2147/CLEP.S179083
https://doi.org/10.1002/14651858.CD000249.pub2
https://doi.org/10.1002/14651858.CD000249.pub2
https://doi.org/10.2165/11209070-000000000-00000
https://doi.org/10.2165/11209070-000000000-00000
https://doi.org/10.1016/0021-9681(87)90171-8
https://doi.org/10.1016/j.ejca.2004.10.016
https://doi.org/10.1016/j.ejca.2004.10.016
https://doi.org/10.1038/bjc.2016.248
https://doi.org/10.1038/bjc.2016.248
https://doi.org/10.1093/jnci/djx086
https://doi.org/10.1016/j.ejca.2005.03.034
https://doi.org/10.1016/j.tcm.2005.07.004
https://doi.org/10.1016/j.tcm.2005.07.004
https://doi.org/10.1093/biolre/ioab054
https://doi.org/10.1111/ced.13023
https://doi.org/10.1016/j.ijsu.2019.03.011
https://doi.org/10.1016/j.ijsu.2019.03.011

	Tranexamic acid use is not associated with the risk of melanoma in Danish women: A nested case-control study using Danish h ...
	1 Introduction
	2 Material and method
	2.1 Study design
	2.2 Data sources
	2.3 Study population
	2.4 Exposure
	2.5 Covariates
	2.6 Supplementary analyses
	2.7 Statistical analyses
	2.8 Approvals

	3 Results
	3.1 Cases and controls
	3.2 Exposure and doses
	3.3 Association between tranexamic acid use and melanoma
	3.4 Subgroup analyses

	4 Discussion
	4.1 Bias based on behavioral factors seems unlikely
	4.2 Coagulation drives inflammation and may be a contributing biological factor for the increased risk of melanoma in high- ...
	4.3 The dose of tranexamic acid may play a role in preventing melanoma
	4.4 External validity

	5 Conclusions
	Author contributions
	Funding
	Conflict of interests
	References


