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Increased risk for both arterial and venous 
thromboembolism (VTE), as well as bleeding
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Anticoagulants:
 Vitamin K Antagonists

 UFH (Heparin)

 Low molecular weight heparins (LMWHs)

 Direct Oral Anticoagulants (DOACs)





Potential advantages and 

disadvantages of DOACs



Heparin dose in Hemodialysis
 UFH: 1000 to 2000 units at beginning then infusion of 

500 units per hour, turned off 60, if clotting develops 30 

minutes before the end  

 Enoxaparin: 20 mg for a four-hour dialysis session. 

 If clotting detected: increase the UFH  or LMWH bolus or 

UFH infusion and evaluate the dialysis access

 Bleeding from needle sites  longer than 7 minutes: stop 

infusion earlier, lower the bolus dose for the following 

dialysis session, evaluation of  HD access



Major surgery in the prior 72 hours

Evidence of active bleeding 

Use of systemic anticoagulants 

Uremic pericarditis

Factor VII or VIII deficiency

Increased  

risk of 

bleeding 

Severe thrombocytopenia 

Use of antiplatelet agents alone is not bleeding  risk factor



Methods for High bleeding risk
 No-heparin method 

 Heparinized solution rinse

 Heparin-bonded dialyzer 



Anticuagulant in nephrotic 

syndrome
 NS  carry  clinically significant risk of  arterial and venous 

thromboembolic events especially in patients with 

membranous nephropathy. 

 Anticoagulation should be considered in the setting of 

hypoalbuminemia.

 Must be balanced with the patient’s risk of bleeding.

 It should be commenced as soon as it is safe as the risk of 

thrombosis is highest in the first 6 months of diagnosis.



Considered due to 

Anticoagulation is not beneficial for patients 

with high bleeding risk scores, regardless of 

serum albumin

Etiology of NS

Serum Albumin level

Risk of bleeding

Other  VTE risk factors:  immobility, obesity, 

malignancy, recent surgery, pregnancy, medications, 

central venous catheters, or genetic
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Choice of agent due to patient and clinical factors: ease of use and access, patient 

preference, and feasibility of monitoring requirements

DOACs: not first-line  for prophylaxis and treatment of ATE/VTE in NS 

Aspirin: higher albumin levels, high  risk of ATE/VTE with high bleeding 

risk, Other (non MN) high-risk GNs 

The KDIGO guidelines suggest continuation of prophylaxis while the 

patient remains nephrotic (serum albumin <30 g/l)




