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Choice of mode of KRT: 
» KRT may be continuous (CKRT) or intermittent (IKRT), and includes 

sustained low efficiency dialysis (SLED). 
» There is no evidence that one method is superior compared to the others.  
» CKRT is preferable in patients with hemodynamic instability, acute brain 

injury, increased intracranial pressure, generalized cerebral oedema, or 
liver failure. 
 

MEDICINE TREATMENT  
 
To reduce circuit hypercoagulability:  

• Unfractionated Heparin, 5000 units diluted in 50ml 0.9% sodium chloride 
(100 units/ml), administered directly into the RRT circuit. 
o Initial bolus: 10-20 units/kg. 
o Continue running infusion at 5-10 units/kg/hour. 
o Monitor using daily Activated Partial Thromboplastin Time (aPTT).  
o Maintain aPTT between 45-55 seconds. 

 
OR 

• Enoxaparin, SC, 40mg daily  
 
 
Note: 
» Only use heparin if there is no bleeding risk. Use saline flushes if there is 

a significant risk of bleeding. 
 

23.5 HAEMATOLOGICAL SUPPORT 
 

23.5.1 THROMBOPROPHYLAXIS  
 
DESCRIPTION 
See section 2.8: Venous thrombo-embolism. 
 

GENERAL MEASURES 
» All critically ill patients should receive pharmacological (i.e. unfractionated 

heparin, low-molecular-weight heparin [LMWH]) OR mechanical 
(intermittent pneumatic compression devices) thromboprophylaxis. 

» Pharmacological thromboprophylaxis is superior to mechanical 
prophylaxis and should be used, unless contraindicated. 

» If mechanical thromboprophylaxis is used, it should be provided with 
intermittent pneumatic compression devices which fit the patient well and 
cover both legs up to mid-thigh. 
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MEDICINE TREATMENT 
▪ Low-molecular weight heparin (LMWH), e.g. 
• Enoxaparin, SC, 40mg daily. 

o Reduce dose to 20 mg daily if eGFR <30 ml/min. 
 
 
 
If LMWH is unavailable or contraindicated: 

• Unfractionated heparin, SC, 5000 IU 12 hourly. 
 
 
Note:  
» Dose of enoxaparin must be adjusted in kidney disease and for patients 

with increased body mass. 
» Avoid pharmacological thromboprophylaxis in patients with active 

bleeding, significant coagulopathy, or elevated risk for spontaneous or 
procedural bleeding. 

 
23.5.2 ANAEMIA IN CRITICAL CARE  
D64.9 

 

DESCRIPTION 
» Anaemia is common in critical illness.  
» Anaemia results in reduced tissue oxygen delivery which may cause or 

worsen organ dysfunction. The underlying cause should be investigated 
and treated.  

» Avoid unnecessary phlebotomy to reduce the risk of iatrogenic anaemia.   
» The benefits of treating anaemia must always be weighed against the 

risks of blood transfusion. 
 
GENERAL MEASURES  
Transfusion triggers: 
» The transfusion trigger is the haemoglobin (Hb) level at which one should 

consider a blood transfusion.  
» The final decision to transfuse red blood cells should also consider the 

patient’s clinical condition.  
» Transfuse the patient to obtain an Hb above the transfusion trigger 

depending on the type of bleeding. 
 
Non-bleeding patient: 
In the non-bleeding patient, an Hb <7 g/dl is an appropriate transfusion trigger.  
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