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1.Enoxaparin doses should be reduced by 50% if creatinine clearance 15-30. If creatinine 

clearance <15 give s/c unfractionated heparin prophylaxis 

2.Standard enoxaparin/heparin prophylactic doses (see UHS VTE risk assessment policy) 

should be given if platelet count 30-50, enoxaparin/heparin should be omitted if platelet 

count <30  

3.All patients should have their anti Xa levels monitored to ensure adequate anticoagulation 

(see below) 

4. If patient not achieving target anti Xa levels, or clotting despite therapeutic 

enoxaparin/heparin,  check antithrombin, factor VIII and VWF antigen and discuss with a 

senior haematologist 

 

 

 

 

 

 

 

 

Weight Enoxaparin  dose 
for VTE 
prophylaxis 1,2,3 

Heparin dose for VTE 
prophylaxis 1,2,3 

Anticoagulation prophylaxis 
with haemofiltration 

<50 kg Enoxaparin 40mg 
od 
 

Heparin 5000 units 
bd 

Intravenous heparin (APTR 
1.5-2.5) 
 
If unable to obtain target 
APTR despite increasing 
doses of heparin or patient 
clots despite target APTR 
send anti Xa levels (target 
0.3-0.7)4 

<100 kg Enoxaparin 40mg 
bd 
 

Heparin 5000 units 
tds 

100-150 kg Enoxaparin 60mg 
bd 

 

Heparin 5000 units 
tds 

>150 kg Enoxaparin 80mg 
bd 
 

Heparin 7500 units 
tds  

All patients should be assessed for need for mechanical 

thromboprophylaxis using UHS VTE risk assessment 
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Anti Xa monitoring of enoxaparin 

 

 

Peak anti Xa level Delay next dose Enoxaparin dose 
change 

Recheck peak (4 
hour) anti  Xa levels  

<0.35 no Increase 25% After next morning 
dose 

0.35-0.49 no Increase 10% After next morning 
dose 

0.5-1 no No change 7 days, or if change 
in renal function 

1.1-1.5 no Decrease 20% After next morning 
dose 

1.6-2.0 3 hours Decrease 30% After next morning 
dose 

>2 Until anti Xa <0.6 Decrease by 40% When next dose 
due, then 12 hourly 
until anti Xa <0.6 
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Anti Xa monitoring of subcutaneous heparin prophylaxis 

 

• Anti Xa levels should be checked 6 hours after the first morning heparin dose, if the 

patient is not being converted to enoxaparin or IV heparin within the next 24 hours 

• Aim for a target of anti Xa 0.2-0.5 

• If level <0.25 increase heparin dose by 25% 

• If level >0.5 reduce heparin dose by 25% 

• After dose changes recheck the anti Xa level 6 hours after the next morning dose 

 

 

If trough level anti Xa <0.4 and peak level in/above target range 

discuss with haematologist (clotting phone 007585880224) 

 


