
 

A patient centred approach to 
managing minimal change disease 

Background 
Minimal change disease (MCD) is a major cause of nephrotic 

syndrome, which is associated with an increased risk of 

thromboembolic events. Primary treatment options, if 

insufficient response to corticosteroid therapy, include 

cyclosporine, tacrolimus and cyclophosphamide which are 

associated with a high toxicity profile; there are some small 

studies for the use of rituximab. First line prophylactic 

anticoagulation includes warfarin or low molecular weight 

heparin; there is little evidence to support use of direct oral 

anticoagulants.  

Clinical details 
An 84-year-old woman presented with oedema, fatigue, nausea 

and postural hypotension, and was diagnosed with MCD relapse. 

A relapse of MCD is defined as the reappearance of proteinuria, with 

or without hypoalbuminemia, oedema and hyperlipidaemia. Previous 

multiple relapses required steroids. Rituximab was then considered due 

to the development of severe osteoporosis and steroid toxicity. She was 

not appropriate for other treatment options given her age, renal function 

and therefore risk of toxicities. She also experienced a transient ischemic 

attack (TIA) early in her admission, on a background of two previous TIAs 

two years prior. 

Literature Review 
 Nephrotic syndrome is associated with an increased hypercoagulable 

state. Heparin, low molecular weight heparin or warfarin are the 

recommended prophylactic anticoagulants in patients with MCD. There 

are two published case reports detailing apixaban use in MCD for a 

duration of 8 and 12 weeks; neither patient experienced thrombotic 

episodes or serious adverse effects. Primary literature indicates that 

rituximab is a safe and effective off-label treatment for MCD, however no 

large long term trials have 

been published.   

 

Pharmacist Interventions, Case 
Progress and Outcomes 
Aspirin was commenced for secondary prevention of TIA and 

prophylactic enoxaparin for thromboembolism risk. Bleeding and 

purpura occurred at the injection site for enoxaparin and then 

heparin, and warfarin was deemed inappropriate for this patient. The 

pharmacist’s literature review revealed little evidence for alternative 

anticoagulants, however apixaban 2.5mg twice daily was trialled. The 

patient received two doses of rituximab 1g, with access to this non-

PBS and non-formulary medication facilitated by the pharmacist. 

Complete remission was achieved and apixaban was ceased after 6 

weeks with no further thromboembolic or bleeding events.  

Conclusion 
This patient had positive outcomes with apixaban for prevention of thromboembolism and 

rituximab for treatment of MCD. This adds to the limited evidence available on the use of 

direct oral anticoagulants in patients with nephrotic syndrome as well as the use of rituximab 

for MCD. The pharmacist contributed to offering alternative options in the setting of patient 

preferences and intolerances to mainstay therapies.   
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Figure 1: Effacement of the epithelial foot processes is seen in minimal change disease1 

Figure 2: Apixaban mechanism of action2 
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