INTRODUCTION: Nephrotic syndrome is associated with venous and arterial thromboembolism. Nephrotic syndrome increases the risk of thrombus formation via various mechanisms. Definitive evidence based guidelines on prescribing anticoagulation for patients diagnosed with nephrotic syndrome of various underlying aetiology has not been published and our experience with this case urged us to highlight the necessity. Guidance available till date only focuses on anticoagulation in patients with Nephrotic syndrome secondary to Membranous nephropathy.
CASE PRESENTATION: We present a unique case of a female patient who was admitted under stroke team with acute onset of expressive dysphagia and right-sided weakness. CT brain showed left middle cerebral artery territory ischemia and Carotid Doppler confirmed a soft thrombus in left internal carotid artery. She also had pedal oedema, low serum albumin 15g/l (normal range 35-45g/l) and nephrotic range proteinuria (Urine PCR>300mg/mmol) for which Nephrology opinion was requested. Initially treated with high dose steroids empirically and renal biopsy was not undertaken in the acute presentation as she was on anticoagulants for arterial thrombus and already received thrombolysis for acute CVA on admission.
Weaning down steroids resulted in x2 relapses of her nephrotic range proteinuria associated with odema, hence an elective renal biopsy was planned to establish underlying histological diagnosis. Unfortunately she got admitted on the day of her renal biopsy with headaches and found to have venous sinus thrombosis on her CT brain. Her Albumin was found to be below 13g/L and had Urinary PCR was more than1000 mg/dl during both admissions with clots. After bridging her anticoagulation, kidney biopsy was performed and biopsy was suggestive of Minimal change disease on electron microscopy. She was treated with Rituximab (steroid resistant previously) and is in remission now. 
DISCUSSION:  Risk of thrombus formation in Nephrotic syndrome is due to various mechanisms such as 1) Increased plasma levels of factor V and VIII and fibrinogen. 2) Low levels of Protein S and anti-thrombin III. 3) Increased platelet function/activity. Risk of thrombosis in Nephrotic syndrome does vary with type and nature of underlying pathology.
Our case is unique as there is limited literature mentioning about both arterial and venous thrombosis in one patient with underlying nephrotic syndrome. Mahmoodi et al. (in 2008) stated low albumin and proteinuria as high absolute risk and an important predictor for venous thromboembolism (VTE). Although for arterial thrombus low eGFR and multiple classic risk factors were the predictors. Basu A.et al. (in 2015) concluded that anticoagulation may not be enough to prevent VTE and arterial thrombosis in Nephrotic Syndrome and treatment of the underlying pathology is warranted to prevent further thrombotic episodes. The approximate duration of anticoagulation is likely to extend up to the duration of nephrotic state.

[bookmark: _GoBack]CONCLUSION: Arterial and Venous thrombosis in patients with nephrotic syndrome irrespective of the cause can result in significant morbidity as well as mortality. A guideline for anticoagulation in nephrotic syndrome of various underlying aetiologies has not yet been recommended as of to date. We feel more randomised control trials and studies will be required to set indication, duration and type of anticoagulation in Nephrotic syndromes due to various underlying pathological conditions. 
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