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Abstract
Background—The association of survival with characteristics of thrice-weekly hemodialysis (HD)
treatment including dose or duration of treatment has not been completely elucidated, especially
among different race and sex categories.

Study Design—We examined the associations of time-averaged and quarterly varying (time-
dependent) delivered HD dose and treatment time and 5-year (7/2001–6/2006) survival.

Setting/Participants—88,153 thrice-weekly treated HD patients from DaVita dialysis clinics.

Predictors—HD treatment dose (single pool Kt/V) and treatment time.

Outcomes/Other Measurements—Five-year mortality.

Results—Thrice-weekly treatment time below 3 hrs (but >=2.5 hrs) per HD session compared to
3.5 hrs or longer (but <5 hrs) was associated with increased death risk independent of Kt/V dose.
The greatest survival gain of higher HD dose was associated with a Kt/V approaching the 1.6 to 1.8
range, beyond which the survival gain was minimal, non-existent or even tended to reverse in African
American men and those with 4 to 5 hrs of HD treatment. In non-Hispanic white women, a Kt/V
above 1.8 continued to exhibit survival advantage trends esp. in time-dependent models.
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Limitations—Our results may incorporate uncontrolled confounding. Achieved Kt/V may have
different associations than targeted Kt/V.

Conclusions—HD treatment dose and time appear to have different associations with survival
among different sex or race groups. Randomized controlled trials may be warranted to examine these
associations across different racial and demographics groups.

Keywords
Hemodialysis dose; hemodialysis treatment time; malnutrition-inflammation-complex syndrome;
racial disparities

Introduction
Currently over 90% of the 350,000 Americans with dialysis-dependent chronic kidney disease
(CKD) undergo thrice-weekly hemodialysis (HD) treatment, usually between 3 to 4 hrs per
treatment session in one of the 5,000 dialysis clinics in the United States.[1] Despite the recent
popularity of more frequent or home-based therapy modalities such as short daily or nocturnal
hemodialysis treatments,[2] it seems likely that the majority of HD outpatients will continue
with the traditional thrice-weekly modality at least in the near future. Even though it was once
believed that longer or higher doses of hemodialysis treatment would improve survival, a recent
randomized controlled trial known as the HEMO Study [3] did not detect survival advantage
for higher dialysis dose or the use of higher flux dialysis membranes. Subgroup analyses of
the HEMO Study data, however, suggested that certain groups of HD patients such as women
may benefit from higher hemodialysis doses.[3]

The dose of weekly hemodialysis treatment per patient is usually measured using the
dimensionless term Kt/V.[4,5] The prescribed Kt/V was traditionally developed as the product
of the coefficient of dialysis membrane clearance (K) and treatment time (t) divided by the
virtual volume of urea distribution (V), whereas the delivered Kt/V is measured using urea
kinetic modeling.[4,5] The National Kidney Foundation Kidney Disease Outcome Quality
Initiative (KDOQI) guidelines on Dialysis Adequacy recommended target ranges for dialysis
treatment including a Kt/V of at least 1.2 for HD patients.[6,7] Some Large Dialysis
Organizations (LDO) including DaVita strive to achieve Kt/V values greater than 1.4 or even
higher minima. Higher Kt/V values can be the result of longer hemodialysis treatment sessions
or higher flux membranes as well as smaller body sizes, i.e., smaller V. However, it is not clear
whether longer hemodialysis sessions is independently associated with greater survival,
irrespective of the magnitude of the Kt/V[8,9] or vice versa. Furthermore, the cumulative effect
of the dialysis dose over time on long-term survival is unclear. It is not known whether higher
combined dose of Kt/V over time is associated with greater survival across different sex or
racial subgroups of CKD patients, especially when African Americans are compared to other
patients.

In the current study, we examine a contemporary 5-year cohort of over 88,000 HD patients,
with special focus on sex and racial differences. We hypothesized that longer hemodialysis
treatment sessions or higher doses of Kt/V over time are independently associated with lower
mortality even after adjustment for potential confounders. We also hypothesized that these
associations may exhibit clinically relevant differences across sexes and races.
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Methods
Patients

We extracted, refined, and examined data from all individuals with CKD stage 5 who
underwent HD treatment from July 2001 to June 2006, i.e., for 5 consecutive years, in one of
the outpatient dialysis facilities of a United States based LDO, i.e., DaVita (prior to its
acquisition of former Gambro dialysis facilities). The study was approved by the Institutional
Review Committees of both Los Angeles Biomedical Research Institute at Harbor-UCLA and
DaVita Clinical Research. Because of the large sample size studied, the anonymity of the
patients studied, and the non-intrusive nature of the research, the requirement for a written
consent form was exempted.

Clinical and Demographic Measures
The creation of the cohort has been described previously.[10–15] To minimize measurement
variability, all repeated measures for each patient during any given calendar quarter, i.e., over
a 13-week or 3-month interval, were averaged and the quarterly means in each of the 20
calendar quarters were used in time-dependent analyses. In addition to quarterly values, time-
averaged values were calculated for up to 20 calendar quarters (q1 to q20) for the Kt/V, pre-
and post-hemodialysis weight, and each other laboratory and clinical measure for each patient
over the 5-year study period. Subsequently, all monthly to quarterly values were averaged over
the 5-year observation period to create “time-averaged” values.

Dialysis vintage was defined as the duration of time between the first day of dialysis treatment
and the first day that the patient entered the cohort. The first (baseline) study quarter for each
patient was the calendar quarter in which patient's vintage was >45 days during at least half of
the time of that quarter.

Laboratory Measures
Blood samples were drawn using uniform techniques in all of the DaVita dialysis clinics and
were transported to the DaVita Laboratory in Deland, Florida, typically within 24 hrs. All
laboratory values were measured by automated and standardized methods in the DaVita
Laboratory. Most laboratory values were measured monthly, including serum urea nitrogen,
creatinine, albumin, calcium, phosphorus, bicarbonate, and total iron-binding capacity (TIBC).
Serum ferritin and intact PTH were measured at least quarterly. Hemoglobin was measured at
least monthly in essentially all patients and weekly to bi-weekly in most patients. Most blood
samples were collected pre-dialysis with the exception of the post-dialysis serum urea nitrogen
(SUN) that was obtained to calculate urea kinetics.

Dialysis Dose
The Kt/V (single pool) was calculated using urea kinetic modeling equations that are derived
from the following equation:[5,16,17]

where R is the ratio of post-dialysis to pre-dialysis SUN or Ct/C0, t the duration of HD treatment
time in hours, UF is the amount of ultrafiltration (in liters) during the given HD session,[18]
W is the post-dialysis weight (in kg), and C0 and Ct are the pre- and post-HD concentrations
of SUN. The urea kinetic modeling equations used in DaVita laboratories to calculate Kt/V
are more complex, and computational software programs are employed.
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Statistical Methods
Survival analyses included both conventional and time-dependent Cox proportional hazards
regression modeling using both time-averaged (over 5-years) and quarterly averaged (over
(each 13-week or 3-month calendar quarter or season) values, respectively. For each analysis,
three models were examined based on the level of multivariate adjustment: (I) An unadjusted
model that included mortality data, HD dose or HD treatment time (in either continuous or
ordinal format) and entry calendar quarter (q1 through q20); (II) Case-mix adjusted models
that included all of the above plus age, gender, race and ethnicity (African Americans and other
self-categorized Blacks, Non-Hispanic Whites, Asians, Hispanics and others), diabetes
mellitus, categories of dialysis vintage (<6 mos, 6 mos to 2 yrs, 2–5 yrs and ≥5 yrs), primary
insurance (Medicare, Medicaid, private and others), marital status (married, single, divorced,
widowed and other or unknown), the standardized mortality ratio of the dialysis clinic during
entry quarter, and residual renal function during the entry quarter; and (III) Malnutrition-
inflammation-cachexia syndrome (MICS) adjusted models which included all of the covariates
in the case-mix model as well as 12 surrogates of nutritional status and inflammation, including
BMI, and 11 laboratory variables as surrogates of the nutritional state or inflammation or
minerals having known association with clinical outcomes in HD patients: (1) serum albumin,
(2) serum TIBC, (3) serum ferritin; (4) serum creatinine, (5) serum phosphorus, (5) serum
calcium, (7) intact PTH, (8) serum bicarbonate, (9) peripheral white blood cell count (WBC),
(10) lymphocyte percentage, and (11) hemoglobin. The normalized protein nitrogen
appearance (nPNA) also known as normalized protein catabiolic rate (nPCR) was not included
due to its known correlation with Kt/V.[16,18] Patients who were transplanted, switched to
peritoneal dialysis or left DaVita clinics were censored at the time of the event. Plots of log [-
log (survival rate)] against log (survival time) were performed to establish the validity of the
proportionality assumption.

Additional sensitivity analyses were performed in the first 3-years (7/2001–6/2004) of this 5-
year cohort, since comorbidy data as well as data on use of dialysis catheter were available in
the 3-year cohort. Restricted cubic spline graphs were also utilized for time-dependent analyses
as described previously [19–23] to illustrate systematic relations between Kt/V and death
hazard across 4 groups of sex (women vs. men) and race (African Americans vs. non-Hispanic
whites) in the 3-year (7/2001–6/2004) subcohort of the same patients with additional case-mix
adjustments for comorbid states, smoking status and use of dialysis catheter. The cubic spline
method also served to examine the non-linear associations of continuous Kt/V as an alternative
to inappropriate linearity assumptions and to better examine interactions of sex and race with
Kt/V.[24] Interaction terms based on sex and racial categories were included in most analyses.
Missing covariate data (under 1% for most laboratory and demographic variables) were
imputed by the mean or median of the existing values. Most analyses were carried out with the
SAS, version 9.1, SAS Institute, Inc (www.sas.com). Time-dependent analyses with cubic
spline graphs were carried out using Stata version 10.1 (Stata Corporation, www.stata.com).

Results
The original 5-year (7/2001–6/2006) national database of all DaVita HD patients included
152,058 adult subjects. After deleting those patients who did not maintain at least 45 days of
hemodialysis treatment (9,151 patients from the first 19 calendar quarters and 3,579 patients
from the last quarter), 139,328 HD patients remained. Out of the latter population, we identified
88,153 HD patients, in whom 90% or more of the monthly delivered Kt/V calculations were
available, in whom the HD treatment times were recorded electronically and were stable (<0.5
hrs variability in >90% of the treatment sessions) over the observation period, and who had
undergone thrice-weekly HD between 2.5 hrs and 5 hrs per treatment session. The latter range
was chosen as an additional assurance to exclude short-daily or long nocturnal HD patients,
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although these modalities were present in <1% of HD patients between 2001 and 2006. These
patients had a median cohort-time of 738 days. Demographic and survival data among the
51,175 HD patients not included in this study were similar to the main cohort (data not shown).
Figure 1 shows the secular trends of the quarterly averaged Kt/V and HD treatment over the 5
years of the cohort. In the first (q01) vs. last (q20) calendar quarter, Kt/V and HD treatment
time (mean±SD) were 1.54±0.33 and 201±61 min vs. 1.55±0.36 and 213±59 min, respectively.

We divided the hemodialysis treatment time into four a priori selected categories of <3 hrs, 3
to <3.5 hrs, 3.5 to <4 hrs, and 4 hrs or longer (Table 1). As shown in Table 1 only 5.5% of
patients (mostly women) had a HD treatment time shorter than 3 hrs per session. Patients who
underwent longer HD treatment consisted of more men and more African Americans, and were
younger and substantially heavier than the other three groups. The average Kt/V was between
1.58 and 1.64 with tendency towards lower values across longer HD treatment times.

Table 2 shows which exact HD treatment time (in minutes) was used by at least 1% of the HD
patients during a representative calendar quarter (Quarter 12, or April to June 2004). As shown
in Table 2, 75% of the HD patients of this calendar quarter received HD treatments in 15 minute
increment time. Of note, 63% of patients in the 4th group (>=4 hr treatment) received exactly
4 hrs of HD treatment.

We divided the delivered Kt/V into eight a priori selected groups of <1.0, ≥2.2 and 6 groups
of 0.2 increments in-between. Table 3 shows the eight a priori selected groups of delivered
Kt/V. Crude morality was the lowest in the highest Kt/V group, even though patients in the
latter group had the smallest body size and lowest proportion of African Americans, both
usually associated with higher mortality.[25] We also examined bivariate and multivariate
adjusted correlations between Kt/V and relevant variables in the entire cohort. The Kt/V was
negatively correlated with measures of body size, and positively with nPNA (nPCR). It
exhibited a weak positive association with HD time and a weak negative association with serum
phosphorus (data not shown).

The original eight Kt/V groups were collapsed into 4 groups of <1.2, 1.2 to <1.5, 1.5 to <1.8
and ≥1.8 to be comparable with the 4 groups of hemodialysis time. Figure 2 shows the crude
mortality of the four groups of HD treatment time across 4 commensurate groups of Kt/V.
Within each of the four Kt/V groups the longest HD treatment time (4 hrs or more but <5 hrs)
appeared associated with the lowest crude mortality, but this apparent survival advantage was
more prominent in lower Kt/V ranges than the higher ones.

In order to examine and compare the associations of time-averaged Kt/V and HD time with
mortality, Cox regression was used to obtain hazard ratios of each of these measures while
adjusted for the other measure as well as interaction terms for sex and race. As shown in the
Left Panel of Figure 3 the greatest survival was associated with a Kt/V above 1.6, especially
1.6 to 2.0, whereas Kt/V below 1.4 was associated with 50% to 100% increased death risk
compared to the Kt/V in the 1.6 to 1.8 range (reference). As shown in the right Panel of Figure
3, a longer HD treatment was associated with the greater survival, although in multivariate
adjusted models including for Kt/V, no obvious survival difference between 3.5 to <4 hrs and
≥4 hrs of was observed. Figure 4 shows the Kt/V-mortality associations within each of the 4
HD time increments. The survival advantage of Kt/V in 1.6 to 2.0 range appeared somewhat
consistent across the different HD time groups although subtle differences were observed with
Kt/V above 2.0 (see Figure 4).

We also examined the Kt/V-mortality associations separately within 4 categories of sex and
race (Figures 5 and 6). As shown in Figure 5, a more prominent reverse J-shape or U-shape
trend towards worsening survival with higher Kt/V values were observed in African Americans
and in men, in that Kt/V above 2.2 was associated with increased mortality (compared to the
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reference group of 1.6–<1.8). Time-dependent survival analyses using quarterly varying Kt/V
values in the 3-year subcohort of 38,919 HD patients (with an averaged Kt/V of 1.54±0.31),
after adjustment for case-mix, body size measures, comorbid conditions and dialysis catheter,
showed similar cubic spline trends with a U-shape association in African American men,
whereas non-Hispanic white women showed an almost linear survival advantage of higher Kt/
V doses (see Figure 6). Figure 7 shows similar race and gender subgroup analyses for the HD
time increments indicating that women tend to show more prominent survival advantages of
longer HD treatments. Additional sensitivity analyses in subgroups of patients with or without
a dialysis catheter or with blood flow rates (QB) below 350 ml/min or 300 ml/min (as additional
surrogates of catheter use) showed similar associations (data not shown).

Discussion
We studied 88,156 thrice-weekly treated HD patients in a US based LDO for up to 5 years
from July 2001 through June 2006. HD time below 3 hrs per treatment session, compared to
3.5 hrs or longer, was associated with increased death risk independent of Kt/V dose. The
greatest survival gain of higher HD doses was seen with a Kt/V approaching 1.6 to 1.8 range,
beyond which the survival gain was minimal or non-existent. Indeed in African American men,
a Kt/V above 1.8 (compared to 1.6 to <1.8) appeared associated with increased mortality.
Similar U-shape or reverse J-shape Kt/V-survival trends were also noted among those receiving
4 hrs or more (but <5 hrs) HD per treatment session. However, in time-dependent models non-
Hispanic white women showed an almost linearly continued survival advantage of Kt/V above
1.8. Because the time-averaged Kt/V findings are based on the average of all monthly delivered
Kt/V values over the entire study period, if causal the associations are indicative of a cumulative
effect of the dialysis dose over time, rather than one point in time. These findings may have
important implications for the provision of adequate dialysis dose and treatment time across
different sex and race subgroups of HD patients.

The 5-year survival of only 35% seen among dialysis patients in the United States [1] is worse
than that for most types of cancer in the 21st century.[26] Although almost half of the deaths
in dialysis patients are attributed to cardiovascular disease, traditional cardiovascular risk
factors such as hypercholesterolemia, hypertension, diabetes mellitus or obesity have not been
shown to explain this high mortality.[25–27] Several non-traditional risk factors, however, are
uniquely associated with mortality in HD patients including – but not limited to – dialysis
adequacy,[7] nutritional and inflammatory status,[28–30] bone and mineral disorders,[20,31,
32] and anemia.[10,33–35] Whereas nutritional status, esp. lower levels of albumin,[36]
prealbumin[21] or TIBC values,[19] continues to remain the strongest survival predictor in
dialysis patients, it is generally expected that better, longer or more frequent dialysis treatment
should improve nutritional status and, hence, survival.[37]

Even though most [38–44] but not all [45] previous observational studies indicated survival
advantages of higher HD dose, the randomized controlled HEMO Study [3] did not confirm
such observational findings when comparing higher HD dose (Kt/Vsp of 1.71±0.11; where
Vsp is single-pool V) compared to the control group (Kt/Vsp of 1.32±0.09) in 1,846 HD patients.
African Americans, however, composed over 60% of the HEMO Study subjects,[3] as
compared to 30% to 35% of HD patients across the nation and in our study. Additional analyses
by Greene et al advanced the hypotheses that the “dose-targeting bias” may explain these
discrepancies.[46,47] Nevertheless, the sustained expectation about the role of dialysis
adequacy has led to heightened efforts to revive and to popularize frequent (daily or nocturnal)
dialysis in order to improve clinical outcomes.[48,49]

Two HD treatment-related factors implicated in the poor outcome of HD patients are the
delivered HD dose, usually measured as Kt/V, and the size of molecules removed.[49] It has
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been postulated that, independent of Kt/V, longer HD treatment sessions (e.g.,>3.5 hrs) could
more effectively remove larger molecules, such as beta-2 microglobulin, the accumulation of
which is implicated as a cause of adverse outcomes in dialysis patients.[50] In the National
Cooperative Dialysis Study, HD time was an independent predictor of greater survival with p
value of 0.06.[51] We found that HD time shorter than 3.5 hrs were associated with increased
mortality relative to 3.5 to 4 hrs independent of case-mix. This association was reduced after
further adjustment for laboratory surrogates of nutritional and inflammatory status, although
the latter adjustment may be incorrect if longer HD time exerts a survival benefit by improving
the nutritional status of dialysis patients.

We found that low values of both time-averaged and time-dependent Kt/V over the observation
period was consistently associated with higher mortality, in that compared to a Kt/V in 1.6 to
1.8 range, a Kt/V <1.6 was associated with incrementally higher increased mortality (Figures
2 through 6). However, our analyses showed that the survival advantage of increasing Kt/V
above 1.8 is either negligible or non-existent. Indeed, in the case-mix adjusted model, a Kt/V
above 2.0 was associated with slight increase in mortality. Subgroup analyses across combined
sex and race categories found that this U-shaped association was most prominent in African
American men (Figures 5 and 6) and those whose HD treatment time was less than 3 hrs or 4
hrs or longer (Figure 4). Consistent with our findings, several observational studies have
proposed that an increased HD dose is associated with greater survival in whites as compared
with blacks,[41] in white women as compared with black men,[42] in smaller patients,[42] and
possibly in patients with diabetes as compared with nondiabetic patients.[43] Subgroup
analysis in the HEMO study suggests that the high Kt/V had a greater benefit in women but
not in whites or patients with diabetes.[3] Because of the strong association between sex and
body size, the issue of possible dependence of the dose effect on size is complex.[46].Although
the observational nature of these associations must caution causal interpretation, the U-shape
or reverse J-shaped associations for the thrice-weekly HD regimen may indicate that unusually
high dialysis doses (such as weekly Kt/V above 2.0) may not be beneficial and might even be
harmful, especially among African Americans and/or men. The latter observation might reflect
the sensitivity of African Americans to larger swings in serum potassium (leading to
disequilibrium and/or arrhythmias) [52] or to higher ultrafiltration volumes.[53]

A limitation of our study is that we could not examine some factors associated with different
levels of delivered Kt/V such as patient compliance or missed treatments, dialysis membrane
type and type of practice patterns.[54] It is possible that factors that lead to higher delivered
Kt/V dose such as better treatment compliance or superior patient care are independently
associated with greater survival, although we observed only weak associations of Kt/V with
available clinical and laboratory values. These limitations reflect the observational nature of
our study. We also lacked detailed and updated data of comorbid states and explicit laboratory
markers of inflammation such as C-reactive protein. However, our 3-year subcohort included
comorbid conditions and dialysis catheter status, which were adjusted for. Even our MICS
adjusted models included many laboratory values, because higher HD dose may lead to greater
survival by virtue of improving the nutritional status, MICS adjusted models may be misleading
due to adjustment for these intermediates. If so, the case-mix adjusted models are more
appropriate. The strengths of our study include: (1) Its contemporary nature, since all patient
data were obtained from the 21st century (2001–2006); (2) uniform laboratory measurements,
with all laboratory data obtained from one single facility, (3) large sample size; (4) time
averaged Kt/V and laboratory data, with most values representing means of up to 60 monthly
measurements; and (5) examining a 5-year cohort rather than shorter (1 to 3 year) periods of
time as in previous studies.[39,40]

In conclusion, in a large cohort of HD outpatients, who were observed for up to 5 years during
the first decade of the 21st century, we found that both time-averaged and time-dependent
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delivered Kt/V below 1.6 or HD time shorter than 3 hrs per session was associated with
increased mortality. We observed no consistent survival advantage with Kt/V above 2.0 or HD
time greater than 4 hrs (but <5 hrs). Treatment dose and time appeared to have different
associations with mortality among different sex or race groups. These associations, although
observational in nature, are consistent with some but not all findings of the HEMO Study. [3]
The latter study was performed almost a decade ago and represents a different patient
population.[55] Given the high mortality in dialysis patients, the major policy implications of
dialysis treatment regimens, and the recent heightened enthusiasm about frequent or longer
HD treatment strategies, studies of dialysis adequacy need to continue.[48] Subgroup analyses
remain important and may warrant new controlled trials by comparing racial and gender groups.
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Figure 1.
Secular trends of the quarterly averaged Kt/V and HD treatment over the 5 years of the cohort.
Footnote: Standard deviation (SD) are not includes to provide better visualization of the fine
trends over time. In the first (q01) vs. last (q20) calendar quarter, Kt/V and HD treatment times
(mean±SD) were 1.54±0.33 and 201±61 min vs. 1.55±0.36 and 213±59 min, respectively.
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Figure 2.
Five-year crude mortality of 88,153 HD patients across four groups of HD treatment times and
4 strata of Kt/V (7/2001–6/2006).
Footnote: Crude rate calculations are based on patient numbers in each group.
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Figure 3.
Death hazard ratios of HD treatment measures in 88,153 HD patients over 5 years (7/2001–
6/2006). Left panel: Death hazard ratios of time-averaged Kt/V (single-pool). Right panel:
Death hazard ratios of HD treatment time.
Footnote: Underlying bars indicate number of HD patients in each group. Note that the survival
analyses include interaction terms for sex and race.
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Figure 4.
Death hazard ratios of time-averaged Kt/V (single-pool) across 4 mutually exclusive groups
of HD time in 88,153 HD patients (7/2001–6/2006)
Footnote: Note that the survival analyses include interaction terms for sex and race.
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Figure 5.
Death hazard ratios of time-averaged Kt/V (single-pool) groups across 4 mutually exclusive
sex and race categories in 88,153 HD patients (7/2001–6/2006)
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Figure 6.
Cubic splines (solid lines) and 95% confidence levels (dashed line) of the case-mix adjusted
death hazard ratios of time-dependent quarterly varying Kt/V (single-pool) across 4 mutually
exclusive sex and race categories in 38,919 HD patients (7/2001–6/2004).
Footnote: Note that that the case-mix adjustments include all demographic variables in the
time-averaged analyses, plus comorbid states, smoking status and use of catheter.
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Figure 7.
Death hazard ratios of the 4 HD treatment time groups across 4 mutually exclusive sex and
race categories in 88,153 HD patients (7/2001–6/2006)
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Table 2

Hemodialysis treatment time from a representative calendar quarter

HD Treatment Time Groups Sample size Proportion (%) Kt/Vsp (mean ± SD)

Group 1: <3hr (n=3,139 [6.7%])

 2 hrs & 30 min (150 min) 606 1.3 1.69 ± 0.47

 2 hrs & 45 min (165 min) 596 1.3 1.67 ± 0.32

Group 2: 3 to <3.5 hrs (n=12,683 [26.9%))

 3 hrs (180 min) 7,379 15.7 1.63 ± 0.34

 3hrs & 15 min (195 min) 2,574 5.5 1.63 ± 0.28

Group 3: 3.5 to <4 hrs (n=15,083 [32.1%])

 3 hrs & 30 min (210 min) 9,188 19.5 1.62 ± 0.31

 3 hrs & 45 min (225 min) 2,491 5.3 1.59 ± 0.28

Group 4: >= 4hrs (n=16,111 [34.25%])

 4hrs (240 min) 10,246 21.8 1.60 ± 0.32

 4 hrs & 15 min (255 min) 1,162 2.5 1.52 ± 0.25

 4 hrs & 30 min (270 min) 1,195 2.5 1.51 ± 0.29

Other HD patients with <1% per group 11,579 24.6

All HD patients in quarter 47,016 100 1.61 ± 0.32

Data are from the 12th calendar quarter (out of 20 quarters analyzed for the study), comprising records from May, June and July 2004. Only treatment
time groups (in minutes of treatment) that include more than 1% of the patients in quarter 12 are listed. Note that patients with treatment time <2.5
hrs or >5 hrs per session were excluded. Abbreviations and definitions: Kt/Vsp, single-pool Kt/V; Hd, hemodialysis.
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