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Influence of the lonic Dialysance Monitor on Kt Measurement
in Hemodialysis

Francisco Maduell, MD, PhD, Manel Vera, MD, Marta Arias, MD, Nuria Serra, MD,

Miguel Blasco, MD, Eduardo Bergada, MD, Nestor Fontsere, MD, PhD, Aleix Cases, MD, PhD,

and Josep M. Campistol, MD, PhD

Background: lonic dialysance can provide accurate monitoring of dialysis dose during each
hemodialysis session. Increasingly, hemodialysis machines incorporate devices that measure ionic
dialysance, allowing the dialysis dose to be determined noninvasively in real time and in each session.
Because Kt product was proposed as a measure of hemodialysis dose to avoid the reverse J-shaped
curve between urea reduction ratio or Kt/V and mortality, we investigated whether ionic dialysance
values and Kt measurements are affected by different ionic dialysance monitors (Diascan and online
clearance monitoring [OCM]) and dialysis machines.

Study Design: Four-period crossover.

Setting & Participants: 31 adult long-term hemodialysis patients using 2 different ionic dialysance
monitors in 4 dialysis machines: Diascan in Hospal Integra and Gambro AK-200 machines and OCM in
Fresenius 4008S and 5008 machines.

Predictors: lonic dialysance monitor and machine used in 4 hemodialysis sessions for each
participant.

Outcomes: Kt and Kt/V measured by using ionic dialysance and serum urea nitrogen.

Results: Mean values for initial and final ionic dialysance were similar for Integra and AK-200
machines, both measured by using Diascan, and for the 4008S and 5008 machines, both measured by
using OCM; however, OCM values tended to be greater in the 4008S and 5008 machines. Kt measured
in the 4008S and 5008 machines was greater (59.6 + 12 and 58.6 = 11 L, respectively) than with the
Integra and AK-200 machines (53.4 += 11 and 53.8 + 11 L). Mean urea reduction ratio and Kt/V were
78.0% = 8% and 1.89 * 0.43 for Diascan monitors and 79.6% *+ 8% and 1.99 = 0.44 for OCM monitors,
respectively (P < 0.01). Differences between monitors in Kt determination were caused in part by a real
difference in dialysis effectiveness (6%) and in part by an intermethod difference (4%). Kt adjusted by
Kt/V differences was recalculated, and because of good correlation between Diascan and OCM, we
were able to apply a formula (Kigcy = 1.08 Kipiascan — 2; 1 =0.95) that allowed both Kt quantification
methods to be compared.

Limitations: Nonblinded nonrandomized small sample.

Conclusions: Kt is a valid method for judging dialysis dose in real time by using ionic dialysance
measurements. Adjustments to correct intermethod differences may be necessary to ensure generaliz-
ability among ionic dialysance monitors.
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Editorial, p. 7

Ionic dialysance was proposed to assess dialy-
sis efficiency for small molecules during
dialysis sessions and can be calculated easily
from online inlet and outlet dialysate conductiv-

ity measurements at 2 different steps of dialysate
conductivity. lonic dialysance is equivalent to
urea clearance corrected for recirculation and
can provide accurate monitoring of dialysis dose
in all dialysis sessions.'™

More and more hemodialysis machines have
devices that measure ionic dialysance, allowing
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dialysis dose to be determined noninvasively in
real time and in each session without increasing
costs. Currently, 2 manufacturers produce de-
vices to measure ionic dialysance and Kt. Hospal
(Medolla, Italy) developed the Diascan biosen-
sor," which was first incorporated into the Moni-
tral machine and subsequently into the Integra
and AK-200 monitors (Gambro, Stockholm, Swe-
den). Using a slightly different method, Frese-
nius Medical Care (Bad Homburg, Germany)
progressively introduced online clearance moni-
toring (OCM) into their 2008, 4008, and 5008
machines.’

In 1999, Lowrie et al® and Chertow et al’
proposed the Kt product (K is urea clearance and
t is dialysis time) as a measure of hemodialysis
dose to avoid the reverse J-shaped curve between
urea reduction ratio (URR) or Kt/V and mortal-
ity. A minimum Kt of 40 to 45 L/treatment for
women and 45 to 50 L/treatment for men was
recommended in a thrice-weekly schedule. In
2005, the same investigators® proposed prescrib-
ing Kt targets in terms of body surface area, a
method that was validated 1 year later.’

The aim of this study is to verify whether ionic
dialysance values and Kt measurements are af-
fected by different ionic dialysance monitors
(Diascan and OCM) and machines (Integra, AK-
200, 4008S, and 5008) to be able to generalize Kt
recommendations to the hemodialysis popula-
tion independently of the monitor used.

METHODS

This study is a single-center open-label prospective study
evaluating Kt measurement in 4 different hemodialysis ma-
chines. The study was carried out in 31 patients, 18 men and
13 women, with a mean age of 59.8 * 15 years (range, 29 to
83 years), in a stable hemodialysis program for 37 * 47
months. Four patients were under short daily hemodialysis
and the remainder was on a thrice-weekly schedule. Under-
lying kidney diseases were chronic glomerulonephritis in 6
patients, nephroangiosclerosis in 8 patients, polycystic kid-
ney disease in 3 patients, chronic tubulointerstitial nephritis
in 4 patients, diabetic nephropathy in 4 patients, amyloidosis
in 2 patients, lupus in 1 patient, and undiagnosed kidney
disease in 3 patients.

All patients underwent 4 hemodialysis sessions with rou-
tine hemodialysis parameters: dialysis buffer with bicarbon-
ate, 1.5- or 1.8-m? high-flux polysulfone or helixone filters,
dialysis time of 260 = 46 minutes, blood flow of 442 *+ 39
mL/min (range, 350 to 500 mL/min), and dialysate flow of
500 mL/min. Mean dry weight was 66.3 = 14 kg. Anticoagu-
lation was performed routinely with low-molecular-weight
heparin. All patients had a native arteriovenous fistula ex-
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cept for 3 who had a tunneled catheter. Residual kidney
function was negligible in all patients. All patients were
studied on the same day of the week (normally midweek).

The only difference among the 4 sessions in each patient
was the dialysis machine. The dialysis machines evaluated
were Hospal Integra, Gambro AK-200, Fresenius 4008S,
and Fresenius 5008. All monitors were equipped with auto-
matic measurement of ionic dialysance, Diascan in the
Integra and AK-200 machines, and OCM in the Fresenius
4008S and 5008 machines. Allocation to a specific dialysis
machine was not performed randomly or in a specified order
because it was assigned to each patient according to dialysis
unit organization and machine availability.

In each dialysis session, predialysis and postdialysis blood
urea nitrogen (BUN) were measured. Blood samples for
BUN analysis were drawn predialysis from dry needle
tubing after insertion of the needle into the vascular access.
Postdialysis samples were obtained immediately at the end
of dialysis after slowing blood flow to 50 mL/min and
stopping the ultrafiltration. Calculation of URR, Kt/V by
means of the Daugirdas second-generation single-pool vari-
able volume formula, and Kt/V by means of the Daugirdas
second-generation formula with correction for rebound (Kt/
V) was performed.'®!! Urea volume distribution (V) was
calculated by using the formulas of Watson et al.!> Kt/V
using ionic dialysance (Dt/V) was calculated with Kt mea-
sured with ionic dialysance divided by V using the Watson
formula.

There are 2 different methods for measurement of ionic
dialysance. The Diascan device chose a step of =1 mS/cm
during a 2-minute period without changes in plasma conduc-
tivity. The Diascan device changes inlet conductivity every
30 minutes and records the change in conductivity at a
second conductance meter at the dialysate waste. From this
change, ionic dialysance and plasma conductivity can be
calculated automatically. The OCM devices monitor the
high/low inlet and outlet conductivity profiles at very fre-
quent intervals and identify steady state as the point when
dialysate conductivity becomes stable in both inlet and
outlet dialysate. The time required to reach steady state is 2
to 3 minutes for each of the sequential high/low profile
segments; thus, total test time for each measurement of
effective conductivity clearance is in the order of 4 to 6
minutes. The target for high dialysate inlet conductivity is
15.5 mS/cm, whereas the target for low dialysate inlet
conductivity is 13.5 mS/cm.'3

To compare the Diascan and OCM biosensors, dialysis
sessions with Diascan (Integra and AK-200 machines) and
OCM (4008S and 5008 machines) were grouped. Because
part of the differences in Kt measurements were caused by a
real difference between devices, we recalculated Kt adjusted
by the Kt/V differences:

Adjusted Ktoem = Ktoom — (Kt/Voem = Kt/ Vpiggean) ¥ V

Initial ionic dialysance, final ionic dialysance, and final Kt
were recorded. Initial ionic dialysance was obtained approxi-
mately 30 minutes after beginning the session, and final
ionic dialysance was obtained during the last hour of the
session. Accumulated final Kt was collected from the moni-
tors at the end of the dialysis session.



Influence of Monitor on Kt Measurement

Table 1. Descriptive Patient Demographics and
Hemodialysis Characteristics

Age (y) 59.8 =15
Men/women 18/13
Vascular access (arteriovenous fistula/

catheter) 28/3
Dialysis time (min) 260 * 46
Blood flow (mL/min) 442 + 39
Dialysate flow (mL/min) 500
Mean dry weight (kg) 66.3 = 14
Interdialytic weight gain (kg) 23111
V, Watson’s formula (L) 346 +5.9

Note: Values expressed as mean = SD or number.
N = 31.

All statistical analyses were performed using the RSigma
Babel (Horus Hardware, Madrid) program. Results are ex-
pressed as arithmetic mean = SD. Analysis of variance
(ANOVA) for repeated-measures data was used in the analy-
sis of differences in quantitative variables. P less than 0.05 is
considered statistically significant. We used the linear corre-
lation coefficient to calculate dependence between 2 vari-
ables. Kt values were compared between methods by using
linear regression and Bland-Altman analyses.

RESULTS

Data were collected from 124 hemodialysis
sessions during a 4-month period. Descriptive
patient demographics and constant hemodialy-
sis characteristics during the study are listed in
Table 1.

Interdialysis weight gain and postdialysis
weight were similar in all study situations (Table 2).
Mean values for initial and final ionic dialy-
sance were similar for the Integra and AK-200
machines, both measured by using Diascan, as
well as for the 4008S and 5008 machines, mea-
sured by using OCM (Table 2). However, there
was a tendency toward greater values in the
4008S and 5008 machines, with statistical signi-
ficance in only initial ionic dialysance between
the AK-200 monitor versus the 4008S monitor
(Fig 1).

Mean values for Kt measured in the 4008S and
5008 machines (59.6 = 12 and 58.6 = 11 L,
respectively) were greater in comparison to the
Integra and AK-200 machines (53.4 *= 11 and
53.8 £ 11 L; Fig 2). However, a strong signifi-
cant correlation among all machines was ob-
served (Integra versus AK-200, 4008S, and 5008:
r = 0.945, r = 0.940, and r = 0.963, respec-
tively; AK-200 versus 4008S and 5008: r =
0.922 and r = 0.967; Fresenius 4008S versus
5008: r = 0.928).
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Mean URR, Kt/V, and Kt/Vg4p, determined in
dialysis sessions with the 4008S (URR, 79.8% =
8%; Kt/V, 1.99 = 0.46; Kt/V 4, 1.75 = 0.43) and
5008 machines (URR, 79.8% = 8%; Kt/V,
1.99 * 0.46; Kt/V 4, 1.76 = 0.44) were slightly
greater than those obtained with the Integra (URR,
78.4% * 8%; Kt/V, 1.91 = 0.46; Kt/V,, 1.68 =
0.43) and AK-200 machines (URR, 78.0% =
8%; Kt/V, 1.89 % 0.46; Kt/V4,, 1.66 £ 0.43; P <
0.05) in ANOVA repeated-measures analysis
(Table 2).

Dt/V values were obtained (Table 2), which
showed approximately 16% lower values in the
Integra and AK-200 machines in comparison to
Kt/V (P < 0.01) and 5% in comparison to Kt/V 4,
(P < 0.01). However, Dt/V values obtained with
the 4008S and 5008 machines showed 12% lower
values in comparison to Kt/V (P < 0.01) and
were similar to Kt/V,, (P = not significant; Fig 3).
A strong significant correlation between Dt/V
measured by using Diascan (derived by ionic
dialysance) and Kt/V,, (derived from pre/postdi-
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Figure 1. Comparison of different measures of (A)
initial and (B) final ionic dialysance (expressed in milliliters
per minute) among dialysis machines (Hospal Integra,
Gambro AK-200, Fresenius 4008S, and Fresenius 5008).
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Table 2. Interdialytic Weight Gain, Postdialysis Weight, URR, Kt/V, and Initial and Final lonic Dialysance for Each

Study Situation

Hospal Integra Gambro AK-200 Fresenius 4008S Fresenius 5008
Interdialytic weight gain (kg) 222 £ 0.94 233 +1.22 225+ 1.15 244 =111
Postdialysis weight (kg) 66.7 = 14 66.3 = 14 66.3 = 14 66.3 = 14
Initial ID (mL/min) 228 *= 36 225 = 36 236 + 36" 233 *= 36
Final ID (mL/min) 207 = 32 208 = 34 213 = 31 215 = 32
Kt (L) 53.4 = 11 53.8 = 11 59.6 = 121 58.6 = 121
DtV 1.57 £ 0.36 1.58 = 0.32 1.75 + 0.381% 1.72 + 0.371%
URR (%) 782 8 778 £8 79.8 + 81§ 79.5 + 81§
KtV 1.89 £ 0.44 1.88 = 0.45 1.99 + 0.461§ 1.98 = 0.451%
KtV gp 1.66 = 0.41 1.65 = 0.42 1.75 + 0.431§ 1.74 + 0.421%

Abbreviations: URR, urea reduction ratio; ID, ionic dialysance; Dt/V, Kt/V calculated with Kt (ionic dialysance) divided by V
by using the Watson formula; ANOVA, analysis of variance; Kt/V,, parameter derived from pre/postdialysis blood urea

nitrogen measured from blood sample.

*P < 0.05 with respect to Gambro AK-200 (ANOVA repeated measures).
1P < 0.01 with respect to Hospal Integra (ANOVA repeated measures).
P < 0.01 with respect to Gambro AK-200 (ANOVA repeated measures).
§P < 0.05 with respect to Hospal Integra (ANOVA repeated measures).

alysis BUN with blood sample) was observed
(r = 0.917), and also between Dt/V measured by
using OCM and Kt/V 4, (r = 0.925; Fig 4).

To compare the Diascan and OCM biosensors,
dialysis sessions with Diascan (Integra and AK-
200 machines) and OCM (4008S and 5008 ma-
chines) were grouped (Table 3). The Kt values
measured were 53.6 £ 11 L with Diascan and
59.1 = 12 L with OCM (P < 0.001; repeated-
measures ANOVA). The Kt values measured by
using OCM were greater than those measured by
using Diascan, showing intermethod differences.
Only the 4 patients in daily hemodialysis had a
Kt less than 40 L in both methods. A comparative
analysis of Kt by using Diascan versus OCM was
performed using regression analysis. Results of

70-
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<
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Integra AK-200 4008S 5008

Figure 2. Comparison of Kt measurements among
different dialysis machines (Hospal Integra, Gambro AK-
200, Fresenius 4008S, and Fresenius 5008). Analysis of
variance repeated measures, *P < 0.01 versus Integra
and AK-200 monitors.

Kt values measured by using Diascan correlated
closely with those of Kt values measured by
using OCM (r = 0.962; P < 0.001). A Bland-
Altman analysis was performed expressing the
difference between methods (Table 3) and indi-
cated an overall mean difference between Kt
measured by using Diascan and OCM of 5.5 L,
representing approximately 9.8%, a difference
that remained constant over the range of Kt
values (Fig 5). The limits of agreement indicate a
possible error of —5.7% when using Ktocpm
instead of Ktp,;,...n» Which is in acceptable mar-
gins for routine practice.
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Figure 3. Comparison of Kt/V, Kt/Vy,, and Dt/V mea-
surements among different dialysis machines (Hospal In-
tegra, Gambro AK-200, Fresenius 4008S, and Fresenius
5008). Kt/V is by the Daugirdas second-generation single-
pool variable volume formula, Kt/V4, is by the Daugirdas
second-generation formula with correction for rebound,
and Dt/V is Kt measured with ionic dialysance divided by V
(Watson’s formula). Analysis of variance repeated mea-
sures, *P < 0.01 versus Kt/V; P < 0.01 versus Kt/V,.
#P < 0.05 versus Kt/Vy,.
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Figure 4. Correlation between Dt/V (parameter de-
rived by ionic dialysance measured with Diascan or online
clearance monitoring [OCM] monitor) and Kt/V 4, (parame-
ter derived from pre/postdialysis blood urea nitrogen mea-
sured from blood sample).

The Kt values measured by using Diascan
compared with those measured by using OCM
adjusted by Kt/V differences were 53.6 * 11
versus 55.7 = 13 L (P < 0.01; repeated-
measures ANOVA). This latter value continued
to be significantly greater than those measured
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Figure 5. Amplitude of limits of agreement of Kt mea-
sured with Diascan versus online clearance monitoring
(OCM) according to Bland-Altman analysis.

with Diascan, confirming the existence of inter-
method differences. Again, results of adjusted Kt
values measured by using Diascan correlated
closely with those of Kt values measured by
using OCM (r = 0.952; P < 0.001), and Bland-
Altman analysis continued to express the differ-
ence between methods, indicating an overall Kt
mean difference of 2.1 L, representing approxi-
mately 4% (Fig 6). The limits of agreement
indicate a possible error of —7.3% when using
adjusted Ktgcy instead of Ktp;aocans Which is in
acceptable margins for routine practice.

Because an intermethod difference was ob-
served after this adjustment and it was associated
with a good correlation coefficient in Kt values
between the Diascan and OCM monitors, Kt
measured by using Diascan could be modified
for a more precise comparison with OCM moni-
tors by using the following formula:

I(tOCM = 108 * KtDiascan - 2

Table 3. Statistical Comparison Between the Diascan and OCM Modules

Diascan OCM Significance (P)
Kt (L) 53.6 = 11 59.1 =12 <0.01
Adjusted Ktocy (L) 55.7 = 13 <0.01
KtV 1.89 = 0.43 1.99 = 0.44 <0.01
KtVy, 1.65 = 0.41 1.74 = 0.42 <0.01
Urea reduction ratio (%) 78.0 =8 796 =8 <0.01
DtV 1.57 £ 0.34 1.74 = 0.37 <0.01
Adjusted Dt/Vocm 1.63 = 0.38 <0.01

Note: Adjusted Kigey = Ktoem — (KWocm — Kt Vpiascan) *V; adjusted DV = adjusted Kigew/V (Watson’s formula).
Significance: analysis of variance repeated measures.
Abbreviations: Dt/V, Kt/V calculated with Kt (ionic dialysance) divided by V by using the Watson formula; OCM, online

clearance monitoring; Kt/V4,,, parameter derived from pre/postdialysis blood urea nitrogen measured from blood sample.
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Figure 6. Amplitude of limits of agreement of Ktp,scan
versus Kigcy adjusted to Kt/V differences according to
Bland-Altman analysis. Adjusted Ktocy = Kigem — (Kt/
Voem — Kt/Vpiascan) * V. Abbreviation: OCM, online clear-
ance monitoring.

DISCUSSION

This study is the first to compare measurement
of ionic dialysance and Kt with different dialysis
machines, showing that Kt is affected by the
method of determination. The Diascan device
(Integra and AK-200 machines) showed Kt val-
ues lower than the OCM device (4008S and 5008
machines). This difference was caused in part by
a real diminished dialysis dose and in part by
intermethod differences.

Generalized recommendations for dialysis dose
are based on predialysis and postdialysis BUN
samples, which should be measured at least once
a month, although these measurements often are
made bimonthly, quarterly, or less frequently.
The National Kidney Foundation-Dialysis Out-
comes Quality Initiative Clinical Practice Guide-
lines for Hemodialysis Adequacy recommend a
minimum Kt/V of 1.2 and/or a URR of 65%, and
the prescribed dose should be Kt/V greater than
1.3 or URR greater than 70% to prevent the
delivered dose from being less than the recom-
mended minimum dose.'* These recommenda-
tions also were collected in European,'> Austra-
lian,'® and Canadian'’ clinical guidelines.

Because there often is a large difference be-
tween the prescribed and delivered dialysis dose,
dialysis efficiency must be measured regularly.
Recent technical advances permit direct measure-
ment of urea clearance (effective ionic dialy-
sance) during the course of each treatment. Be-
cause an increasing number of hemodialysis
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machines are equipped with ionic dialysis de-
vices, new recommendations should be consid-
ered for continuous dialysis dose monitoring.
Two companies (Hospal-Gambro with the Dias-
can biosensor and Fresenius Medical Care with
the OCM biosensor) offer devices that could be
used to achieve this goal. In 2006, Spanish prac-
tice guidelines'® recommended the use of ionic
dialysance for the follow-up of dialysis dose in
patients undergoing dialysis with these kinds of
monitors.

Various studies used ionic dialysance to calcu-
late Kt/V and observed that although correlation
was good, there were differences between the
Daugirdas monocompartmental or bicompart-
mental Kt/V, showing intermethod variabil-
ity.lg'21 To obtain Kt/V, V must be introduced, a
vague value that can be obtained by using the
anthropometric formulas of Watson et al,'> Hume
and Weyers,22 or Chertow et al,>® 55% of dry
weight, calculations between measured Kt di-
vided by blood Kt/V,** direct dialysis quantifica-
tion,” or bioimpedanciometry.>® Kt/V deter-
mined with ionic dialysance compared with Kt/V
calculated with the second-generation formula of
Daugirdas usually underestimates the correct
value.?*®

Since 1999, Kt was proposed as an alternative
in dialysis dosing with potential advantages. K
and t measurements are real and cannot be ma-
nipulated by the user. The reverse J-shaped sur-
vival curve is avoided if distribution of patients
in quintiles according to URR or Kt/V is re-
placed by Kt values.” The initial Kt recommenda-
tions® were based on sex (minimum Kt of 40 to
45 L for women and 45 to 50 L for men). In the
earlier studies of Lowrie et al® and Chertow et
al,” Kt was estimated on predialysis and postdi-
alysis BUN measurements, multiplying Kt/V by
V (estimated by means of bioelectrical imped-
ance analysis or the anthropometric formula of
Chertow).

In 2005, the same investigators® recommended
individual adjustment of Kt values to body sur-
face area. In that study, Kt was measured system-
atically by using OCM devices in 33,328 patients
dialyzed with OCM monitors. One year later,
these indications were validated® in 59,644 pa-
tients, also dialyzed with OCM devices in Frese-
nius machines, showing that in patients receiving
4to07,7 to 11, or 11 L or more less than the Kt
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prescribed, mortality would increase by 10%,
25%, and more than 30%, respectively.

In patients dialyzed with monitors equipped
with ionic dialysance, Spanish practice guide-
lines'® recommended a Kt greater than 45 L or a
Kt value individualized to body surface area. In a
recent study”® of 51 patients, we reported that
although all patients fulfilled Kt/V recommenda-
tions when dialysis dose was evaluated by using
Kt, only 60% reached the target. These results
suggest that Kt allows better discrimination of
dialysis adjustment by identifying some patients
who perhaps do not reach an adequate dialysis
dose because of their sex or body surface area.

Because Kt recommendations were made by
using OCM with Fresenius machines, and in this
study, we observed intermethod differences be-
tween Diascan and OCM, a formula that allows
comparison of different Kt quantification meth-
ods is required to generalize Kt recommenda-
tions independently of the monitor used.

In this study, the Kt measured by using Dias-
can (Integra and AK-200 machines) was 5.5 L
less (~10%) than OCM (4008S and 5008 ma-
chines). No differences were found between ma-
chines that used the same ionic dialysance biosen-
sor. Differences between Diascan and OCM in
Kt measurement were caused in part by a real
diminished dialysis dose. Kt/V or Kt/V, mea-
sured by using Diascan showed lower values
(0.1) than those with OCM, which, when multi-
plied by V, represents 3.4 L of the total Kt (~6%
less). This real difference between monitors could
be explained by technical characteristics and no
effective dialysis time during dialysis sessions
caused by blood pump stops (arterial, venous, or
transmembrane pressure alarms), dialysate flow
control differences, or recurrent internal specific
tests for each machine; for example, unlike the
4008 and 5008 machines, dialysis time does not
stop in the Integra and AK-200 machines when
intradialysis alarms appear, which could repre-
sent around 1 L less of Kt for each 5 minutes of
no effective dialysis time at 200 mL/min of ionic
dialysance.

The other reason for differences observed in
Kt measurement was intermethod variation, be-
cause Kt measured by using Diascan after Kt/V
adjustment compared with OCM was 2.1 L less
(~4%). Initial ionic dialysance already supports
this observation because when measured by us-
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ing Diascan, it showed values of 10 mL/min less
(~4%) compared with OCM. Because this inter-
method difference was associated with a good
correlation coefficient, Kt measured by using
Diascan could be adjusted to achieve a more
precise comparison with OCM by using the
suggested formula.

We conclude that Kt is a valid method for
judging dialysis dose if ionic dialysance measure-
ments are available. This method provides accu-
rate monitoring of dialysis dose in real time and
in all dialysis sessions. To comply with Kt recom-
mendations, adequate adjustments are required
to correct the intermethod differences observed
in this study so that these recommendations may
be generalized independently of the method or
monitor used.
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