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ABSTRACT

Franco Casino and Mariana Murea discuss today’s knowledge about the ‘incremental dialysis’ concept. Franco Casino
frames the problem by saying that, in the presence of substantial residual kidney function, kidney replacement therapy
can begin with low doses and/or frequencies, to be gradually increased to compensate for any subsequent losses of
residual kidney function, keeping the total clearance above the minimum levels of adequacy. He remarks that studies so
far have documented that this approach is safe. He recognizes that adequate randomized controlled trials (RCTs) are
necessary to confirm the safety and simplify and standardize the practical aspects of this approach. Mariana Murea
objects that most of the evidence gathered so far primarily derives from retrospective and observational studies, which
can be influenced by socioeconomic constraints. She argues for the need for RCTs to provide compelling empirical
evidence on the efficacy of incremental dialysis. Nephrologists are still reluctant to adopt this approach for various
reasons, including unfamiliarity with the method, lack of practical guidance and financial disincentives. Several
countries have ongoing or planned RCTs comparing incremental dialysis with conventional dialysis. These trials can
shift the haemodialysis paradigm if they validate the safety and effectiveness of this approach. The moderators believe
that the results of ongoing trials must be carefully interpreted, and further validation may be needed across different
patient populations or healthcare settings. The ultimate goal is to gather robust evidence that could lead to widespread
adoption of incremental haemodialysis, optimizing treatment, reducing overtreatment, preserving resources and

improving patients’ quality of life.
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More than 60 years after the introduction of kidney replace-
ment therapy (KRT), there is still uncertainty about the most
appropriate approach to start it. The ‘conventional’ approach
of starting dialysis at full dose was adopted essentially for
practical reasons, without being based on any randomized
controlled trial (RCT) and, on the other hand, evidence on the

safety and efficacy of the incremental approach is still sparse
[1]. Franco Casino and Mariana Murea provide complementary
views of the problem in this review. Franco Casino highlights
the concept of incremental dialysis has taken ground in the
realm of peritoneal dialysis but has resistance to being accepted
in patients treated with haemodialysis (HD), while Mariana
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Murea stresses that a randomized controlled trial (RCT) remains
a clinical research and public health need.

THE PRO-VIEW

In the view of Franco Casino, incremental initiation appears to
be the most logical way of initiating KRT, because it is obvious
that less replacement is needed at the beginning, when residual
kidney function is usually present, compared with later stages
when residual kidney function may be very reduced or absent.
Although adequate RCTs are needed before the incremental
approach can become the standard way to initiate KRT, it cannot
be ignored that three recent systematic reviews [2-4] found
results almost uniformly favourable to incremental HD. The
first systematic review [2] analysed all available observational
studies evaluating at least one of the following outcomes:
all-cause mortality, residual kidney function loss and time to
full-dose dialysis. There were 22 studies, 15 in HD and 7 in
peritoneal dialysis (PD). Incremental PD was defined as <3
daily dwells in continuous ambulatory PD and <5 sessions per
week in automated PD, while incremental HD was defined as
<3 HD sessions/week. When compared with the full dialysis
dose, incremental dialysis (incremental HD or incremental PD)
had an overall mortality risk of 1.14 [95% confidence interval
(CI) 0.85-1.52] and were associated with a lower mean residual
kidney function loss (difference —0.58 mL/min/month, 95% CI
0.16-1.01). Overall, the time to initiation of full-dose dialysis
was 12.1 months (95% CI 9.8-14.3), with no difference between
incremental HD and incremental PD. This systematic review
concluded that ‘Incremental dialysis allows longer preservation
of residual kidney function, thus deferring full-dose dialysis by
about 1 year in HD and PD with no increase in mortality risk’ [2].

In contrast to the first review [2], which analysed obser-
vational studies involving incremental PD and/or incremental
HD, the second review [3] focused only on incremental HD;
in addition to observational studies, it included two recently
published pilot feasibility RCTs [5, 6]. Incremental HD was de-
fined by <3 sessions per week or lasting <3.5 h with stan-
dard thrice weekly treatment. The primary outcome was mor-
tality; secondary outcomes included treatment-emergent ad-
verse events, loss of residual kidney function, quality of life and
cost-effectiveness. Twenty-six studies, comprised of 24 cohort
studies and 2 pilot feasibility RCTs that totalled 101 476 partic-
ipants, were analysed. No differences in mortality were found
between conventional-start and incremental-start HD (hazard
ratio = 0.99; 95% CI 0.80-1.24). Cohort studies suggested similar
hospitalization rates, while the two pilot feasibility RCTs sug-
gested reduced hospitalization risk with incremental HD initi-
ation. Data on other treatment-emergent adverse events and
quality of life were limited. However, one of the two pilot fea-
sibility RCTs [6] found that neither fluid overload nor hyper-
kalaemia episodes differed significantly between the two arms;
on the contrary, bicarbonate levels were significantly lower in
incremental HD patients, indicating that supplementation may
be required. An unexpected result of this pilot RCT [6] was the
absence of signals in favour of better preservation of residual
kidney function by incremental HD compared with the conven-
tional regimen, in contrast to the findings of observational stud-
ies. However, as the authors acknowledge, ‘this may reflect a lack
of power’ [6], and therefore further studies are required. The con-
clusions were: ‘Confirmation of the safety of incremental HD ini-
tiation in a large randomized controlled study would support its
widespread adoption, particularly given the apparent cost ben-
efit’ [3].

The third review included a total of 36 original articles
(138939 participants) [4]. The mortality rate and cardiovascu-
lar events were similar between incremental and conventional
HD with odds ratios (OR) of 0.87 and 0.67, respectively. However,
hospitalization rates and loss of residual kidney function were
significantly lower in patients treated with incremental HD (OR
0.54 and 0.31, respectively). Vascular access complications, hy-
perkalaemia and volume overload were not statistically differ-
ent between groups.

In closing, Franco Casino points out that appropriate RCTs
are still needed to simplify the practical management of incre-
mental dialysis, which is currently relatively challenging, espe-
cially in HD. The National Kidney Foundation Kidney Disease
Outcomes Quality Initiative clinical practice guidelines have al-
ready incorporated the concept that the dose and/or frequency
of PD or HD may be lower at the initiation of dialysis, in the
presence of substantial residual kidney function, expressed by
residual kidney clearance of urea (Kru), and that the dialysis
dose should be progressively increased to compensate any sub-
sequent reduction in Kru [7, 8]. The basic rule is that the weekly
sum of Kru and dialytic urea clearance (Kd) should always be at
least equal to a pre-established adequate level and that any re-
duction in Kru should be replaced by the same weekly amount
of Kd [7, 8]. In the case of PD, its adequacy must be expressed by
a weekly Kt/V >1.7, and the weekly PD dose (Kt/V) to be admin-
istered is obtained as follows: Kt/V = 1.7 - Kru x 10 080/V, where
V is the patient’s urea distribution volume (V), usually estimated
with the Watson formula [7].

In the case of incremental HD, an evidence-based adequacy
criterion has not yet been established. Therefore, it can be provi-
sionally based on one of the two available equivalent continuous
clearances, i.e. standard Kt/V (stdKt/V) [8] and the new version
of equivalent renal urea clearance (EKRU) [9]. The suggested ad-
equate value of stdKt/V is 2.1 units/week [8], and the dialysis
dose to be administered is as follows: dialysis stdKt/V = 2.1-
Kru x 10 080/V. The formal calculation of stdKt/V requires using
the double-pool urea kinetic model; however, a simple formula
is also available [8]. Unfortunately, a simple method that pro-
vides the precise, adequate dialysis dose (Kt/V) to be prescribed
is lacking, and for this reason, many physicians often prescribe
a very high dialysis dose—which is not necessarily useful and
could actually be harmful for residual kidney function—to guar-
antee a stdKt/V value not less than 2.1 units/week. A simple tool
to meet this need has been published recently [10], a further sim-
plified version of which is being proposed here (Figs 1 and 2). In
brief, the suggested minimum adequate value of EKRU, according to the
recently introduced ‘variable target model’ [9], which emphasizes the clin-
ical value of Kru, is computed as follows: EKRU = 10-1.5 x KRUN, where
KRUN = Kru/V x 35 L [1]. Of note, the above expression implies that each
mL/min/35 L of KRUN is worth 2.5 mL/min/35 L of Kd.

The comparison of the graphs in Fig. 1A and C shows that EKRU al-
lows incremental HD for Kru and Kt/V values lower than those required by
stdKt/V. Of note, the analysis of Fig. 1B and D supports the hypothesis that
stdKt/V overestimates the dialysis requirement in incremental HD, espe-
cially in once-weekly HD. In fact, in the incremental HD program adopted
by Casino et al., stdKt/V would have classified the once-weekly treatment
inadequate in 66% of cases in a cohort of 76 patients on once-weekly HD,
who had probably been adequately treated, having had, on average, a long
survival [11]. Figure 2A illustrates a recent proposal [1] aimed at simpli-
fying the management of incremental HD. Instead of continually adjust-
ing the dialysis dose as KRUN decreases, a constant eKt/V of 1.05 is sug-
gested along with an increase in dialysis frequency as KRUN approaches
certain critical levels: once-weekly HD could be maintained until KRUN is
>3 mL/min/35 L and twice-weekly HD until KRUN is >1.5 mL/min/35 L, be-
fore switching to the conventional thrice-weekly rhythm. Figure 2B and C
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B stdKt/V < 2.1 in 50/76 (66%) patients who had probably been
well-treated on 1HD/wk, having survived long term
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Figure 1: Comparison between stdKt/V and EKRU. (A, C) The curves predicting the required dialysis dose (eKt/V_req) to obtain stdKt/V = 2.1 volumes/week or EKRU = 10—
1.5KRU mL/min/35 L, on 1, 2 and 3 sessions per week regimens, respectively. (B, D) The distribution of delivered stdKt/V and EKRU, respectively, in a group of 76 patients
on once-weekly HD: 66% of them should be classified as inadequately treated according to the stdKt/V criterion but only 20% of them according to the EKRU criterion.
Symbols: 1HD/wk = 1 HD session per week; 2HD/wk = 2 HD sessions per week; 3 HD/wk = 3 sessions per week; eKt/V = equilibrated Kt/V; KRUN = normalized Kru

(mL/min/35 L).

simplify, for routine use, the more accurate method introduced by the
above tool [10] to calculate KRUN and eKt/V, to evaluate the adequacy of
dialysis, to provide the Kd value to be prescribed to obtain eKt/V = 1.05
(Fig. 2B), and the blood flow rate required to achieve the prescribed Kd value
(Fig. 2C).

Incremental dialysis is a rational way to start KRT. This
is well accepted in PD, but not yet in HD. While await-
ing further evidence from ongoing and future RCTs, based
on the available data, we can suggest that, in most pa-
tients, incremental HD could be started with a once-weekly
treatment, then moved to two and then three dialysis treat-
ments per week. Frequent residual kidney function monitor-
ing is necessary, as well as constant maintenance of the ad-
equacy of the overall therapy and not just the dialytic one.
In practice, incremental dialysis should be seen as a thera-
peutic means integrated with the therapy implemented in the
conservative phase, which must be substantially maintained,
with appropriate adjustments, even in the subsequent dialysis
phase.

THE CON-VIEW

Mariana Murea begins by saying that, like Newton’s first law of
motion, the widespread practice of conventional HD, consisting
of thrice-weekly HD treatment initiation, is a form of clinical in-
ertia. Indeed, a gradual onset and escalation of dialysis sessions,
carefully adjusting to a patient’s remaining kidney function and

comprehensive health status [12], is suggested by an expand-
ing collection of scientific studies [13]. Yet, conventional HD, a
practice borne in societies ostensibly unaffected by depletable
resources, resembles an object that has steadfastly maintained
its trajectory [3].

In the realm of healthcare, the force that can disrupt clini-
cal inertia is usually science—that is, empirical evidence show-
ing an alternative treatment methodology is either superior in
effectiveness or similarly effective but less taxing for both pa-
tients and society. Empirical evidence-shaping practice primar-
ily falls into two categories: observational studies, with natu-
rally gathered and database-derived results, and RCTs, which
systematically confirm hypotheses often derived from observa-
tional studies. In the last three decades, over 20 retrospective
database-derived and prospective observational studies have re-
ported that less than thrice-weekly HD, compared with con-
ventionally dosed thrice-weekly HD, conferred similar patient
survival, similar or better quality of life, and a slower decline
in residual kidney function [3]. Two pilot RCTs involving pa-
tients with new-onset chronic HD and residual kidney function
demonstrated the feasibility of randomization and implemen-
tation of an incremental prescription of initial twice-weekly fol-
lowed by thrice-weekly HD versus conventional HD [5, 6]. While
these pilot studies were not powered to compare clinical out-
comes, patient safety outcomes such as hospitalization rate
were more favourable in the incremental HD group than the con-
ventional group |5, 6].
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Figure 2: Simplifying the prescription and evaluation of incremental HD. The graph in (A) is the same as in Fig. 1C, with the addition of a dotted horizontal line which
corresponds to a constant eKt/V of 1.05, which crosses the once-weekly treatment line at KRUN around 2.8 mL/min/35 L, and therefore, for greater safety, a KRUN
limit of 3 mL/min/35 L can be accepted. Similarly, a KRUN limit of 1.5-2 mL/min/35 L can be accepted for twice-weekly treatment. The equations in (B) are taken from
reference [9], with slight modifications. The graph in (C) was also obtained with the equations reported in reference [9]. Symbols: Kru = kidney urea clearance (mL/min);
UUN = urinary urea nitrogen (mg/dL); BUN = blood urea nitrogen (mg/dL); UO = urine output (mL/day); KRUN = normalized Kru (mL/min/35 L); spKt/V = single pool
Kt/V; Ln = natural logarithm; R = post-dialysis BUN/pre-dialysis BUN; PIDI = preceding interdialytic interval (days); Td = session length (min); UF = ultrafiltration per
session (kg); BW = post-dialysis body weight (kg); eKt/V = equilibrated Kt/V; V = urea distribution volume (mL); Kd = dialyser urea clearance (mL/min); Qb = blood

flow rate (mL/min); KoA = dialyser urea mass transfer-area coefficient (mL/min).

It is essential to underscore that less frequent HD schedules
often included in retrospective and observational studies were
predominantly a by-product of socioeconomic limitations rather
than clinically guided decisions toward incremental HD [3]. Not
only does miscategorization under ‘incremental HD’ distort the
interpretation of the results, but it also undermines potential
benefits associated with said treatment. Studies explicitly stat-
ing socioeconomic factors as the cause for decreased HD fre-
quency found that patients undergoing less than thrice-weekly
HD demonstrated a higher prevalence of hospitalization and
mortality (Table 1). Interestingly, in some studies, when scarce
dialysis resources and socioeconomic dynamics affected HD fre-
quency, medical factors such as age, smoking habits and coex-
isting diseases—rather than HD frequency—primarily impacted
patient outcomes. Conversely, when less than thrice-weekly HD
was delivered as a form of incremental HD, in line with pre-
served residual kidney function and clinical symptomatology,
patients exhibited either comparable or superior outcomes rel-
ative to their counterparts treated with conventional HD [3].

This scientific knowledge, substantial as it is, has not swayed
the prevailing practices of conventional HD [14]. Nevertheless,
this might not come as a surprise. To extend the metaphorical
analogy, the effectiveness of a force in changing an object’s tra-
jectory depends on several factors, including any existing or op-
posing forces, its point of application, the object’s mass and—not
least—the magnitude of the force. Let us realize that opposing
forces in the field of incremental HD are numerous and pow-
erful [15]. Due to unfamiliarity and limited practical exposure,
nephrologists trained under the tenet of conventional HD often

find it challenging to adopt alternative models like incremental
HD. Physicians might hesitate to provide less HD even when it
could be sufficient, anticipating that patients might decline ad-
ditional HD if recommended it later. While this possibility exists,
its prevalence has not been quantified by existing registry data
studies. Prospective data collection in RCTs will clarify the ex-
tent and clinical implications of patients’ fidelity to transitioning
from less to more frequent HD.

In its point of application, unlearning a decades-long doc-
trine of conventional HD is a complex undertaking. This is fur-
ther exacerbated by additional time demands for healthcare
professionals necessitated by the individualization of HD pre-
scriptions. Although recent guidelines underscore the signifi-
cance of residual kidney function for patients, practical guidance
towards incremental HD implementation remains scant. Exist-
ing quality metrics not only do not require reporting of residual
kidney function but they enable the maintenance of predeter-
mined dialysis dosing of thrice-weekly HD treatments. Finally,
the financial aspects of medical care can determine the success
or failure of new treatment models, regardless of the scientific
principles involved. A downstream decrease in dialysis revenue
from incremental HD will undoubtedly hinder its broad accep-
tance. In regions where medical practice is driven by fee-for-
service, a profound alteration in the reimbursement algorithm
is necessary. Thus, analogous to moving a large mass, effecting
new behaviour throughout the dialysis workforce needs a signif-
icant force to bring about meaningful change.

What force could catalyse a domino effect, enabling
widespread implementation of incremental HD? The answer,
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Table 1: A summary of observational studies and RCTs on HD prescription.

(A) Observational studies of less than thrice-weekly HD in settings of socioeconomic limitations

Study

Cohort

Results

Aoun et al. (2022), Lebanon [S1]

Xinghui Lin et al. (2012) and (2018),

China [S2, S3]

Mukherjee et al. (2017), India [S4]

Nieves-Anaya et al. (2021), Mexico [S5]

Panaput et al. (2014), Thailand [S6]

Stankuviene et al. (2010), Lithuania [S7]

76 patients shifted from thrice-weekly to
twice-weekly HD as a means of cost savings

1041 patients on twice-weekly HD and 1531
patients on thrice-weekly HD

35 patients on twice-weekly HD and 82
patients on thrice-weekly HD

44 patients on twice-weekly HD and 44
patients on thrice-weekly HD

504 patients on twice-weekly HD and 169
patients on thrice-weekly HD

121 patients on once-weekly HD, 874 patients
on twice-weekly HD and 1433 patients on
thrice-weekly HD

After conversion to twice-weekly HD: higher
interdialytic weight gains; no differences in
serum potassium, haemoglobin or
hospitalization rate

Similar survival between the treatment
groups. Age, body mass index, serum
albumin and weekly Kt/V were predictors of
patient mortality

No significant difference in hospitalization or
mortality rates between the two groups.
Weight gain, ultrafiltration rates, blood
pressures and haemoglobin were more
favourable in the thrice-weekly patients

Higher rates of undernutrition, volume
overload, hospitalization and death in
patients treated with twice-weekly HD

Similar survival rate and times to
hospitalization between the treatment
groups. Significant predictors for death were
serum albumin, current smoking, age and
the Index of Coexistent Disease

Patients treated with twice-weekly HD had
higher mortality rate than those treated with
thrice-weekly HD

(B) Observational and randomized controlled trials in HD

Subject studied

Conclusions from observational studies

Conclusions from RCTs

Dialysis dose

Haemoglobin target

Statin use

Timing of dialysis initiation

Diffusion alone vs diffusion and
convection

More intensive dialysis dose correlates with
improved patient outcomes [S8-S10]

There is a linear relationship between higher
haematocrit levels and a reduced risk of
death [S12]

Statis are associated with reduced mortality
in patients on dialysis [S14]

Studies before the year 2000: initiating
dialysis at an earlier stage improves patient
survival rates. Studies after the year 2000:
early dialysis initiation is associated with
higher mortality rates [S16]

Results are varied, showing either improved
patient survival, or no discernible difference,
when comparing haemodiafiltration with HD
[S18]

There is no significant difference in mortality
rates or cardiovascular outcomes between a
higher (equilibrated Kt/V 1.53) or lower
(equilibrated Kt/V 1.16) dialysis dose [S11]

Higher target haematocrit levels lead to a
higher mortality rate compared with those
achieved with lower target levels [S13]

Statin use is associated with higher mortality
[S15]

The rate of all-cause mortality is similar
whether dialysis is initiated later or earlier
[517]

Mixed results, showing either no significant
difference or better all-cause or
cardiovascular mortality between
post-dilution high-volume
haemodiafiltration and HD [S19, S20]

Differences in effect estimates between observational studies and randomized controlled trials in nephrology have been studied by Kimachi et al. [S21].
Supplementary references [S1] to [S21] are listed in the Supplementary Material.

proposed by many, points towards the compelling methodology
of RCTs [8], dubbed as the ‘gold standard’ in health research.
Clinical trials contrasting incremental and conventional HD
are underway or imminent in eight countries spanning three
continents (Table 2) [16-18]. RCTs can critically evaluate the

established normalization of conventional HD by assigning
patients with new-onset chronic dialysis and ongoing residual
kidney function to either conventional or incremental HD.
The potential to induce a paradigm shift may emerge if RCTs
validate incremental HD safety. Ultimately, this could spur
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Figure 3: Forces and counterforces that shape the prescription of incremental HD.

a holistic reconfiguration of HD norms, influenced by robust
scientific evidence, clinical practice, stakeholder engagement
and policy reform (Fig. 3).

Why are RCTs the more potent catalyst for healthcare trans-
formation? Critiques of observational studies primarily target
physician-induced selection bias and occult confounding fac-
tors, potentially inflating the perceived efficacy of certain treat-
ments. Yet much of dialysis practice is substantially directed by
findings of observational studies due to a scarcity of clinical tri-
als in this field. RCTs, where conducted, have considerably in-
fluenced practices. In the field of HD, many treatment strategies
initially supported by observational data were later refuted by
clinical trials. It is worth noting that such trials have catalysed
paradigm shifts in HD dosing, haemoglobin targets and timing
of HD initiation (Table 1). Thus, learning from historical observa-
tional studies scrutinized by RCTs, the nephrology community
has reserved judgment on the effects of incremental HD on hos-
pitalization rates, patient survival and renal function variation.

The viewpoint defaming observational studies while exalting
RCTs as the ‘gold standard’ is, however, increasingly contested.
Strategically conducted observational studies deploying ad-
vanced biostatistics afford cost-effectiveness, timely results and
diverse patient representation, potentially rivalling their ran-
domized peers. Recent large-scale analyses in non-nephrology
spheres found negligible treatment effect differences between
well-conducted observational studies and RCTs. Undeniably,
contemporary observational studies utilizing methods such as
propensity score matching certainly have enhanced optimism
regarding the effectiveness of incremental HD [19]. Nonetheless,
persistent large discrepancies between observational studies
and RCTs have remained noted in studies involving sicker
populations, including nephrology studies.

An ethical argument against assigning individuals with suf-
ficient residual kidney function to conventional HD has been
raised [20]. Indeed, while some groups of nephrologists have
aptly adopted incremental HD, this is by no means a globally em-
braced practice. In ongoing RCTs, the study enrolees are or will
be those already recommended treatment with conventional HD
by their healthcare provider because of the many as-of-yet un-
surmounted roadblocks to incremental HD.

Limitations of clinical trials are to be acknowledged. Clinical
trials are costly, demand significant time and effort, and require
navigating systemic and bureaucratic hurdles that act like
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friction forces. Results from RCTs must not be taken at face
value. Details such as data quality, statistical power, participant
selection, randomization stratification factors, follow-up
duration and analytic strategies must be transparently com-
municated. Investigative rigor in tracking treatment crossovers,
collecting variables associated with both nonadherence and
clinical outcomes, and comparison with real-world HD nonad-
herence, will be crucial to deduce the generalizability of RCT
results. Furthermore, results from one RCT often necessitate
further validation through additional trials in different patient
populations or healthcare settings.

The onus is on the scientific community to employ advanced
scientific tools and compile substantial, authentic evidence. This
marks not a conclusion, but a pivotal initiation. RCTs should
prepare targeted data collection on clinical outcomes, patient-
reported outcomes, intervention fidelity, and the administrative
cost of incremental HD. Demonstrating clinical parity between
incremental and conventional HD could reduce overtreatment
and optimize resource use while affording better patient quality
of life. Understanding these outcomes across varied scales and
practices will yield insights for scalability while fuelling momen-
tum to tackle ensuing challenges.

To achieve broad-spectrum adoption of incremental HD, it
will be necessary to redesign interdependent facets of dialysis
care. Dynamic educational methods on incremental dialysis will
need to reach a range of healthcare providers, such as physi-
cians, advanced practice providers, nurses and dialysis dieti-
cians. Improvements should permeate quality metrics for mon-
itoring and reporting residual kidney function in tandem with
its integration into dialysis prescriptions. The need to establish
capable IT infrastructures within the realm of dialysis digital
health records that calculate and integrate kidney function mea-
surements in dialysis dosing is significant. An optimized dialy-
sis reimbursement policy to accommodate individualized care
while maintaining the economic health of the dialysis work-
force is a prerequisite to render incremental HD available for
all patients who would benefit. Hopefully, data from RCTs on
the effectiveness of incremental HD will spur a multidimen-
sional paradigm shift involving all relevant stakeholders. Above
all, while undertaking an intensive study of incremental HD,
whether it involves prospective cohorts or RCTs, we must pre-
vent history from repeating itself and ensure the principle shap-
ing dialysis care is empirical evidence of individualized care.
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In closing, the moderators note that the realm of healthcare is
perpetually evolving, with clinical trials serving as the bedrock
upon which medical advancements are validated. These trials
should be meticulously designed to test the efficacy and safety
of new treatments, interventions and protocols. In the specific
context of incremental HD and PD, ongoing trials are being con-
ducted to assess its viability and benefits over conventional,
thrice-weekly regimens. Investigators overseeing these trials are
tasked with a responsibility that goes beyond mere observation
of results. They must ensure that the data derived from these
trials is clinically relevant. While preliminary results may sug-
gest benefits, such as reduced mortality or improved cardiovas-
cular outcomes, these findings must be interpreted cautiously.
It is indeed essential to consider factors such as the study pop-
ulation’s size and diversity, the trial’s duration and the specific
endpoints being measured. A critical aspect of this cautious ap-
proach is the need for further validation across different patient
populations and to explore the acceptance by patients, in par-
ticular when it comes to increasing the weekly frequency. Incre-
mental dialysis, be it HD or PD, may show promise in a controlled
trial setting with a homogeneous patient group, but its effective-
ness and safety must be proven in a broader demographic. This
includes patients of varying ages, ethnicities and comorbid con-
ditions. Additionally, healthcare settings play a significant role
in the applicability of trial results. The infrastructure, resources
and staff training in a high-end, urban medical centre may dif-
fer drastically from those in rural or under-resourced clinics. In
other instances, such as Germany, whole reimbursement sys-
tems would need to be altered if incremental HD or PD are
proven effective and safe (currently, the weekly flat reimburse-
ment requires 3 sessions per week or a minimum Kt/V other-
wise, financial cuts would ensue). Hence, what works in one set-
ting may not transfer directly to another without adjustments
and accommodations. Robust evidence is needed to pave the
way for the widespread adoption of incremental dialysis. This
evidence must convincingly demonstrate that this approach can
optimize treatment by aligning it more closely with the pa-
tient’s needs. It should also show a reduction in overtreatment—
avoiding unnecessary dialysis sessions that may not contribute
to better outcomes and could even lead to complications or di-
minished quality of life. Moreover, there is an economic dimen-
sion to consider. Healthcare resources are finite, and their judi-
cious use is paramount. Incremental dialysis has the potential to
preserve these resources by reducing the frequency of dialysis
sessions, thus saving on materials, machine time and staffing.
This could lead to significant cost savings for healthcare systems
already burdened by the high expenses associated with kidney
failure treatment. Improving patients’ quality of life is perhaps
the most crucial aspect of any new treatment protocol. Dialy-
sis is a life-sustaining treatment for those with kidney failure,
but it comes with a substantial burden, both physically and psy-
chologically. Incremental dialysis could mitigate this by offering
a more personalized treatment schedule that allows for greater
flexibility and less disruption to patients’ lives.

In conclusion, while the promise of incremental dialysis is
significant, the path to its integration into standard care prac-
tices still needs rigorous scrutiny and validation. The mod-
erators of this debate maintain that only through thorough
examination and cross-contextual validation can we ensure
that incremental dialysis provides tangible benefits across the
spectrum of patient populations and healthcare environments,
ultimately leading to an evidence-based shift in treatment

paradigms that enhances patient care and optimizes resource
utilization.
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