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Introduction 

Patients undergoing chronic intermittent hemodialysis have 

a high risk of cardiovascular morbidity and mortality 

Of the potential risk factors involved, retention of uremic 

toxins in the middle molecular mass range (0.5–40 kD) 

might play an important role 

Leber HW, Wizemann V, Goubeaud G, Rawer P, Schutterle G.  Simultaneous hemofiltration / hemodialysis: 

an effective alternative to hemofiltration and conventional hemodialysis in the treatment of uremic patients. 

Clin Nephrol 9:115-121, 1978 

Hemodiafiltration (HDF) and probably originated from 

work done in the late 70’s by Leber et al. in Giessen, 

Germany 





Maurizio Nordio et al 2012,AJKD 
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Why haemofiltration might 

be an answer to a better 

renal replacement 

modality?? 



Diffusion is the movement of  waste (solutes) from higher 

to lower concentration 

Diffusion 



Convection is the movement of waste (solute) with fluid 

flow, also known as solute drag 

Convection 



Diffusive vs. Convective Transport 
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Practice Pattern of HDF 

Not practised in the US 

Prevalence of HDF ranged from 1.8% in Spain to 
20.1% in Italy 

Canaud B et al  KI 2006 June- DOPPS Data 





Possible benefits of HDF 

Previous two landmark trials 

1) HEMO 

2) MPO 



N Engl J Med 2002;347:2010-9. 





The risk of death from any cause, the primary 
outcome, was the same in the high and standard 
dose groups (RR of 0.96 for high versus standard 
dose, CI of 0.84 to 1.10) and in the high and low 
flux groups (RR of 0.92).  

The risk of the main secondary outcomes was also 
the same for both dialysis doses and both flux 
groups. 

Subgroup analysis revealed a survival benefit for 
patients with more than 3.7 years of dialysis 
receiving high flux dialysis (32 % lower risk than 
the low flux group).  



JASN 2009 



Results 
Patients with serum albumin ≤4 g/dl had 

significantly higher survival rates in the high-
flux group compared with the low-flux group 
(P =0.032). 

secondary analysis revealed that high-flux 
membranes may significantly improve survival 
of patients with diabetes. 





Evidence –Positive Trials 

Canaud B, et al. Mortality risk 
for patients receiving HDF 
versus HD European results 
from DOPPS. Kidney Int 2006  

Observational trial  
(DOPPS) 

35% lower mortality risk  with HDF  
compared to low-flux hemodialysis 

Jirka T, et al Mortality risk for 
patients receiving 
hemodiafiltration versus 
hemodialysis. Kidney Int 2006 

Observational 
,prospective study 
.EuCliD from 56 clinics 
in Czech Republic, 
Hungary, Italy, and UK ( 
2564 patients) 

After adjustment for age, gender, co-
morbidities, and time on 
renal replacement therapy, mortality 
risk reduction was 35.3% 

 Panichi V et al, RISCAVID trial  
NDT 2008 

Italy ( Tuscany) 757 HD 
patients.observational 
prospective study 

HDF was associated with an 
improved cumulative survival 
independent of the dialysis dose. 



Evidence- Negative Trials 











 

Now What?? 

Who and When?? 



Possible beneficial groups?? 

 

 

1) Patients with high beta 2 microglobulin 











 

 

2) Frequent Hypotensive Episodes/ 
Hemodynamic instability 







 

 

3) Uncontrolled phosphate level? 





Technical Aspect 













Discussion/Conclusion 

1) Current evidence still does not support 
superiority of HDF compared to conventional 
HD 

2) Special groups of chronic HD patients might 
get benefits from HDF compared to HD 

3) Future prospective randomised trials are 
needed. 
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