Current Controlled Trials in
Cardiovascular Medicine

BioMed Central

Open Access

Research

Effect of increased convective clearance by on-line
hemodiafiltration on all cause and cardiovascular mortality in
chronic hemodialysis patients – the Dutch CONvective TRAnsport
STudy (CONTRAST): rationale and design of a randomised
controlled trial [ISRCTN38365125]
E Lars Penne*1, Peter J Blankestijn1, Michiel L Bots2, Marinus A van den
Dorpel3, Muriel P Grooteman4, Menso J Nubé4,5, Ingeborg van der Tweel6,
Piet M ter Wee4 and the CONTRAST study group
Address: 1Department of Nephrology, University Medical Center Utrecht, Heidelberglaan 100, 3584 CX Utrecht, The Netherlands, 2Julius Center
for Health Sciences and Primary Care, University Medical Center Utrecht, Universiteitsweg 100, 3584 CG Utrecht, The Netherlands, 3Department
of Internal Medicine, Rijnmond-Zuid Medical Center, Clara Location, Olympiaweg 350, 3078 HT Rotterdam, The Netherlands, 4Department of
Nephrology, VU Medical Center, De Boelelaan 1117, 1081 HV Amsterdam, The Netherlands, 5Department of Internal Medicine, Medical Center
Alkmaar, Wilhelminalaan 12, 1815 JD Alkmaar, The Netherlands and 6Center for Biostatistics, Utrecht University, Padualaan 14, 3584 CH Utrecht,
The Netherlands
Email: E Lars Penne* - e.l.penne@azu.nl; Peter J Blankestijn - p.j.blankestijn@azu.nl; Michiel L Bots - m.l.bots@jc.azu.nl; Marinus A van den
Dorpel - dorpelm@mcrz.nl; Muriel P Grooteman - mpc.grooteman@vumc.nl; Menso J Nubé - m.j.nube@mca.nl; Ingeborg van der
Tweel - i.vandertweel@bio.uu.nl; Piet M ter Wee - pm.terwee@vumc.nl
* Corresponding author

Published: 20 May 2005
Current Controlled Trials in Cardiovascular Medicine 2005, 6:8

doi:10.1186/1468-6708-6-8

Received: 03 May 2005
Accepted: 20 May 2005

This article is available from: http://cvm.controlled-trials.com/content/6/1/8
© 2005 Penne et al; licensee BioMed Central Ltd.
This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0),
which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

End stage renal diseasehemodialysishemodiafiltrationconvective transportmiddle moleculesmortalitycardiovascular diseaseoutcome

Abstract
Background: The high incidence of cardiovascular disease in patients with end stage renal disease
(ESRD) is related to the accumulation of uremic toxins in the middle and large-middle molecular
weight range. As online hemodiafiltration (HDF) removes these molecules more effectively than
standard hemodialysis (HD), it has been suggested that online HDF improves survival and
cardiovascular outcome. Thus far, no conclusive data of HDF on target organ damage and
cardiovascular morbidity and mortality are available. Therefore, the CONvective TRAnsport
STudy (CONTRAST) has been initiated.
Methods: CONTRAST is a Dutch multi-center randomised controlled trial. In this trial,
approximately 800 chronic hemodialysis patients will be randomised between online HDF and lowflux HD, and followed for three years. The primary endpoint is all cause mortality. The main
secondary outcome variables are fatal and non-fatal cardiovascular events.
Conclusion: The study is designed to provide conclusive evidence whether online HDF leads to
a lower mortality and less cardiovascular events as compared to standard HD.
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Background and rationale
Atherosclerotic cardiovascular disease (CVD) is common
among hemodialysis (HD) patients. In fact, approximately 50% of the deaths is attributed to cardiovascular
causes, which is much higher than in the general population [1]. In addition, chronic HD patients suffer from
atherosclerotic complications at a relatively younger age
and die younger from ischemic heart disease [2]. The origin of CVD in chronic HD patients is most probably
multi-factorial, as the extremely high prevalence in this
patient group is not easily explained by traditional risk
factors, either alone or in combination [3]. In recent years,
other contributing factors have emerged, including the
accumulation of uremic toxins, disturbances in the
immuno-inflammatory system, as reflected by a chronic
micro-inflammatory state, increased oxidative stress, and
endothelial dysfunction [4-6]. In particular the retention
of larger uremic toxins, the so-called middle molecules
(MM, molecular weight [MW] 0.5 – 50 kDa), may play an
important role in the pathogenesis of CVD [7,8]. Therefore, it is conceivable that dialysis modalities with superior MM removal reduce CVD and improve survival.
In contrast to diffusive dialysis strategies, which mainly
remove small MW solutes, such as urea and creatinine,
convective dialysis strategies are particularly effective in
the removal of larger molecules. In hemodiafiltration
(HDF), diffusive and convective transport are combined,
providing an optimal removal of both small and larger
MW substances up to the range of 30 – 40 kDa. Clinical
studies have shown that beta-2-microglobulin (β2 m),
which is a typical MM with a MW of 11.8 kDa and therefore incapable of passage through the membrane of low
flux devices, is effectively removed during HDF leading to
lower pre-dialysis levels in the long term [9,10]. Similarly,
the removal of other MM such as advanced glycation endproducts (AGEs), leptin, and complement factor D is
enhanced by convective transport [11-13]. Apart from the
increased MM clearance, it has been suggested that HDF
improves the removal of smaller molecules that are highly
protein bound, due to a better elimination of the
unbound fraction [14]. With respect to homocysteine,
which is >90% protein bound, the observed decrease may
also be explained by an improved removal of uremic substances with inhibitory effects on its metabolism [15].
Finally, it has been shown that treatment with online HDF
leads to lower plasma phosphate concentrations, as compared to standard HD [16,17].
At present, it is unclear whether HDF has a favourable
effect on the micro-inflammatory state in dialysis patients.
Although a reduction of pro-inflammatory proteins has
been shown during HDF [18], anti-inflammatory
cytokines may also be removed. Of note, besides solute
removal, other factors may influence the inflammatory-
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state as well, such as the bio-incompatibility of the dialyser membrane and the microbiological quality of the
dialysate [19,20]. Considering oxidative stress and
endothelial dysfunction, data on the effects of HDF on
these parameters are limited.
In summary, compared to standard HD, HDF improves
the uremic state by an increased clearance of MM and
other, mainly protein bound, uremic toxins. Circumstantial evidence implies that these effects result in less vascular damage and ultimately in decreased cardiovascular
morbidity and mortality (figure 1). Although observational studies suggest that online HDF improves cardiovascular outcome in chronic HD patients [21,22], two
small randomised studies failed to show any differences
between online HDF and standard HD [23,24]. However,
the latter analysis lacked adequate power to detect differences in clinical endpoints.
Based on the above-mentioned theoretical considerations, the scarcity of reliable clinical data, and the growing
interest in convective techniques under nephrologists, the
CONvective TRAnsport STudy (CONTRAST) has been initiated. CONTRAST is a randomised controlled trial investigating the effects of online HDF on clinical endpoints,
compared to low-flux HD. If online HDF indeed leads to
an improvement in CV morbidity and mortality, this finding will imply a breakthrough in the treatment of chronic
HD patients.

Methods
Objectives
The primary objective of CONTRAST is to assess the effect
of on-line HDF on all cause mortality, when compared to
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standard low-flux HD. The main secondary outcomes are
fatal and non-fatal cardiovascular events. Other secondary
outcome measures include differences between treatment
regimens on the progression of left ventricular mass index
(LVMi), as assessed by echocardiography, the progression
of atherosclerosis as assessed by measurement of carotid
intima-media thickness (CIMT) and the progression of
arterial stiffness, as assessed by measurement of aortic
pulse wave velocity (PWV). Furthermore, several laboratory markers of endothelial function, inflammatory state,
and oxidative stress will be assessed over time and compared between the two treatment groups. In addition, subjective global assessment (SGA) is performed in the study
patients as a measure of nutritional state, and a questionnaire is used to investigate the effects of on-line HDF on
quality of life.
Study design
In this randomised controlled trial, participants are randomised centrally into a 1:1 ratio for treatment with
online HDF or treatment with low-flux HD.
Randomisation is stratified by the participating centres
and occurs in blocks. The follow-up period is three years.
At present, 24 dialysis centres have agreed to recruit the
required number of patients. The study is conducted
according to good clinical practice (GCP) guidelines.
Patients
The in- and exclusion criteria are given in table 1. Since the
study results may be of importance for chronic HD
patients of all ages, no upper age limit has been set. Severe
incompliance is defined as non-adherence to the dialysis
prescription, especially the frequency and duration of
dialysis treatment. Permission for participation in other
(e.g. observational) studies will be discussed with and
decided by the executive committee.
Stabilisation period
Before randomisation, patients will be dialysed 3 times
(or 2 times) per week with low-flux synthetic dialysers
(UF-coefficient < 20 ml/mmHg/h) for at least 6 months in
case of a prevalent dialysis patient and at least 2 months
in case of a new dialysis patient.

Blood flow will be maintained at 250–400 ml/min. Anticoagulation is performed with low molecular weight
heparin (LMWH) before HD. Patients on coumarins
receive 50% of the LMWH dose. Treatment times will be
adapted to a target dialysis spKt/V urea of ≥ 1.2 per treatment. Ultra pure water is used for preparation of dialysis
fluid. Bicarbonate is provided from powder cartridges to
avoid the risk of a bacterial load from bicarbonate concentrates. For instance, the biBAGR system (Fresenius) and
BiCartR system (Gambro) will be used. The dialysate flow
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Table 1: Inclusion and exclusion criteria

Inclusion criteria
patients treated by HD 2 or 3 times a week, for at least 2 months.
patients able to understand the study procedures.
patients willing to provide written informed consent.

Exclusion criteria
current age < 18 years
treatment by HDF or high flux HD in the preceding 6 months
severe incompliance
life expectancy < 3 months due to non renal disease
participation to other clinical intervention trials evaluating
cardiovascular outcome

is 500 ml/min and the temperature of the dialysate is
36°C.
Routine patient care
Metabolic control will be performed according to the
guidelines of the Quality of Care Committee of the Dutch
Federation of Nephrology. Anti-hypertensive medication,
lipid lowering therapy, platelet aggregation inhibitors and
medication to treat renal anemia and renal osteodystrophy will also be prescribed according to these guidelines,
and, if not available, according to usual care.
Randomisation
The patients will be randomised as soon as they are considered to be stable. When a patient has been randomised
for low-flux HD, the treatment as performed in the stabilisation period will be continued. Treatment times will be
adjusted only if dialysis spKt/V urea < 1.2 per treatment or
if ultrafiltration goals can not be achieved, according to
the attending nephrologist. When randomised for online
HDF, patients will be treated with a target post-dilution
dose of 6 l/h (~100 ml/min) and a high-flux synthetic dialyser (UF-coefficient > 20 ml/mmHg/h). Blood flow will
be set at >300 ml/min, if possible, in order to achieve a
substitution volume of 100 ml/min. If the blood flow is
less than 300 ml/min, the post-dilution volume will be
decreased accordingly (filtration and post-dilution <25–
33% of blood flow). If necessary, the dose of LMWH will
be increased and given in two separate doses. Treatment
times will be fixed according to the prescription in the stabilisation period and adjusted only when spKt/V urea is <
1.2 / treatment. Metabolic control and medication is similar to the low-flux group, as described above.
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Table 2: Dialyser characteristics for both treatment arms

Low-flux HD
Company
Dialyser
Membrane material
Sterilisation method
Surface area (m2 )
Membrane thickness (µm)
UF coefficient (ml/mmHg/h)
In vitro clearance:#
Urea
Phosphate
Vit B12

Online HDF

Gambro
Polyflux 17L
polyamide
heat
1.7
50
13

Fresenius
F8HPS
polysulfone
heat
1.8
40
18

Gambro
Polyflux 170H
polyamide
heat
1.7
50
65

Fresenius
FX80
polysulfone (helixone)
heat
1.8
35
59

260
198
111

251
193
118

268
229
158

276
239
175

# (QB = 300 ml/min, QD = 500 ml/min)

Dialyser membranes
Dialysers with comparable biocompatible membrane
material and surface area will be used in both treatment
groups, to ascertain that differences in clearance result
from differences in convective transport, rather than differences in dialyser characteristics. Only if the target dose
of 6 l/h post-dilution is not achieved in the online HDF
patients, it is allowed to prescribe a membrane with a
larger surface area. The membranes advised by the study
group are summarised in table 2. As many low-flux membranes with a membrane surface > 1.5 m2 have a UF coefficient 10–20 ml/mmHg/h, in this study low-flux is
defined as a UF coefficient of < 20 ml/mmHg/h.
Online HDF technique
During hemodiafiltration, the removal of larger solutes is
increased by excess ultrafiltration, leading to solute
removal by convection. As fluid removal exceeds the
desired weight loss of the patient, fluid balance is maintained by the infusion of a pyrogen-free substitution solution. In addition, dialysate is used to create a
concentration gradient for solute removal by diffusion, as
in standard HD. At the introduction of HDF more than 20
years ago, the substitution fluid was supplied in bags. The
infusion volumes were limited due to the high costs and
laborious procedure, limiting the efficiency of HDF.

In recent years, however, technical advances have made it
possible to prepare the substitution solution online from
ultra pure water and dialysate concentrates. As a result, the
volume of the substitution fluid could be increased considerably, without the disadvantages of inconvenient
bags. Hence, the UF rate can be increased up to 50L per
treatment in the pre-dilution mode and 25L in the postdilution mode [25].

Online dialysate and substitution fluid preparation
Ultra-pure water is used for the preparation of bicarbonate-containing dialysis fluid, which undergoes one step
of ultrafiltration converting it into ultra pure dialysis
fluid. Dialysis fluid is produced at a rate of 600–800 ml/
min of which approximately 100 ml/min is diverted for
further processing into substitution fluid. The electrolyte
composition of the dialysis fluid is: Na+ 138–140 mmol/
l; K+ 1.0–3.0 mmol/l; HCO3 - 30–35 mmol/l; Ca++ 1.0–1.7
mmol/l; Mg++ 0.5 mmol/l; Cl- 108–109.5 mmol/l; glucose
0–5.6 mmol/l; acetate 3 mmol/l.

The substitution fluid is prepared from the dialysis fluid
by one additional step of controlled ultrafiltration, before
it is infused post-filter into the blood. The electrolyte composition of the substitution fluid is the same as the
composition of the dialysis fluid. Ultrafiltration procedures will be performed according to the manufacturers'
instructions, as described below.
- The on-line system, ONLINEplus™ (Fresenius Medical
Care, Bad Homburg, Germany) is integrated into the dialysis machine (4008 series; Fresenius Medical Care) and
consists of two ultrafilters (DIASAFE® plus), an infusate
pump module, and disposable infusate lines. Infusate is
prepared continuously by double-stage ultrafiltration.
Both filters are subjected to automated membrane integrity tests before dialysis, and are replaced after 100 treatments or 12 weeks of use, whichever comes first. Dialysis
fluid downstream from the first filter stage enters the dialyser; part of the stream is subjected to cross-flow filtration
in the second filter in order to produce infusate. The infusate stream is connected with the venous bubble catcher
for post-dilution HDF [25,26].
- The AK 100/200 ULTRA dialysis machine (Gambro AB,
Lund, Sweden) prepares ultra pure water and ultra pure
dialysis fluid by stepwise ultrafiltration of water and bicarPage 4 of 10
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bonate -containing dialysis fluid (BiCart) using two
polyamide ultrafilters (U8000 S). When used for HDF,
sterile non-pyrogenic solution is prepared on-line from
the ultra pure dialysis fluid by an additional step of ultrafiltration using a sterile polyamide ultrafilter (U2000)
integrated in a sterile line set (Steriset). The hygiene of the
fluid pathway, including the U8000S ultrafilters, will be
assured by heat disinfections after each treatment. The
U8000S filters are changed bimonthly. The final ultrafilter
(U2000) is employed on a single-use basis [26,25].
Data collection
Baseline and follow-up data registration
At baseline, all relevant information will be documented:
i.e. demographical data, information on cardiovascular
risk factors, time on dialysis, cause of renal insufficiency,
and medication. A follow-up visit will be scheduled every
three months. During this visit, the occurrence of CV
events, death, and hospitalisation will be documented. In
addition, blood pressure, body weight and the achieved
filtration and substitution dose per treatment will be registered. Case record forms are provided using the TeleForm system (version 8.1.1, Cardiff Software Inc, Vista,
CA, USA). As all completed forms are scanned, no data
entry by typing is needed. Registration of all data will be
performed in each centre by the attending nephrologists
and research nurses.
Recording outcome events
CV events include fatal or non-fatal myocardial infarction,
stroke, therapeutic coronary procedure (PTCA or stenting), therapeutic carotid procedure (endarterectomy or
stenting), and PTA and vascular intervention
(revascularisation, PTA or stenting). Congestive heart failure is excluded as a CV event, since the discrimination
with fluid overload is often hard to make in chronic HD
patients. Furthermore, hospitalisations, duration of the
hospitalisations and main diagnosis (including the occurrence of infections) will be recorded during the study
period.

An independent event committee will evaluate all causes
of death, cardiovascular events, and infections. The primary investigators will collect sufficient information of
the events for the event committee. The event committee
is blinded for information on the received treatment and
consists of physicians with different specialisations: neurologists, vascular surgeons, nephrologists, internists, and
cardiologists. Events will be coded as fatal and non-fatal,
definite, probable and possible and not codeable (i.e.
insufficient information). Only definite and probable
events will be used in the final analysis. This procedure is
successfully applied in a number of studies coordinated
by the Julius Center, e.g. in the SMART study [27].

http://cvm.controlled-trials.com/content/6/1/8

Left ventricular hypertrophy
Using transthoracic M-mode echocardiography from the
parasternal long axis position, left ventricular end-diastolic diameter (LVEDD), end-systolic diameter (LVESD) as
well as posterior and septal wall thickness will be determined at baseline, after 6 months, after 12 months and
annually afterwards, on a midweek non-dialysis day
according to a central uniform protocol. From these
parameters left ventricular ejection fraction (LVEF) will be
determined as LVEDD – LVESD/LVEDD, while the left
ventricular mass index (LVMi) will be calculated using the
formula of Devereux and Reichek [28], modified in
accordance with the recommendations of the American
Society of Echocardiography [29]. The ultrasound investigations will be recorded on a compact disc and analysed
off-line by experienced cardiologists in a core laboratory.
Vessel wall measurements
With respect to carotid intima-media thickness (CIMT),
the outcome is the change in mean common CIMT,
defined as the average of the intima-media thickness
measurements performed circumferentially at pre-defined
angles for the near and far wall of 10 mm segments of the
right and left distal common carotid arteries [30]. A limited number of centres will be involved in the CIMT measurements in this study. Centres will be trained according
to a central uniform carotid ultrasound protocol. Before
actually starting the study, sonographers need to be certified as outlined in the CIMT ultrasound protocol.

Measurements will be performed at baseline and then
annually on a midweek non-dialysis day. The ultrasound
scan is being recorded on videotape and analysed off line
by a core laboratory. Quality Assurance and Quality Control procedures as existing and applied in several
(inter)national trials will be implemented [31,32].
Pulse wave velocity (PWV) is determined to provide additional information on functional changes of the arterial
wall [33]. The outcome measurement is the change in aortic PWV. A limited number of centres will be involved in
the PWV measurements in this study. Centres will be
trained according to a central uniform PWV protocol.
Data are checked regularly on quality control aspects as
defined in the PWV protocol as described earlier [34].
Measurements will be performed at baseline and then
annually on a midweek non-dialysis day.
Nutritional state
At base-line, after 1, 2 years and at the end of the study,
nutritional state is assessed by subjective global assessment (SGA), pre-albumin and dry weight [35].
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Quality of life
Patient well-being will be estimated at baseline, and once
a year by the Kidney Disease Quality of Life Short Form
(KDQOL-SF). This version is validated in American and
Dutch dialysis patients [36,37].
Laboratory assessments
Three monthly, blood samples will be drawn for routine
laboratory assessments. In addition, blood samples will
be taken at baseline, and after 6, 12, 18, 24, and 36
months for determinations of oxidative stress, inflammatory and endothelial function markers. Finally, a whole
blood sample will be stored for future research on the
effect of genetics on the response to HDF, after specific
permission of the patients in the informed consent form.
Statistical methods
The results of the study will be analysed according to the
'intention to treat' principle.
Primary outcome
The primary outcome variable is the time until the occurrence of an event defined as 'all cause mortality'. Results
will be presented as Kaplan-Meier curves for the two
treatment arms and the difference between the two treatments will be analysed using a log-rank test. The log-rank
test will be adjusted for the effect of cumulative data analyses (see below).
Secondary outcomes
CV events are considered as secondary outcome variables.
They will be analysed and presented as described for the
primary outcome variable.

The primary analysis of CIMT progression will employ a
linear random coefficient (Laird-Ware) model using real
visit days, treatment and clinical center as independent
variables. for each participant, the intercept and slope of
CIMT change over time is assumed to be a normally distributed random variable with different means for the two
treatment groups. The mean slope for the HDF treatment
group will be compared to that for the low flux group
using linear contrasts and a 5% significance level. Additional exploratory analyses will evaluate the impact of
including baseline CIMT, lumen diameter, and ultrasound reader as additional co-variates.
The data analytic approach to arrive at the PWV outcome
variable and the LVMi outcome variable is similar to that
of the CIMT outcome. Adjustments that will be taken into
account in the estimates are changes in MAP and changes
in heart rate, since both are closely related to PWV.

http://cvm.controlled-trials.com/content/6/1/8

Sample size considerations
The sample size of the present study is based on the following event rates: the 3-year all cause mortality rate
among subjects with ESRD is 44% based on data from the
Dutch renal replacement registry (RENINE) [38]. CV mortality constitutes 40–60% of the total group of deaths,
leading to a 3 year CV mortality rate of 22% in HD
patients. Assuming that the incidence of non-fatal CVD is
equal to the CV mortality rate (22%), the three-year incidence of fatal and non-fatal CVD is 44%. In addition,
based on experience ± 8% of the ESRD patients will
undergo renal transplantation yearly and as such is being
censored in the trial.

Assuming that HDF will reduce all cause mortality with
20%, it has been estimated that with a two-sided alpha of
0.05 and a power of 80%, about 772 patients need to be
enrolled and followed for three years. In these patients
about 250 events are expected to come to a decision. Note
that the total number of patients to be included cannot be
specified in advance because of the planned sequential
interim analyses, as described below.
Interim analysis
In this study, group sequential interim analyses will be
performed to evaluate the primary outcome variable. The
reason for this approach is that, on average, fewer patients
are needed in the study when the expected difference in
the primary outcome variable is real or when no difference of the hypothesised magnitude can be expected
anymore.

Sequential analysis is a statistical approach where one
conducts significance tests over time as the data are collected. Sequential analysis and its application in clinical
trials have been described extensively by Whitehead [39].
Sequential design and analysis is implemented in the
computer program PEST version 4 [40].
The general approach is as follows. A null hypothesis H0
and an alternative hypothesis H1 are formulated for a suitable measure θ of treatment difference. For this study with
a survival type outcome variable, θ is equal to the negative
of the logarithm of the hazard ratio (HR). The HR is
defined as the ratio of the logarithm of the (expected)
cumulative survival under HDF (= 0.648) and the logarithm of the (expected) cumulative survival under HD (=
0.56). H0 is formulated as "no difference in the occurrence
of the primary endpoint between the two trial arms" or θ
= 0 (i.e. HR = 1). The alternative hypothesis H1 is formulated as |θ| ≥ -log(0.75) = 0.29. Two test statistics, Z and V,
can be derived depending on the type of response variable. Z is a measure of the treatment difference; for survival
data Z is the observed number of events in the control
group minus the expected number of events given treat-
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Figure 2 analysis
Sequential
Sequential analysis. Boundaries for a double sequential triangular test with α = 0.05, power 0.80 and hazard ratio 0.75. Z is
the observed number of events in the control group minus the expected number of events given treatment equivalence. V is
approximately equal to a quarter of the number of events observed.

ment equivalence. V reflects the amount of information
about θ contained in Z; for survival data V is approximately equal to a quarter of the number of events
observed. The sequential analysis requires critical boundaries to be specified in advance. These boundaries depend
on θ, the type I error α and the power 1-β. For each new
group of patients, values of Z and V are calculated and presented graphically by plotting Z against V (see Fig. 2 for an
illustration of a double-sided sequential test). Based on
the path of cumulative (Z,V)-points, one of the following
three decisions is made:

1) the upper or the lower (continuous) boundary is
crossed: stop the data collection and reject the null
hypothesis;
2) one of the inner wedge-shaped (dashed) boundaries is
crossed: stop the data collection and accept the null
hypothesis;
3) continue the data collection: the cumulative data are
inadequate to draw a conclusion yet.
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An independent Data Safety and Monitoring Board
(DSMB) will evaluate the results of the sequential interim
analyses. The DSMB consists of a biostatistician (chair), a
nephrologist, an internist, and a clinical epidemiologist.
The biostatistician will perform the sequential analyses.
The executive committee will provide the DSMB every 2
months with the relevant database to perform the
unblinded analyses. The main task of the DSMB is to
decide whether the analyses provide enough evidence of
either efficacy or no efficacy with respect to the primary
outcome and formulates recommendations for the executive committee on the continuation of the trial. The DSMB
may also offer unsolicited recommendations on the
continuation of the trial, for example after publication of
results of similar trials.

J.O. Groeneveld,
Amsterdam;

Conclusion

M.I. Koolen, Jeroen Bosch Hospital, 's Hertogenbosch;

Online HDF is gaining popularity, as recent technical
advances have made it possible to safely replace considerable amounts of fluid at reasonable cost. In addition,
accumulating evidence indicates that the correction of the
uremic state is improved by online HDF, if compared to
standard HD. However, at present it is unclear whether
long-term treatment with HDF ultimately results in an
improved clinical outcome. Therefore, CONTRAST is initiated, a randomised controlled trial of sufficient sample
size to detect differences in survival and cardiovascular
events. Patients will be randomised between low-flux HD
and online HDF and followed for 3 years. Over 20 Dutch
dialysis centers participate in this study and approximately 800 incident and prevalent HD patients will be
recruited. By April 2005, more than 150 patients were
included.

Onze

Lieve

Vrouwe

Gasthuis,

H.W. van Hamersvelt, University Medical Center St Radboud, Nijmegen;
F. de Heer, Maasland Hospital, Sittard;
B.C. van Jaarsveld, Dianet Dialysis Centers, Utrecht;
M.G. Koopman, Academic Medical Center, Amsterdam;
A.T. Lavrijssen, Oosterschelde Hospital, Goes;
C.J. Konings, Catharina Hospital, Eindhoven;

T.K. Kremer Hovinga, Martini Hospital, Groningen;
W.H. van Kuijk, VieCuri Medical Center, Venlo;
J.J. Offerman, Isala Clinics, Zwolle;
L.J. Reichert, Rijnstate Hospital, Arnhem;
P.L. Rensma, St Elisabeth Hospital, Tilburg;
C.E. Siegert, Sint Lucas Andreas Hospital, Amsterdam;
P.J. van de Ven, Rijnmond-Zuid Medical Center,
Rotterdam;
M.G. Vervloet, VU Medical Center, Amsterdam.

Appendix
Steering committee
The steering committee consists of the primary investigators (nephrologists) of the participating centers. The
members and institutions in the Netherlands are:

W. Bax, Medical Center Alkmaar, Alkmaar;

In Norway:
H.J. Kloke, Haukeland Hospital, Bergen.
Executive committee
P.J. Blankestijn, nephrologist, University Medical Center
Utrecht, Utrecht (chair);

W.H. Boer, University Medical Center Utrecht, Utrecht;
H. Boom, Reinier de Graaf Hospital, Delft;
G.J. Bruinings, Slingeland Hospital, Doetinchem;

M.L. Bots, epidemiologist, University Medical Center
Utrecht, Utrecht;
M.A. van den Dorpel, nephrologist, Rijnmond-Zuid Medical Center, Rotterdam;

M. van Buren, Leyenburg Hospital, The Hague;
G.W. Feith, Gelderse Vallei Hospital, Ede;
A.B. Geers, St Antonius Hospital, Nieuwegein;

M.P. Grooteman, nephrologist, VU Medical Center,
Amsterdam;
M.J. Nubé, nephrologist, Medical Center Alkmaar,
Alkmaar;

Page 8 of 10
(page number not for citation purposes)

Current Controlled Trials in Cardiovascular Medicine 2005, 6:8

http://cvm.controlled-trials.com/content/6/1/8

E.L. Penne, research physician, University Medical Center
Utrecht, Utrecht;

C.D. Stehouwer, internist, Academic Hospital Maastricht,
Maastricht;

P.M. ter Wee, nephrologist, VU Medical Center, Amsterdam (chair).

T. Teerlink, biochemist, VU Medical Center, Amsterdam.

Data Safety and Monitoring Board
D.E. Grobbee, epidemiologist, University Medical Center
Utrecht, Utrecht;

Trial coordinating centre
M.L. Bots, epidemiologist, University Medical Center
Utrecht, Utrecht;

L. ten Brinke, CRA, Hans Mak Institute, Naarden;
A.J. Rabelink, nephrologist, Leiden University Medical
Center, Leiden;
C.D. Stehouwer, internist, Academic Hospital Maastricht,
Maastricht;
I. van der Tweel, biostatistician, Center for Biostatistics,
Utrecht University, Utrecht.
Event committee
P.A. Doevendans, cardiologist, University Medical Center
Utrecht, Utrecht;

L.J. Kapelle, neurologist, University Medical Center
Utrecht, Utrecht;

M.P. Grooteman, nephrologist, VU Medical Center,
Amsterdam;
E.A. Ram, project manager, University Medical Center
Utrecht, Utrecht.
Project management and data management is provided
by the Julius Center for Health Sciences and Primary Care,
University Medical Center Utrecht, Utrecht.

Competing interests
The author(s) declare that they have no competing
interests.

Authors' contributions
G. Ligtenberg, nephrologist, Utrecht;
F. Stam, internist, VU Medical Center, Amsterdam;
G. Veen, cardiologist, VU Medical Center, Amsterdam;

ELP has drafted the manuscript and has contributed to the
design. PJB, MLB, MAD, MPG, MJN and PMW have
designed the trial and have been involved in revising the
article. IT has made contributions to the study design and
has drafted the statistical methods section of this manuscript. All authors have approved the final manuscript.

M.C. Visser, neurologist, VU Medical Center, Amsterdam;

Acknowledgements
F.L. Visseren, internist, University Medical Center Utrecht,
Utrecht;
W. Wisselink, vascular surgeon, VU Medical Center,
Amsterdam.
Advisory committee
P. Boer, biochemist, University Medical Center Utrecht,
Utrecht;

CONTRAST has been made possible by grants from the Dutch Kidney
Foundation (Nierstichting Nederland grant C02.2019), Fresenius Medical
Care Netherlands, and Gambro Corporation. Additional support has been
received from the Dr E.E. Twiss Fund, Roche Netherlands, and the International Society of Nephrology/Baxter Extramural Grant Program.

References
1.
2.

M.J. Cramer, cardiologist, University Medical Center
Utrecht, Utrecht;
3.

O. Kamp, cardiologist, VU Medical Center, Amsterdam;
4.

B. van Rossum, cardiologist, VU Medical Center,
Amsterdam;
C. Schalkwijk,
Amsterdam;

biochemist,

VU

Medical

Center,

5.

Parfrey PS, Foley RN: The clinical epidemiology of cardiac disease in chronic renal failure. J Am Soc Nephrol 1999,
10:1606-1615.
Goodman WG, Goldin J, Kuizon BD, Yoon C, Gales B, Sider D, Wang
Y, Chung J, Emerick A, Greaser L, Elashoff RM, Salusky IB: Coronaryartery calcification in young adults with end-stage renal disease who are undergoing dialysis. N Engl J Med 2000,
342:1478-1483.
Cheung AK, Sarnak MJ, Yan G, Dwyer JT, Heyka RJ, Rocco MV, Teehan BP, Levey AS: Atherosclerotic cardiovascular disease risks
in chronic hemodialysis patients. Kidney Int 2000, 58:353-362.
Himmelfarb J, Stenvinkel P, Ikizler TA, Hakim RM: The elephant in
uremia: oxidant stress as a unifying concept of cardiovascular disease in uremia. Kidney Int 2002, 62:1524-1538.
Vanholder R, Argiles A, Baurmeister U, Brunet P, Clark W, Cohen G,
De Deyn PP, Deppisch R, Descamps-Latscha B, Henle T, Jorres A,
Massy ZA, Rodriguez M, Stegmayr B, Stenvinkel P, Wratten ML: Uremic toxicity: present state of the art. Int J Artif Organs 2001,
24:695-725.

Page 9 of 10
(page number not for citation purposes)

Current Controlled Trials in Cardiovascular Medicine 2005, 6:8

6.
7.
8.

9.

10.

11.

12.

13.

14.
15.

16.

17.
18.

19.
20.
21.

22.

23.
24.

25.
26.

Zimmermann J, Herrlinger S, Pruy A, Metzger T, Wanner C: Inflammation enhances cardiovascular risk and mortality in hemodialysis patients. Kidney Int 1999, 55:648-658.
Vanholder R, Glorieux G, Lameire N: Uraemic toxins and cardiovascular disease. Nephrol Dial Transplant 2003, 18:463-466.
Beerenhout CH, Kooman JP, Luik AJ, Jeuken-Mertens SG, Van Der
Sande FM, Leunissen KM: Optimizing renal replacement therapy--a case for online filtration therapies? Nephrol Dial
Transplant 2002, 17:2065-2070.
Lornoy W, Becaus I, Billiouw JM, Sierens L, Van Malderen P, D'Haenens P: On-line haemodiafiltration. Remarkable removal of
beta2-microglobulin. Long-term clinical observations. Nephrol Dial Transplant 2000, 15 Suppl 1:49-54.
Lin CL, Yang CW, Chiang CC, Chang CT, Huang CC: Long-term
on-line hemodiafiltration reduces predialysis beta-2microglobulin levels in chronic hemodialysis patients. Blood
Purif 2001, 19:301-307.
Lin CL, Huang CC, Yu CC, Yang HY, Chuang FR, Yang CW: Reduction of advanced glycation end product levels by on-line
hemodiafiltration in long-term hemodialysis patients. Am J
Kidney Dis 2003, 42:524-531.
Van Tellingen A, Grooteman MP, Schoorl M, ter Wee PM, Bartels PC,
Schoorl M, Van Der PT, Nube MJ: Enhanced long-term reduction
of plasma leptin concentrations by super-flux polysulfone
dialysers. Nephrol Dial Transplant 2004, 19:1198-1203.
Ward RA, Schmidt B, Hullin J, Hillebrand GF, Samtleben W: A comparison of on-line hemodiafiltration and high-flux hemodialysis: a prospective clinical study. J Am Soc Nephrol 2000,
11:2344-2350.
Bammens B, Evenepoel P, Verbeke K, Vanrenterghem Y: Removal of
the protein-bound solute p-cresol by convective transport: a
randomized crossover study. Am J Kidney Dis 2004, 44:278-285.
Van Tellingen A, Grooteman MP, Bartels PC, Van Limbeek J, Van Guldener C, Wee PM, Nube MJ: Long-term reduction of plasma
homocysteine levels by super-flux dialyzers in hemodialysis
patients. Kidney Int 2001, 59:342-347.
Minutolo R, Bellizzi V, Cioffi M, Iodice C, Giannattasio P, Andreucci
M, Terracciano V, Di Iorio BR, Conte G, De Nicola L: Postdialytic
rebound of serum phosphorus: pathogenetic and clinical
insights. J Am Soc Nephrol 2002, 13:1046-1054.
Zehnder C, Gutzwiller JP, Renggli K: Hemodiafiltration--a new
treatment option for hyperphosphatemia in hemodialysis
patients. Clin Nephrol 1999, 52:152-159.
Gil C, Lucas C, Possante C, Jorge C, Gomes F, Candeias M, Lages H,
Arranhado E, Ferreira A: On-line haemodiafiltration decreases
serum TNFalpha levels in haemodialysis patients. Nephrol Dial
Transplant 2003, 18:447-448.
Ward RA: Ultrapure dialysate: a desirable and achievable goal
for routine hemodialysis. Semin Dial 2000, 13:378-380.
Horl WH: Hemodialysis membranes: interleukins, biocompatibility, and middle molecules. J Am Soc Nephrol 2002, 13
Suppl 1:S62-S71.
Canaud B, Bragg-Gresham JL, Marshall MR, Desmeules S, Gillespie
BW, Depner TA, Klassen P, Port FK: Patients recieving hemodiafiltration or hemofiltration have lower mortality risk than
patients recieving hemodialysis without replacement fluid
(HD) in Europe: The Dialysis Outcomes and Practice Patterns Study (DOPPS) [abstract]. J Am Soc Nephrol 2003, 14:31A.
Locatelli F, Marcelli D, Conte F, Limido A, Malberti F, Spotti D: Comparison of mortality in ESRD patients on convective and diffusive extracorporeal treatments. The Registro Lombardo
Dialisi E Trapianto. Kidney Int 1999, 55:286-293.
Wizemann V, Lotz C, Techert F, Uthoff S: On-line haemodiafiltration versus low-flux haemodialysis. A prospective randomized study. Nephrol Dial Transplant 2000, 15 Suppl 1:43-48.
Locatelli F, Mastrangelo F, Redaelli B, Ronco C, Marcelli D, La Greca
G, Orlandini G: Effects of different membranes and dialysis
technologies on patient treatment tolerance and nutritional
parameters. The Italian Cooperative Dialysis Study Group.
Kidney Int 1996, 50:1293-1302.
Ledebo I: On-line hemodiafiltration: technique and therapy.
Adv Ren Replace Ther 1999, 6:195-208.
Canaud B, Bosc JY, Leray H, Stec F: Microbiological purity of dialysate for on-line substitution fluid preparation. Nephrol Dial
Transplant 2000, 15 Suppl 2:21-30.

http://cvm.controlled-trials.com/content/6/1/8

27.

28.
29.

30.

31.

32.

33.
34.

35.
36.
37.
38.
39.
40.

Simons PC, Algra A, Bots ML, Grobbee DE, van der GY: Common
carotid intima-media thickness and arterial stiffness: indicators of cardiovascular risk in high-risk patients. The SMART
Study (Second Manifestations of ARTerial disease). Circulation
1999, 100:951-957.
Devereux RB, Reichek N: Echocardiographic determination of
left ventricular mass in man. Anatomic validation of the
method. Circulation 1977, 55:613-618.
Schiller NB, Shah PM, Crawford M, DeMaria A, Devereux R, Feigenbaum H, Gutgesell H, Reichek N, Sahn D, Schnittger I, .: Recommendations for quantitation of the left ventricle by twodimensional echocardiography. American Society of
Echocardiography Committee on Standards, Subcommittee
on Quantitation of Two-Dimensional Echocardiograms. J Am
Soc Echocardiogr 1989, 2:358-367.
Oren A, Vos LE, Uiterwaal CS, Grobbee DE, Bots ML: Cardiovascular risk factors and increased carotid intima-media thickness in healthy young adults: the Atherosclerosis Risk in
Young Adults (ARYA) Study. Arch Intern Med 2003,
163:1787-1792.
Crouse JRIII, Grobbee DE, O'Leary DH, Bots ML, Evans GW, Palmer
MK, Riley WA, Raichlen JS: Measuring Effects on intima media
Thickness: an Evaluation Of Rosuvastatin in subclinical
atherosclerosis--the rationale and methodology of the
METEOR study. Cardiovasc Drugs Ther 2004, 18:231-238.
Bots ML, Evans GW, Riley W, Meijer R, McBride KH, Paskett ED, Helmond FA, Grobbee DE: The Osteoporosis Prevention and
Arterial effects of tiboLone (OPAL) study: design and baseline characteristics. Control Clin Trials 2003, 24:752-775.
Blacher J, Guerin AP, Pannier B, Marchais SJ, Safar ME, London GM:
Impact of aortic stiffness on survival in end-stage renal
disease. Circulation 1999, 99:2434-2439.
Lebrun CE, van der Schouw YT, Bak AA, de Jong FH, Pols HA, Grobbee DE, Lamberts SW, Bots ML: Arterial stiffness in postmenopausal women: determinants of pulse wave velocity. J
Hypertens 2002, 20:2165-2172.
Locatelli F, Fouque D, Heimburger O, Drueke TB, Cannata-Andia JB,
Horl WH, Ritz E: Nutritional status in dialysis patients: a European consensus. Nephrol Dial Transplant 2002, 17:563-572.
Hays RD, Kallich JD, Mapes DL, Coons SJ, Carter WB: Development of the kidney disease quality of life (KDQOL)
instrument. Qual Life Res 1994, 3:329-338.
Korevaar JC, Merkus MP, Jansen MA, Dekker FW, Boeschoten EW,
Krediet RT: Validation of the KDQOL-SF: a dialysis-targeted
health measure. Qual Life Res 2002, 11:437-447.
Registratie Nierfunctievervanging Nederland (RENINE): Statistisch
Jaarverslag 2002. Rotterdam; 2002.
Whitehead J: The design and analysis of sequential clinical trials Revised
2nd edition edition. Chichester, John Wiley & Sons; 1997.
MPS Research Unit: Pest 4: Operating Manual. Reading (UK): University of Reading; 2000.

Publish with Bio Med Central and every
scientist can read your work free of charge
"BioMed Central will be the most significant development for
disseminating the results of biomedical researc h in our lifetime."
Sir Paul Nurse, Cancer Research UK

Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published immediately upon acceptance
cited in PubMed and archived on PubMed Central
yours — you keep the copyright

BioMedcentral

Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp

Page 10 of 10
(page number not for citation purposes)

