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Background: Although evidence suggests that a higher
hemodialysis dose and/or frequency may be associated
with improved outcomes, the cost-effectiveness of a daily
hemodialysis strategy for critically ill patients with acute
kidney injury (AKI) is unknown.

Methods: We developed a Markov model of the cost,
quality of life, survival, and incremental cost-
effectiveness of daily hemodialysis, compared with al-
ternate-day hemodialysis, for patients with AKI in the in-
tensive care unit (ICU). We employed a societal
perspective with a lifetime analytic time horizon. We mod-
eled the efficacy of daily hemodialysis as a reduction in
the relative risk of death on the basis of data reported in
the 2004 clinical trial published by Schiffl et al. We per-
formed 1- and 2-way sensitivity analyses across cost, ef-
ficacy, and utility input variables. The main outcome mea-
sure was cost per quality-adjusted life-year (QALY).

Results: In the base case for a 60-year-old man, daily
hemodialysis was projected to add 2.14 QALYs and
$10 924 in cost. We found that the cost-effectiveness of
daily hemodialysis compared with alternate-day hemo-
dialysis was $5084 per QALY gained. The incremental
cost-effectiveness ratio became less favorable (�$50 000
per QALY gained) when the maintenance hemodialysis
rate of the daily hemodialysis group was varied to more
than 27% and when the difference in 14-day postdis-
charge mortality between the alternatives was varied to
less than 0.5%.

Conclusion: Daily hemodialysis is a cost-effective strat-
egy compared with alternate-day hemodialysis for pa-
tients with severe AKI in the ICU.
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T HE CARE OF CRITICALLY ILL

patients is technically com-
plex and resource inten-
sive, consuming a dispro-
portionate share of limited

health care resources. Acute kidney injury
(AKI) occurs frequently in patients in the
intensive care unit (ICU) with increasing in-
cidence in recent years.1,2 The rise in the in-
cidence of AKI will further strain an intri-
cate health care system charged with
allocating resource-intensive interven-
tions including hemodialysis.

Evidence-based management strategies
for persons with severe AKI are not cur-
rently available; for example, the optimal
timing, modality, dose and frequency of he-
modialysis are unknown. Randomized clini-
cal trials comparing alternate-day hemodi-
alysis with continuous dialytic techniques
(continuous renal replacement therapy
[CRRT]) have yielded mixed results; most
studies have been quite small with hetero-
geneous study samples, and meta-analyses
have likewise been inconclusive. Eco-
nomic analyses have also been challenging

to conduct, owing to alternative methods
of accounting for alternate-day hemodialy-
sis and CRRT, and the paucity of utility data
in the acute care setting.

More recent studies have focused on
dose and frequency of hemodialysis in
critically ill patients with AKI. Ronco et
al3 demonstrated prolonged survival for
subjects randomized to higher hemofil-
tration flow rates (35 and 45 mL/kg/h, rela-
tive to 20 mL/kg/h). Schiffl et al4 showed
higher survival rates and a shorter time to
renal recovery in subjects randomized to
alternate-day hemodialysis 6 times/wk
(daily hemodialysis) compared with
subjects randomized to alternate-day
hemodialysis 3 times/wk (alternate-day
hemodialysis).

In this economic evaluation, we ex-
plore the cost-effectiveness of a daily he-
modialysis strategy compared with a con-
ventional, alternate-day hemodialysis
strategy for the treatment of AKI in criti-
cally ill patients. Our analysis is based on
data from the prospective clinical trial con-
ducted by Schiffl et al4 in 2002. We hypoth-
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esized that hemodialysis received 6 times/wk would be a
cost-effective intervention relative to other management
strategies in modern ICU care.

METHODS

OVERVIEW

We developed a decision-analytic model to evaluate quality-
adjusted life-years (QALYs) and costs of daily hemodialysis vs
alternate-day hemodialysis in the ICU setting for patients with
severe AKI. The model describes events that occur during a hos-
pitalization for AKI and events after discharge for surviving pa-
tients. Outcomes include life expectancy, quality-adjusted life
expectancy, and relevant medical and nonmedical costs as-
sessed from a societal perspective. We used TreeAge Pro Health-
care software (version 2006; TreeAge Software, Williams-
town, Massachusetts) to develop our model and perform
statistical analyses.

PATIENT POPULATION

Most cases of severe AKI are caused by acute tubular necrosis.
For our decision model base case, the patient is a 60-year-old
man without prior known chronic kidney disease (CKD), ad-
mitted to an ICU with AKI requiring hemodialysis. Efficacy es-
timates are based on results of a prospective trial with nonran-
dom, alternating assignment. The mortality rate, according to
the intention-to-treat analysis, was 28% for daily hemodialy-
sis and 46% for alternate-day hemodialysis.

DECISION MODEL

The main simulated intervention relates to the frequency of he-
modialysis: 6 vs 3 times/wk. There is no published evidence
suggesting that CRRT or slow, low-efficiency hemodialysis
(SLED) enhances survival or reduces AKI-associated morbid-
ity.5 Because CRRT is generally more expensive than hemodi-
alysis, it is strictly dominated in this setting.6 We excluded CRRT
and SLED from analysis in our study and focused on the issue
of frequency of hemodialysis.

A Markov model was used to simulate the post-AKI hospi-
talization course of these patients (Figure 1). Initial states in-

clude in-hospital death, postdischarge CKD without mainte-
nance hemodialysis, postdischarge CKD with maintenance
hemodialysis, and postdischarge recovery without evidence of
CKD. The model also represents progression to the transplant
waiting list (with and without maintenance hemodialysis), post-
transplant success and failure, and postdischarge death. The
cycle length was 1 year, and the model was run for 40 cycles.

DATA SOURCES

Transition probabilities were obtained from the ICU, AKI, CKD,
and maintenance hemodialysis literature (Table 1). Limited
data were available beyond 14-day postdischarge mortality from
the study by Schiffl et al4 to differentiate outcomes between the
2 alternative interventions. Aggregate post-AKI or CKD data
were therefore used, with differences in other outcomes result-
ing from the initial differences in mortality.

COSTS

All costs were reported in US dollars adjusted to 2006 values
using the medical care component of the Consumer Price In-
dex.22 Inpatient costs of care included the actual direct costs
of ICU stay, hospital non-ICU stay, and the cost of hemodialy-
sis. The cost for hemodialysis was based on cost data account-
ing figures from a local university medical center and the bio-
medical literature. Other inpatient costs were estimated based
on figures presented in recent economic analyses.20,21 Annual
costs for hemodialysis, CKD, and transplant were based on 2006
US Renal Data System (USRDS) data and represent aggregate
costs for inpatient and outpatient services for each group.13

LIFE EXPECTANCY

Age-specific mortality rates from the Centers for Disease Con-
trol and Prevention were used for patients who recovered nor-
mal kidney function. The 2006 USRDS data20 were used for life
expectancy estimates for persons undergoing hemodialysis and
following the transplant. Mortality and hospitalization rates for
persons with CKD were estimated based on the results of a pro-
spective cohort study.23

ASSUMPTIONS

Several assumptions were made for our decision model. For
each of these assumptions, we performed sensitivity analyses
to determine whether the assumption was relevant to the cost-
effectiveness of the alternatives and for what ranges of values
a particular alternative was more cost-effective. For example,
it was unclear whether the observed short-term benefit in sub-
jects randomized to daily hemodialysis in the study by Schiffl
et al4 persisted, resulting in divergent survival curves for the 2
populations, or whether the benefit occurred only during the
acute hospitalization. In our base case, the benefit from daily
hemodialysis was restricted to the period of acute hospitaliza-
tion; after discharge, the mortality rates in the daily and
alternate-day hemodialysis groups were similar. We per-
formed a sensitivity analysis on the long-term benefit of each
intervention to determine how the cost-effectiveness would
vary in each scenario.

We made assumptions about the incidence of CKD and main-
tenance hemodialysis after AKI. Because, to our knowledge, no
published studies distinguish outcomes other than mortality
for daily vs alternate-day hemodialysis, our base case model used
identical proportional rates of CKD and maintenance hemo-
dialysis after discharge. In addition, no data exist that distin-
guish among persons with CKD secondary to AKI from any other
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Figure 1. Schematic representation of the decision model showing a Markov
state diagram of posthospitalization course for patients with acute renal
failure who received daily or alternate-day hemodialysis in the intensive care
unit. Circles indicate various health states; arrows, transitions between the
various states. CKD indicates chronic kidney disease.
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CKD population. Estimates for rates of progression, mortality,
and costs in our model were from the general CKD population.

For transplant patients, we modeled “waiting for trans-
plant” by directing a specific subset of the CKD and the popu-
lation with end-stage renal disease (ESRD) to transplant dur-
ing each cycle, where they waited for 5 years in the base case.
Posttransplant patients accrued the same annual costs as non-
transplant patients, except for initial costs for transitioning to
transplant success (cost of transplant) or to transplant failure
(cost of graft rescue attempt). We assumed that all patients with
transplant failure transitioned back to maintenance hemodi-

alysis. The key differences among transplant and nontrans-
plant patients were in mortality rates and transplant failure
(hemodialysis) rates. Retransplant rates were equal to first-
transplant rates in the base case.

Other assumptions were made in cost and utility estimates.
For cost differences between the daily and alternate-day hemo-
dialysis strategies, we considered only costs stemming from the
doubling of hemodialysis sessions per week. That is, we as-
sumed that the cost per hemodialysis episode was the same for
each group. We did not include costs such as increasing staff,
purchasing additional hemodialysis machines, or otherwise in-

Table 1. Input Variables and Range Tested in the Sensitivity Analysis

Variable Base Case
Sensitivity

Analysis, Range Source

Starting age of population, y 60 45-75 Schiffl et al4

In-hospital probabilities, %
Death following alternate-day hemodialysis 46 15-70 Schiffl et al4

Death following daily hemodialysis 28 15-70 Schiffl et al4

Full renal recovery (normal kidney function) following
alternate-day hemodialysis

28 5-50 Morgera et al,7 Bagshaw et al,8 Schiffl9

Full renal recovery (normal kidney function) following daily
hemodialysis

39 5-50 Morgera et al,7 Bagshaw et al,8 Schiffl9

Discharge with hemodialysis following alternate-day
hemodialysis

5 0-10 Morgera et al,7 Bagshaw et al,8 Korkeila
et al,10 Schiffl9

Discharge with hemodialysis following daily hemodialysis 5 0-10 Morgera et al,7 Bagshaw et al,8 Korkeila
et al,10 Schiffl9

Discharge with chronic kidney disease following alternate-day
hemodialysis

21 10-40 Morgera et al,7 Bagshaw et al,8 Korkeila
et al,10 Schiffl9

Discharge with chronic kidney disease following daily
hemodialysis

28 10-40 Morgera et al,7 Bagshaw et al,8 Korkeila
et al,10 Schiffl9

Renal transplant probabilities, %
Preemptive renal transplant 0.01 0-0.03 Abou Ayache et al,11 Coresh et al12

Hemodialysis to renal transplant 3 2-4 US Renal Data System,13 US Organ
Procurement and Transplantation
Network14

Perioperative death 1 0-5 Miller15

Graft failure 9 0-15 US Renal Data System,13 US Organ
Procurement and Transplantation
Network14

Posttransplant success 90 85-95 US Renal Data System,13 US Organ
Procurement and Transplantation
Network14

Utilities, time trade-off
Chronic kidney disease 0.87 0-1 Gorodetskaya et al,16 Maor et al17

Hemodialysis 0.783 0-1 Gorodetskaya et al,16 Arnesen and
Trommald,18 Matas and Schnitzler19

Postrenal transplant failure 0.783 0-1 Gorodetskaya et al,16 Arnesen and
Trommald,18 Matas and Schnitzler19

Renal transplant success 0.913 0-1 Matas and Schnitzler19

In-hospital costs, 2006 US $
ICU per day 2000 1500-3000 Golan et al,20 Burchardi and Schneider21

Non-ICU per day 1200 600-2000 Golan et al,20 Burchardi and Schneider21

Alternate-day hemodialysis costs per total staya 43 921 40 000-50 000 Golan et al,20 Burchardi and Schneider21

Daily hemodialysis costs per total staya 46 043 40 000-50 000 Golan et al,20 Burchardi and Schneider21

Alternate-day hemodialysis per treatment 300 UCSFb

Annual costs, 2006 US $
Chronic kidney disease 7653 7000-8000 US Renal Data System13

Outpatient hemodialysis 72 695 65 857-78 012 US Renal Data System13

Renal transplant costs, 2006 US $
Initial cost (hospitalization) 105 100 000-200 000 US Renal Data System13

Annual costs subsequent to transplant success 19 187 10 000-30 000 US Renal Data System13

Costs during the first year of graft failure 22 001 10 000-30 000 US Renal Data System13

Discount rate, % 3 0-5
Time frame, y 40 25-55

Abbreviation: ICU, intensive care unit.
aTotal stay: 10 days, ICU; 15 days, non-ICU; hemodialysis treatment over span of 15 days.
b Internal data from University of California, San Francisco (UCSF).
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creasing hospital capacity for hemodialysis. Sensitivity analysis
for the cost differential was performed to determine the thresh-
old at which additional costs would change which alternative
was more cost-effective. We used time trade-off (TTO) utility
measures for all states in our model. We used mean utility val-
ues in our base case and performed a sensitivity analysis.

RESULTS

BASE CASE ANALYSIS

Table 1 provides the input variables used in our model. In
the base case for a 60-year-old man, daily hemodialysis was
associated with an incremental cost of $5084/QALY gained
compared with alternate-day hemodialysis (Table2). Daily
hemodialysis was projected to add 2.14 QALYs and $10 924
in cost. The positive incremental cost-effectiveness ratio
(ICER) reflects the costs of more frequent hemodialysis dur-
ing acute hospitalization and prolonged survival (and there-
fore increased costs) associated with a larger proportion
of patients alive with CKD after discharge.

For the base case cohort, our model showed that pa-
tients are absent from the hemodialysis health state by
approximately year 9 in both intervention alternatives.
Because the costs of hemodialysis represents the great-
est proportion of posthospitalization costs other than those
of the transplant (nearly $68 000/year in the base case),
this similarity in maintenance hemodialysis require-
ments between the groups likely explains the small over-
all cost difference between the alternatives (�$11 000).

SENSITIVITY ANALYSIS

Sensitivity analysis, using ranges derived from the lit-
erature and expert opinion, showed that several vari-
ables strongly influenced the ICER. These included AKI
initial recovery rates, in-hospital AKI costs, chronic he-
modialysis-associated mortality rates, CKD health state
utilities for both alternatives, and CKD mortality in the
alternate-day hemodialysis group. We performed 1- and
2-way sensitivity analyses on the cost, utility, and tran-
sition probability variables that had the greatest impact.
Several important findings emerged, all suggesting a ro-
bust ICER for the daily hemodialysis strategy. First, we
found in-hospital AKI costs were not material to the cost-
effectiveness. The ICER was less than $50 000/QALY for
all cost values in a 1-way sensitivity analysis. When costs
for both alternatives were varied in a 2-way analysis, the
ICER was greater than $50 000/QALY only when the cost
of daily hemodialysis exceeded the cost of alternate-day
hemodialysis by $105 000 (Figure 2).

Second, the cost of maintenance (chronic) hemodi-
alysis was the main driver of overall costs in the model.
However, because the maintenance hemodialysis rates
were so similar and small in both intervention groups,
the ICER was not sensitive to even large changes in the
costs of maintenance hemodialysis. One-way sensitivity
analysis showed that changes in maintenance hemodi-
alysis costs from $36 000 to $140 000 per year resulted
in less than a $2000/QALY change in the ICER.

Maintenance hemodialysis rates, however, had a large
effect on the ICER. In our base case, the daily hemodi-
alysis survival advantage was allocated to the recovery
(51%), CKD (39%), and maintenance hemodialysis (9%)
health states in the same proportion as in the alternate-
day hemodialysis group. If, however, the daily hemodi-
alysis survivors are allocated disproportionately to costly
long-term maintenance hemodialysis (�20% of the total
daily hemodialysis group or �27% of the survivors, while
adjusting the CKD and full renal recovery to keep the
same initial proportions), cost-effectiveness becomes less
favorable (Figure 3). Finally, sensitivity analysis shows
that the daily hemodialysis strategy is highly cost-
effective even when the difference in 14-day postdis-
charge mortality between daily hemodialysis and alternate-
day hemodialysis is within 0.5% (Figure 4).

Sensitivity analysis around age at the time of hospi-
talization, discount rate, and utility estimates had little
influence on the cost-effectiveness. The ICER varied from
just over $4500/QALY to just under $6500/QALY be-
cause the initial age varied from 45 to 75 years. The re-

Table 2. Base Case Results of Cost-effectiveness Analysis of Management of AKI in the ICU

ARF Hemodialysis Strategy Cost, $a
Incremental

Cost, $
Effectiveness,

QALY

Incremental
Effectiveness,

QALY

Incremental
Cost-effectiveness

Ratio, $/QALY

Alternate-day hemodialysis 82 267.62
10 924.18

5.89
2.14 5083.90Daily hemodialysis 93 191.80 8.03

Abbreviations: AKI, acute kidney injury; ARF, acute renal failure; ICU, intensive care unit; QALY, quality-adjusted life-year.
aCalculated in 2006 US dollars.
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which each alternative dominates, using a threshold of $50 000 per
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sults of our analysis are insensitive to discount rates rang-
ing between 0% and 5%.

Because our base case assumed that the benefit from
a daily hemodialysis strategy occurred during the pe-
riod of hospitalization, we performed additional model-
ing assuming a continued benefit after discharge. We mod-
eled 3 scenarios: 40% mortality benefit for patients in CKD
and hemodialysis health states for the daily hemodialy-
sis group at every age; 40% reduction in CKD and he-
modialysis incidence (continued morbidity benefit) for
the daily hemodialysis group at every age; and both. In
the continued mortality benefit scenario, the cost-
effectiveness is less favorable at $10 000/QALY, whereas
it becomes more favorable ($2500/QALY) in the contin-
ued morbidity benefit scenario in which lower inci-
dence translates into lower prevalence at each age. In the
scenario in which there are continued mortality and mor-
bidity benefits, the cost-effectiveness becomes less fa-
vorable than the base case at $7000/QALY.

COMMENT

We assessed the cost-effectiveness of daily compared with
alternate-day hemodialysis for critically ill patients with
AKI. Our analysis suggests that daily hemodialysis is as-
sociated with a favorable incremental cost per QALY com-
pared with alternate-day hemodialysis. The results of our
analysis are robust and hold under most assumptions,
even if the difference in mortality rates between groups
is much smaller than what was observed in a recent clini-
cal trial.4

Although daily hemodialysis would require addi-
tional inpatient resources, our analysis showed that these
inpatient costs did not have a notable effect on the over-
all cost-effectiveness. Hemodialysis costs could increase
the ICER substantially if the excess patients who sur-
vived in the daily hemodialysis group disproportion-
ately required maintenance hemodialysis. Although a
sicker patient population may have higher risk of devel-
oping ESRD after an episode of AKI, there is no evi-
dence to suggest that patients who receive daily hemo-
dialysis are at higher risk for ESRD.

Our analysis confirms that a life-saving technology such
as hemodialysis can result in considerable downstream
costs that influence cost-effectiveness results. Although
our base case assumed that the benefit patients received
from daily hemodialysis did not persist beyond their hos-
pital stay, a more optimistic scenario in which survival
was improved on a longer-term basis would result in more
individuals living with CKD and ESRD and therefore a
cost-effectiveness modestly less favorable than in our base
case analysis. As the incidence of AKI increases, and if
survival rates improve with therapeutic advances (such
as daily hemodialysis), we may see increased numbers
of patients with impaired kidney function. This para-
doxical effect may have important implications for over-
all resource utilization.

One previous study24 explored the cost-effectiveness of
hemodialysis vs no hemodialysis in AKI. Hamel et al24 used
data from the Study to Understand Prognoses and Pref-
erences for Outcomes and Risks of Treatments (SUPPORT

study), a hospitalized cohort of patients selected for hav-
ing 1 of several comorbid conditions associated with a life
expectancy of approximately 6 months. The authors24 es-
timated a mean ICER greater than $128 000/QALY with
the strategy of provision of hemodialysis and continued
aggressive care vs the strategy of withholding hemodialy-
sis; the ICERs ranged from approximately $62 000 to
$274 000 based on non–AKI-related prognostic factors. Al-
though the validity of these analyses was not challenged,
the cohort was highly selected, and the results are inap-
plicable to most clinical settings. Most predictive models
in critically ill patients with AKI are not sufficiently ac-
curate tools on which to base the withholding of life-
saving interventions; moreover, few models have been
cross-validated. Although AKI requiring hemodialysis is
a devastating complication, a large proportion of patients
do survive, and in the absence of advanced comorbid dis-
ease, as in the SUPPORT study, some may survive for de-
cades. Therefore, we believe that a cost-effectiveness analy-
sis of different hemodialysis strategies, rather than a
hemodialysis vs no hemodialysis comparison, was most
relevant in the modern era.

Our analysis has several notable strengths. First, the
point estimates for efficacy are based on the results of a
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randomized trial rather than on observational data. Sec-
ond, a thorough review of the biomedical literature pro-
vided reliable ranges for our sensitivity analysis that are
appropriate for our study population. Third, the cost-
effectiveness of a daily hemodialysis strategy was a ro-
bust finding and was insensitive to the influence of most
variables. Fourth, our cost estimates for hemodialysis care,
transplant, and CKD care are based on actual costs re-
ported in and validated by the USRDS. Finally, Markov
models allowed us to incorporate changes in the pro-
gression of disease following recovery from AKI, al-
though additional controlled trials with longitudinal fol-
low-up would provide useful prognostic information
regarding important complications related to kidney
disease.

Our analysis also has several limitations. Our cost-
effectiveness analysis was subject to the limitations of the
original study from which our decision tree model and
base case were drawn.25 First, Schiffl et al4 excluded pa-
tients initially assigned to continuous renal replace-
ment therapies, leaving what was likely a less ill group
to receive hemodialysis. Although the study demon-
strated a notable improvement in survival for persons with
AKI requiring hemodialysis who were treated 6 times
weekly, patients who were not candidates for alternate-
day hemodialysis were excluded from the study, so that
the results may not be generalizable to all patients with
AKI, some of whom have such severe hemodynamic dis-
turbances as to be poor candidates for alternate-day he-
modialysis. Second, the delivered dose of hemodialysis
was 20% to 30% less than the prescribed dose. Although
the target volume-indexed clearance time product Kt/
Vurea (a standard measurement of hemodialysis dose) was
1.2 per session, the mean delivered Kt/Vurea per session
was only 0.94 in the alternate-day hemodialysis group
and 0.92 in the daily hemodialysis group. As a result, it
is possible that the observed difference resulted from rela-
tively ineffective hemodialysis in the conventional therapy
(3 times weekly) group, rather than enhanced or opti-
mal hemodialysis in the intensive therapy (6 times weekly)
group. Third, the overall mortality rate for the ICU popu-
lation in the study by Schiffl et al4 was less than ex-
pected, perhaps indicating a selected population. Fi-
nally, because we focused our inquiry on the frequency
of hemodialysis, our results cannot be extrapolated to
other dialytic therapies such as CRRT and SLED, which
were not applied in the study by Schiffl et al4 or consid-
ered in our analyses.

In addition, some aspects of our methods and sev-
eral of the assumptions that were made could be con-
strued as potential limitations. For example, we
assumed a mean length of hospital stay based on
various studies, in which patients were on average
sicker than those in the sample randomized in the
study by Schiffl et al.4 Traditionally, most studies of
AKI have focused on short-term outcomes assessed
at hospital discharge.26 Fewer studies have reported
on the longer-term prognosis after AKI in terms
of survival, quality of life, and recovery of kidney
function. Longer-term outcomes of persons who sur-
vive episodes of severe AKI have not been well
characterized.

Compared with other therapeutic options for criti-
cally ill patients such as drotrecogin alfa, daily hemo-
dialysis is a relatively cost-effective strategy. A daily
hemodialysis strategy may result in some increased
resource outlays by hospitals (new hemodialysis
machines, increased nursing or labor costs), which
were not modeled in our analysis. However, the low
ICER suggests that a daily hemodialysis strategy
would be a rational use of resources in the ICU set-
ting. Additional studies that stratify patients on sever-
ity of illness may provide important information for
targeting daily hemodialysis strategies to those who
would benefit the most. If future randomized trials
demonstrate benefit for other, more expensive dialytic
alternatives, such as CRRT and SLED, it would be
important to compare cost-effectiveness with these
alternatives with daily and conventional hemodialysis.
The Acute Renal Failure Trials Network study,27 a ran-
domized trial of 6 times weekly vs 3 times weekly
hemodialysis or high- vs conventional-dose CRRT or
SLED, should help to clarify the relative effects of
hemodialysis frequency among those subjects assigned
to hemodialysis. Cost analyses have also been planned
for this study.

Applying the results of cost-effectiveness analysis
conducted from a societal perspective can be difficult
for physicians and administrators who must work
within a limited budget. The high costs of critical ill-
ness make it important to consider economic out-
comes alongside clinical outcomes in deciding how to
utilize limited resources. Although continuous dialytic
therapies hold promise, current evidence is mixed
with unclear benefits to warrant the considerable
upfront costs and staff training to initiate such a pro-
gram. A daily hemodialysis strategy provides a cost-
effective option for managing AKI in critically ill
patients that can be readily implemented in most hos-
pitals that already provide hemodialysis services.
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