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TITLE

THERAPY PREDICTION AND OPTIMIZATION FOR RENAL FAILURE BLOOD
THERAPY, ESPECIALLY HOME HEMODIALYSIS

BACKGROUND

[0001] The present disclosure generally relates to dialysis systems. More specifically,
the present disclosure relates to therapy prediction and optimization systems and methods for
hemodialysis, especially home hemodialysis (“HHD”).

[0002] Hemodialysis (“HD”) in general uses diffusion to remove waste products from
a patient’s blood. A diffusive gradient that occurs across the semi-permeable dialysis
membrane between the blood and an electrolyte solution called dialysate causes diffusion.
Hemofiltration (“HF”) is an alternative renal replacement therapy that relies on a convective
transport of toxins from the patient’s blood. This therapy is accomplished by adding
substitution or replacement fluid to the extracorporeal circuit during treatment (typically ten
to ninety liters of such fluid). That substitution fluid and the fluid accumulated by the patient
in between treatments is ultrafiltered over the course of the HF treatment, providing a
convective transport mechanism that is particularly beneficial in removing middle and large
molecules (in hemodialysis there is a small amount of waste removed along with the fluid
gained between dialysis sessions, however, the solute drag from the removal of that
ultrafiltrate is not enough to provide convective clearance).

[0003] Hemodiafiltration (“HDF”) is a treatment modality that combines convective
and diffusive clearances. HDF uses dialysate to flow through a dialyzer, similar to standard
hemodialysis, providing diffusive clearance. In addition, substitution solution is provided
directly to the extracorporeal circuit, providing convective clearance.

[0004] Home hemodialysis (“HHD”) has to date had limited acceptance even though
the clinical outcomes of this modality are more attractive than conventional hemodialysis.
There are benefits to daily hemodialysis treatments versus bi- or tri-weekly visits to a
treatment center. In certain instances, a patient receiving more frequent treatments removes
more toxins and waste products than a patient receiving less frequent but perhaps longer
treatments.

[0005] In any of the blood therapy treatments listed above, there is an art that goes
along with the science. Different patients will respond differently to the same therapy. In

centers where most dialysis takes place, a patient’s therapy is honed over time with the aid of
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staff clinicians or nurses. With home therapy, the patient will visit a clinician’s or doctor’s
office on a regular, e.g., monthly basis, but will not typically have a nurse or clinician at home
to help optimize the therapy. For this reason, a mechanism to aid in optimizing a
hemodialysis or other blood therapy treatment early on after beginning dialysis is desirable.

[0006] Home therapy or HHD also provides the patient with therapy options that the
in-center patient does not have. For example, HHD can perform therapy at night if desired,
using a single or double needle modality. Any therapy, including a nighttime therapy can be
performed over an amount of time that the patient can elect. Because the patient does not
have to commute to a center, the patient can perform therapy on days that are convenient
for the patient, e.g., weekend days. Similarly, the patient can choose a therapy frequency,
or number of therapies per week, that is most convenient and/or most effective. With the
added flexibility comes questions, for example, the patient may wonder whether it is better to
run six therapies a week at 2.5 hours per therapy or five therapies a week at three hours per
therapy. For this additional reason, not only is a way to help optimize a hemodialysis or
other blood therapy treatment upfront desirable, it is also desirable to know what will happen
when therapy parameters for the optimized therapy are changed.

[0007] Optimizing hemodialysis therapies for a hemodialysis patient can also be
done by knowing the serum phosphorus levels of the hemodialysis patient during and
outside of a hemodialysis treatment session. However, serum phosphorus levels will vary
depending on the type of hemodialysis patient and the characteristics of the hemodialysis
treatment sessions.

[0008] Plasma or serum (the two terms will be used interchangeably) phosphorus
kinetics during HD treatments cannot be explained by conventional one or two compartment
models. Previous approaches have been limited by assuming that the distribution of
phosphorus is confined to classical intraceliular and extracellular fluid compartments. More
accurate kinetic models able to describe phosphorus kinetics during HD treatments and the
post-dialytic rebound period during short HD (“SHD”) and conventional HD (“CHD”)
treatment sessions can be used to predict steady state, pre-dialysis serum phosphorus
levels in patients treated with HD therapies. This information can be useful in determining

optimal treatment regimens for hemodialysis patients.

Summary

In a first aspect the present invention provides a renal failure blood therapy system
comprising:

a renal failure blood therapy machine;
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a therapy prescription for a patient treated by the renal failure blood therapy machine
to remove a solute from the patient’s blood;

a test including multiple blood samples taken at multiple times during a test therapy
to determine concentration levels of the solute at each of the multiple times;

a non-transitory computer readable medium including a pseudo one-compartment
kinetic model in which a compartment of the model has a volume that is ignored and a
constant solute concentration equal to a pre-dialytic concentration for the solute; and

a device programmed to use the kinetic model for the solute (i) in a first instance with
at least one of the concentration levels of the solute to estimate at least one estimated
patient parameter and (ii) in a second instance with the at least one estimated patient
parameter and a desired therapy result for the solute to determine at least one of a therapy
duration, a therapy frequency, a dialysate flowrate or a blood flowrate for the therapy
prescription.

In a second aspect the present invention provides a renal failure blood therapy
system comprising:

a renal failure blood therapy machine;

a therapy prescription for a patient treated by the renal failure blood therapy machine
to remove a solute from the patient’s blood;

a test including multiple blood samples taken at multiple times during a test therapy
to determine concentration levels of the solute at each of the multiple times;

a non-transitory computer readable medium including a pseudo one-compartment
kinetic model in which a compartment of the model has a volume that is ignored and a
constant solute concentration equal to a pre-dialytic concentration for the solute; and

a device programmed to use the kinetic model for the solute (i) in a first instance with
at least one of the concentration levels of the solute to estimate at least one estimated
patient parameter and (ii) in a second instance with the at least one estimated patient
parameter and at least one of a therapy duration or a therapy frequency to predict a therapy
result for the parameter.

In a third aspect the present invention provides a renal failure blood therapy system
comprising:

a renal failure blood therapy machine;

a therapy prescription for a patient treated by the renal failure blood therapy machine

to remove a solute from the patient’s blood;
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a test including multiple blood samples taken at multiple times during a test therapy
to determine concentration levels of the solute at each of the multiple times;

a non-transitory computer readable medium including a pseudo one-compartment
kinetic model in which a compartment of the model has a volume that is ignored and a
constant solute concentration equal to a pre-dialytic concentration for the solute; and

a device programmed to use the kinetic model for the solute in a first instance with at
least one of the concentration levels of the solute to estimate at least one estimated patient
parameter, the device further programmed to enable a user to select between using the
kinetic model for the solute (i) in a second instance with the at least one estimated patient
parameter and at least one of a therapy duration or a therapy frequency to predict a therapy
result for the parameter, or (ii) in a second instance with the at least one estimated patient
parameter and a desired therapy result for the solute to determine at least one of a therapy
duration, a therapy frequency, a dialysate flowrate or a blood flowrate for the therapy
prescription.

In a fourth aspect the present invention provides a device for use with a renal failure
blood therapy machine running a therapy prescription for treating a patient to remove a
solute from the patient’s blood, wherein the patient undergoes a test including muitiple blood
samples taken during a test therapy to determine concentration levels of the solute at each
of the multiple times, the device comprising:

a non-transitory computer readable medium including a pseudo one-compartment
kinetic model in which a compartment of the model has a volume that is ignored and a
constant solute concentration equal to a pre-dialytic concentration for the solute; and

processing and memory programmed to use the kinetic model for the solute (i) in a
first instance with at least one of the concentration levels of the solute to estimate at least
one estimated patient parameter and (ii) in a second instance with the at least one estimated
patient parameter and a desired therapy result for the solute to determine at least one of a
therapy duration, a therapy frequency, a dialysate flowrate or a blood flowrate for the therapy
prescription.

In a fifth aspect the present invention provides a device for use with a renal failure
blood therapy machine running a therapy prescription for treating a patient to remove a
solute from the patient’s blood, wherein the patient undergoes a test including multiple blood
samples taken during a test therapy to determine concentration levels of the solute at each
of the multiple times, the device comprising:

a non-transitory computer readable medium including a pseudo one-compartment
Kinetic model in which a compartment of the model has a volume that is ignored and a

constant solute concentration equal to a pre-dialytic concentration for the solute; and
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processing and memory programmed to use the kinetic model for the solute (i) in a
first instance with at least one of the concentration levels of the solute to estimate at least
one estimated patient parameter and (ii) in a second instance with the at least one estimated
patient parameter and at least one of a therapy duration or a therapy frequency to predict a
therapy result for the parameter.

In a sixth aspect the present invention provides a device for use with a renal failure
blood therapy machine running a therapy prescription for treating a patient to remove a
solute from the patient’s blood, wherein the patient undergoes a test including multiple blood
samples taken during a test therapy to determine concentration levels of the solute at each
of the multiple times, the device comprising:

a non-transitory computer readable medium including a pseudo one-compartment
kinetic model in which a compartment of the model has a volume that is ignored and a
constant solute concentration equal to a pre-dialytic concentration for the solute; and

processing and memory programmed to use the kinetic model for the solute in a first
instance with at least one of the concentration levels of the solute to estimate at least one
estimated patient parameter, the device further programmed to enable a user to select
between using the kinetic model for the solute (i) in a second instance with the at least one
estimated patient parameter and at least one of a therapy duration or a therapy frequency to
predict therapy result for the parameter, or (ii) in a second instance with the at least one
estimated patient parameter and a desired therapy result for the solute to determine at least
one of a therapy duration, a therapy frequency, a dialysate flowrate or a blood flowrate for
the therapy prescription.

in a seventh aspect the present invention provides a device for use with a renal
failure blood therapy machine running a therapy prescription for treating a patient to remove
a solute from the patient’s blood, wherein the concentration level for the solute is estimated
for the patient based on a plurality of physical characteristics of the patient, the device
comprising: |

a non-transitory computer readable medium including a pseudo one-compartment
kinetic model in which a compartment of the model has a volume that is ignored and a
constant solute concentration equal to a pre-dialytic concentration for the solute; and

processing and memory programmed to use the kinetic model for the solute in a first
instance with concentration level of the solute to estimate at least one estimated patient
parameter, the device further programmed to enable a user to use the kinetic model for the
solute (i) in a second instance with the at least one estimated patient parameter and at least

one of a therapy duration or a therapy frequency to predict therapy result for the parameter,
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or (i) in a second instance with the at least one estimated patient parameter and a
desired therapy result for the solute to determine at least one of a therapy duration, a
therapy frequency, a dialysate flowrate or a blood flowrate for the therapy prescription.

The present disclosure sets forth two primary embodiments, a first primary

embodiment, under Roman Numeral | below, the present disclosure sets forth systems and
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methods for a renal failure blood therapy, such as, hemodialysis, hemofiltration,
hemodiafiltration, and in particular for home hemodialysis (“HHD”). The systems and
methods of the present disclosure have in one embodiment three primary components,
which can be stored on one or more computer, such as the computer for a doctor, clinician
or nurse (referred to herein collectively as “doctor” unless otherwise specified). The
doctor’s computer, can be in data-networked communication with the renal failure therapy
machine, e.g., via an internet, a local or a wide area network. Or, the output of the doctor’s
computer can be stored on a portable memory device such as a universal serial bus (“USB”)
drive that is taken and inserted into the renal failure therapy machine. The first component
1s an estimation component. The second component is a prediction component. The third
component is an optimization component. The output of the estimation component is used
as an input to both the prediction and optimization components. The prediction and
optimization components can both be used to determine therapy prescriptions that will yield
suitable solute clearances, ¢.g., for urea, beta 2-microglobulin (“f2-M”) and phosphorus or
phosphate (the two terms will be used interchangeably). The doctor then consults with the
patient to pick one or more chosen prescription that the patient believes best fits the
patient’s lifestyle.

[0010] As shown below, the inputs to the optimization component are the therapy
outcomes desired by the doctors. The output of the optimization component is one or more
suitable therapy prescription for the patient to be run on a renal blood treatment machine,
such as a hemodialysis, hemofiltration, or hemodiafiltration machine. The therapy
prescription can set therapy parameters, such as (i) therapy frequency, e.g., number of
therapies per week, (ii) therapy duration, e.g., one hour to eight hours, (iii) therapy type,
e.g., single needle versus dual needle, (iv) dialysate flowrate and/or overall volume of fresh
dialysate used during therapy, (v) blood flowrate, (vi) ultrafiltration rate and/or overall
volume of ultrafiltrate removed during therapy, (vii) dialysate composition, e.g.,
conductivity, and (viii) dialyzer or hemofilter parameters, such as dialyzer clearance
capability or flux level.

[0011] The initial or estimation component includes a test that is run on the patient
while the patient is undergoing the therapy of choice, e.g., hemodialysis, hemofiltration, or
hemodiafiltration. The test uses a set of therapy prescription parameters, such as, treatment
time, blood flowrate and dialysate flowrate. While the patient is undergoing treatment,
blood samples are taken at various times over the treatment, e.g., at half-hour, forty-five

minute or hour intervals. The samples are analyzed to determine the level of certain
3
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therapy markers, such as urea concentration (small molecule), beta 2-microglobulin (“B2-
M”) (middle molecule), and phosphate (certain dialysis therapies can remove too much
phosphate, so it is desirable to know if the patient may be predisposed to this phenomenon).
In general, the concentration of each of the markers will lower over time as the urea, 2-M
and phosphate are cleared from the patient’s blood.

[0012] The concentration or clearance results are then fed into a series of models or
algorithms for the estimation component to determine a set of estimated patient parameters
for (i) the particular patient, (i1) the particular molecule and (iii) its corresponding
algorithm. For example, one of the parameters is G, which is the generation rate for the
particular solute or molecule produced as a result of dietary intake, e.g., food and drink.
Kp, another estimated patient parameter, is dialyzer clearance for the molecule. Kic, a
further estimated parameter, is the patient’s inter-compartmental mass transfer-area
coefficient for the molecule or solute. Ky, another estimated parameter, is the mobilization
clearance of phosphorus determining the rate at which phosphorus is released into the
extracellular space. V, yet another parameter that may be estimated, is the distribution
volume of phosphorus. Other estimated parameters are discussed below.

[0013] The prediction component uses the estimated patient parameters fed into the
modules or algorithms from the estimation component or module to calculate clearance
results for one or more solute, e.g., urea, p2-M and/or phosphate over a varied set of
therapy prescription parameters. The prediction component also uses assumed patient
parameters. For example, Kyg, is the patient’s residual kidney coefficient for the molecule
or solute (non-renal clearance of the solute is also often included into this term), which can
be considered a constant, such that it does not have to be estimated on an individual basis.
Shown in detail below are graphs illustrating the output of the prediction component, in
which a combination of therapy duration and therapy frequency is graphed along the x-axis
and a solute concentration, e.g., urea, $2-M or phosphate is graphed along the y-axis. The
graphs provide (i) a visual cue to the average concentration level for the solute and (ii)
estimate the maximum concentration level that the solute will reach. The graphs can be
used to determine one or more clinically acceptable parameters, such as standard Kt/V of
urca and mean pre-treatment plasma concentration (“MPC”) of B2-M and pre-dialysis
plasma concentration of phosphorus, all of which in turn help identify the appropriate and
customized therapy prescription. The doctor can communicate the acceptable prescriptions
to the patient, who then picks one or more chosen prescription for downloading to the HHD

machine.
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[0014] The optimization component operates the reverse of the predication
component and instead inputs desired solute concentration levels into the models of the
estimation component, using the estimated parameters of the estimation component to
determine an optimized set of therapy prescription parameters for the patient. The
optimization takes into account the doctor’s desired solute concentration clearance for the
patient for one or more solutes and the patient’s preference, e.g., as to therapy frequency
and duration. In one example, the optimization component inputs a doctor’s requirement for
urea, 32-M and phosphate clearances, which yields a plurality of therapy prescriptions that
meet the clearance requirements. The doctor and patient can then view the acceptable
therapy prescriptions and select one or more chosen prescription for loading into the renal
failure blood therapy, e.g., HHD, machine.

[0015] Thus, the prediction and optimization components can both lead to chosen
therapy prescriptions that are downloaded to the HHD machine. The optimization
component may be easier to use to choose a suitable therapy prescription than the
prediction components because it is less iterative (for the doctor) than the prediction
component. However, the prediction component can provide more detailed information for
the doctor and for a particular therapy prescription. Thus, in one particularly useful
implementation of the present disclosure, the system estimates, optimizes and allows for
choice and then predicts detailed results for the optimized and chosen therapy prescription.

[0016] It is contemplated that the patient’s estimated patient parameters, e.g., G, Vp,
Kjc and Ky be updated periodically to adjust for a changing condition of the patient and to
adjust for actual data obtained from past therapies. For example, the patient can have blood
work done periodically, such that the downloaded prescription can be changed if the results
of the blood work warrant such a change. Thus, the three components can be cycled or
updated periodically, e.g., once or twice a year or as often as the doctor finds necessary.

[0017] In the second primary embodiment under Roman Numeral II below, the
present disclosure sets forth methods of predicting serum phosphorus concentrations in a
patient during hemodialysis. In one embodiment, the method includes measuring serum
phosphorus concentrations (“‘C”) of the patient over a hemodialysis treatment session time
and an ultrafiltration rate (“Qus”) calculated by a difference between pre- and post-dialytic
body weight of the patient during an initial hemodialysis treatment session divided by a total
treatment time of the treatment session, estimating a phosphorous mobilization clearance
(“Kym”) and a pre-dialysis distribution volume of phosphorus (“Vpgg”) for the patient, and

predicting C of the patient at any time during any hemodialysis treatment session with the
5
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estimated Ky and Vprg of the patient. C of the patient can be measured every 15 or 30
minutes during the hemodialysis treatment session.

[0018] In another embodiment, a computing device for predicting serum phosphorus
concentrations in a patient during hemodialysis includes a display device, an input device, a
processor, and a memory device that stores a plurality of instructions, which when executed
by the processor, cause the processor to operate with the display device and the input device
to: (a) receive data relating to C of a hemodialysis patient over a hemodialysis treatment
session time and an Qur calculated by a difference between pre- and post-dialytic body
weight of the hemodialysis patient during a hemodialysis treatment session divided by a total
treatment time of the treatment session, (b) estimate Ky and Vpgg for the patient, and (c)
predict C of the patient at any time during hemodialysis. The processor can operate with the
display device and the input device to receive data relating to at least one of Kg, Kp or a
sampling time for collecting the serum phosphorus concentration.

[0019] In yet another embodiment, a method of determining steady state, pre-dialysis
serum phosphorus levels in a hemodialysis patient includes obtaining a net generation of
phosphorus (“G”) of the hemodialysis patient, determining steady state, pre-dialysis serum
phosphorus levels (“Css.pre”’) of the hemodialysis patient, and simulating the effect of at least
one of a patient parameter or a treatment parameter on Css.pre Of the hemodialysis patient.

[0020] In an embodiment, a computing device for determining steady state, pre-
dialysis serum phosphorus levels in a hemodialysis patient includes a display device, an input
device, a processor, and a memory device that stores a plurality of instructions, which when
executed by the processor, cause the processor to operate with the display device and the
input device to: (a) receive data relating to G from at least a dietary phosphorus intake of a
hemodialysis patient or a urea kinetic modeling of the hemodialysis patient, (b) determine
Css.pre of the patient, and (c) simulate the effect of at least one of a patient parameter or a
treatment parameter on the Csspre of the hemodialysis patient. The processor can operate
with the display device and the input device to receive data relating to at least one of Kg, Kp,
Kwum, Vpre, t, F, Cpre about a month before a hemodialysis treatment session or a sampling
time for collecting the serum phosphorus concentration. The computing device can display a
treatment regimen of the hemodialysis patient so that Csg prg 1S Within a desired range.

[0021] An advantage of the present disclosure is accordingly to provide improved
renal failure blood therapy systems and methods.

[0022] Another advantage of the present disclosure is to provide renal failure blood

therapy systems and methods having a therapy prediction tool with which clinicians may
6
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adjust renal failure blood therapies, e.g., HHD therapies, for specific patients with respect to
the key solute clearance measures.

[0023] Yet another advantage of the present disclosure is to provide renal failure
blood therapy systems and methods that offer clinicians multiple choices to achieve desired
target goals.

[0024] Still another advantage of the present disclosure is to provide renal failure
blood therapy systems and methods that employ a clinically viable and practical test
procedure to help characterize the patient’s response to a particular renal blood therapy.

[0025] A further advantage of the present disclosure is to provide renal failure blood
therapy systems and methods that help to reduce the amount of trial and error in optimizing a
blood therapy for the patient.

[0026] Still a further advantage of the present disclosure is to provide renal failure
blood therapy systems and methods that aid the patient in attempting to optimize lifestyle
choices for therapy.

[0027] Another advantage of the present disclosure is to accurately predict plasma
phosphorus levels in a patient during short, conventional daily and nocturnal hemodialysis.

[0028] Yet another advantage of the present disclosure is to accurately predict steady
state, pre-dialysis plasma phosphorus serum levels in a patient who is maintained by a
hemodialysis therapy for a specified time.

[0029] Still another advantage of the present disclosure is to develop or modify
hemodialysis treatment regimens so that the plasma phosphorus serum levels of a
hemodialysis patient are maintained within a desired range.

[0030] A further advantage of the present disclosure is provide systems that develop
or modify hemodialysis treatment regimens so that the plasma phosphorus serum levels of a
hemodialysis patient are maintained within a desired range.

[0031] Yet a further advantage of the present disclosure is to conserve dialysate and
other dialysis supplies, streamlining the therapy and lowering therapy cost.

[0032] Additional features and advantages are described herein, and will be apparent

from, the following Detailed Description and the figures.

BRIEF DESCRIPTION OF THE FIGURES

[0033] Fig. 1 is a schematic overview of one embodiment of a renal failure blood

therapy system and method of the present disclosure.
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[0034] Fig. 2 is an example of a system component selection screen of one
embodiment of a renal failure blood therapy system and method of the present disclosure.

[0035] Fig. 3 is an example of a patient parameter estimation input screen of one
embodiment of a renal failure blood therapy system and method of the present disclosure.

[0036] Fig. 4 is an example of a patient parameter estimation output screen of one
embodiment of a renal failure blood therapy system and method of the present disclosure.

[0037] Fig. 5 is an example of a therapy prediction input screen of one embodiment
of a renal failure blood therapy system and method of the present disclosure.

[0038] Fig. 6 is an example of a therapy prediction output screen of one embodiment
of a renal failure blood therapy system and method of the present disclosure.

[0039] Fig. 7 is an example of a therapy optimization input screen of one embodiment
of a renal failure blood therapy system and method of the present disclosure.

[0040] Fig. 8A is an example of a therapy optimization routine screen of one
embodiment of a renal failure blood therapy system and method of the present disclosure.

[0041] Fig. 8B is another example of a therapy optimization routine screen of one
embodiment of a renal failure blood therapy system and method of the present disclosure.

[0042] Fig. 9 is a schematic flow diagram summarizing some of the features for the
renal failure blood therapy system and method of the present disclosure.

[0043] Fig. 10 illustrates an embodiment of a computing device of the present
disclosure.

[0044] Fig. 11 is a conceptual description of the pseudo one-compartment model.

[0045] Fig. 12 shows the modeled and measured plasma phosphorus concentrations
for patient 1 during short HD and conventional HD treatments.

[0046] Fig. 13 shows the modeled and measured plasma phosphorus concentrations
for patient 2 during short HD and conventional HD treatments.

[0047] Fig. 14 shows the modeled and measured plasma phosphorus concentrations
for patient 3 during short HD and conventional HD treatments.

[0048] Fig. 15 shows the modeled and measured plasma phosphorus concentrations
for patient 4 during short HD and conventional HD treatments.

[0049] Fig. 16 shows the modeled and measured plasma phosphorus concentrations
for patient 5 during short HD and conventional HD treatments.

[0050] Fig. 17 is a conceptual model used to describe steady state phosphorus mass

balance over a time-averaged period.
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[0051] Fig. 18 illustrates the effect of treatment frequency per se on pre-dialysis
serum phosphorus concentration as a function of dialyzer phosphate clearance.

[0052] Fig. 19 shows the effects of an increase in treatment time and frequency with
reference to nocturnal forms of hemodialysis.

[0053] Fig. 20 shows the effect of increasing treatment frequency and treatment time
relevant to short daily hemodialysis on pre-dialysis serum phosphorus concentration - Ky =
50 ml/min.

[0054] Fig. 21 shows the effect of increasing treatment frequency and treatment time
relevant to short daily hemodialysis on pre-dialysis serum phosphorus concentration - Ky =
50 ml/min.

[0055] Fig. 22 shows the effect of increasing treatment frequency and treatment time
relevant to short daily hemodialysis on pre-dialysis serum phosphorus concentration - Ky =
150 ml/min.

[0056] Fig. 23 shows the effect of increasing treatment frequency and treatment time
relevant to short daily hemodialysis on pre-dialysis serum phosphorus concentration - Ky =

150 ml/min.

DETAILED DESCRIPTION

I. THERAPY ESTIMATION, PREDICTION AND OPTIMIZATION

[0057] Referring now to the drawings and in particular to Fig. 1, system 10 illustrates
one optimization system and method of the present disclosure for implementing a therapy
prescription into a renal failure blood therapy machine 100, such as a hemodialysis
machine, and in particular home hemodialysis (“HHD”) machine. One particularly well
suited HHD machine to operate the systems and methods of the present disclosure is set
forth in the following United States patent applications: (i) U.S. Pub. No. 2008/0202591,
(1) U.S. Pub. No. 2008/0208103, (iii)) U.S. Pub. No. 2008/0216898, (iv) U.S. Pub. No.
2009/0004033, (v) U.S. Pub. No. 2009/0101549, (vi) U.S. Pub. No. 2009/0105629, U.S. Pub.
No. 2009/0107335, and (vii) U.S. Pub. No. 2009/0114582, the contents of each of which are
incorporated herein expressly by reference and relied upon. The HHD machine includes at
least one processor and at least one memory that are specifically modified or programmed to
accept a therapy prescription to run, which is prescribed by a doctor, clinician or nurse (for
convenience referred to collectively hereafter as a doctor 14 unless otherwise specified). The

9
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therapy is downloaded to the HHD machine (for convenience “HHD machine” refers
collectively hereafter to a home hemodialysis, home hemofiltration, home hemodiafiltration
or a continuous renal replacement therapy (“CRRT”) machine unless otherwise specified),
e.g., via a memory storage device, such as a flash drive or universal serial bus (“USB”) drive,
or via an internet or other local or wide area data network.

[0058] A patient 12 may be provided with multiple suitable therapies and be allowed
to choose between the therapies, e.g., based upon the patient’s schedule that day or week.
United States patent applications that disclose the provision of and selection from multiple
peritoneal dialysis therapies include: (i) U.S. Pub. No. 2010/0010424, (i1) U.S. Pub. No.
2010/0010423, (ii1) U.S. Pub. No. 2010/0010426, (iv) U.S. Pub. No. 20100010427, and (v)
U.S. Pub. No. 20100010428, each assigned to the assignee of the present disclosure, and the
entire contents of each of which are incorporated herein by reference and relied upon.

[0059] System 10 includes three components, namely, an estimation component 20, a

prediction component 40 and an optimization component 60.

Estimation Component

[0060] Estimation component 20 includes a patient test 22, which involves actually
performing the therapy of choice, e.g., a hemodialysis, hemofiltration, hemodiafiltration or
CRRT therapy on patient 12 and taking blood samples at different times, e.g., at five different
times, during the actual therapy. The test therapy can for example be a four-hour therapy, in
which the sample times are, for example, at beginning of the test, 1/2 hour, one hour and two
hours; or the test therapy can for example be an eight-hour therapy, in which the samples are
taken at the beginning of therapy, and at one hour, two hours, four hours, five hours, six
hours and eight hours. The test therapy durations and number of samples can be varied as
desired.

[0061] The blood samples are each analyzed to determine the level of concentration
of certain marker solutes, such as, urea 24 (small molecule), beta 2-microglobulin (“f2-M”)
26 (middle molecule), and phosphate 28. It is known that for certain patients running
certain dialysis therapies, e.g., longer therapies, that too much phosphate can be removed
from the patient, to the point that in some instances phosphate has to be returned to the
patient. System 10 contemplates the determination of whether the patient may be
predisposed to experiencing low phosphate levels.

[0062] The concentration levels determined at known times during therapy are fed

into a series of models or algorithms 30, one model for each solute of concern, e.g., a first
10
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model 30a for urca 24, a second model 30b for f2-M 26 and a third model 30c for
phosphate 28. Models 30 (referring collectively to models 30a, 30b, 30c, .... 30n) can each
include one or more algorithm. Suitable models 30 are discussed herein.

[0063] The output of estimation component 20 includes a multitude of estimated
patient parameters 32 for each solute 24, 26, and 28 of concern, which are based on the
patient’s blood results using models 30 and are therefore specific to the patient. While it is
important to the present disclosure that the estimated patient parameters 32 are tailored to the
patient’s physiologic make-up, the doctor may feel that a blood test is too strenuous or
invasive. Thus, system 10 also contemplates the estimating parameters 32 instead using
empirical data, e.g., typical parameter values for the patient based on for example age,
weight, sex, blood type, typical blood pressure, height, therapy duration, nutritional status,
and discase information related to the kinetics of the solute(s) of interest. It is believed that
this data can be developed over time using system 10. Important parameters for models 30 of
system 10, include estimated patient parameters 32 and known, assumed or calculated
(outside of the model) values 42, such as:

Kjc, which is the patient’s inter-compartmental diffusion coefficient for the
molecule or solute and is an estimated parameter 32;

Kp, which is a known dialyzer clearance for the particular molecule or solute and
can be a parameter 42 calculated outside the model ;

Kwu, which is the patient’s phosphorus mobilization clearance and is an estimated
parameter 32;

Kxgr, which is the patient’s residual kidney coefficient for the particular molecule or
solute and may be a parameter 42 assumed to be a constant;

V is the distribution volume of phosphorus and is an estimated parameter 32;

G, which is the generation rate for the particular solute or molecule produced by
patient’s intake and is an estimated parameter 32 or may be an assumed parameter 42;

Vp, which is the perfused or extracellular volume, is an estimated parameter 32;

Vxp, which is the non-perfused or intracellular volume, is an estimated parameter 32;

Vp, which is the solute distribution volume in the body, equal to Vp + Vyp for urea
and beta2-microglobulin, is an estimated parameter 32;

Cp, which is the extracellular concentration of the solute, is a parameter 42 determined
from test 22 and is therefore a known in the models 30 of estimation component 20 (it should

be noted that not only can Cp be a measured estimation component 20, Cp can also be
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predicted along with Cnp by a prediction module, after which one can compare measured and
predicted versions of Cp, etc., to gauge the performance of system 10);

Cynp, which is the intracellular concentration of the solute and cannot be measured, is
not a result of test 22 and is not an input to the models, it is instead a predicted output from
the prediction and optimization components;

®np, which is a ratio of intracellular compartment volume to the total distribution
volume and ®p, which is the ratio of extracellular compartment volume to the total
distribution volume, both of which are known parameters 42 from literature; and

o, which is an interdialytic fluid intake, i.c., water intake, is a parameter 42 calculated
outside of models 30 based on average fluid intake, or weight gain.

[0064] As shown above, there are at least seven estimated parameters 32, namely,
Kic, Km, V, G, Vp, Vnp, and Vp, where Vyp and Vp are related to Vp through ®©p and Oyp.
For convenience, only three of them are illustrated in Fig. 1, namely, Kic, Vp and Vyp. It
should be appreciated that any one, some or all of the seven parameters can be estimated via
estimation component 20 and models 30. It is contemplated to allow desired parameters for
estimation to be chosen by the doctor, e.g., via selection boxes like those shown below in Fig.
5 for the solutes under the prediction component 40.

[0065] There are also operational parameters 44 discussed herein, such as, blood
flowrate, dialysate flowrate, dialysate total volume, ultrafiltration flowrate and ultrafiltration
volume, and also operational parameters 44 affecting the patient’s life style, such as:

T, which is in one instance the time duration at which each sample is taken in
estimation component 20, and is therefore known parameter 42 for the test 22 of estimation
component 20, and is in another instance the duration of dialysis in the prediction 40 and
optimization 60 components; and

F, which is the frequency of therapy, is taken to be one for the single therapy of test

22, but is varied in the prediction 40 and optimization 60 components.

Prediction Component

[0066] The estimated patient parameters 32 are then fed back into the models in
prediction component 40, particularly into the personalized solute flux and volume flux
routine 50. Personalized solute flux and volume flux routine 50 uses in essence the same
models or algorithms 30 of component 20, but here using the estimated patient parameters 32
of estimation component 30, as inputs, making the parameters 32 knowns instead of

variables.
12
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[0067] As shown in Fig. 1., the patient prediction component 40 accepts other known,
assumed or calculated (outside of the model) values 42 for the particular solute, such as
dialyzer clearance Kp, into personalized solute flux and volume flux routine 50. What is left
as unknown with routine 50 are (i) variable prescription operational parameters 44, such as
dialysis duration (“T”) and dialysis frequency (“F) and (iii) solute concentrations 52 (C for
both intracellular and extracellular) for solutes 24, 26 and 28. Other machine operating
parameters 44 that may be inputted into prediction component 40 and varied include blood
flowrate, dialysate flowrate, dialysate total volume, ultrafiltration flowrate and ultrafiltration
volume. The solute distribution volume and total body water volume are not constant
throughout therapy. System 10 accordingly uses a variable-volume model allowing system
10 to change during the simulated therapy duration. Prediction component 40 then computes
Cp, Cxp, Vp, and Vyp based on the given input variables such F, T, Kp, etc. Patient prediction
component 40 plugs in different realistic values for operational parameters 44, ¢.g., as x-axis
values of a graph, and outputs solute concentrations 52, ¢.g., as y-axis values of the graph.

[0068] The graphs allow the doctor to view how the concentration 52 of a certain
solute varies over the course of, e.g., a week, for a particular set of prescription operational
parameters 44. The doctor can see an average value or other accepted measure of
quantification for the concentration 52, e.g., a standardized Kt/v for the clearance of urea.
The doctor can also see the peak value for the concentration 52 over the course of a therapy
cycle.

[0069] The doctor can vary therapy duration and frequency input parameters to
develop multiple sets of graphs of the outputted solute concentrations, for example, set 1 of
graphs for urea, $2-M and phosphate for therapy duration 1 and therapy frequency 1, and set
2 of graphs for urea, f2-M and phosphate for therapy duration 2 and therapy frequency 2. If
desired, each set of graphs can be merged onto a single graph, e.g., urea, $2-M and phosphate
concentration on one single graph for therapy duration 1 and therapy frequency 1. The
therapy duration(s) and frequency(ies) that yield suitable solute concentrations can then be
communicated to the patient, who in turn applies life style preferences 54 to yield one or
more chosen therapy prescription 56 for downloading to an HHD machine 100. The patient
or doctor then selects one of the prescriptions, e.g., on a weekly basis to run for treatment. In
other examples, blood and dialysate flowrates may also be adjusted to reach certain clearance
goals or to suit the patient’s needs.

[0070] It is also expressly contemplated to optimize the visual outlay and

functionality for the doctor, that is, to optimize the look and operation of the graphs and
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tables, for example, to only allow values for desired adequacy parameters to be manipulated.
System 10 can manipulate these values, so as to be customized to each doctor’s needs and
preferences. The screens shown herein are accordingly intended to be examples. The

examples are not intended to limit the invention.

Optimization Component

[0071] Optimization component 60 inputs a plurality of therapy targets 62, such as
target removal of urea 24, target removal of f2-M, target removal of phosphate 28, and
target removal of ultrafiltration (“UF”) or excess water that has built inside the patient
between treatments. Therapy targets 62 are entered into an optimization routine 70. In one
embodiment, optimization routine 70 uses in essence the kinetic models or equations 30
discussed above for estimation component 20, which like with routine 50, have entered the
estimated patient parameters 32 obtained from estimation component 20. Then, calculations
for each solute are made in the reverse of prediction component 40. That is, instead of
entering prescription operational parameters 44 and calculating solute concentration 52, a
desired solute concentration 52 is entered and operational parameters 44, which will satisfy
the desired or optimized solute concentration 52 are calculated. Here, the results 72 of
optimization component 60 are independent of, or more precisely the reverse of, the results of
prediction component 40. Optimization routine 70 identifies one or more therapy
prescription 72 that meets the desired or optimized solute concentration 52 for each
designated solute.

[0072] In particular, the computational techniques using optimization routine 70 of
optimization component 60 have been found to be robust and stable procedures that identify
the therapy conditions that achieve the aimed input target values (e.g. f2-M pre-dialysis
serum concentration (“MPC”), urea standard Kt/v (std Kt/v), and phosphate steady state pre-
dialysis serum concentration) by the clinician. The computational techniques identify
multiple optimized therapy prescriptions and attempt to do so by performing the least number
of iterative simulations. Outputted therapy parameters from optimization component 60 can
include therapy duration (“T”), therapy frequency (“F”’), blood and dialysate flow rates (“Qg”
and “Qp”, respectively).

[0073] In one example, the target (i.e., input) urea stdKt/v and f2-M MPC may be set
to be 2.0 and 27.5 mg/L respectively. Table 1.1 below shows the relationships (e.g., curves)
between urea stdKt/v, f2-M MPC and therapy duration. In the example, the input target

values are indicated by dotted lines. Optimization routine 70, following a relatively easy and
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iterative procedure, varies therapy duration T (for a given set of F, Qg, and Qp) until both
urea stdKt/v and $2-M MPC target values are satisfied at the minimum necessary T, which is
presumed to be the optimal T for both the patient and the hemodialysis machine because the
time the patient is connected to the machine and the time the machine needs to run and
consume dialysate components is minimized.

[0074] In a first sample iteration, the optimization routine 70 performs a simulation at
T = 600 minutes, a therapy duration generally long enough to produce adequacy parameters
much better than desired. In a second sample iteration, optimization routine 70 performs a
simulation at T, = 600/2 = 300 minutes, producing satisfactory results. In the third step,
optimization routine 70 performs a simulation at Tz = 300/2 = 150 minutes, this time
producing unsatisfactory results for both stdKt/v and f2-M MPC. In a fourth iteration,
optimization routine 70 performs a simulation at an increased time T4 = (150+300)/2 = 225
minutes, producing satisfactory result for stdKt/v only. In a fifth iteration, optimization
routine 70 performs a simulation at a further increased time Ts = (225+300)/2 = 263 minutes,
producing satisfactory results for both stdKt/v and f2-M MPC.

[0075] At the end of each step, if both target parameters are achieved, the
optimization routine 70 in one embodiment calculates the difference between the target and
achieved values. If the difference for at least one of the target parameters is greater than a
threshold value, then optimization routine 70 performs yet another iteration to achieve results
closer to the target values, further lessening and optimizing duration T. Using the above
procedure, optimization routine 70 performs a final simulation at T = (263+225)/2 = 244
minutes (bold vertical line), where both stdKt/v and f2-M MPC targets are satisfied and the
differences between achieved stdKt/v and f2-M MPC and target stdKt/v and f2-M MPC are
small.

[0076] As illustrated, the optimal therapy duration T of 244 minutes is found in only
six iterations, again for a given set of F, Qg and Qp. Multiple optimized therapy prescriptions
can then be identified, e.g., varying therapy duration, frequency, blood and/or dialysate

flowrates, to allow the patient a choice based on lifestyle as discussed below.
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[0077] Patient 12 and doctor 14 review the therapy prescriptions that meet the desired
or optimized solute concentration 52 and factor in the patient’s life style preferences 74.
Perhaps patient 12 prefers a short daily therapy during the day when the patient’s spouse is
awake for assistance. Or perhaps the patient works out on Monday, Wednesday and Friday
and has less UF due to sweat on those days, preferring then to run treatments on other days.

[0078] Applying lifestyle preferences 74 to the therapy prescriptions 72 that meet the
desired or optimized solute concentration 52 yields a chosen one or more therapy prescription
76. Chosen therapy prescription 56 and 76 can be downloaded to machine 100, e.g., via
manual entry into machine 100, a download from a memory storage device, e.g., flash drive

or universal serial bus (“USB”) drive, or a download from a data network such as an internet.
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[0079] It is contemplated to modify a chosen one or more therapy prescription 56 or
76 from time to time, e.g., due to regular and periodic blood testing 78, which the patient has
performed from time to time. The patient may lose residual renal function over time causing
the chosen one or more therapy prescription 56 or 76 to need to be modified. The blood work
may in any case indicate that the chosen one or more therapy prescription 56 or 76 is not
removing one or more solute effectively enough, prompting a change. The patient may lose
weight or undergo a lifestyle change, which allows for a less rigorous one or more therapy
prescription 56 or 76 to be used instead. In any case, it is contemplated that lifestyle
preferences 74 will continue to play a role in potentially modifying the selected one or more

therapy prescription 76.

Sample Screen Shots

[0080] Figs. 2 to 8B are sample screenshots further illustrating system 10 described in
connection with Fig. 1. The screen shots of Figs. 2 to 8B can be custom generated per the
request of the doctor and can be implemented on the processing and memory of one or more
computer used by the doctor, clinician or nurse, which can be in data networked
communication with the HHD machine 100, e.g., via an internet, local or wide area network.
It 1s also contemplated, especially for in-center machines, to implement system 10 and the
screen shots of Figs. 2 to 8B at the one or more processing and memory of machine 100.

[0081] Fig. 2 illustrates a sample startup screen that allows the doctor to choose
whether to enter or work with the patient parameter estimation component 20, the therapy
prediction component 40 or the therapy optimization component 60. System 10 was
described above from start to finish. It may be however that patient parameter estimation
component 20 has already been performed, such that the doctor can jump directly to either
the prediction component 40 or the therapy optimization component 60. As discussed above,
therapy optimization component 60 can operate independent of prediction component 40.
Thus, it may be that the doctor only uses one of prediction component 40 and optimization
component 60 at a particular time or application of system 10.

[0082] Prediction component 40 and therapy optimization component 60 rely on
information from patient parameter estimation component 20, however, it should be noted
that if the patient 12 does not wish to undergo test 22, or the doctor 14 does not want the
patient 12 to undergo test 22, it may be possible, although not preferred, to use standardized
values based on the patient’s information, such as age, sex, blood type, residual renal function

if known, etc. It is also expressly contemplated to maintain a database of estimated patient
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parameters 32 developed over time using system 10, which may provide viable standardized
estimated patient parameters 32 based on patient category.

[0083] Fig. 3 illustrates a sample data entry and test 22 result screen for parameter
estimation component 20. The screen at the left accepts patient information, such as name,
age, gender and weight. It is contemplated for system 10 to be able to search for a file under
any of this inputted data. The doctor enters data for test 22 into the middle of the screen of
Fig. 3, such as total treatment time, blood flowrate, dialysate flowrate (or total volume) and
UF rate or volume (not illustrated). The patient then undergoes a test therapy that is run
according to this inputted data. The screen of Fig. 3 at the right then accepts the results of the
blood testing done for urea 24, f2-M 26 and phosphate 28 at various times over the course
of the treatment, forming a time-based profile for each of the analyzed solutes. The sample
times show in Fig. 3 include a starting time, and one hour, two hours, four hours, five
hours, six hours and eight hours from the starting time. Other intervals including more or
less time entries can be used alternatively.

[0084] Fig. 4 illustrates a sample estimated patient parameters 32 display screen.
Estimated patient parameters 32 can include, for example, generation rate G, intracellular
clearance Kjc, phosphorus mobilization clearance Ky, and distribution volume Vp, (Vp = Vp
+ Vnp, where Vp is the perfused or extracellular volume, and Vyp is the non-perfused or
intracellular volume). The values for G, Kjc, and Vp, are the outputs of models 30 of
estimation components 20, and are then used as inputted data in components 40 and 60 as
estimated patient parameters 32.

[0085] Fig. S illustrates a sample input screen for prediction component 40. In the
illustrated example, the doctor at the left of the screen chooses to run the prediction routine
for urea 24 and B2-M (boxes checked), but not for phosphate 28 (boxes not checked). The
doctor also enters operational inputs 44, namely, the doctor wishes to model a therapy that
is run five days a week (i.c., F) for three hours (i.e., T) per session. As discussed above,
other machine operating parameters that may be entered (and varied) alternatively or
additionally to F and T include blood flowrate, dialysate flowrate, dialysate total volume,
ultrafiltration flowrate and ultrafiltration total volume. “Back” and “Run” buttons allow the
doctor to navigate through each of the components 20, 40 or 60 when the particular
component are selected.

[0086] Fig. 6 illustrates a sample output screen for prediction component 40, which
shows the results after running the personalized solute flux and volume equations 50. If

desired, the concentration results can be merged onto a single graph, for example, with the
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urea concentration scale along the left and 2-M scale along the right. Solute concentrations
52 could alternatively be displayed in spreadsheet form but are shown in Fig. 6 in graphical
form, with days from a start of using the particular therapy prescription along the x-axis.
This way, the doctor can readily see the predicted solute profile for a given frequency and
duration, and for the patient’s personalized estimated parameters. Solute concentrations 52
are also shown in an average or standardized form, e.g., as a standard Kt/v, which is
understood by those of skill in the art. Knowing peak concentration and the average or
standardized concentration, the doctor can quickly determine if the proposed frequency and
duration are adequate for the selected solutes, here, urea 24 and f2-M 26. As delineated in
Fig. 6, P is for perfused or extracellular, NP is for non-perfused or intracellular. If the
solute, for example urea, is in the extracellular or blood volume then the dialyzer can
readily clear the solute. If the solute is in the intracellular volume, then the solute has to
first pass in to the extracellular volume overcoming the resistance defined by Kjc.

[0087] Fig. 6 illustrates concentration values for a particular therapy duration T and
frequency F. It is contemplated for the doctor to re-run prediction component 40 to vary T
and F. The doctor can then choose one or more sets of graphs, e.g., from (i) Ty, Fy; (i) Ty,
F,; (iii) Ts, Fs3; etc., that are clinically acceptable. The acceptable graphs or their
corresponding therapy prescriptions can then be reviewed with the patient, who selects one
or more graph or prescription that best meets the patient’s lifestyle needs and/or
requirements.

[0088] Fig. 7 illustrates a sample input screen for optimization component 60.
Running opposite to prediction component 40, the doctor in optimization component 60
enters desired values for therapy results, ¢.g., a desired value for urea, e.g., via standard Kt/v,
a desired value for phosphorus in, e.g., pre-dialysis phosphorus plasma concentration in
milligrams per liter, a desired value for 2-M in, e.g., milligrams per liter, and a desired
ultrafiltrate (“UF”) removal value, e.g., in liters. UF is generally a machine-controlled
function but can affect solute removal, so the input of UF is desirable for optimization.

[0089] Fig. 8A shows an example of an optimization routine 70, which for inputted
urea and B2-M (and phosphate if desired) requirements, shows a spreadsheet of frequency
in Days Per Week (along the side) and Therapy Duration in hours (along the top), and
places an “X” in the cell corresponding to a treatment that will meet the requirement for
that solute. In the twelve possible combinations shown in Fig. 8, two (four days of three
hour treatments and vice versa) meet the requirements for urea and f2-M requirements.

The patient can then decide which option fits his/her lifestyle better. Or, both prescriptions
19



WO 2011/130669 PCT/US2011/032736

can be machine entered or chosen prescriptions 72. The patient then decides, for example
on a weekly basis, which of the two approved and chosen prescriptions is a better fit for
that week.

[0090] Fig. 8A also shows example inputted parameters 72 for optimization
component 60, here, resulting blood flowrate, total solution volume, dialysate flowrate (or
total volume) and UF rate (or volume), which are used in the equations for all of the
frequency combinations in the urea and 2-M optimization routines 70. The doctor,
independent of system 10, may calculate blood flowrate and dialysate flowrate, etc., to
achieve desired Kp values. However, those calculations are independent of the calculations
taking place as part of the prediction 40 and/or optimization 60 components. For system 10,
flowrates are inputs to determine Kp, which in turn is an input to the prediction and/or
optimization components 40 and 60.

[0091] Fig. 8B shows another example of an optimization routine 70, which for
inputted urea and f2-M (and phosphate if desired) requirements, shows a spreadsheet of
Therapy Frequency (i.e., F) in days of the week (along side) and Therapy Duration (i.e., T)
in hours (along top). Here, the actual days of the week are shown. Optimization
component 60 can discern between different combinations of the same number of days,
e.g., three days Monday/Wednesday/Friday versus three days
Monday/Wednesday/Saturday. In one embodiment, system 10 assumes certain preset days
when therapy frequency values are entered. For instance, for an F of three days per week,
system 10 would assume, ¢.g., Monday/Wednesday/Friday. System 10, however, allows
doctor 14 to enter specific days (as opposed to entering F). System 10 makes the
calculations according to the days entered. The ability of simulating custom therapy days
can be important because system 10 can then more accurately track the accumulation of
solutes within the body.

[0092] In Fig. 8B, each cell is then color coded or otherwise designated into one of
three categories (for example) for the clearance of not just a particular solute, but for the
analyzed solutes as a group. The desired standardized Kt/v values for urea located at the
upper right of the chart of routine 70 show the group of solute cleaners. Each cell of solute
clearances is labeled in the example as inadequate, borderline or adequate. For example,
adequate can mean meets all requirements, borderline can mean meets some requirements
or almost meets all requirements, while inadequate means misses most or all requirements.

More or less than three classifications having different meanings can be used alternatively.
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The patient can then choose from one of the adequate therapy prescription cells, for
example, choose the least rigorous therapy prescription.

[0093] Referring now to Fig. 9, method 110 illustrates the relationship between
components 20, 40 and 60 of system 10 discussed herein. Method 110 is meant to help
understand the interrelationship between components 20, 40 and 60 and is in no way meant to
describe all the alternatives for the components, which have been described in detail above.

[0094] At oval 112, method 110 begins. At block 114, the test therapy is performed
on the patient to determine concentration levels for various solutes, such as urea, f2-M and
phosphate. The solutes for system 10 and method 110 are not limited to those three solutes
and could include others, such as calcium, parathyroid hormone (“PTH”), and certain
protein-bound solutes such as p-cresol sulfate. It is expressly contemplated to include these
and other solutes in system 10 and method 110. The additional solutes can at least be tracked
via the testing in estimation component 20 for example as they relate to general adequacy
and/or to correlate with phosphate clearance/mobilization. The additional solutes can
eventually be predicted via prediction component 40 and optimized via component 60 when
models are devised in the future for the additional solutes, as has been done below for
phosphate.

[0095] At blocks 116a, 116b, and 116c, the concentration levels for urea, f2-M and
phosphate are fed into the corresponding kinetic model to determine at least one patient-
specific parameter. All of the test concentrations of the solute, less than all of the test
concentrations of the solute, or some averaged test concentration for the solute may be
entered into the corresponding kinetic model.

[0096] At blocks 118a, 118b, and 188c, the at least one patient-specific estimated
parameter is fed along with at least one machine operational parameter, such as therapy
duration (i.e., T) and therapy frequency (i.c., F), into the corresponding kinetic model for
urea, 2-M and phosphate to determine clearance volumes or solution levels for the solute.

[0097] At blocks 120a, 120b, and 120c, the solute clearance values for urea, 32-M
and phosphate are graphed (could be single combined graph) or tabulated for the doctor’s
evaluation. At diamonds 122a, 122b and 122c, it is determined whether blocks 118a to
118c and 120a to 120c are repeated for another set of inputted operational therapy
parameters. If not, at block 124 the doctor determines which graph(s), tabulation(s),
prescription(s) are clinically acceptable.

[0098] At blocks 126a to 126¢, the patient-specific estimated parameters for urea,

B2-M and phosphate are fed into the corresponding kinetic model along with a desired
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solute removal level or level for the solute to determine one or more machine operational
parameter that will satisfy the equation and achieve the desired level for the one or more
solute.

[0099] At block 128, the machine operating parameters that achieve the desired
solute level (or some of the desired solute levels) are tabulated for the doctor. The doctor
can then hone in on the best clinically acceptable therapies for the patient.

[00100] At block 130, which is fed from both the predicting block 124 and the
optimization block 128, the doctor consults with the patient to determine which one or more
chosen therapy prescription best suits the patient’s personal needs. As discussed above,
machine operational parameters include T, F and others, such as fluid flowrates and/or
volumes. These other parameters are likely to be mandated by the doctor and not be as
negotiable with the patient. To a certain degree, T and F will drive the other parameters.
For example, a shorter therapy will likely require higher flowrates.

[00101] At block 132, the chosen one or more therapy prescription is
downloaded to the patient’s (or clinic’s) renal failure therapy machine (e.g., HHD machine
100). If multiple chosen prescriptions are downloaded, the patient may be empowered to
choose, ¢.g., weekly, which prescription to run. Alternatively, the doctor may dictate, at least
initially, which prescription to run. The prescription download may be via a data network or
data storage device such as USB or flash drive.

[00102] It should be appreciated that system 10 in alternative embodiments can

incorporate any of the methods, models and equations discussed below and in detail in

section II.
Kinetic Modeling
(1) urea and 2-M modeling
[00103] Suitable kinetic models 30 for urea and f2-M for system 10 are shown

below and described in detail in by: Ward (Ward et al., Kidney International, 69: 1431 to
1437 (2006)), the entire contents of which are incorporated expressly herein by reference and

relied upon, for a two compartment model,

dlv.c,)

TS ,G4K, (c,-c,)-eK,c,-K,C,+0d, 0,C, -(1-0)d, aC,
d,C,,)

=0, G4 K, c,-c,)-00,0,C,+1-0)®, aC,
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[00104] and Clark (Clark et al., J. AM. Soc. Nephrol., 10: 601-609 (1999)), the

entire contents of which are incorporated expressly herein by reference and relied upon,

Woo) G k(e -, )0k ,Cp - K
dt - ic\~np p d-p nr>p
d(Kl Cﬂ )
# = Kic (Cp _Cnp)
d\V
( p)=—®d>pQuf +(1-0)0 o
dt
d\v
M =-00, 0, +(1-0)0 «
dt
[00105] The above equations are applicable to both urea and f2-M. The same

model i1s used for both solutes, with the parameter values being different, such as,

generation rate, non-renal clearance, distribution volume, etc.

(i1) mass balance modeling
[00106] One suitable model for electrolyte balance for system 10, e.g., for
sodium, potassium, etc., is a three compartment model, and is described in detail by Ursino et
al., (Ursino M. et al., Prediction of Solute Kinetics, Acid-Base Status, and Blood Volume
Changes During Profiled Hemodialysis, Annals of Biomedical Engineering, Vol. 28, pp. 204-
216 (2000)), the entire contents of which are incorporated expressly herein by reference and

relied upon.

(1i1) modeling modifications for replacement fluid
[00107] As described herein, system 10 is not limited to dialysis and can be
applied to other renal failure blood treatments such as hemofiltration and hemodiafiltration.
Hemofiltration and hemodiafiltration both involve the use of a replacement fluid, which is
pumped directly into the blood lines for convective clearance used in place of

(hemofiltration) or in addition to (hemodiafiltration) the osmotic clearance of dialysis.
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[00108] The equations below show modifications to the kinetic models that
Applicants have found can be made to all for use of replacement fluid. The first equation
below shows the effect on mass balance. In particular, the factor Qr*Csr is added for
replacement fluid. The second equation below shows the effect of convective clearance

(Js(t)) on dialyzer clearance.

am , (t)

S =, (0= S () + R, (0+ O,

Js(r)=SS-QF<t)-C%(’)

II. PHOSPHATE MODELING

Phosphate Prediction Methods in Hemodialysis Patients and Applications Thereof

[00109] In light of the systems discussed herein, it is contemplated to provide
methods of predicting serum or plasma phosphorus concentrations or levels in a hemodialysis
patient before, during and after hemodialysis therapies. Being able to predict serum
phosphorus levels can be useful in determining optimal treatment regimens for hemodialysis
patients. These methods can be incorporated into any of the systems and computing devices
described herein to optimize hemodialysis therapies for the patient.

[00110] Elevated levels of serum phosphorus in end stage renal disease patients
have been associated with greater risk of mortality, primarily due to cardiac-related causes.
Such associations have been demonstrated among various countries throughout the world and
over time. Although the physiological mechanisms involved remain incompletely
understood, inadequate control of serum phosphorus levels and the use of calcium-based
phosphate binders have been linked to rapid progression of coronary calcification, increased
stiffness of the arterial wall and high blood pressure.

[00111] Control of serum phosphorus concentrations in most hemodialysis
(“HD”) patients requires both the daily use of oral phosphate binders to inhibit intestinal
absorption of phosphate and the removal of phosphate by HD treatments. Despite this dual
approach, hyperphosphatemia often occurs because typical western diets contain high
phosphate content. Calcium-based oral phosphate binders are still used extensively because
of their low cost, and more effective binders are under active development. Other efforts

have attempted to increase dialytic removal of phosphorus during thrice-weekly therapy by
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various methods, often without substantial improvements. The only HD prescription
parameter that has been shown to consistently reduce serum phosphorus concentrations is the
use of longer treatments, both during thrice-weekly HD and during HD treatments applied
more frequently.

[00112] Methods of predicting or determining serum phosphorus levels of a
patient undergoing hemodialysis using a robust and practical phosphorus kinetic model allow
for effectively modifying new HD treatment modalities on an individual patient basis. In an
embodiment, a method of predicting serum phosphorus concentration in a patient during
hemodialysis is provided. The method includes measuring serum phosphorus concentrations
(“C”) of the patient over a hemodialysis treatment session time (using any suitable methods
of measuring such as, e.g., fluorometric and colorimetric assays) and an ultrafiltration or fluid
removal rate (“Qur”) calculated by a difference between pre- and post-dialytic body weight
of the patient during an initial hemodialysis treatment session divided by the total treatment
time of the treatment session and estimating Ky and Vprg for the patient using a non-linear
least squares fitting to the governing transport equations having analytical solutions of the
following form:

Kp+Kp+Kr=Qur ]
V t Qur
K, +(K, +K, -Q,) v
C())=Cp, Vo
K, +K,+K, -Q

(A) and
o)
C(T) = Copg = (Cppe =Chposr) € Vone Qo
(B)
[00113] wherein t is a time during the hemodialysis treatment session, T is a

time after an end of the hemodialysis treatment session, ty is a total duration of the
hemodialysis treatment session, Cprg i1s a pre-dialysis plasma phosphorus concentration,
Cpost 18 a post-dialytic plasma phosphorus concentration, Ky is a phosphorous mobilization
clearance of the patient, Kr is a residual renal clearance of phosphate, Kp is a dialyzer
phosphate clearance, Vpgrg is a pre-dialysis distribution volume of phosphorus of the patient,

and

V(t) = VPRE - QUF Xt (C).
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[00114] C (i.e., serum phosphorus concentrations) of the patient can then be
predicted at any time during any hemodialysis treatment session by using the equations A and
B, for the previously estimated set of Ky and Vpgg of the patient. Alternative to the non-
linear least squares fitting, Vpgg can also be estimated as a certain percentage of body weight
or body water volume of the patient.

[00115] In another embodiment, a method of predicting serum phosphorus
concentration in a patient during hemodialysis is provided when the ultrafiltration rate is
assumed to be negligible (i.e., Qur = 0). The method includes measuring C of the patient
during an initial hemodialysis treatment session (using any suitable methods of measuring
such as, e.g., fluorometric and colorimetric assays) and estimating Ky and Vpgg for the
patient using a non-linear least squares fitting to the governing transport equations having
analytical solutions of the following form:

_I(KM+KD+KR)
K, +(K,+K;)e Vere
Ky +Kp +Ky (D) and

C(t) = CPRE

VpRE
C(T) = Cpre = (Cpre —Cposr) ¢ ™ (E)
[00116] C of the patient can be predicted at any time during any hemodialysis

treatment session by using the equations D and E for a given set of previously estimated
parameters, Ky and Vpgrg, of the patient. Alternatively, Vprg can be further estimated as a
certain percentage of body weight or body water volume of the patient. In an embodiment,
Ky may be estimated using data from a case where Qur # 0 and used in equation D where
Qur = 0.

[00117] In any of the methods of predicting serum phosphorus concentrations
in a patient during hemodialysis described herein, K, can be determined using the equation:

(0.94 - Het x100)(e” -1)
(e” - (0.94 -Hctx100)Qg )
QD

Kp =0,
(F)

wherein

Q- (0.94- Het x100)Q,,)
((0.94 - Het x100)Q, Q)

0]
(&)
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K A:(O-94‘HCtXIOO)Q3,M X0y <In 1-K,, /0,
7 0,, —(0.94-Hctx100)Q,,  (1-K,, /|(0.94-Hctx100)Q, , |
(H),
[00118] Qg and Qp are the blood and dialysate flow rates at which the desired

dialyzer clearance Kp is calculated using equations F and G. KoA is a dialyzer mass transfer
area coefficient for phosphate obtained as a result of a previous measurement where the set of
blood and dialysate flow rates Qg and Qp v resulted in dialyzer clearance Kp i, and Het is
hematocrit count measured from patient's blood sample. Alternatively, Kp can be determined

at any time t using the equation:

G100, (1)
0 C(t,) )

[00119] wherein ty is a sampling time and Cp(ts) is a concentration of

phosphorus in a dialysate outflow at time ts, Qp(ts) is a dialysate flowrate at time ts, and C(ts)
is a serum phosphorus concentration at time ts.

[00120] Alternative to non-linear least squares fitting, Ky can be determined
using the following algebraic equation:

KM = CPOST KD _QUF
CPRE _CPOST (J)

[00121] C of the patient can be measured at any suitable time during the
hemodialysis treatment session, for example, such as every 15 or 30 minutes. t can be any
suitable amount of time such as, for example, 2, 4 or 8 hours. T can be any suitable time, for
example, such as 30 minutes or 1 hour.

[00122] Vposr is a measure of the distribution volume of phosphorus at the end
of the hemodialysis treatment when the patient is considered to be normohydrated. This
parameter approximates the volume of extracellular fluids. Thus, Vpost is a clinically
relevant patient parameter that can be used to evaluate the patient's hydration status. In an
application from knowing the previously determined Vprg, Vpost can be determined using the

equation:

Veost =Vere = Qur Xt (K)
and a suitable therapy can be provided to the patient based on the value of Vposr. As seen from

equation K, if Qur = 0, then Vpost = Vpge.
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[00123] Specific steps of the methods of predicting phosphorus mobilization in a
patient during hemodialysis can be performed using a computing device. Such a computing
device can include a display device, an input device, a processor, and a memory device that
stores a plurality of instructions, which when executed by the processor, cause the processor
to operate with the display device and the input device to (a) receive data relating to C of a
hemodialysis patient over a hemodialysis treatment session time and a Qur calculated based
on a difference between pre- and post-dialytic body weight of the hemodialysis patient during
a hemodialysis treatment session divided by the total treatment time of the treatment session;
(b) estimating Ky and Vpgg for the patient using a non-linear least squares fitting to the

governing transport equations having analytical solutions of the following form:

Ky +Kp+Kr—Que |

Qur
KM + (KD + KR - QUF)[y
C(t)=C,,; E
K, +K,+K,=Q (L) and

e
C(T) = Cppp = (Cpp =Cpogp) et 797

(M);
[00124] and (c) predict C of the patient at any time during hemodialysis by

using the equations L and M for a given set of estimated parameters, Ky and Vpgrg, of the
patient. It should be appreciated that the variables for equations L and M can be determined
using any of the equations set forth herecin. The information/data obtained for the
hemodialysis patient can be displayed/printed out and used by the healthcare provider to
provide improved treatment and nutritional regimens for the hemodialysis patient. Any of the
unknown factors can be determined using the appropriate equations or measurements
discussed previously for the methods of determining phosphorus mobilization in a patient

during hemodialysis.

[00125] If Qur = 0, then
_ Ky +Kp+Kg)
Ky+(Ky+Kype
C) = C g 20T ).
Ky +Kp +Ky
[00126] The computing device can also be preprogrammed or run according to

software that causes the processor to operate with the display device and the input device to
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receive data relating to at least one of Kg, Kp or a sampling time for collecting the serum
phosphorus concentration. In an embodiment, the computing device can be system 10
described in section 1.

[00127] Along with the previously described methods of determining
phosphorus mobilization in a patient during hemodialysis, a mass balance model to predict
steady state, pre-dialysis serum phosphorus levels (“Css.pre”) in patients treated with HD
therapies has also been developed. A mass balance model was used in combination with a
pseudo one-compartment model for intradialytic and rebound periods to determine steady
state pre-dialysis serum phosphorus levels in individual patients. Using this model, the effect
of specific therapy parameters (e.g., dialyzer phosphate clearances, weekly therapy
frequency, therapy duration, etc.) on individual hemodialysis patients’ serum phosphorus
levels can be evaluated.

[00128] The disclosed steady state, mass balance model combines the
intradialytic phosphorus kinetics with dietary intake, use of phosphate binders, and residual
renal clearance to predict steady state, pre-dialysis serum phosphorus levels. Unlike those
with previous models, the predictions with this model involve simplified calculations; hence,
this model can easily be integrated in daily clinical practice. Furthermore, the model involves
patient-specific parameters enabling individualized predictions. This model can eventually
be used to optimize therapies with a HHD device to remove adequate amounts of phosphorus
using minimum necessary volumes of dialysate (i.c., minimized water consumption).
Alternatively, the model can be used to determine the amount of required phosphate salt
supplements in dialysate.

[00129] In an application of the kinetic model, a method of determining the
Css-pre 1n @ hemodialysis patient is provided. The method includes obtaining a net generation
of phosphorus (“G”) from at least a dietary phosphorus intake of the patient or a urea kinetic

modeling of the patient and determining Csspre of the hemodialysis patient using the

equation:
(G)(10080/ F)
Cos-pre = = =
(K, +K)nC,t, +K,nC,(10080/F—t_) (o)
[00130] wherein F is a frequency of treatments per week, ti is a treatment time

for one hemodialysis treatment session (e.g., in units of minutes per treatment session), Kp is

a dialyzer phosphate clearance, Ky is a residual renal clearance of phosphate, nEm is the
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normalized time averaged plasma phosphorus concentration during a dialysis treatment, and
nC. is the normalized time averaged plasma phosphorus concentration for an interdialytic

interval. The effect of at least one of a patient parameter or a treatment parameter on Css.prg
of the patient can be simulated so as to obtain an optimal range of Cgg prg for the patient. For
example, the patient parameter can be G, Ky or Vpgg, and the treatment parameter can be ty, Kp
(e.g., Qs,Qp)orF.

[00131] In an alternative embodiment, a method of predicting the Css.prg in a
hemodialysis patient is provided. The method includes determining a net generation of
phosphorus (“G”) using the equation:

(K, +K)nC.t, +K,nC,(10080/F —t, )
10080/ F (P)

G= CSS—PRE—IN

[00132] wherein Css.pre-v 1S an initial, measured, steady state, pre-dialysis
serum phosphorus level of the hemodialysis patient who is maintained by a hemodialysis
therapy (e.g., identified by Kp, F and ti) for a specified time prior to the calculation of G
using equation P. The specified time can be, for example, at least one week, two weeks, three
weeks, 1 month, 2 months, 3 months, 4 months or more prior to the time when G is
calculated. F is a frequency of treatments per week, tx is a treatment time for one

hemodialysis treatment session (e.g., in units of minutes per treatment session), Kp is a
dialyzer phosphate clearance, Kg is a residual renal clearance of phosphate, nCtx is the
normalized time averaged plasma phosphorus concentration during a dialysis treatment, and
nEi is the normalized time averaged plasma phosphorus concentration for an interdialytic

interval.

[00133] Once G has been calculated using equation P or estimated by other
methods, it can be used in predicting the effect of changes in hemodialysis treatment
parameters on the steady state serum phosphorus concentration. For example, once G of the
hemodialysis patient is known, Csg.prg Of the patient under different hemodialysis treatment
conditions can be predicted by rearranging equation P to form equation O and utilizing the
known G to solve for Csspre of the hemodialysis patient. The effect of at least one of a
patient parameter or a treatment parameter on Css.prg Of the patient can be simulated, and a
treatment regimen of the hemodialysis patient can then be modified so that Csg prg is within a

desired range.
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[00134] In general, there is an optimal range of steady state, pre-dialysis serum
phosphorus levels in patients with end stage renal disease. Optimal
prescription/regimen/nutritional therapies resulting in steady state, pre-dialysis phosphorus
levels within the desired optimal ranges can be determined using equations O and P, for
example, in the Optimization Component of the HHD system previously described herein.
Because changes in the hemodialysis prescription or in patient behavior (e.g., changes in diet)
could lead to changes in G, optimization of home hemodialysis therapies based on equations
O and P to maintain Cgg prr Within a desired range is advantageous.

[00135] In any of the methods of determining the G or the Cgspre in a

hemodialysis patient, an and nC can be determined using the equations:

}’ZED{:L |i KMZ“ i|
trx KM +KR +KD _QUF

(Ky+Kr+Kp)/ Qur
e Mo B
KM +KR+KD _QUF KM +KR+KD VPRE ’
and
= 1 {KM (10080/F—tu)}
" 10080/ F —t, || K, +Ky+O,.

(Kp +Kp+Kp=0ur)/ Qur
+ KM +|:1_ KM :||:VPOST:|
KM+KR+KD_QUF KM+KR+KD_QUF VPRE

(Kp +Kg)/ Oye
— KM % VPOST 1— VPOST (R),
K, +K,+0,, K, +K, V

PRE

[00136] wherein Ky is a phosphorus mobilization clearance of the patient, Qwg
is a constant rate of fluid gain by the patient during the interdialytic time interval (calculated
by Qwe=(txQur)/(10080/F)), Qur is a constant rate of fluid removed from the patient, Vpgg is
a pre-dialysis distribution volume of phosphorus of the patient prior to a hemodialysis
treatment session, and Vpogsr i a post-dialysis distribution volume of phosphorus of the
patient at the end of a hemodialysis treatment session.

[00137] In any of the methods of determining G or Csgprg in a hemodialysis

patient when there is negligible net ultrafiltration or fluid removal from the patient during
hemodialysis therapies and no weight gain between hemodialysis therapies, nED( and na

can be determined using the equations:
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nc_vtx — L KM tl.\'
- tLr K/VI + KR + KD

K 4
l1- u = 1—exp(~ (K, + K+ K, )i, 1V, ),
{ KM+KR+KD}{KM+KR+KD}[ pl= (K, + Ko + K, PRE)]} )

and

= 1 K, (10080/F —t,)
* 10080/ F —t, K, +K,

K —_—
4 M +l1= Ky xexpl— (K, + K, + K, ), [V |- £
K,+K,+K, K,+K,+K, ‘ K, +K,

4
X [ﬁ}h —exp(—(K, +K,,)(10080/F —t,)/ Vyps )]} T),

[00138] It should be appreciated that the variables for equations S and T can be
determined using any of the equations set forth herein.
[00139] In any of the methods of determining the G or the Csgprg In a
hemodialysis patient, Kp can be determined using the equation:
(0.94 - Hetx100)(e” - 1)
(e” - (0.94 - Het x100)Q )
Qp

Kp =0,
U)

wherein

7=k, 4(Qo-(0:94-Hetx100)Q,)
((0.94 - Hetx100)Q, xQ,))

V),

94-Hetx]1 1-K_/
KOA — (O 9 C X OO)QB,A{ XQD,A/I Xln DM QD,[VI (W),
0,., —(0.94-Hctx100)Q, ,, 1-K,,, /[(0.94-Hctx100)Q, , |

[00140] Qg and Qp are the blood and dialysate flow rates at which the desired
dialyzer clearance Kp is calculated using equations U and V. KoA is a dialyzer mass transfer
area coefficient for phosphate obtained as a result of a previous measurement where the set of
blood and dialysate flow rates Qgnm and Qp v resulted in dialyzer clearance Kpwm, and Het is
hematocrit count measured from patient's blood sample. Alternatively, Kp can be determined

at any time t using the equation:

_Go(t)Q, ()
’ C(t,) (X)
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[00141] wherein ts i1s a sampling time and Cp(ts) is a concentration of
phosphorus in a dialysate outflow at time t; and Qp(ts) is a dialysate flowrate at time t, and
C(ts) is a serum phosphorus concentration at time t;.

[00142] Alternative to non-linear least squares fitting, Ky can be determined
using the following algebraic equation:

K, -Q
KM :CPOST 2 =
CPRE _CPOST (Y)

[00143] wherein Cpogr 18 a post-dialytic plasma phosphorus concentration, and

Cpre 1s a pre-dialysis plasma phosphorus concentration. G can be determined using the

equation:
G:[PAP_[BPB ()
10080
[00144] wherein Ip is a weekly dietary intake of phosphorus of the

hemodialysis patient, Ap is a percent phosphorus absorption of the hemodialysis patient, I is
a weekly binder intake of the hemodialysis patient, and Py is a binding power of the binder.
[00145] In an embodiment, Ky; and Vpgg can be determined using the methods
of predicting phosphorus mobilization in a patient during hemodialysis as previously
discussed. In this case, Km and Vprg are determined by measuring C of the hemodialysis
patient over a hemodialysis treatment session time and Qur calculated by a difference
between pre- and post-dialytic body weight of the patient during an initial hemodialysis
treatment session divided by the total treatment time of the treatment session, and estimating
Ky and Vpre for the hemodialysis patient using a non-linear least squares fitting to the

governing transport equations having analytical solutions as follows:

Ky +Kp+Kg =Qup

K, +(K,+K, —QUF)[%O "

PRE

Cit)=C
( ) e KM + KD + KR _QUF (AA) and

Vere -Qur ti
C(T) = Cprp = (Cprz =Crosr) © t (BB)
[00146] wherein t is a time during the hemodialysis treatment session, T is a

time after an end of the hemodialysis treatment session, ti is a total duration of the
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hemodialysis treatment session, Cprg 1s a pre-dialysis plasma phosphorus concentration,
Cpost 18 a post-dialytic plasma phosphorus concentration, Ky is a phosphorus mobilization
clearance of the patient, Kg is a residual renal clearance of phosphate, Kp is a dialyzer
phosphate clearance, Vpgg is a pre-dialysis distribution volume of phosphorus of the patient,
and V(t) = Vi = Que Xt (CO).

[00147] The methods of determining G or Css.pre in a hemodialysis patient can
also be used to determine or modify the appropriate treatments/dictary changes to meet a desired
phosphorus serum level in the hemodialysis patient over a period of time. For example, the
methods can be used to determine or modify a level of phosphorus intake so that Cgg_prg of the
hemodialysis patient ranges between about 3.6 mg/dl and 5.0 mg/dl. The methods can be used
to determine or modify a phosphorus binder administered to the patient so that Cgsspre of the
hemodialysis patient ranges between about 3.6 mg/dl and 5.0 mg/dl. The methods can further
be used to determine or modify an amount of phosphorus salt supplements added to the
dialysate so that Css.pre of the hemodialysis patient ranges between about 3.6 mg/dl and 5.0
mg/dl.

[00148] The methods can be used to determine or modify the total hemodialysis
treatment session time so that Cggprg of the hemodialysis patient ranges between about 3.6
mg/dl and 5.0 mg/dl. The methods can be used to determine or modify the frequency F so that
Css.pre of the hemodialysis patient ranges between about 3.6 mg/dl and 5.0 mg/dl. The
methods can be used to determine or modify a required blood flowrate and/or a dialysate
flowrate so that Cgg pre of the hemodialysis patient ranges between about 3.6 mg/dl and 5.0
mg/dl. It should be appreciated that the preferred range of Css.pre can be patient specific.

[00149] Specific steps of determining Cgg.prp of a hemodialysis patient can be
performed using a computing device. Such a computing device can include a display device,
an input device, a processor, and a memory device that stores a plurality of instructions,
which when executed by the processor, cause the processor to operate with the display device
and the input device to: (a) receive data relating to G from at least a dietary phosphorus
intake of a hemodialysis patient or a urea kinetic modeling of the hemodialysis patient; (b)
determine the Css.pre of the patient using the equation:

(G)(10080/ F)
(K, +K)nC,t, +K,nC,(10080/F—t.)  (DD)

CSS—PRE =

[00150] wherein F is a frequency of treatments per week, ti 1s a treatment time

for one hemodialysis treatment session (e.g., in units of minutes per treatment session), Kp is
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a dialyzer phosphate clearance, K is a residual renal clearance of phosphate, nam is the
normalized time averaged plasma phosphorus concentration during a dialysis treatment, and
nC, is the normalized time averaged plasma phosphorus concentration for an interdialytic

interval; and (c) simulate the effect of at least one of a patient parameter or a treatment
parameter on Csgprg of the hemodialysis patient. It should be appreciated that the variables
for equation DD can be determined using any of the appropriate equations set forth herein.
[00151] Another such computing device can include a display device, an input
device, a processor, and a memory device that stores a plurality of instructions, which when
executed by the processor, cause the processor to operate with the display device and the

input device to: (a) determine a net generation of phosphorus (“G”) using the equation:

(K, +K)nC,t, +K,nC,(10080/F —1, )}
(EE)

G=C X
PRE { 10080/ F

[00152] wherein Cgg.pren 1S an initial, measured, steady state, pre-dialysis
serum phosphorus level of the hemodialysis patient who is maintained by a hemodialysis
therapy (e.g., identified by Kp, F, and ti) for a specified time prior to the calculation of G
using equation EE. The specified time can be, for example, at least one week, two weeks,
three weeks, 1 month, 2 months, 3 months, 4 months or more prior to time when G is
calculated. F is a frequency of treatments per week, ty is a treatment time for one

hemodialysis treatment session, Kp is a dialyzer phosphate clearance, Ky is a residual renal

clearance of phosphate, nEm is the normalized time averaged plasma phosphorus

concentration during a dialysis treatment, and nC 1s the normalized time averaged plasma
phosphorus concentration for an interdialytic interval; (b) predict steady state, pre-dialysis

serum phosphorus levels (“Css.pre”) of the hemodialysis patient using the equation:

(G)(10080/ F)
(K, + K nC,t, +K,nC(10080/F—t_)  (FF);and

CSS—PRE =

[00153] (c) simulate the effect of at least one of a patient parameter or a
treatment parameter on Css.prg Of the hemodialysis patient. It should be appreciated that the
variables for equations EE and FF can be determined using any of the appropriate equations
or methods set forth herein.

[00154] In any of the computing devices described herein, the information/data
obtained for the hemodialysis patient can be displayed/printed out and used by the healthcare

provider to provide improved treatment and nutritional regimens for the hemodialysis patient.
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Any of the unknown factors can be determined using any of the appropriate equations or
measurements discussed herein for the methods of determining the steady state, pre-dialysis
serum phosphorus levels of a hemodialysis patient.

[00155] The computing devices can also be preprogrammed or run according to
software that causes the processor to operate with the display device and the input device to
receive data relating to at least one of Kg, Kp, Km, Vpre, t, F, Cpre about a month before a
hemodialysis treatment session or a sampling time for collecting the serum phosphorus
concentration. The computer device utilizes this information to simulate the effect of one or
more of these patient parameters or treatment parameters on Csspre of the hemodialysis
patient, for example, using equations DD or FF (e.g., seeing how a change in one or more of
the patient parameters or treatment parameters impacts Csspre). The computing device can
be preprogrammed to display a treatment regimen of the hemodialysis patient so that Css prg
is within a desired range using any of the methods disclosed herein. In an embodiment, the
computing device can be system 10 described in section 1.

[00156] Any of the computer devices described herein (including any portions
of system 10 described in section I) can be a device having a processor capable of receiving
data and performing calculations based on that data. Such computing device can be, for
example, a handheld client device, personal computer client device, database server, etc.). A
more detailed block diagram of the electrical systems of the computing devices described
herein is illustrated in Fig. 10. Although the electrical systems of these computing devices
may be similar, the structural differences between these devices are well known. For
example, a typical handheld client device is small and lightweight compared to a typical
database server.

[00157] In Fig. 10, an example computing device 202 preferably includes one
or more processors 204 electrically coupled by an address/data bus 206 to one or more
memory devices 208, other computer circuitry 210, and one or more interface circuits 212,
Processor 204 may be any suitable processor, such as a microprocessor from the INTEL
PENTIUM® family of microprocessors. Memory 208 preferably includes volatile memory
and non-volatile memory. Preferably, memory 208 stores a software program (e.g., Matlab,
C++, Fortran, etc.) that can perform the calculations necessary according to embodiments
described herein and/or that interacts with the other devices in a hemodialysis system. This
program may be executed by processor 204 in any suitable manner. Memory 208 may also
store digital data indicative of documents, files, programs, web pages, ectc. retrieved from

another computing device and/or loaded via an input device 214.
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[00158] Interface circuit 212 may be implemented using any suitable interface
standard, such as an Ethernet interface and/or a Universal Serial Bus (“USB”) interface. One
or more input devices 214 may be connected to the interface circuit 212 for entering data and
commands into computing device 202. For example, input device 214 may be a keyboard,
mouse, touch screen, track pad, track ball, isopoint, and/or a voice recognition system.

[00159] One or more displays, printers, speakers, and/or other output devices
216 may also be connected to computing device 202 via interface circuit 212. Display 216
may be a cathode ray tube (“CRT”), a liquid crystal display (“LCD”), or any other type of
display. Display 216 generates visual displays of data generated during operation of
computing device 202. The visual displays may include prompts for human input, run time
statistics, measured values, calculated values, data, etc.

[00160] One or more storage devices 218 may also be connected to computing
device 202 via interface circuit 212. For example, a hard drive, CD drive, DVD drive, and/or
other storage devices may be connected to computing device 202. Storage devices 218 may
store any type of suitable data.

[00161] Computing device 202 may also exchange data with other network
devices 220 via a connection to a network 230. The network connection may be any type of
network connection, such as an Ethernet connection, digital subscriber line (“DSL”),
telephone line, coaxial cable, etc. This allows computing device 202 to communicate with a
suitable dialysis machine, a patient database and/or a hospital network depending on the

desired applications.

Examples

[00162] By way of example and not limitation, the following examples are
illustrative of various embodiments of the present disclosure and further illustrate
experimental testing conducted with the systems and methods in accordance with

embodiments of the present disclosure.

Example 1
Objective
[00163] The objective of this analysis was to demonstrate the non-linear least

squares fitting procedure for estimating patient specific parameters (e.g., Ky and Vpgrg) from
a pseudo one-compartment model using clinical data, and to evaluate the validity of

parameter estimates over different HD treatment modalities.
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Pseudo One-Compartment Model

[00164] A conceptual description of the pseudo one-compartment model is
shown in Fig. 11. In this model, phosphorus is removed by the dialyzer from a compartment
of volume V, also called the distribution volume, and phosphorus concentration C. The
distribution volume is assumed to be in equilibrium with plasma. Phosphorus mobilization
into this compartment occurs from phosphorus pools in the body that are inaccessible to the
dialyzer. These pools are represented as a large compartment with a constant phosphorus
concentration equal to the pre-dialytic plasma phosphorus concentration (“Cprg”). The rate
of phosphorus mobilization into the distribution volume is described as the difference
between pre-dialytic and instantaneous plasma phosphorus levels multiplied by the
phosphorus mobilization clearance (“Ky”). Ky is analogous to an intercompartmental mass
transfer coefficient, and is assumed to be constant during the treatment and the post-dialytic
rebound periods. Residual renal clearance of phosphate is neglected in this example.

[00165] Changes in the volume and phosphorus concentration of phosphorus
distribution volume during and shortly after an HD treatment session are represented by

equations E-A1l and E-A2,

d(VC
(dt ) _K_(C,. —C)-OK.C E-Al
d(v)
—=-0 E-A2
dt Que
[00166] where, © is a variable that indicates whether dialysis treatment is

taking place (®=1) or not (®=0), Kp is the dialyzer phosphate clearance, and Qur is the
ultrafiltration (“UF”) rate. The kinetic model described above also assumes that all fluid
removed during the treatment is from the distribution volume of phosphorus.

[00167] Closed form analytical solutions to the time-dependent plasma
phosphorus concentration can be obtained by integrating equations 1 and 2. For the
intradialytic (®=1) and rebound (®=0) periods, the time dependence of phosphorus

concentration can be expressed as shown by equations E-A3 and E-A4 respectively:

38



WO 2011/130669 PCT/US2011/032736

Ky+Kp—Qu |
Ve — Xt Qur
C(t) = C,pp — E-A3
K, +K,=Q
) E-A4
Vere -Qur tix -
C(T) = CPRE B (CPRE o CPOST) €

[00168] wherein Vpgg 1s the pre-dialytic distribution volume of phosphorus, t

time during the treatment, T is time after the end of the treatment, and ti is total duration of
treatment prior to the rebound period. It is also assumed that distribution volume of

phosphorus remains constant during the post-dialytic rebound period.

Methods

[00169] Clinical data was obtained from 5 chronic hemodialysis patients who
participated in a crossover trial. Patients underwent a short HD (“SHD”) treatment session
and a conventional HD (“CHD”) treatment session one week apart. Blood samples were
collected at t = 0, 60, 90 min during SHD and, t = 0, 30, 60, 120, 180 min during CHD
treatments. Dialysate samples were collected 60 min after the start of treatments to determine
dialyzer phosphate clearance. Additional blood samples were collected at t = 10 seconds, 2,
10, 30, 60 min after the end of treatments. Plasma and dialysate samples were assayed for
phosphorus.

[00170] Patient specific parameters (Ky and Vprg) were estimated by non-
linear least squares fitting to clinical data using equations 3 and 4. Least squares fitting was
performed using a scientific computational software (MATLAB v2008a, Mathworks, Natick,
MA, USA). The model was fit to SHD and CHD data separately, resulting in two sets of Ky
and Vpgg estimates for each patient. Qur was calculated by the difference between pre-
dialytic and post-dialytic body weight of the patient divided by total treatment time. Dialyzer
phosphate clearance was calculated according to equation E-AS, where Cp is the

concentration of phosphorus in the dialysate outflow and Qp is the dialysate flow rate.
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_ CL,(t=60min)xQ,
? C(t =60 min)

E-AS5

[00171] Non-linear regression fits to clinical data from each patient are
presented in Figs. 12-16. Fig. 12 shows modeled and measured plasma phosphorus
concentrations for patient 1 during SHD and CHD treatment sessions. Fig. 13 shows
modeled and measured plasma phosphorus concentrations for patient 2 during SHD and CHD
treatment sessions. Fig. 14 shows modeled and measured plasma phosphorus concentrations
for patient 3 during SHD and CHD treatment sessions. Fig. 15 shows modeled and measured
plasma phosphorus concentrations for patient 4 during SHD and CHD treatment sessions.
Fig. 16 shows modeled and measured plasma phosphorus concentrations for patient 5 during
SHD and CHD treatment sessions. There was good agreement between modeled and
measured plasma phosphorus concentration during SHD and CHD treatment sessions.

[00172] A detailed summary of parameter estimates are presented in Table I1.1.
Parameter estimates varied considerably among patients, but for each patient, estimates
obtained from SHD and CHD treatment sessions were similar. Low values for standard
errors (“SE”) indicate high precision in parameter estimates.

[00173] These results suggest that Ky and Vprg are patient specific parameters
independent of HD treatment time. Therefore extending kinetic model predictions from
thrice-weekly conventional (3-4 hours) to short-daily (2-3 hours) and nocturnal HD (6-10
hours) therapies may be feasible using Ky and Vpgg values estimated from conventional HD

treatments.

Table I1.1: Estimated values of patient parameters from SHD and CHD treatment sessions.

Ku (SHD) Ky (CHD) Ve (SHD) Vprs (CHD)

Patient ID
(ml/min) (ml/min) @) @)
1 66+ 10 55£5 112+14 11.8+1.0
2 78+ 5 84+ 6 8.1+0.5 9.6+0.7
3 67+8 96 + 12 146+ 1.3 14.0+£2.2
4 104+ 18 101+ 11 73+ 1.1 89+0.9
5 58+5 505 9.0+0.7 10.7+1.1

Parameter estimates are expressed as estimated value + standard error
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Example 2
Objective
[00174] The objective of this study was to demonstrate the application of a

simple method for estimating the patient parameter Ky from a pseudo one-compartment
model using data from conventional 4-hour hemodialysis treatments, and to evaluate the
accuracy of estimated Ky values via comparison to results obtained using non-linear least

squares fitting.

Methods

[00175] Clinical data was obtained from 5 chronic hemodialysis patients who
underwent CHD treatments. Blood samples were collected at t = 0, 30, 60, 120, 180 min
during the treatments and 10 seconds, 2, 10, 30, 60 min after the end of treatments. Dialysate
samples were collected 60 min from the start of treatments to determine dialyzer phosphate
clearance. Plasma and dialysate samples were assayed for phosphorus.

[00176] Ky was computed for each patient using equation E-B1, where Cpost
is the post-dialytic plasma phosphorus concentration, Kp is the dialyzer phosphate clearance,
Qur 1s the ultrafiltration rate or net fluid removal rate, and Cpgrg is the pre-dialytic plasma

phosphorus concentration.

K —
Ky =Crost (D—QUF] E-Bl
CPRE - CPOST
[00177] Qur was calculated by the difference between pre-dialytic and post-

dialytic body weight of the patient divided by total treatment time. Dialyzer phosphate
clearance was calculated according to equation E-B2, where Cp is concentration of

phosphorus in the dialysate outflow and Qp is the dialysate flow rate.

_ CL(t=60min)xQ,
C(t =60 min)

E-B2

D

[00178] To evaluate the accuracy of equation E-B1, computed Ky, values were

compared with estimates obtained using non-linear least squares fitting to 10 measured
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intradialytic and post-dialytic rebound concentrations of plasma phosphorus, as described in

Example 1.

Results

[00179] Kwm values for individual patients, computed using equation E-B1 and
estimated from non-linear least squares fitting to frequent measurements are presented in
Table I1.2 along with the pre-dialytic and post-dialytic plasma phosphorus concentrations,
ultrafiltration rate, and the dialyzer phosphate clearance. There was good agreement between
Kwm values obtained using equation E-B1, and non-linear least squares fitting.

[00180] These results suggest that equation E-B1 can be used as an alternative
to performing non-linear least squares fitting to frequent measurements of plasma phosphorus
concentrations for the estimation of patient specific Ky. Its simple algebraic form and
utilization of only pre-dialysis and post-dialysis blood samples makes it a practical method to
study kinetics of phosphorus mobilization during HD treatments on an individual patient

basis.

Table I1.2: Ky values for individual patients computed from equation E-B1, and estimated

using non-linear least squares fitting (“NLSQ”)

Patient Crre Crost Qur Kp Kwum (E-B1) Kwm (NLSQ)
ID (mg/dl) (mg/dl)  (ml/min) (ml/min) (ml/min) (ml/min)
1 8.4 23 8 154 55 56
2 4.4 1.8 7 131 85 84
3 6.7 3.2 8 129 110 96
4 7.3 32 12 135 96 102
5 4.2 1.5 12 117 58 51

Abbreviations: SD, standard deviation

Example 3
Steady State Phosphorus Mass Balance Model

Objectives
[00181] As previously discussed, the inventors have proposed a kinetic model

for describing changes in serum or plasma phosphorus concentrations during hemodialysis
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(more generally extracorporeal treatments) and the post-dialytic rebound period. That kinetic
model allows prediction of intradialytic phosphorus concentrations as a function of time and
total phosphate removal from the knowledge of: 1) the pre-dialysis concentration of
phosphorus in plasma or serum, 2) the dialyzer clearance of phosphate, 3) the volume of
distribution of phosphorus, 4) the amount of fluid removed during the treatment, and 5) a
patient-specific phosphorus mobilization clearance. The steady state phosphorus mass
balance model described below will be used in combination with the previous kinetic model
to allow determination of pre-dialysis serum phosphorus concentration for individual patients
under any hemodialysis treatment prescription when the above parameters 2-5 are
established, the frequency of hemodialysis treatments per week and the hemodialysis
treatment duration are prescribed, and the net generation of phosphorus (defined below), and
residual kidney or renal phosphorus clearance are all known. Alternatively, the steady state
phosphorus mass balance model in combination with the previous kinetic model can be used
to determine the net generation of phosphorus for a given patient when the above parameters
1-5 are established and the frequency of hemodialysis treatments per week, the hemodialysis
treatment duration and the residual kidney phosphorus clearance are known. As in other

mass balance models, the patient is assumed to be in steady state.

Steady State Mass Balance Model

[00182] The model used to describe steady state phosphorus mass balance over
a time averaged period, i.e., a week, for a patient treated by hemodialysis is shown
schematically in Fig. 17. This model is a generalized version of the kinetic model described
previously characterizing phosphorus kinetics during treatments and the post-dialytic rebound
period. The model assumes that phosphorus is distributed in a single, well-mixed
compartment.

[00183] There are several pathways that result in changes in the concentration
of phosphorus (“C”) within its distribution volume (“V”’). Diectary intake of phosphorus is
derived mostly from dictary protein; however, food additives can also contain significant
amounts of phosphate. The amount of dietary phosphorus intake often exceeds the amount of
phosphate that can be removed by conventional thrice weekly hemodialysis; therefore,
dialysis patients are frequently prescribed oral phosphate binders to control serum
phosphorus concentrations. Dietary intake of phosphorus minus the amount of phosphate

that is bound and not absorbed intestinally can be combined and is defined as the net
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generation of phosphorus (“G”); this parameter will be assumed to be a constant in this
model. Phosphorus can be removed directly from its distribution volume by dialyzer
clearance (“Kp”) or residual renal or kidney clearance (“Kg”). As described previously in the
kinetic model, phosphorus can also be mobilized from other compartments at a rate
proportional to the difference between the instantaneous and the pre-dialysis (“Cprg”)
phosphorus concentrations. The proportionality parameter has been termed the phosphorus
mobilization clearance (“Ky”). Phosphorus can also be deposited into tissues depending on a
critical tissue concentration (“C,”); this process has been modeled as a tissue deposition
clearance (“K,”).

[00184] The model shown in Fig. 17 was devised to identify all major
pathways for phosphorus distribution in hemodialysis patients; however, it is likely too
complex to be useful clinically and requires simplification. Specifically, tissue deposition of
phosphorus is likely to be small compared with the other pathways and can be neglected as a
first approximation in this mass balance model.

[00185] A mass balance differential equation for the model shown in Fig. 17

(neglecting tissue deposition of phosphorus) is the following:

E-Cl
U 6,0 Ky Ko=)

[00186] Assuming that hemodialysis treatment sessions are symmetrically
placed throughout the week, integrating equation E-C1 over a week is equivalent to
integrating it over one complete cycle of a treatment (with a treatment time of t) and an
interdialytic interval between treatments (with a time of T;). Note that lower case t indicates
time during the treatment and it varies from 0 to ti, whereas T indicates the time during the
interdialytic interval and it varies from 0 to Ti. The values of ti and T; are related and
dependent on the number of treatments per week (the above mathematical analysis is general
and applies to an arbitrary number of hemodialysis treatment sessions per week; here, F
denotes the number of treatments per week). If t and T are reported in units of hours, then T;
= 168/F — t. If t and T are reported in units of minutes, then T; = 10080/F — t. This

integration results in equation E-C2 after some rearrangement.

1, +T;

E-C2
ACY) =Ky [[Cppe —C@OMT =Gt +T) - (K, + Kp)

TC(r)dz' -K, TC(r)dr

t=0 =0
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[00187] where A(CV) indicates the change in phosphorus mass within its
volume of distribution. Note that the second term on the left hand side of this equation
indicates (minus) the mass of phosphorus transported into V via the mobilization pathway.

[00188] Assuming further that the patient is in steady state and total
phosphorus mass in the body (i.c., left hand side of equation E-C2) does not change during
one complete cycle of a treatment and an interdialytic interval, the left hand side of equation

E-C2 must be zero; thus, equation E-C2 is reduced in steady state to the following:

ly L
0=G(t, +T)~(K, +K,) [C(D)dT-K, [C(2)dr E-C3
t=0 =0
[00189] To use this integrated mass balance equation, it is necessary to

calculate both the integrals in equation E-C3. Note that the first integral is over the time
period during the treatment and the second is over the time period during the interdialytic
interval.

[00190] To evaluate the integrals in equation E-C3, the inventors make two
additional assumptions. First, the inventors assume that changes in phosphorus concentration
during a treatment and the post-dialytic rebound period can be described by the previously
proposed kinetic model where net generation of phosphorus can be neglected. Second, the
inventors assume that this same kinetic model describes changes in phosphorus concentration
during the entire interdialytic interval, not just the post-dialysis rebound period. The equation

describing the kinetic model is the following

d(gtV) =-K,C-K,C+K,(C,, —C) E-C4

[00191] Equation E-C4 can be solved analytically; the time dependence of the

serum phosphorus concentration during the treatment can be described by

C5

C(t) _ K, .\ {1 B K, }[V(t)
C K,+K,+K, -0, K, +K,+K,=O, | Ve

(Ky +Kp+Kp=0ur)/ Qur - E-
PRE j|
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[00192] where it has been assumed that fluid is removed from the patient at a
constant rate (“Qur”), such that the distribution volume decreases linearly from its initial, pre-

dialysis value (“Vpgg”) throughout the treatment. Stated in mathematical terms,

— _ E-C6
V(t) - VPRE QUF X1
[00193] Thus, it is assumed that all fluid removed during the treatment is

removed from the distribution volume of phosphorus.

[00194] During the rebound period (and the entire interdialytic interval),
equation E-C4 remains valid except that Kp is zero. Assuming that the patient gains fluid at a
constant rate (“Qwg”) during the interdialytic interval, such that the distribution volume
increases linearly from its initial post-dialysis value (“Vposr”), the analytical solution
describing the time dependence of the serum phosphorus concentration during the

interdialytic interval is

—(Kp +Kr+Qws )/ Qwe
C(T) — |:CPOST _ KM :||:V(T):| KM E-C7
CPRE CPRE KM + KR + QWG VPOST KM + KR + QWG
[00195] where the time dependence of the distribution volume during the

interdialytic interval is described by

V(T)=V(T=0)+0, XT=V

POST

+QWGXT=VPRE _QUFthx +QWG><T E'C8

[00196] Note that it is assumed that all fluid gained during the interdialytic
interval is confined to the distribution volume of phosphorus. The two integrals in equation

E-C3 can now be obtained by integrating equations E-C5 and E-C7. The normalized time
averaged plasma phosphorus concentration during dialysis treatments (ném) is obtained by

integrating equation E-C5:
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— | K | K. t
nC, = [—] [Crydr=— { — } E-C9
t.x'CPRE 0 tx.\- KM + KR + KD - QUF

(Ky+Kp+Kp)/ Qur
+ |:1 _ KM :||: VPRE :| 1 _ [ VPOST ]
K,+K,+K, -0, | K, +K,+K, Vore
[00197] Integration of equation E-C7 and calculation of Cpogr/Cpre from

equation E-C5 when t=ty gives the normalized time averaged plasma phosphorus

concentration for the interdialytic interval (nEi ):

T.

— ; K. (1 -

nC, = 1 IC(T)dTI : {10080/ F ~1,) E-C10
Cons Jo 10080/ F -1 || K, +Ky+0,c

(Kp+Kp+Kp=0ur )/ Qur
+ KM +|:1_ KM :||:VPOST:|
KM+KR+KD_QUF KM+KR+KD_QUF VPRE

(Kp+KR)/ Ope
KM + KR + QWG KM + KR VPRE
[00198] When equations E-C3, E-C9 and E-C10 are combined, the resulting

equation governing phosphorus mass balance at steady state can be expressed as:

(K, +K)nC.t +K,nC,(10080/F —t,)
G=Copp_co_y X o : = E-Cl11
PREZSS=IN 10080/ F

[00199] Csspre-n 18 an initial, measured, steady state, pre-dialysis serum
phosphorus level of the hemodialysis patient who is maintained by a hemodialysis therapy
(e.g., identified by Kp, F and t) for a specified time prior to the calculation of G using
equation E-C11. Equation E-C11 can be used to predict G if the pre-dialysis serum
concentration is measured in a patient with knowledge of various treatment and patient
parameters.

[00200] Once G has been calculated using equation E-C11 or estimated by

other methods, it can be used in predicting the effect of changes in hemodialysis treatment
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parameters on the steady state serum phosphorus concentration by rearranging equation E-

C11 to the following:

C — Gx 10080/ F
PRE-SS (K, + K, )nC.t+ K nC 10080/ F —z_) E-Cl2
[00201] In general, there is an optimal range of pre-dialysis serum phosphorus

levels in patients with end stage renal disease; thus, equation E-C12 can be used to optimize
the prescription to obtain a desired pre-dialysis serum phosphorus concentration. It should be
mentioned that changes in the hemodialysis prescription or in patient behavior (e.g., dietary
intake) could lead to changes in G; thus, the iterative use of equations E-C11 and E-C12 to
optimize Cgss.prg may be necessary.

[00202] Equation E-C12 can be used to predict the pre-dialysis serum
phosphorus concentration with knowledge of various treatment and patient parameters. Thus,
equations E-C9 to E-C12 can be viewed as defining a steady state phosphorus mass balance
of the hemodialysis patient.

[00203] Equations E-C5 to E-C10 do not apply when there is negligible net
ultrafiltration or fluid removal from the patient during the treatment and no weight gain
between treatments. When there is negligible ultrafiltration during the treatment and no

weight gain between treatments, equations E-C5 to E-C10 become:

C(t) = KM +|1- KM xexp[— (KD + KR + KM )t / VPRE] E-C5A
C,.. K,+K,+K, K,+K,+K,
V(O)=V(E=0)=Vy, BcoA
T K
CO) 1 Coor Ky |yexp- (K + KT IV, J4—22 A
C'PRE CPRE KM + KR A KM + KR

E-C8A
Vr)y=v(r=0)= Viosr =Vere
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_ 1 I 1 K
nC,_ = j C(r)drt=— uls E-C9A
t.C o )0 t. || K, +K,+K,
K v
+|1- — — l—exp(—(K, +K,+K, )t /V
{ KM+KR+KD}{KM+KR+KJ[ Pl (K + Kt Kt 1V )
[ ]f Corr {{KM(loOSO/F—t,X)} 10
10080/F t, K, +K,
{ Ry {1 - K }xexp[— (K, +K,+K,)t,./ ]_ }
K,+K,+K, K,+K,+K, +K

v

x[ﬁ}h —exp(= (K + K, )(10080/ F ~1,)/V pog; )]}
M R

[00204] Under these conditions, equations E-C11 and E-C12 can be used with

these modified equations.

Applications

[00205] Equations E-C9 to E-C11 can be used calculate patient specific values
of G from the data analyzed in Examples 1 and 2. The measured pre-dialysis concentrations
of phosphorus (“Cpre”’) and the calculated values of G from that data during conventional 4-

hour treatments are summarized in the Table 11.3 below.

Table I1.3
Patient Label Cpre (mg/dl) G (g/week)
Patient 1 8.4 4.13
Patient 2 4.4 1.71
Patient 3 6.7 3.64
Patient 4 7.3 3.83
Patient 5 4.2 1.68
[00206] The calculated G values are consistent with expected phosphorus net

generation rates in chronic hemodialysis patients.
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[00207] Equations E-C9 to E-C12 can also be used to simulate the effect of
patient parameters (G, Ky and Kg) and treatment parameters (t, Kp and F) on pre-dialysis
serum phosphorus concentrations. Several different simulations will be illustrated; Kg will
be assumed to be zero in these simulations. These simulation examples show that the steady
state mass balance model predicts results that are similar to those expected from the medical
literature.

[00208] The importance of treatment time under conditions relevant to thrice
weekly hemodialysis is of high clinical interest; therefore, the inventors examined the effect
of treatment time on the pre-dialysis serum phosphorus concentration at the same dialysis
dose or urea Kt/V. The inventors used the above described model to perform computer
simulations of steady state serum phosphorus concentrations during thrice weekly
hemodialysis. Simulations were performed for a fixed net phosphorus intake or generation
rate (dietary intake minus absorption by oral binders), a urea Kt/V of 1.4 and a constant
relationship between dialyzer clearances of phosphate and urea (i.e., the inventors assumed
that dialyzer clearance of phosphate was one-half of that for urea and that the phosphorus
distribution volume was one-third of that for urea).

[00209] Simulated pre-dialysis serum phosphorus concentrations (in mg/dl) are
tabulated in Table 11.4 below for hypothetical patients with different Ky, a post-dialysis

phosphorus distribution volume of 12 L, and net fluid removal per treatment of 2 L.

Table 11.4
Ky (ml/min)
Treatment Time 50 100 200
(min)
180 7.65 6.91 6.07
240 7.36 6.56 5.75
300 7.07 6.24 5.47
[00210] For a given patient, increasing treatment time at a given urea Kt/V

resulted in modest decreases in pre-dialysis serum phosphorus concentration. Similar
findings were obtained for other values of urea Kt/V between 1.0 and 2.0 (results not shown).
These predictions show that use of ureca Kt/V as the only measure of dialysis dose or dialysis
adequacy does not account for differences in phosphate removal.

[00211] Fig. 18 illustrates the effect of treatment frequency per se on pre-
dialysis serum phosphorus concentration as a function of dialyzer phosphate clearance where

it was assumed that Ky, was equal to 100 ml/min, V was assumed equal to 10 L with no fluid
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removal during the treatment, the treatment time was 630 minutes/week and the net
generation of phosphorus was kept constant at 3 g/week. There is a relatively uniform
decrease in pre-dialysis serum phosphorus concentration upon increasing treatment frequency
from 3-times per week to 6-times per week, independent of dialyzer phosphate clearance.
The uniformity of the decrease was surprising, it varied between 0.98 and 1.00 when Ky=100
ml/min as shown in this figure (for dialyzer phosphate clearance between 100 and 200
ml/min). Relatively uniform decreases in concentration were also evident for Ky of 50, 150
and 200 ml/min (data not shown). The respective decreases in pre-dialysis serum phosphorus
concentration were 1.67-1.84 (Ky = 50 ml/min), 0.60-0.63 (Ky = 150 ml/min) and 0.40-0.43
(Ky =200 ml/min).

[00212] Fig. 19 illustrates the effects of an increase in treatment time and
frequency with reference to nocturnal forms of hemodialysis. Doubling treatment time
during three-times per week therapy produces substantial reductions in pre-dialysis serum
phosphorus concentration. When these reductions are compared with those for doubling
treatment frequency at the same weekly treatment time as in Fig. 18, it can be concluded that
doubling treatment time (at the same treatment frequency) has a more substantial effect on
pre-dialysis serum phosphorus concentrations than does doubling frequency (at the same
weekly treatment time). Doubling both treatment time and treatment frequency reduces pre-
dialysis serum phosphorus concentration even further.

[00213] Previous clinical studies have shown that patients treated by short daily
hemodialysis often have a higher rate of protein catabolism (or protein nitrogen appearance)
and a higher dietary intake of both protein and phosphorus. The increase in the protein
nitrogen appearance rate has been reported to be approximately 20%. Therefore, the
inventors evaluated the effect of increasing treatment frequency and treatment time relevant
to short daily hemodialysis on pre-dialysis serum phosphorus concentration when net
generation of phosphorus was increased up to 30% more than during conventional 3-times
per week hemodialysis therapy. These results assuming post-dialytic phosphorus distribution
volume of 10 L with 6 L of fluid removal per week are shown in Figs. 20-21 for Ky = 50
ml/min and Figs. 22-23 for Ky = 150 ml/min. As expected, pre-dialysis serum phosphorus
concentrations were higher for lower Ky values. The interactions between Ky, dialyzer
phosphate clearance (“Kp”) and treatment frequency and treatment time are complex when
net generation of phosphorus is increased. Some specific values of pre-dialysis serum

phosphorus concentration in mg/dl during conventional 3-times per week hemodialysis
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(“CHD”) and during short daily hemodialysis (“SDHD”’) when net generation of phosphorus

during the latter therapy was increased by 20% are tabulated in Table II.5.

Table II.5
Kwm =50 ml/min Ky=150 ml/min
CHD | SDHD | SDHD | CHD | SDHD | SDHD
Treatment Time (min) 240 120 180 240 120 180

80 8.34 8.53 6.38 6.98 7.85 5.52
Kp (ml/min) 110 7.11 6.97 5.36 5.62 6.22 4.42
140 6.43 6.10 4.80 4.86 5.29 3.80

[00214] Increasing hemodialysis treatment session frequency without an
increase in weekly treatment time (CHD to SDHD at a treatment time of 120 min) may result
in either an increase or a decrease in pre-dialysis serum phosphorus concentration, depending
on both dialyzer phosphate clearance and the patient-specific Ky. Further, short daily
hemodialysis with reduced dialyzer phosphate clearance does not result in reductions in pre-
dialysis serum phosphorus concentration unless treatment time is increased substantially.
The inventors conclude that increasing both dialyzer phosphate clearance and treatment time
during short daily hemodialysis can result in clinically significant reductions in pre-dialysis
serum phosphorus concentration.

[00215] An additional example of the use of this steady state mass balance
model is its application to determining optimal hemodialysis prescriptions during frequent
nocturnal hemodialysis (e.g. 6-times per week, 8 hours per treatment). During this therapy,
Kps are often empirically lowered by adding phosphate salt supplements to the dialysis
solution in order to maintain pre-dialysis serum phosphorus concentrations within an optimal
range; however, there are no quantitative guides to determine an optimal Kp. The inventors
used the above model to determine Kp that maintains pre-dialysis serum phosphorus
concentration within the range recommended by the Dialysis Outcomes and Practice Patters
Study (“DOPPS”) of 3.6-5.0 mg/dl. Computer simulations were performed for a given
dietary phosphorus intake (e.g., assuming no use of oral binders), post-dialytic phosphorus
distribution volume of 12 L, and net fluid removal per treatment of 1 L.

[00216] Calculated ranges for Kp (ml/min) to maintain pre-dialysis serum
phosphorus concentration between 3.6 and 5.0 mg/dl for hypothetical patients with different

K at steady state are tabulated in Table I1.6.

Table I1.6
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Ky (ml/min)
Dietary P Intake 50 100 150
4 g/week 40-70 35-53 32-48
5 g/week 57-114 46-75 42-65
6 g/week 81-200 60-102 54-84
[00217] These simulations demonstrate that individualization of Kp, depending

on both dietary intake of phosphorus and the patient-specific Ky, is required during frequent

nocturnal hemodialysis.

Additional Aspects of the Present Disclosure

Aspects of the subject matter described herein may be useful alone or in combination
one or more other aspect described herein. Without limiting the foregoing description, in a
first aspect of the present disclosure, a renal failure blood therapy system includes: a renal
failure blood therapy machine; a therapy prescription for a patient treated by the renal failure
blood therapy machine to remove a solute from the patient’s blood; a test including multiple
blood samples taken at multiple times during a test therapy to determine concentration levels
of the solute at each of the multiple times; and a device programmed to use a kinetic model
for the solute (i) in a first instance with at least one of the concentration levels of the solute to
estimate at least one estimated patient parameter and (ii) in a second instance with the at least
one estimated patient parameter and a desired therapy result for the solute to determine at
least one of a therapy duration, a therapy frequency, a dialysate flowrate or a blood flowrate
for the therapy prescription.

In a second aspect, which may be used with any other aspect herein, the therapy
prescription is stored in a memory of the renal failure blood therapy machine.

In a third aspect, which may be used any other aspect herein, at least one of (i) the
renal failure blood therapy machine is a home hemodialysis machine, (ii) the device includes
a doctor computer, or (iii) the home hemodialysis machine is in data-networked
communication with the doctor computer.

In a fourth aspect, which may be used with any other aspect herein, the device in the
first instance is programmed to use each of the concentration levels of the solute to estimate
the at least one estimated patient parameter.

In a fifth aspect, which may be used with any other aspect herein, the first instance is
programmed to use a combination of the concentration levels of the solute to estimate the at

least one estimated patient parameter.
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In a sixth aspect, which may be used with any other aspect herein, the first instance is
programmed to use the at least one of the concentration levels of the solute to estimate a
plurality of different estimated patient parameters.

In a seventh aspect, which may be used with any other aspect herein, the device in the
first instance is programmed to use the at least one estimated patient parameter and the
desired therapy result for the solute to determine a plurality of therapy duration and therapy
frequency combinations that satisfy the desired therapy result.

In an eighth aspect, which may be used with any other aspect herein, at least one of
the satisfactory therapy duration and therapy frequency combinations is selected for use with
the renal failure blood therapy machine.

In a ninth aspect, which may be used with any other aspect herein, the at least one
estimated patient parameter is selected from the group consisting of: generation rate (G),
cellular diffusion coefficient (K¢ ), and solute distribution volume (Vp).

In a tenth aspect, which may be used with any other aspect herein, the device is
additionally programmed to use at least one inputted machine operating parameter in
performing at least one of (i) or (i1).

In an eleventh aspect, which may be used with the tenth and any other aspect herein,
the at least one machine operating parameter is selected from the group consisting of: blood
flowrate, dialysate flowrate, dialysate total volume, ultrafiltration flowrate and ultrafiltration
volume.

In a twelfth aspect, which may be used with any other aspect herein, the solute is a
first solute, the kinetic model is a first kinetic model, and which includes a plurality of solutes
and corresponding kinetic models, the device programmed to use each of the kinetic models
(1) in the first instance with at least one of the concentration levels of the corresponding solute
to estimate at least one estimated patient parameter and (ii) in the second instance with the at
least one estimated patient parameter and the desired therapy result for the corresponding
solute to determine at least one of the therapy duration or the therapy frequency for the
therapy prescription.

In a thirteenth aspect, which may be used with the twelfth and any other aspect herein,
the device is further programmed to allow an operator to select which of the solutes,
corresponding kinetic models and desired therapy results to include in (i1).

In a fourteenth aspect, which may be used with the twelfth and any other aspect

herein, one of the solutes is phosphate, and wherein its corresponding kinetic model assumes
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mobilization of phosphate to be proportional to a difference between the instantaneous and
pre-therapy phosphate concentrations.

In a fifteenth aspect, which may be used with any other aspect herein, the device is
programmed to use a kinetic model for the solute (i) in a first instance with at least one of the
concentration levels of the solute to estimate at least one estimated patient parameter and (ii)
in a second instance with the at least one estimated patient parameter and at least one of a
therapy duration or a therapy frequency to predict a therapy result for the parameter.

In a sixteenth aspect, which may be used with and any other aspect herein, the device
is further programmed to allow an operator to select which of the solutes and corresponding
kinetic model and desired therapy result to include in (i1) of the fifteenth aspect.

In a seventeenth aspect, which may be used with and any other aspect herein, the
device is programmed to use a kinetic model for the solute in a first instance with at least one
of the concentration levels of the solute to estimate at least one estimated patient parameter,
the device further programmed to enable a user to select between using the kinetic model for
the solute (i) in a second instance with the at least one estimated patient parameter and at
least one of a therapy duration or a therapy frequency to predict therapy result for the
parameter, or (ii) in a second instance with the at least one estimated patient parameter and a
desired therapy result for the solute to determine at least one of a therapy duration, a therapy
frequency, a dialysate flowrate or a blood flowrate for the therapy prescription.

In an eighteenth aspect, which may be used with and any other aspect herein, the
device includes processing and memory programmed to use a kinetic model for the solute (i)
in a first instance with at least one of the concentration levels of the solute to estimate at least
one estimated patient parameter and (i1) in a second instance with the at least one estimated
patient parameter and a desired therapy result for the solute to determine at least one of a
therapy duration, a therapy frequency, a dialysate flowrate or a blood flowrate for the therapy
prescription.

In a nineteenth aspect, which may be used with and any other aspect herein, the
device includes processing and memory programmed to use a kinetic model for the solute (i)
in a first instance with at least one of the concentration levels of the solute to estimate at least
one estimated patient parameter and (ii) in a second instance with the at least one estimated
patient parameter and at least one of a therapy duration or a therapy frequency to predict a
therapy result for the parameter.

In a twentieth aspect, which may be used with and any other aspect herein, the device

includes processing and memory programmed to use a kinetic model for the solute in a first
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instance with at least one of the concentration levels of the solute to estimate at least one
estimated patient parameter, the device further programmed to enable a user to select between
using the kinetic model for the solute (i) in a second instance with the at least one estimated
patient parameter and at least one of a therapy duration or a therapy frequency to predict
therapy result for the parameter, or (ii) in a second instance with the at least one estimated
patient parameter and a desired therapy result for the solute to determine at least one of a
therapy duration, a therapy frequency, a dialysate flowrate or a blood flowrate for the therapy
prescription.

In a twenty-first aspect, which may be used with and any other aspect herein, the
concentration level for the solute is estimated for the patient based on a plurality of physical
characteristics of the patient.

In a twenty-second aspect, which may be used with and any other aspect herein, a
method for use with a renal failure therapy includes (i) testing a patient calculating a patient-
specific parameter using a result of the testing and a kinetic model for a solute removed by
the renal failure therapy; (ii) calculating a value for the solute by entering the patient-specific
parameter and a machine operational parameter into the kinetic model; or (iii) calculating a
machine operational parameter by entering the patient-specific parameter and a value for the
solute into the kinetic model.

In a twenty-third aspect, which may be used with and any other aspect herein, a
method of predicting serum phosphorus concentrations in a patient during hemodialysis
includes (i) measuring serum phosphorus concentrations (“C”) of the patient over a
hemodialysis treatment session time and an ultrafiltration rate (“Qur”) calculated by a
difference between pre- and post-dialytic body weight of the patient during an initial
hemodialysis treatment session divided by a total treatment time of the treatment session; (ii)
estimating Ky and Vprg for the patient using a non-lincar least squares fitting to the

equations:

Ky +Kp+Kg —Que |
V t Qur
KM +(KD +KR _QUF)[ ( )J
VPRE

KM +KD+KR _QU}-‘

C(t) = Cpe (eqn. 1) and

Vere -Qur Ui
CT) =Coprg = (Cppg = Coposr )€ ) (eqn. 2)
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wherein t is a time during the hemodialysis treatment session, T is a time after an end
of the hemodialysis treatment session, ty 1s a total duration of the hemodialysis treatment
session, Cprg is a pre-dialysis plasma phosphorus concentration, Cpogt is a post-dialytic
plasma phosphorus concentration, Ky is a phosphorus mobilization clearance of the patient,
Kr is a residual renal clearance of phosphate, Ky is a dialyzer phosphate clearance, Vpgg is a

pre-dialysis distribution volume of phosphorus of the patient, and V(t) = Ve — Qe Xt (1-

C); and predicting C of the patient at any time during any hemodialysis treatment session by
using the equations eqn. 1 and eqn. 2 with the estimated Ky and Vpgg of the patient.

In a twenty-fourth aspect, which may be used with the twenty-third and any other
aspect herein, Kp is determined using the equation:

(0.94 - Hetx100)(e? - 1)

Ko =0, (o7 Q9 HxI00)Q, |
Qp
wherein
Z-K,4 (Q, - (0.94 - Het x100)Q )
((0.94 - Het x100)Q , XQ,)
_ (0.94-Hetx100)0, , X0, <Inl 1-K, ' Opu , where Qg is a blood flowrate, Qp
o7 0,y —(0.94-Hetx100)0,, |\ 1-K,,, /[(0.94-Hetx100)0, , |

is a dialysis flowrate, KoA is a dialyzer mass transfer area coefficient for phosphate obtained
as a result of a previous measurement where a set of blood and dialysate flow rates Qg v and
QpwMm resulted in dialyzer clearance Kpy, and Hcet is hematocrit count measured from
patient’s blood sample.

In a twenty-fifth aspect, which may be used with the twenty-third and any other
aspect herein, Kp is determined for any time t using the equation:

_Cy(1)Q,(1)
T

wherein ts is a sampling time, Cp(ts) is a concentration of phosphorus in a dialysate
outflow at time ts, Qp(ts) is a dialysate flowrate at time t;, and C(ts) is a serum phosphorus
concentration at time t;.

In a twenty-sixth aspect, which may be used with the twenty-third and any other
aspect herein, Ky, is determined using the equation:

KD — QUF ]

C PRE — C POST

Ky = CPOST(
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In a twenty-seventh aspect, which may be used with the twenty-third and any other
aspect herein, wherein C of the patient is measured every 15 or 30 minutes during the
hemodialysis treatment session.

In a twenty-eighth aspect, which may be used with the twenty-third and any other
aspect herein, ty is 2, 4 or 8 hours.

In a twenty-ninth aspect, which may be used with the twenty-third and any other
aspect herein, T is 30 minutes or one hour.

In a thirtieth aspect, which may be used with the twenty-third and any other aspect

herein, Vpogr is determined using the equation: V.

=V, e — O, Xt, , wherein therapy can
be provided based on the value of Vpogr.

In a thirty-first aspect, which may be used with any other aspect herein, a method of
predicting serum phosphorus concentrations in a patient during hemodialysis includes
measuring serum phosphorus concentrations (“C”) of the patient over a hemodialysis
treatment session time for an ultrafiltration rate (“Qug”) = 0 during an initial hemodialysis

treatment session; estimating Ky and Vprg for the patient using a non-linear least squares

fitting to the equations:
(Ky+Kp+Kg)
K, +(K, +K)e
Ky +K,+K; (eqn. 3) and

C(t) = Cpre

&
C(T) = Cpgp —(Cpr: = Cposr) €' "7

(eqn. 4)

wherein t is a time during the hemodialysis treatment session, T is a time after an end
of the hemodialysis treatment session, ti is a total duration of the hemodialysis treatment
session, Cprg 1s a pre-dialysis plasma phosphorus concentration, Cposr is a post-dialytic
plasma phosphorus concentration, Ky is a phosphorus mobilization clearance of the patient,
Kr is a residual renal clearance of phosphate, Kp is a dialyzer phosphate clearance, and Vpgrg
is a pre-dialysis distribution volume of phosphorus of the patient; and predicting C of the
patient at any time during any hemodialysis treatment session by using the equations eqn. 3
and eqn. 4 with the estimated Ky and Vpgg of the patient.

In a thirty-second aspect, which may be used with any other aspect herein, a
computing device includes a display device; an input device; a processor; and a memory

device that stores a plurality of instructions, which when executed by the processor, cause the
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processor to operate with the display device and the input device to: (a) receive data relating
to serum phosphorus concentrations (“C”) of a hemodialysis patient over a hemodialysis
treatment session time and an ultrafiltration rate (“Qur*) calculated by a difference between
pre- and post-dialytic body weight of the hemodialysis patient during a hemodialysis
treatment session divided by a total treatment time of the treatment session; (b) estimate Ky

and Vpgg for the patient using a non-linear least squares fitting to the equations:

Ky +Kp+Kg-Qur |
v t Qur
K, +(K, +K, - QUF)£#

PRE

C(t)=C
() = Coe K +K +K.-Q. ond

e
C(T) = Corp = (Cpre —Cposr) € Vo Qur o

wherein t is a time during the hemodialysis treatment session, T is a time after an end
of the hemodialysis treatment session, ty is a total duration of the hemodialysis treatment
session, Cprg 1s a pre-dialysis plasma phosphorus concentration, Cposr 1S a post-dialytic
plasma phosphorus concentration, Ky is a phosphorus mobilization clearance of the patient,
Kg is a residual renal clearance of phosphate, Kp is a dialyzer phosphate clearance, Vpgrg is a
pre-dialysis distribution volume of phosphorus of the hemodialysis patient, and

() predict C of the patient at any time during hemodialysis by using the equation
3-A and the estimated Ky and Vpgg of the patient.

In a thirty-third aspect, which may be used with the thirty-second and any other aspect
herein, wherein if Qur = 0, then

_I(KM+KD+KR)
K, +(K,+K;)e Vere
K, +K, +K, and

C(t) = CPRE

.
V
C(T) = Cprg = (Cprg —Cposr) € ™"
In a thirty-fourth aspect, which may be used with the thirty-second and any other
aspect herein, the processor operates with the display device and the input device to receive

data relating to at least one of Kgr, Kp or a sampling time for collecting the serum phosphorus

concentration.
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In a thirty-fifth aspect, which may be used any other aspect herein, a method of
determining steady state, pre-dialysis serum phosphorus levels in a hemodialysis patient, the
method includes obtaining a net generation of phosphorus (“G”) of the hemodialysis patient,
determining steady state, pre-dialysis serum phosphorus levels (“Cgspre”) of the
hemodialysis patient using the equation:

c _ (G)(10080/ F)
SPRE (K, + K)nCt, + K ,nC,(10080/ F —t, )

wherein F is a frequency of treatments per week, ty is a treatment time for one

hemodialysis treatment session, Kp is a dialyzer phosphate clearance, Kg is a residual renal

clearance of phosphate, nEm is the normalized time averaged plasma phosphorus

concentration during a dialysis treatment, and nC, is the normalized time averaged plasma

phosphorus concentration for an interdialytic interval; and simulating the effect of at least one
of a patient parameter or a treatment parameter on Css.pre Of the hemodialysis patient.

In a thirty-sixth aspect, which may be used with the thirty-fifth and any other aspect

herein, nC_ and nC, are determined using the equations:

— K
nC,, _ L { sl }
ttx KM +KR+KD_QUF

(Kp+Kp+Kp)/ Oy
+ 1 _ K M VPRE 1 _ VPOST an d
K,+K,+K, -0, | K, +K,+K, 14 ’

PRE

= | K, (10080/F —¢, )
" 10080/ F —t, || K, +Kg+Oy

(K +Kp+Kp=0Qur )/ Qur
+ KM +{1_ KM :||:VPosri|
KM+KR+KD_QUF KM+KR+KD_QUF VPRE

(Kp+Kg)! Oye
— KM :| X|: Vposr :| 1— ( V.vosr j ,
KM +KR+QWG KM+KR VPRE

wherein Ky is a phosphorus mobilization clearance of the patient, Qwg i a constant

rate of fluid gain by the patient during the interdialytic time interval, Qur is a constant rate of

fluid removed from the patient, Vpgg is a pre-dialysis distribution volume of phosphorus of
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the patient prior to a hemodialysis treatment session, and Vposr is a post-dialysis value of
phosphorus of the patient at the end of a hemodialysis treatment session.

In a thirty-seventh aspect, which may be used with the thirty-fifth and any other
aspect herein, wherein there is negligible net ultrafiltration or fluid removal from the patient

during hemodialysis therapies and no weight gain between hemodialysis therapies, Qur=0,

and wherein nC_ and nC. are determined using the equations:

G = s
t, || Ky + Kz +K,

K v
+|1- A o l—-exp(—(K,+K,+K, )t /V , and
{ KM+KR+KJ{KM+KR+KJ[ p(=(K, +K, + K, pRE)]}
o = 1 K, (10080/F -1, )
© 10080/ F —t, K, +K,
+ Ky +|1- Ky xexp[—(KD+KR+KM)t,X/VPRE]——KM
K,+K,+K, K, +K,+K, K, +K,

V
X[ﬁ:'[l_exp(_ (K, +K,, )(10080/F—tu )/ Veosr )]} ,

wherein Ky, is a phosphorus mobilization clearance of the patient, Vpgg is a pre-
dialysis distribution volume of phosphorus of the patient prior to a hemodialysis treatment
session, and Vpost 1s a post-dialysis value of phosphorus of the patient at the end of a
hemodialysis treatment session.

In a thirty-eighth aspect, which may be used with the thirty-fifth and any other aspect
herein, the patient parameter is G, Ky or Vprg and the treatment parameter is t, Kp or F.

In a thirty-ninth aspect, which may be used with the thirty-fifth and any other aspect

herein, G is calculated using the equation:
{(KD +K )nC,t, +K,nC,(10080/F -1, )

10080/ F j| (eqn. 5)

wherein Cgg pre.n 18 an initial, measured, steady state, pre-dialysis serum phosphorus

G= CSS—PRE—IN

level of the hemodialysis patient who is maintained by a hemodialysis therapy identified by
Kp, F and t for a specified time prior to the calculation of G using equation eqn. 5, F is a
frequency of treatments per week, tx 1s a treatment time for one hemodialysis treatment

session, Kp is a dialyzer phosphate clearance, Ky is a residual renal clearance of phosphate,
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nC,_ is the normalized time averaged plasma phosphorus concentration during a dialysis

treatment, and nC, is the normalized time averaged plasma phosphorus concentration for an

interdialytic interval.

In a forticth aspect, which may be used with the thirty-fifth and any other aspect
herein, G is determined using the equation:

G = ! P AP —1 BPB
10080

wherein Ip is a weekly dietary intake of phosphorus of the hemodialysis patient, Ap is
a percent phosphorus absorption of the hemodialysis patient, I is a weekly binder intake of
the hemodialysis patient, and Pg is a binding power of the binder.

In a forty-first aspect, which may be used with the thirty-fifth and any other aspect
herein, the method determines a level of phosphorus intake so that Cgg_prg of the hemodialysis
patient ranges between about 3.6 mg/dl and 5.0 mg/dl.

In a forty-first aspect, which may be used with the thirty-fifth and any other aspect
herein, the method determines a phosphorus binder administered to the patient so that Cgs pre of
the hemodialysis patient ranges between about 3.6 mg/dl and 5.0 mg/dl.

In a forty-second aspect, which may be used with the thirty-fifth and any other aspect
herein, the method determines the total hemodialysis treatment session time so that Css_prg of the
hemodialysis patient ranges between about 3.6 mg/dl and 5.0 mg/dl.

In a forty-third aspect, which may be used with the thirty-fifth and any other aspect
herein, the method determines the frequency F so that Cggpre of the hemodialysis patient
ranges between about 3.6 mg/dl and 5.0 mg/dl.

In a forty-fourth aspect, which may be used with the thirty-fifth and any other aspect
herein, the method determines a required blood flowrate and/or a dialysate flowrate so that
Cgs.pre Of the hemodialysis patient ranges between about 3.6 mg/dl and 5.0 mg/dl.

In a forty-fifth aspect, which may be used with the thirty-fifth and any other aspect
herein, the method determines an amount of phosphorus salt supplements added to the
dialysate so that Csg pre of the hemodialysis patient ranges between about 3.6 mg/dl and 5.0
mg/dl.

In a forty-sixth aspect, which may be used with any other aspect herein, a computing
device includes a display device; an input device; a processor; and a memory device that
stores a plurality of instructions, which when executed by the processor, cause the processor

to operate with the display device and the input device to: (a) receive data relating to a net
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generation of phosphorus (“G”) from at least a dietary phosphorus intake of a hemodialysis
patient or a urea kinetic modeling of the hemodialysis patient; (b) determine steady state, pre-
dialysis serum phosphorus levels (“Css.pre”) of the patient using the equation:

. (G)(10080/ F)
B (K + K nCt, + K ynC,(10080/ F ~t,.) |

wherein F is a frequency of treatments per week, tx is a treatment time for one

hemodialysis treatment session, Kp is a dialyzer phosphate clearance, Ky is a residual renal

clearance of phosphate, an is the normalized time averaged plasma phosphorus

concentration during a dialysis treatment, and nC, is the normalized time averaged plasma

phosphorus concentration for an interdialytic interval; and (c) simulate the effect of at least
one of a patient parameter or a treatment parameter on the Css prg of the hemodialysis patient.

In a forty-seventh aspect, which may be used with the forty-sixth and any other aspect
herein, the processor operates with the display device and the input device to receive data
relating to at least one of Kg, Kp, Ky, Vere, ti, F, Cpre about a month before a hemodialysis
treatment session or a sampling time for collecting the serum phosphorus concentration.

In a forty-eighth aspect, which may be used with the forty-sixth and any other aspect
herein, the computing device displays a treatment regimen of the hemodialysis patient so that
Css.pre 18 within a desired range.

In a forty-ninth aspect, which may be used with the forty-sixth and any other aspect
herein, the computing device further (a) determines a net generation of phosphorus (“G”)

using the equation:

Gec (K, +K)nC,t, +K,nC,(10080/F -1, )
SS—-PRE-IN 10080/F

(b) predicts steady state, pre-dialysis serum phosphorus levels (“Cgspre”) of the
hemodialysis patient using the equation:

c _ (G)(10080/ F)
B (K + K nCot,, + K nC,(10080/ F —t,.) - and

(c) simulates the effect of at least one of a patient parameter or a treatment parameter

on Cgg prg of the hemodialysis patient.

[00218] It should be understood that various changes and modifications to the

presently preferred embodiments described herein will be apparent to those skilled in the art.
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Such changes and modifications can be made without departing from the spirit and
scope of the present subject matter and without diminishing its intended advantages. It is
therefore intended that such changes and modifications be covered by the appended claims.

Throughout this specification and the claims which follow, unless the context requires
otherwise, the word "comprise", and variations such as "comprises" or "comprising" will be
understood to imply the inclusion of a stated integer or step or group of integers or steps but
not the exclusion of any other integer or step or group of integers or steps.

The reference in this specification to any prior publication (or information derived
from it), or to any matter which is known, is not, and should not be taken as, an
acknowledgement or admission or any form of suggestion that that prior publication (or
information derived from it) or known matter forms part of the common general knowledge in

the field of endeavor to which this specification relates.
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The claims defining the invention are as follows:

1. A renal failure blood therapy system comprising:

a renal failure blood therapy machine;

a therapy prescription for a patient treated by the renal failure blood therapy machine
to remove a solute from the patient’s blood;

a test including multiple blood samples taken at multiple times during a test therapy
to determine concentration levels of the solute at each of the muitiple times;

a non-transitory computer readable medium including a pseudo one-compartment
kinetic model in which a compartment of the model has a volume that is ignored and a
constant solute concentration equal to a pre-dialytic concentration for the solute; and

a device programmed to use the kinetic model for the solute (i) in a first instance with
at least one of the concentration levels of the solute to estimate at least one estimated
patient parameter and (ii) in a second instance with the at least one estimated patient
parameter and a desired therapy result for the solute to determine at least one of a therapy
duration, a therapy frequency, a dialysate flowrate or a blood flowrate for the therapy
prescription.

2. The renal failure blood therapy system of Claim 1, wherein the therapy
prescription is stored in a memory of the renal failure blood therapy machine.

3. The renal failure blood therapy system of Claim 1, wherein at least one of (i)
the renal failure blood therapy machine is a home hemodialysis machine, (ii) the device
includes a doctor computer, or (iii) the home hemodialysis machine is in data-networked
communication with the doctor computer.

4, The renal failure blood therapy system of Claim 1, wherein the device in the
first instance is programmed to use each of the concentration levels of the solute to estimate
the at least one estimated patient parameter.

5. The renal failure blood therapy system of Claim 1, wherein the device in the
first instance is programmed to use a combination of the concentration levels of the solute to
estimate the at least one estimated patient parameter.

6. The renal failure blood therapy system of Claim 1, wherein the device in the
first instance is programmed to use the at least one of the concentration levels of the solute
to estimate a plurality of different estimated patient parameters.

7. The renal failure blood therapy system of Claim 1, wherein the device in the
first instance is programmed to use the at least one estimated patient parameter and the
desired therapy result for the soiute to determine a plurality of therapy duration and therapy

frequency combinations that satisfy the desired therapy resuit.
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8. The renal failure blood therapy system of Claim 7, wherein at least one of the
satisfactory therapy duration and therapy frequency combinations is selected for use with the
renal failure blood therapy machine.

9. The renal failure blood therapy system of Claim 1, wherein the at least one
estimated patient parameter is selected from the group consisting of: generation rate (G),
mobilization clearance (Ky), and pre-dialysis distribution volume (Vpge).

10. The renal failure blood therapy system of Claim 1, wherein the device is
additionally programmed to use at least one inputted machine operating parameter in
performing at least one of (i) or (ii).

11. The renal failure blood therapy system of Claim 10, wherein the at least one
machine operating parameter is selected from the group consisting of: blood flowrate,
dialysate flowrate, dialysate total volume, ultrafiltration flowrate and ultrafiltration volume.

12. The renal failure blood therapy system of Claim 1, the solute a first solute, the
kinetic model a first kinetic model, and which includes a plurality of solutes and
corresponding kinetic models, the device programmed to use each of the kinetic models (i)
in the first instance with at least one of the concentration levels of the corresponding solute
to estimate at least one estimated patient parameter and (ii) in the second instance with the
at least one estimated patient parameter and the desired therapy result for the
corresponding solute to determine at least one of the therapy duration or the therapy
frequency for the therapy prescription.

13. The renal failure blood therapy system of Claim 12, wherein the device is
further programmed to allow an operator to select which of the solutes, corresponding kinetic
models and desired therapy results to include in (ii), namely, in the second instance with the
at least one estimated patient parameter and the desired therapy result for the
corresponding solute to determine at least one of the therapy duration or the therapy
frequency for the therapy prescription.

14, The renal failure blood therapy system of Claim 12, wherein one of the
solutes is phosphate, its corresponding kinetic model assuming mobilization of phosphate to
be proportional to a difference between an instantaneous phosphate concentration in the
patient's blood and a pre-therapy phosphate concentration in the patient's blood.

15. A renal failure blood therapy system comprising:

a renal failure blood therapy machine;

a therapy prescription for a patient treated by the renal failure blood therapy machine

to remove a solute from the patient’s blood;
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a test including multiple blood samples taken at multiple times during a test therapy
to determine concentration levels of the solute at each of the multiple times;

a non-transitory computer readable medium including a pseudo one-compartment
kinetic model in which a compartment of the model has a volume that is ignored and a
constant solute concentration equal to a pre-dialytic concentration for the solute; and

a device programmed to use the kinetic model for the solute (i) in a first instance with
at least one of the concentration levels of the solute to estimate at least one estimated
patient parameter and (ii) in a second instance with the at least one estimated patient
parameter and at least one of a therapy duration or a therapy frequency to predict a therapy
result for the parameter.

16. The renal failure blood therapy system of Claim 15, wherein the device is
additionally programmed to use at least one inputted machine operating parameter in at
least one of (i) or (ii).

17. The renal failure blood therapy system of Claim 16, wherein the at least one
machine operating parameter is selected from the group consisting of: blood flowrate,
dialysate flowrate, dialysate total volume, ultrafiltration flowrate and ultrafiltration volume.

18. The renal failure blood therapy system of Claim 15, wherein the solute is a
first solute, the kinetic model a first kinetic model, and which includes a plurality of solutes
and corresponding kinetic models, the device programmed to use each of the kinetic models
(i) in the first instance with at least one of the concentration levels of the corresponding
solute to estimate at least one estimated patient parameter and (ii) in the second instance
with the at least one estimated patient parameter and at least one of the therapy duration or
the therapy frequency to predict the therapy result for the parameter.

19. The renal failure blood therapy system of Claim 18, the device further
programmed to allow an operator to select which of the solutes and corresponding kinetic
model and desired therapy result to include in (ii).

20. A renal failure blood therapy system comprising:

a renal failure blood therapy machine;

a therapy prescription for a patient treated by the renal failure blood therapy machine
to remove a solute from the patient’s blood;

a test including multiple blood samples taken at multiple times during a test therapy
to determine concentration levels of the solute at each of the muitiple times;

a non-transitory computer readable medium including a pseudo one-compartment
kinetic model in which a compartment of the model has a volume that is ignored and a

constant solute concentration equal to a pre-dialytic concentration for the solute; and
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a device programmed to use the kinetic model for the solute in a first instance with at
least one of the concentration levels of the solute to estimate at least one estimated patient
parameter, the device further programmed to enable a user to select between using the
kinetic model for the solute (i) in a second instance with the at least one estimated patient
parameter and at least one of a therapy duration or a therapy frequency to predict a therapy
result for the parameter, or (ii) in a second instance with the at least one estimated patient
parameter and a desired therapy result for the solute to determine at least one of a therapy
duration, a therapy frequency, a dialysate flowrate or a blood flowrate for the therapy
prescription.

21. A device for use with a renal failure blood therapy machine running a therapy
prescription for treating a patient to remove a solute from the patient’s blood, wherein the
patient undergoes a test including multiple blood samples taken during a test therapy to
determine concentration levels of the solute at each of the muitiple times, the device
comprising:

a non-transitory computer readable medium including a pseudo one-compartment
kinetic model in which a compartment of the model has a volume that is ignored and a
constant solute concentration equal to a pre-dialytic concentration for the solute; and

processing and memory programmed to use the kinetic model for the solute (i) in a
first instance with at least one of the concentration levels of the solute to estimate at least
one estimated patient parameter and (ii) in a second instance with the at least one estimated
patient parameter and a desired therapy result for the solute to determine at least one of a
therapy duration, a therapy frequency, a dialysate flowrate or a blood flowrate for the therapy
prescription.

22. A device for use with a renal failure blood therapy machine running a therapy
prescription for treating a patient to remove a solute from the patient’s blood, wherein the
patient undergoes a test including multiple blood samples taken during a test therapy to
determine concentration levels of the solute at each of the multiple times, the device
comprising:

a non-transitory computer readable medium including a pseudo one-compartment
kinetic model in which a compartment of the model has a volume that is ignored and a
constant solute concentration equal to a pre-dialytic concentration for the solute; and

processing and memory programmed to use the kinetic model for the solute (i) in a
first instance with at least one of the concentration levels of the solute to estimate at least
one estimated patient parameter and (ii) in a second instance with the at least one estimated
patient parameter and at least one of a therapy duration or a therapy frequency to predict a

therapy result for the parameter.
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23. A device for use with a renal failure blood therapy machine running a therapy
prescription for treating a patient to remove a solute from the patient's blood, wherein the
patient undergoes a test including multiple blood samples taken during a test therapy to
determine concentration levels of the solute at each of the multiple times, the device
comprising:

a non-transitory computer readable medium including a pseudo one-compartment
kinetic model in which a compartment of the model has a volume that is ignored and a
constant solute concentration equal to a pre-dialytic concentration for the solute; and

processing and memory programmed to use the kinetic model for the solute in a first
instance with at least one of the concentration levels of the solute to estimate at least one
estimated patient parameter, the device further programmed to enable a user to select
between using the kinetic model for the solute (i) in a second instance with the at least one
estimated patient parameter and at least one of a therapy duration or a therapy frequency to
predict therapy result for the parameter, or (ii) in a second instance with the at least one
estimated patient parameter and a desired therapy resuit for the solute to determine at least
one of a therapy duration, a therapy frequency, a dialysate flowrate or a blood flowrate for
the therapy prescription.

24, A device for use with a renal failure blood therapy machine running a therapy
prescription for treating a patient to remove a solute from the patient’s blood, wherein the
concentration level for the solute is estimated for the patient based on a plurality of physical
characteristics of the patient, the device comprising:

a non-transitory computer readable medium including a pseudo one-compartment
kinetic model in which a compartment of the model has a volume that is ignored and a
constant solute concentration equal to a pre-dialytic concentration for the solute; and

processing and memory programmed to use the kinetic model for the solute in a first
instance with concentration level of the solute to estimate at least one estimated patient
parameter, the deviée further programmed to enable a user to use the kinetic model for the
solute (i) in a second instance with the at least one estimated patient parameter and at least
one of a therapy duration or a therapy frequency to predict therapy result for the parameter,
or (ii) in a second instance with the at least one estimated patient parameter and a desired
therapy result for the solute to determine at least one of a therapy duration, a therapy
frequency, a dialysate flowrate or a blood flowrate for the therapy prescription.

25. A renal failure blood therapy system, substantially as hereinbefore described

with reference to the accompanying figures.
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26. A device for use with a renal failure blood therapy machine running a therapy
prescription for treating a patient to remove a solute from the patient's blood, substantially as

hereinbefore described with reference to the accompanying figures.



PCT/US2011/032736

1/23

WO 2011/130669

sjualled

¢l

ueniuI)
Juenishud

~

suol

_—001

Jpuod

Juswieal ]
Spuswwoddy vl

N a0
d (0¢) suonenb3
B el Bl
oipaid auinoy xn|4
N Sunen o
| xnidanjos
LS cs pazijeuosiad
=
12°] e A
(0¢)
suonienb3
S)NS3y 18| Bullepopy
poo|g Jejnbay anaury buisn
djley MO n i
8L hﬁmw._o\\n_m_m_ aunoy
/pooig alkiS 9y uoneziundo
€) - D)
Wawy | [N
sishlelg ¢l 04
S i
_ dun | == suoljenb3
! < | Buiepop
_ H = dlewnsy | onauy gH
|
T P
0! uonewis3
_ Slajalieled Jualied

) fousnbal
sishleig

ﬁ
|
_ sinduj
YO uoessdo |
\__Sishleig SUIYOBN |
_ v _
Indu| [esaus9) _
it |
\-29

l

|
ealn 10bie|
~—(FonebeL )

|
(" 4n1ebuey
|

: S;duy Adesay

|

|

|

|

|

_ sindu; |
“UR0RL )= uogezyupdo)|
|

|

|

|

~ Cean ) = < (oLan)
8¢ ¥z

~<— (9leydsoyd) <— 27

Sawi] juassyid G le

BLUSE|d Ul SUORIUSIUOY)



2/23 PCT/US2011/032736

WO 2011/130669

<< NNy

09— |

uoneziwndo Adesay] € nus|y

or—/ |

suolpIpald Adesayl z nusiy

0z—/ |

suonewnsy Jaysweled jusied | NUs|y

nuap\ wajsAS gHH

X0

or\

¢ Old




3/23 PCT/US2011/032736

WO 2011/130669

wm wN ﬂm
"oz | [ st ] [ooz] | osy|
el | v | | zeL | | 09 | ‘saidesay)
wbiu ‘Jeuoys siejeud
Loz | [ 2 | [ 8l | [ 00| ‘AlIep SHJOM ‘an1oe
Tz ] [ 8| [o8| [ ovz] poob uonouny [enpisal :SjusLILLIO))
ez ] [ o] [e8 ] [ ozl (U)o _08L | [yblem
00S .
"6z | [ g | (9| [ 09| ;ow %ﬁ_vm_o SN | [lepuso
uILL/Jwu
. ¢ | [ s | o8| [ 0 | 082 | | a3e1 moy pooig Ly by
(1/6w) (7/6w) (16w) | | (seinuiu) () .
aeydsoud | W-zg ealn auwr | OV | aw juswiesl| °0df| | sweN
syNsay 1s9] aH 7 bunieg juswieal | 7 ; uonewLIoju| Juaned
<<NNd | [sova > 0z (eyeq 3sal H)
suoljewysg Jajoweled juaned
S
", ¢ Ol




4/23 PCT/US2011/032736

WO 2011/130669

Gol

w9 (K210 |

Q)

9A ‘loA uonnquisia IN-29

(/) (unu/Buu)
Oly ‘souetes|) JI IN-29 O ‘ajey uonessus) N-29

HOvg >>

/)

A%

0¢—__

sia)jaweled juaied pajewnsy

(XTI

or\

¥ Ol




5/23 PCT/US2011/032736

WO 2011/130669

<<NNd

|>ove >>

:

(siy'1)
yibua uoissag

8¢
b ajeydsoud [ |
% 9¢ vz
S N-zg [l eain [4]
(sheq ‘4) azAleuy o]
Aouanbai4q Adesay | alnjos
o¢i suonoipaid Adesay |

==

o_.\

G Ol




6/23 PCT/US2011/032736

WO 2011/130669

Movg >> (4 pue ] uanib e Joy) (4 pue ] uanib e o))
sAep ‘awi | sAep ‘swi |
8 _ 4 ¢ O . %00z
V=T Jp— ‘ | 05z
douwog —— | ol “

@ 00e @
c C
gL @ l0ge 3
8 8
3 0ov 3
0z 8 ®
A o0sr 5
6z 8 100G S
3 logs @
10¢ = -

1009

lge 1069

4 N 7c
£9/5'82| | (1Bw) 2uo) sishiepald W-zg T\ _67.8T| | MIPIS BRIN T\
ov)\A suoioipaid Adesay
HE=
0 9 Ol




7/23 PCT/US2011/032736

WO 2011/130669

<<NNd

MNova >>

8

(08 %

0ve

I

¢¢

ooi

()

Juswieal | Buunq [eaowsy pinj4

(p/Bw) uonesusouo)) snioydsoud
wnJag sishlepald syeis-Apesis

(1/6w)

uoljesjusouoc) w_w>_m_bm._n_ N-¢d

AAPIS
eain

bummas uoneziwndo Adesay

==

o_.\

L Ol




PCT/US2011/032736

8/23

WO 2011/130669

(pausye.d) (passayaud)

0L _S'SZ || ouog sishepaid w-zg 0L _¥2 | mypmis
M
>< >< >< L83 >< >< > L
>< >< 915 > > > 9
> > S |3 > > G
< > r | = > >< 4
< € |~ < €
Z | 9 Z
LS )
4 € Z | Y 4 € Z |
(1) uoneinqg Adesay| - (1) uoneing Adesay
(/6w) -ou0) w | DI PIS eaun uo Bumeg Adesay) Jo 10843 |
~

oM Jad sAeq ‘(4) Aouanbai4

sisAleipald N-z2g uo bumag Adesay] jo 10843

ZL ZL zL zL
% 00¥ 00¥ E
(Unuyjw) (unwyjw) (uny/ju) Q)
aley uonedjyenn a)ey Mo|4 sjeshlelq ajey mol4 poolg awinjo/\ uonn|os [ejo |
MOvg >> 09—_ suo)aweted Adesay] paziundo

X0

", v8 'Ol



9/23 PCT/US2011/032736

WO 2011/130669

il I IENNSSN=— =
X9 Jes 1deoxg
d
[ L e Aouanbai4
I Xp ngianvn | Adessy]
/oW Ay pis XE 4N
GGZ | ¥Z| W9 yy ye nyz ||
w-zg | eain | | \ \
uoneing Adesay | J \ f
Y. 2L 0L
09
Movg >>
HE
. g8 Ol4




10/23 PCT/US2011/032736

WO 2011/130669

Aouanbayj pue uoneinp
Adeiay) Jejnoiued snsian
san|jen aoueles)d ajeydsoyd
aje|nge; Jo ydeib

, 5
a0¢!1

a1eydsoyd Joj senjeA soueles|o
Buipuodsa.ioo sulwislep
0} |9pow ajeydsoyd o
(4) Aousnbauy e pue (1) uoneinp
Adesay) e yum Buoje
sJojeweled sjeydsoyd pajewnss
olj10ads-jusiied pesy

, 9
8Ll

Juaned ay 1o} syeydsoyd
Joj sis)sweled pajewnss

auIWIa)ap 0} [epow —

ajeydsoyd ojui sjeng)
uolejuasuod ayeydsoyd pasy

Aouanbayj pue uoneinp
Adeiayy Jeinoiped
SNSJOA SaN[eA souRJes|D
N-29 @1eingey Jo ydelb
A q
qoct
IN-Zg Joj senjen souetesp
Buipuodsa.100 sulwis}ep
0} [spow |\-¢g ojul
> (4) fousnbalj e pue (1)
uoneinp Adesayy e yim Buoje
sisjoweled |\-zg pajewinss
ol0ads-jusied pasy

A q
agll

Wsned ay) 1o}
N-29g Jo} sisjaweled

[BPOW \I-Zg OMUI S[oAd)
UONBAUSOUOD |\-Z] Pas)

pajewnss aulwig}ep 0)

AouanbaJj pue uoneinp
Adeiay) Jejnoiped
SNSJSA San|eA a2ueJes|o
BaJn aje|nge} Jo ydeib

b5
eQclt

BaJn 10} San|eA soueles
Buipuodsa.Li00 sulwIsep 0}
[apow eain ojul
(4) Aousnbaus e pue (1)
uoneinp Adelsayy e yim buoje
sIsjoweled ealn pajewsa
olj0ads-jusied pasy

A q
egll

sned ay) 1o}
eaJn Joj sieeweled
palewWIISa auILLIB}ep 0}
[Spow BaIn OJuUI S|OAS)

uoljejusaduod ealn pav)

\ g A o ] o=
911 aoll =ie]
A
ajeydsoyd pue |\-zg ‘ealn JO S|an9|
pLL- | uoNB.JUS2UO0D aulWIB)ep 0} 159} Adelay)

2 e )

V6 Old

g6 9Old

V6 Old

6 Ol




PCT/US2011/032736

11/23

WO 2011/130669

per (P )

el | auiyoew sisAjelp ayj o} uonduosaid
AdeJay} aiow 10 aUo 8y} peojumop
mm MV _H_ aned ay) buneayy 1oy AAmVFMMV_ELM wmav
0€L—_| uonduosaid Adesay) sjgeydaocoe Ajeaiulo - 5 mc doooe
2I0W IO 3UO 3So0YD 0} Juaned yjIm JNsuod £ g€}
» [[B21UI[O BUILLIBEP
I A
8¢l (s)uonduosaid ajqeidence Ajealulo sulLSIep 1£4°
> ‘uonelnge) Jo ydeib ojul ajeydsoyd pue |\-zg ‘eain =
Jo} sanjiqissod Aousnbauy pue uoneinp Adessyy abisw
ajeydsoyd oy Aouanbauy N-29 Joj Aouanbayy ealin Joj Aouanbayy

pue uoneinp Adesay
Jo} sanijiqissod auiwsiep 0}
[opow ajeydsoyd oyl yusned

pue uonelnp Adesay)
Joj sanljiqissod auiIs}ep

e 0} |9pow |N-¢g o e

pue uoneinp Adesay}
Joj saniiqissod auiwis)ep
0} |opow eain ojul

8y} Joj soueles|o ajeydsoyd Jusied ayy Joj soueIeslD Juaned ay) Joj aoueIes[o =]
paJisap yum buoje sisjeweled IN-29 padisap yim Buoje Baln palisap yim buoje
ajeydsoyd pajewnss sigjaweled |\-Zg pajewnss sJojoweled eain pajewnss
oljioads-juaned pas) olads-juaied pas) olyads-jusned pas)
9 9 9
2921 qocl egcl
N N N

¢4 Jojpue
1 jusJsyip yum
1eaday
ozel

¢d Jo/pue
1 jualsyip yum
1eaday

¢4 Jo/pue
1 juaieyip yum
1eadoay




WO 2011/130669 PCT/US2011/032736
12/23
— 214
Keyboard,
. mouse, and/or
Computing other input
Device 202 i
“210 device(s) () Wireless
L 206 A— Transceiv
Other PC B § er 297
circuits H 21 230
Memory (e—»{@ | |nterface Internet, LAN,
L aite [ POTS, and/or
204 circuits
L : other network(s
Processor [« i
— 220
Network
v 216 device
Display(s),
printer(s),

Hard drive(s),

CD(s), DVD(s),
and/or other
storage devices

speaker(s), and/
or other output
device

FIG. 10




WO 2011/130669

Phosphorus

13/23

FIG. 11

PCT/US2011/032736

Dialytic Removal

(Kp)

e
t ot

Pools Mobilization Phosphorus
N (;ﬁxd)‘ﬂwv Distribution Volume
: e C,V

\ el

SUBSTITUTE SHEET (RULE 26)



1423 PCT/US2011/032736

WO 2011/130669

FIG. 12

T
3

CHD
\\
2
Time (hr)

\. -

(o))

>
g

I~ O W 4 3 N
@@S snioydsoyd euiseld

SHD
Time ¢hr)

P

]

m./ 6 5 A.. 3 o™
cv\m&v snioydsoyd euwseld

FIG. 13

CHD

0

S Rt SR o S T I AV N Yo
o~

- (2] N
{ip/Bw) snioydsoyd ewseld

]

J .
®

\

1 S 1 L 1 <

SHD

3

< O W0 N W
-

<t ™ od
(jp/Bu) snioydsoyd ewseld

/.J

Time (hr)

Time (hr)

SUBSTITUTE SHEET (RULE 26)



PCT/US2011/032736

WO 2011/130669

FIG. 14

«©

{10

i<t
o
o &
- T 100 @
O k=
-

1 N

-

- o)

5 4 3 o~
cu\mﬁv mEoznmoza BUISE|d

<t

/ 1
=
Q . <

I o~
2 £
_.......

£ ] -

*
<

@

. n.O : 4 3 N
xE@EV maoc%oca mEmmE

FIG. 15

CHD

[oo]

P
A 4

~  © o <
{1p/6w) sruoydsouyd ewiseld

SHD
Time (hr)

. f i I o

o0 i~ [<o] w0 <t
{(Ip/Bus) sruoydsoud ewse|d

Time (hr)

SUBSTITUTE SHEET (RULE 26)



WO 2011/130669

'S

S B CIES "R I TR S SR N S
vy TyTTTTTTT|YTTY

mg/dl)

|88 o

—

Plasma Phosphorus {

=N
o

1623 PCT/US2011/032736

SHD * CHD

1 2
Time (hr) Time (hr)

SUBSTITUTE SHEET (RULE 26)



WO 2011/130669 17/23 PCT/US2011/032736

FIG. 17

Mobilization Clearance
DE— VP ¢ (Cpre' C)

Phosphorus G
Dietary Intake > C,V - K x C

Dialyzer Clearance

o K X C

Oral
Phosphorus Residual Kidney
Binders Clearance

Kt X (C -C f)
Tissue Deposition

SUBSTITUTE SHEET (RULE 26)



WO 2011/130669 18/23 PCT/US2011/032736

FIG. 18

12 r

10 r

— 3fwk&ttx=210
- ---- 5iwk&itx=105

~~~~~
******

Predialysis Serum Phosphorus (mg/dl)
(827

0 £ i
100 150 200
Dialyzer Phosphate Clearance (mi/min)

SUBSTITUTE SHEET (RULE 26)



WO 2011/130669 19/23 PCT/US2011/032736

12.00

-
o o
o fo]
o [}

Predialysis Serum Phosphorus (mg/dl)
jox}
Q
o

FIG. 19

400 b — 3/wk&tx=210 min
L 3hwk&itx=420 min
200 prrteeee - -~~~ B/wk&ttx=420 min
0.00 E ;
100 150 200

Dialyzer Phosphate Clearance (mi/min)

SUBSTITUTE SHEET (RULE 26)



WO 2011/130669

12

-
o

@

Predialysis Serum Phosphorus (mg/dl)
& o

nN

20/23 PCT/US2011/032736

FIG. 20

— 3/wk&ttx=240

— - — B/wk&tx=120 (G=100%)
''''' 6/wk&itx=120 (G=110%)
~ ===~ Bk &tx=120 (G=120%)
- = — 6/wk&dtx=120 (G=130%)

] L i

50

100 150 200
Dialyzer Phosphate Clearance (ml/min)

SUBSTITUTE SHEET (RULE 26)



WO 2011/130669

12

-
o

@

Predialysis Serum Phosphorus (mg/dl)
& o

nN

FIG. 21

i3 X

PCT/US2011/032736

— 3fwk&ttx=240

- B/wk&tx=180 (G=100%)

- - 6wk &tx=180 (G=110%)
-~ Biwk&{tx=180 (G=120%)
- — — 6/wk&dix=180 (G=130%)

50

100 150
Dialyzer Phosphate Clearance (ml/min)

SUBSTITUTE SHEET (RULE 26)

200



WO 2011/130669 22/25 PCT/US2011/032736

12

-
o

@

Predialysis Serum Phosphorus (mg/dl)
& o

nN

FIG. 22

.
\\ ——— Bk8=240

O — - - BIWK&HX=120 (G=100%)
N 6lwk&ttx=120 (G=110%)
\* SN ===~ Blwk8Lx=120 (G=120%)

- = — 6/wk&dtx=120 (G=130%)

L ) i

50 100 150 200
Dialyzer Phosphate Clearance (ml/min)

SUBSTITUTE SHEET (RULE 26)



WO 2011/130669

12

-
o

(o9]

Predialysis Serum Phosphorus (mg/dl)
& o

no

23723 PCT/US2011/032736

FIG. 23

— 3/wk&ttx=240

— - — B/wk&tx=180 (G=100%)
''''' 6/wk&ttx=180 (G=110%)
~ ===~ Bk &tx=180 (G=120%)
- = — 6/wk&tix=180 (G=130%)

3 X i)

50

100 150 200
Dialyzer Phosphate Clearance (ml/min)

SUBSTITUTE SHEET (RULE 26)



