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Introduction

* Anemia is highly prevalent among patients with end-stage renal disease
(ESRD) and is associated with poor outcomes and mortality.! Renal anemia in
patients with ESRD receiving hemodialysis (HD) is typically treated with both
erythropoiesis-stimulating agents (ESAs) and intravenous (1V) iron.=3

* Many HD patients with renal anemia do not respond optimally to ESA treatment

Table 1. Apparent Prevalence of ESAhr by Candidate ESAhr Definitions

Results

Figure 1. ESA Utilization, IV Iron Utilization, and Hemoglobin Levels among
ESAhr and Non-ESAhr Patients

A. ESA Utilization

B. IV Iron Utilization
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* The point prevalence of candidate definitions of ESAhr was assessed (Table 1).
Definition 4 (ESA dose of > 7700 U/treatment and consecutive Hb
measurements [separated by at least 14 days] < 10 g/dL) met the expected
prevalence rate of approximately 10%°° and was used to define ESAhr in all
subsequent analyses.
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