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RESULTS

Table 1. Between-laboratory bias for six analytes among 8 ESRD laboratories. Results are also shown
for differences between laboratories with the highest (High) and lowest (Low) values for each analyte.

CONCLUSIONS

® Significant between-laboratory bias exists for analytes in use or
considered for use In assessing clinical performance.
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Figure 1. Effect of between-laboratory bias on potential population movement to above respective performance
thresholds for Hemoglobin, Aloumin and Calcium. Each distribution curve reflects patient results from that
participating laboratory with the lowest value for each analyte. Bias reflects the magnitude of High-Low (see Table 1).
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