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Introduction

ignificant regional variations
S exist in the epidemiology of
acute kidney injury (AKT) globally,
with underreporting being partic-
ularly common in low- and low-to-
middle income countries. The latter
is because of lack of standardized
AKI reporting, absence of repre-
sentative epidemiological studies,
and an overall limited nephrology
workforce.' Latin America
(LATAM), comprising many low-
income and low-to-middle income
countries, has a reportedly higher
incidence of AKI among hospital-
ized patients than North America
and Europe (31% vs. 19% and
25%, respectively),” though this
could be misrepresented because
of inconsistent AKI definitions,
regional variations within
LATAM, and publication bias.
Globally, AKI is estimated to
contribute to 2 million deaths
annually because of the high cost
and lack of access to timely and
optimal renal replacement therapy
(RRT).” LATAM has a reportedly
higher AKI-associated mortality in
adults (38.9%) than the global
average of 23.9%." However, AKI
epidemiology in LATAM, specif-
ically for AKI requiring RRT, re-
mains insufficiently characterized
with regard to interregional and
intraregional variations and socio-
economic disparities.

Each country within LATAM
faces unique challenges and bar-
riers in the provision of optimal
AKI care in both rural and urban
areas. This could be attributed to
the heterogeneity in health care
infrastructure and systems, the
limited human and logistical re-
sources, and multilevel disparities
in access to equitable care.””
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Therefore, addressing these
contextual factors is key for the
development and sustainability of
value-based health care processes
that are patient-centered, cost-
effective, and supported by local
and regional policy. To outline and
summarize some of these chal-
lenges, an expert roundtable was
organized by the  Young
Nephrology Committee of the ISN
during the 2024 World Congress of
Nephrology in Buenos Aires,
Argentina. The principal objective
of this roundtable session was to
discuss barriers and facilitators in
the provision of AKI care, partic-
ularly the delivery of RRT, across a
sample of representative LATAM
countries. In this article, we pro-
vide a summary of the discussion
and introduce potential strategies
to improve the delivery of RRT for
AKI care in LATAM.

We used a convenience sample
of nephrologists actively prac-
ticing in LATAM countries with

diversity in size and country in-
come level. The methodology and
country-specific perspectives, and
Supplementary References are re-
ported in the Supplementary
Material. The contributions were
semistructured and focused on in-
sights related to health care system
and logistical infrastructure; hu-
man workforce availability and
education; resource allocation and
quality assurance; RRT modalities;
and contextual factors that could
facilitate interventions, programs,
or policy to enhance RRT access
and delivery.

Summary of Barriers to the
Provision of Optimal RRT for
AKI Care in LATAM

Equitable access to optimal RRT
for AKI care in LATAM is hin-
dered by systemic disparities that
can be grouped into 4 themes
(Figure 1): (i) inadequate or insuf-
ficient critical care nephrology
training; (ii) limited access to RRT
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infrastructure and consumables
(e.g., devices, supplies, etc.); (iii)
lack of standardized protocols,
guidelines, and programs; and (iv)
heterogeneity in the national
health care policy landscape
addressing AKI care. In Table 1,
we summarize key country-
specific barriers to the provision
of optimal RRT for AKI care high-
lighted by LATAM nephrologists.
One highlighted theme was the
lack of structured training in crit-
ical care nephrology, particularly
in the different RRT modalities,
which contributes to in-
consistencies in providers’ compe-
tence and potentially suboptimal
choice of RRT modality and de-
livery of RRT. Another important
theme was the limited access to
infrastructure for RRT delivery,
including RRT consumables,
which tend to be concentrated—
albeit insufficiently—in large, ter-
tiary urban centers in LATAM,
similar to the distribution of the
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Figure 1. Summary of highlighted barriers and facilitators to the provision of optimal RRT for AKI care in LATAM. AKI, acute kidney injury;
LATAM, Latin America; RRT, renal replacement therapy.
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Table 1. Expert perspectives on barriers to the provision of optimal RRT for AKI care in LATAM

Country Workforce capacity and training

1 nephrologist for over 36,000 population®'
Optimal care is centralized in urban areas®'
Most centers lack dedicated AKI-frained staff

Argentina

1 nephrologist for 100,000 population®
Optimal care is cenfralized in urban areas®
Limited trained physicians and staff for CRRT

and PIRRT

Bolivia

Brazil 1 nephrologist for 40,000 population®*
> 65% nephrologists practice in south/
southeast Brazil**

CRRT fraining is deficient in public hospitals

Chile 1 nephrologist for 50,000 population®®
70% of nephrologists are in the public health
system; 52% are in the capital city>®
CRRT training programs exist only in a few

urban regions, mostly in large hospital systems
1 nephrologist for over 100,000 population®’
Optimal care centralized in 35 urban areas®”
Nephrology fraining is heferogenous and lacks
specialized CRRT training
1 nephrologist for over 60,000 population®®
Optimal care is centralized in urban areas®®
Young nephrologists often lack formal CRRT
fraining and rely on self-learning, resulting in
heterogeneous skill levels

1 nephrologist for over 100,000 population
8,59

Colombia

Ecuador

Mexico

Optimal care is centralized in 3 cities (Mexico
City, Guadalajara, and Monferrey)®°
Limited critical care nephrology training outside
large mefropolitan cities
1 nephrologist for over 100,000 population®'®
Optimal care centralized in urban areas’
CRRT fraining is limited to only a few hospitals

Peru

RRT modality and supplies

IHD: 90%; CRRT/PIRRT: 5%
Only 5% of hospitals have access to
CRRT/PIRRT infrastructure®
No reliable data exist for PD availability
and utilization

No reliable data exist on RRT modalities
Only 3 ICUs in Cochabamba have access
fo CRRT
No reliable data exist for RRT modality
availability and utilization
PIRRT: 47%; IHD: 31%; CRRT: 20%;
PD: 2%°*
<5% of public hospitals have access fo
CRRT infrastructure, compared to 92% in
private hospitals®®
PD is available in 44% hospitals but
77% of physicians report not using it for
AKI care®
No reliable dafa exist on RRT modality
availability and utilization
PD is available in 12.5% of dialysis
centers based on unpublished dafa

No reliable data exist on RRT modality
availability and utilization

IHD or PIRRT: 85%; CRRT: 7%; PD: 0%°
No reliable dafa exist on RRT modality
availability

IHD: 53%; CRRT: 46%; PD: < 1%
(unpublished data)
No reliable data exist on PD availability
and ufilization

No reliable dafa exist on RRT modality
availability and utilization

Only 5 public hospitals in the country
have access to CRRT®'!

Standardization and protocols

No national AKI guidelines or
standardized RRT protocols for AKI care
exist
Heferogeneity in RRT modality and AKI
care quality vary widely across regions

No national AKI guidelines or
sfandardized RRT protocols for AKI care
exist

No national AKI guidelines or
standardized RRT protocols for AKI care
exist

No national AKI guidelines or
sfandardized RRT protocols for AKI care
exist. Approximately one-third of
RRT is prescribed by non-nephrologists

No national AKI guidelines or
standardized RRT protocols for AKI care
exist

No national AKI guidelines or
sfandardized RRT protocols for AKI care
exist
Nonstandardized RRT delivery increases
costs and hinder quality of care
No national AKI guidelines or
standardized RRT protocols for AKI care
exist

No national AKI guidelines or
standardized RRT protocols for AKI care
exist

Systems and policy

AKI is not prioritized at the national
level; significant regional disparities
exist

AKl is not prioritized at the national
level; significant regional disparities
exist

Large gap between public and privafe
sectors; no unified national policy for
AKI care

Cenfralized care model; access fo
optimal AKI care in rural and suburban
areas remains limited

Significant health disparities despife
universal health coverage

Large gap between public and private
sectors; no unified national policy for
AKI care

AKl is not prioritized at the national
level; significant regional disparities
exist

Large gap between public and private
sectors; suboptimal national
investment in AKI care

AKI, acute kidney injury; CRRT, continuous renal replacement therapy; ICU, intensive care unit; IHD, intermittent hemodialysis; PD, peritoneal dialysis; PIRRT, prolonged intermittent renal

replacement therapy; RRT, renal replacement therapy.

nephrology workforce. The latter
contextual factor clearly jeopar-
dizes rural and suburban patient
populations by limiting or delay-
ing access to optimal AKI care,
particularly urgent or emergent
RRT for AKI. Another relevant
theme was the lack of standardi-
zation of RRT delivery as part of
AKI care, which is a worldwide
phenomenon, also affecting
LATAM. Finally, there is a high-
lighted significant gap in AKI care
between private and hybrid or
public health care systems in
LATAM. The latter mandates pol-
icy changes that promote value-
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based and equitable AKI care for
all LATAM patient populations at
risk of or with AKI.

Opportunities and Facilitators
for the Provision of Optimal

RRT for AKI Care in LATAM

Reflecting on the presented per-
spectives, one can appreciate that
there is tremendous heterogeneity
in health care system models and
overall AKI care in LATAM with
nonetheless common themes, such
as the scarcity of RRT resources
and a well-trained nephrology
workforce. These contextual fac-
tors affect the delivery of RRT and

hinder the standardization of AKI
care and RRT protocols. Further-
more, these contextual factors
perpetuate health inequity, limit
the development of local expertise,
and preclude the expansion and
sustainability of a competent
workforce.

Despite this unfavorable snap-
shot, many constructive changes
can be implemented to improve
AKI care in LATAM by focusing
on the following 3 pillars that
interact with each other: (i) data
gathering, (ii) education and ca-
pacity building, and (iii) policy
development. The generation of

3
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reliable, relevant, and representa-
tive epidemiological data could
guide tailored interventions to
improve logistic and human re-
sources, access to care, education
and training, and inform policy
changes. The availability of virtual
platforms for education and ex-
change could facilitate harmoniza-
tion of training in critical care
nephrology and assist with the
development and promotion of
certification courses for the
nephrology  workforce. Impor-
tantly, policy change that priori-
tizes AKI and its care is critical to
standardize  value-based care,
implement best practices, and
study AKI phenotypes and out-
comes in the LATAM population.

To create contemporary data
registries of AKI and RRT in
LATAM, information should be
gathered from representative sam-
ples in urban and rural areas,
including public, private, and so-
cial security hospitals, and ideally
from all the countries because they
have different Gross National In-
come per capita and heterogenous
practice models. The unique as-
pects of each model of AKI care,
whether it is driven by nephrolo-
gists, intensivists, or other special-
ists, should be considered. Updates
in current Kidney  Disease:
Improving  Global  Outcomes
guidelines related to AKI care,
particularly to guide RRT delivery,
are direly needed to harmonize
heterogeneous practices
and support effective and sustain-
able RRT programs in LATAM. To
help advance this goal, an emergent
study group of young nephrolo-
gists from LATAM was assembled
in late 2024 to improve AKI care
and RRT delivery in the region. As
one of the first initiatives, this
group launched a survey endorsed
by the Latin American Society of
Nephrology and Hypertension
(SLANH for its Spanish acronym) to
examine the current status of

current

4

extracorporeal support therapies in
LATAM, with emphasis on RRT for
AKI care. The results of this survey
are expected to be published by the
end of 2025.

In terms of education, 2 parallel
approaches could be considered.
First, specialized training of the
nephrology = workforce to be
competent  in  critical  care
nephrology should be universally
implemented and standardized in
LATAM. This entails uniform ac-
cess to comprehensive AKI educa-
tion, including different modalities
of RRT and emergent blood puri-
fication technologies. For this
purpose, multiple critical care
nephrology courses are already
conducted annually in different
areas of LATAM and allied pro-
grams (Supplementary Table SI).
In addition, AKI education of pri-
mary care practitioners is crucially
important, particularly in remote
and low-resource communities
with limited access to specialists
and health care resources. The
development of digital health so-
lutions, including telemedicine
and electronic health alerts for
early AKI detection, is promising
to optimize care delivery to disad-
vantaged rural populations. For
example, telemedicine nephrology
consultation could facilitate early
specialist-driven treatments,
timely including
RRT, and timely identification of
patients who require to be trans-
ferred to larger facilities. In addi-
tion, policy that recognizes the
public health relevance of AKI and
supports context-specific multiple
modalities of RRT for AKI care
(e.g., acute peritoneal dialysis,
intermittent hemodialysis, pro-
longed intermittent renal replace-
ment therapy, and continuous
renal replacement therapy) is
direly needed in LATAM. For
example, water purification sys-
tems for intermittent hemodialysis
or prolonged intermittent renal

interventions
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replacement therapy are not avail-
able for those living in rural un-
derserved areas. In this case,
building capacity in acute PD and
other forms of manual dialysis are
relevant options to bridge the gaps
and improve patient outcomes.

Conclusion

Optimal RRT for AKI care in
LATAM is hindered by de-
ficiencies in specialized training in
critical care nephrology, limited
access to RRT infrastructure, lack
of standardized practices, and
heterogenous health care systems.
One should note that these chal-
lenges are not unique to LATAM,
because many low-resource set-
tings worldwide face similar bar-
riers in AKI diagnosis, RRT
availability, workforce develop-
ment, and nephrology training.
Therefore, the strategies high-
lighted here may serve as a scalable
framework for improving AKI care
globally.

Although it is recognized in the
LATAM AKI community that we
are at the beginning of the journey
of positive change and that the
road ahead remains under con-
struction, there is a collaborative
agenda fueled by young nephrol-
ogists and supported by societies
such as the Latin-American Society
of Nephrology and Hypertension
and ISN to create action 1 step at
the time. The ISN’s 2024 World
Congress of Nephrology session
dedicated to the provision of RRT
for AKI care in LATAM and the
recent Latin-American Society of
Nephrology and Hypertension—
supported survey on RRT prac-
tice for AKI in the region are a
testament to this growing mo-
mentum, yet it is just the
beginning.
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