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The global nephrology community recognizes the need for
a cohesive strategy to address the growing problem of
end-stage kidney disease (ESKD). In March 2018, the
International Society of Nephrology hosted a summit on
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integrated ESKD care, including 92 individuals from around
the globe with diverse expertise and professional
backgrounds. The attendees were from 41 countries,
including 16 participants from 11 low- and lower-middle–
income countries. The purpose was to develop a strategic
plan to improve worldwide access to integrated ESKD care,
by identifying and prioritizing key activities across 8
themes: (i) estimates of ESKD burden and treatment
coverage, (ii) advocacy, (iii) education and training/
workforce, (iv) financing/funding models, (v) ethics, (vi)
dialysis, (vii) transplantation, and (viii) conservative care.
Action plans with prioritized lists of goals, activities, and
key deliverables, and an overarching performance
framework were developed for each theme. Examples of
these key deliverables include improved data availability,
integration of core registry measures and analysis to inform
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Table 1 | Definitions of ESKD, supportive care, and
comprehensive conservative care

ESKD
� The last stage of CKD and when KRT (hemodialysis, peritoneal dialysis,

or kidney transplant) could be considered to improve longevity or
quality or life.

Supportive care
� Involves services aimed at improving the HRQoL of patients with

established CKD.
� Based on the principles of palliative care, which is defined by the World

Health Organization as an approach that improves the HRQoL of pa-
tients and their families facing problems associated with life-
threatening illness, through the prevention and relief of suffering by
means of early identification and impeccable assessment and treatment
of pain and other physical, psychosocial, and spiritual problems.

Conservative care
� Can be an alternative to KRT and delivered in 1 of 2 settings:

B As “comprehensive conservative care,” where conservative care is
either chosen or medically advised. This is planned, holistic, person-
centered care that includes the following:
� Interventions to delay progression of kidney disease and

minimize risk of adverse events or complications
� Shared decision making
� Active symptom management
� Detailed communication including advance care planning
� Psychological support
� Social and family support
� Cultural and spiritual domains of care

Of note, comprehensive conservative care does not include dialysis.
B As “choice-restricted conservative care,” where resource constraints
have prevented or limited access to KRT and, therefore, while not
chosen, conservative care is preferable to no care at all.

CKD, chronic kidney disease; ESKD, end-stage kidney disease; HRQoL, health-related
quality of life; KRT, kidney replacement therapy.
Modified from Davison SN, Levin A, Moss AH, et al. Kidney Disease: Improving Global
Outcomes. Executive summary of the KDIGO Controversies Conference on Sup-
portive Care in Chronic Kidney Disease: developing a roadmap to improving quality
care. Kidney Int. 2015;88:447–459.11
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development of health care policy; a framework for
advocacy; improved and continued stakeholder
engagement; improved workforce training; equitable,
efficient, and cost-effective funding models; greater
understanding and greater application of ethical principles
in practice and policy; definition and application of
standards for safe and sustainable dialysis treatment and a
set of measurable quality parameters; and integration of
dialysis, transplantation, and comprehensive conservative
care as ESKD treatment options within the context of overall
health priorities. Intended users of the action plans include
clinicians, patients and their families, scientists, industry
partners, government decision makers, and advocacy
organizations. Implementation of this integrated and
comprehensive plan is intended to improve quality and
access to care and thereby reduce serious health-related
suffering of adults and children affected by ESKDworldwide.
Kidney International (2019) 95, S1–S33; https://doi.org/10.1016/
j.kint.2018.12.005
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K idney disease is recognized as a global public health
problem, a risk multiplier for many other conditions,
and for its association with cardiovascular disease

(CVD), diabetes, and infections. Chronic kidney disease
(CKD) progresses to end-stage kidney disease (ESKD), which
requires kidney replacement therapy (KRT; dialysis or kidney
transplant) or comprehensive conservative care (nondialytic
care) (Table 1 and Figure 1). The prevalence of KRT for
ESKD is rising worldwide, and the fastest growth is occurring
in low-income countries (LICs) and lower-middle–income
countries (LMICs).1

Soon after it became clear that dialysis could be performed
as a chronic therapy in the 1960s, insufficient funding emerged
as the major barrier to accessing treatment. The presumption
that funding for dialysis would allow relatively young,
employed, taxpaying members of society with ESKD to be
rehabilitated and return to work led to a public debate in the
US that culminated in passage of the Social Security Amend-
ment by Congress in 1972.2 Removal of financial barriers laid
the foundation for rapid expansion of dialysis programs in the
US and later in the rest of the developed world—to the extent
that access to dialysis is now used globally as a benchmark for
societal willingness to pay for medical care.3

As the magnitude of ESKD burden became apparent, with
its financial consequences to the health system, the need to
prioritize prevention was realized4,5 (Figure 1). Directing re-
sources to prevention of CKD and ESKD rather than provi-
sion of ESKD care is much more cost-effective. However, even
optimal prevention and treatment of kidney disease will not
obviate the need for KRT. It is estimated that in 2010, 2.62
million people were receiving KRT worldwide for ESKD, and
S2
that a further 2.3 to 7.1 million, mainly in LMICs, required
KRT but died for want of it.1 Dialysis, in particular hemo-
dialysis (HD), is commonly considered to be the default
treatment for ESKD, but not all patients are suitable candidates
or will benefit from it. Furthermore, several large registry
studies and systematic reviews have confirmed that in appro-
priate patients, transplantation provides survival advantage and
better quality of life, and is more cost-effective than dialysis.6–9

Hence, in the absence of resource constraints, ESKD care
should ideally be available as an integrated mix of peritoneal
dialysis (PD), HD, transplantation, and conservative care
(nondialytic care), and patients should be able to choose and
transition between the different modalities (Figure 1). Non-
resource determinants of choice of modality for ESKD care
include age, comorbidity, life expectancy, and lifestyle consid-
erations. For suitable candidates, kidney transplant is the best
form of KRT, and among the rest, a significant proportion are
best treated with conservative care. In 2015, 84,347 kidney
transplants were performed worldwide (1950 were pediatric;
i.e., patients < 15 years old), representing an increase of 5.5%
over 2014.10 However, the number of transplants falls far short
of the current global demand.

Health care professionals and administrators must balance
their responsibilities to the health care system with those to
Kidney International (2019) 95, S1–S33

https://doi.org/10.1016/j.kint.2018.12.005
https://doi.org/10.1016/j.kint.2018.12.005
http://creativecommons.org/licenses/by-nc-nd/4.0/

	Increasing access to integrated ESKD care as part of universal health coverage
	Brief methods
	Theme 1: estimates of ESKD burden and treatment coverage. Explain the reasons for and monitor global differences in the inc ...
	Improve estimates of the incidence and prevalence of ESKD and ESKD care, including capturing KRT modality and outcomes

	Theme 2: advocacy. Develop an approach to advocate for integrated ESKD care in LMICs
	Develop a framework that LMIC governments can use to establish and/or scale up programs for preventing CKD and providing ES ...
	Support stakeholders in advocating for integrated kidney care programs within their countries
	Develop country-specific patient engagement strategies

	Theme 3: education and training/workforce. Develop locally appropriate strategies to enhance health workforce capacity
	Evaluate workforce and its training
	Develop strategies to enhance health workforce capacity
	Facilitate ESKD care-specific training to increase nephrology workforce

	Theme 4: financing/funding models. Develop financial strategies and funding models to ensure equitable integrated ESKD care
	Health care financing models and their applicability to KRT
	Compare impact of different models of provision and funding: public-private partnerships
	Advocate for universal access to essential drugs and dialysis components for patients with ESKD
	Economic and societal return on investment

	Theme 5: ethics. Enunciate ethical principles surrounding ESKD care
	Develop an international professional statement articulating core ethical principles and values to guide policy and practic ...
	Raise awareness and understanding of ethical aspects of ESKD care among health professionals
	Increase inter-professional research, discussions, and interventions on ethical issues in ESKD care
	Develop issues papers and guidelines addressing specific ethical issues in ESKD care

	Theme 6: dialysis. Define, recommend, apply, and develop a monitoring framework for minimum and optimal safety and quality  ...
	Define safe and minimum standards for sustainable dialysis treatment
	Define safety standards for pediatric facilities

	Theme 7: transplantation. Define the key considerations for expansion of kidney transplantation as a component of integrate ...
	Implement legislation for organ donation and safe transplantation in all countries
	Integrate patient pathways that include transplantation
	Promote donation

	Theme 8: conservative care. Define the key considerations and development of conservative care as a component of integrated ...
	Generate improved information on prognosis and support for people with ESKD and their families
	Make available evidence-based guidance on supportive care that is context-sensitive
	Establish transparent, spiritually and culturally sensitive processes and metrics for monitoring equity of access to and qu ...
	Communicate clearly and effectively on the role of supportive and comprehensive conservative care in advanced stages of CKD
	Integrate and align supportive and comprehensive care with existing renal and chronic disease supply chains and infrastructure

	Conclusions
	Appendix
	Working Group members
	Working Group members disclosure
	Disclosure
	Acknowledgments
	Author Contributions
	Supplementary Material
	References


