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2017 is an important year for the interna-
tional nephrology community. March 9 was 
World Kidney Day, the theme this year being 
‘Kidney disease and obesity: healthy life-
styles for healthy kidneys’,  highlighting the 
crucial link between the kidneys and meta-
bolic and cardiovascular health. In April, the 
Global Kidney Health Atlas, one of the largest 
health-related country capacity reviews in 
history, was launched at the World Congress 
of Nephrology in Mexico City. The Atlas, 
a first for the nephrology community, is a 
multinational cross-sectional survey designed 
to assess need and capacity for kidney care 
worldwide and provide the foundation for 
a global surveillance network for chronic 
kidney disease (CKD) care.

CKD is an enormous public health issue, 
the tide of which continues to inexorably rise. 
In the 2015 Global Burden of Disease Study, 
kidney disease was the 12th most common 
cause of death, accounting for 1.1 million 
deaths worldwide.1 Overall CKD mortality 
has increased by 31.7% over the last 10 years, 
making it one of the fastest rising major causes 
of death, alongside diabetes and dementia.1 
In the same study, CKD ranked as the 17th 
leading cause of global years lost of life, an 
18.4% increase since 2005, and the third 
largest increase of any major cause of death.1 
This is in stark contrast to other non-commu-
nicable diseases, for example cardiovascular 
disease and chronic obstructive pulmonary 
disease, where global years lost of life fell 
during the same time period (−10.2% and 
−3.0%, respectively).1

Unabated growth in the incidence of 
diabetic kidney disease, underpinned by a 
global imbalance between overnutrition and 
inadequate physical inactivity causing over-
weight and obesity, is the key driver of CKD 
burden. Between 2005  and  2015, the preva-
lence of diabetic kidney disease increased by 
39.5% globally.1 In Mexico, the country with 
the highest CKD death rate in the world, 
more than half of all cases of end-stage 

kidney disease were attributable to diabetes.1 
Similar patterns have been reported in China 
and India, signifying epidemiological shifts 
in metabolic and cardiovascular risk factors, 
particularly in middle-income countries.

At the same time, the rising burden of 
CKD disproportionately impacts low-in-
come  and middle-income countries where 
growth in obesity and diabetes is greatest. 
The hard outcomes of CKD, namely prema-
ture cardiovascular death or progression 
to end-stage kidney disease, are more likely 
to occur in people with CKD in India than 
in North America due to inadequate risk 
factor management, for example treatment 
with  ACE inhibitors and/or oral hypogly-
caemic agents.2 3 Latin America has the 
highest CKD death rate in the world.1 For 
those who reach end-stage kidney disease, 
dire consequences await them, with serious 
global inequities in the availability of renal 
replacement therapy, primarily due to cost.4 
In 2010, according to conservative estimates, 
over half of all people requiring renal replace-
ment therapy worldwide died due to a lack 
of access to dialysis or transplantation. The 
largest disparities in access to renal replace-
ment were in Africa, particularly middle and 
eastern Africa, where less than 3% of people 
requiring renal replacement therapy receive 
it.4 The growing burden of CKD therefore 
falls on countries least equipped to provide 
the costly but life-saving therapies of dialysis 
or transplantation. As a result, people with 
end-stage kidney disease continue to die in 
spite of established treatment options. The 
huge cost associated with providing renal 
replacement therapy provides a compelling 
economic incentive for improving the preven-
tion, detection and management of CKD in 
low-income and middle-income countries.

Efforts to do this must be developed, 
tested and incorporated into existing 
national non-communicable diseases (NCDs) 
programmes. While three-quarters of coun-
tries have an overarching NCDs policy or 
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strategy, more than half (53%) have no management 
guidelines or strategy for improving the care of people 
with CKD (either specifically or within a broader NCDs 
strategy).5 Population screening for CKD has been shown 
to be cost-effective in some studies when taking into 
account incident end-stage kidney disease, and fatal and 
non-fatal cardiovascular events.6 Targeted screening for 
CKD in people with hypertension and diabetes is a more 
economically viable strategy and occurs in many coun-
tries, but less than a quarter (24%) have a CKD detection 
programme based on national guidelines or policies.5

As highlighted by World Kidney Day, obesity is a 
significant marker of risk for CKD, independent of 
hypertension and diabetes, and therefore represents 
another important target for CKD screening and early 
detection.7 There is evidence that weight reduction 
in CKD reduces proteinuria and  blood pressure and 
may slow decline in renal function.8 Population strat-
egies aimed at curbing the rise in obesity or assisting 
individuals in losing weight are therefore likely to have 
beneficial effects on the incidence and progression of 
CKD, as well as simultaneously improving other aspects 
of cardiometabolic health.

For people with CKD, there must be a focus on imple-
menting proven, cost-effective treatments for as many 
people as possible, taking into account local needs 
and human and economic resources. In the majority 
of low-middle-income countries, management of risk 
factors to prevent CKD progression and the treatment 
of its complications are excluded from public funding 
(55% and 58%, respectively).2 Monitoring of CKD using 
estimated glomerular filtration rate and urinary albumin 
creatinine ratio is available in less than 20% of low-mid-
dle-income countries.9 Strengthening primary care 
services will be essential, given most CKD is managed in 
this setting and global shortages in nephrologists (35% 
of low-income countries lack a nephrology training 
programme5). Successful examples include Cuba, 
Uruguay and Chile, where programmes to integrate CKD 

screening, detection and treatment in primary care have 
been introduced.10

Evaluating practice patterns and current health system 
capacity to deliver kidney healthcare is also critically 
important. The Global Kidney Health Atlas provides 
important information on CKD risk factors (biological, 
behavioural and sociodemographic including obesity 
and diabetes), the burden and consequences of CKD, 
and gaps in specific kidney care areas in different coun-
tries around the world based on the six health system 
building blocks.5 9 11 12 It also provides the foundation for 
a global CKD surveillance network to facilitate the devel-
opment and evaluation of implementation strategies 
for including CKD in the global health agenda. For the 
first time, the Atlas clearly details the significant inter-re-
gional  and intraregional variability and gaps in kidney 
care across countries and regions, which are summarised 
in tables 1 and 2.

The data contained within the Atlas have significant 
policy implications. Particularly across low-income  and 
middle-income countries, the Atlas provides both 
evidence and opportunities for advocacy: improving 
access to affordable essential medications, and  estab-
lishing health information systems (eg, renal registries) 
to capture reliable information on the burden of CKD, 
and to promote more investment and a targeted research 
agenda to improve understanding of kidney disease 
burden, process of care, outcomes monitoring and testing 
of novel interventions.5 12 It provides advocacy organ-
isations and health workforces with the data to engage 
key government and non-government stakeholders to 
support countries in improving the quality of kidney care 
and to hold countries to account by measuring country 
and region progress over time.

More generally, rapid urbanisation, resulting in 
obesity and physical inactivity, is driving changes in 
CKD risk factor prevalence worldwide. Poor diet is now 
the leading risk factor for deaths and disability world-
wide, a fact recognised by the United Nations Decade 

Table 1  Variations in kidney care worldwide by World Bank income groups (adapted from ISN Global Kidney Health Atlas5)

Low-income 
(%)

Low-middle-
income (%)

Upper-middle-
income (%) High-income (%)

Access to serum creatinine and eGFR in primary care – 18 40 68

Access to quantitative urinalysis in primary care – 32 43 71

Governmental recognition of CKD as a health priority 59 50 17 29

Government funds all aspects of CKD care 13 21 40 53

Availability of CKD management and referral 
guidelines (international, national or regional)

46 73 83 97

Existence of current CKD detection programmes 6 24 24 32

Availability of dialysis registries 24 48 72 89

Availability of academic centres for renal clinical trial 
management

12 34 62 63

CKD, chronic kidney disease; eGFR, estimated glomerular filtration rate; ISN, International Society of Nephrology.



Neuen BL, et al. BMJ Glob Health 2017;2:e000380. doi:10.1136/bmjgh-2017-000380 3

BMJ Global Health

of Action on Nutrition 2016–2025.13 14 Addressing 
these environmental, behavioural and metabolic 
risks directly through population strategies is likely 
to achieve the best outcomes, but will require deter-
mined advocacy and sustained political commitment. 
Interventions must be multifaceted and could include 
using differential taxation to make healthy food more 
affordable, with revenue used to support education 
and health services. Mexico’s ‘soda tax’ introduced in 
2014 is one such example.15 Therefore we believe the 
nephrology community has an important role in advo-
cating for policies that have the potential to reduce the 
burden of preventable kidney disease and associated 
cardiovascular disease.

The broader global health community now must capi-
talise on momentum from World Kidney Day and the 
Global Kidney Health Atlas to ensure CKD is not relegated 
to a secondary priority within the spectrum of cardiomet-
abolic health. Only then will we be able stem the tide of 
CKD and achieve high-quality universal healthcare for all 
who need it.
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