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Acute Kidney Injury (AKI) is a glo-
bal public health problem with short and 
long-term consequences that affect pa-
tients’ quality of life1-5. The widespread 
availability of electronic health records 
in developed countries has improved our 
understanding of the epidemiology of AKI 
incidence, rates of recovery, and progres-
sion. However, in the developing world, 
lack of electronic health data has limited 
comprehensive assessments of the burden 
of AKI. It is well recognized that the bur-
den of AKI is often underrepresented in 
the developing world and has prompted 
initiatives to improve awareness of AKI 
and develop strategies for its prevention 
and management6. Previous studies have 
shown different etiologies and outcomes 
following AKI in developed and develo-
ping countries based on governmental 
health service infrastructure and expen-
ditures7. In a recent metanalysis, patients’ 
characteristics were mostly similar in high 
and low and low middle-income countries, 
but outcomes were worse for patients in 
developing countries7. Nevertheless, very 
heterogeneous outcomes can be found 
within the same country as regional di-
fferences in the availability of health care 
resources and access to care influence pa-
tient management.

The study by Herrera-Añazco et al.9 
in this issue of the Brazilian Journal of 
Nephrology describes regional trends in 
age-standardized incidence and mortali-
ty rates of AKI in Peru. They evaluated 
AKI incidence, based on ICD coding, 
from the Ministry of Health (MINSA) 

database and correlated with morta-
lity statistics based on death certifica-
tes issued by the National Registry of 
Identification and Civil Status of Peru 
(RENIEC) over two different periods, 
between 2005-2010 and 2011-2016. 
They found an increase of AKI incidence 
per 100,000 population and a decrea-
se in mortality rates in the later period. 
There was a considerable variation on 
the incremental frequency; from negati-
ve 56% change to positive 542% in di-
fferent regions. Interestingly, the Tumbes 
region with the greatest increase in the 
incidence of AKI also had the greatest 
reduction in mortality; however, this 
was not seen in other regions. Whether 
regional differences across the two time 
periods represent improved recognition, 
better access to care, or better coding for 
AKI is not clear. Nevertheless, the da-
ta raise interesting questions for health 
policy considerations. As stated by the 
authors, underreporting can be a major 
issue when using public health data from 
the ministry of Health as private hospi-
tals were not included in the analysis.  In 
addition, less severe cases are often not 
recorded for AKI diagnosis. In the poo-
rest regions, limited access to healthca-
re services, limitations in the diagnosis 
are also associated with underreporting. 
These issues suggest that the true inci-
dence of AKI in Peru may be somewhat 
higher than it appears to be in this study 
for age-adjusted rates and should prompt 
additional studies to delineate the preva-
lence of AKI and its consequences.
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The location of AKI development, if hospital-
-acquired or community-acquired, also needs to be 
considered as community-acquired AKI is often not 
detected if patients are not admitted to a health care 
facility. Since AKI is not associated with any specific 
symptoms, and the diagnosis is mostly based on the 
measurement of lab parameters, AKI is often not re-
cognized. The etiologic spectrum of hospital-acquired 
AKI in developing countries, which has been descri-
bed primarily in large urban centers in these nations, 
is similar to the causes in more developed countries. 
It includes post-surgical complications, hemorrhage, 
infections, septic shock, and drug toxicity. In contrast, 
community-acquired AKI in developing counties is 
mostly encountered in rural areas. Its true prevalence 
and leading causes are not well known as a consequen-
ce of limited diagnostic capacity and lack of awareness 
by health care workers. Shortage of infrastructure, hu-
man resources, and challenges on accessing health are 
associated with worse outcomes, with some studies 
showing mortality rates can reach levels up to 80%2,9 
when renal replacement therapy (RRT) is necessary.

The different AKI definitions used over time can 
affect the comparison of incidence over the studied 
years. Studies based on administrative data relying on 
ICD coding need to consider the current definitions 
for AKI were introduced in 2007 and represented in 
the ICD coding some years later. Additionally, de-
tails of the diagnostic criteria used for reference se-
rum creatinine, oliguria, and the timeframe for AKI 
assessment are not available in administrative data. 
Accurate information on AKI can help to drive re-
sources that ultimately can improve outcomes. In de-
veloped countries, the easy access to patients’ data, 
laboratory exams, and computerized systems have 
improved the quality of information on AKI incidence 
and etiological factors. The knowledge that even mild 
AKI cases are associated with increasing mortality 
and the effects of an AKI episode on long-term outco-
mes has driven more investment into early detection 
and treatment of AKI. 

The discrepancy in the mortality rate showed by 
Herrera-Añazco et al.8 among the different regions is 
also remarkable, varying from an increment of 226 
% change to a decrement of minus 69%. However, 
it is difficult to determine whether the mortality di-
fferences can be attributed to AKI, given the hete-
rogeneity of underlying comorbidities, related con-
ditions during hospitalization, and process of care. 

As pointed by the authors, in developing countries, 
limited availability of health workers, diagnostic 
equipment, and limited hospital resources are among 
the reasons related to poor AKI outcomes. Rural are-
as can lack the infrastructure for AKI treatment, and 
a structured referral system is crucial in order to op-
timize AKI management. In more severe AKI cases, 
limited availability of trained personnel and RRT 
equipment can limit treatment options. 

In developed countries, it is increasingly recog-
nized that a substantial proportion of the total AKI 
burden is due to incomplete renal recovery with sub-
sequent chronic kidney disease. Inadequate follow-
-up of kidney function is an even more significant 
problem in developing countries, affecting patients’ 
chance of recovery and progression to CKD. Patients 
surviving an AKI episode are rarely followed by a 
nephrologist10. Ideally, patients should be monito-
red for more than three months after discharge and 
have their SCr level routinely measured to assess re-
nal function and renal injury progression. With the 
increasing number of patients recovering from AKI, 
it is necessary to direct efforts into education and 
health providers’ training to follow kidney function 
recovery. Appropriate management of patients with 
incomplete kidney recovery may delay the progres-
sive loss of kidney function, ultimately preventing 
the incremental increase in chronic dialysis need. 
Educational campaigns on the importance of long-
-term follow up of AKI patients must be planned 
according to the level of health organization and 
involve the whole health care team, including physi-
cians, nurses, and medical allied personal.
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