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�� �THE NEED TO OVERCOME UNEQUAL ACCESS  
TO RENAL CARE

While we wait for a miracle drug to treat kidney diseases, we still 
have to live with the increased numbers of people in need of renal 
replacement therapy (RRT). 

People with CKD still face the anxiety of one day starting dialysis 
or receiving a renal transplant, or, even more probably, the chance of 
a serious or even fatal cardiovascular event. When we consider the 
global picture, we must recognize that starting RRT is still only for 
those lucky enough to have access to renal care. 

In many regions of the globe, there is still no or only limited access 
to renal care and to RRT. That is the sad reality; we simply do not have 
the means to provide minimal standards of care for millions of people. 
That is true for all stages of CKD and for access to RRT. Still today, in 
many countries, renal care dialysis is available to only a very few and, 
even so, with low standards, on an irregular basis and with poor access 
to fundamental medications to treat basic aspects such as anaemia, 
CKD-related bone mineral disease and other comorbidities. 1,2

It is our responsibility as nephrologists to raise awareness through 
our scientific organizations of this unequal access to basic renal care. 
International health organizations have the same duty to lobby and 
providers of renal care must work with health authorities to find solu-
tions of value that will permit minimal standards of care for these 
forgotten populations. To achieve this is a social responsibility we all 
must take on. New solutions are needed, such as strong support with 
digital solutions, and new methods such as automated algorithms of 
care pathways based on machine learning and artificial intelligence 
to bring acceptable care where specialized human resources are 
insufficient. 

Digital solutions, supported by basic facilities and local staff, 
that connect renal professionals and patients in remote areas can 
improve care and bring expertise where we cannot dream of hav-
ing specialized care in the near future. Digitalization will allow us 
to reach where health professionals are scarce and free them up 
for more differentiated tasks. Digitalization will remove physical 
barriers and bring care to more of those in need, even in remote 
or poorer areas. Virtual nurses or physicians will not abolish human 
decision, but a strong digital support will improve accuracy of 
diagnosis and treatment and communication. It is important to 
talk about the basic aspects of unequal access before we even 
think about other technical miracles of renal care we all want to 
see. 

�� �NEW RESPONSIBILITIES FOR RENAL CARE 
PROVIDERS – SOME PERSPECTIVES 

We all dream of a point where dialysis and transplantation will 
no longer be needed. We are still not there; maybe not even any 
closer to it. Despite the promises we see every day in our social 
media that dialysis will end, that implanted devices to replace failing 
kidneys will be widely available tomorrow and that we are almost 
producing organs in the lab for transplantation, we still have to 
focus on how to treat the person with CKD we have in front of us.3 
The most effective way of diminishing the burden of CKD for patients 
is focusing on the person in a holistic way. Beyond the need for 
compassion and dedication of highly specialized health profession-
als, there is a need for ensuring the most accurate diagnoses and 
to promote public health education about critical health issues. We 
must take into account psychological and social realities. Families 
and caregivers must be involved and patient education and health 
literacy promoted. This cannot be achieved without a multidisci-
plinary and integrated care approach. Nephrologists can only feel 
empowered if they divide the multiple dimensions of CKD care with 
other health care professionals. With this approach, they will be 
the maestros of a well-tuned orchestra playing a masterpiece and 
not the solo performers of an isolated piece of music. The isolated 
healthcare professional is something of the past – teamwork-coor-
dinated approach is the way to go. Only by addressing the multiple 
aspects of chronic kidney disease in this way can we achieve the 
ultimate goals for the person with CKD – to live as long as possible 
without RRT and with a good quality of life. We need to understand 
patient needs and perception of care to arrive at a well-structured 
care plan.

This, of course, includes optimum use of available resources. The 
care providers and health professionals involved and also the health 
authorities and politics must all bear responsibility. Here we see many 
obstacles. In the search for quality in healthcare, we see health authori-
ties creating legislations that are not enforced by many people because 
these legislations are absurd and outlandish, and we see regulators 
auditing the care pathway instead of auditing the clinical outcomes 
of the care provided, using a constructive framework. We need a 
different approach if we do not want to jeopardize the quality of care 
we have today.

While we wait for the miracles of CKD care, we still have a long 
way to go to optimize care today. The future will be built by evolu-
tion more than revolution. Despite the clinical excellence of the 
care currently provided by Portuguese health professionals, there 
is still room for a new clinical strategy toward value-based care. We 
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need to develop a wide array of metrics of success, so that we know 
what good quality looks like, what good service feels like and what 
efficient care costs. While our assessment of quality today is mostly 
process metrics, we should try to move closer to outcome metrics 
in the future. 

Modern medicine is targeting a new and exciting direction. In paral-
lel with fantastic technical innovations, we must drive clinical care to 
new standards through high levels of standardization based on pro-
tocol-oriented intervention in critical areas of renal care, relying on 
evidence-based clinical and therapeutic protocols. It is fundamental 
to measure clinical performance and outcomes with comprehensive 
and standardized methods. Digitalization and analysis of data is of 
paramount importance for accompanying results of strategic plans 
and to audit compliance with their implementation. With today’s data 
management, it is possible to learn from data. New information tech-
nology support will also free up clinical staff and improve communica-
tion with all players in the care pathway. We have an exciting new 
world ahead of us.

Patient-centred medicine focusing on the value of the interven-
tions is changing the face of clinical care and this new face is more 
human. Integrated renal care through models of Patient Care Coor-
dination (PCC) drives patient satisfaction, dovetails with a holistic 
approach and improves efficiency of care, avoiding duplication of 
interventions, uncoordinated care and added costs. Inclusion of the 
patient in the decision-making process through promotion of literacy 
in healthcare with patient educational programmes and, when appro-
priate, involving the family and caregivers in the PCC model can 
improve the efficiency of our interventions. Personalization of care 
can improve relevant outcomes; individualization of care may lead 
to increased efficiency. Holistic care of renal patients is more effec-
tive than the biomedical model of care in the treatment of chronic 
disease.4 

The pillars of intervention in renal care should include strategies 
aimed at improving standardization, diminishing unnecessary vari-
ability of care, providing the best possible care to the greatest number 
of patients with ethical cost containment. Chronic renal disease 
patients are very complex with many comorbidities and a complex 
psychological and sometimes social environment. The definition of 
the most relevant outcomes is of paramount importance to design 
the correct intervention in renal patients. The leading causes of 
morbidity in renal failure hemodialysis patients are cardiovascular 
disease, infectious diseases and complications of vascular access. 
Thirty to 40% of patients are diabetic. We also know that circa 30% 
of patients re-hospitalized within 30 days of discharge from a previ-
ous hospitalization will die. It does seem logical that programs opti-
mizing control of these comorbidities will improve quality of life and 
most probably diminish mortality. Protocoled interventional plans 
and therapeutic protocols will drive standardization and optimization 
of care.

In order to improve value, value must be measured. While our 
assessment of quality today is focused primarily on clinical care pro-
cesses, safety, and cost, we should try to move from process of care 
to outcome metrics in the future. Quality measurement programs 
must define the end goal, not the process for achieving it. In the 

meantime, if we want to ensure that performance indicators are fos-
tering a value-based delivery system, renal care providers and authori-
ties must cooperate to define what is relevant and evidence-based 
to measure.5

For the creation of value, ideally renal health care providers must 
be in the position of providing care through all pathways of care. In 
renal disease, this means intervention in prevention in all stages of 
renal disease and the possibility of providing all modalities of treat-
ment. Care of renal patients before stage five CKD may decrease 
cardiovascular events and delay progression of kidney disease, even-
tually reducing the higher social and economic burden of end stage 
renal disease. Good predialysis care has an important impact on 
reducing mortality before and after starting renal replacement therapy 
and permits better individualization of care. Stage 5 CKD patients 
must be offered the choice of in-centre or home hemodialysis, peri-
toneal dialysis, palliative care and access to renal transplantation 
programs.6

There is no future in medicine without strong research. Research 
must be supported; clinical research is a heavy responsibility of medi-
cal professionals, mainly of physicians and nurses. It is a corporate 
responsibility of any medical provider to support good research 
initiatives. It is also important to be well positioned to embrace 
future developments in renal medicine. New exciting drugs to halt 
or even reverse chronic renal disease are being studied and those 
who treat earlier phases of renal disease will have the chance to 
test and use them. Optimum treatment of conditions that lead to 
chronic renal disease, such as diabetes and hypertension, will play 
an important part in preventing renal disease. Exciting new treat-
ment for diabetes such as optimum wearable biofeedback systems 
for insulin delivery (bio artificial pancreas), production of pancreas 
islets with bioengineering either with stem cells or with xenotrans-
plantation are underway, promising a bright new future. Wearable 
artificial kidney systems with biological renal functions not achievable 
by current dialysis systems will also revolutionize renal replacement 
therapy. Miniaturization will revolutionize dialysis treatment. The 
same can be said of biologically engineered kidneys, where there is 
a huge investment by the best research labs in the world. Not a 
reality today, and perhaps not in the short-term, but it will surely 
be a reality one day. 

With their feet on the ground, nephrology providers must be part-
ners to healthcare authorities and people with chronic renal disease 
to improve access to renal care and innovation. The patient must be 
empowered and heard to make informed decisions about his own 
care. 
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