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In low and middle income countries (LMIC), the burden 
of acute kidney injury (AKI) is increasingly high, and 
associated with a higher mortality when compared with 
high income countries (1). Recently, Prof. Olowu and 
collaborators performed an important and informative 
systematic review (2) on the status of AKI in Sub-Saharan 
Africa to assess the outcomes of the condition and to 
identify barriers of care. 

Their studies spanned between April,  1990 and 
November, 2014, and the search scope was quite exhaustive. 
As in other recent systematic reviews (3-7) and meta-analysis 
(1,8), the authors had to deal with the usual obstacles facing 
such studies in LMIC, including poor AKI recognition 
and gross underreporting. Expectedly, most of the articles 
reviewed were limited in scope and predominantly biased 
towards large health centers with some form of dialysis 
available. In spite of those limitations, Olowu et al. were 
correct in including as many studies as possible, and in 
making a strong effort to extract generalizable results out of 
a very heterogeneous dataset. 

Unfortunately, this study can only describe the 
characteristics and outcomes of those patients with 
community-acquired AKI who eventually made it to the 
hospital: the study cannot inform what happens to the 
majority of the patients who never make it beyond the 
local dispensary or the traditional healer. The clinical 
presentation and outcomes of those patients remains 
unknown. Such lack of worldwide data inspired the 
International Society of Nephrology to establish the 

“0 by 25” AKI Initiative, with the aim of preventing all 
avoidable deaths from AKI worldwide by 2025 (9) and 
the Saving Young Lives (SYL) project in collaboration 
with the International Society of Peritoneal Dialysis, the 
International Pediatric Nephrology Association and the 
Sustainable Kidney Care Foundation, to provide training 
and education in LMIC to establish sustainable programs of 
peritoneal dialysis treatment for patients with AKI (10).

Limitations in AKI recognition and care are illustrated 
by the enormous delays faced by patients attempting to 
reach referral hospitals. Patients spend days with worsening 
untreated AKI, and when they finally reach the hospital, 
they are severely sick and experience high mortality. 
Further delays continue to occur while in hospital, where 
erratic dialysis availability and lack of funds impairs timely 
care and dialysis, leading to high mortality and impaired 
recovery. 

The situation is especially distressing among children, 
whose mortality is enormous and in some regions worsening 
instead of improving, due to late recognition and poor 
availability of dialysis (11). Ongoing review of the results of 
the recent Global Snapshot of the “0 by 25” International 
Society of Nephrology initiative (12) among children, 
confirms these findings. 

Problems start with a severe lack of AKI recognition. 
Underreporting, caused by under-recognition compounded 
by poor data collection, decreases AKI awareness and 
minimizes its political impact, making AKI a low-priority 
public health problem (13). Under-recognition is not an 
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exclusive problem of Sub Saharan Africa (14); many other 
areas such as Latin America (15) and China (16,17) are 
affected by limitations that are only starting to become 
evident. 

In the Sub-Saharan community environment, very few 
physicians are available; most commonly, patients are first 
seen and often treated by either nurses or healthcare-givers 
with limited training, who rarely recognize AKI or treat 
it aggressively (5). Such lack of early recognition allows 
progression to more severe stages. Delays of up to 3 weeks 
between onset of symptoms and presentation to hospital 
were described in three African adult studies (18-20) and 
in multiple pediatric studies (21-23). By the time they 
reach the hospital, few patients recover; the majority either 
receives dialysis or dies due to unavailability of dialysis.

Clear ly,  ear ly  AKI recognit ion i s  impaired by 
inappropriate education of healthcare-givers. If better 
outcomes are to be achieved, it will be necessary to provide 
educational tools at all levels of the healthcare system, from 
the providers of the most basic care at the local dispensary 
level, to the nurses and physicians at the regional and 
referral center. In rural centers, primary caregivers must 
be trained to recognize and treat common AKI causes and 
to organize the timely transfer of individuals requiring 
critical care to hospitals able to deal with AKI, including the 
provision of renal replacement therapies (11). As proposed 
by the current “0 by 25” Initiative, currently developing 
pilot projects are expected to inform the implementation 
of early recognition and management of AKI in multiple 
LMIC contexts (12).

As illustrated in the Olowu study, in the community 
setting, pervasive economic and gender inequalities 
limit the treatment of female adults and children. 
Such discrimination, together with an unacceptably 
high incidence of pregnancy-related AKI, either as a 
complication of septic abortion or late-pregnancy and 
neonatal complications, is the cause of a disproportionate 
burden of disease for females and their offspring. As 
described in the United Nation’s Millennium Goals and 
Sustainable Growth Initiatives, addressing such problems 
and sources of inequality should be a key priority for action 
(24-27).

Countries with limited resources are unable to fund a 
consistent system of dialysis throughout the region, so a 
search for inexpensive solutions to dialysis delivery (such 
as locally developed peritoneal dialysis solutions) should be 
implemented (28,29). 

But as this report describes, in LMIC and especially 

in Sub-Saharan Africa, AKI is primarily a public health 
problem. Notwithstanding the efforts to improve the 
availability of dialysis, the majority of the effort must 
focus on the organization of local, regional and national 
public health initiatives leading to prompt management of 
the main mechanisms leading to AKI, including ensuring 
availability of clean water; management of high malaria 
and HIV prevalence; control of other endemic conditions 
such as typhoid fever; minimization of the exposure to 
nephrotoxins; and provision of adequate prenatal care that 
ensures eradication of obstetric and neonatal complications. 
Concerns with the allocation of foreign aid to LMIC, 
which in some cases cause unbalanced allocation of 
human resources and funding, must be addressed so that 
the underfunded primary healthcare clinics that treat all 
diseases are protected and promoted as the key components 
of community success (11).

The importance of local health facilities is reinforced 
in Sub-Saharan Africa, where communities are often faced 
with limited government resources and have to organize 
themselves to provide health services to community 
members. As a result, the ability of communities to engage 
in collective action (e.g., by maintaining health facilities) 
and to promote the relevant social norms (e.g., introducing 
sound hygiene practices) would appear to be crucial for 
health improvements in Africa (30). 

Our research demonstrates a clear correlation between 
investment in health and incidence and mortality associated 
with AKI (1). Undoubtedly, investment in such pressing 
problems will be the most effective and in the long run, least 
expensive model to decrease the incidence and mortality of 
AKI among the young, thriving populations of Sub Saharan 
Africa. If these patients were treated in the early stages at 
the community level, when early interventions driven by 
appropriate early recognition and availability of treatment 
protocols are most likely to limit the severity of the 
condition, millions of young lives would be saved and their 
quality of life would dramatically improve, thus making 
AKI in low middle income countries, as commented by Drs. 
Perico and Remuzzi (31), no longer a death sentence.
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