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Information about disease burden and the available
infrastructure and workforce to care for patients with
kidney disease was collected for the second edition of
the International Society of Nephrology Global Kidney
Health Atlas. This paper presents findings for the 8
countries in the South Asia region. The World Bank
categorizes Afghanistan and Nepal as low-income;
Bangladesh, Bhutan, India, and Pakistan as lower-
middle-income; and Sri Lanka and the Maldives as
upper-middle-income countries. The prevalence of
chronic kidney disease (CKD) in South Asia ranged from
5.01% to 13.24%. Long-term hemodialysis and long-term
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peritoneal dialysis are available in all countries, but
Afghanistan lacks peritoneal dialysis services. Kidney
transplantation was available in all countries except
Bhutan and Maldives. Hemodialysis was the dominant
modality of long-term dialysis, peritoneal dialysis was
more expensive than hemodialysis, and kidney
transplantation overwhelmingly depended on living
donors. Bhutan provided public funding for kidney
replacement therapy (dialysis and transplantation); Sri
Lanka, India, Pakistan, and Bangladesh had variable
funding mechanisms; and Afghanistan relied solely on
out-of-pocket expenditure. There were shortages of
health care personnel across the entire region.
Reporting was variable: Afghanistan and Sri Lanka have
dialysis registries but publish no reports, whereas
Bangladesh has a transplant registry. South Asia has a
large, but poorly documented burden of CKD. Diabetes
and hypertension are the major causes of CKD
throughout the region with a higher prevalence of
infectious causes in Afghanistan and a high burden of
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CKD of an unknown cause in Sri Lanka and parts of
India. The extent and quality of care delivery is
suboptimal and variable. Sustainable strategies need to
be developed to address the growing burden of CKD in
the region.
Kidney International Supplements (2021) 11, e97–e105; https://doi.org/
10.1016/j.kisu.2021.01.006
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I n recent years, causes of death and disability in the South
Asia region have shifted from infectious diseases and
reproductive conditions to noncommunicable diseases

(NCDs) and injuries. Data from the World Health Organi-
zation Global Health Observatory show that across different
countries in the region, 33.2% to 79.9% of mortality was
attributed to NCDs in 2016.1 Whereas cardiovascular disease,
stroke, cancer, and diabetes have received attention, the
growing contribution of chronic kidney disease (CKD) to
morbidity and mortality in the region is less widely
acknowledged in the response by the national health minis-
tries in the region. According to the Global Burden of Disease
Study 2017, the number of CKD deaths increased 42%
worldwide between 1990 and 2017. In South Asia, 9,459,473
disability-adjusted life years—26% of all disability-adjusted
life years worldwide—were attributable to CKD in 2017.2

The region is also witnessing a rapid rise in diabetes and
hypertension, 2 major CKD risk factors.3,4 Emerging risk
factors exacerbated by climate change are likely to further
compound the already large CKD burden in the region.5

Addressing the growing disease burden in the South Asia
region is complicated by weak and unorganized health sys-
tems, inadequate preparedness and response capabilities,
deficient quality of care, and poor data systems. Primary
health systems focus mainly on managing infections and
providing maternal and newborn care. In recent years, some
countries have announced policies to address NCDs, but have
failed to include CKD. A major reason for this is lack of data.
Unlike other parts of the world, there are no national regis-
tries for kidney diseases in the region.6

This report presents findings from the second edition of
the International Society of Nephrology Global Kidney Health
Atlas (ISN-GKHA), a multinational project conducted to
assess capacity and availability of kidney care across different
regions via cross-sectional surveys. We describe the disease
burden, as well as the available infrastructure and workforce
to care for patients with kidney disease in South Asia. The
methodology for this research is described in detail elsewhere.7

Results
Results of this study are presented in tables and figures and
broadly summarized into 2 categories: desk research
(Tables 18–13 and 214–21, Figure 1, and Supplementary
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Table S1) and survey administration (Figures 2–4 and
Supplementary Figure S1).

Setting. The ISN South Asia region (Afghanistan,
Bangladesh, Bhutan, India, Maldives, Nepal, Pakistan, and Sri
Lanka) is home to almost one-quarter of the world’s popu-
lation, distributed across just 3% of the global land area
(Figure 1). The total population of the region represented
here is approximately 1.75 billion. Table 18–11 presents data
regarding important socioeconomic and health indicators in
these countries. The World Bank categorizes Afghanistan and
Nepal as low-income; Bangladesh, Bhutan, India, and
Pakistan as lower-middle-income; and Sri Lanka and the
Maldives as upper-middle-income countries.10 This region
ranks second in global poverty, with large income inequalities
reflected by Gini index values ranging from 35 to 40.22 Except
Bhutan and Afghanistan, all countries are amongst the 20
most densely populated regions in the world. The region is
highly diverse in terms of culture, language, and dietary
habits. Economies in all South Asian countries are primarily
agrarian, with 53% to 80% of the populations living in rural
areas.

Sixteen respondents completed the online questionnaire.
Of these, 11 (69%) were nephrologists, 3 (19%) were non-
nephrologist physicians, and 2 (13%) were administrators/
policy makers, with an overall response rate of 94.1%.

A review of the current state of kidney care in the region. Several
small studies have described the burden of CKD and its underlying
etiology in some South Asian countries.14–19,23 Representative
national data documenting existing kidney disease management
programs, workforce availability, and support for kidney care were
not available from any country.

Burden of CKD and kidney failure in South Asia. The prev-
alence of CKD in South Asia ranged from 5.01% (95%
confidence interval: 4.63�5.46) in Afghanistan to 13.24%
(95% confidence interval: 12.26�14.31) in Sri Lanka. Data
regarding disease prevalence, prevalence of risk factors,
morbidity, and mortality in each country are presented in
Supplementary Table S1. India and Pakistan had the highest
proportion of death and disability-adjusted life years due to
CKD.14 ISN-GKHA desk research data were available for 3
CKD risk factors: obesity, high blood pressure, and smoking.
Data on the prevalence of total treated kidney failure (KF)
were available only for Bangladesh (117 per million popula-
tion [pmp]). Findings from a population-based study had
shown the age-adjusted incidence of KF in India to be 226
pmp.14

Data on the burden of long-term dialysis were available for
less than half of the countries in the survey. Hemodialysis
(HD) was the dominant modality of long-term dialysis.
Bangladesh reported the highest prevalence of long-term
dialysis at 113 pmp, followed by India (49.2 pmp), Pakistan
(53.3 pmp), and Nepal (11.6 pmp).14,17,18 A recent review,
published after the ISN-GKHA survey, estimated the number
of patients receiving dialysis in Afghanistan (5000),
Bangladesh (18,000), Bhutan (140), India (174,478), Nepal
(2500), Pakistan (8381), and Sri Lanka (5482).14 Kidney
Kidney International Supplements (2021) 11, e97–e105
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Table 1 | Demographics, economic and health indicators, and annual cost of kidney replacement therapy in South Asia8–13

Country
Population
(millions)

Life
expectancy

(yr)

Growth
rate

(annual %)

Total GDP
(PPP), $
billiona

Per
capita
GDPa

Health care
expenditures, %

GDPa

Annual cost KRTb (US$) and out-of-pocket cost/%
paid by patient from total costc

HD/PD
cost
ratioHD PD KT (first year)

KT
(later
years)

South Asia,
median
[IQR]

5202
[4873�9849]

8764
[7913�12,230]

6262
[3285�9238]

— 0.6

Afghanistan 34.9 64 �1.4 69.5 520.9 10.2 —/0 — —/0 — —

Bangladesh 159.4 72 6.7 690.3 1698.3 2.4 5202/>75 7219/100 3285/>75 — 0.7
Bhutan 0.7 71 1.8 7.2 3243.2 3.5 —/0 —/0 — — —

India 1296.8 69 5.7 9474.0 2010.0 3.9 9849/51–75 15,538/>75 9238/51�75 10,367 0.6
Maldives 0.3 78 2.9 6.9 10,330.6 10.6 10,400 — — — —

Nepal 29.7 70 4.9 79.2 1033.9 6.1 2727/51�75 —/>75 —/51�75 — —

Pakistan 207.8 67 3.7 1061.0 1482.4 2.7 4873/51�75 8606/— —/51�75 — 0.6
Sri Lanka 22.5 77 2.1 275.8 4102.5 3.0 7000/26�50 8361/1�25 7596/1�25 5313 0.8

—, Data not reported/unavailable; GDP, gross domestic product; HD, hemodialysis; IQR, interquartile range; KT, kidney transplantation; PD, peritoneal dialysis; PPP, purchasing
power parity.
aEstimates are in US$ 2017.
bDetailed reference list for the annual cost of KRT is available in the Supplementary Appendix.
cCost is in US$ 2016.
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transplantation (KT) in South Asia overwhelmingly depended
on living donors. As per recent data from the Global Ob-
servatory on Donation and Transplantation, the annual
number of kidney transplants was 5.48 pmp in India and 5.09
pmp in Pakistan.20 The aforementioned review also reported
the number of transplants performed within the last year in
Bangladesh (130), Bhutan (0), India (6857), Nepal (312),
Pakistan (476), and Sri Lanka (267).14 Data on the availability
of kidney care services in the countries of South Asia region
are presented in Figure 2.

Health finance and service delivery. Long-term HD was
available in all countries in the South Asia region. Peri-
toneal dialysis (PD) and conservative care were available
in all countries in the region except Afghanistan; Bhutan
and Maldives did not have any KT services. Data on the
capacity for kidney replacement therapy (KRT; dialysis
and/or transplantation) in the South Asia region are pre-
sented in Table 2.14–20 A comparison of the availability of
services within dialysis care and conservative kidney
management globally and in South Asia is shown in
Figure 3.
Table 2 | Capacity for kidney replacement therapy modalities an

Country
Long-term HD centers

(pmp)
Long-term PD centers

(pmp) ava

South Asia, median
[IQR]

1.4 [0.6�1.7] 0.2 [0.0�0.2]

Afghanistan 0.3 —

Bangladesh 0.6 0.0
Bhutan 3.9 1.3
India 1.4 0.2
Nepal 1.7 0.2
Pakistan 0.6 0.0
Sri Lanka 1.7 0.1
Maldives 10.0 —

—, Data not reported/unavailable; U, yes; HD, hemodialysis; IQR, interquartile range; K

Kidney International Supplements (2021) 11, e97–e105
Six of the 8 countries surveyed provided data on the
annual cost (in US$ 2016) of KRT (Table 1).12,13 The annual
cost of HD was highest in Sri Lanka ($26,242), nearly 3 times
more than the annual cost of HD in the country. In India, the
annual cost of PD ($15,538) was higher than the annual cost
of HD ($9,849). India and Bangladesh provided data on the
cost of KT in the first year; these figures compare favorably
with the annual cost of HD in these countries, and
Bangladesh reported lower absolute values than India. The
average cost of KT in South Asia varies from a minimum of
$700 in government-funded hospitals to $15,000 in private
hospitals. The yearly maintenance cost for post-transplant
drugs in the region amounts to $15,118 in the first year and
$10,367 in later years.12,13

Expenditures for nondialysis CKD care were covered
entirely by public funds in Bhutan, whereas in Sri Lanka,
expenditures were publicly funded with some fees at the point
of care delivery (Figure 4). Multiple funding systems were in
place in India and Bangladesh. Pakistan and Nepal also had a
mix of public and private funding systems. In Afghanistan,
treatment was provided solely in private hospitals, with
d nephrology workforce statistics in South Asia14–21

KT
ilability

Transplant centers
(pmp)

Nephrologists
(pmp)

Nephrology trainees
(pmp)

U 0.1 [0.1�0.2] 1.2 [0.6�1.4] 0.23 [0.2�0.6]

U 0.1 0.1 —

U 0.0 0.9 0.3
— — 1.3 0.0
U 0.2 1.4 0.2
U 0.1 1.7 0.3
U 0.1 0.6 1.1
U 0.5 1.2 0.89
— — 10.0 —

T, kidney transplantation; PD, peritoneal dialysis; pmp, per million population.
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Figure 1 | Map of countries in South Asia participating in the International Society of Nephrology Global Kidney Health Atlas survey.
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patients paying for all costs. Funding for KRT in India,
Pakistan, and Bangladesh was based on a mix of public and
private funding mechanisms and out-of-pocket expenditure.
Bhutan and Nepal had a public funding mechanism for
dialysis, whereas Sri Lanka provided public funding for
transplant medication. India recently launched a National
Availability of KRT and CKM
Funding for 

medications
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Dialysis Program that provides public funding for dialysis for
those whose incomes fall below a certain level (Figure 4).

Health workforce for nephrology care. A range of providers
(e.g., nephrologists, primary care physicians, and multidisci-
plinary teams) were involved in the provision of CKD care. In
Afghanistan and Bhutan, the majority of CKD care was
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ney management; HD, hemodialysis; KF, kidney failure; KRT, kidney
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Figure 3 | Availability of services within dialysis care and conservative kidney management in the South Asia region. Values represent
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provided by primary care physicians and multidisciplinary
teams, respectively. Nephrologists were primary CKD care
providers in other countries in the region. Overall, nephrol-
ogists constituted 70% of CKD care providers. Afghanistan
had the fewest nephrologists relative to the population (0.14
pmp), whereas Maldives had the highest (10 pmp) in the
region. Except Afghanistan, Bhutan, and Maldives, all coun-
tries had nephrology training programs. Data on the density
of nephrologists and nephrology trainees in the region are
presented in Table 2.21 A comparison to the first edition of the
ISN-GKHA (2017) reveals that the population-adjusted
number of nephrologists has risen in all countries in the re-
gion except Pakistan.24

Supplementary Figure S1 presents data based on re-
spondents’ subjective assessment of the number of kidney
care professionals relative to needs in the region. It
revealed shortages of all types of KF care providers,
including nephrologists, transplant surgeons, HD access
surgeons, PD access surgeons, radiologists, laboratory
technicians, dieticians, vascular access coordinators,
counselors/psychologists, transplant coordinators, dialysis
nurses, and dialysis technicians across all countries in
South Asia except Bhutan. Bhutan reported no shortage of
PD access surgeons, laboratory technicians and dieticians,
radiologists for ultrasound, dialysis nurses, or dialysis
technicians, but did report shortages of all other types of
KF care providers.

Essential medications and health product access for KF
care. Long-term HD services were available but inadequate in
all countries. The average number of HD treatment centers in
Kidney International Supplements (2021) 11, e97–e105
the region was 1.21 pmp (Table 2).14–20 Services for PD care
were generally available in India, Pakistan, Nepal, and
Bangladesh. The average number of PD treatment centers in the
region was 0.18 pmp. KT was available in all countries except
Bhutan and the Maldives. The average number of KT centers in
the region was 0.16 pmp. Home HD was generally unavailable
in the region, except in India and Sri Lanka, which had a few
patients using this modality. Conservative care, either chosen or
medically advised, was generally available in Sri Lanka; less so in
Afghanistan, Bhutan, India, and Nepal; and completely un-
available in Bangladesh and Pakistan (Figure 3).

None of the countries in the South Asia region had a na-
tional transplant waitlist. Regional or hospital-based transplant
waitlists were available only in India. Both living and deceased
donor transplant services were available in India, Pakistan, and
Sri Lanka, whereas Afghanistan, Bangladesh, and Nepal relied
solely on living donor programs.

Standard of care immunosuppressants for KT are generally
available in India, Pakistan, and Bangladesh. The availability
of cheaper generic drugs in India reduces the cost of immu-
nosuppression. Funding mechanisms for medications for KT
maintenance differ somewhat from those for dialysis, as
shown in Figure 4. Costs of KT medications were covered by
public funding in Sri Lanka and Nepal, with patients paying
some fees in Nepal. Bangladesh, India, and Pakistan had
mixed public and private funding systems that cover only
25% to 50% of the population needing KRT, with the rest
relying on out-of-pocket expenditure. As for dialysis medi-
cation, KT medication was covered solely by private out-of-
pocket expenditure in Afghanistan.
e101
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Health information systems, statistics, and national health
policy. National strategies for NCDs were in place in less
than one-third of countries in the South Asia region and were
being developed in others. Sri Lanka had an official registry
for dialysis and KT, but the data were incomplete, and reports
were not published. Some form of data recording system for
dialysis was available in Afghanistan, and a transplant registry
was available in Bangladesh.

Discussion
This analysis of data from the second edition of the ISN-
GKHA highlights inadequacies in the existing domains of
kidney care from detection and management of early stages of
CKD to providing contextually appropriate care for those
with advanced KF. Particularly striking is the urgent need to
restructure health systems to support the changing disease
burden, low spending, severe shortages of health care workers
for kidney care, and the absence of robust data collection
systems to inform health policies and monitor progress.

In terms of disease burden, representative national data
were not available for any countries in the region. Current
estimates are based on scattered surveys and the Global
Burden of Disease report, which is based on modeled data.
Accurate recording of the cause of death, the most robust
indicator of the effect of a disease on populations, is quite
immature in all countries. Data from the Million Death Study
in India25 show high mortality rates due to KF amongst di-
abetics in their 40s. Although not captured in this survey,
e102
there is a need to identify region-specific unique CKD risk
factors such as environmental factors (e.g., air pollution,26

outdoor heat stress,5 and agrochemicals), impact of low
birth weight due to maternal malnutrition and the resultant
low nephron endowment,27 and prevalent infections like
leptospirosis.

Although many South Asian countries conduct health
surveys, such as the National Family Health Survey and
District Level Household Survey in India, and Demographic
and Health Surveys in Pakistan, Bangladesh, Sri Lanka, and
Nepal,13,21,24–34 none of these surveys collect information on
kidney disease. The current study also did not allow subna-
tional disaggregation of data. A 2012 report of the Indian
CKD registry showed regional variations in the patterns of
disease.16 Similarly, the MDS showed differences in the death
rate due to CKD in different parts of India.25 An interesting
observation is the geographically clustered description of
CKD of uncertain etiology described in Sri Lanka and certain
areas in the southern and eastern states of India.16 A recent
population-based study from an endemic region reported a
prevalence of 21%.35 Despite work by several groups, no
progress has been made toward the identification of its
etiology.

KRT modalities are generally available in South Asian
countries. However, availability is not synonymous with
equitable access. India, Pakistan, and Bangladesh are amongst
the 10 most populous countries and have major within-
country regional variations. It has been shown that the
Kidney International Supplements (2021) 11, e97–e105
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epidemiologic transition, whereby major communicable dis-
eases and conditions of poverty are progressively replaced by
NCDs over time, occurs at different times in different parts of
a country, a phenomenon that contributes further to varia-
tions within the South Asia region.36

The report shows wide variation in the prevalence of
patients receiving long-term dialysis in different countries.
There are no good explanations for this variability. In fact,
the 2 countries with more liberal funding policies for
dialysis have relatively low rates of uptake, indicating that
simply removing the financial barrier at the point of care
does not improve access to this life-saving treatment. A
study from India suggests that the year-on-year uptake of
dialysis increases when the financial barrier is removed, but
outcomes do not necessarily get better, as approximately
60% of patients stopped treatment within 1 year of starting
dialysis.37 This implies that beyond financial constraints,
other socioeconomic issues such as travel costs, medication
costs, and time away from work may play a vital role in the
utilization of KF care services. Recently, the Indian gov-
ernment announced an ambitious national program to
provide dialysis either free or at highly subsidized prices to
all citizens. Still, these programs do not cover the cost of
medications, which are covered through a mix of private
and public funds. This is in stark contrast to global norms,
as in most countries, public funding covers such
medications.

These findings also highlight the inadequacy and vari-
ability in funding for kidney care and a shortage of kidney
care providers. The 3 countries with the highest gross do-
mestic product in the region have the lowest investment in
terms of the proportion of gross domestic product expendi-
ture for health care.10 Despite compelling data and unique
challenges like CKD of uncertain etiology, none of the
countries in the region have a national strategy to address the
growing CKD burden. This is reflected in the multitude of
ways by which patients with CKD in the region fund their
care, and the high prevalence of catastrophic health care
expenditure as well as distress financing for those requiring
KRT.38,39

In their analysis of the Global Burden of Disease data, Xie
et al.40 showed that 7 of the 8 South Asian countries were in
the bottom 50% of all 196 countries in terms of the gap
between the observed disease burden and potentially achiev-
able burden with optimal care, given their level of develop-
ment, with 2 being in the bottom 10.

In general, all types of KRT cost much less in this region
than in other parts of the world. However, there is substantial
variation in the relative utilization and costs of individual
modalities. PD is more expensive than HD in India,41

Pakistan, Bangladesh, and Sri Lanka. These variations can
be explained by how costs are calculated by respondents. In
public funding systems, HD costs are heavily subsidized,
whereas all costs for PD are passed on to patients. The gov-
ernment levies duties on imported PD components, which
further increases the price. As most of the reported costs in
Kidney International Supplements (2021) 11, e97–e105
the survey reflect costs to patients rather than the total costs
of therapy, PD is reported as being more expensive. In a study
from India, researchers estimated the overall cost of HD to
the system and found it to be 2 to 3 times greater than that
previously reported.41

KRT programs in all countries of the region are dominated
by HD. Globally, PD is considered to be less expensive for
health systems to administer; hence, it would be expected that
emerging economies of South Asia would embrace this mo-
dality, as has been done by countries such as Thailand and
Mexico. However, in South Asia, patients on HD outnumber
those on PD by 9 to 1. The likely reasons are a lack of in-
surance coverage, disinclination of nephrologists to prescribe
PD due to a lack of expertise and incentives to favor HD, a
lack of awareness and preference for in-hospital services over
domiciliary care, inconsistent supply of PD solutions and
other consumables, and a lack of housing conditions
conducive to home therapy.42 Home HD is practically
nonexistent in the region. In recent months, the government
of India has brought PD under the ambit of the National
Dialysis Program, with the hope that it might improve access
to KRT among patients living in remote areas, but this re-
quires the workforce to be trained in PD practice and for
barriers to reimbursement for PD to be overcome.

Despite large demand, KT rates in the region are relatively
low, ranging from 0.18 to 14.08 pmp annually.20 Further-
more, transplantation activity largely depends on organs from
living donors. Deceased donor programs are patchy, and there
are few national or regional transplant waitlists. It is worth
pointing out that even as a large proportion of the local
population remains disenfranchised, India is considered an
important destination for patients from overseas for “cheap”
transplant surgery. Until recently, different countries in the
region had been considered hubs for transplant tourism at
different times.43,44 However, with the enactment of legisla-
tion banning such transplants, this practice has decreased
substantially.

The available workforce is quite inadequate to address
the needs of the large number of patients in the region, as
evidenced by the low number of nephrologists (0.14�1.68
pmp), relative to developed countries (23.2 pmp).21 There
are also shortages of other personnel involved in kidney care
(dialysis nurses, dialysis technicians, KT surgeons, HD and
PD access surgeons, intervention radiologists, laboratory
technicians, dieticians, radiologists, vascular access co-
ordinators, counselors/psychologists, and transplant co-
ordinators). Reflecting this shortage, health care providers
who do not have specialized nephrology training (e.g.,
general physicians, endocrinologists, and practitioners of
traditional systems of medicine) often address the medical
needs of patients with CKD. Nephrology training programs
do exist in most of the countries in the region, but given the
low number of trainees, it will take a long time before the
population density of nephrologists in South Asia comes
anywhere close to that in the Western world. Furthermore,
what is not evident from this country level analysis is the
e103



I SN pub l i c a f f a i r s SS Divyaveer et al.: ISN-GKHA: South Asia
uneven distribution of the trained health care workforce,
with particularly large deficiencies in rural areas. This in-
dicates the need to adopt flexible approaches to managing
patients with CKD at different stages of disease. As with
other NCDs, during early stages of CKD, care can be pro-
vided by more ubiquitous nonphysician health care workers
such as nurses and other frontline health workers with the
help of standardized algorithms and checklists to perform
risk stratification, provide standardized recommendations,
make appropriate referrals, and perform follow-up to
ensure treatment adherence. Such an approach frees up
nephrologists to optimally use their skills, for example, to
develop treatment plans, prepare patients for KRT, and
manage special situations and complications. The ISN-
GKHA data show, however, that these “physician
extender” providers have not been used to provide kidney
care in the region thus far, indicating a missed opportunity.

Finally, because of a lack of registries, the incidence and
prevalence of KF and outcomes for dialysis patients cannot be
accurately estimated. Overall, transplant waitlists are not
available in 62.5% (n ¼ 5) of countries in the South Asia
region compared with a global unavailability of 19%. National
waitlists are not available in any countries in the region,
whereas regional waitlists are available in only 37.5% (n ¼ 3)
of countries in the region. Even though Sri Lanka reports
having a dialysis and kidney transplant registry and
Bangladesh records its transplant data, neither country pub-
lishes data in any form. Similarly, the National Organ and
Tissue Transplant Organization (https://notto.gov.in/), which
is mandated to collect data on all transplants in India, has
failed to produce a single report over the 10 years of its ex-
istence. The lack of registries hampers the abilities of policy
makers in these countries to engage in long-term planning
and make decisions about resource allocation.

In the absence of national registries in all countries of the
region, the ISN-GKHA project provides vital information on
disease burden, availability, and organization of health care
services for the management of KF in the region. These data
are of paramount importance in planning strategies for tack-
ling the growing burden of kidney disease and provide a basis
for the national and international bodies to suggest measures
that can help in formulating policies dedicated to improving
access to health care for patients with KF. National and regional
leaders should use these data for advocacy and draw the
attention of policy makers to address the prevalent deficiencies
in care. A regular system of data collection through robust and
functional registries to inform resource planning should be
instituted. The SharE-RR project of the International Society of
Nephrology is developing essential datasets and a toolkit for
setting up registry that can be adapted by countries in the re-
gion.45 National nephrology societies should advocate for
making registries an essential part of dialysis services with
possible linkages to reimbursement in their respective coun-
tries. All registries should regularly publish reports. Registry
operations should be appropriately resourced, the staff trained,
and quality checks should be incorporated.46
e104
In conclusion, South Asia, which is home to approximately
25% of the world’s population, has a large, but poorly
documented burden of CKD. The extent and quality of care
delivery are suboptimal and variable, thereby imposing eco-
nomic hardships on the population and resulting in poor
outcomes. The failure of South Asian countries to adequately
address the burden of CKD is likely to have a major adverse
impact on global metrics of kidney care. This is a call to ac-
tion, not only for national governments, but also for pro-
fessional societies, multilateral agencies, and donors to
support the development of sustainable strategies to address
the growing burden of CKD in the region.
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