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– in particular – in acid base, volume assessment, and renal replacement therapy
(among other skills) can be invaluable to
the care and outcomes of critically ill patients.
The writing team for our original article
was made up of 4 critical care intensivists
and 8 nephrologists. The first drafts were
written by 3 different workgroups (clinical
care, quality improvement, and education). Each group was composed of at least
one nephrologist and one critical care physician. This manuscript was not intended
to provide “meaningful clinical content.”
Instead, we focused on “meaningful programmatic content” designed to help the
nephrologist improve their understanding
of the time and tasks needed for program
development. The qualities that define any
great hospital program include:
1. Clearly established policies and procedures
2. Check-off protocols similarly followed by all members of the team
3. Ongoing educational efforts
4. Operational infrastructure that is
ready to address operational, communication, and safety concerns
5. Periodic assessment of the resources,
process, and outcome measures
6. Ongoing input from nursing, pharmacy, administration, and physicians
7. Culture rooted in safety and promotion of ongoing quality improvement

Unfortunately, acute care nephrology
programs with all of these qualities are not
in place at many of the programs that the
authors are part of. Indeed, there is a wide
gap in the program management, training, and resources between centers in the
same country, and even wider gaps in program around the globe. We would strongly be in favor of any great acute care nephrology program, regardless of which
primary discipline (intensive care physician or nephrologist) takes the lead. Excellent programs take vision, planning, communication, and dedicated time. Our
hope is that this special article will help
inspire nephrologists to see the importance of a creating a critical-care focused
nephrology program, provide tools program development, and then take necessary steps to fill unmet needs at their institutions.
We respectfully disagree with the notion that the 60-day mortality differences
(52.3 vs. 44.7%) in the ATN versus RENAL
trials of RRT dosing in critically ill patients
reflect nephrologist-driven versus intensivist-driven RRT support. Indeed, neither
study was designed to compare outcomes
against the other subjects. While the reasons for the apparent improvement in
mortality have been speculated upon, we
maintain that it is not valid to conclude that
practices between groups affected these results, particularly since the comparison
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After the publication of the article “the
Role of the Nephrologist in the ICU” in
Blood Purification, we received complementary remarks from members of the
critical care nephrology community on the
article. We acknowledge the added insight
received from Dr. David J.R. Morgan on
this article with regard to the query raised
by him as to whether this article has been
written as a “posturing for greater control”
without “meaningful clinical content.” We
appreciate the opportunity given to us to
respond to his comments and better explain the make-up of our writing team and
the motivation of our group in the writing
of this article, which was designed to provide nephrologists with “meaningful programmatic content” to assist them in enhancing their role in the acute care nephrology department of their institution.
Our response to Dr. Morgan’s concerns
will indeed find further discussion on
“quality, collaboration, and governance”
in addition to words like “metrics, protocols, process, safety, and improvement,” as
we believe that these are important attributes of patient care and collaboration
among intensivists and nephrologists, as
well as other subspecialists. We agree
wholeheartedly with Dr. Morgan that the
constant bedside attention provided by intensivists is essential to provide outstanding care to critically ill patients. We also
believe that the expertise of nephrologists
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intensivists about how their critical care program functions, how it can be strengthened,
and how individuals can avail of the potential opportunities to improve a program. We
do not believe that that one program will suit
the needs of every institution; however, we
do strongly believe that both the intensivist
and nephrologist have important roles and
that strong collaboration will benefit acute
care nephrology programs, and consequently, the critically ill patients with AKI.
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groups are heterogeneous and multiple
modalities of RRT were utilized.
AKI is extremely common in neonatal
[1], pediatric [2], and adult [3] ICU patients, and patients with AKI have much
higher adjusted chance to die than similar
patients without AKI, even after controlling for numerous potential confounders.
Nephrologists have a deep understanding
of the pathophysiology behind the mechanisms that lead to AKI, propagate kidney
injury, and systemically alter other organs
in the context of critical illness and can offer unique perspectives and contributions
to the care of these patients. In addition,
there are multiple ongoing studies designed to improve the short- and long-term
outcomes ascribed to AKI. We suggest that
it is a matter of semantics regarding whether critical care nephrology is a “field” or a
“niche.” Regardless of the term used, there
are a multitude of bright, dedicated individuals in both the nephrology and the intensive care fields, who have dedicated
their entire careers to improving outcomes
in critically ill patients with AKI.
In conclusion, we hope this manuscript
stimulates the thoughts of nephrologists and

