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The National Kidney Foundation (NKF) 
and the American Society of Nephrology 
(ASN) have jointly released a report outlin-
ing a new race-free approach to diag-
nosing kidney disease. In its report, the 
NKF-ASN Task Force on Reassessing the 
Inclusion of Race in Diagnosing Kidney 
Disease recommends the adoption of 
the new estimated glomerular   ltration 
rate (eGFR) 2021 Chronic Kidney Disease 
Epidemiology Collaboration (CKD-EPI) 
creatinine equation that estimates kidney 
function without a race variable. 

The task force has also recommended the 
increased use of the protein cystatin C—a 
commonly used biomarker of kidney func-
tion—combined with serum (blood) creatinine 
as a con� rmatory assessment of GFR or kidney 

function. The � nal report, which has been published online 
in the American Journal of Kidney Diseases (AJKD) and 
the Journal of the American Society of Nephrology ( JASN), 
was drafted with “considerable input” from hundreds of 
patients and family members, medical students and other 
trainees, clinicians, scientists, healthcare professionals, 
and other stakeholders, to “achieve consensus for an unbi-
ased and most reasonably accurate estimation of GFR”, 
according to a joint statement from the NKF and the ASN.

“This recommendation by the NKF-ASN task force is an 
important step forward in assuring health and healthcare 
equity,” said NKF president Paul Palevsky. “We commend 
the task force for the time, thought, thoroughness and 
e� ort it took to explore this issue deeply, and recommend 
the best path forward for us all. The NKF and ASN urge all 
laboratories and healthcare systems nationwide to adopt 
this new approach as rapidly as possible so that we can 
move towards a consistent method of diagnosing kidney 
diseases that is independent of race. While the work of 
the task force is an important initial path forward, both 
of our organisations are committed to continuing to work 
to eliminate disparities in the diagnosis and treatment of 
kidney disease.”

“As the largest organisations representing kidney patients 
and health professionals, NKF and ASN are committed to 
eliminating health disparities that harm kidney patients, 
and ensuring that racial bias does not a� ect the diagnosis 

and subsequent treatment of kidney diseases,” said ASN 
president Susan Quaggin. “By recommending the CKD-EPI 
creatinine equation re� t without the race variable, the task 
force has taken action and demonstrated how nephrology 
continues to lead the way in promoting healthcare justice. 
It is time for other medical specialties to follow our lead, 
and NKF and ASN stand ready to help however we can.”

In the USA, more than 37 million adults have kidney 
diseases and 90% are not aware they have diminished 
kidney function, the NKF-ASN statement adds, with a 
disproportionate number of these patients being Black or 
African American, Hispanic or Latino, American Indian 
or Alaska Native, Asian American, and Native Hawaiian 
or other Paci� c Islander. These patient groups also face 
“unacceptable” health disparities and inequities in health-
care delivery.

Developing race-free recommendations
Over a 10-month period, the NKF-ASN task force organised 
its work into three phases. The � rst involved clarifying the 
problem and evidence regarding eGFR equations in the 
USA; the second involved evaluating di� erent approaches 
to address the use of race in GFR estimation; and the third 
involved providing recommendations based on this. 

In April 2021, the task force published its interim report 
on reassessing the inclusion of race in diagnosing kidney 
diseases in AJKD and JASN, asserting that race modi� ers 
should not be included in equations used to estimate 
kidney function, and that current, race-based equations 
should be replaced by a substitute that is “accurate, repre-
sentative, unbiased and provides a standardised approach 

Bioarti� cial 
device receives 
KidneyX award 
after reaching 
preclinical testing
AN IMPLANTABLE BIOARTIFICIAL
kidney device (iBAK) has moved closer to 
becoming a reality after being awarded 
a US$650,000 prize from KidneyX. The 
device’s creator, the Kidney Project, 
received this award following the � rst ever 
demonstration of its functional prototype.

The Kidney Project is a US-wide collab-
oration led by Shuvo Roy (University of 
California San Francisco [UCSF], San Fran-
cisco, USA) and William Fissell (Vanderbilt 
University Medical Center, Nashville, USA). 
In the past few years, it has successfully 
tested the two essential components 
that make up its arti� cial kidney 
technology—a haemofilter, 
which removes waste prod-
ucts and toxins from blood, 
and a bioreactor, which 
replicates other 
kidney functions, 
like the balance of 
electrolytes in blood—in 
separate experiments.

To secure KidneyX’s Arti� cial Kidney 
Prize, the team married these two units 
in a scaled-down version of the arti� cial 
kidney that is roughly the size of a smart-
phone and  evaluated its performance 
in a preclinical model following success-
ful implantation. The units worked in 
tandem, powered by blood pressure alone, 
to provide continuous renal replacement 
therapy without the need for blood thin-
ning or immunosuppressant drugs. This 
technology, which is intended to provide 
patients with improved mobility and phys-
iological outcomes compared to dialysis, 
will now be upscaled for more rigorous 
preclinical testing and, eventually, clini-
cal trials. 

For the latest step forward in the devel-
opment of this device, the Kidney Project 
team was awarded KidneyX’s Phase 1 Arti-
� cial Kidney Prize—becoming one of six 
winning teams selected from a � eld of inno-
vators across Canada, Israel, Japan, The 
Netherlands, Portugal, Singapore, South 
Korea, the UK, and the USA. Other recipi-
ent technologies included a wearable, light-
weight, dialysate-free arti� cial kidney (US 
Kidney Research Corporation) and genet-
ically engineered pig kidneys designed to 
increase supplies of transplantable organs 
(Makana Therapeutics).
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“The NKF and ASN urge all 
laboratories and healthcare 
systems nationwide to adopt 
this new approach as rapidly as 
possible so that we can move 
towards a consistent method of 
diagnosing kidney diseases that 
is independent of race.” 
Paul Palevsky

Renal community 
reckons with removal of 
race variable in kidney 
disease diagnosis

iBAK device 
(Credit: UCSF)
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WEBSITE

The renalinterventions.net website reaches renal specialists all over the world with the latest 
news, opinion editorials, profiles, videos and events.

Website rates
Advert Rate (per month) (£) Rate (per month) ($)

Skyscraper + half banner A £2,650 $3,650

Leaderboard + half banner A £1,900 $2,600

MPU1 + half banner A £1,900 $2,600

MPU2 + half banner B £1,250 $1,700

MPU3 + half banner B £1,100 $1,500

Mobile adhesive banner (MOBILE DEVICES ONLY)* £6,000 per quarter $8,250

*exclusive position

Renal  
Interventions

WEEKLY E-NEWSLETTER 

The Renal Interventions e-newsletter is sent weekly to a database of more than 4,000 specialists.  
It contains the top stories published on renalinterventions.net

Weekly e-newsletter rates
Advert Rate (£) Rate ($)

Leaderboard £850 $1,170

MPU £800 $1,100

TARGETED E-BLAST
Renal Interventions offers targeted e-blasts to companies and conference organisers. 
E-blasts can target a database including more than 4,000 specialists. 
These communications can be sent to the whole database or targeted by country. 

Targeted eblast rates
Advert Rate (£) Rate ($)

Global £6,000 $8,250

Europe only £4,500 $6,250

US only £3,000 $4,150

Bespoke lists £800/1000 recipients $1,100/1000 recipients
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EDUCATIONAL SUPPLEMENT 

•  Renal Interventions publishes educational supplements on topics of interest to renal specialists. 
•  Sponsoring a supplement offers a unique opportunity for you to broadcast your company’s core 

message to your target audience with an educational focus. 
•  The content can be based on the company’s profile, or a new product, drug or medical device. 

Distribution includes:
•  Supplements are inserted in Renal Interventions, reaching the entire readership or  

selected countries. 
•  The digital version is made available on renalinterventions.net.
•  E-blast of the digital edition sent to our digital subscribers.
•  1,000 additional copies are printed and posted for your own uses.

Eight-page supplement - £15,000/ $20,750

ADVERTORIAL 

Renal Interventions creates sponsored editorial content.
• Allowing full editorial control to the client, we create in-depth features with insights from physicians. 
• Content can be supplied by the company or written by our editorial team.

Double-page advertorial: £10,000/$13,800
Full-page advertorial: £6,000/$8,250
Half-page advertorial: £4,000/$5,525

January 2020 | Educational Supplement

vascularnews.com This educational supplement has been sponsored by Philips

The next generation Hybrid OR
Advanced vascular treatment in a versatile room

March 2020 | Educational Supplement

This educational supplement has been sponsored by JOTEC, a fully owned subsidiary of CryoLife Inc

One 
solution 
for your 
aorto-iliac 
needs
A detailed look at 
E-tegra and E-liac 
stent graft systems

vascularnews.com

November 2020 | Educational Supplement

vascularnews.com This educational supplement has been sponsored by Medtronic

DCB in  
dialysis  
access
Do we finally have  
the right evidence?

19AdvertorialIssue88 | November 2020

THIS ADVERTORIAL IS SPONSORED BY BENTLEY

Study seeks to provide 
essential data for bridging 
stent use in BEVAR 
procedures
There are several covered stents on the market for both fenestrated endovascular 
aneurysm repair (FEVAR) and branched endovascular aneurysm repair (BEVAR). However, 
all are used off-label for these procedures, and there is currently no consensus about 
when to use which stent. Bentley (Hechingen, Germany) is investing heavily to obtain the 
necessary evidence for these two indications. The company recently revealed that the 
first patient has been recruited into a trial investigating the BeGraft PLUS as a dedicated 
bridging stent in BEVAR for the treatment of complex aortic aneurysms. According to 
Bentley, it is the first study of its kind worldwide. 

Seeking expert knowledge and opinion on the 
subject, Vascular News spoke to the coordinating 
investigator of the BEVAR study, Professor 

Martin Austermann (St Franziskus Hospital, 
and University of Münster, Münster, Germany). 
Austermann detailed his extensive experience with 
FEVAR and BEVAR procedures, his excitement that 
the BEVAR trial will bring much-needed evidence into 
the equation, and his belief that solid data will move 
the field closer to realising an ideal bridging stent.

When did you start implanting 
fenestrated and branched endografts?
I started implanting fenestrated and branched 
endografts around 2008, and have been performing a 
respectable number of these procedures since around 
2010. I now do about 60–80 cases per year.

What are your main findings since 2008?
Over time, I have become a big fan of branched 
endografting, and have developed a technique that is 
very quick and highly standardised. I have been able 
to train some other colleagues so that we have a very 
standardised process for every repair.

When you consider fenestrations, you often need 
customisation. You have to plan the case exactly and 
if there are any mistakes during this phase, you can 
encounter serious problems during implantation. With 
branches, sometimes you need customisation—for 
example, if the patient only has one renal artery—but 
in most cases you can use a standardised device. 
Over time, I have been performing more and more 

thoracoabdominal procedures with branches, for 
example, and I tend to reserve the fenestrated technique 
only for juxtarenals, or infrarenals with short necks.

What kind of bridging stent grafts do  
you prefer for branches and why?
Over the last decade, I can categorise my use of 
these devices into three phases that have helped me 
to determine the kind of bridging stent I prefer for 
branches. In the first phase, I used another balloon-
expandable stent that has very exact placement and 
is highly visible, but it is not very flexible. Therefore, 
when we used this stent, we would do a relining with a 
self-expanding bare metal stent. This works very well 
in the superior mesenteric artery (SMA) and celiac 
trunk, but not very well in the renal arteries. I would 
say we had problems in about 10% of renal arteries, 
which is too many! 

I then switched to a self-expanding stent for the renal 
arteries. This works well, but is not very accurate to 
deploy and is not visible. Therefore, we would do a 
combination of the balloon-expandable stent and an 
extension with the this self-expanding stent to help 
flexibility at the distal edge. This combination also 
worked very well in the renals, but brought additional 
cost and made the procedure more complex.

The last phase began when a new stent came on to 
the market that I thought was a very good, especially 
in terms of flexibility. I thought for the first time that 
maybe this is the solution for the renal arteries in 
branched endografting. However, we had a very severe 
learning curve and I would say it is not the best solution 

for every renal artery.
In 2017, Bentley developed the BeGraft PLUS, 

which has a “stent-in-stent” design comprising two 
layers of expanding polytetrafluoroethylene (ePTFE). 
One of the main features is the kink resistance. If you 
compare the previous stent with the BeGraft PLUS, 
you might have more flexibility with the former, but 
if you have an angle in the anatomy, it can develop 
a kink, which can lead to an occlusion. Flexibility is 
not the only factor, you must have a stent that is kink 
resistance and has the right radial force, and these are 
both features of the BeGraft PLUS. 

Can you tell us about the BEVAR study 
and what you hope it will achieve?
The study aims to carry out 100 BEVAR procedures in 
patients seeking elective repair of thoracoabdominal 
aortic aneurysm (TAAA).

The primary efficacy endpoint is comprised of a 
measure of technical success defined as the successful 
introduction and deployment of the BeGraft PLUS 
implanted as a bridging stent in BEVAR, with bridging 

stent patency at 12 months (absence of restenosis 
(≥50% stenosis) or sole target vessel occlusion 
based on computed tomography (CT) angiography 
at 12 months. The primary safety endpoint at 12 
months relates to the absence of procedure-related 
complications and bridging stent-related endoleaks.

Enrolment is estimated to take approximately 12 
months, and total follow-up will be 24 months.

Study participants include many experts in the 
endovascular field, including Professor Eric Verhoeven 
(Nuremberg Hospital South, Nuremberg, Germany), 
Professor Nikolaos Tsilimparis (Ludwig-Maximilians 
University Hospital, Munich, Germany), Professor 
Tilo Kölbel (University Hospital Eppendorf, Hamburg, 
Germany), Professor Dierk Scheinert and Dr Andrej 
Schmidt, Park Hospital, Leipzig, Germany), Professor 
Karin Pfister (University Hospital Regensburg, 
Regensburg, Germany), Professor Drosos Kotelis 
(University Hospital Aachen, Aachen, Germany), 
and Professor Phillipp Geisbüsch (Hospital Stuttgart, 
Stuttgart, Germany).

I am very excited to learn more about these 
procedures, especially regarding the renal arteries, 
because the renal artery connection is always the 
Achilles’ heel of this repair. In the past, I used the 
BeGraft PLUS only in certain cases, but now the 
study has been initiated, I try to use it very liberally 
so as to learn about this stent in relation to others. My 
impression of the BeGraft PLUS is positive, but we 
have no studies, like with all the other stents, so we 
need these data.

These studies are 
necessary so that in 

the future we might have 
an ideal stent.”

Case images showing use of the BeGraft Peripheral PLUS in BEVAR procedures.  
Courtesy Dr Michel Bosiers (Münster, Germany)
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SPONSORED VIDEOS 

Video is a powerful medium to engage with the physician community whilst conveying key 
messages. As an established specialist publishing company, we offer a video production service 
delivering powerful physician interviews to your relevant audience through multiple channels.

For bespoke filming campaigns tailored to your needs, we can provide a high-quality  
video service.

Filming can be conducted at your preferred location, on-site at conferences or remotely via  
the web. 
Package includes:
• Interviewing
• Filming with full post-production and editing service
• Distribution
 • Video to be made available on renalinterventions.net
 • E-blast of the video to our digital subscribers
 • Posting on our social media platforms
£POA

NOTE: Rights for the video file can be purchased for a flat fee of +£2,000/$2,750

EXAMPLE PACKAGES 

Option 1: Webinars/Roundtable (3-4 physicians): £20,000/$27,700
• Up to four speakers 
• Three-camera filming 
• Editing and post-production 
• Embedding on renalinterventions.net with e-blast and social media mentions

Option 2: Video Interview (1 physician): £8,500/$11,750
• Interview with one physician/single message, single-camera filming, editing and post-production 
• Embedding on renalinterventions.net with e-newsletter and social media mentions

Option 3: Interview with CEO or company representative: £6,000/$8,250
• Interview with a company representative i.e. CEO, CMO etc. 
• Three questions, one speaker, one three-minute video 
• The video is yours to use as you like

Option 4: Supplied video hosted on our website: £5,000/$6,900
• Embedding supplied video on renalinterventions.net 
• Social media mentions
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