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Preemptive kidney transplantation is both patient-
centered and cost saving and affords the benefit of
avoiding dialysis-related complications such as place-
ment of an arteriovenous graft or fistula, catheter-
related infection, and risk of cardiovascular events.
Patients who ultimately receive a preemptive kidney
transplant, on average, spend 1 year on the kidney
transplant waiting list (1). The benefits of preemptive
placement on the transplant waiting list are also sig-
nificant and include initiating conversations about
potential living donors, addressing modifiable contra-
indications to transplant early, accruing waiting time
and priority under the current US kidney allocation
policy to receive donor offers, and possibly improving
mental health.

Median graft survival of deceased and living kidney
donor transplants is 11.7 years and 19.2 years, respec-
tively; however, 5% of patients in the United States initi-
ating dialysis treatment for ESKD do so after a failed
transplant (2–4). Repeat kidney transplantation in
patients with failing kidney allografts is associated with
improved survival outcomes and better quality of life
than returning to dialysis (5,6). Surprisingly, even though
a significant number of patients with a failing transplant
are under the care of a transplant center or general
nephrologist and stand to benefit from early referral,
rates of preemptive waitlist placement and repeat trans-
plantation are low (7). Furthermore, the pervasive inequi-
ties that exist for processes of care and access to primary
preemptive kidney transplantation persist for access to
repeat preemptive kidney transplantation (8,9).

The findings by Vinson et al. in this issue of Kid-
ney360 provide a contemporary cohort analysis of
adult recipients over an 18-year period, demonstrating
that access to preemptive kidney transplantation
(cases of both primary and repeat transplant) occur
only in the minority of patients and are plagued with
inequities by race, sex, and socioeconomic and comor-
bid status (10). Over the years studied, they report the
cumulative incidence of preemptive repeat kidney
transplant was lower than for preemptive primary
transplant (15% versus 19%). The odds of repeat pre-
emptive kidney transplant among patients who were

Black, Hispanic, men, unemployed, and less educated
were lower compared with those who were White,
women, employed, and received graduate school edu-
cation. Notably, Vinson et al. found that patients who
received a preemptive primary kidney transplant
were twice as likely to receive a preemptive repeat
kidney transplant, suggesting individual patient char-
acteristics are strongly associated with the likelihood
of either primary or repeat preemptive transplant. The
study highlighted that a majority of both preemptive
primary and repeat kidney transplants were from liv-
ing donors. In addition, results indicated a higher inci-
dence of preemptive repeat kidney transplant for
patients who received post-transplant care at a spe-
cialty transplant center or from a kidney physician
compared with those who received primary care only
(8%–12% versus 6%).
On the basis of the evidence of this study, combined

with prior research that evaluated the incidence and vari-
ation of preemptive transplantation, what are the lessons
learned, and how can we intervene most effectively? Of
primary concern, despite robust long-standing evidence
confirming the benefits of preemptive transplantation,
still today only the minority of patients are waitlisted or
receive a transplant before dialysis. As evidenced in this
study, this includes patients with a failed kidney trans-
plant who have already successfully navigated the pro-
cess to receive an initial transplant and who often receive
longitudinal care from a transplant center. Although
clearly some patients with a failing transplant may not
be viable candidates for repeat transplantation, these
results suggest that some combination of patient and
center characteristics lead to suboptimal care for a large
cohort of patients. Patients with failing and failed kidney
transplants represent a unique subpopulation of
patients with ESKD due to the accumulation of medical
comorbidities related not only to prolonged dialysis
and transplant vintage, but also to long-term exposure
to immunosuppression. The current results seem to
suggest that the focus of care in the post-transplant set-
ting may mimic the same downstream barriers to care
that patients with native advanced chronic kidney dis-
ease face to preemptive kidney transplant.
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Stable transplant recipients may often transition to com-
munity nephrology care. Therefore, the focus on longer-
term needs such as repeat transplantation may become less
of a priority in the day-to-day care processes for transplant
centers. Some transplant centers that have a codified pro-
cess for initial transplant listing may fail to develop and
apply screening protocols to determine eligibility for repeat
transplant candidacy, thus leading to delays in referrals
and evaluations. Post-transplant care protocols may also
omit continuous patient education about the potential loss
of transplant function, in lieu of prolonging the life of the
transplant or focusing attention on immunosuppression
modification or other medical complications of advanced
transplant dysfunction.
The comprehensive evidence to date suggests that partic-

ularly given the high morbidity and mortality for patients
on return to dialysis, timely, objective, and effective inter-
ventions to initiate assessment for repeat candidacy are crit-
ically needed. These interventions are likely to both
improve outcomes and be cost-effective. Importantly, the
identification and processes for re-listing patients should
not be particularly burdensome. Information to identity
patients with eGFRs that would qualify without clear con-
traindications and a desire for a repeat procedure should
be readily attainable. Use of objective flags or other auto-
mated notes in medical charts to identify patients who may
qualify for repeat listing may be effective in expediting
these processes.
The fact that similar patient groups are largely disadvan-

taged in access to preemptive repeat as primary kidney
transplantation signals a call to action by the kidney com-
munity to understand and disrupt the systemic factors that
explain these pervasive disparities. We must understand
the mechanisms underlying these inequities because access
to repeat kidney transplant is another critical reflection of
disparities across the entire spectrum of kidney disease.
From a policy perspective, preemptive referral, evaluation,
and waitlisting should be measured and highly incentiv-
ized for both repeat and primary preemptive kidney trans-
plantation. (Re)transplant needs to reach a threshold of
importance, especially within a population of patients who
have already successfully navigated the kidney transplant
process. Unfortunately, the emphasis of quality assurance
and accountability in the field of transplantation is focused
primarily on transplants that occur. In contrast, “missed
opportunities” to facilitate care for patients who would
benefit from transplantation are largely unmeasured and
unrecognized.
Importantly, rates of preemptive repeat waitlisting and

repeat kidney transplant significantly vary by transplant
center (7). In addition, center-level variation in rates of pre-
emptive primary listing is not strongly correlated with
rates at repeat transplantation. As displayed in Figure 1,
the rates of preemptive (both primary and repeat) vary
substantially among adult kidney transplant centers, sug-
gesting that best practices may be identified by centers
with higher rates. In addition, the lack of correlation
between these rates may suggest that center processes of
care and emphases for preemptive care for initial trans-
plant may differ from repeat transplantation. Cumula-
tively, the center-level variation suggests that there are
opportunities to improve care delivery to potential repeat

transplant candidates and develop structured guidelines or
automated referral processes for patients being closely fol-
lowed within transplant centers.

Overall, the study by Vinson et al. highlights an impor-
tant component of transplant care delivery that, despite the
large number of patients affected, has largely been
understudied (10). Efforts to improve care for potential
repeat candidates can be addressed and likely must incor-
porate interventions at the center level and policies that
focus on attenuating disparities and expediting care. A key
perspective for our collective interventions and policies is
to remain focused on the overall patient lifetime rather
than solely the graft life of an individual transplant. With
this focus, consideration of long-term care planning, prepa-
ration for potential graft failure, and early communication
with patients regarding the potential for re-transplantation
are important. Further research to address patient-centric
care and to improve the quality of life of the ESKD popula-
tion is critically needed in our field.
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Figure 1. | Comparison of proportion (%) of preemptive primary
kidney transplant recipients and preemptive repeat kidney trans-
plant recipients by transplant center. Each “o” represents a single
transplant center). *Limited to centers with at least 30 primary
transplants between 2015 and 2021; two centers with no preemp-
tive transplants not shown. **Limited to centers with at least 30
repeat transplants between 2015 and 2021; 32 centers with no pre-
emptive repeat transplants not shown.
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