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To the Editor:
Kidney transplantation provides longer survival and

better quality of life than dialysis for patients with end-
stage kidney disease. However, complications and allograft
failure are common.1 The clinical course of patients with
allograft failure tends to be complex and variable.2,3

Navigating the experience of allograft failure—including
decisions regarding dialysis, retransplantation, or conser-
vative management—can therefore be emotionally chal-
lenging for both patients and providers.

Kidney palliative care has emerged as an important
subspecialty of palliative care and nephrology.4,5 Together
with nephrologists, kidney palliative care clinicians pro-
vide symptom management, psychosocial and spiritual
support, and assistance with goal-driven individualized
decision making. Although kidney palliative care is
growing, patients with kidney failure tend to receive
palliative care less frequently than other seriously ill pa-
tients, especially after transplantation.6 The utility of kid-
ney palliative care for patients with allograft failure has not
been well delineated.

In January 2019, we created an inpatient kidney
palliative care service (KidneyPal) at Brigham Health.
KidneyPal resulted from a systematic needs assessment
about what kind of additional palliative care support
was most needed in our hospital system. It is an inter-
professional team consisting of a nurse practitioner, a
social worker, and physicians boarded in hospice and
palliative medicine who align with nephrology providers
and see patients with kidney diseases. Rather than trigger-
based criteria, KidneyPal consultation occurs at the
discretion of the nephrologist or treating team, which is a
standard institutional practice designed for flexibility and
relationship building. Before KidneyPal, the general
palliative care service provided ad hoc consults; however,
no dedicated team was specifically aligned with
nephrology.

In this cross-sectional study, we examined the fre-
quency and focus of inpatient palliative care consultation
for patients who experienced allograft failure or death with
a functioning graft before and after the creation of
KidneyPal.

We conducted a retrospective chart review of 2 years
before and after KidneyPal implementation (January 1,
2017, to September 30, 2020; Item S1). We included adult
patients (aged 18 years or older) who received post-
–kidney transplant care at Brigham Health and experienced
allograft failure, defined as an imminent indication or
chronic need for kidney replacement therapy for more
than 3 months, or death.
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Fifty-four and 59 patients were included before and
after KidneyPal implementation, respectively (Table 1,
Table S1). For patients who experienced death with a
functioning allograft, inpatient palliative consultation fre-
quency was not remarkably different before and after the
creation of the KidneyPal service (40% vs 33%). However,
for patients with allograft failure, palliative care consulta-
tion increased from 5.9% to 24.1% after the creation of
KidneyPal. Death in the intensive care unit was common
both before and after KidneyPal was created (15% vs
17%); however, death in hospice was more frequent after
KidneyPal was created (7% vs 15%). Although all palliative
care clinicians addressed code status, symptom manage-
ment, and psychosocial issues, KidneyPal clinicians held
more discussions about treatment options for allograft
failure than generalist palliative care clinicians (20% vs
41%). Additionally, after the start of KidneyPal, more
patients chose dialysis as a time-limited trial (and ulti-
mately stopped receiving dialysis) or made an active de-
cision for hospice or comfort-focused care in the hospital
(3% vs 17%).

To our knowledge, this is one of the first studies
examining palliative care provision in patients with a
kidney transplant with allograft failure or death with a
functioning graft. One of the strengths of our study was
that we codified the content of the palliative care inter-
vention in a granular way, including not only mortality
and hospice use but also symptom management, care
coordination, and palliative care team composition. We
also noticed several changes in posttransplant care after the
creation of the KidneyPal team. First, we noticed more
palliative care consultations at the time of allograft failure.
This allowed both clinicians and patients to have more
discussion regarding individualized goals of care and
treatment options for allograft failure and shifted the de-
cision making.7 Second, more patients with allograft
failure chose either to have a time-limited trial of dialysis,
comfort-focused care in the inpatient setting, or discharge
to home hospice, after consulting palliative care. We
suspect that the subset of patients who chose nondialytic
care after graft failure had goals and values that would not
have been achieved with dialysis resumption, and the role
and expertise of the palliative care team, when partnered
with transplant nephrology, led to changes in decisions
and, ultimately, care delivered. Our study is observational
and has several limitations, including selection bias of
patients referred to KidneyPal, who tended to be older
with a lower chance of retransplantation.

In conclusion, studies on the care of patients with a
failing allograft are limited, and more studies are needed to
help meet their complex needs. Discussing the prognosis,
goals of care, and treatment options with attention to
physical and psychosocial symptoms after graft failure may
be enhanced by collaboration with an interprofessional
specialty kidney palliative care team.
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Table 1. Patient and Palliative Care Outcomes

Before KidneyPal Implementation,
2017-2018 (n = 54)

After KidneyPal Implementation,
2019-2020 (n = 59)

Palliative Consult
(n = 10)

No Palliative Consult
(n = 44)

Palliative Consult
(n = 17)

No Palliative Consult
(n = 42)

Patient outcome, n (%)
Death with functioning graft 8 (80) 12 (27) 10 (59) 20 (48)
Graft failure
Preemptive retransplant — — — —
Dialysis intended as bridge — 12 (27) — 15 (36)
Dialysis intended as destination 1 (10) 20 (45) 2 (12) 7 (17)
Trial of dialysis followed by discontinuation 1 (10) — 1 (6) —
Trial of dialysis followed by continuation — — — —
Active decision against dialysis alive on CKM — — — —
Active decision against dialysis death — — 4 (24) —

Death in ICU, n (%) 4 (40) 4 (9) 4 (24) 6 (14)
Hospice, n (%) 3 (30) 1 (2) 8 (47) 1 (2)
Topics in palliative care, n (%)
Communication/coordination on kidney disease
treatment options

2 (20) NA 7 (41) NA

Decision making on other treatment (chemotherapy,
surgery)

3 (30) NA 3 (18) NA

Code status discussions 8 (80) NA 15 (88) NA
Symptom management 8 (80) NA 16 (94) NA
Spiritual support 5 (50) NA 6 (35) NA
Psychosocial support 10 (100) NA 16 (94) NA

Palliative care involvement, n (%)
Interprofessional type
MD 7 (70) NA 13 (80) NA
NP 5 (50) NA 7 (44) NA
SW 5 (50) NA 12 (75) NA
Chaplain 5 (50) NA 6 (38) NA

Abbreviations: CKM, conservative kidney management; ICU, intensive care unit; MD, medical doctor; NA, not applicable; NP, nurse practitioner; SW, social worker.
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