Findings
Similar Long-Term Outcomes with DCD versus DBD Kidneys
Even after decades of follow-up, kidneys transplanted after
circulatory determination of death (DCD) show similar
outcomes to kidneys donated after brain death (DBD), reports a study in Nephrology Dialysis Transplantation.
Of 1133 kidney transplants performed between 1985
and 2000 at the authors’ Swiss medical center, 122 used
DCD grafts. The DCD kidney recipients—74 men and 48
women, median age 46 years—were matched one to one
for sex, age, and transplant year to patients receiving DBD
grafts during the same period. Outcomes were assessed
through 2020.
At 35 years’ follow-up, median graft survival was almost
identical between groups: 24.5 years for DCD recipients
versus 23 years for DBD recipients. Delayed graft function
was more common in DCD recipients—47 patients—
compared with 23 patients after DBD transplants. However, there were no long-term differences in graft or patient
survival.
Among patients with more than 20 years of graft survival, measures of graft function were similar between groups.
The slope of change in glomerular filtration rate was −0.6

Rapid Drop in COVID-19
Antibodies for Dialysis Patients
A nationwide data analysis confirms that SARS-CoV-2 antibody responses to vaccination decrease rapidly in dialysis patients, leaving them at risk of breakthrough infection, reports
Annals of Internal Medicine.
The researchers analyzed real-world data on 4791 patients receiving care in a large US network of dialysis facilities. Residual plasma from routine monthly tests performed
at a central laboratory was used to measure qualitative and
quantitative antibodies to the SARS-CoV-2 receptor-binding
domain (RBD). The analysis began in January 2021, before
COVID-19 vaccines were widely available. By mid-September 2021, 2563 patients were fully vaccinated.
Trends in antibody levels were assessed, including the possible association between antibody titers and the risk of breakthrough COVID-19 infection. Among vaccinated patients,
the estimated rate of undetectable RBD responses increased
from 6.6% at 14 to 30 days after vaccination to 20.2% at 5
to 6 months. Median index values decreased from 91.9 to
8.4, respectively.
During follow-up, clinically documented COVID-19 occurred in 2% of fully vaccinated dialysis patients, compared
with 3% of partially vaccinated (one dose) and 11% of unvaccinated patients. In a nested case-control analysis, each
breakthrough case was matched to five controls for age, sex,
and vaccination month, with adjustment for diabetes status
and region.
The analysis included 56 patients with breakthrough infections, with samples collected a median of 21 days before
diagnosis. Waning of the antibody response was significantly
associated with the risk of breakthrough infection. Compared
with an index RBD range of 23 or higher (reflecting an antibody level of 506 binding antibody units per milliliter),
rate ratios for breakthrough infection were 11.6 at pre-breakthrough RBD values of less than 10 and 6.0 at values between
10 and 23. Peak antibody responses were higher for patients
with evidence of previous SARS-CoV-2 infection, although
this difference lessened during follow-up.
SARS-CoV-2 antibody levels after vaccination are “strongly associated” with the risk of breakthrough COVID-19 infection in dialysis patients, the study concludes. The findings
have implications for efforts to define a “persisting antibody”
threshold for protection against COVID-19, which may be
especially important for high-risk or immunocompromised
patients. The researchers note that 40% of dialysis patients
with breakthrough infections were hospitalized [Anand S,
et al. SARS-CoV-2 vaccine antibody response and breakthrough infection in patients receiving dialysis. Ann Intern
Med, published online ahead of print December 14, 2021.
doi: 10.7326/M21-4176; https://www.acpjournals.org/
doi/10.7326/M21-4176].

mL/min/year in the DCD group and −0.3 mL/min/year
in the DBD group. Creatinine levels were 133 versus 119
μmol, and proteinuria was 370 versus 240 mg per 24 hours,
respectively.
Kidneys donated after cardiovascular death are an important source of organs for transplantation. Studies have
reported similar outcomes for DCD and DBD kidneys up
to 10 years, but there are few data on longer-term outcomes.
This 35-year follow-up study shows similar graft survival
and excellent function with DCD versus DBD kidneys.
Good outcomes are achieved despite the higher rate of delayed graft function in DCD organs. The researchers conclude: “[O]ur results indicate that criteria for selecting grafts
for deceased kidney transplantation should not be based on
the type of organ donation” [Müller A, et al. Long-term outcomes of transplant kidneys donated after circulatory death.
Nephrol Dial Transplant, published online ahead of print
December 17, 2021. doi: 10.1093/ndt/gfab358; https://
academic.oup.com/ndt/advance-article/doi/10.1093/ndt/
gfab358/6468756].

Starting SGLT2 Treatment Lowers AKI Risk in Type 2
Diabetes
For older adults with type 2 diabetes, treatment with a sodium glucose cotransporter-2 inhibitor (SGLT2i) is associated with a lower risk of acute kidney injury (AKI), compared with other antidiabetic medications, according to a
pre-proof paper in the American Journal of Kidney Diseases.
The population-based cohort study used Medicare feefor-service data on more than 417,000 patients, aged 66
years or older, with type 2 diabetes. All enrolled patients
had a newly filled prescription for an SGLT2i, a dipeptidyl
peptidase 4 inhibitor (DPP-4i), or a glucagon-like peptide-1
receptor agonist (GLP-1RA) from 2013 through 2017.
New SGLT2i users were propensity score matched to new
DPP-4i or GLP-1RA users. Cox proportional hazards analyses were performed for the primary outcome of hospitalization for AKI, as either the primary or secondary discharge
diagnosis.
Analyses included approximately 68,000 matched pairs
for comparison of patients initiating SGLT2i versus DPP4i treatment and 71,000 pairs for comparison of SGLT2i
versus GLP-1RA. Mean patient age was 72 years. In both
comparisons, about 65% of patients starting SGLT2i treatment received canagliflozin. About three-fourths of patients
were prescribed metformin, whereas nearly one-third were
prescribed insulin.
In both comparisons, SGLT2i treatment was associated with a lower rate of AKI hospitalization. Incidence rate
per 1000 patient-years was 19.6 with SGLT2i versus 27.8
with DPP-4i; hazard ratio (HR) 0.71. For SGLT2i versus
GLP-1RA, incidence rates were 21.7 versus 27.1 per 1000

patient-years; HR 0.81.
Secondary outcomes also favored SGLT2i treatment,
including a reduced risk of AKI hospitalization requiring
dialysis: HR 0.39 versus DPP-4i and 0.56 versus GLP-1RA.
The results were also consistent across a range of sensitivity
analyses. The data also confirmed the known associations of
SGLT2i treatment with an increased risk of diabetic ketoacidosis and a reduced risk of hospitalization for heart failure.
SGLT2i treatments have been shown to have a wide
range of benefits for patients with type 2 diabetes, including
decreased rates of kidney disease progression and death from
renal or cardiovascular causes. However, these medications
are also associated with an acute reduction in glomerular
filtration rate, raising concerns for a potential increase in
the risk of AKI. Based on postmarketing data, the US Food
and Drug Administration has issued warnings that SGLT2i
treatment might cause AKI.
The new population-based study may alleviate those
concerns. The authors find that the risk of AKI hospitalization is lower in older patients with type 2 diabetes who initiate SGLT2i treatment compared with DPP-4i or GLP-1RA
treatment. Although acknowledging the limitations of the
analysis, the researchers conclude: “Our results add to the
available evidence on the safety profile of SGLT2i in older
adults” [Zhuo M, et al. SGLT2 inhibitors and the risk of
acute kidney injury in older adults with type 2 diabetes. Am
J Kidney Dis, published online ahead of print November 8,
2021. doi: 10.1053/j.ajkd.2021.09.015; https://www.ajkd.
org/article/S0272-6386(21)00953-7/fulltext].

Belzutifan Shows Activity against Renal Cancers
in VHL Disease
Renal cell and non-renal cell carcinomas associated with von
Hippel−Lindau (VHL) disease show evidence of response to
the hypoxia-inducible factor inhibitor belzutifan, reports a
study in The New England Journal of Medicine.
The phase 2, open-label trial included 61 adults with
VHL disease, with diagnosis based on the presence of germline VHL alterations and at least one renal cell carcinoma
measuring at least 10 mm. All patients were treated with belzutifan, a novel oral hypoxia-inducible factor 2α (HIF-2α)
inhibitor, at a dose of 120 mg/day. Complete or partial objective responses were assessed by an independent radiology
review committee, following standard criteria. Responses of
non-renal cell cancers, which included pancreatic lesions in

all patients, were also analyzed, along with safety outcomes.
The patients were 32 men and 29 women, median age
41 years. All but 2 had undergone previous surgery or ablative procedures, with a median of 4 procedures per patient.
Median follow-up was 21.8 months.
The objective response rate in patients with renal cell
carcinoma was 49%. All of these were partial responses; another 49% of patients had a best response of stable disease.
Among evaluable patients with partial responses, the median
linear growth rate was 4.1 mm per year before belzutifan
versus −5.6 mm per year on treatment. Responses were also
observed for non-renal cancers: 47 of 61 for pancreatic cancers (77%) and 15 of 50 for central nervous system heman-
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gioblastomas (30%).
Adverse events included anemia in 90% of patients and
fatigue in 66%. Treatment was discontinued in 7 patients,
voluntarily in 4 of them.
Patients with VHL disease are at high risk of renal cell
carcinoma as a result of VHL gene inactivation and constitu-

tive activation of HIF-2α. Some effective form of systemic
therapy could be of benefit by controlling tumor growth and
reducing the burden of surgery.
The study demonstrates activity of HIF-2α inhibition
with belzutifan against renal cell and non-renal cell carcinomas associated with VHL disease. Side effects are common

A Call to Action for
Physicians: Become
Informed and Empowered,
and Begin to Heal Thyself
By Stephen J. Thomas
This article has been updated to include the following Correction:
The February Kidney News article “A Call to Action for Physicians: Become Informed and Empowered, and Begin to Heal Thyself ” includes the statement, “The
RUC [American Medical Association (AMA) Relative Value Update Committee]
is a group of 32 physicians and other health care professionals who advise CMS
[Centers for Medicare & Medicaid Services] on how to value various medical services. The advice of the RUC is nearly always accepted by CMS, yet nephrology is
not currently represented on the committee.”
In reality, nephrology has access to the RUC, because the Renal Physicians Association (RPA) is a member of the AMA House of Delegates (1), and Adam J.
Weinstein, MD, was elected to one of the two 2-year internal medicine rotating
seats of the RUC at its January 12–15, 2022, meeting. Kidney News congratulates
Dr. Weinstein, who serves as Chief Medical Information Officer for DaVita, on his
recent appointment and apologizes for the oversight.
Additionally, RPA’s Health Care Payment Committee maintains a liaison with
the AMA Current Procedural Terminology (CPT) advisory panel (2), which is
another way the nephrology community can influence the RUC.
References
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an you recall a more trying time for physicians? Burnout and moral
injury among physicians were on the uptick prior to the COVID-19
pandemic. Doctor shortages, the burden of exorbitant student loans,
longer work hours, worsening administrative requirements, and dysfunctional and disparate electronic medical records were all taking a professional,
and often personal, toll. Now, as we enter the third year of the pandemic, many
physicians are thoroughly exhausted and deflated, and they are digging deep to find
their resilience.
How did we arrive here? Clearly, the answer is complex and multi-factorial, and
not all of the challenges facing physicians were foreseeable or controllable—although many were and remain so. (Perhaps this is why doctors are adding “learned
helplessness” to the list of problems afflicting our community.) Thus, instead of
asking ourselves “How did we arrive here?” the more important question may be
“Why do we stay here?”
The answer begins with the understanding—or lack of understanding—of our
individual and collective values. What value does a physician bring to his or her
patients, profession, colleagues, and employer? What value does a specialty bring
to a health care system and the elusive goal of providing high-quality, affordable,
and well-coordinated medical care? Finally, how does physician value translate into
worth, as reflected in compensation, workload, call schedule, benefits, and other
terms of employment?
Nephrologists care for some of the sickest and most complex patients. They
work across multiple specialties to treat underlying medical problems, trying to
halt advancing kidney disease. They intensely manage the approximately 780,000
Americans who ultimately develop end stage kidney disease. They direct dialysis
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but generally low grade. Although acknowledging the study’s
limitations, the authors point out that randomized trials are
unlikely due to the lack of other non-surgical treatments for
VHL disease [Jonasch E, et al. Belzutifan for renal cell carcinoma in von Hippel–Lindau disease. N Engl J Med 2021;
385:2036–2046. doi: 10.1056/NEJMoa2103425].

units serving over half a million people and manage over a quarter of a million
people living with a kidney transplant. They make themselves available d ay and
night, addressing medical emergencies. Many in academia attempt to balance their
clinical activities with teaching and research responsibilities. Consequently, who
determines what these contributions are worth?
Thereupon enters the resource-based relative value scale (RBRVS): the physician
payment system used by the Centers for Medicare & Medicaid Services (CMS) and
other payers. The RBRVS system established relative value units (RVUs), which
determine physicians’ compensation for their services and the resources required to
provide them. The RVS is determined by the RVS Update Committee (RUC). The
RUC is a group of 32 physicians and other health care professionals who advise
CMS on how to value various medical services. The advice of the RUC is nearly
always accepted by CMS, yet nephrology is not currently represented on the committee.
Whether you are an employed nephrologist or in your own private practice, it is
unrealistic to think a Current Procedural Terminology (CPT) code, and associated
RVU, accurately reflects your value. Even if an RVU was cable of capturing the
complexity and effort associated with a single type of patient interaction, it cannot
capture the interaction’s downstream value. Almost every patient interaction results
in blood work, imaging studies, renal biopsies, or interventional radiology or surgical consultations for placement or creation of dialysis catheters, fistulas, or grafts.
How is this value captured?
US medicine and the industries that orbit it have a physician valuation problem, and the trickle-down effects are impacting the quality of care we deliver to
our patients.
How do we fix it? At Phairify, we believe solving the physician value dilemma
will be a long journey, and it is our mission to show you the correct azimuth.
First, we engage physicians to help them understand the problem and to appreciate
how inaction promulgates it. Second, we are encouraging doctors to come together
around a common purpose to create change. Third, we believe physicians can, and
should, assert control over generating accurate, timely, and specialty-specific value
information. Fourth, we offer a physician-first alternative to the current employeroriented and directed marketplace.
Phairify has innovated a digital platform designed to inform physicians of their
value and empower them to build their best careers. On Phairify’s platform, physicians anonymously and collectively share value information. The information
is timely, multi-dimensional, and filterable, enabling doctors to understand how
their current employment situation compares with peers. Empowered with this
information, physicians then use the platform to anonymously explore the job
marketplace and direct a fair balance between their value and worth.
It is time for physicians to decide if they will follow Albert Einstein’s famous
witticism, which suggests that by changing nothing, we can still hope for a different outcome. Or will we accept a call to action, define our own value, and begin to
level our professional playing field?
Stephen J. Thomas, MD, is an infectious diseases physician-scientist who treats adults at
SUNY Upstate Medical University in Syracuse, NY. He chairs a basic science department and directs a global health and translational sciences institute. Along with his
partners, Dr. Thomas co-founded Phairify.
Dr. Thomas’ entrepreneurial activities include CEO and co-founder of Cormac
Life Sciences, which services a disabled veteran-owned small business and provides
biomedical R&D consulting services, and co-founder and Director of Strategy for
Phairify, a SaaS startup and digital human resources platform. His consulting arrangements (2021−2022) include the following: Pfizer—vaccine advisory board,
compensated for time; Sanofi Pasteur—vaccine advisory board, compensated for
time; Merck—chair, dengue vaccine scientific advisory committee, compensated
for time; Takeda—dengue vaccine case adjudication committee and dengue vaccine
consultant, compensated for time; Clover Biopharma—COVID-19 vaccine case adjudication committee, compensated for time; Icosavax—COVID-19 and Zika vaccines data safety monitoring board, compensated for time; Moderna—chair, Zika
vaccine data safety monitoring board, compensated for time; PrimeVax—scientific
advisory board member, compensated for time with equity; and Island Pharmaceuticals—scientific advisory board member, no compensation to date.

