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K idney transplantation costs less than dialysis1 and is 
associated with improved survival and quality of life2 for 
patients with kidney failure. In Canada, systems for allo-

cating kidney transplants from deceased donors typically aim to 
maximize the utility of scarce donor organs, while maintaining 
equity and justice through fair access to transplantation. 
Patients reach the top of the list by accruing the most wait time, 
often many years. Certain groups of candidates, including chil-
dren, patients with highly sensitized immune systems and those 
with medical urgency get priority. We argue that patients living in 
rural or remote regions of Canada who must relocate out of their 
home community for treatment of kidney failure should also be 
given priority access to transplantation. 

Given the chronic organ shortage, almost all adults with kid-
ney failure in Canada will require dialysis at some point in their 
medical journey. Ideally, patients have access to all forms of 
dialy sis — in-centre hemodialysis (IHD), peritoneal dialysis and 
home hemodialysis — and choose the modality that best fits 
their goals and lifestyle. In reality, many patients’ choices are 
restricted based on where they live. Patients in rural and remote 
regions of Canada often do not have a local satellite dialysis unit 
providing IHD or, if such a facility exists, they may face a substan-
tial wait.3–5 Barriers to the use of home modalities include a lack 
of formal “assisted” dialysis programs and requirements for 
infrastructure, housing and water that are not satisfied in some 
communities, as well as patient preferences or beliefs.6 Further-
more, obstacles to pre-emptive kidney transplantation from 
 living donors, including personal cost and travel time related to 
evaluation, are exacerbated for patients and their potential 
donors who live outside of large urban centres.7 

Given these barriers, patients with kidney failure in remote 
regions of Canada must often relocate to cities for prolonged pe  r-
iods of time, sometimes indefinitely, to receive life-sustaining dial y-
sis.3 Relocation disrupts family structures, leads to job loss and 
financial stress, and poses a substantial threat to the overall well-
being of patients as they experience culture shock, isolation and 
loneliness.8 Indigenous Canadians are especially vulnerable to the 
harms of relocation given the added layers of historical and ongoing 

colonialism, systemic racism and jurisdictional complexities regard-
ing funding of health care off- versus on-reserve.5 Some patients 
with advanced chronic kidney disease choose not to pursue dialysis 
and instead die in their home communities, although the exact 
number is unknown because of the paucity of data regarding how 
many Canadians face relocation for dialysis every year.

Although kidney transplantation is considered the superior 
treatment option for people with kidney failure, patients can live 
many years without a transplant if they can access dialysis, an 
option not available to those with failure of other organs. Equit-
able allocation of deceased donor kidneys should therefore con-
sider access to dialysis, or lack thereof. This approach is defens-
ible based on the principle of distributive justice and the concept 
of fair equality of opportunity.9  With unequal access to dialysis, 
even equal access to transplants creates an overall inequitable 
system, deficient in fair equality of opportunity. Unless rural–
urban disparities in access to dialysis can be ameliorated, intro-
ducing geographical inequality in the allocation of donor kidneys 
promotes greater equity in the overall distribution of treatment 
options for kidney failure.9 

Kidney allocation schemas in Canada already consider factors 
outside of wait time to try to optimize outcomes after transplant 
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Key points
• People with kidney failure who live in rural and remote areas 

of Canada must often relocate for life-sustaining renal 
replacement therapy.

• Prioritizing the allocation of transplant kidneys from deceased 
donors to these patients could alleviate the substantial threat to 
health and well-being associated with relocation.

• Such prioritization is ethically defensible and consistent with 
equity, utility and distributive justice in the allocation of organs.

• Transplant prioritization does not obviate the need to address 
barriers to accessing all forms of dialysis and to promote 
screening and prevention programs, early nephrology care and 
living donor kidney transplantation for patients in rural and 
remote regions of Canada.
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across the system. Pediatric patients are given priority in the spirit 
of “fair innings” and for the extra health benefits that children 
gain from transplantation. Patients with medical urgency, such as 
those with no remaining vascular access, often receive overriding 
priority. Even the incorporation of human leukocyte antigen 
matching into allocation systems means that recipients with a 
better immunological match to the donor receive extra points to 
bump them up the queue. These situations are all examples of 
attempts to maximize the utility of the intervention, allocating 
kidneys to patients who may derive greater, longer or more 
immediate benefit from a kidney transplant. Prioritizing kidney 
transplantation for a patient who would be required to relocate to 
receive dialysis also maximizes utility, by allowing them to reap 
the benefits of staying home. Patients on hemodialysis in Alberta 
have previously reported they would be willing to give up 6 years 
of life to remain in their home communities with their current 
supports.4 Since transplantation is associated with a lower likeli-
hood of relocating than any modality of dialysis, it represents the 
best chance for patients to continue living a valued life in their 
home environment without having to sacrifice life years.10

We acknowledge that the practicalities of implementing our 
proposed framework may be challenging. Each Canadian juris-
diction will have to develop their own criteria, including the def-
inition of “rural and remote,” based on their ability to provide 
dialysis to the unique geographical catchment area that they 
serve. It will be important to have a consistent and transparent 
approach to prioritization that has considered questions related 
to competing scenarios, such as whether it is justifiable to priori-
tize a patient without an adequate water supply for home dial y-
sis, but to not prioritize a patient who prefers IHD and lives an 
inconvenient distance from their satellite unit. Patient and pro -
vider engagement, especially with Indigenous communities, will 
be critical in deciding how eligibility should be determined.

Prioritizing people living in rural and remote areas of Canada 
should not result in a substantial disadvantage to urban dwellers 
in terms of overall transplant wait times. The number of patients 
who will achieve prioritization on account of relocation is likely 
to be low, according to our assessment of unpublished program 
data, but the benefit to these select patients could be immense.

Awarding priority points toward transplantation will not 
replace the need for dialysis in rural and remote communities, as 
patients deemed ineligible for kidney transplantation will not 
benefit and it does nothing to address the barriers to accessing 
dialysis. Programs to facilitate the use of home modalities should 
be expanded,6 as should kidney disease screening and prevention 
programs.11 Health policy-makers should also seek to address dis-
parities in early nephrology care. Furthermore, efforts to promote 
and facilitate living donor kidney transplantation in Canada for 
people with kidney failure should be a top priority, with improved 
education and outreach in rural and remote areas.12 

The goal should be that fewer people in Canada progress to 
kidney failure. For those who do, however, health care systems 

should be able adapt to deliver equitable access to all forms of 
dialysis and transplantation, regardless of where patients live. 
Until then, the prioritization of patients living in rural and 
remote areas in Canada for deceased donor kidney transplanta-
tion is ethically defensible.
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