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INTRODUCTION 

Inequity in access to limited health resources, including donated 
kidneys is undeniable. The chances of receiving a kidney trans-
plant (KT) are deeply rooted in social determinants of health 
(SDOH) [1] or the conditions in the environments where people 
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Abstract 
Background: The longevity of transplanted kidney grafts is limited, and more than half of kidney transplant patients need repeat 
transplants during their lifetimes. However, inequity in access to repeat kidney transplants, especially that resulting from social deter-
minants of health, has not been studied. 
Methods: Using national data, this retrospective study analyzed kidney transplant recipients with failed kidney grafts (n=63,635) be-
tween October 1, 1987, and August 31, 2015, in the United States. 
Results: After controlling the clinical covariates (i.e., primary disease, panel reactive antibody), age, race, education level, insurance 
type, and job status significantly impacted access to the kidney transplant waiting list after kidney graft failure. Higher odds of wait-
ing-list access were evident among patients who were younger, White, and fully employed and who had private insurance and a col-
lege degree. A Cox proportional hazard model indicated that age, race, and insurance type impacted how long patients waited until 
being listed. Compared with patients younger than 71 years, those 71 years or older had a shorter duration until being wait-listed, 
with a hazard ratio (HR) of 1.84 (95% confidence interval [CI], 1.369–2.463; P<0.001). By contrast, Black patients waited longer to be 
wait-listed compared with White patients, with an HR of 0.75 (95% CI, 0.704–0.803; P<0.001). Moreover, of all insurance types, pa-
tients with public insurance (Medicare) experienced the longest duration to being re-listed. 
Conclusions: Efforts to alleviate the impact of social determinants of health should start earlier following the initial transplant. Im-
proving access to repeat kidney transplants will build transparency and trust in our transplant community, ultimately helping to 
achieve the best health outcomes. 
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are born, live, learn, work, play, worship, and age. For example, 
the reduced probabilities of getting KT are associated with mi-
noritized race [2], female sex [3], poverty [4], and low health 
literacy [1]. The longevity of transplanted kidneys is limited to a 
median of 11–19 years, depending on whether they receive the 
KT from a deceased or living donor; thus, given the relatively 

http://crossmark.crossref.org/dialog/?doi=10.15384/kjhp.2024.00045&domain=pdf&date_stamp=2024-06-30


young ages (30–50 years old) of KT recipients at the time of the 
first KT surgery, the majority outlive their kidney grafts [5]. 

Although repeat KT is associated with superior survival ben-
efits compared with returning to dialysis therapy [6], inequities 
persist in access to repeat KT among patients who have not yet 
experienced kidney graft failure [7]. Patients who experience 
graft failure and return to dialysis are predominantly managed 
by local nephrology groups, leading to reduced comprehensive 
follow-up from transplant programs, and data regarding their 
equitable access to transplant waitlists is limited. Our study an-
alyzed data from the national transplant registry to investigate 
the influence of SDOH on access to repeat KT subsequent to 
the loss of a transplanted kidney. 

METHODS 

Design and sample 
This retrospective and observational study used data from the 
Scientific Registry of Transplant Recipients (SRTR). The SRTR 
data system includes data on all donors, wait-listed candidates, 
and transplant recipients in the US submitted by members of 
the Organ Procurement and Transplantation Network (OPTN). 
The Health Resources and Services Administration of the US 
Department of Health and Human Services oversees the activi-
ties of the OPTN and SRTR contractors. 

The analyzed data included kidney-only transplant patients 
(n=63,635) who were at least 18 years old and underwent a 
deceased- or living-donor KT between October 1, 1987, and 
August 31, 2015 (Fig. 1). We excluded transplant recipients 
who also received other organs, such as a liver, lung, or heart, 
because their transplant priority was based on the severity and 
acuity of clinical conditions. Moreover, to focus on KTs only, 
we excluded simultaneous KT and pancreas transplant patients. 
We also excluded those who died after the first KT and did not 
receive a repeat KT. 

Measures and analyses 
The independent variables of this study were the patients’ clini-
cal characteristics (primary cause of graft failure, panel reactive 
antibody [PRA]) of the KT recipients and variables related to 
SDOH: age, sex, race/ethnicity, employment status, education-
al attainment, and primary health insurance coverage. The 
outcomes of this study were (1) access to repeat kidney trans-
plantation, determined by the presence of a re-listed date in the 
dataset, and (2) the duration between kidney graft failure and 

Kidney transplant recipients 
in the United States  

(Oct 1, 1987–Aug 31, 2015)
n=382,371

Kidney transplant recipients 
n=320,112

Kidney-only transplant 
recipients  
n=303,295

Patients with failed  
kidney grafts  

n=63,635

Patients who 
were relisted 

n=32,052

Patients who 
were not listed

n=31,583

Exclusion of patients listed  
when age <18

n=62,259

Exclusion of patients with 
multiple organ transplants 

n=16,817

Exclusion of patients with 
functioning grafts or those 

who died after the 1st kidney 
transplantation 

n=239,660

Fig. 1. Flow diagram for study eligibility.

being added to the waiting list for a repeat KT (re-listing). 
All variables were described as counts and proportions with 

cross-tabulation. Continuous variables were reported with the 
median and interquartile range (IQR) and categorized into clin-
ically relevant strata by generating another variable to organize 
and summarize the clinical characteristics of the study subjects. 
Logistic regression analysis was used to estimate the effect of 
individual predictors on access to the waiting list after kidney 
graft failure. The Kaplan-Meier method and log-rank test were 
used to examine, according to the risk factors, the statistical 
significance of the differences in the recipients’ time until 
re-listing after graft loss. Multivariate Cox proportional hazard 
regression was used to estimate the proportional hazards of the 
time to re-listing associated with the SDOH. All analyses were 
performed using R Statistical Software [8]. 
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The data reported here were supplied by the Hennepin 
Healthcare Research Institute as the contractor for the SRTR. 
The interpretation and reporting of these data are the responsi-
bility of the author(s) and should in no way be seen as an offi-
cial policy of or interpretation by the SRTR or the US Govern-
ment. In light of its use of secondary data, this study was subject 
to Institutional Review Board exemption of Rush University.  

RESULTS

Baseline characteristics 
From October 1, 1987, until August 18, 2015, a total of 63,635 
patients experienced failed transplanted kidneys (Table 1). 
Among those with failed kidney grafts, 32,052 (50.4%) were 
wait-listed for repeat KT, of whom 7,162 were pre-emptively 
wait-listed and 24,890 were wait-listed after kidney graft failure. 

Table 1 presents the demographic and clinical characteristics 
of the patients and the adjusted odd ratios for the likelihood of 
being wait-listed according to the patient characteristics. For 
those who were re-listed, the median age at the time of kidney 
graft failure was 45 years (IQR=36–55 years). By contrast, those 
who were not re-listed had a median age of 55 years (IQR=44–64 
years). The median duration of kidney graft survival was 1,282 
days for patients who were not re-listed (IQR=342–2,579 days) 
and 1,295.5 days for re-listed patients (IQR=270–2,590 days). 

The groups had similar proportions of female patients (40.5% 
[re-listed] vs. 40.7% [non-listed]). The majority of patients in 
both groups were White (48.9% [re-listed] vs. 48.3% [non-list-
ed]) or Black (35.1% [re-listed] vs. 36.8% [non-listed]). The 
highest education level attained was a high school degree for 
approximately half of the participants (47.7% [re-listed] vs. 
53.5% [non-listed]). For those who were re-listed, 9,063 patients 
(42.6%) were full-time employees, whereas 5,673 (28.7%) of 
those who were not re-listed were working full-time. Medicare 
was the most common insurance type for both groups (54.5% 
[re-listed] vs. 66.9% [non-listed]), followed by private insurance 
(38.4% vs. 26.0%). 

For those who were re-listed, hypertension was the most 
prevalent primary cause of kidney failure, followed by diabe-
tes. Diabetes was the most common cause of kidney failure for 
those who were not re-listed. Peak PRA was greater than 80% 
for 2,238 re-listed patients and 1,962 patients who were not 
re-listed. 

Impacts of social determinants of health on access to 
the waitlist 
After controlling the clinical covariates (i.e., primary disease, 
PRA), age, race, education level, insurance type, and job status 
significantly impacted access to the KT waiting list after kidney 
graft failure. The plots in Fig. 2 indicate how the SDOH vari-
ables affected access to the waiting list. Higher odds of wait-
ing-list access were evident among patients who were younger, 
White, employed full-time, and had private insurance and a 
college degree. This model fits the data well, as proven by the 
Hosmer-Lemeshow goodness-of-fit test and chi-squared test 
(2.572, degree of freedom=8, P=0.958). 

The multivariate Cox proportional hazard model indicated 
that age, race, and insurance type impacted the duration until 
being re-listed (Fig. 3). For example, patients at least 71 years 
old experienced a relatively short duration until being wait-list-
ed compared with those younger than 71 years, with a hazard 
ratio (HR) of 1.84 (95% CI, 1.369–2.463; P<0.001). Black pa-
tients also waited longer to be wait-listed compared with White 
patients with an HR of 0.75 (95% CI, 0.704–0.803; P<0.001). 
Moreover, compared with all other insurance types, the patients 
with Medicare waited the longest to be wait-listed (95% CI, 
0.758–0.982; P<0.001). 

DISCUSSION 

Our findings show that patients with certain characteristics cor-
responding to SDOH—advanced age, minoritized race, lower 
education level, unemployed status, and public insurance—had 
limited access to repeat KT. Notably, the duration until being 
wait-listed was prolonged for Black patients. One interesting 
finding of our study is that the duration until being wait-listed 
was relatively shorter for the older group, although their odds of 
being wait-listed were low. When an older patient is deemed a 
candidate for repeat KT, the transplant program likely expedites 
the work-up process before the patient becomes older and ex-
periences frailty.  

Equitable access to KT is an ultimate goal in the transplant 
community [9], and SDOH are known barriers to KT access. 
For example, gender and race/ethnicity are the most well-
known factors associated with limited access to KT [10,11]. 
Compared with White patients, Black patients tend to expe-
rience lower referral rates [3,12], more incomplete transplant 
evaluations [13-15], and a prolonged evaluation process [16] 
and are therefore less likely to undergo KT. Black families are 
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Table 1. Proportion of patients with graft failure and adjusted odds for being relisted for kidney transplantation 

Demographic/clinical information
KT

Adjusted OR (95% CI)
Re-listed (n=32,052) Not-listed (n=31,583)

Age at transplant (yr) 40 (31–50) 50 (40–59)
Age at KT failure (yr) 45 (36–55) 55 (44–64)
  18–30 4,178 (13.0) 1,671 (5.3) Reference
  31–40 7,591 (23.7) 3,966 (12.6) 0.793* (0.666–0.943)
  41–50 8,721 (27.2) 6,462 (20.5) 0.514* (0.435–0.608)
  51–60 7,464 (23.3) 8.493 (26.9) 0.343* (0.290–0.406)
  61–70 3,607 (11.3) 7,771 (24.6) 0.159* (0.132–0.190)
  >70 491 (1.5) 3,220 (10.2) 0.049* (0.038–0.065)
Female sex 12,979 (40.5) 12,846 (40.7) Not included
Race/ethnicity
  White 15,673 (48.9) 15,257 (48.3) Reference
  Black 11,259 (35.1) 11,623 (36.8) 1.039 (0.951–1.137)
  Hispanic/Latino 3,442 (10.7) 3,155 (10.0) 1.314* (1.147–1.506)
  Asian 1,315 (4.1) 993 (3.1) 1.657 (1.314–2.090)
  Other 363 (1.1) 552 (1.7) 0.723* (0.529–0.988)
Kidney graft survival (day) 1,295.5 (270–2,590) 1,282 (342–2,579)
Primary causes of renal failure n=17,536 n=18,985
  Congenital, familial, metabolic 355 (2.0) 223 (1.2) Reference
  Glomerular disease 5,472 (31.2) 3,429 (18.1) 1.221 (0.914–1.630)
  Diabetes 3,465 (19.8) 6,789 (35.8) 0.527* (0.393–0.705)
  Polycystic kidney disease 1,669 (9.5) 1,332 (7.0) 1.351 (0.993–1.840)
  Hypertensive nephrosclerosis 4,043 (23.1) 4,733 (24.9) 0.865 (0.644–1.162)
  Renovascular diseases 1,445 (8.2) 1,560 (8.2) 0.949 (0.697–1.292)
  Tubular/interstitial diseases 998 (5.7) 822 (4.3) 1.044 (0.758–1.439)
  Neoplasms 44 (0.3) 65 (0.3) 0.740 (0.357–1.533)
  Others 45 (0.3) 32 (0.2) 1.288 (0.504–3.291)
Education n=16,507 n=17,253
  None 92 (0.6) 132 (0.8) Reference
  Grade school 734 (4.4) 1,266 (7.3) 0.941 (0.556–1.593)
  High school 7,872 (47.7) 9,222 (53.5) 1.103 (0.664–1.832)
  Attended college/technical school 4,496 (27.2) 3,900 (22.6) 1.417 (0.850, 2.406)
  Associate/bachelor degree 2,459 (14.9) 1,976 (11.5) 1.435 (0.855–2.406)
  Post-college graduate degree 854 (5.2) 757 (4.4) 1.733* (1.012–2.969)
Employed n=21,288 n=19,798
  Unemployed 7,967 (37.4) 8,730 (44.1) References
  Retired 546 (25.6) 1,739 (8.8) 1.030 (0.879–1.208)
  Part-time 3,712 (17.4) 3,656 (18.5) 1.124 (0.976–1.294)
  Full-time 9,063 (42.6) 5,673 (28.7) 1.470* (1.345–1.607)
Insurance n=22,347 n=23,084
  Medicaid 1,241 (5.6) 1,300(5.6) Reference
  Private 8,579 (38.4) 5,998 (26.0) 1.692* (1.402–2.041)
  Medicare 12,174 (54.5) 15,449 (66.9) 1.072 (0.898–1.280)
  Other 353 (1.6) 337 (1.5) 1.215 (0.853–1.730)
Peak PRA (%) n=31,191 n=31,617
  0–20 24,245 (77.7) 25,045 (79.2) Reference
  21–80 4,708 (15.1) 4,610 (14.6) 1.039 (0.926–1.166)
  >80 2,238 (7.2) 1,962 (6.2) 0.746* (0.632–0.880)

Valures are presented as median (interquartile range) or nimber (%). The sum of the percentages does not equal 100% because of rounding.
CI, confidence interval; KT, kidney transplant; OR, odds ratio; PRA, panel reactive antibody.
*Asterisk indicates a statistically significant (P<0.05).
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Fig. 2. Effects of social determinants of health on access to repeat kidney transplantation. GED, general educational development.
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Fig. 3. The proportional hazards of the time to re-listing associated with the social determinants of health. Asterisk indicates a 
statistically significant (*P<0.05, ***P<0.001).

also less likely to be invited to discuss organ donation com-
pared with White families [17]. Moreover, White candidates are 
pre-emptively listed for KT more often than candidates of other 
race/ethnicity groups [18], and it takes longer for Hispanic pa-
tients to be placed on the waiting list [19]. One study found that 

individuals with kidney failure in other race/ethnicity groups, 
such as American Indian/Alaska Native individuals and Pa-
cific Islanders, had lower deceased-donor KT rates compared 
with White and Asian individuals [20]. Geriatric patients with 
kidney failure are less likely to have discussions with health-
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care providers about KT as a potential treatment option [21]. 
Low health literacy has also shown a correlation with limited 
access to KT from any donor type [22], and employment status 
is strongly associated with KT access, with unemployed and 
partially employed patients at a disadvantage [6]. Furthermore, 
patients insured with Medicaid have shown a lower probability 
of receiving a living-donor KT and a higher probability of being 
removed from the waiting list compared with privately insured 
patients [23]. Studies have also shown that patients with higher 
socioeconomic status had better access to organ transplants 
than those with the lowest socioeconomic status [24,25]. 

Transplanted kidneys are not long-lasting. In contrast to the 
excellent short-term survival outcomes of transplanted kidneys, 
the long-term survival outcomes are disappointingly poor. One 
out of every five KT patients either returns to dialysis or under-
goes a repeat KT [5]. Fortunately, repeat KTs have been shown 
to increase the survival rate compared with returning to dialysis 
after kidney graft failure [26] and more than half of patients 
who lose a kidney graft are eventually wait-listed for repeat KT 
[7]. 

As our study shows, there are several potential explanations 
for persistent inequity in access to repeat KT. Given the rel-
atively high risk of rejection [27] and severe infection [28], 
transplant centers may implement more conservative candidate 
screening after the first KT. After the first KT, patients may have 
increased social needs that may be unmet due to unemploy-
ment resulting from health conditions, loss of insurance, and 
financial burdens. 

Our study suggests that after KT, patients should be consis-
tently educated on the realistic long-term outcomes of trans-
planted kidneys so they can be wait-listed before kidney graft 
failure and before reaching a more advanced age. Our study 
highlighted the impact of several SDOH, such as sex, race/eth-
nicity, employment status, educational attainment, and access 
to health insurance, many of which are beyond an individual’s 
direct control. Consequently, we highly recommend that the 
transplant community adopt a systematic approach to mitigat-
ing the impacts of SDOH throughout the progression of kidney 
disease. For example, transplant programs designed specifi-
cally for African American, Latino, or Asian populations can 
cultivate trust and engagement within minority racial/ethnic 
groups and offer support to help non–English-speaking patients 
overcome language barriers. Tailored educational materials that 
address the complexities of the transplant process can enhance 
understanding of the benefits and risks associated with trans-

plant surgeries among patients with limited health literacy, en-
abling such patients to make informed decisions. Additionally, 
the provision of social support and resources by health care pro-
fessionals, such as social workers, can assist patients in securing 
employment and navigating complex health insurance policies, 
ensuring that patients have access to adequate insurance cover-
age. 

Our study has notable limitations. Given its retrospective na-
ture, we cannot show the causal effects of SDOH on waiting list 
access. The currently available dataset for the organ transplant 
community provides very limited information about SDOH. 
For example, our data lacked information on birthplace, zip 
code, marital status, family support system, poverty and in-
come level, health literacy, food security, job security, access to 
healthcare, distance to a transplant center, and neighborhood 
segregation. When cleaning the dataset, we did not differentiate 
candidates for living-donor KT from those for deceased-donor 
KT. However, some transplant recipients may have undergone a 
living-donor KT without ever joining the waiting list.  

To our knowledge, and despite these limitations, this study is 
the first to examine the impacts of SDOH on access to the wait-
ing list for repeat KT and the duration until wait-listing after 
kidney graft failure. For patients with advanced chronic kidney 
diseases and kidney failure, KT is the optimal alternative to 
dialysis therapy, affording patients a return to normalcy and an 
improved quality of life [29,30]. However, donated kidneys are a 
scarce health resource and are ultimately not available to all kid-
ney failure patients, especially those with unmet social needs. 
Improving access to kidney transplantation will build trust and 
transparency in our transplant community and help to achieve 
the best health outcomes. 

ORCID 

Jongwon YOO, https://orcid.org/0000-0002-4085-4305 

AUTHOR CONTRIBUTIONS 

Dr. Jongwon YOO had full access to all of the data in the study 
and takes responsibility for the integrity of the data and the 
accuracy of the data analysis. Author reviewed this manuscript 
and agreed to individual contributions. 

Conceptualization, Data curation, Formal analysis, Investiga-
tion, Methodology, Resources, Software, Validation, Visualiza-
tion, Writing–original draft, Writing–review & editing: JY. 



CONFLICTS OF INTEREST 

No existing or potential conflict of interest relevant to this arti-
cle was reported. 

FUNDING 

None. 

DATA AVAILABILITY 

The data presented in this study are available upon reasonable 
request from the corresponding author. 

REFERENCES 

1. Chan NW, Moya-Mendez M, Henson JB, Zaribafzadeh H, Sen-
dak MP, Bhavsar NA, et al. Social determinants of health data 
in solid organ transplantation: national data sources and future 
directions. Am J Transplant 2022;22(10):2293-301. 

2. Buford J, Retzloff S, Wilk AS, McPherson L, Harding JL, Pastan 
SO, et al. Race, age, and kidney transplant waitlisting among 
patients receiving incident dialysis in the United States. Kidney 
Med 2023;5(10):100706. 

3. Gander JC, Zhang X, Plantinga L, Paul S, Basu M, Pastan SO, et 
al. Racial disparities in preemptive referral for kidney transplan-
tation in Georgia. Clin Transplant 2018;32(9):e13380. 

4. Patzer RE, Amaral S, Wasse H, Volkova N, Kleinbaum D, Mc-
Clellan WM. Neighborhood poverty and racial disparities in 
kidney transplant waitlisting. J Am Soc Nephrol 2009;20(6): 
1333-40. 

5. Poggio ED, Augustine JJ, Arrigain S, Brennan DC, Schold JD. 
Long-term kidney transplant graft survival-Making progress 
when most needed. Am J Transplant 2021;21(8):2824-32. 

6. Sandal S, Ahn JB, Chen Y, Massie AB, Clark-Cutaia MN, Wu W, 
et al. Trends in the survival benefit of repeat kidney transplanta-
tion over the past 3 decades. Am J Transplant 2023;23(5):666-72. 

7. Schold JD, Augustine JJ, Huml AM, O’Toole J, Sedor JR, Poggio 
ED. Modest rates and wide variation in timely access to repeat 
kidney transplantation in the United States. Am J Transplant 
2020;20(3):769-78. 

8. R Core Team. R: A language and environment for statistical 
computing [Internet]. R Foundation for Statistical Computing; 
2023 [cited Mar 18, 2024]. Available from: https://www.R-proj-
ect.org/ 

9. National Academies of Sciences, Engineering, and Medicine. 
Realizing the promise of equity in the organ transplantation sys-
tem [Internet]. The National Academies Press; 2022 [cited Mar 
18, 2024]. Available from: https://doi.org/10.17226/26364 

10. Park C, Jones MM, Kaplan S, Koller FL, Wilder JM, Boulware 
LE, et al. A scoping review of inequities in access to organ trans-
plant in the United States. Int J Equity Health 2022;21(1):22. 

11. Segev DL, Kucirka LM, Oberai PC, Parekh RS, Boulware LE, 
Powe NR, et al. Age and comorbidities are effect modifiers of 
gender disparities in renal transplantation. J Am Soc Nephrol 
2009;20(3):621-8. 

12. Epstein AM, Ayanian JZ, Keogh JH, Noonan SJ, Armistead N, 
Cleary PD, et al. Racial disparities in access to renal transplan-
tation: clinically appropriate or due to underuse or overuse? N 
Engl J Med 2000;343(21):1537-44.  

13. Monson RS, Kemerley P, Walczak D, Benedetti E, Oberholzer 
J, Danielson KK. Disparities in completion rates of the medical 
prerenal transplant evaluation by race or ethnicity and gender. 
Transplantation 2015;99(1):236-42.  

14. Waterman AD, Peipert JD, Hyland SS, McCabe MS, Schenk EA, 
Liu J. Modifiable patient characteristics and racial disparities in 
evaluation completion and living donor transplant. Clin J Am 
Soc Nephrol 2013;8(6):995-1002.  

15. Weng FL, Joffe MM, Feldman HI, Mange KC. Rates of comple-
tion of the medical evaluation for renal transplantation. Am J 
Kidney Dis 2005;46(4):734-45. 

16. Patzer RE, Perryman JP, Schrager JD, Pastan S, Amaral S, 
Gazmararian JA, et al. The role of race and poverty on steps to 
kidney transplantation in the Southeastern United States. Am J 
Transplant 2012;12(2):358-68. 

17. Siminoff LA, Lawrence RH, Arnold RM. Comparison of black 
and white families’ experiences and perceptions regarding organ 
donation requests. Crit Care Med 2003;31(1):146-51. 

18. Nissaisorakarn P, Xiao H, Doshi MD, Singh N, Lentine KL, Ro-
sas SE. Eliminating racial disparities in kidney transplantation. 
Clin Transplant 2021;35(8):e14397. 

19. Joshi S, Gaynor JJ, Bayers S, Guerra G, Eldefrawy A, Chediak Z, 
et al. Disparities among Blacks, Hispanics, and Whites in time 
from starting dialysis to kidney transplant waitlisting. Trans-
plantation 2013;95(2):309-18. 

20. Hall YN, Choi AI, Xu P, O’Hare AM, Chertow GM. Racial ethnic 
differences in rates and determinants of deceased donor kidney 
transplantation. J Am Soc Nephrol 2011;22(4):743-51. 

21. Salter ML, McAdams-Demarco MA, Law A, Kamil RJ, Meoni 
LA, Jaar BG, et al. Age and sex disparities in discussions about 

90 https://doi.org/10.15384/kjhp.2024.00045

Jongwon YOO  Social Determinants of Health

https://doi.org/10.1111/ajt.17096
https://doi.org/10.1111/ajt.17096
https://doi.org/10.1111/ajt.17096
https://doi.org/10.1111/ajt.17096
https://doi.org/10.1016/j.xkme.2023.100706
https://doi.org/10.1016/j.xkme.2023.100706
https://doi.org/10.1016/j.xkme.2023.100706
https://doi.org/10.1016/j.xkme.2023.100706
https://doi.org/10.1111/ctr.13380
https://doi.org/10.1111/ctr.13380
https://doi.org/10.1681/asn.2008030335
https://doi.org/10.1681/asn.2008030335
https://doi.org/10.1681/asn.2008030335
https://doi.org/10.1681/asn.2008030335
https://doi.org/10.1111/ajt.16463
https://doi.org/10.1111/ajt.16463
https://doi.org/10.1111/ajt.16463
https://doi.org/10.1016/j.ajt.2023.01.008
https://doi.org/10.1016/j.ajt.2023.01.008
https://doi.org/10.1016/j.ajt.2023.01.008
https://doi.org/10.1111/ajt.15646
https://doi.org/10.1111/ajt.15646
https://doi.org/10.1111/ajt.15646
https://doi.org/10.1111/ajt.15646
https://www.R-project.org/
https://www.R-project.org/
https://doi.org/10.17226/26364
https://doi.org/10.17226/26364
https://doi.org/10.17226/26364
https://doi.org/10.1186/s12939-021-01616-x
https://doi.org/10.1186/s12939-021-01616-x
https://doi.org/10.1186/s12939-021-01616-x
https://doi.org/10.1681/asn.2008060591
https://doi.org/10.1681/asn.2008060591
https://doi.org/10.1681/asn.2008060591
https://doi.org/10.1681/asn.2008060591
https://doi.org/10.1056/nejm200011233432106
https://doi.org/10.1056/nejm200011233432106
https://doi.org/10.1056/nejm200011233432106
https://doi.org/10.1056/nejm200011233432106
https://doi.org/10.1097/tp.0000000000000271
https://doi.org/10.1097/tp.0000000000000271
https://doi.org/10.1097/tp.0000000000000271
https://doi.org/10.1097/tp.0000000000000271
https://doi.org/10.2215/cjn.08880812
https://doi.org/10.2215/cjn.08880812
https://doi.org/10.2215/cjn.08880812
https://doi.org/10.2215/cjn.08880812
https://doi.org/10.1053/j.ajkd.2005.06.011
https://doi.org/10.1053/j.ajkd.2005.06.011
https://doi.org/10.1111/j.1600-6143.2011.03927.x
https://doi.org/10.1111/j.1600-6143.2011.03927.x
https://doi.org/10.1111/j.1600-6143.2011.03927.x
https://doi.org/10.1111/j.1600-6143.2011.03927.x
https://doi.org/10.1097/00003246-200301000-00023
https://doi.org/10.1097/00003246-200301000-00023
https://doi.org/10.1097/00003246-200301000-00023
https://doi.org/10.1111/ctr.14397
https://doi.org/10.1111/ctr.14397
https://doi.org/10.1111/ctr.14397
https://doi.org/10.1097/tp.0b013e31827191d4
https://doi.org/10.1097/tp.0b013e31827191d4
https://doi.org/10.1097/tp.0b013e31827191d4
https://doi.org/10.1097/tp.0b013e31827191d4
https://doi.org/10.1681/asn.2010080819
https://doi.org/10.1681/asn.2010080819
https://doi.org/10.1681/asn.2010080819
https://doi.org/10.1111/jgs.12801
https://doi.org/10.1111/jgs.12801


kidney transplantation in adults undergoing dialysis. J Am Geri-
atr Soc 2014;62(5):843-9. 

22. Taylor DM, Bradley JA, Bradley C, Draper H, Dudley C, Fogarty 
D, et al. Limited health literacy is associated with reduced access 
to kidney transplantation. Kidney Int 2019;95(5):1244-52. 

23. Morenz A, Perkins J, Dick A, Young B, Ng YH. Reexamining 
the impact of insurance type on kidney transplant waitlist status 
and posttransplantation outcomes in the United States after 
implementation of the affordable care act. Transplant Direct 
2023;9(2):e1442. 

24. Axelrod DA, Dzebisashvili N, Schnitzler MA, Salvalaggio PR, 
Segev DL, Gentry SE, et al. The interplay of socioeconomic 
status, distance to center, and interdonor service area travel on 
kidney transplant access and outcomes. Clin J Am Soc Nephrol 
2010;5(12):2276-88. 

25. Killian AC, Shelton B, MacLennan P, McLeod MC, Carter A, 
Reed R, et al. Evaluation of community-level vulnerability and 
racial disparities in living donor kidney transplant. JAMA Surg 
2021;156(12):1120-9. 

26. Rao PS, Schaubel DE, Wei G, Fenton SS. Evaluating the surviv-
al benefit of kidney retransplantation. Transplantation 2006; 
82(5):669-74. 

27. Heaphy EL, Poggio ED, Flechner SM, Goldfarb DA, Askar M, 
Fatica R, et al. Risk factors for retransplant kidney recipients: 
relisting and outcomes from patients’ primary transplant. Am J 
Transplant 2014;14(6):1356-67. 

28. Schwarz A, Schäfer F, Framke T, Linnenweber-Held S, Richter 
N, Haller H. Risk factors influencing the outcomes of kidney 
re-transplantation. Ann Transplant 2021;26:e928922. 

29. Kostro JZ, Hellmann A, Kobiela J, Skóra I, Lichodziejews-
ka-Niemierko M, Dębska-Ślizień A, et al. Quality of life after 
kidney transplantation: a prospective study. Transplant Proc 
2016;48(1):50-4. 

30. Tucker EL, Smith AR, Daskin MS, Schapiro H, Cottrell SM, 
Gendron ES, et al. Life and expectations post-kidney trans-
plant: a qualitative analysis of patient responses. BMC Nephrol 
2019;20(1):175.  

Korean J Health Promot 2024;24(2):83-91

91https://doi.org/10.15384/kjhp.2024.00045

https://doi.org/10.1111/jgs.12801
https://doi.org/10.1111/jgs.12801
https://doi.org/10.1016/j.kint.2018.12.021
https://doi.org/10.1016/j.kint.2018.12.021
https://doi.org/10.1016/j.kint.2018.12.021
https://doi.org/10.1097/txd.0000000000001442
https://doi.org/10.1097/txd.0000000000001442
https://doi.org/10.1097/txd.0000000000001442
https://doi.org/10.1097/txd.0000000000001442
https://doi.org/10.2215/cjn.04940610
https://doi.org/10.2215/cjn.04940610
https://doi.org/10.2215/cjn.04940610
https://doi.org/10.2215/cjn.04940610
https://doi.org/10.1001/jamasurg.2021.4410
https://doi.org/10.1001/jamasurg.2021.4410
https://doi.org/10.1001/jamasurg.2021.4410
https://doi.org/10.1001/jamasurg.2021.4410
https://doi.org/10.1097/01.tp.0000235434.13327.11
https://doi.org/10.1097/01.tp.0000235434.13327.11
https://doi.org/10.1097/01.tp.0000235434.13327.11
https://doi.org/10.1111/ajt.12690
https://doi.org/10.1111/ajt.12690
https://doi.org/10.1111/ajt.12690
https://doi.org/10.1111/ajt.12690
https://doi.org/10.12659/aot.928922
https://doi.org/10.12659/aot.928922
https://doi.org/10.12659/aot.928922
https://doi.org/10.1016/j.transproceed.2015.10.058
https://doi.org/10.1016/j.transproceed.2015.10.058
https://doi.org/10.1016/j.transproceed.2015.10.058
https://doi.org/10.1186/s12882-019-1368-0
https://doi.org/10.1186/s12882-019-1368-0
https://doi.org/10.1186/s12882-019-1368-0
https://doi.org/10.1186/s12882-019-1368-0

	INTRODUCTION
	METHODS
	Design and sample  
	Measures and analyses  

	RESULTS
	Baseline characteristics  
	Impacts of social determinants of health on access to the waitlist 

	DISCUSSION
	ORCID
	AUTHOR CONTRIBUTIONS  
	CONFLICTS OF INTEREST  
	FUNDING
	DATA AVAILABILITY  
	REFERENCES

