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Health disparities pervade a variety of health outcomes in the United States. Evidence
suggests the equality gap is not shrinking for many patient populations, including those of
differing age, race, ethnicity and gender. The most recent annual National Healthcare
Disparities Report found that there were no reductions in disparities in the aforementioned
populations for nearly half of 250 health care measures examined in the United States from
2002 to 2008; 40% of these measures disappointingly showed an increase in the disparity
gap (1).

In kidney transplantation, racial, ethnic and SES differences in risk factors for kidney
disease, the incidence of ESRD, access to kidney disease care, and health outcomes have
been well recognized. Minorities and those with lower SES are less likely to access multiple
steps of the transplant process, or to receive a living or deceased donor transplant; they also
have poor kidney transplant outcomes compared to white ESRD patients. Almost 25 years
ago, Kjellstrand et al. first reported race, age and gender disparities in access to kidney
transplantation, and called for nephrologists and transplant surgeons to “strive to correct the
existing imbalances among transplant recipients” (2). Decades later, we now have a wealth
of knowledge regarding causative factors that contribute to racial disparities in access to
kidney transplantation. The causes of these disparities are multi-factorial and multilevel, and
include SES factors, medical comorbidities, health literacy, cultural beliefs/values and social
networks, provider knowledge of transplantation and provider bias, and system-level factors
such as policies that result in delays in access or outcomes on the basis of race, ethnicity or
SES (3).

Healthy People 2000, 2010 and 2020 identified the elimination of health disparities as a
national priority, yet there have been few interventions that specifically measure and
demonstrate a reduction of the racial disparity gap among patients with kidney disease,
including ESRD (4). The recently released AHRQ report Quality Improvement Interventions
to Address Health Disparities reviewed the literature from 1983 to 2011 to identify
evidence-based quality improvement (QI) interventions designed to reduce disparities in
nine different patient populations, including ESRD (as well as asthma, cancer,
cardiovascular disease, cystic fibrosis, depression, diabetes, pneumonia and pregnancy) (5).
Of 791 papers that underwent full text review, only 14 studies met the inclusion criteria for
adequately describing a QI intervention and measuring a potential change in inequity of
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care. No study was identified that adequately addressed health disparities in the ESRD
population by demonstrating a reduction in health disparities as an endpoint.

What efforts have been made to address health disparities in access to kidney
transplantation? Certainly major structural changes to the healthcare system have been
suggested and implemented. National policy changes, such as the 2003 UNOS allocation
policy that eliminated points for HLA-B matching, reduced racial disparities in access to
deceased donor kidney transplantation by 23% (6). The proposed allocation change to
include time on dialysis in the calculation for kidney transplantation allocation is also
expected to decrease the disparity in transplant rates for minorities (7). There are numerous
important studies dedicated to improving transplant knowledge, education, access and donor
registration (8–10). However, studies of the effectiveness of these important interventions
must go one step farther and examine the intervention effect on disparities reduction. Does
the intervention improve access and outcomes for all races/ethnicities— and thus does not
reduce disparities overall—or does the intervention specifically improve outcomes for
racial/ethnic minorities compared to Caucasians and reduce the disparity gap? For an
intervention to be effective in disparities reduction, the intervention must be more effective
in the disadvantaged group compared to the advantaged group.

In an attempt to reduce health disparities among ESRD patients, the Centers for Medicare
and Medicaid Services ESRD Network 2013 Statement of Work now includes a requirement
to measure and reduce health disparities in all ESRD Network activities, including access to
kidney transplantation at the dialysis facility level. This is a unique opportunity for the
transplant community to work with ESRD Networks to develop QI interventions to directly
intervene on the underlying causes of health disparities and eliminate the remaining
disparities in kidney transplant access. In order to develop successful QI interventions, these
interventions must specifically measure disparity reduction as an outcome, and should use a
randomized design or other appropriate concurrent or historical controls. We as researchers
should involve community stakeholders, such as ESRD Networks, QI organizations or
patient advocacy groups, to ensure that we address the root causes of health disparities and
implement sustainable solutions on a health systems level. Academic research institutions
and funding institutions like the National Institutes of Minority Health and Health
Disparities and the Patient Centered Outcomes Research Institute, are now well situated to
engage communities in research through community-based participatory research methods.
The findings of the AHRQ report are sobering; they challenge the transplant community to
target our intervention efforts to measurably reduce the disparity gap, and to renew our
commitment to achieve the ultimate goal of eliminating health disparities in access to kidney
transplantation.
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