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“We don’t see things as they are, we see them as we
are,” Anais Nin (author, 1903–1977).

Advanced CKD is one of the starkest examples of
disparities in health conditions, with rates of ESRD for
racial/ethnic minorities ranging from 1.5 to 4.0 times
those of age-adjusted white counterparts, although
there are relatively similar rates for the early stages of
CKD (1). Despite the consistent findings of increased
ESRD among racial/ethnic minorities, the reasons for
these disparities remain elusive. Health research often
tries to identify an independent role of race/ethnicity
by controlling for factors, such as socioeconomic sta-
tus, education, health care utilization, and insurance,
and exploring potential polymorphisms of genes that
may influence the development and/or progression of
CKD (1,2). However, rarely do we reflect on what the
designation of race/ethnicity actually means beyond a
simple census marker. The concepts of race and more
recently, ethnicity are deeply integrated into the social
fabric of our society. Yet, they often mean different
things to different people, and the same person’s des-
ignation can change or have different implications in
different settings. Although both are now self-reported
in the census, in most health research, race differs from
ethnicity in that, historically, it is a designation im-
posed on people primarily on the basis of physical
characteristics and geographic origin (i.e., American,
European, Asian, and African) and stems from four
major categories proposed by Francis Bernier in 1684
(3). However, soon thereafter, these four race catego-
ries were further elaborated into a more socially con-
structed and hierarchal set of groupings by Carl
Linnaeus, the father of modern taxonomy. As outlined
in his treatise Systema Naturae, Linnaeus (4) ascribed
each racial category select personality traits, skills, and
abilities, providing a scientific foundation for racism
(5). The basic categories, however, differ little from
the major race groups designated by the US Office of
Management and Budget (OMB) (6).

In health research, we commonly use the OMB
racial/ethnic designations to categorize individuals
and conduct analyses to understand how race and/or
ethnicity influence health. Similar but somewhat dis-
tinct from race, ethnicity is defined by the OMB with
only two major categories (Hispanic/non-Hispanic),
with Hispanic referring to people who identify their or
their ancestors’ heritage, nationality, lineage, or coun-
try of birth before arriving in the United States as His-
panic, Latino, or Spanish, regardless of race (6). Of

course, the anthropologic and commonplace under-
standings of ethnicity involve many more categories
and ways of categorizing; yet, how best to define and
measure the ways that ethnic factors function socially in
the United States remains underexamined in the health
literature.
Most social science definitions of ethnicity describe

whatmightbe referred toasanattributionaldimension,
describing the sociocultural characteristics (e.g., shared
culture and way of life, diet, folkways, and religion) of
groups, but ethnicity is a much more complex social
construct that influences personal identity and group
social relations. Thus, Ford and Harawa (7) have
conceptualized a second relational dimension that
indexes a group’s location within a social hierarchy
(e.g., minority versus majority status). This approach
can be especially helpful for health researchers aiming
to understand how social stratification and social ex-
posures (i.e., risk factors such as discrimination that
derive from the social context) contribute to ethnic
health inequities (7). The institutionalized classifica-
tion of populations using racial/ethnic designations,
especially in health, has occurred with little awareness
that race and ethnicity do not represent biologic divi-
sions (2). Hence, identifying variation within racial/
ethnic groups and describing the specific relational as-
pects of the ethnic subgroups being compared help to
delineate our understanding of human variation but
further highlight the problematic foundation of racial
classifications themselves. In other words, research,
such as that by Ricardo et al. (8) in this issue of the
Clinical Journal of the American Society of Nephrology,
highlights the ways in which the variation within
broad ethnic groups can be as large or larger than
that observed between groups.
Although compared with non-Hispanic whites, His-

panics/Latinos in the United States experience lower
socioeconomic status and higher rates of health un-
insurance/underinsurance,most reports note that they
experience greater longevity. Commonly referred to as
the Hispanic Paradox (9), this seeming incongruence
has prompted a desire to better understand the attri-
butes of Hispanic/Latino ethnicity that lead to such
resilience. However, it is important to note the disease-
specific and ethnic subgroup–specific exceptions to this
overall pattern of lower mortality. Understanding this
for many Hispanics/Latinos also requires a transna-
tional perspective that takes into account the role of
risk factors in the sending and receiving countries of
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individuals and/or their ancestors (10). Not surprisingly,
givenHispanics/Latino’s socioeconomic and insurance status
and levels of access to health care in the United States, their
risk for negative sequelae from many clinical conditions is
increased, including for CKD.
The understanding of unique dimensions of ethnicity has

prompted additional investigation of its influence on health
through the design of specific cohort studies, such as the
Hispanic Health and Nutrition Examination Survey
(HHANES) (11). However, it has become clear that, despite
the insights gained from the HHANES-based analyses,
much is to be lost if we classify Hispanics/Latinos only
as a single ethnic group, because they vary tremendously
in terms of cultural influences according to national origin
and level of acculturation. Variations by national origin also
may be influenced by genetic ancestry and selection in dif-
ferent environments, circumstances, and patterns of migra-
tion to and settlement in the United States (12). To address
this issue, the Hispanic Community Health Study/Study of
Latinos (HCHS/SOL) cohort was designed to capture
Hispanics/Latinos of multiple national origins and varying
levels of acculturation (13). In this issue of the Clinical Journal
of the American Society of Nephrology, Ricardo et al. (8) exam-
ined the prevalence of CKD defined by a Chronic Kidney
Disease Epidemiology Collaboration eGFR (eGFRcreat-
cyst) ,60 ml/min per 1.73 m2 or albuminuria, among over
15,000 Hispanic/Latinos of Cuban, Dominican, Mexican,
Puerto Rican, Central American, and South American back-
grounds in the HCHS/SOL—groups whose average length
of time in the United States, immigration status, economic
status, reasons for migrating, typical migration experience,
and racial composition variedwidely. Ricardo et al. (8) found
an overall prevalence rate of 13.7%, similar to the overall
estimated CKD prevalence of 13.6% in the United States as
reported in the 2007–2012 National Health and Nutrition
Examination Survey (NHANES) (14). The prevalence varied
greatly across persons of different Hispanic/Latino back-
grounds, reinforcing the role of ethnic diversity on health
profiles of different Hispanic/Latino communities and high-
lighting how such information may be helpful for commu-
nity specific CKD prevention, early intervention strategies,
and public health messaging. Among the different Hispanic/
Latino groups within the HCHS/SOL, persons of South
American background in particular had a markedly lower
prevalence of CKD, whereas persons of Puerto Rican back-
ground and Hispanic other had the highest CKD prevalence
rates. Interestingly, the HCHS/SOL Hispanic/Latino
women had a lower prevalence of CKD than did the men,
which is the opposite of what was found in non-Hispanic
whites in NHANES (8). The transition from CKD to ESRD
was not formally assessed in this study, but is also known to
be multifactorial. A comparison of Hispanic/Latino partic-
ipants in the Chronic Renal Insufficiency Cohort (CRIC)
and Hispanic CRIC studies with non-Hispanic CRIC par-
ticipants found that Hispanics/Latinos with CKD suffered
disproportionately from lower socioeconomic status, higher
rates of diabetesmellitus, poor BP control, lower rates of treat-
ment with inhibitors of the renin-angiotensin system, and
more severe CKD, contributing to their increased likelihood
of developing ESRD compared with non-Hispanics (15).
Other than traditional clinical risk factors, place of birth

and acculturation may play important roles in the variation

of CKD prevalence rates among different Hispanic/Latino
groups. In this study, Ricardo et al. (8) found that birth in the
United States was associated with a two-fold adjusted risk
of eGFRcreat-cyst,60 ml/min per 1.73 m2, suggesting an
important likely role for adoption ofWestern lifestyle or loss
of resilience elements that are fortified in countries of origin.
Aspects of acculturation and related factors, such as literacy,
social support, health infrastructure of the country of origin,
differences in retention/loss of cultural practices (diet and
social/family structure), and/or migration-related trauma,
were not examined but have been reported by Lora et al. (16)
to vary between Hispanics/Latinos of different origins in
the United States, and they may contribute to differences in
CKD prevalence and progression. Also, select genetic pre-
dispositions may exist, especially in Hispanics/Latinos of
Puerto Rican, Dominican, and other Caribbean parental an-
cestry with nondiabetic ESRD who were reported to have
prevalence rates of two apo L, 1 (APOL1) risk alleles as high
as 20% (17). APOL1 is a strong predictor for kidney disease.
Given the proposed two-hit hypothesis, where theAPOL1 risk
alleles express CKD progression in the presence of another
inciting condition or event (18), the high rates of CKD risk
factors, suchasdiabetes andpoorBP control, couldprovide the
secondhit for at-riskHispanics/Latinos, contributing to their
nearly 50% higher incidence rate of ESRD compared with
non-Hispanics/Latinos (14). Ethnic differences in or suscep-
tibility to epigenetic changes are potential promising risk
markers that will need to be examined in the future (19).
These findings of substantial ethnic differences in CKD

prevalence reported by Ricardo et al. (8) are also consistent
with themarked variation in Hispanic/Latino dialysis mor-
tality risk. Frankenfeld et al. (20) noted a substantially lower
relative 2-year adjusted mortality risk for Mexican Ameri-
cans (0.79), Cuban Americans (0.79), and Hispanic others
(0.81) compared with non-Hispanics, whereas the mortality
risk for Puerto Ricans (1.03) was slightly higher. Thus, per-
sons of Puerto Rican background seem to have not only the
highest prevalence rates of CKD but also, unlike most other
Hispanic/Latino subgroups, an increased risk of mortality
on dialysis. Possible reasons for these differences, such as
higher rates of APOL1 risk alleles and differential rates of
acculturation,will be important to determine. However, it is
also important to keep inmind that Puerto Rican Americans
and many Caribbean Latinos are more likely than many
other Latino groups in the United States to be racially des-
ignatedasblackand therefore,maybemore likely to experience
specific types of racism.
A better understanding of the role of ethnicity in health

can provide important insights into the social and biologic
nuances that affect CKD prevalence, progression, and re-
sponse to treatment. Such information will be critical as we
move toward more precise approaches to medicine, which
for rare diseases, may stem from the finding a single gene
mutation or polymorphism as has been the casewith several
cancers (21). Complex conditions such as CKD/ESRD, how-
ever, will likely require the integration of genomic profiles
and other predictive analytic approaches with the broader
social, economic, historical, political, ethnic, cultural, and
community context within which a given person lives and
has lived (22). The report by Ricardo et al. (8) is a reminder to
the renal community of our need to better understand the
role of ethnicity in health and an important step forward as
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we explore the best ways to integrate multiple dimensions
of persons and communities to improve CKD outcomes (9).
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See related article, “Prevalence and Correlates of CKD in
Hispanics/Latinos in the United States,” on pages 1757–1766.
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