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Abstract: Background: Chronic Kidney Disease (CKD) is a complex health condition that interacts
significantly with socioeconomic determinants, particularly income status and education. This study
developed a simple indicator of socioeconomic status (SES), which is composed of income status
and education in CKD patients, and evaluated its impact on health outcomes in this population.
Methods: This study was conducted on 561 CKD patients, stages 2–5. The composite SES score was
developed by combining the regression coefficients of income and education as predictors of the study
endpoint in a multivariable Cox model, normalizing these coefficients to derive weights, and then
using these weights to calculate an individual percentage score based on each person’s income and
education. The composed SES indicator was internally validated through bootstrap analysis. Over a
median follow-up time of 36 months, we tracked all-cause death and non-fatal cardiovascular events.
Results: Both lack of income (p = 0.020) and low educational level (p = 0.034) were independently
related to the combined endpoint. Based on these covariates‘ regression coefficients, a composite
socioeconomic score considering income and educational level was generated. In a Cox regression
model, a 10% increase in this composite risk score entailed a 25% increase in the hazard ratio (HR)
of the combined endpoint [HR (10% increase): 1.25], and the internally validated 95% CI ranged
from 1.14 to 1.41 (p < 0.001). Conclusions: This study underscores the significant impact of a simple,
bootstrap-validated composite SES indicator on CKD patients’ health outcomes. These findings
highlight the importance of considering education and socioeconomic factors in managing and
treating CKD patients and inform future research and policy considerations for this population.

Keywords: socioeconomic status; quality of life; CKD

1. Introduction

Chronic Kidney Disease (CKD) is a common, multifaceted condition affecting over
800,000 persons worldwide [1]. It has been proven that socioeconomic status (SES) is an
important factor influencing the outcome of CKD [cite reference]. Individuals with lower
SES are more likely to experience adverse outcomes, such as cardiovascular disease [2],
higher rates of mental health disorders [3], a higher prevalence of chronic diseases such as
diabetes and chronic obstructive pulmonary disease (COPD) [4], higher overall mortality
rates [5], and kidney failure [6]. Access to health information, race and ethnicity, and quality
healthcare services may contribute to this disparity [7].

Many indicators are widely used in evaluating SES in CKD populations. Income
is a significant correlate of symptom burden in kidney failure patients [8]. A higher
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education level is associated with better outcomes in CKD patients [9]. However, there are
also limitations when using education level as an indicator of SES [10]. Other indicators,
like occupation, wealth, and geographic location, can also partially capture the SES of
CKD populations [11]. However, the lack of a unified definition of SES may lead to an
underestimated influence of the impact from SES on CKD [12]. Hence, an indicator based
on easily obtained information that comprehensively demonstrates patients’ SES is needed.

Income level is a robust indicator of SES [12]. Combining income and education
levels can offer a more holistic view of patients’ socioeconomic standing [13]. By using a
composite indicator based on income and education levels, researchers and policymakers
can better understand the SES of patients and the influence of SES on health outcomes.

In this study, we used Cox regression analyses to create an indicator based on income
and education levels to better represent the SES of CKD patients, and further evaluate the
predictive ability of this indicator by exploring how it is associated with adverse outcomes
such as mortality and cardiovascular events in CKD patients by using bootstrap analysis.

2. Materials and Methods

The study protocol was approved by ethical committees of our institutions Riuniti
Hospital, Calabria Region, Italy (Approval code n. 35 of 11 November 2004) and informed
consent was obtained from each participant. Data collection was conducted ensuring the
privacy and confidentiality of all participant information. All study procedures were con-
ducted in accordance with the Declaration of Helsinki and other relevant ethical guidelines.

2.1. Patients

The source population was composed of 759 stage 2–5 CKD patients consecutively
recruited from nephrology units in southern Italy (Calabria, Sardinia, and Sicily regions)
participating in the Multiple Intervention and Audit in Renal Diseases to Optimize Care
(MAURO) study (Table 1). The MAURO study was a cluster randomized controlled trial
in 22 renal clinics that aimed to assess the efficacy of a multimodal quality improvement
intervention to increase compliance with guideline recommendations for preventing CKD
progression and CV complications in a CKD population. A total of 198 patients out of
759 were excluded because of missing information about income. Thus, in the present
analysis, we included 561 patients (74%) with stage 2–5 CKD (age 61 ± 11 years; 61%
male). Included patients had a lower prevalence of diabetics, systolic blood pressure,
and CRP and higher hemoglobin as compared to those excluded because of missing data
(Supplementary Table S1). Patient enrolment was performed between October 2005 and
2008. The selection criteria and the detailed clinical characteristics of the MAURO cohort are
described elsewhere [14,15]. Briefly, inclusion criteria were as follows: nonacute or rapidly
evolving renal diseases, age ranging from 18 to 75 years, non-transplanted, nonpregnant,
and not affected by cancer or diseases in the terminal phase. This study included six visits
over a 3-year follow-up. All patients were in stable clinical condition at enrolment and
none had intercurrent infections or acute inflammatory processes.

Table 1. Baseline demographic, clinical characteristics, and quality of life questionnaire by declared income.

No Declared
Income (n = 112)

Declared Income from
Retirement (n = 293)

Declared Income from Work or
Work plus Retirement (n = 156) p-Value

Age, year 57 ± 13 67 ± 7 53 ± 11 <0.001

Male gender, % 23% 66% 78% <0.001

Educational level, %

≤primary school 53% 62% 24%
<0.001

≥middle school 47% 38% 76%

Homeownership, (%) 90% 90% 92% 0.660
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Table 1. Cont.

No Declared
Income (n = 112)

Declared Income from
Retirement (n = 293)

Declared Income from Work or
Work plus Retirement (n = 156) p-Value

Average number of cars per capita, %

No car 13% 18% 3% <0.001

Less than one 81% 70% 81%

One or more 5% 12% 15%

Alcohol use, %

No 87% 63% 65% <0.001

Current 13% 30% 27%

Former 1% 7% 8%

Smoking, % 27% 53% 58% <0.001

Diabetes, % 27% 42% 20% <0.001

Hemoglobin, g/dL 12.6 ± 2 12.9 ± 2 13.2 ± 2 0.027

Total cholesterol, mg/dL 192 ± 43 187 ± 45 187 ± 43 0.679

Systolic blood pressure, mmHg 132 ± 19 136 ± 17 129 ± 18 <0.001

CRP high sensitivity, mg/L 2.1 (0.9–5.9) 2.5 (1.1–5.4) 1.9 (0.9–4) 0.036

Phosphate mg/dL 3.9 ± 0.7 3.6 ± 0.8 3.7 ± 0.7 0.001

eGFR, mil/min/1.73 m2 33.4 (25.1–43.6) 35.8 (26.3–45.2) 35.8 (25.7–47.6) 0.321

Mental component score, MCS 42 (33.2–51.4) 45.6 (34–53.2) 46.5 (37.2–54.1) 0.041

Physical component score, PCS 45.1 (34.7–51.4) 42 (33.9–48.9) 46.2 (39.7–52.3) <0.001

2.2. Follow-Up and Study Outcome

After the initial assessment, patients were followed up for a median time of 36 months
(interquartile range 35–37 months). All-cause death and non-fatal cardiovascular (CV)
events were accurately recorded across time. These events included myocardial infarction,
documented by electrocardiography and biomarkers of myocardial injury; heart failure,
defined as dyspnea in addition to two of the following conditions: raised jugular pressure,
bi-basilar crackles, pulmonary venous hypertension, or interstitial edema on chest radio-
graphy requiring hospitalization; electrocardiography-documented arrhythmia; stroke;
peripheral vascular disease; and major arterial or venous thrombotic episodes. A composite
endpoint, “all-cause mortality and non-fatal cardiovascular (CV) events”, was considered
for this analysis.

2.3. Laboratory Measurements

In the MAURO study, various blood biomarkers were measured in clinical laboratories
that routinely verify the accuracy of their testing methods. The above-mentioned markers
included total cholesterol, phosphate, and hemoglobin. Serum CRP (C-reactive protein)
levels were measured using a high-sensitivity RIA kit, while serum creatinine levels were
analyzed using the Jaffe method on multichannel analyzers. Their glomerular filtration
rate (GFR) was estimated using the MDRD equation [16].

2.4. Office Blood Pressure (BP) Measurements

Office BP was calculated as the average of 2 or 3 measurements at 1 to 2 min intervals
during the morning hours. BP measurements were conducted in a sitting position by the
attending physician or a nurse with the cuff at heart level using sphygmomanometers,
periodically tested and appropriately calibrated.
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2.5. Quality of Life, Income, and Educational Level

Quality of life was measured by the Kidney Disease Quality of life (KDQOL) short
form (KDQOL-SFTM), an instrument which measures eight domains of QoL [physical
functioning, role physical health, energy fatigue, pain, role emotional problem, emotional
well-being, social function, and general health and two summary scores (the physical
component score, PCS; and the mental component score, MCS)], which are calculated
by a well-validated algorithm [17]. The KDQOL-SFTM measured quality of life in the
version translated into Italian and specifically validated in a sample of Italian patients with
CKD [18,19].

Information on homeownership, income, educational level, and number of cars per
capita was derived from patient interviews administered to all participants at baseline
and across longitudinal visits (see Supplementary Table S2). Patients were categorized
into three groups: (1) no declared income (the worst condition), (2) declared income from
retirement (the intermediate condition), and (3) declared income from work or work plus
retirement (the best condition). Educational level was categorized into two levels: equal
or lower than primary school and from middle school onward. The assessment of income
was performed at baseline and at 1, 2, and 3 years of follow-up.

2.6. Statistical Analysis

According to the data distribution and normality evaluation, data are summarized
as mean and standard deviation (SD), median and interquartile range (IQR), or absolute
frequency and percentage (for categorical variables). Kruskal–Wallis and chi-square tests
were used to compare groups (see Table 1), as appropriate.

The independent relationship between income status and educational level and the
combined endpoint were investigated by univariable (crude) and multivariable Cox re-
gression analyses. As potential confounders, we considered all variables listed in Table 1.
Among these, variables which were associated with both the key exposure (income status)
and the outcome (composite endpoint) with p ≤ 0.10 were considered in multivariable,
region-stratified, models of various complexity. In these models, we did not include the
number of cars per capita as well as physical and mental component scores, to avoid over-
adjustment, as these variables strongly related to the income groups (Table 1). Including
these variables into the Cox models could obscure the true relationship between income
sources and mortality by adjusting for factors that are direct consequences of income status.
In Cox models, data are expressed as hazard ratio (HR), 95% confidence interval, and
p value.

Because a lower educational level and a low income are both associated with worse
survival, we generated a composite SES risk score based on both income and educational
level and adjusted for the full set of variables listed in Table 2, Model 3. To generate the
composite SES score, we applied the following procedure: (1) the regression coefficients of
income and educational level (i.e., the natural logarithm of the corresponding hazard ratios
reported in Table 2, Model 2) were summed up, and (2) the same regression coefficients
were then divided by their sum and multiplied by 100, thus deriving a weight for each
variable ranging from 0 to a given percentage, with all the remaining covariates set to
the corresponding mean value. These weights were then used to generate an individual
percentage score based on the individual income and education. The composite SES score
was internally validated using a bootstrapping resampling technique [20]. Bootstrapping is
a resampling procedure that uses data from one sample to generate a sampling distribution
by repeatedly taking random samples from the known sample, with replacement. The data
analysis was performed using the statistical software SPSS for Windows Version 28.0.1.1,
IBM Corp. (2021), Armonk, NY, USA.
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Table 2. Univariable and multivariable Cox regression analyses.

Hazard Ratio, 95% CI, and p Value

Crude Model Model 1 Model 2 Model 3

Declared income source

Income from work or work and retirement 1 * 1 * 1 * 1 *

With income from retirement
3.85 (2.13–9.53). 2.07 (0.98–5.21) 1.96 (0.93–4.87) 2.01 (1.02–5.44)

p = 0.002 p = 0.070 p = 0.078 p = 0.066

With no income
2.50 (1.18–9.53). 2.89 (1.18–7.79) 2.8 (1.16–8.3) 2.72 (1.16–7.72)

p = 0.016 0.015 p = 0.019 p = 0.020

Age, year 1.07 (1.03–1.11) 1.07 (1.03–1.12) 1.07 (1.03–1.12)
p = 0.001 p = 0.002 p = 0.001

Male sex
2.3 (1.2–4.66) 2.19 (1.14–4.45) 3.13 (1.51–6.53)

p = 0.011 p = 0.020 p = 0.002

From middle school education onward to lower
or no education

1.65 (1.08–2.67) 1.69 (1.12–2.81) 1.67 (1.04–2.95)
p = 0.023 p = 0.018 p = 0.034

Smoking, yes 1.21 (0.7–2.22) 1.25 (0.7–2.41) 1.19 (0.68–2.43)
p = 0.480 p = 0.483 p = 0.572

Alcohol use
No 1 * 1 * 1 *
Current 0.57 (0.32–0.97) 0.59 (0.31–0.99) 0.55 (0.3–0.95)

p = 0.041 p = 0.059 p = 0.027
Former 1.13 (0.51–2.1) 1.11 (0.48–2.2) 1.03 (0.41–2.15)

p = 0.743 p = 0.764 p = 0.929

Diabetes, yes 1.32 (0.83–2.09) 1.1 (0.68–1.81)
p = 0.227 p = 0.690

Hemoglobin, g/dL 0.84 (0.73–0.98)
p = 0.023

Systolic blood pressure, mmHg 1 (0.99–1.01)
p = 0.807

Phosphate mg/dL 1.34 (0.99–1.84)
p = 0.050

* Reference category.

3. Results

The present analysis includes 561 stage 2–5 CKD patients (age: 61 ± 11 years, males:
61%). Overall, 112 patients declared no income (20%), 293 patients declared income from
retirement (52%), and the remaining 156 patients (28%) declared income from work or
work plus retirement (see Table 1). The three groups significantly differed for all variables
reported in Table 1 except for total cholesterol, eGFR, and homeownership that were similar
among the three groups. In particular, patients who declared no income were those with the
lowest MCS value and percentage of males (Table 1). The educational level and the average
number of cars per capita were higher in patients who declared income from work or work
plus retirement (Table 1) than in the remaining patients. Patients with low income were
those with worse values of hemoglobin, and serum phosphate (Table 1). PCS was lower
in patients who declared income from retirement than in the remaining two categories
(Table 1). As expected, age was highest in patients who declared income from retirement
(Table 1). Of note, in 85% of patients, the income status remained stable over time.

Survival Analysis

During the follow-up period (median 36 months, interquartile range 35–37 months),
93 patients experienced the combined endpoint all-cause death/non-fatal cardiovascular
(CV) events (63 patients had non-fatal CV events, 20 patients died for CV causes, and the
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remaining 10 patients died for causes other than CV). Upon univariable Cox regression
analyses, patients who declared income from retirement and those with no income were
those with the highest hazard ratios for the combined endpoint as compared to those
with income from work or work and retirement (the reference category) (Table 2, crude
model). Upon univariable Cox regression analysis, homeownership was largely unrelated
to survival (p = 0.774) and this was true also when forced into Model 3 in Table 2 (p = 0.592).
Data adjustment for age [and other risk factors such as male sex, educational level, smoking,
and alcohol use] showed that patients with no income were those with the highest risk of
the combined endpoint, whereas the intermediate category (i.e., patients with income from
retirement) lost prediction power after data adjustment (Table 2, Model 1).

Further data adjustment for diabetes (Table 2, Model 2), hemoglobin, and systolic
blood pressure and phosphate (Table 2, Model 3) did not impact these results. As shown
graphically in Figure 1, patients with no income, with a relatively low educational level
(from middle school backward), and with a socioeconomic score >45–68% were those with
the highest risk of the combined endpoint. Patients with a lower educational level had
a higher hazard ratio of the combined endpoint, which was 67% higher than that of the
remaining patients (HR: 1.67, 95%: 1.04–2.95), independently of income and other potential
confounders (Table 2, Model 3). The composite risk score based on income and educational
level (see Methods—Statistical Analysis and Table 3) adjusted for variables included in
Table 2, Model 3 was 0 in 118 cases, 23% in 38 cases, 32% in 112 cases, 45% in 50 cases, 55%
in 181 cases, and 68% in the remaining 62 cases. In a Cox regression model, a 10% increase
in the composite risk score entailed a 25% increase in the hazard ratio of the combined
endpoint [HR (10% increase): 1.25], and the bootstrap-validated 95% CI was between 1.14
and 1.41, (p < 0.001).
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Table 3. SES composite risk score.

Risk Score (%)

High income and high educational level 0

High income and low educational level 23

Intermediate income and high educational level 32

Low income and high educational level 45

Intermediate income and low educational level 55

Low income and low educational level 68

4. Discussion

In this study, we found that a simple indicator of socioeconomic status based on
income data and education level predicted the risk for a relevant combined endpoint,
including all-cause death/non-fatal cardiovascular events, in CKD patients. We internally
validated our findings, and our data appear to be a promising, simple approach to assess
the socioeconomic impact on clinical outcomes in a high-risk population like CKD patients.
When externally validated, this simple indicator can be useful in observational studies of
the CKD population.

CKD is a prevalent health issue that affects a significant portion of the global popula-
tion [1], and this condition has a very high risk for death and cardiovascular disease [21].
Numerous factors impact the high risk of CKD [11]. In this regard, the interplay between
socioeconomic status (SES) and health outcomes in the context of CKD has been an area of
research interest for years. Several studies have highlighted the impact of SES factors such
as income, education, occupation, and housing on health outcomes [11].

Our study focuses on a simple indicator based on income status and education level as
key CKD management and progression determinants. In the composite SES score computa-
tion, we excluded homeownership due to its high prevalence among the study population
as well as because it was largely unrelated to the composite endpoint including mortality
and cardiovascular events. The relationship between homeownership and health outcomes
is complex and multifaceted. A study by Pollack et al. [22] suggests that homeownership
can be a double-edged sword, with potential benefits such as stability and control over
one’s environment but also potential risks like financial strain. Therefore, while homeown-
ership may not have provided significant discriminatory power in this study and did not
predict the study outcome, it may play a critical role in other contexts.

The finding that certain variables differed significantly among the three income groups,
but not total cholesterol and eGFR, is intriguing. This aligns with previous research
suggesting that SES impacts various health outcomes differently. For instance, a study
by Stringhini et al. [23] found that low SES was associated with a higher mortality risk
from respiratory and digestive diseases but not from other causes. This suggests that SES’s
impact on health outcomes can be disease-specific, which may explain why total cholesterol
and eGFR were not significantly different among the income groups in this study.

The survival analysis results underscore the need to address socioeconomic disparities
in CKD management and progression. This aligns with the broader literature on health
disparities, consistently showing that lower SES is associated with worse health outcomes.
For example, it is well demonstrated that individuals with lower SES have higher mortality
rates across various diseases [24]. This highlights the critical need for healthcare providers
to consider patients’ socioeconomic circumstances when developing treatment strategies.

This study’s methodology, particularly the use of bootstrap analysis for internal
validation, adds robustness to the findings. However, taking into account the fact that
198 patients out of 759 were not included in this study, because of missing data about
income, it is worth noting that this study’s context may limit the generalizability of the
findings. The study population was drawn from Southern Italy, which may have unique
socioeconomic structures and healthcare systems that differ from other regions or countries.
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Furthermore, we did not externally validate the composite SES score, and this undertaking
remains a fundamental research step for the full validation of the same score. Finally, the
observational design of this study does not allow definitive conclusions to be drawn in
establishing causality between SES and health outcomes in CKD patients.

In conclusion, this study proposes a simple indicator of SES for CKD patients based on
income and education. This indicator, which predicts clinical outcomes, further underscores
the importance of considering socioeconomic circumstances in CKD patients. Future
research should continue to explore this area, integrating various SES indicators to provide
a more nuanced understanding of their role in CKD and inform more effective, equitable
treatment strategies.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/jcm13123600/s1, Table S1. Baseline characteristics of included
and excluded patients. Table S2. Patient interviews.

Author Contributions: Methodology, G.D., G.T. and C.Z.; Formal analysis, A.P. and G.D.; Investiga-
tion, F.M.; Data curation, C.M.; Writing—original draft, A.P., G.C., G.T. and C.Z.; Writing—review
& editing, A.P., G.D., C.M., P.P., G.C., F.M., G.T. and C.Z. All authors have read and agreed to the
published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study protocol was approved by ethical committees
of our institutions Riuniti Hospital, Calabria Region, Italy (Approval code n. 35 of 11 November
2004). All study procedures were conducted in accordance with the Declaration of Helsinki and other
relevant ethical guidelines.

Informed Consent Statement: Informed consent was obtained from each participant. Data collection
was conducted ensuring the privacy and confidentiality of all participant information.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to privacy.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Jager, K.J.; Kovesdy, C.; Langham, R.; Rosenberg, M.; Jha, V.; Zoccali, C. A Single Number for Advocacy and Communication—

Worldwide More than 850 Million Individuals Have Kidney Diseases. Kidney Int. 2019, 96, 1048–1050. [CrossRef] [PubMed]
2. de Mestral, C.; Stringhini, S. Socioeconomic Status and Cardiovascular Disease: An Update. Curr. Cardiol. Rep. 2017, 19, 115.

[CrossRef] [PubMed]
3. Sen, S. Socioeconomic Status and Mental Health: What Is the Causal Relationship? Acta Psychiatr. Scand. 2012, 125, 187–188.

[CrossRef] [PubMed]
4. Khodayari Moez, E.; Maximova, K.; Sim, S.; Senthilselvan, A.; Pabayo, R. Developing a Socioeconomic Status Index for Chronic

Disease Prevention Research in Canada. Int. J. Environ. Res. Public Health 2022, 19, 7800. [CrossRef] [PubMed]
5. Zhang, Y.-B.; Chen, C.; Pan, X.-F.; Guo, J.; Li, Y.; Franco, O.H.; Liu, G.; Pan, A. Associations of Healthy Lifestyle and Socioeconomic

Status with Mortality and Incident Cardiovascular Disease: Two Prospective Cohort Studies. BMJ 2021, 373, n604. [CrossRef]
[PubMed]

6. Ward, M.M. Socioeconomic Status and the Incidence of ESRD. Am. J. Kidney Dis. 2008, 51, 563–572. [CrossRef] [PubMed]
7. Patzer, R.E.; McClellan, W.M. Influence of Race, Ethnicity and Socioeconomic Status on Kidney Disease. Nat. Rev. Nephrol. 2012, 8,

533–541. [CrossRef] [PubMed]
8. Ng, M.S.N.; Chan, D.N.S.; Cheng, Q.; Miaskowski, C.; So, W.K.W. Association between Financial Hardship and Symptom Burden

in Patients Receiving Maintenance Dialysis: A Systematic Review. Int. J. Environ. Res. Public Health 2021, 18, 9541. [CrossRef]
[PubMed]

9. Morton, R.L.; Schlackow, I.; Staplin, N.; Gray, A.; Cass, A.; Haynes, R.; Emberson, J.; Herrington, W.; Landray, M.J.; Baigent, C.;
et al. Impact of Educational Attainment on Health Outcomes in Moderate to Severe CKD. Am. J. Kidney Dis. 2016, 67, 31–39.
[CrossRef]

10. Braveman, P.A.; Cubbin, C.; Egerter, S.; Chideya, S.; Marchi, K.S.; Metzler, M.; Posner, S. Socioeconomic Status in Health Research.
JAMA 2005, 294, 2879. [CrossRef]

11. Zeng, X.; Liu, J.; Tao, S.; Hong, H.G.; Li, Y.; Fu, P. Associations between Socioeconomic Status and Chronic Kidney Disease: A
Meta-Analysis. J. Epidemiol. Community Health 2018, 72, 270–279. [CrossRef] [PubMed]

https://www.mdpi.com/article/10.3390/jcm13123600/s1
https://www.mdpi.com/article/10.3390/jcm13123600/s1
https://doi.org/10.1016/j.kint.2019.07.012
https://www.ncbi.nlm.nih.gov/pubmed/31582227
https://doi.org/10.1007/s11886-017-0917-z
https://www.ncbi.nlm.nih.gov/pubmed/28965316
https://doi.org/10.1111/j.1600-0447.2011.01829.x
https://www.ncbi.nlm.nih.gov/pubmed/22324730
https://doi.org/10.3390/ijerph19137800
https://www.ncbi.nlm.nih.gov/pubmed/35805461
https://doi.org/10.1136/bmj.n604
https://www.ncbi.nlm.nih.gov/pubmed/33853828
https://doi.org/10.1053/j.ajkd.2007.11.023
https://www.ncbi.nlm.nih.gov/pubmed/18371532
https://doi.org/10.1038/nrneph.2012.117
https://www.ncbi.nlm.nih.gov/pubmed/22735764
https://doi.org/10.3390/ijerph18189541
https://www.ncbi.nlm.nih.gov/pubmed/34574463
https://doi.org/10.1053/j.ajkd.2015.07.021
https://doi.org/10.1001/jama.294.22.2879
https://doi.org/10.1136/JECH-2017-209815
https://www.ncbi.nlm.nih.gov/pubmed/29437863


J. Clin. Med. 2024, 13, 3600 9 of 9

12. Bello, A.K.; Peters, J.; Rigby, J.; Rahman, A.A.; El Nahas, M. Socioeconomic Status and Chronic Kidney Disease at Presentation to
a Renal Service in the United Kingdom. Clin. J. Am. Soc. Nephrol. 2008, 3, 1316–1323. [CrossRef] [PubMed]

13. Lindberg, M.H.; Chen, G.; Olsen, J.A.; Abelsen, B. Combining Education and Income into a Socioeconomic Position Score for Use
in Studies of Health Inequalities. BMC Public Health 2022, 22, 969. [CrossRef] [PubMed]

14. Zoccali, C.; Leonardis, D.; Enia, G.; Postorino, M.; Mallamaci, F. The MAURO Study: Multiple Intervention and Audit in Renal
Diseases to Optimize Care. J. Nephrol. 2008, 21, 20–22. [PubMed]

15. Leonardis, D.; Mallamaci, F.; Enia, G.; Postorino, M.; Tripepi, G.; Zoccali, C. The MAURO Study: Baseline Characteristics and
Compliance with Guidelines Targets. J. Nephrol. 2012, 25, 1081–1090. [CrossRef] [PubMed]

16. Levey, A.S.; Bosch, J.P.; Lewis, J.B.; Greene, T.; Rogers, N.; Roth, D. A More Accurate Method to Estimate Glomerular Filtration
Rate from Serum Creatinine: A New Prediction Equation. Ann. Intern. Med. 1999, 130, 461–470. [CrossRef]

17. Mapes, D.L.; Bragg-Gresham, J.L.; Bommer, J.; Fukuhara, S.; McKevitt, P.; Wikström, B.; Lopes, A.A. Health-Related Quality of
Life in the Dialysis Outcomes and Practice Patterns Study (DOPPS). Am. J. Kidney Dis. 2004, 44, 54–60. [CrossRef] [PubMed]

18. Diaz-Buxo, J.A.; Lowrie, E.G.; Lew, N.L.; Zhang, H.; Lazarus, J.M. Quality-of-Life Evaluation Using Short Form 36: Comparison
in Hemodialysis and Peritoneal Dialysis Patients. Am. J. Kidney Dis. 2000, 35, 293–300. [CrossRef]

19. Klersy, C.; Callegari, A.; Giorgi, I.; Sepe, V.; Efficace, E.; Politi, P. Italian Translation, Cultural Adaptation and Validation of
KDQOL-SF, Version 1.3, in Patients with Severe Renal Failure. J. Nephrol. 2007, 20, 43–51.

20. Davison, A.C.; Hinkley, D.V. Bootstrap Methods and Their Application; Cambridge University Press: Cambridge, UK, 1997;
ISBN 9780521573917.

21. Zoccali, C.; Mallamaci, F.; Adamczak, M.; De Oliveira, R.B.; Massy, Z.A.; Sarafidis, P.; Agarwal, R.; Mark, P.B.; Kotanko, P.; Ferro,
C.J.; et al. Cardiovascular Complications in Chronic Kidney Disease: A Review from the European Renal and Cardiovascular
Medicine Working Group of the European Renal Association. Cardiovasc. Res. 2023, 119, 2017–2032. [CrossRef]

22. Pollack, C.E.; Griffin, B.A.; Lynch, J. Housing Affordability and Health Among Homeowners and Renters. Am. J. Prev. Med. 2010,
39, 515–521. [CrossRef] [PubMed]

23. Stringhini, S.; Dugravot, A.; Shipley, M.; Goldberg, M.; Zins, M.; Kivimäki, M.; Marmot, M.; Sabia, S.; Singh-Manoux, A. Health
Behaviours, Socioeconomic Status, and Mortality: Further Analyses of the British Whitehall II and the French GAZEL Prospective
Cohorts. PLoS Med. 2011, 8, e1000419. [CrossRef] [PubMed]

24. Adler, N.E.; Boyce, T.; Chesney, M.A.; Cohen, S.; Folkman, S.; Kahn, R.L.; Syme, S.L. Socioeconomic Status and Health: The
Challenge of the Gradient. Am. Psychol. 1994, 49, 15–24. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.2215/CJN.00680208
https://www.ncbi.nlm.nih.gov/pubmed/18579673
https://doi.org/10.1186/s12889-022-13366-8
https://www.ncbi.nlm.nih.gov/pubmed/35562797
https://www.ncbi.nlm.nih.gov/pubmed/18264932
https://doi.org/10.5301/jn.5000239
https://www.ncbi.nlm.nih.gov/pubmed/23172127
https://doi.org/10.7326/0003-4819-130-6-199903160-00002
https://doi.org/10.1053/j.ajkd.2004.08.012
https://www.ncbi.nlm.nih.gov/pubmed/15486875
https://doi.org/10.1016/S0272-6386(00)70339-8
https://doi.org/10.1093/CVR/CVAD083
https://doi.org/10.1016/j.amepre.2010.08.002
https://www.ncbi.nlm.nih.gov/pubmed/21084071
https://doi.org/10.1371/journal.pmed.1000419
https://www.ncbi.nlm.nih.gov/pubmed/21364974
https://doi.org/10.1037/0003-066X.49.1.15
https://www.ncbi.nlm.nih.gov/pubmed/8122813

	Introduction 
	Materials and Methods 
	Patients 
	Follow-Up and Study Outcome 
	Laboratory Measurements 
	Office Blood Pressure (BP) Measurements 
	Quality of Life, Income, and Educational Level 
	Statistical Analysis 

	Results 
	Discussion 
	References

