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ABSTRACT
Introduction Reported sex differences in the etiology, population prevalence, progression rates, and
health outcomes of people with CKDmay be explained by differences in health care.

Methods We evaluated sex as the variable of interest in a health care–based study of adults (n5227,847)
with at least one outpatient eGFR<60 ml/min per 1.73 m2 measurement denoting probable CKD in Stock-
holm from 2009 to 2017. We calculated the odds ratios for diagnosis of CKD and provision of RASi and sta-
tins at inclusion, and hazard ratios for CKD diagnosis, visiting a nephrologist, or monitoring creatinine and
albuminuria during follow-up.

Results We identified 227,847 subjects, of whom 126,289 were women (55%). At inclusion, women had
lower odds of having received a diagnostic code for CKD and were less likely to have received RASi and
statins, despite having guideline-recommended indications. In time-to-event analyses, women were less
likely to have received a CKD diagnosis (HR, 0.43; 95% CI, 0.42 to 0.45) and visited a nephrologist (HR,
0.46; 95% CI, 0.43 to 0.48) regardless of disease severity, presence of albuminuria, or criteria for referral.
Women were also less likely to undergo monitoring of creatinine or albuminuria, including those with dia-
betes or hypertension. These differences remained after adjustment for comorbidities, albuminuria, and
highest educational achievement, and among subjects with confirmed CKD at retesting. Although in abso-
lute terms all nephrology-care indicators gradually improved over time, the observed sex gap persisted.

Conclusions There were profound sex differences in the detection, recognition, monitoring, referrals, and
management of CKD. The disparity was also observed in people at high risk and among those who had
guideline-recommended indications.

JASN 33: 1903–1914, 2022. doi: https://doi.org/10.1681/ASN.2022030373

CKD is prevalent, affecting 8%–16% of adults
worldwide (11.8% of all women, 10.4% of all
men), conferring large health care costs, and
contributing to excess comorbidity and death.1–4

There are important sex differences in the etiol-
ogy, prevalence, progression rates, and outcomes
of people with CKD. Although most people with
CKD are identified, followed, and managed in
the primary care setting,5 evidence on differences
by sex or gender derive mostly from the minority
of patients referred to nephrology specialist units.
These studies show that more women than men
have CKD,6 but more men than women undergo
KRT.7–10 It is controversial whether this is because

men progress more rapidly to kidney failure,11–13

because women more often opt for conservative
care,14 or whether social factors are involved.15 It is
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possible that differences in clinical care may contribute to
poorer outcomes: women undergoing dialysis have greater hos-
pitalization rates,16,17 excess deaths, worse relative survival, and
more years of life lost than men.18 Conscious or unconscious
bias may be operating and leading to differential management
by sex or gender.

Guidelines emphasize referral to nephrologist care accord-
ing to the principle of risk stratification,1,19,20 the presence of
specific comorbidities and cutpoints in eGFR and albuminuria
that are not sex based.1,19,20 Whether systematic differences
exist in process indicators has not been systematically ad-
dressed, but secondary evidence suggests they may occur: in
the United Kingdom, mean GFR in men who had been
referred was higher than that in women,21 and women were
less likely to receive a diagnostic code of CKD.22 A Canadian
cross-sectional study of people with CKD in primary care23

reported less testing of urine albumin-creatinine ratio in
women; and in the United States, awareness of having CKD24

or the likelihood of initiating renin-angiotensin inhibitors
(RASi) on detection of incident albuminuria25 was lower
among women. The objective of this study was to explore
differences in the recognition, detection, monitoring, and
management of CKD between men and women in the con-
temporary routine healthcare of Stockholm, Sweden.

MATERIALS AND METHODS

Study Setting
We used data from the Stockholm Creatinine Measurements
(SCREAM) project, a health care utilization cohort from the
region of Stockholm, Sweden.26 A single health care provider
in the Stockholm region provides universal and tax-funded
health care to 20%–25% of the population of Sweden. Using
unique personal identification numbers, SCREAM linked
regional and national administrative databases that hold com-
plete information on demographics, health care utilization,
laboratory tests undertaken, dispensed drugs, diagnoses, and
vital status, without loss to follow-up. The Regional Ethical
Review Board in Stockholm and the Swedish National Board
of Welfare approved the study. Because data were linked and
deidentified by the Swedish government, informed consent
was not deemed necessary.

Study Population
We extracted information on all serum or plasma creati-
nine measurements performed in outpatient care during
2009–2018 for any citizen of adult age ($18 years), and cal-
culated eGFR using the 2009 CKD Epidemiology Collabo-
ration equation without correction for race.27 During this
period, all laboratories used creatinine assays calibrated to
isotope-dilution mass spectrometry and were subject to fre-
quent quality audits.28 We identified all individuals who

had at least one eGFR measurement ,60 ml/min per
1.73 m2, denoting probable CKD category G3a or worse ac-
cording to Kidney Disease: Improving Global Outcomes
(KDIGO).1 The first time that a low eGFR was encountered
in our system constituted the index date. At that point, we
excluded people with a history of KRT and those with
missing information on age or sex. To explore time trends,
we repeated this process for each calendar year, creating a
series of nine cohorts of individuals with a least one
detected eGFR,60 ml/min per 1.73 m2 during each year
(Supplemental Figure 1). A given individual could be pre-
sent in several of these cohorts if they underwent creatinine
testing and fulfilled inclusion criteria.

Exposure and Covariates
The variable of interest was registered sex, identified in each
citizen’s unique identity number.29 Study covariates includ-
ed age, comorbidities, ongoing medications (all detailed in
Supplemental Table 1), eGFR, albuminuria, and indicators
of nephrology care. We identified comorbidities through clini-
cal diagnosis codes, and ascertained medications through
drug dispensations at registered pharmacies. The highest-
educational attainment for each participant was obtained by
linkage with the government-run longitudinal integrated data-
base for health insurance and labor market studies registry,30

and categorized as compulsory school, secondary school, and
university education. We classified the severity of CKD using
KDIGO G categories on the basis of index eGFR.1 We evalu-
ated the presence and severity of albuminuria through extrac-
tion of all tests of dipstick albuminuria/proteinuria, urine
albumin-creatinine ratio, and albuminuria excretion rates, and
categorization into KDIGO categories A1–A3.1 Finally, we
evaluated whether individuals satisfied KDIGO criteria1 or
regional criteria set by Region Stockholm for referral to
nephrology care. KDIGO criteria for referral included eGFR
,30 ml/min per 1.73 m2, presence of A3 albuminuria, or
CKD with refractory hypertension. Regional criteria for refer-
ral were eGFR,60 ml/min per 1.73 m2 and age ,50 years;
albuminuria A3 and age 50–80 years; albumin-creatinine ratio

Significance Statement

In this study of people with probable CKD accessing health
care, we observed profound sex differences in detection, recog-
nition, and monitoring that persisted over time: women were
less likely to receive a CKD diagnosis, to visit a nephrologist, to
have their creatinine and albuminuria measured, or to receive
guideline-recommended therapies. Differences in comorbidity
did not explain these discrepancies and were similar among
high-risk groups, among patients with evidence-based indica-
tions for medications, and among patients with confirmed CKD
at retesting. Efforts to improve and ensure equitable health care
between the sexes could have important implications for justice
and could reduce the burden of CKD.
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.100 mg/mmol and age .80 years; or eGFR,30 ml/min per
1.73 m2 and age.80 years.

Outcomes
We evaluated key steps in the process of CKD care, includ-
ing provider recognition (i.e., issuing a diagnosis), monitor-
ing (i.e., remeasurement of creatinine and albuminuria),
referral to nephrologist care, and management (provision
of guideline-recommended medications). Some of these are
described cross-sectionally at the index date, as a propor-
tion, on the basis of lookback periods; others as a time-to-
event during follow-up. We defined having ever received a
diagnosis of CKD or having had a nephrologist visit by
evaluating administrative records from each patient since
1997; and reported time-to-event data during 18-month
follow-up on those who did not meet this criterion. We
defined having creatinine remeasured or albuminuria mea-
sured in time-to-event data for the next 18 months. Finally,
we defined guideline-recommended use of RASi and statins
on the basis of pharmacy dispensations claimed at index
date and the 6 months before or after. Individuals were
censored at death, emigration from the Stockholm region,
or end of follow-up (December 2019).

Statistical Analysis
Descriptive statistics for categorical variables were pre-
sented with counts (%), and continuous variables by mean
and SD, or median and interquartile range. We calculated
absolute proportions and used univariable logistic regres-
sion, presenting odds ratios (OR) with 95% confidence
intervals (95% CI), to explore cross-sectional sex differences
at the index date. For time-to-event data, we used the
Aalen–Johansen approach to estimate cumulative incidence
functions (censoring at migration, death, and end of fol-
low-up) and univariable Cox proportional hazards models,
presenting hazard ratios (HR) with 95% CI.

Because the relationship between sex and outcomes can-
not be confounded by other variables—it is not possible for
other variables to causally influence sex—we present crude
risks. Next, we used multivariable adjustment to explore if
differences in nephrology care were explained by underlying
risk factors or comorbidity, which we interpret as potential
mediators of the associations under study. Multivariable
adjustment included (when applicable): age, albuminuria,
eGFR, prior referral, presence of KDIGO criteria for referral,
highest educational attainment, hypertension, diabetes melli-
tus, myocardial infarction, congestive heart failure, peripheral
vascular disease, cerebrovascular disease, dementia, chronic
obstructive pulmonary disease, and cancer.

Analyses were performed overall and in subgroups of
age, presence of specific comorbidities, CKD category, albu-
minuria, and people with at least one criterion for nephrol-
ogy referral. In the analysis of medication use, we explored
subgroups across specific indications stressed by guidelines.1

As supporting analyses, we evaluated CKD care indicators in
situations where we hypothesized that sex differences would
be less evident: (1) people with a history of nephrologist
referral; (2) people with eGFR,60 ml/min per 1.73 m2 at
the point of retesting (that is, those with confirmed CKD);
and (3) people identified before or after the implementation
of automatic eGFR reporting in our region, which occurred
at the start of 2015.

As sensitivity analyses, we tested whether further adjust-
ment for creatinine abrogated associations and whether
study results differed by applying a different eGFR equation
(the Lund–Malm€o equation), which was used in the auto-
matic eGFR reporting after 2015.31 Finally, in the evaluation
of time trends, we compared nephrology care indicators
using men in year 2009 as a reference. Analyses were per-
formed using R project version 4.0.3 and Stata version 16
software (StataCorp).

RESULTS

From 2009 to 2017, 227,847 residents had at least one outpa-
tient creatinine measurement equivalent to an eGFR
,60 ml/min per 1.73 m2 and fulfilled inclusion criteria
(Supplemental Figure 1). Over half of the participants were
women (55%) and median age was higher in women com-
pared with men (77 versus 74 years, Supplemental Table 2).
Mean eGFR was similar for both sexes (51 ml/min per
1.73 m2), and most people had CKD G3a (80%), followed by
G3b (15%), G4 (4%), and G5ND (1%). Despite being older,
women generally had a lower comorbidity burden; a higher
proportion of men had diabetes (23% of men versus 17% of
women) and cardiovascular diseases (e.g., myocardial infarc-
tion in 15% of men versus 8% of women, and peripheral
arterial disease in 10% versus 6%), but the proportion with
hypertension was similar (62% versus 63%, respectively). A
high proportion of the individuals lacked albuminuria test-
ing at baseline, but among those who had, women had lower
albuminuria than men (Supplemental Table 2).

During each calendar year, there were 70,000 to 80,000
unique individuals with at least one eGFR measurement
,60 ml/min per 1.732. The characteristics of patients in
these calendar-year cohorts are shown in Supplemental
Table 3 and resemble that of the overall cohort.

Diagnosis of CKD
At cohort inclusion, few people (5%) had ever received
a CKD diagnosis code. This was more common among
men (6.9% of men versus 3.4% of women). Women had
lower odds of having received a CKD diagnosis compared
with men (unadjusted OR, 0.47; 95% CI, 0.45 to 0.49,
Supplemental Table 4), a difference that was observed across
all subgroups evaluated. Compared with men, women had
lower odds of having received a CKD diagnosis across
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severity categories G3a, G3b, and G4, but not among
patients with G5ND. This persisted, although attenuated, by
multivariate adjustment to OR 0.55 (95% CI, 0.53 to 0.58).

Within the next 18 months, fewer women than men
received an incident diagnosis of CKD (7.5% of men versus
3.4% of women), with a HR of 0.43 and 95% CI, 0.42 to 0.45
(Table 1). This difference was observed across all subgroups,
including G5ND, and persisted after multivariable adjustment
(e.g., adjusted HR, 0.48; 95% CI, 0.46 to 0.50 in the overall
cohort). In time-trend analyses, the proportion of diagnosed
patients increased each calendar year, and the underdiagnosis
of women persisted (Figure 1A, Supplemental Table 5).

Visiting a Nephrologist
Among those who had not visited a nephrologist any time
before baseline (n5217,341), women were less likely than
men to visit a nephrologist in the next 18 months (unad-
justed HR, 0.46; 95% CI, 0.43 to 0.48, Table 2). This differ-
ence was observed across all subgroups. Few people (11.4%
of men and 6.8% of women) who had at least one KDIGO
criteria for referral (Table 2) visited a nephrologist in the
next 18 months, with a lower referral risk for women com-
pared with men (unadjusted HR, 0.57; 95% CI, 0.52 to 0.63).
Results were similar when evaluating single KDIGO referral
criteria or regional recommendations (Supplemental Table 6).
Multivariable adjustment slightly attenuated but did not
abrogate these associations (Table 2). There have been mod-
est improvements in referral patterns over time (Figure 1B,
Supplemental Table 5), but women were persistently at lower
risk of referral compared with men.

Monitoring of Creatinine and Albumin
A high proportion of people (91.1% of men and 87.1% of
women) had at least one remeasurement of creatinine taken
in the next 18 months from inclusion (Table 3). The pro-
portion of people who had an albuminuria measurement
was lower (34.3% of men and 28.1% of women, Table 3).
For the composite of both creatinine and albuminuria mea-
surement, proportions were similar to those for albumin-
uria measurement (Supplemental Table 7). For each of
these markers, men were measured earlier than women
(Table 3 and Supplemental Table 7). This difference was
observed across all subgroups. The sex differences were
attenuated after multivariable adjustment, but persisted
(e.g., remeasurement of creatinine in people with hyperten-
sion: unadjusted HR, 0.75; 95% CI, 0.75 to 0.76 and adjusted
HR, 0.82; 95% CI, 0.81 to 0.83, Supplemental Table 8).
Results were similar when evaluating single KDIGO referral
criteria or regional recommendations (Supplemental Table 9).
In recent years, remeasurement of creatinine was stable
(Figure 1C), but time to albuminuria monitoring improved
for both sexes (Figure 1D). In any case, monitoring of creati-
nine and albuminuria was persistently lower in women com-
pared with men.

Pharmacological Management of CKD
Overall, a higher proportion of men were on RASi treatment
(56% of men versus 47% of women) and statins (38% of
men versus 29% of women). Although the use of these
medications was higher in subgroups with guideline-
recommended indications, the proportion of treated women
was lower than the proportion of treated men (Table 4).
Women had lower odds of receiving RASi; for instance,
among patients with diabetes and albuminuria A2, the unad-
justed OR comparing women to men was 0.72 (95% CI, 0.64
to 0.81, Table 4). In addition, women had lower odds of being

Receiving a CKD diagnosis

2.0

1.0

1.5

0.5

0.0

2.0

1.0

1.5

0.5

0.0

'09 '10 '11 '12 '13 '14 '15 '16 '17 '09 '10 '11 '12 '13 '14 '15 '16 '17

A B

C D

Visiting a nephrologist

Re-measurement of creatinine

U
na

dj
us

te
d 

ha
za

rd
 r

at
io

Years

Measurement of albuminuria

Men Women

Figure 1. Years 2009–2017 time trends in CKD care ind-
icators among persons with first-ever eGFR<60 ml/min per
1.73 m2 by sex, using men in 2009 as reference. Although in
general indicators of CKD care have improved over time,
women with CKD have been persistently less likely to receive
the same degree of recognition, referral to kidney specialist and
monitoring of kidney function over time than men. Time trends
in the risk of receiving (A) a diagnosis of CKD, (B) visiting a
nephrologist, (C) remeasurement of creatinine, and (D) measure-
ment of albuminuria in the next 18 months using men in 2009
as reference, by sex and year of inclusion, and at first occur-
rence of an eGFR measurement ,60 ml/min per 1.73 m2 in the
Stockholm region from 2009 to 2017. Hazard ratios are pre-
sented in Supplemental Table 5.
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on statin treatment. In trend analyses (Supplemental Figure 2,
Supplemental Table 10), these differences of RASi and statin
use persisted over time.

Supporting Analyses
In total, 5906 men (6%) and 4600 women (4%) visited a
nephrologist before the index date. Among people under-
going remeasurement of creatinine, 80,761 had another
eGFR,60 ml/min per 1.73 m2 between 3 and 18 months
after the index date (i.e., had confirmed CKD), on the basis
of the first available creatinine measurement in that time
period. This was observed in 46% of retested men and 42%
of retested women. In both these subgroups (people
referred or with confirmed CKD), the performance of
nephrology care indicators was slightly better than that
observed in the cohort overall, but sex differences persisted
throughout most strata (Tables 1 and 3, Supplemental
Tables 4, 11, 12 and 13). Results were also similar when
using the Lund–Malm€o eGFR equation (Supplemental
Table 14), when additionally adjusting for creatinine levels
(Supplemental Table 15), and before/after the implementa-
tion of automatic eGFR reporting (Supplemental Table 16);
in all these analyses, we observed some attenuation in the
differences observed, but differences remained.

DISCUSSION

In this study of people with probable CKD, we observed
profound sex differences in detection, recognition, and
monitoring that persisted over time: women were less likely

to receive a CKD diagnosis, to visit a nephrologist, to have
their creatinine and albuminuria measured, or to receive
guideline-recommended therapies. These differences were
similarly observed among high-risk groups, among people
with evidence-based indications for medications, and among
people with confirmed CKD at retesting.

We are not aware of other studies focusing on this issue
in the general population. Administrative databases are cul-
turally bounded, and we recognize this is a study of practices
in Stockholm between 2009 and 2017. We do not know
whether our findings are generalizable until these issues are
assessed in other health systems. However, we have found
isolated observations, often anecdotal or reported as second-
ary findings in reports from the United Kingdom,5,21,22,32

Canada,23,33 and the United States,24,25,34–36 that support the
existence of such sex gaps. We present unadjusted data
because the variable “sex” cannot be confounded (i.e., other
biologic or social factors do not exert causal influence on a
person’s sex). We recognize, however, that the effects of sex
or gender on outcomes can be mediated by individual and
societal structural biases that our study could not account
for—for example, if individual women are less likely to seek
referral or if clinics are less likely to accept referrals of
women. We explored multivariable adjustment to examine
whether differences in comorbidity explained the differences
observed. In general, these analyses showed some attenuation
of the effect, suggesting that appropriate factors are being
taken into consideration in clinical decisions. However,
adjustment did not abrogate the sex differences reported.

Issuing a diagnostic code is relevant beyond reimburse-
ment purposes. Previous studies show that among persons
with objective laboratory evidence for CKD, those with a

Table 4. Differences in odds of being on RASi or statin treatment at first eGFR measurement <60 ml/min per 1.73 m2 in the
Stockholm region from 2009 to 2017, women compared with men

Category

Proportion of
Patients Treated

Odds (95% CI) of Receiving
Guideline-Recommended Medications

Number of
Individuals

Men Women
Unadjusted OR

Women versus Men
P Value

Adjusted ORa

Women versus Men
P Value

RASi
Overall 227,847 56.2% 46.7% 0.68 (0.67 to 0.69) ,0.001 0.68 (0.66 to 0.69) ,0.001
Among people with diabetes

and albuminuria A2
7688 81.2% 76.6% 0.72 (0.64 to 0.81) ,0.001 0.68 (0.59 to 0.77) ,0.001

Among people with
albuminuria A3

8506 78.2% 66.4% 0.60 (0.54 to 0.65) ,0.001 0.68 (0.61 to 0.76) ,0.001

Statins
Overall 227,847 38.2% 28.8% 0.65 (0.64 to 0.67) ,0.001 0.78 (0.76 to 0.79) ,0.001
Among people

aged $50 yrs
217,384 39.6% 29.7% 0.64 (0.63 to 0.66) ,0.001 0.80 (0.78 to 0.82) ,0.001

Among people
aged 18–49 yr with
Coronary disease 166 74.6% 60.4% 0.54 (0.27 to 1.09) 0.09 0.41 (0.15 to 1.12) 0.08
Diabetes 939 45.1% 34.1% 0.63 (0.48 to 0.82) 0.001 0.74 (0.55 to 0.99) 0.05
Prior ischemic stroke 174 46.4% 33.9% 0.62 (0.33 to 1.17) 0.14 0.62 (0.27 to 1.42) 0.26

aAdjusted for age at creatinine measurement, albuminuria category (no test, albuminuria A1, A2, A3), eGFR, history of referral, KDIGO, Kidney Disease: Improving
Global Outcomes (KDIGO) criteria for referral, highest educational attainment, hypertension, diabetes, myocardial infarction, congestive heart failure, peripheral
vascular disease, cerebrovascular disease, dementia, chronic obstructive pulmonary disease, and malignancy.
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diagnostic code were more likely to achieve quality of
nephrology care indicators22 and less likely to receive neph-
rotoxic medications.37 Monitoring of eGFR and albumin-
uria in people at risk is recommended by major guidelines1

because of the opportunity to implement therapies that
slow kidney damage and reduce cardiovascular risk.38 RASi
decreases albuminuria, reduces the rate of eGFR decline,39–41

reduces ESKD in people with albuminuria,42 and reduces
cardiovascular outcomes.43 Statins reduce cardiovascular
events.44 All these indicators and medications scored worse
for women, through all albuminuria categories and among
people with indications for treatment, monitoring, and
diagnosis.

We observed high rates of creatinine testing, which con-
trasted with low rates of albuminuria testing, but in both
cases, women were disadvantaged. We speculate that creati-
nine is measured routinely for many indications, and
although this information is stated in the health care records,
it may not be interpreted as a marker of kidney disease that
requires evaluation and follow-up, especially in older adults.
Interpreting creatinine as an indicator of kidney function
may be problematic: at the same level of creatinine, men
have better kidney function than women because of higher
muscle mass on average and increased endogenous creatinine
production.45 To some extent, this disparity is mitigated by
the use of eGFR, which includes a term for sex and produces
output that is adjusted for body size. Because physicians may
lack the time to calculate eGFR, automatic eGFR reporting
has been implemented in many health systems to facilitate
CKD detection and monitoring.46 We did observe some nar-
rowing in the sex gap after adjusting for creatinine, or after
the implementation of automatic eGFR reporting in our
health system. However, differences persisted.

Among those who satisfied guideline-recommended cri-
teria for nephrologist referral, fewer women than men vis-
ited a nephrologist, even among those who had CKD
confirmed with repeated testing. Late referral to nephrology
units has been associated with faster disease progression
and worse outcomes,47 and in our data sex-related differ-
ences in referral patterns, although somewhat attenuated
with increasing severity, were large. It has been argued that
nephrology units lack the capacity to accommodate so
many patients with CKD, and that management is best
decentralized, with larger responsibility for primary health
care settings. This is the case in Sweden, and in this regard,
we note that our study can only quantify accepted referrals
that lead to a visit. This may be only a portion of all refer-
rals, because of referral triage by nephrologists, and nonad-
herence by patients. Nephrologists may also give advice to
the general practitioner regarding monitoring of kidney
function or implementation of therapies, or evaluate the
condition with all available data, including imaging, with-
out necessarily physically seeing the patient. However,
whether this advice took place, women meeting objective

criteria for referral in terms of albuminuria and eGFR level
were still disadvantaged. This suggests that some of the pre-
viously observed differences in the proportion of men and
women at referral might reflect negative selection of
women for referral by primary health care providers. To
mitigate the possibility of lack of resources in nephrology,
to risk-stratify individuals and identify those at high risk
for progressive disease, and to increase the appropriate pre-
scribing of RASi, it is essential that albuminuria testing is
more widely undertaken, in both men and women.

We observed that the disadvantage to women was less
pronounced among people with more severe CKD and it
affected prescribing perhaps less than it affected recogni-
tion, remeasurement, and referral. It is possible that stron-
ger indications for recognition and action may partially
overcome whatever biases lead to under-recognition and
undertreatment. However, large effects persisted: for exam-
ple, women with G5ND CKD were 23% less likely than
men to see a nephrologist during follow-up. We think it is
unlikely this reflects competing risk of death, which has
been reported to be lower in women with CKD compared
with men.48 The finding of a lower proportion of women
starting dialysis in a given time period or the finding of
lower GFR at initiation in women48 may reflect increased
time-to-event rather than fewer lifetime events. More likely
these strong and pervasive effects are social: they demand
further study and mitigation.

A strength of our study is the complete health care cov-
erage and richness of information from a region with uni-
versal tax-funded health care. This may minimize health
care access bias, which in nonsubsidized health systems has
been shown to negatively affect women with CKD.35,36 Our
study also has limitations. By identifying CKD from a sin-
gle eGFR test we may have misclassified some patients.
However, requiring a confirmatory eGFR would have inva-
lidated our evaluation of laboratory monitoring rates.
Furthermore, our findings were similar in those with con-
firmed CKD. Because we measured completed actions—a
nephrology visit completed, laboratory tests performed, and
prescriptions filled—it is possible that sex differences in
adherence led to some of the observed differences. A Swed-
ish survey suggests that for prescription medications, men
are more likely than women to forget to pick up a prescrip-
tion, and women are more likely than men to pick up a
prescription, but not take the medication.49 If so, true dif-
ferences might be larger than we estimated. However, the
outcome “diagnosis of CKD” is not subject to any adher-
ence effect and shows a strong effect of sex. Finally, we are
unable to explain these effects beyond conscious and un-
conscious bias on the part of health care professionals.

To conclude, this study observes profound sex differences
in recognition, specialist care access, monitoring and manage-
ment of CKD that are not explained by differences in comor-
bidity. We believe that efforts to improve this and ensure
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equitable care between sexes could have important implica-
tions for justice and could reduce the burden of CKD.
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sidered the cohort baseline. Men in 2009 were selected as the reference
category. The ORs are presented in Supplemental Table 10.
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