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Real-world data on gender differences in quality of life
among psoriasis patients before and during treatment
are scarce. This study analysed data of 748 adults with
moderate-to-severe psoriasis enrolled in the Swiss
Dermatology Network of Targeted Therapy registry
between 2011 and 2023. Quality of life was assessed
using the Dermatological Life Quality Index at baseline
and at 3, 6, 12, 18, and 24 months. At baseline, women
reported significantly lower quality of life than men,
with higher Dermatological Life Quality Index scores in
the IL-17 inhibitor group (15.0 vs 11.0, p=0.027), IL-
12/23 inhibitor group (7.5 vs 7.0, p=0.049), and non-
biologic therapy group (13.0vs 9.0, p<0.001). Although
quality of life improved across all subgroups during the
follow-up period, women treated with IL-12/23 inhibi-
tors continued to report worse quality of life compared
with men after 2 years (p<0.05), while no significant
differences were observed with other therapies. These

SIGNIFICANCE

Psoriasis is a common chronic disease affecting skin, nails,
and joints, and is often linked to heart disease, obesity, and
depression. Both men and women with psoriasis experience
a reduced quality of life. Understanding how treatments im-
pact each gender can help physicians provide personalized
care. Studies show men and women experience psoriasis
differently, influenced by cultural and social factors. Over 2
years, we studied 278 women and 470 men in a Swiss natio-
nal study. Initially, women felt more affected, but this diffe-
rence decreased over time, except in one treatment group.
Personalized treatments can improve long-term outcomes.

including cardiovascular disease, obesity, and depression
(3). In addition, it has a significant negative impact on the
psychological health of both female and male patients

findings emphasize that women with psoriasis expe-
rience lower quality of life at treatment initiation and
throughout non-biologic and biologic therapies, under-
lining the importance of addressing gender-specific dif-
ferences in the management of psoriasis.
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Psoriasis vulgaris is a common, chronic, inflammatory,
immune-mediated disease. It affects the skin, nails
and joints (1, 2) with associated multiple comorbidities

(4-7), profoundly affecting the health-related quality of
life (HRQoL) (8). Patient-reported outcome measures
(PROMs) play a crucial role in healthcare alongside clini-
cian-reported tools, helping to assess the effectiveness of
treatments from the patients’ perspective, and are often used
in clinical trials and research studies to assess the efficacy
of treatments, contributing to evidence-based practice (9).

Considering sex and gender as biological and social
variables in research is crucial due to significant physio-
logical differences and social constructs that can affect
disease incidence, treatment responses, and drug efficacy
(10). Previous studies revealed that female patients had
higher treatment expectations and more specific needs
than male patients (4). Moreover, women have a better
clinical response to biologic and non-biologic systemic
treatments than men, but also a higher HRQoL impair-
ment across treatments (6).

Several studies have observed sex differences in
psoriasis. Women have higher expectations and needs
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in social impairments, depression, sleep quality, and
productivity, suggesting individualized therapy (4).
Younger patients experience greater quality of life
(QoL) impacts, with men facing more work-related
stress (11). Women report higher subjective disease
scores, while men have higher objective measures,
indicating potential undertreatment of women (12).
Symptom severity correlates with discomfort and stig-
matization for both genders (13). Women rate hospital
care lower and seek more privacy and pain management
(14). Women report lower treatment satisfaction and
more adverse events, leading to higher discontinuation
rates (15). Men have more severe psoriasis and receive
biologics earlier, reflecting higher disease activity (16).
Dermatologists’ treatment preferences, influenced by
region and phototherapy availability, contribute to bia-
ses (17). Gender differences necessitate gender-specific
healthcare approaches for better outcomes (18). Women
report more disability and functional limitations (19),
with no significant gender effect on somatic symptoms
when distress is controlled (20). Women’s lower median
Psoriasis Area and Severity Index (PASI) scores may
explain why men receive more systemic treatments
(21). Differences in disease severity assessments bet-
ween patients and physicians underscore the need to
combine subjective and objective evaluations for better
treatment effectiveness (22). Treatment expectations,
influenced by factors such as gender, disease severity,
and trust in the physician, significantly impact clinical
outcomes (23).

However, data on different drug types and how they
specifically impact the HRQoL over long-term treatment
between the biological sexes are still scarce. This area
of research is crucial due to few sex-specific recommen-
dations in the most recent European guidelines (24, 25).
Differences in QoL, drug dosing, and specific treatment
types between the sexes have not yet been considered
but are essential in disease management and adherence.

Previous studies on treatment-related improvement of
the Dermatology Life Quality Index (DLQI) and Pso-
riasis Area and Severity Index (PASI) have so far been
performed without considering sex (5-7).

To better understand how different treatments affect
the QoL of female and male patients, our study investi-
gated the putative sex differences in absolute DLQI
scores at treatment initiation and during treatment with
systemic non-biologic (forthwith simply “non-biologic”)
and biologic therapies, with emphasis on the current
prescription environment in Switzerland.

MATERIALS AND METHODS

Patient population and data collection

Adults with moderate-to-severe psoriasis were recruited to par-
ticipate in the Swiss Dermatology Network of Targeted Therapy
(SDNTT) registry from tertiary and secondary dermatological
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hospitals across Switzerland (4-7), including the University
Hospitals of Basel, Bern, Geneva, Lausanne, and Zurich, and the
Cantonal Hospitals of Aarau, Bellinzona, and St. Gallen.

The registry is electronic and patient-based, and is independently
monitored by CVderm at the University Medical Center Hamburg-
Eppendorf (Germany) (26), aligning with the German psoriasis
registry PsoBest (NCT01848028). Treatment decisions follow the
EuroGuiDerm Guidelines for systemic treatment (24, 25). Key
inclusion criteria were initiation of a new systemic anti-psoriatic
treatment, informed consent, and the ability to complete the ques-
tionnaires in German, Italian or French (27). Patients registered
from October 2011 to June 2023, with at least 4 clinical visits
and no more than 1 systemic therapy, were included. If a therapy
change occurred, the observation for that patient was discontinued.
Patients were grouped by treatment type for analysis: TNFa in-
hibitors, interleukin (IL)-17 inhibitors, IL-12/23 inhibitor, IL-23
inhibitors, and non-biologic therapies, including conventional
systemic therapies (including cyclosporine, fumaric acid esters
(FAE), methotrexate (MTX), retinoids) and phosphodiesterase-4
(PDE4) inhibitor (apremilast).

Several dermatology-specific ways to measure HRQoL are av-
ailable and used as a PROM, among which the DLQI, developed
by Finlay et al., is the most widely used assessment tool (28).
According to the European consensus, the DLQI, along with the
PASI, is the most important diagnostic criterion to determine
disease severity and the indication for systemic treatments (24,
25). Considering its broad acceptance, we utilized the DLQI as
the primary instrument for our analysis.

As for the SDNTT protocol, the interval between the first 3
registry visits was planned for every 3 months, followed by 6
months thereafter. Only DLQI measurements with no more than
2 unanswered questions were included. Patients were excluded
if they lacked an initial DLQI submission or had not yet started
systemic therapies during the observation time. For patients with
alteration of therapy only data from the initial treatment were
analysed, reducing the number of cases over time.

Statistical analysis

Baseline patient characteristics for both sexes were analysed, in-
cluding DLQI completion, PASI and DLQI scores, age, duration
of psoriasis, Body Surface Area (BSA), Body Mass Index (BMI),
and presence of nail psoriasis and psoriatic arthritis (PsA) from the
SDNTT registry. While the SDNTT registry collects various variab-
les (DLQI, PASI, age, gender, BMI, and comorbidities including PsA
and nail involvement), for this study, we followed only the DLQI
as the primary outcome. Psoriatic arthritis diagnoses were always
confirmed by external or internal rheumatologists. Nail involvement
was assessed by the dermatologist using the Nail Psoriasis Severity
Index (NAPSI), which records the number of affected nails.

The Mann—Whitney—Wilcoxon test was used for quantitative
variables and Fisher’s exact test as well as the Kruskal-Wallis
test for qualitative variables. Multiple linear regression assessed
potential confounders or effect modifiers, considering baseline
age, sex, PASI, DLQI, nail involvement, psoriatic arthritis, BMI,
and duration of psoriasis as independent factors. A p-value <0.05
was considered to be statistically significant. All statistical analy-
ses were performed using R (version 4.1.1.) and RStudio (29) (R
Foundation for Statistical Computing, Vienna, Austria).

Predictors of DLQI at baseline

A multiple linear regression was conducted to identify predictors
of'the DLQI at baseline, taking into account age, sex, PASI, BMI,
and duration of psoriasis. Significant factors included PASI, age,
and sex, with p-values 0f<0.001, 0.001, and 0.005, respectively
(Table SI).
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Patients included in the
SDNTT Registry (n = 1007)

- Patients that start freatment
after 30.06.2022 (n = 113)

- Patients who have more than
one treatment (n = 58)

- Patlents without a systemic
therapy (UVBIPUVA only, n = 3)
- Patients without DLQI data in
the first visit (n = 85)

Eligible for analysis {n = 748)

Patients undergoing Patients undergoing TNF-alpha

non-biologic treatments

treatments Patients undergoing IL-17

Patients undergoing IL-23

o Patients undergaing IL-12/23

il melhn!rexate‘_v:il:\.nspmine‘ infliimab, adal\ml_lmah, il ?.rea!ments ) ! guselkumab, tildrakizumab or ina Irealr_nenl.';
apremilast, acitretin, etanercept, certolizumab, ixekizumab or secukinumab risankizumab ustekinumab
dymethyl fumarates or fumaric acid esters golimumab or biosimilars

Nen-biologic treatments (n = 331} TNF-alpha treatments (n = 143) IL-17 treatments (n = 108) IL-23 treatments (n = 78} IL-12/23 treatments (n = 88)
- Females: 129 -Females: 49 - Females: 37 - Females: 28 - Females: 35
- Males: 202 -Males: 84 - Males: 71 - Males: 50 - Males: 53

Fig. 1. Patient inclusion and exclusion flow diagram for systemic non-biologic group (methotrexate, fumarates, retinoids, cyclosporine,
and apremilast) and biological groups (including interleukin (IL)-17, IL-12/23, IL-23, and TNF-a inhibitors). SDNTT: Swiss Dermatology

Network for Targeted Therapies, DLQI: Dermatology Life Quality Index.

Ethics

The SDNTT was registered with ClinicalTrials.gov
(NCTO01706692) and was approved by the Ethics Committee
Northwest and Central Switzerland (EKNZ 62/11). This study
was conducted in accordance with the principles of the Declara-
tion of Helsinki (30).

RESULTS

Demographic and clinical characteristics

As of 30 June 2023, the SDNTT database included data
from 1,007 patients. Of these, 748 (74.3%; female=278,
male=470) were eligible and included in the analysis
(Fig. 1). The median age for females was 44.3 years,
and for males 45.8 years (p=0.1) (Table I). At baseline,
female patients had a significantly higher DLQI score
compared with male patients (13.4 vs 10.7; p<0.001).
The median PASI was significantly higher for males
(9.6) compared with females (8.2; p<0.001). BSA was
greater in males (12.8) than in females (11.9; p=0.019),
as was BMI, with males presenting a higher BMI (28.2
kg/m?) compared with females (26.3 kg/m?; p<0.001).
The difference in obesity rates (BMI >30 kg/m?) was
not significant. Both groups showed comparable median
durations of psoriasis (p=0.5), PSA prevalence (»=0.7),
and nail involvement (p=0.057).

Table I. Baseline characteristics and demographics

Therapy group distribution

Patients were further categorized based on their therapy at
inclusion: n=331 received non-biologic therapy, and n=417
received biologic therapy. Male patients constituted the
majority in both groups, with 64% (n=268) in the biologic
group and 61% (n=202) in the non-biologic group. Further
subdivision within the biologic therapy group was as fol-
lows: TNF-a inhibitors (n=143), ustekinumab (n=88),
IL-17 inhibitors (n=108), and IL-23 inhibitors (n="78).

Prevalence of treatment types

The treatments most commonly utilized within the
SDNTT registry were MTX (n=224, 30.0%), adalimu-
mab (n=94, 12.6%), and ustekinumab (n=88, 11.8%)
(Table II). These treatments accounted for more than
half (54.4%) of all therapies administered. From 2018
onwards, there was a significant yearly increase in the
inclusion of IL-17 or IL-23 inhibitors as the most com-
monly administered biologic therapies in the registry, as
confirmed by a two-proportion z-test (2018: p=0.011,
2019-2022: p<0.001) (Table SII).

DLQI differences by age group and gender

The Kruskal-Wallis test revealed a significant difference
in DLQI scores between younger (18—64 years) and

All patients Male patients Female patients

Factor (n=748) (n=470) (n=278) p-value
Age, years, median (IQR) 45.0 (33.0-55.0) 45.8 (36.0-55.0) 44.3 (30.3-56.8) 0.1
BMI, median (IQR) 26.5 (23.4-30.5) 28.2 (24.2-30.8) 26.3 (21.9-30.1) <0.001
PASI, median (IQR) 8.0 (4.6-12.1) 9.6 (5.5-12.5) 8.2 (3.6-11.2) <0.001
DLQI, median (IQR) 11.0 (5.0-17.0) 10.7 (5.0-16.0) 13.4 (7.0-19.0) <0.001
BSA, median (IQR) 9.5 (4.7-15.5) 12.8 (5.0-16.6) 11.9 (3.8-14.0) 0.019
Duration of psoriasis, years, median (IQR) 11.0 (4.0-20.0) 16.2 (6.0-24.0) 16.0 (5.0-23.0) 0.5
Current PsA, n (%) 33 (10%) 20.2% 19.1% 0.7

Nail involvement, n (%) 188 (56.8%) 66.4% 43.9% 0.057

DLQI: Dermatology Life Quality Index, IQR: interquartile range, PASI: Psoriasis Area Severity Index, BSA: body surface area, BMI: body mass index, PsA: psoriatic arthritis.
Bold values indicate statistically significant differences between male and female patients in the baseline demographic and clinical characteristics.
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TableIl. Absolute and relative numbers of prescriptions by treatment
type for female and male patients at baseline

All patients Female patients Male patients

(n=748) (n=278) (n=470)
Treatment type n (%) n (%) n (%)
Non-biologics
Apremilast 38 (5.1%) 18 (6.5%) 20 (4.3%)
Cyclosporine 8 (1.1%) 3(1.1%) 5(1.1%)
Fumaric acid esters (FAE) 51 (6.8%) 23 (8.3%) 28 (6.0%)
Methotrexate 224 (30.0%) 81 (29.1%) 143 (30.4%)
Retinoids 10 (1.3%) 4 (1.44%) 6 (1.3%)
Biologics

TNF-alpha inhibitors:

Adalimumab 94 (12.6%) 29 (10.4%) 65 (13.8%)

Certolizumab 7 (0.9%) 7 (2.5%) 0 (0%)
Etanercept 36 (4.8%) 12 (4.3%) 24 (5.1%)
Golimumab 0 (0%) 0 (0%) 0 (0%)
Infliximab 6 (0.8%) 1 (0.4%) 5 (1.1%)

IL-12/23 inhibitor
Ustekinumab (IL-12/23)
IL-17 inhibitors

88 (11.8%) 35 (12.6%) 53 (11.3%)

Ixekizumab (IL-17A) 48 (6.4%) 17 (6.1%) 31 (6.6%)
Secukinumab (IL-17A) 60 (8.0%) 20 (7.2%) 40 (8.5%)
1L-23p19 inhibitors

Guselkumab (IL-23) 30 (4.0%) 8 (2.9%) 22 (4.7%)
Risankizumab (IL-23A) 24 (3.2%) 8 (2.9%) 16 (3.4%)
Tildrakizumab (IL-23) 24 (3.2%) 12 (4.3%) 12 (2.6%)

older patients (over 64 years) at the initial visit (Tables
SIII-SIV). During the initial visit, younger patients
demonstrated a significantly higher DLQI score (11.0)
compared with older patients (8.0). This difference was
not observed in subsequent visits (Fig. 2).

DLQI over time

In assessing DLQI over 24 months, significant differenc-
es were observed in median DLQI scores between female
and male patients at the first registry visit, with females
exhibiting higher scores (13 vs 10, p<0.001) (Fig. 3,
Table SV). Further subanalyses showed a consistent pat-

12
XX
10

=]

Madian DLQI (absolute values)

tern of higher DLQI scores in females across all treatment
categories, with notable significance in non-biologic
treatments (13 vs 9, p<0.001), IL-17 inhibitors (15vs
11, p=0.027), and ustekinumab (8 vs 7, p=0.049) (Table
SVI, Fig. 4). This trend was not statistically significant
for TNF-a (13 vs 10, p=0.1) and IL-23 inhibitors (14 vs
9, p=0.6). Subsequent follow-ups indicated significantly
higher median DLQI for females under ustekinumab,
whereas no significant differences emerged for the other
treatment groups during follow-ups. After the baseline
period, the range of median DLQI scores stayed relatively
consistent for both sexes across all treatment types. For
more details, refer to Tables SVII-SXII.

The number of patients decreased over time, because
for patients who stopped their treatment in the meantime,
only measures under inclusion treatment were analysed.
At month 3, n=61 (8.2%) patients had stopped their
treatment; at month 6, n=49 (8.5%); at month 12/18/24,
n=35/19/10 (7.2/5.2/3.8%) respectively.

DISCUSSION

Despite a growing focus on sex differences in psoriasis,
there is little information on individual systemic treat-
ments stratified by sex and their effects on QoL over time.

Female patients had significantly higher DLQI scores
compared with males before initiating systemic therapy,
especially in non-biologic treatments and IL-17 and
ustekinumab. This trend was absent in the subgroups
treated with TNF-a, and IL-23 inhibitors. DLQI scores
reduced across all subgroups over the 18-month study ob-
servation period, leading to comparable scores between
sexes. However, after 24 months, a significant disparity
re-emerged, particularly among female patients under us-
tekinumab who recorded higher DLQI scores than males.

|n_35| +[n=35] [n=17]
C Fig. 2. Median Dermatology Life
0 3 & 12 18 24 Quality Index (DLQI) of young
Time {months) (18-64 years) and old (=65 years)
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patients. ***p<0.001.
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Similar to other registries (16, 21, 31), we found a male
predominance among patients initiating systemic treat-
ment, thus emphasizing the importance of examining sex
differences in treatment patterns. Studies have pointed
to a decreased likelihood of females receiving systemic
treatments, particularly biologic therapies (32), partly
due to higher PASI scores in males (12) or to potential
teratogenic risk in women of childbearing age (33). The
observed sex differences in disease severity could be
influenced by selective patient recruitment, with aspects
like the DLQI not adequately considered. If women with
higher DLQI scores but lower PASI scores are more
likely to be enrolled, this could account for some of the
sex-based severity disparities (12, 21).

Reasons why women have a higher DLQI before
treatment initiation have been described previously (17,
19-21), including a higher symptomatic disease burden
(12), a greater reduction in self-esteem (13), limitations
in social situations, and a higher burden on mental health
and QoL due to their disease (13). Female patients with
psoriasis suffer more frequently from depression (34),
which can have a detrimental impact on many different
aspects of QoL (35) and on the progression of disease (36).

While our study identified significant sex differences
in DLQI scores, potential confounding factors like so-
cioeconomic status, employment, or healthcare access
known to influence QoL (18, 32, 35), were collected
but not analysed due to insufficient sample sizes. These
factors are critical in shaping patient experiences and may
explain disparities reported in previous research. Addi-
tionally, the DLQI, comprising 6 domains (Symptoms,
Activities, Leisure, Work, Relationships, Treatment),
may reveal gender-specific differences not captured in
overall scores (8, 13, 15, 35). Previous findings (11, 13,
35) suggest greater limitations in personal relationships
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Fig. 3. Median Dermatology Life
Quality Index (DLQI) of male and
female patients. ***p <0.001.

and daily activities among women, potentially linked to
stigmatization. Future studies should explore these fac-
tors to provide deeper insights into sex-specific impacts
of psoriasis.

Our findings align partially with those of the German
and Swiss psoriasis registry study (6), which reported an
increased burden of disease in women prior to therapy
initiation. Our study revealed higher DLQI in women
before starting therapy and significant differences during
the follow-up phase. Contrary to the dual-country study,
which found a significantly higher impairment in DLQI
among female patients during follow-up across all treat-
ment groups, our study found no such disparity.

The predominance of the German study population
over the Swiss cohort in the referenced study could ob-
scure country-specific differences. Different treatment
options available in Germany and Switzerland at the
time might have influenced the outcomes, suggesting
that geographical and healthcare system differences
impact results.

The significance of these findings lies in their impli-
cations to consider sex differences in the management
of psoriasis to optimize patient outcomes (37). Regar-
ding clinical trials and regulatory applications, PROMs,
including the DLQI, capture patient-centric outcomes,
complementing clinician-reported measures (38). The
DLQI measures the impact of skin diseases on patients’
QoL, facilitates treatment evaluation and patient-centred
care, and provides valuable information for regulatory
and clinical decision-making (38). DLQI fluctuations and
prolonged impairment can impact comorbidities, treat-
ment satisfaction, and adherence. This is why HRQoL
is a main criterion determining treatment success in the
current European psoriasis guidelines (24). An increase
in DLQI indicates a need to switch to or expand systemic


http://medicaljournalssweden.se/actadv

ActaDV

ActaDV

6/10 R. Lichtenberger et al. "Sex disparities in psoriasis QoL”
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e) IL-12/23 treatments
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Median DLQI (absolute value)
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therapies, with stricter limits for PASI and DLQI under
discussion due to new therapies achieving a PASI 90
response (39).

We provide a detailed analysis of the DLQI over time
for both sexes and for each individual drug class, offe-
ring a more comprehensive understanding of how QoL
is affected by different treatments in female and male

Acta Derm Venereol 2025

*nnaﬁt

Time (months)

Gender
B3 Female
B3 wale

Fig. 4. Dermatology Life Quality Index (DLQI) at O, 3,
6, 12, 18, and 24 months by sex and treatment. (A)
Non-biologic treatments (methotrexate, fumarates, retinoids,
cyclosporine and apremilast), (B) TNF-a inhibitors (adalimumab,
certolizumab, etanercept, golimumab, infliximab), (C) IL-17
inhibitors (secukinumab, ixekizumab), (D) IL-12/23 inhibitor
(ustekinumab), (E) IL 23 inhibitors (tildrakizumab, risankizumab,
guselkumab). *p <0.05 **p <0.001.

patients. An important finding is the absence of DLQI
differences between men and women in any group during
the first 18 months of follow-up. However, this changed
after 24 months in the ustekinumab group, where women
reported a significantly higher median DLQI compared
with men, highlighting the necessity of considering sex
differences in long-term psoriasis treatment planning.
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Women experience more treatment related side effects
than males and have higher rates of drug discontinuation
(15). High expectations present for new biologic medica-
tions correspond to low tolerance for unmet expectation
or perceived side effects (4). Safety concerns, especially
for women of childbearing age, influence physicians’ de-
cisions, with safer drugs potentially positively impacting
QoL (17). Treatment choices rely not only on potential side
effects or success but also on the treatment modality (40).

The German and Swiss dual-registry study from 2019
analysed the needs and expectations of 5,343 patients, no-
ting age-associated differences (4). Our detailed analysis
aimed to understand the DLQI-age relationship, revea-
ling significant differences in young patients compared
with older patients, raising questions about whether the
DLQI should be weighted according to age.

These findings advocate for an individualized thera-
peutic approach sensitive to sex differences, underscoring
the importance of incorporating treatment objectives,
current symptoms, and QoL impairment into treatment
decision. Regular re-evaluations throughout treatment are
essential (4, 13), allowing healthcare providers to tailor
approaches to each individual’s circumstances and needs,
enhancing psoriasis management, improving QoL, and
potentially reducing long-term complications.

Strengths and limitations

Our study’s major strength is the extensive collection
of DLQI questionnaires, facilitating a robust analysis of
patient-reported HRQoL across a diverse patient popula-
tion in daily practice conditions. This dataset provides
nuanced insights into the impacts of various treatments
on HRQoL.

However, consistent with challenges faced in real-
world registry studies, we observed a steady decline
in patient participation over time due to incomplete
12-month observation periods, dropouts, loss-to-follow-
up, variable visit frequencies, and deaths. These elements
introduce complexity in interpreting longitudinal data
and necessitate careful consideration in the analysis.

A notable disparity in the distribution of men and wo-
men in our study mirrors wider trends in real-world data,
potentially influencing the applicability of our findings
across different demographic groups. Future research
should aim to engage a more balanced representation to
enhance the generalizability of results.

The relatively low number of patients for individual
therapies, reflecting Switzerland’s smaller population,
limits the generalizability of our findings to larger or
more diverse populations. Nonetheless, the inclusion
of the latest generation of biologics provided a detailed
snapshot of current prescribing trends and their impli-
cations for HRQoL.

Additionally, the use of the DLQI in assessing HRQoL
among older patients revealed limitations due to the
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prevalence of “does not concern me” responses, parti-
cularly in areas like working life, suggesting a need for
complementary HRQoL assessment tools.

Conclusion

Our investigation provides critical insights into the dif-
ferential impacts of psoriasis treatments on HRQoL,
underscoring the necessity of integrating sex-specific
considerations into clinical practice. We found that wo-
men reported higher DLQI scores initially and during
follow-up, indicating a sustained lower QoL compared
with men. However, both sexes showed comparable
DLQI scores over time. Although our study included
extensive data collection and robust analyses, challenges
such as patient dropouts and the relatively small Swiss
population must be considered.

These findings highlight the complex interplay bet-
ween biological and sociocultural factors in managing
psoriasis and stress the importance of personalized tre-
atment strategies to enhance patient well-being.

Our study advocates for a more nuanced approach to
psoriasis treatment, one that prioritizes personalized care
by addressing the specific challenges faced by women
and men. By doing so, healthcare professionals can sig-
nificantly improve the QoL for patients with psoriasis,
paving the way for more effective and equitable healt-
hcare practices.
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