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ABSTRACT

Introduction:  We evaluated the impact of 
gender on disease severity, health-related qual-
ity of life (HRQoL), treatment management, and 
patient–healthcare professional (HCP) interac-
tions from the perspectives of patients with pso-
riatic arthritis (PsA).

Methods:  Data were collected from a global 
online patient survey conducted by The Har-
ris Poll (November 2, 2017 to March 12, 2018). 
Eligible patients were aged ≥ 18 years, with a 
self-reported diagnosis of PsA for > 1 year, had 
visited a rheumatologist/dermatologist in the 
past 12 months, and had reported previously 
using ≥ 1 conventional synthetic or biologic dis-
ease-modifying antirheumatic drug. Data were 
stratified by gender and analyzed descriptively, 
inferentially by binomial (chi-square) tests, and 
by multivariate logistic regression models.
Results:  Data from 1286 patients who par-
ticipated were included: 52% were female, 48% 
were male. Varying perceptions of disease sever-
ity between males and females were indicated by 
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differences in symptoms leading to a diagnosis 
of PsA, and in symptoms reported despite treat-
ment; more females than males reported joint 
tenderness, skin patches/plaques, and enthesi-
tis. More females than males reported a major/
moderate impact of PsA on their physical activ-
ity and emotional/mental well-being. Reasons 
for switching medication differed between gen-
ders, with more females switching because they 
perceived their medication to not be effective 
enough related to their joint symptoms. More 
females than males were very satisfied with their 
communication with their rheumatologist and 
were more likely to discuss the impact of PsA 

on their daily lives, their treatment satisfaction, 
and treatment goals with their rheumatologist.
Conclusions:  Patients’ perceptions of the 
impact of PsA on HRQoL, treatment man-
agement, and interactions with HCPs varied 
between males and females. More females 
than males reported major/moderate physical 
and emotional impacts of PsA. When treating 
patients, it is important for HCPs to consider the 
potential impact of gender on patients’ experi-
ence of PsA and its symptoms.
Graphical plain language summary available for 
this article.
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Graphical Abstract: 
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INTRODUCTION

Psoriatic arthritis (PsA) is a chronic inflamma-
tory disease, characterized by psoriatic skin 
and nail lesions, peripheral arthritis, spondyli-
tis, dactylitis, and enthesitis [1]. The estimated 
global prevalence of PsA is 0.02–0.25% in the 
general population and has been reported to be 
approximately 30% in patients with psoriasis 
[2, 3].

Patients with PsA experience physical dys-
function and impaired health-related quality of 
life (HRQoL) [4]. Furthermore, comorbidities, 
such as hypertension, obesity, hyperlipidemia, 
and type 2 diabetes mellitus are associated with 
PsA [5]. Of note, although the prevalence of 
PsA is equal in males and females [6], differ-
ences in disease burden have been observed 
between genders/sexes in studies of patients 
with PsA. Females are more likely to experience 
more severe disease activity, higher levels of 
musculoskeletal symptoms, a greater impact of 
PsA on their life, and are less likely to achieve 
minimal disease activity, compared with males 
[7–10]. Males are more likely to develop radio-
graphic joint damage and have more severe 
psoriasis than females [9, 10].

A global online survey conducted to under-
stand the impact of PsA on daily life from the 
perspective of the patient reported that while 
nearly all (99%) patients took prescription 
medication for their PsA, most still experienced 
musculoskeletal and skin/nail symptoms [11]. 
Moreover, despite treatment, patients reported 
that PsA impacted their physical functioning 
and ability to perform certain activities, as well 
as substantially affecting social, emotional, and 
work-related aspects of their lives [11].

Given the findings of previous studies sug-
gesting differences in disease burden between 
females and males with PsA, we carried out an 
analysis of data from a global survey to fur-
ther evaluate the impact of gender on patient 
demographics and disease characteristics, per-
ceptions of disease severity and HRQoL, treat-
ment management, and patient–healthcare 
professional (HCP) interactions from a patient’s 
perspective.

Keywords:  Global survey; Patient perception; 
Patient-reported outcomes; Psoriatic arthritis; 
Gender differences

Key Summary Points 

Why carry out this study?

The prevalence of psoriatic arthritis (PsA) is 
equal for males and females, but there are 
differences between genders in the burden of 
the disease.

Data on the differences of the burden of PsA 
between genders from a patient perspective 
are limited.

We evaluated the impact of gender on disease 
severity, health-related quality of life, satis-
faction with treatment, and patient–health-
care professional (HCP) interactions from the 
perspectives of patients with PsA.

What was learned from the study?

More females than males reported major/
moderate physical and emotional impacts of 
PsA.

More females than males were very satisfied 
with their communication with their rheu-
matologist and were more likely to discuss 
the impact of PsA, and their treatment satis-
faction and goals, with their rheumatologist.

Our analysis highlights the importance for 
HCPs of considering a patient’s gender and 
how it might impact their experience of PsA.

DIGITAL FEATURES

This article is published with digital features, 
including graphical plain language summary, 
to facilitate understanding of the article. To 
view digital features for this article, go to 
https://​doi.​org/​10.​6084/​m9.​figsh​are.​25639​
593.

https://doi.org/10.6084/m9.figshare.25639593
https://doi.org/10.6084/m9.figshare.25639593
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METHODS

Survey Design and Patients

An online survey was conducted by The Har-
ris Poll, on behalf of Pfizer Inc, between  
November 2, 2017 and March 12, 2018 in eight 
countries (Australia, Brazil, Canada, France, Spain, 
Taiwan, the United Kingdom, and the United 
States) [11]. Full details of the survey methodology 
have been reported previously [11]. Briefly, eligible 
patients, recruited from online market research 
panels, were aged ≥ 18 years, with a self-reported 
diagnosis of PsA for > 1 year prior to participa-
tion in the survey, had visited a rheumatologist 
or dermatologist in the past 12 months, and had 
reported previously ever using ≥ 1 conventional 
synthetic or biologic disease-modifying antirheu-
matic drug (DMARD) for PsA.

Analysis of Survey Data

This analysis utilized survey data from patients 
with PsA relating to demographics and disease 
characteristics, perceptions of disease severity, 
HRQoL (including social and work life), treat-
ment satisfaction, and HCP interactions with 
patients (including communication satisfaction 
and discussion topics raised).

Patient responses were stratified by gender 
and analyzed descriptively, and also inferen-
tially by binomial (chi-square) tests [11, 12]. 
All percentages and binomial tests were calcu-
lated and analyzed based on weighted global 
data [13], which adjusted for the relative size 
of each country’s adult population within the 
total adult population of all eight countries. 
Relative differences between genders were 
measured using multivariate logistic regres-
sion models based on unweighted data. Odds 
ratios (ORs) and 95% confidence intervals (CIs) 
were determined, and results were adjusted 
for the following covariates (as potential con-
founders): age, country, current PsA medica-
tion (biologic DMARD), diagnosed conditions 
(comorbid arthritis/anxiety/depression), educa-
tion level (low/high), employment status (not 
available for Brazil and Taiwan), income (low/

medium/high; not available for Brazil and Tai-
wan), marital status, PsA medication ever taken 
(steroids), and time since PsA diagnosis. Dif-
ferences were considered to be statistically sig-
nificant if p < 0.05; only statistically significant 
differences are presented for ORs.

Ethical Approval

All patients provided informed consent before 
participating in the survey. As this was a non-
interventional survey and personal data from 
the surveys were not identifiable, ethical 
approval was not required.

RESULTS

Patients

This analysis included data from 1286 patients 
who participated in the survey and met eligi-
bility criteria. Of these, 674 (52%) were female 
and 612 (48%) were male. Patient demograph-
ics and disease characteristics were gener-
ally similar for females and males, with some 
exceptions (Table  1). Females had a longer 
time between symptoms and diagnosis, com-
pared with males (mean [standard deviation]: 
5.2 [9.8] vs. 3.4 [7.2], respectively, p < 0.05; 
Table 1). A greater proportion of females than 
males were from the United States (47 vs. 33%,  
respectively, p < 0.05). More females than 
males reported having ever taken a steroid  
(57 vs. 43%, p < 0.05) and another prescrip-
tion medication for PsA (12 vs. 8%, p < 0.05), 
other than a biologic, DMARD, non-steroi-
dal anti-inflammatory drug (NSAID), or ster-
oid (Table 1). More females than males were 
currently taking a biologic DMARD and oral 
conventional synthetic or targeted synthetic 
DMARD (20 vs. 15%, respectively, p < 0.05; 
Table 1). In addition, a greater proportion of 
females vs. males had ever been diagnosed with 
other conditions, including anxiety (32 vs. 24%,  
respectively), depression (27 vs. 19%), and 
osteoarthritis (17 vs. 9%; all p < 0.05).
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Table 1   Patient demographics and disease characteristics stratified by gender

Female Male

Weighted N 674 612

Age, years, mean (SD) 41.3 (13.9) 41.0 (12.7)

Time since PsA diagnosis, years, mean (SD) 9.2 (8.8) 8.8 (8.5)

Time between symptoms and diagnosis, years, mean (SD) 5.2 (9.8)* 3.4 (7.2)

Country/region, n (%)a

 Australia 16 (2) 23 (4)

 Brazil 151 (22) 168 (27)

 Canada 32 (5) 30 (5)

 France 49 (7) 62 (10)

 Spain 35 (5) 50 (8)

 Taiwan 17 (2) 25 (4)

 United Kingdom 56 (8) 53 (9)

 United States 318 (47)* 202 (33)

PsA medication ever taken, n (%)b

 Biologicc 474 (70) 405 (66)

 DMARDsd 485 (72) 407 (67)

 NSAIDse 417 (62) 343 (56)

 Steroidsf 382 (57)* 263 (43)

 Other 83 (12)* 48 (8)

Current PsA medication, n (%)g

 Biologic DMARD only 246 (36) 238 (39)

 Oralh DMARD only 219 (32) 200 (33)

 Biologic and oralh DMARD 137 (20)* 91 (15)

 NSAIDs/steroids only 67 (10) 73 (12)

Other diagnosed conditions, n (%)i

 Psoriasis 307 (45) 243 (40)

 Anxiety 214 (32)* 148 (24)

 High blood pressure 156 (23) 150 (24)

 Diabetes 162 (24) 140 (23)

 Depression 182 (27)* 116 (19)

 High cholesterol 137 (20) 119 (19)

 Osteoarthritis 115 (17)* 53 (9)
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Patient‑Reported Symptoms Related to PsA

For both females and males, starting to experi-
ence pain (62 and 61%, respectively) was the 
most commonly reported reason for visiting 
an HCP that led to a diagnosis of PsA. More 
females than males reported experiencing mus-
culoskeletal symptoms (59 vs. 42%, p < 0.05) 
or stiffness (48 vs. 39%, p < 0.05) and having 
to cover up their skin when around others  
(31 vs. 23%, p < 0.05), as reasons for visiting 
an HCP that led to a diagnosis of PsA. In con-
trast, more males than females stated difficulty 
participating in sports or recreational activities 

(33 vs. 26%, p < 0.05) as a reason for visiting an 
HCP that led to a diagnosis of PsA (Fig. 1).

Compared with females, males were  
45.9% (OR 0.54 [95% CI 0.43–0.68]) and  
29.2% (OR 0.71 [95% CI 0.55–0.91]) less likely 
to report experiencing musculoskeletal symp-
toms and having to cover up skin when around 
others, respectively, as reasons for visiting an 
HCP that led to a diagnosis of PsA. In contrast, 
males were 43.0% more likely than females (OR  
1.43 [95% CI 1.12–1.83]) to report difficulty par-
ticipating in sports or recreational activities as a 
reason for visiting an HCP that led to a diagnosis 
of PsA (Fig. 1).

Percentages are based on weighted data (adjusted for size of each country’s adult population)
COX-2 cyclooxygenase-2, cs conventional synthetic, DMARD disease-modifying antirheumatic drug, HCP healthcare pro-
fessional, IV intravenous drip, N number of patients who answered the question (weighted), n number of patients who gave 
the selected answer (weighted), NSAID non-steroidal anti-inflammatory drug, PsA psoriatic arthritis, SD standard devia-
tion, ts targeted synthetic
*p < 0.05 for females vs. males
a Reported in response to the question: ‘In which country or region do you currently reside?’
b Reported in response to the question: ‘Please indicate all prescription medications you have ever taken for psoriatic arthritis. 
Please select all that apply
c Presented as ‘biologic treatment prescribed by a doctor that is either injected or infused through an IV’
d Presented as ‘medication called “DMARDs”, which are prescribed by a doctor’
e Presented as ‘medication called “NSAIDs” or COX-2 inhibitors, prescribed by a doctor for relief of pain and inflammation’
f Presented as ‘steroid medication (oral, topical, or injected) prescribed by a doctor to help control the symptoms of psoriatic arthritis’
g Reported in response to the question: ‘Please indicate all prescription medications you are currently taking for psoriatic 
arthritis. Please select all that apply’
h Oral DMARDs were either csDMARD or tsDMARD
i Reported in response to the question: ‘Have you personally been told by a healthcare professional that you have any of the 
following health conditions? Please select all that apply’

Table 1   continued

Female Male

 Eczema 99 (15) 65 (11)

 Inflammatory bowel disease 62 (9) 36 (6)

 Heart disease 34 (5) 39 (6)

 Ankylosing spondylitis or axial spondyloarthritis 45 (7) 27 (4)

 Uveitis/iritis 18 (3) 9 (1)

HCP seen in the past 12 months, N

 Rheumatologist 620 552
 Dermatologist 496 443



	 Rheumatol Ther

Fi
g.

 1
  P

at
ie

nt
-re

po
rt

ed
 re

as
on

s f
or

 v
isi

tin
g 

an
 H

C
P 

th
at

 le
d 

to
 a

 P
sA

 d
ia

gn
os

is,
 w

ith
 O

R
s a

nd
 re

la
tiv

e 
di

ffe
re

nc
es

 fo
r m

al
es

 v
s. 

fe
m

al
es

. P
er

ce
nt

ag
es

 a
re

 b
as

ed
 o

n 
w

ei
gh

te
d 

da
ta

 (a
dj

us
te

d 
fo

r s
iz

e 
of

 e
ac

h 
co

un
tr

y’s
 a

du
lt 

po
pu

la
tio

n)
; d

at
a 

re
po

rt
ed

 a
re

 in
 re

sp
on

se
 to

 th
e 

qu
es

tio
n:

 ‘W
ha

t c
au

se
d 

yo
u 

to
 v

isi
t a

 h
ea

lth
ca

re
 p

ro
fe

ss
io

n 
th

at
 u

lti
m

at
el

y 
le

d 
to

 y
ou

r P
sA

 d
ia

gn
os

is?
 P

le
as

e 
se

le
ct

 a
ll 

th
at

 ap
pl

y’.
 O

R
s (

ad
ju

st
ed

 fo
r c

on
fo

un
de

rs
) a

nd
 re

la
tiv

e 
di

ffe
re

nc
es

 (d
efi

ne
d 

as
 O

R
 m

in
us

 1
) a

re
 b

as
ed

 o
n 

un
w

ei
gh

te
d 

da
ta

 an
d 

ar
e o

nl
y 

re
po

rt
ed

 fo
r r

es
po

ns
es

 d
et

er
m

in
ed

 to
 b

e s
ta

tis
tic

al
ly

 si
gn

ifi
ca

nt
 b

y 
m

ul
tiv

ar
ia

te
 lo

gi
sti

c r
eg

re
ss

io
n 

m
od

el
s. 

* p
 <

 0.
05

 fo
r m

al
es

 v
s. 

fe
m

al
es

 
w

ith
ou

t a
dj

us
tm

en
t f

or
 c

on
fo

un
de

rs
; ††

p <
 0.

01
, ††

† p
 <

 0.
00

1 
fo

r m
al

es
 v

s. 
fe

m
al

es
 w

ith
 a

dj
us

tm
en

t f
or

 c
on

fo
un

de
rs

 (O
R

s)
. C

I c
on

fid
en

ce
 in

te
rv

al
, H

C
P 

he
al

th
ca

re
 

pr
of

es
sio

na
l, 
N

 n
um

be
r o

f p
at

ie
nt

s w
ho

 an
sw

er
ed

 th
e q

ue
sti

on
 (w

ei
gh

te
d)

, O
R 

od
ds

 ra
tio

, P
sA

 p
so

ria
tic

 ar
th

rit
is



Rheumatol Ther	

Both females and males stated that they expe-
rienced a range of PsA-related symptoms in the 
12 months prior to their participation in the 
survey (Fig. 2a). The most commonly reported 
musculoskeletal symptom in both females and 
males was joint pain (80 and 77%, respectively). 
Generally, more females than males reported 
that they experienced musculoskeletal symp-
toms, such as joint swelling, joint tenderness, 
stiffness, inflammatory back pain/stiffness, ten-
derness or swelling of the ligaments/tendons 
that connect to bones (commonly the heel or 
elbow) and swollen or inflamed (“sausage”) 
fingers or toes (all p < 0.05). The most frequent 
skin/nail symptoms for both genders were 
skin patches/plaques, which were experienced 
by a greater proportion of females than males  
(63 vs. 53%, respectively), as were skin discom-
fort and nail changes (all p < 0.05). In addition, 
unusual fatigue was reported by 56% of females 
vs. 48% of males (p < 0.05; Fig. 2a).

Overall, most (91% of females and males) 
patients taking medication at the time of the 
survey responded that, despite treatment for 
PsA, they still experienced symptoms; most 
symptoms were experienced by a similar pro-
portion of females and males (Fig. 2b). Despite 
treatment, the most common musculoskeletal 
symptom in both females and males was joint 
pain (54 and 51%, respectively). The most com-
mon skin/nail symptoms in both genders were 
skin patches or plaques and they were also expe-
rienced by more females vs. males (43 vs. 36%,  
respectively, p < 0.05). More females than males 
experienced joint tenderness (43 vs. 36%,  
respectively, p < 0.05) and similarly, despite treat-
ment, enthesitis was still experienced by 30% of 
females, compared with 24% of males (p < 0.05; 
Fig. 2b). Compared with females, males were 35.0% 
more likely (OR 1.35 [95% CI 1.01–1.81]) to report 
experiencing joint damage despite PsA treatment 
(Fig. 2b).

Patients’ Perceptions and Concerns of the 
Impact of PsA

For patients of both genders, the most com-
monly reported aspect of their lives that PsA 
had a major or moderate negative impact on was 

the level of physical activity, which was reported 
by a greater proportion of females vs. males  
(81 vs. 75%, respectively, p < 0.05). In addition, 
a major or moderate negative impact on their 
emotional/mental well-being was reported by 
more females than males (73 vs. 65%, respec-
tively, p < 0.05; Fig. 3a).

Compared with females, males were  
37.9% less likely (OR 0.62 [95% CI 0.49–0.78]) 
to report an impact to their emotional/mental 
well-being as an aspect of their lives that PsA 
had a major or moderate negative impact on 
(Fig. 3a). The impact of PsA on other aspects of 
patients’ lives, including education, ability to 
perform and progress at work, and relationships 
with family, friends, and romantic partners, was 
similar between genders (Fig. 3a).

To further explore the impact of PsA, patients 
were asked about their perceptions of the impact 
of PsA on their social and work lives. A similar pro-
portion of females and males reported that they 
stopped participating in sports or recreational 
activities (56 vs. 55%, respectively) and experi-
enced social shame (34 vs. 31%; Fig. 3b). How-
ever, more females than males experienced emo-
tional distress (65 vs. 50%, respectively, p < 0.05) 
and stopped participating in social activities  
(49 vs. 41%, p < 0.05; Fig. 3b). Relating to impact 
of PsA on work life, more females than males 
went on permanent disability (14 vs. 9%, respec-
tively, p < 0.05), whereas fewer females vs. males 
reported lower work productivity due to PsA  
(38 vs. 47%, p < 0.05; Fig. 3b). A similar proportion 
of females and males took a sick day (47 vs. 51%,  
respectively), medical leave (32 vs. 36%), quit 
or were let go from their jobs (14 vs. 11%), or 
switched jobs because of PsA (11 vs. 13%; Fig. 3b). 
When asked what they worry about most because 
of their PsA, more females than males expressed 
concern that their life expectancy may be short-
ened by PsA and/or other health conditions that 
typically accompany PsA (36 vs. 27%, respec-
tively, p < 0.05), whereas more males than females 
were concerned that PsA would affect their ability 
to work (42 vs. 31%, respectively, p < 0.05; Fig. 3c).
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Treatment Management

Patients who responded that they had goals for 
managing PsA were asked which of their goals 
were most important to them. More females 
than males answered that putting PsA into 
remission was most important (21 vs. 16%, 

respectively, p < 0.05), whereas for more males 
than females, increasing their levels of physical 
activity (7 vs. 4%, respectively, p < 0.05), reduc-
ing stiffness (5 vs. 2%, p < 0.05), and switching 
from injections or infusions to oral medica-
tions (3 vs. 1%, p < 0.05) were most important 
(Fig. 4a).

Fig. 3   Patient-reported perceptions on a major/moderate 
negative impact of PsA on aspects of life, b social impact 
and work impact of PsA, and c patient-reported concerns 
about the impact of PsA, with ORs and relative differences 
for males vs. females. Percentages are based on weighted 
data (adjusted for size of each country’s adult population); 
a Data reported are a summary of major/moderate life 
impact of PsA in response to the question: ‘How much of a 
negative impact if any, has psoriatic arthritis had on each of 
the following aspects of your life?’ (data not shown for no/
slight impact). b Data reported are in response to the ques-
tion: ‘Have you done any of the following as a result of pso-
riatic arthritis? Please select all that apply’; c Data reported 

are in response to the question: ‘What do you worry about 
the most because of psoriatic arthritis? Please select all that 
apply’. ORs (adjusted for confounders) and relative differ-
ences (defined as OR minus 1) are based on unweighted 
data and are only reported for responses determined to be 
statistically significant by multivariate logistic regression 
models. *p < 0.05 for males vs. females without adjustment 
for confounders; †††p < 0.001 for males vs. females with 
adjustment for confounders (ORs). ‡Not shown in United 
Kingdom; §Only shown in United Kingdom. CI confi-
dence interval, N number of patients who answered the 
question (weighted), OR odds ratio, PsA psoriatic arthritis
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Fig. 4   a Most important goal for managing PsA, b reasons 
for switching PsA medication, and c most desired changes 
to PsA medication, with ORs and relative differences for 
males vs. females. Percentages are based on weighted data 
(adjusted for size of each country’s adult population);  
a Data reported are in response to the question: ‘You men-
tioned that you have goals related to managing psoriatic 
arthritis. Which of these goals is most important to you 
right now?’; b Data reported are in response to the ques-
tion: ‘Thinking of the most recent time you switched your 
psoriatic arthritis medication(s), which of the following, 
if any, are reasons why you switched? Please select all that 
apply’; c) Data reported are in response to the question: 
‘Ideally, what would you most like to change, if anything, 
about your current prescription medication(s)? Please 
select all that apply’. ORs (adjusted for confounders) and 

relative differences (defined as OR minus 1) are based 
on unweighted data and are only reported for responses 
determined to be statistically significant by multivariate 
logistic regression models. *p < 0.05 for males vs. females 
without adjustment for confounders; †p < 0.05, ††p < 0.01, 
†††p < 0.001 for males vs. females with adjustment for con-
founders (ORs); ‡Not shown in the United Kingdom; 
§Only shown in the United Kingdom. CI confidence inter-
val, N number of patients who a had goals for managing 
PsA, b switched medications in the past 2  years, c were 
currently taking prescription medications for PsA, who 
answered the question (weighted), Net the net percent-
ages of the individual responses for patients’ most desired 
changes to their PsA medication categories, OR odds ratio, 
PsA psoriatic arthritis
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For goals related to managing PsA, males 
were 37.8% (OR 0.62 [95% CI 0.49–0.79]) 
and 28.3% (OR 0.72 [95% CI 0.57–0.90]) less 
likely to report putting PsA into remission and 
improving their emotional well-being, respec-
tively, compared with females. Similarly, males 
were 27.5% (OR 0.73 [95% CI 0.57–0.92]) and 
21.8% (OR 0.78 [95% CI 0.61–1.00]) less likely 
than females to report preventing disability 
and reduction of general swelling or dactylitis, 
respectively, as goals related to managing PsA 
(Fig. 4a).

Overall, 37% of patients reported that they 
switched their PsA medication in the 2 years 
prior to participating in the survey, with 
females less likely to switch (34%) vs. males 
(41%). Of these patients, more females than 
males reported that switching PsA treatment 
was due to joint symptoms not improving 
or getting worse (41 vs. 28%, respectively, 
p < 0.05) and side effects being difficult to man-
age (35 vs. 22%, p < 0.05; Fig. 4b). By contrast, 
more males than females reported switching 
medication due to potential serious side effect 
concerns (29 vs. 16%, respectively), symptoms 
being under control (18 vs. 9%), because the 
medication interrupted their daily routine (16 
vs. 8%), or because they did not like taking 
pills (15 vs. 5%) (all p < 0.05; Fig. 4b).

Males were 86.5% (OR 1.87 [95% CI 
1.18–2.95]),  81.1% (OR 1.81 [95% CI 
1.13–2.91]) and 104.5% (OR 2.05 [95% CI 
1.16–3.60]) more likely than females to report 
concerns about potential serious effects, dac-
tylitis not improving or getting worse, and 
not liking needles or injections, respectively, 
as reasons for switching PsA medication. Addi-
tionally, compared with females, males were 
104.8% (OR 2.05 [95% CI 1.18–3.56]), 273.9% 
(OR  3.74 [95% CI 1.75–7.98]) and 435.6% 
(OR 5.36 [95% CI 1.86–15.43]) more likely to 
report their symptoms being under control, 
not liking taking pills and needing surgery as 
reasons for switching PsA medication (Fig. 4b).

Of patients taking medication for PsA at the 
time of the survey, more females than males 
reported that the change they most wanted 
from their PsA prescription medication was 
better relief of musculoskeletal symptoms  
(43 vs. 35%, respectively, p < 0.05), and more 

males than females most wanted to change 
how often they had to take their medication 
(37 vs. 28%, respectively, p < 0.05; Fig. 4c).

Satisfaction with HCP Communication

When asked about their satisfaction with the 
communication they had with their HCPs 
(rheumatologist or dermatologist) that they 
had seen during the 12 months prior to the 
survey, most patients (88% for dermatologist 
and 89% for rheumatologist) were ‘very’ or 
‘somewhat’ satisfied. More females than males 
(60 vs. 51%, respectively, p < 0.05) were ‘very 
satisfied’ with the communication with their 
rheumatologist, whereas fewer females than 
males were ‘somewhat satisfied’ (28 vs. 39%, 
p < 0.05; Fig. 5a). For patients who had seen a 
dermatologist in the previous 12 months, there 
were no differences between males and females 
in terms of their satisfaction in their communi-
cation with their dermatologist (Fig. 5b).

The most common topic that females dis-
cussed with their rheumatologist and derma-
tologist, was treatment goals (83 and 80%, 
respectively), whereas males most frequently 
discussed their overall health (80 and 75%; 
Fig. 6a, b). More females than males discussed 
treatment goals (83 vs. 78%, respectively, 
p < 0.05), the impact of PsA on their ability to 
conduct daily activities (82 vs. 73%, p < 0.05), 
and response to and/or satisfaction with their 
treatment regimen (81 vs. 72%, p < 0.05) with 
their rheumatologist (Fig. 6a). Treatment goals 
was the only topic that more females than 
males (80 vs. 72%, respectively, p < 0.05) dis-
cussed with their dermatologist (Fig. 6b).

Compared with females, males were less 
likely to discuss treatment goals, impact on 
ability to conduct daily activities and response 
to and/or satisfaction with treatment regi-
men with their rheumatologist; for instance,  
39.7% (OR 1.40 [95% CI 1.04–1.87]), 40.5% 
(OR 1.41 [95% CI 1.06–1.86]) and 62.0%  
(OR 1.62 [95% CI 1.22–2.15]) of males, respec-
tively, were more likely to say they did not 
discuss these topics with their rheumatologist 
(Fig. 6a).
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DISCUSSION

Although the prevalence of PsA is similar 
in males and females, the burden of disease 
is known to differ between genders/sexes  
[6–8, 10]. However, studies describing gender 
differences in the burden of PsA from patients’ 
perspectives are limited. In this analysis of 
data from a global survey of patients with PsA, 
variations between genders were observed not 
only for patients’ perceptions of disease sever-
ity and the impact of PsA on patient HRQoL, 
but also in patient satisfaction with treatment 
and interactions with HCPs. Biological fac-
tors, such as sex hormones and genetic mecha-
nisms, environmental factors, and differences 
in patient-reported perceptions of pain may 
all play a role in gender/sex differences in 
patients’ experience of PsA [14]. Indeed, rates 
of fibromyalgia, a central sensitization phe-
nomenon, are higher in females than males 
with PsA, which may conflate patient-reported 
outcomes of PsA disease, such as pain [15]. This 
is supported by results from randomized con-
trolled trials and an observational study that 
have shown that females tend to have more 
severe “pain-sensitive” PsA disease characteris-
tics than males (e.g., higher tender joint counts 
and tender entheseal counts) [7, 16].

In this analysis, patient demographics and 
disease characteristics were generally similar 
between the genders; however, a greater pro-
portion of females than males had been previ-
ously diagnosed with other conditions (such 
as anxiety, depression, and osteoarthritis), had 
ever taken steroids or prescription medications 
other than biologics, DMARDs, NSAIDs, or 
steroids for PsA, and were currently taking bio-
logic/oral DMARDS. These data are consistent 
with the greater burden of PsA experienced by 
females than by males [6–8, 10]. Interestingly, an 
impact of gender on time to diagnosis of PsA was 
observed in this analysis; females reported a sig-
nificantly greater delay in being diagnosed than 
males, with the time between symptoms and 
diagnosis being on average 5.2 years for females 
vs. 3.4 years for males. This is consistent with 
findings from a population-based study showing 
that female patients require more visits for mus-
culoskeletal reasons to rheumatologists before 
a diagnosis of PsA is confirmed [17]; this may 
be due to misunderstanding of more subjective 
symptoms such as pain [18], potentially delay-
ing diagnosis. It has previously been shown that 
a PsA diagnosis delay may contribute to poorer 
radiographic outcomes and physical function 
[19–21], which, given the greater delays in diag-
nosis in this study, could impact females to a 
greater extent than males.

Fig. 5   Patients’ satisfaction with their communication 
with their a rheumatologist and b dermatologist. Per-
centages are based on weighted data (adjusted for size of 
each country’s adult population); a Data reported are in 
response to the question: ‘How satisfied are you with the 
communication you currently have with your healthcare 
professionals regarding psoriatic arthritis? 1. Rheumatolo-

gist’; b Data reported are in response to the question: ‘How 
satisfied are you with the communication you currently 
have with your healthcare professionals regarding psoriatic 
arthritis? 2. Dermatologist’; *p < 0.05 for females vs. males. 
N number of patients who had seen a a rheumatologist or 
b a dermatologist in the past 12 months, who answered the 
question (weighted)
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As reasons for visiting an HCP leading to 
their diagnosis, different symptoms of PsA 
were more commonly reported by females and 
males, which could reflect varying perceptions 
in disease severity. Furthermore, greater pro-
portions of females than males stated specific 
symptoms they had experienced, whereas males 
focused more on their difficulty participating in 
activities. Overall, in the 12 months prior to 
participating in the study, females and males 
experienced similar symptoms of PsA, but there 
were certain symptoms that were reported by a 
greater proportion of females than males. Specif-
ically, despite treatment, most patients contin-
ued to experience symptoms, with more females 
than males reporting joint tenderness, skin  
patches/plaques, and enthesitis. These findings 
are consistent with studies showing that enthesi-
tis was worse in females than males, as were ten-
der joint counts [6, 7]. However, some studies 
demonstrated that both tender joint counts and 
swollen joint counts were comparable between 
sexes [6, 7]. Interestingly, after adjustment for 
confounding factors (particularly country and 
steroid use), males were more likely than females 
to report experiencing joint damage despite PsA 
treatment. While outcomes such as tender joint 
counts and enthesis are typically objectively 
assessed by a physician, it should be noted 
that, as this was a patient survey, all symptoms, 
including joint damage, were self-reported. Nev-
ertheless, gender differences in reported symp-
toms may inform physicians in their clinical 
assessment of disease through bespoke disease 
investigation and subsequent decision-making.

This analysis found that females were more 
likely to report a major/moderate impact of PsA 
on their level of physical activity and emotional/
mental well-being than males. Furthermore, 
females were more likely to experience a nega-
tive impact of PsA on aspects of their social life 
and to go on permanent disability from work, 
than males. These findings are aligned with 
those from other studies, in which females 
experienced lower functional capacity/physical 
functioning and lower HRQoL compared with 
males with PsA [6, 8, 10, 22]. A real-world study 
in PsA showed a greater level of impairment of 
activity related to work as well as life impact 
for females, compared with males [22]. There 

were also differences between genders regarding 
what they were most concerned about because 
of their PsA, with more females being worried 
about a negative impact on their life expectancy 
and males being more worried about PsA affect-
ing their ability to work. These results support 
that together with disease activity measures, life 
impacts of PsA should be carefully considered 
when implementing disease management strate-
gies, where decision-making should be aligned 
with patient preferences.

The patient-reported goals relating to PsA 
management were all regarding what their dis-
ease management could help them achieve, or 
the convenience of taking their medication. 
Although a similar proportion of females and 
males reported preventing disability and reduc-
tion of general swelling as goals for managing 
PsA, after adjustment for confounding factors 
(particularly biologic DMARD/steroid use and 
arthritis diagnosis), males were less likely than 
females to report these as goals. As most patients 
in this analysis continued to experience symp-
toms despite receiving treatment for PsA, it is 
understandable that some patients sought to 
switch their medication. Interestingly, females 
were less likely to report switching medication 
than males, and certain specific reasons for 
switching were more commonly reported by 
females and males. This finding is in contrast to 
real-world registry data, showing lower persis-
tence on biologic DMARDs in female vs. male 
patients with PsA [23, 24]. More females than 
males switched their medication because they 
thought that it was not being effective enough 
at improving their joint symptoms, or that 
the side effects were difficult to manage. The 
change that more females than males wanted 
the most from their medication was better relief 
of musculoskeletal symptoms. More males than 
females reported switching medication due to 
concerns surrounding the impact of taking the 
medication on their daily routine, and males 
most wanted to change how often they had to 
take their medication. In a post hoc analysis of 
real-world data assessing the effectiveness of 
biologic medication for PsA, females switched 
their biologic medication more frequently than 
males, and were less satisfied with treatment 
than males [25].
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To optimize PsA treatment outcomes, effective 
communication and shared decision-making 
between patients and HCPs is key [26, 27]. There 
can be misalignment between patients’ perspec-
tives of their PsA disease activity and satisfac-
tion with control of the disease, and the per-
spectives of their HCPs [28, 29]. Misalignment 
in patient-HCP satisfaction regarding control of 
PsA has been shown to contribute to a greater 
negative life impact of PsA for patients, com-
pared with patients whose perception is aligned 
with that of their HCP [29]. Furthermore, a pre-
vious analysis using data from the global sur-
vey found that, although most patients were 
satisfied with communication with their HCP, 
those who had suboptimal communication were 
more likely to experience negative impacts of 
PsA [26]. Consistent with this, in our analysis, 
the majority of patients were ‘very/somewhat 
satisfied’ with their communication with their 
rheumatologist and dermatologist; however, 
more females than males reported being very 
satisfied with their communication with their 
rheumatologist. Females were also more likely to 
discuss how PsA impacted their daily lives and 
their treatment satisfaction and goals with their 
HCPs than males, indicating that they may be 
more comfortable interacting with their HCP, or 
more motivated to optimize their treatment.

This analysis is subject to some limitations, 
which should be considered when interpreting 
the findings. The major limitation is the self-
reported nature of the data obtained from the 
global survey, which relied on patients’ ability 
to understand the survey questions, accurately 
describe their PsA diagnosis, and correctly recall 
their symptoms and medications. Information 
on PsA disease features, such as joint damage, 
tender joints, swollen joints, enthesitis (defined 
in the survey as tenderness or swelling of the 
ligaments/tendons that connect to bones – com-
monly the heel or elbow), and dactylitis (defined 
in the survey as swollen or inflamed [“sausage”] 
fingers or toes) was self-reported and not veri-
fied by patient medical records or their physi-
cians. A higher proportion of females than males 
had anxiety and depression, which may have 
impacted patient perception of pain-related 
outcomes and responses to therapy, and vice 
versa. However, the prevalence of chronic pain 

conditions (e.g., fibromyalgia) was not assessed. 
In addition, females may be more likely to 
report their symptoms than males, which may 
have influenced the results. The data were col-
lected from an online survey, therefore, patients 
without access to the Internet or membership in 
online panels are not represented in the results. 
Furthermore, of the patients who were included 
in the analysis, 45% were from North America 
and 24% from Europe, which could prevent the 
generalizability of the results to other parts of 
the world.

CONCLUSIONS

This analysis of data from a global online sur-
vey suggests that the burden of PsA is greater for 
females than males, with more females report-
ing a major/moderate impact on their physical 
activity and emotional/mental well-being. There 
were also differences in the impact of PsA on 
the social and work lives of males and females. 
Of note, more females were very satisfied with 
their communication with their rheumatologist, 
and discussed treatment goals, the impact of PsA 
on their daily activities, and their response to/
satisfaction with their treatment. Together, these 
data highlight the importance of considering 
how patients’ gender impacts their experience 
with PsA when treating them.
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