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“Why are the laundry bags in the
men’s showers always fuller and
need emptying more often than the
bags in the women’s showers?”

A nurse asked this question when gender equality was discussed at a
meeting of the Cooperation Group at the Department of Dermatology at
Danderyd Hospital. This study was carried out in answer to this question.
We found previously undetected inequalities both when it came to the
treatment prescribed to and the treatment actually administered to women
and men when they have been diagnosed as psoriasis or eczema sufferers.
Men received more skin lubricants and more UV treatment at the
hospital. In connection with treatment, patients use the hospital showers
and throw their used towels in the laundry bags, hence the dirty laundry
bags in the men’s showers.

We have chosen to apply a cost-comparative perspective in order to
examine the extent to which the publicly financed healthcare budget
(represented in this case by the Dept of Dermatology’s budget) provides
for women and men respectively.

Abstract

Background: Psoriasis and eczema are common dermatological diseases that
occur with approximately equal frequency in men and in women.

Objective: To determine whether men and women with dermatological diseases
in need of UV treatment receive equal care

Methods: We conducted a retrospective analysis of records all patients referred
to and seen at our clinic during 2003 with diagnoses of psoriasis or eczema.
We performed a gender-based analysis of the number, type, and estimated cost
of the treatments given to each patient. We evaluated similar data from a
Swedish Psoriasis Association (SPA) treatment centre and from the state
pharmacy monopoly (Apoteksstatistiken).

Results: Men with eczema or psoriasis received more help with

emollients than did women and were given a greater number of UV treatments.
At our clinic and at the SPA centre, women constituted 37 percent and 42
percent, respectively, of the individuals who received UV-treatment, yet they
received only 34 percent and 36 percent of the treatments, respectively. Women
were prescribed self-care more often than men, with 61 percent of prescrip-
tions for emollients and 48 percent of specific topical treatments for psoriasis
dispensed to women. If women are the norm for treatment of psoriasis there
will be a 22% reduction of cost.

Conclusions: We discovered large and previously unrecognized gender
differences in standard dermatological treatment for common diagnoses at

our hospital. To ensure optimal care for each patient, treatment disparity should
be recognized when planning dermatological health care. We recommend that
similar gender-based analyses be carried out at other institutions and in other
areas of health care.



Background

Psoriasis is reportedly about as common among women as among men.
Hand eczema is more common among women. Studies of self-rated
quality of life using DQLI (dermatological quality of life index) have
shown different findings; women and younger people with eczema and
psoriasis had poorer self-rated quality of life than others in one study[1]
whilst two other studies from different parts of Sweden did not reveal
any differences in self-rated quality of life. [2, 3]. Ultra-violet radiation
(UV) treatment is often an effective way of treating eczema and psoriasis.
Nowadays, treatment is primarily administered in the form of narrow-
spectrum UVB phototherapy (309 nm). PUVA (psoralen-UVA) therapy
has decreased considerably in recent years within the field of derma-
tology as a whole, due to the well-documented increased risk of skin
cancer it entails. The way psoriasis sufferers are taken care of at the unit
we studied (the Dept of Dermatology at Danderyd Hospital, referred to
hereinafter as DH-Derm) is in line with common dermatological
outpatient care practice. When the patient first visits the department, the
doctor makes an assessment and prescribes a course of treatment, e.g. a
series of UV treatments at the hospital, normally 2-3 times a week for 6-8
weeks. All patients are prescribed some form of topical treatment (e.g.
local steroids and Calcipotriol cream) and moisturisers. Topical treat-
ment is always prescribed, either to supplement hospital treatment or as a
stand-alone treatment. Patients can obtain help on how to apply medi-
cations when they visit the hospital for any UV treatment that has been
prescribed. A similar assessment is made in cases of hand eczema or
other types of eczema and the patient receives a prescription and might
also be prescribed UV treatment.

This cost-comparative analysis can serve as a methodological example in
the field of what is known as gender budgeting. Gender analyses of
public sector budgets and surveys of the effect of these budgets on the
lives, opportunities and financial situations of women and men have
gained considerable international currency. [4-6]. The analysis is also
built on medical and business competence - i.e. a more gender-medical
perspective. The number of gender-medical studies has also increased
dramatically over the last ten years. [7-9]




Method

Study population and variables

The department studied (DH-Derm) is one of four such dermatology
departments in Stockholm. It has a catchment area of about 350,000
inhabitants and receives about 15,000 outpatient visits each year. To see
whether our data could demonstrate a general pattern, we compared it
with data from Swedish Psoriasis Association (SPA) treatment centres in
Stockholm. SPA centres do a similar number of UV treatments to
DH-Derm but are also open in the evenings. The centres are run by the
Psoriasis Association and are publicly financed. The vast majority of
patients coming to DH-Derm are referred from primary care, whereas
people visiting SPA centres during the survey period did not need a
referral.

DH-Derm has a databased medical records system called Melior.

The Cliq view programme was used to analyse data from the medical
records of 2003 and 2004. The search words analysed were “diagnosis”,
“prescription”, “UV treatment” divided up into different wavelengths,
and “bathing”. The comparative data between 2003 and 2004 was for
psoriasis vulgaris (plaque psoriasis) and we have reviewed all the
medical records for this diagnosis. At the SPA centres, the number of
men and women treated during a twelve-month period and the number
of treatments each patient received have been compiled by SPA centre
employees from the medical records. It was not possible to carry out a
financial analysis on the SPA centre data.

We have also performed gender analyses on Apoteket’s (Sweden’s state
pharmacy monopoly) statistics on dispensed medications for topical skin
treatment. The medications analysed were analysed were moisturisers,
cortisone creams, special medications for the topical treatment of
psoriasis and Oxsoralen (used in PUVA treatment).



Findings

Analysis on the individual level

As a first step in the analysis, we examined how many patients of each
gender had visited DH-Derm and been diagnosed as either hand eczema,
eczema or psoriasis sufferers in 2003 (a total of 663 patients, see Fig 1).
These diagnoses were chosen as they can be treated in different ways; the
two alternatives being bathing and/or UV treatment at the hospital or
self-treatment in the home. A general medical assessment does not

indicate any gender inequalities regarding the degree of difficulty of the
diagnoses discussed here.

Fig 1. 663 patients diagnosed with hand eczema (n=77), eczema
(n=260) and psoriasis (n=326) at DH-Derm in 2003. (n=number of
individuals). More women than men had been diagnosed as “hand
eczema” and “eczema” sufferers, whereas slightly more men had
been diagnosed with “psoriasis”.




We then analysed how many patients of each gender, who had been diag-
nosed with one of these ailments, had received hospital treatment (Fig 2).

Fig 2. Number of women and men receiving bathing treatment, UV
treatment for the hands and UV treatment for the whole body,
DH-Derm, 2003.

UV treatment for the whole body was administered on 2,140 occasions to
126 patients diagnosed with psoriasis or eczema. The most pronounced
difference is in UV treatment for the whole body. In this treatment cat-
egory, 37 per cent of the patients were women and 63 per cent men.

UV treatment for the hands was administered on 1,201 occasions to 71
patients with hand eczema. Bathing treatment was administered 456
times to 88 patients. Slightly more women received bathing treatment.
Slightly more men received UV treatment for hand eczema, although the
diagnosis is more common among women.



Number of treatments per individual with psoriasis

A closer inspection of the data revealed that the gender imbalance did not
just concern the number of women and men receiving treatment at
DH-Derm but also the number of times they each received treatment.

At DH-Derm, 37 per cent of the individuals who received UV treat-
ment for the whole body were women and they received 34 per cent of
the treatments when we considered all UV treatments for psoriasis and
eczema.

To make our figures comparable with the world at large, a sub-group
analysis was performed; number of treatments per individual diagnosed
with psoriasis vulgaris (L400), i.e. “common” psoriasis, the numerically
largest group (Table 1). Here we saw that women constituted 44 per cent
of the individuals receiving UV treatment and that women received 38 per
cent of the administered treatments.

Table 1. Treatment of women and men with psoriasis, DH-Derm 2003

Gender distribution for treatments of patients with psoriasis vulgaris at
DH-Derm in 2003
Number of | Percentage |Number of [Percentage
individuals treatments
Women 38 44% 768 38%
Men 48 56% 1244 62%
Total 86 100% 2012 100%




The Swedish Psoriasis Association’s (SPA) treatment centres

Since more men received treatment at DH-Derm, we wanted to see
whether more women received treatment at SPA centres or whether the
gender-distorted treatment statistics at DH-Derm might be a general
pattern (Table 2). A total of 646 individuals received treatment and

15,081 treatments were performed at SPA centres. Forty-two per cent of
the individuals who received treatment were women whilst 36 per cent of
the treatments were performed on women. At both the units studied, we
saw then that fewer women than men were prescribed UV treatment for
the whole body and that women also received fewer of the treatments.

In other words, we could see the same inequalities here as we saw at

DH-Derm.

Table 2. Treatment of women and men with psoriasis, SPA centres 2003

Gender distribution for treatments of patients with psoriasis vulgaris at
SPA treatment centres in 2003.

Number of | Percentage |Number of |Percentage
individuals treatments
Women 273 42% 5369 36%
Men 373 58% 9712 64%
Total 646 100% 15081 100%
Follow-up

The data was discussed with DH-Derm employees at various meetings
during 2003. A follow-up was performed regarding UV treatments carried
out on psoriasis patients during 2004. We can see a more even gender
distribution of patients being prescribed UV treatment by the doctor, but

the number of treatments is still higher for men (Table 3).

Table 3. Treatment of women and men with psoriasis, DH-Derm 2004

Gender distribution for treatments of patients with psoriasis vulgaris at
DH-Derm in 2004

Number of | Percentage |Number of |Percentage
individuals treatments

Women 54 49% 1062 46%

Men 56 51% 1235 54%

Total 110 100% 2297 100%




Financial analysis of the number of treatment episodes

Using Diagnosis Related Group (DRG) codes, we ‘priced’ the relevant
treatments. These codes are based on standard cost calculations for
various types of treatment and are used by hospital dermatology clinics in
Stockholm but not by SPA centres or private care providers. Total
treatment costs for men were higher than for women. Eczema and
psoriasis diagnoses were overall just as common among the women and
men visiting DH-Derm in 2003. As we have seen, hand eczema was
more common among women.

Table 4. Treatment costs for women and men at DH-Derm in 2003.

Total treatment costs (in SEK) calculated from the number of times
diagnosed eczema, hand eczema and psoriasis sufferers received
treatment (treatment episodes), DH-Derm, 2003.

Treatment Women Men Total, row

Bathing Treatment 142 324 130 364 272 688

UV treatment, hand 192 891 214 248 407 139

UV treatment, whole body |[244 419 481 041 725 460

Total, Column 579 634 825 653 1 405 287
SEK SEK SEK




Analysis of Apoteket’s statistics on dispensed medications

The alternative to hospital treatment, combined with self-care, is for the
patient to carry out all skin treatment in the home and not receive any
UV treatment at the hospital at all. Prescriptions for topical treatment are
issued to all patients diagnosed with the ailments discussed here, but we
can assume that those who do not receive hospital treatment use more
of these medications that those who do receive hospital treatment. Since
men receive more hospital treatment than women, one theory was that
women buy more skin medications from Apoteket.

Table 5 shows the total costs for dispensed prescriptions (where patients
have actually collected their prescriptions from the pharmacy) issued by
DH-Derm and Stockholm County Council (SCC) doctors for moisturis-
ers, local steroids and medications for the topical treatment of psoriasis.
Moisturising creams and local steroids are prescribed for many different
symptoms. Psoralen tablets are prescribed as part of PUVA treatment.
The total value of medications dispensed to women was greater than to
men, the greatest discrepancy being in moisturisers. The newer, more
expensive and more effective medications in the DOSAX group were
dispensed more to men, whereas more women received Oxsoralen for
PUVA, a course of treatment that is prescribed much less nowadays due
to its serious side-effects.

Skin medications were prescribed by DH-Derm to women totalling SEK
140,540 more than the same medications dispensed to men, not taking
cost maximisation into account.

Table 5. Dispensed medications prescribed by DH-Derm and within
Stockholm County Council (SCC)

Total cost of different medications, calculated from dispensed
prescriptions issued by DH-Derm and other SCC doctors, in SEK.

Type of medication | Women Men Total Percentage
of women
Moisturisers 380 404 239 063 619 467 61%
(28 710 886 [ (15 407 (44 118 (65%)
SEK) 701 SEK) | 587 SEK)

Cortisone cream 262 651 252 215 514 866 51%
(17 593 176 [ (15 527 (33120 (53%)

SEK) 124 SEK) |300 SEK)
DO5AX topical 164 194 179 433 343 627 48%
treatment for (5426 634 |[(7388241 [(12814 (42%)
psoriasis SEK) SEK) 875 SEK)
Oxsoralen (pso- 4803 801 5604 86%
ralen tablets for (100 862 (76 046 (176 908 | (57%)
PUVA treatment) | SEK) SEK) SEK)
Total 812 052 671512 1483564 |55%

(51831558 (38399  [(90230 | (57%)
SEK) 112 SEK) |670 SEK)




Compared to Stockholm County Council (SCC)

SCC consists of 26 municipalities and has 1.9 million inhabitants.

In some respects, the figures for the whole of the County Council were
even more distorted than what we saw at DH-Derm regarding dispensed
medications for topical skin treatment. More women than men received
moisturisers, with the difference being greater than what we had seen at
DH-Derm (women received 65 per cent within SCC and 61 per cent at
DH-Derm of all prescribed moisturisers) and with a similar age distribu-
tion. More moisturisers were dispensed to boys than girls in the 0-10
years age group, but otherwise women outweighed men in all other age
groups with the highest values in the 20-40 and 51-60 age groups.

More cortisone creams (53 per cent within SCC and 51 per cent at
DH-Derm) were also dispensed to women, whereas more DO5SAX (other
topical treatments for psoriasis) were dispensed to men (58 per cent for
SCC and 52 per cent at DH-Derm). More Oxsoralen was dispensed to
women than to men in SCC, but the number of individuals was too small
at DH-Derm to be able to carry out an analysis. In total, the relevant
medications in question were dispensed for SEK 13,432,446 more to
women than to men in Stockholm County Council.

Discussion

Our study indicates considerable gender imbalances when it comes to
hospital treatment of psoriasis in SCC and the costs thereof. If women
received the same number of treatments per individual as men, the re-
sources put into women’s treatment would increase by 61 per cent. In
2003, women received treatment worth SEK 353,143 “too little” if you
compare with the costs for men’s treatment and taking the diagnoses into
account, i.e. 25 per cent of the total treatment budget. Assuming women
administer more self-care in the home than men, we can express this in
terms of women who treat themselves at home subsidising 25 per cent of
the publicly financed dermatology department budget for the treatment of
the diseases discussed here. If we take the number of treatments adminis-
tered to women as standard and treat the same number of men, this would
save SEK 310,316 per year, the equivalent of 22 per cent of the treatment
budget outlined here.

Pharmacy (Apoteket) statistics

The statistics we present here are for medications prescribed as treatment
for the diagnoses studied. They are, however, prescribed for a number

of other conditions and the figures cannot be said to reflect the volumes
received by this particular group. Neither do the statistics cover medica-
tions for systemic treatment, e.g. metothrexate and cyklosporin, which
are prescribed to the 5-10 per cent most serious psoriasis sufferers. We




have therefore not been able to provide an overall picture of the “cost” of
psoriasis treatment and neither have we been able to highlight any gender
inequalities there might be among the most seriously ill patients.
However, the pharmacy statistics (from the state pharmacy monopoly,
Apoteket) reinforces our impression of the fact that medical skin treat-
ment for women differs from that administered to men. The pharmacy
statistics on the dispensing of skin medications within SCC were more
distorted than those for DH-Derm. In total, women were dispensed skin
medications to a value of SEK 13.5 million more than men within SCC.
Much of the cost for treatment and for medications is financed from
public money. Further research is necessary, however, to establish the
amounts women and men actually pay for their treatments and their
medication in monetary terms. We know, however, that cost maximisa-
tion for medical care is set at SEK 900. Cost maximisation for medical
prescriptions is twice as high, i.e. SEK 1,800. Thus, individuals treated in
hospital might be better off financially speaking than those who admin-
ister self-care in their own homes. A visit to the doctor (@SEK 120) and
11 UV treatments (@SEK 70) qualifies the patient for medical care cost
maximisation.

Hospital treatment is often given in working hours whereas self-care in
the home is administered in the patient’s spare time. Consequently, a
possible conclusion is that men are more detrimental to workplace
productivity since they receive more of their treatment at the hospital (in
work time). This suggests that the gender inequalities we have discovered
may also have a purely socio-economic effect. Women administer
considerably more of their treatment themselves in their free time.
Swedish time consumption studies [10] categorise the way people spend
their time. The “personal care” category covers time spent on personal
hygiene and general care of the body. Women spend 146 hours per year
more than men on “personal care”, i.e. four full-time working weeks, or
24 minutes a day every day, 365 days a year, more than men. It is likely
that the time consumption study covers to some extent the self-care
women administer to a greater degree in the home compared to men.

Theoretical implications

The gender paradigm, in which we live today, reinforces the importance
of women keeping their skin clean, soft, smooth and fragrant using soaps,
razors and skin creams from a very early age. This message is conveyed
to them through society’s model examples, advertising and mass me-

dia. Society’s idea of manliness, to which boys and men are expected to
conform, does not contain this requirement for self skin care to anywhere
near the same extent as for girls and women. Change is in the air, how-
ever. The cosmetics industry has recently started to concentrate more

on skin care for men, and men’s awareness of a physical male ideal has
increased. [11, 12]. It is feasible that these gender constructions are be-
ing perpetuated more or less consciously by both hospital personnel and



patients and are causing the gender imbalances in the treatment we have
analysed. We do not know whether the inequalities we have seen are just
local or exist internationally. A recent review of UV treatment for
psoriasis from the United Kingdom indicates an equal number of men
and women receiving hospital treatment but the corresponding figures
have otherwise yet to be analysed. [13].

In a survey of what patients themselves think causes their psoriasis, more
women than men identified stress as a contributory or aggravating

factor. [14]. Women may well feel that treatment 2-3 times a week is
more stressful than men do. On the other hand, the same group found no
difference between women and men when examining how psoriasis
sufferers felt the treatment affected their quality of life. [15].

In all likelihood, the patterns we have found are reflected in the planning
and implementation of clinical research as well as clinical trials of skin
medications. Patients involved in clinical trials are often recruited from
those who regularly receive treatment, and it is therefore feasible that
more men are recruited to the trials than what would be reasonable based
on incidence and prevalence.

The gender inequalities in the treatment of women and men, which occur
at the departments/centres studied and according to our analyses also
seem to form a general pattern, can be viewed in a wider perspective.
Gender theorists talk of the gender order betraying asymmetries between
women and men in a number of different areas.[16-18]. For example,
there are asymmetries regarding access to resources and regarding the
division between paid and unpaid work. Our findings are an example

of this. Public resources go towards financing men’s treatment of skin
diseases to a far greater extent than they go towards financing women’s
treatment of the same diseases. Instead, women treat themselves in the
home without the support of public resources to a far greater extent than
men. This self-care is also invisible in economic terms since it is not
covered in the Swedish National Accounts and Sweden’s GDP calcula-
tions. On the other hand, men’s treatment is considerably more visible
since it is administered at a public institution (the hospital), using public-
ly salaried employees and is reflected both in the healthcare budget and in
Sweden’s GDP calculations. A study from northern Sweden indicated that
the distance to the hospital/clinic was a key factor in the patient’s choice
of treatment, whereas high treatment costs at the dermatology depart-
ment/clinic was one reason cited more by women than men for breaking
off the treatment. [3] It is interesting to evaluate whether financial reasons
are cited more by women in Stockholm, despite the difference in
proximity to the treatment centre/clinic.

Dermato-venereological reference literature, medical specialist train-

ing and treatment recommendations for psoriasis and eczema are mostly
gender-neutral. In other words, doctors have not been trained to treat
male and female psoriasis and eczema sufferers differently. That this
seems nevertheless to be the case seems to be a continuing blind spot.
Our findings have been discussed during the last twelve months and the




follow-up indicated a change had occurred, namely that UV treatment is
now prescribed basically to an equal number of female and male psoriasis
sufferers at the department. We have as yet, however, not targeted any
information or training at the patients, and the number of treatments for
male psoriasis sufferers also remains on a higher level than for female
sufferers during the years studied. A feasible way to help change the fig-
ures we have reported would be to set up eczema and psoriasis ‘schools’,
where men and women learned the importance of regularly applying
lubricant on their skin and of undergoing UV treatment. There are already
‘eczema schools’ at dermatology clinics for children with eczema and
their parents, and we were unable to see the same inequalities in prescrib-
ing patterns in the children’s group we studied. We have not analysed the
treatment of children at dermatology clinics/departments in Stockholm
from a gender perspective but our theory is that this is not distorted either.
We have continued the analysis by sending questionnaires to eczema and
psoriasis patients who have undergone UV treatment at DH-Derm. The
idea is to examine how the patients experience their treatment and wheth-
er these experiences differ between men and women. Personal interviews
are planned in order to find out more about the opinions of the patients
and how they explain the existing gender inequalities. We are also plan-
ning to extend our treatment programme for different skin diseases with
‘psoriasis schools’ and cognitive counselling. A working group has been
appointed to analyse treatment statistics at all the dermatology clinics/
departments in Stockholm.
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