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Abstract: Psoriasis is a common chronic inflammatory skin disease of the interleukin (IL)-23/IL-17
axis. The severity of psoriasis has been reported as higher in men than in women. The immunoreg-
ulatory role of female sex hormones has been proposed to be one of the factors responsible for sex
differences. Among female sex hormones, estrogens have been suggested to be significantly involved
in the development of psoriasis by various epidemiological and in vitro studies. For example, the
severity of psoriasis is inversely correlated with serum estrogen levels. In vitro, estrogens suppress
the production of psoriasis-related cytokines such as IL-1β and IL-23 from neutrophils and den-
dritic cells, respectively. Furthermore, a recent study using a mouse psoriasis model indicated the
inhibitory role of estrogens in psoriatic dermatitis by suppressing IL-1β production from neutrophils
and macrophages. Understanding the role and molecular mechanisms of female sex hormones in
psoriasis may lead to better control of the disease.
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1. Introduction

Psoriasis is a common chronic inflammatory disease with well-demarcated red scaly
plaques throughout the body [1]. The prevalence of psoriasis is estimated to be approxi-
mately 0.5~8.5% of the worldwide population [2]. Although the pathogenesis of psoriasis
has not been fully elucidated, it is now widely accepted that the interleukin (IL)-23/IL-
17 axis is a central pathway in psoriasis development, especially in plaque-type psoria-
sis [3]. In psoriatic lesions, IL-23 is primarily produced by inflammatory dendritic cells
(DCs) [1]. IL-23, together with IL-1β, induces IL-17A/F and IL-22 production in various
IL-17-producing cells, such as Th17/Tc17 and γδT cells [4,5]. IL-17/22 then activates ker-
atinocytes to produce inflammatory molecules/chemokines such as chemokine (C-X-C mo-
tif) ligand (CXCL)-1, 2, and 8; chemokine (C-C motif) ligand 2 (CCL-2); and CCL-20, which
recruit inflammatory cells including neutrophils, inflammatory macrophages, and T cells to
the skin and accelerate psoriatic inflammation [1,6]. T cells, macrophages, and keratinocytes
produce tumor necrosis factor-α (TNF-α) and amplify these cytokine networks [6]. Other
than these cytokines, IL-36 and IFN-a are mainly involved in the development of pustular
psoriasis and paradoxical psoriasis, respectively [7]. In addition to these central pathways,
various genetic and environmental factors are involved in the modification of psoriasis
development, and female hormones are suggested to be disease-modifying factors [8].

Estrogens are representative female hormones that are produced mainly in the ovaries.
Estrogens play an important role in controlling the female sexual cycle, pregnancy, and
childbirth. However, estrogens may also be involved in regulating immune cell func-
tions [9]. For example, estrogen suppresses nuclear factor-κ B (NF-κB) and mitogen-
activated protein kinase (MAPK) signaling and downregulates inflammatory responses in
various cell populations in vitro [9,10]. However, it remains unclear whether these immune-
regulatory functions of estrogens play physiologically significant roles in inflammatory
diseases, including psoriasis.
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In this short review, we summarize the current findings regarding the involvement of
estrogen in the pathogenesis of psoriasis.

2. Physiology of Estrogens
2.1. Physiological Levels of Estrogens

Estrogens are a group of steroid hormones present in three major physiological forms:
estrone (E1; molecular weight (MW) 270.4 g/mol), 17β-estradiol (E2; MW 272.4 g/mol),
and estriol (E3; 288.4 g/mol). Estrogens are mainly produced from cholesterol in the ovaries.
Estrogens are also produced in the liver, heart, skin, brain, male testes, adrenal glands,
and fat tissues [11]. E2 is the most abundant and potent estrogen at the reproductive age.
In males, serum E2 levels are less than 40 pg/mL [12], whereas, in females, serum E2
levels range between 30 and 800 pg/mL during the menstrual cycle and increase up to
20,000 pg/mL during pregnancy [11]. After menopause, the serum E2 levels decrease to
<20 pg/mL. In the postmenopausal period, serum E2 levels decrease by 85–90% from the
mean premenopausal level [12].

2.2. Estrogen Receptors and Their Signaling

Estrogen signaling is primarily mediated through two estrogen receptors (ERs)—ERα
and ERβ—which are expressed in a wide variety of cell types, including neutrophils,
monocytes/macrophages, T cells, and DCs [9]. ERα and ERβ genes are encoded by Esr1
and Esr2 and these genes are located on 6 and 14 chromosomes, respectively. E2 binds
to these receptors to form dimers, which translocate to the nucleus (Figure 1). In the
classical genomic pathway, the dimers bind to estrogen response elements (ERE), and
activate the target gene expression. In the non-classical pathway, the dimers interact with
other transcription factors, such as NF-κB, specificity protein 1 (SP1), activator protein-1
(AP-1), and CCAAT/enhancer binding protein β (C/EBPβ), and prevent their binding to
the transcription factor regulatory elements, leading to the inhibition of their target gene
expression [13–15]. Of note, these transcriptional factors control the gene expression of
many psoriasis-related cytokines and chemokines. For example, NF-κB is involved in the
transcription of genes such as IL-23, IL-1β, TNF-α, CCL-2 and CXCL-1; SP1 in IL-1β and
TNF-α; and AP-1 and C/EBPβ in IL-23 and IL-36, respectively [16–20].

In addition to these major receptors, G protein-coupled estrogen receptor 1 (GPER1,
also known as GPR30), which is located in the endoplasmic reticulum and plasma mem-
brane, binds to E2 with a high affinity [21]. GPER1/GPR30 mediates estrogen signaling
through nongenomic responses, including activation of the mitogen-activated protein
kinase (MAPK) signaling cascade, cAMP formation, insulin-like growth factor 1 recep-
tor (IGFR), epidermal growth factor receptor (EGFR) and intracellular calcium mobiliza-
tion [22]. Nuclear ERs mediate signals slowly over hours or days, whereas GPER1 responds
much faster, even within seconds [13] (Figure 1).
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Figure 1. A scheme of estrogen receptors and the intracellular signaling pathway. In genomic
pathway, 17β-estradiol (E2) binds to estrogen receptor α and estrogen receptor β in the cytoplasm. It
forms dimer and translocates to the nucleus. Then, they bind to estrogen receptor element (ERE) and
activate the transcription of downstream genes (classical genomic pathway). Or, they interact with
other transcription factor (TF)s, such as NF-κB, specificity protein 1 (SP1), activator protein-1 (AP-1),
and CCAAT/enhancer binding protein β (C/EBPβ), and prevent their binding to the transcription
factor regulatory element (TFRE) (non-classical genomic pathway), leading to the regulation of their
target gene expression. In non-genomic pathway, E2 binds to G protein-coupled estrogen receptor 1
(GPER1) and it regulates mitogen-activated protein kinase (MAPK), calcium (Ca) release, and cyclic
adenosine monophosphate (cAMP). Created with Biorender.com.

3. Epidemiological and Case Series Studies about the Possible Involvement of
Estrogens in Psoriasis

There are various epidemiological studies investigating the prevalence and severity
of psoriasis in men and women. Some studies indicate that the prevalence and severity
of psoriasis are higher in men than in women [23–30], especially at the estrogen abundant
age [31], while other reports failed to observe significant differences in the prevalence of
psoriasis between men and women [32–34] (Table 1). A recent systematic review indicates
that the prevenance is similar between men and women, but the severity in women is lower
than men [35]. The age of disease onset is also different between men and women. For
example, a German study demonstrates that the age of onset has two peaks, one occurring
at the age of 16 years in women or 22 years in men, and a second at the age of 60 years
in women or 57 years in men [34]. Recent studies indicate that the two peaks for age at
onset are around 18–29 and 50–59 years in women, whereas they are around 30–39 and
60–69 or 70–79 years in men [36]. During pregnancy, in which serum levels of female
hormones dramatically change, approximately 33–55% of patients with psoriasis show
improvement in symptoms, although some patients, especially patients with pustular
psoriasis, occasionally show exacerbated symptoms during pregnancy [37]. In contrast,
in the postpartum period, approximately 65% of psoriasis patients exhibit worsening of
skin lesions associated with decreased levels of female sex hormones [38–43]. Serum levels
of E2 and the relative ratio of serum levels of E2 to that of progesterone correlate with
psoriasis severity in pregnant patients with psoriasis [38]. Serum E2 levels are inversely
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correlated with psoriasis severity [44]. Low-dose E2 administration induces improvement
in psoriatic arthritis [43], but it is not effective against pustular psoriasis and plaque-type
psoriasis [45,46]. On the other hand, it has been reported that tamoxifen, an antiestrogen
agent, results in the remission of psoriasis, whose symptoms worsen during a perimenstrual
cycle [47]. These studies suggest that estrogens have both proinflammatory and anti-
inflammatory roles in psoriasis.

Table 1. A summary of previous reports on the prevalence ratio of psoriasis between men and women.

Prevalence Ratio of Psoriasis
Men Women

Farber 1974 [32] 46% 54%
Henseler 1985 [34] 50.8% 49.2%
Kawada 2003 [26] 65.80% 34.20%

Takahashi 2009 [25] 66.40% 33.60%
Tsai 2011 [30] 61.60% 38.40%

Furue 2011 [24] 72% 28%
Na 2013 [29] 54.60% 45.40%

Lee 2017 [28] 57.30% 42.70%
Hӓgg 2017 [23] 59.80% 40.20%

Bayaraa 2018 [31] 67.10% 32.9%

El-komy 2020 [27] 56.30% 43.70%
Armstrong 2021 [33] 48.60% 51.40%

4. In Vitro Studies Regarding the Immuno-Regulatory Action of E2

Keratinocytes and various immune cells orchestrate psoriatic inflammation in psoriatic
lesions. In this section, we introduce in vitro studies that investigated the potential anti-
inflammatory roles of E2 in each cell population (Table 2).

Table 2. In vitro studies regarding the effects of estrogen on immune cell functions related to psori-
atic inflammation.

Estrogen

Keratinocytes

RANTES↓(physiological to high) [40]

CCL-2↓(physiological to high) [39]

CCL-20↓(isoflavone) [42]

S100A7↓(isoflavone) [42]

S100A9↓(isoflavone) [42]

Neutrophils

superoxide anion (O2
−)↓(not mentioned) [48]

degranulation↓(high) [48]

apoptosis(physiological to high) [49]

migration↓(physiological to high) [49]

Monocytes/Macrophages
IL-1β→~↓(high) [50–52]

TNF-α→~↓(high) [51–53]
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Table 2. Cont.

Estrogen

Dendritic cells

IL-23↓(high) [54]

IL-1β↑(physiological) [55]

IL-8↑(high) [56]

CCL-2↑(high) [56]

T cells
IL-17↓(physiological) [57]

TNF-α↓(high), TNF-α↑(low) [58,59]
RANTES, Regulated on activation, normal T cell expressed and secreted; CCL, CC-chemokine ligand; S100A7, S100
calcium-binding protein A7; S100A9, S100 calcium-binding protein A9; O2

−, superoxide anion; IL, interleukin;
TNF, tumor necrosis factor.

4.1. Keratinocytes

Keratinocytes play a critical role in psoriasis development [50,53,60]. Keratinocytes
release multiple factors, such as damage-associated molecular patterns (DAMPs), CCL-20,
and CXCL-1, 2, and 8 [1]. In vitro, the production of chemokines, such as RANTES and
CCL-2, is inhibited by E2 in normal human keratinocytes [51,52]. Isoflavone genistein,
which is the major metabolite of soy that binds to human ERα and ERβ, decreases MAPK,
signal transducer and activator of transcription 3 (STAT3), NF-κB, and phosphatidylinositol-
3 kinase (PI3K) activation in human keratinocytes, leading to decreased mRNA expression
of CCL20, S100A7, and S100A9 induced by IL-17A and TNF-α [48,49,54]. These results
suggest that E2 downregulates keratinocyte activation in psoriatic lesions.

4.2. Neutrophils, Monocytes, and Macrophages

Infiltration of neutrophils into the epidermis is one of the characteristic histological
findings in psoriasis. Although the actual roles of neutrophils/monocytes/macrophages in
psoriasis development are still not fully understood, there are some case studies suggesting
disease-promoting roles of neutrophils/monocytes/macrophages in psoriasis. For example,
psoriatic lesions have been reported to significantly improve during drug-induced agran-
ulocytosis [55]. Granulocyte and monocyte apheresis therapy ameliorates the symptoms
of psoriasis [56]. In mouse studies, depletion of neutrophils has been shown to attenu-
ate psoriasis symptoms [55–59]. These studies suggest that neutrophils, monocytes, and
macrophages facilitate the development of psoriasis.

Some studies have investigated the effects of E2 on cytokine production from neu-
trophils/monocytes/macrophages, but the results are not necessarily consistent among
reports. For example, physiological to supraphysiological levels of E2 downregulated
TNF-α and IL-1β production from human monocytes and macrophages, whereas no in-
hibitory effects of physiological to supraphysiological levels of E2 were observed in other
studies [9,61–64]. E2 may exert bidirectional effects on TNF-α and IL-1β production by
monocytes and macrophages, depending on its concentration.

In addition to the effects on cytokine production, the inhibitory roles of E2 on neu-
trophil functions, such as superoxide anion (O2

−) generation, degranulation, and apoptosis,
have been reported [65,66].

4.3. DCs

DCs play a critical role in the development of psoriasis by producing IL-23 and
TNF-α [6]. In vitro, supraphysiological levels of E2 impair IL-23 production from murine
bone marrow-derived DCs [67], suggesting that E2 plays a regulatory role in psoriasis
development, especially during pregnancy. In contrast, the physiological levels of E2
facilitate IL-1β production in murine vaginal CD11c+DCs [68] and CXCL-8 and CCL-2
production in human monocyte-derived DCs [69], suggesting that the influence of E2 on
DC functions differs depending on the concentration and type of DCs.
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4.4. T cells

T cells (Th17/Tc17) produce pro-inflammatory cytokines such as IL-17A and TNF-α
in psoriatic lesions and significantly contribute to psoriatic inflammation [6]. To date,
few studies have investigated the role of E2 in Th17/Tc17 cell functions, but some in vitro
studies have suggested inhibitory roles of E2 on Th17 cell differentiation and activation [70].

In vitro, physiological levels of E2 inhibited Th17 differentiation through down-
regulation of retinoid orphan receptor gamma t (Rorγt) expression in murine splenic
T cells [70–72]. The effect of E2 on IL-17 production in Th17/Tc17 cells has not been in-
vestigated, but it has been reported that supraphysiological levels of E2 inhibit TNF-α
production in human T cells, suggesting that E2 at high concentrations, such as during
pregnancy, may downregulate TNF-α production from Th17 cells in psoriatic lesions. How-
ever, it has also been reported that E2, at physiological concentrations, enhances TNF-α
production [73,74]. The molecular mechanisms that determine the concentration-dependent
effects of E2 on T-cell function remain unclear.

Other than Th17 differentiation, involvement of estrogen on Th1/Th2 differentiation
has been reported [75]. For example, physiological levels of E2 inhibited Th1 differentiation
through downregulation of T-bet, and shifted toward Th2 differentiation in murine T cells
in the lymph nodes and spleen [72,76]. Since Th1-type immune responses play facilitating
roles in psoriasis while Th2-type immune responses counterbalance Th17-type immune
response [77], estrogens may also play inhibitory roles in psoriasis by down-regulating Th1
and up-regulating Th2 differentiation.

5. In Vivo Studies Regarding the Role of E2 on Psoriatic Inflammation

As mentioned above, the possible inhibitory or facilitating roles of E2 in psoriatic
inflammation have been suggested by various epidemiological and in vitro studies [78].
However, it remains unclear whether and how E2 plays a role in psoriatic inflammation
in vivo. Currently, two in vivo studies have investigated the role of E2 in psoriatic in-
flammation [79]. Iwano et al. examined the role of E2 in psoriatic inflammation using an
imiquimod-induced psoriasis model. Male BALB/c mice were used in the psoriasis model
and E2 was administered exogenously. The mice treated with E2 showed exacerbated
dermatitis. Administration of an ERα agonist also exacerbated dermatitis. Furthermore,
the production of IL-23 by DCs was enhanced by E2 and an ERα agonist in vitro. Based on
these data, it was suggested that E2 plays a pro-inflammatory role in psoriasis by inducing
IL-23 through ERα [79].

In contrast, we observed anti-psoriatic roles of E2 in the same mouse model [80]. To
investigate the role of E2 in psoriatic inflammation in vivo, we applied ovariectomized
female C57BL/6 mice, in which the endogenous production of female hormones, including
E2, is almost impaired, to an imiquimod-induced psoriasis model. Ovariectomized mice
exhibited exacerbated psoriatic inflammation, whereas exogenous administration of E2
reversed the exacerbation, suggesting that E2 plays an anti-psoriatic role physiologically.
The anti-psoriatic effects of E2 were mediated through ERα and ERβ in neutrophils and
macrophages. Mechanistically, E2 downregulated IL-1β production in neutrophils and
macrophages, leading to decreased IL-17A production in γδT cells. The inhibitory effect
of E2 on IL-1β production has also been observed in human polymorphonuclear and
mononuclear cells. This result may explain the fluctuating IL-1β levels during the female
reproductive cycle in humans, in which IL-1β levels are higher during the luteal phase (low
serum E2 level) and lower during the follicular phase (high E2 level) [71,81–83]. Together,
these results suggest that E2 plays a suppressive role in psoriatic inflammation in mice
through the regulation of neutrophil and macrophage functions such as IL-1β production.
It remains unclear why different effects of E2 were observed in the two studies. E2 may play
both pro- and anti-psoriatic roles in a context-dependent manner (Figure 2), as suggested
in previous in vitro studies.
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Figure 2. A scheme of possible functions and the mechanisms of estrogen in psoriatic inflammation.
E2 play anti-psoriatic functions by downregulating IL-1β production from neutrophils (Neus) and
monocytes/macrophages (Macs) through ERα and ERβ. However, in a certain condition, E2 may
play facilitating role on psoriatic inflammation by inducing IL-23 production from dendritic cells
(DCs) through ERα. Solid lines show the findings from in vivo studies and dotted lines show the
findings from in vitro or other disease model studies. Created with Biorender.com.

6. Concluding Remarks

The immunoregulatory mechanisms of E2 in psoriasis, which have mostly been inves-
tigated in in vitro studies, have gradually been elucidated in vivo using a mouse psoriasis
model. Recognition by patients and clinicians of the potential impact of sex hormones in-
cluding E2 would lead to a better management of psoriasis symptoms, especially in women.
Furthermore, data in the mouse psoriasis model suggest that an appropriate activation of
estrogen receptor-signaling is a potential novel therapeutic strategy in psoriasis. However,
there are some important issues to be solved before estrogens can be used as a treatment
for psoriasis. First, since systemic estrogen therapy has various undesired side effects
such as an increased risk of thrombosis and endometrial cancer, and that psoriasis patients
tend to develop cardiovascular diseases, topical estrogen therapy, rather than systemic
therapy, may be practical. Second, since there are many differences in the pathogenesis
between mouse and human psoriasis models, we need to be cautious when applying the
findings of mouse studies to human psoriasis. For example, neutrophils and macrophages
are the major sources of IL-1β in a murine psoriasis model, while keratinocytes may be
the primary source of IL-1β in human psoriasis [5]. Thus, the anti-psoriatic effects of
E2 through the inhibition of IL-1β production by neutrophils and macrophages may be
limited in human psoriasis. The molecular mechanisms that switch the functions of E2
from pro-inflammatory to anti-inflammatory in psoriasis remain unclear and should be
further investigated. Investigation of the involvement of other female hormones such as
progesterone in psoriasis is also of interest. In fact, during pregnancy, psoriasis symptoms
improve in some patients, whereas they worsen in others, suggesting the existence of
female hormones that facilitate psoriasis. In addition, it has been reported that the adminis-
tration of progesterone flares pustular psoriasis [37,84], suggesting that progesterone may
play a facilitating role in psoriasis. Thus, there still remains many unsolved issues on the
roles of sex hormones in psoriasis and for the translation of the findings to clinical practice.
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Nevertheless, elucidation of these issues may lead to the development of novel treatment
strategies for psoriasis from the perspective of sex hormones.
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Cimińska, M. Impact of isoflavone genistein on psoriasis in in vivo and in vitro investigations. Sci. Rep. 2021, 11, 1–16. [CrossRef]

50. Dainichi, T.; Kitoh, A.; Otsuka, A.; Nakajima, S.; Nomura, T.; Kaplan, D.H.; Kabashima, K. The epithelial immune microenviron-
ment (EIME) in atopic dermatitis and psoriasis. Nat. Immunol. 2018, 19, 1286–1298. [CrossRef]

http://doi.org/10.1007/s40257-017-0274-0
http://www.ncbi.nlm.nih.gov/pubmed/28342016
http://doi.org/10.1111/j.1346-8138.2011.01209.x
http://www.ncbi.nlm.nih.gov/pubmed/21426384
http://doi.org/10.1111/j.1346-8138.2009.00721.x
http://doi.org/10.1016/S0923-1811(02)00142-1
http://doi.org/10.1016/j.jdin.2020.06.002
http://doi.org/10.5021/ad.2017.29.6.761
http://doi.org/10.1111/1346-8138.12224
http://doi.org/10.1016/j.jdermsci.2011.03.002
http://doi.org/10.1111/1346-8138.14321
http://www.ncbi.nlm.nih.gov/pubmed/29611229
http://doi.org/10.1159/000251595
http://www.ncbi.nlm.nih.gov/pubmed/4831963
http://doi.org/10.1001/jamadermatol.2021.2007
http://www.ncbi.nlm.nih.gov/pubmed/34190957
http://doi.org/10.1016/S0190-9622(85)70188-0
http://doi.org/10.1097/JW9.0000000000000010
http://www.ncbi.nlm.nih.gov/pubmed/35619672
http://doi.org/10.1136/bmj.m1590
http://www.ncbi.nlm.nih.gov/pubmed/32467098
http://doi.org/10.1001/archderm.1979.04010100035015
http://doi.org/10.1001/archderm.141.5.601
http://doi.org/10.1046/j.1365-4362.2003.01760.x
http://www.ncbi.nlm.nih.gov/pubmed/12839599
http://doi.org/10.1111/j.1346-8138.1998.tb02357.x
http://www.ncbi.nlm.nih.gov/pubmed/9563276
http://doi.org/10.1111/j.1365-4362.1996.tb01632.x
http://www.ncbi.nlm.nih.gov/pubmed/8655230
http://doi.org/10.1093/rheumatology/28.1.50
http://www.ncbi.nlm.nih.gov/pubmed/2917228
http://doi.org/10.1111/1346-8138.12803
http://doi.org/10.1001/archderm.1972.01620050003001
http://doi.org/10.1210/jcem-29-5-650
http://doi.org/10.1016/S0190-9622(99)70356-7
http://doi.org/10.1371/journal.pone.0192297
http://doi.org/10.1038/s41598-021-97793-4
http://doi.org/10.1038/s41590-018-0256-2


J. Clin. Med. 2022, 11, 4890 10 of 11

51. Kanda, N.; Watanabe, S. 17β-Estradiol Inhibits MCP-1 Production in Human Keratinocytes. J. Investig. Dermatol. 2003, 120,
1058–1066. [CrossRef] [PubMed]

52. Kanda, N.; Watanabe, S. 17β-estradiol inhibits the production of RANTES in human keratinocytes. J. Investig. Dermatol. 2003, 120,
420–427. [CrossRef] [PubMed]

53. Li, H.; Yao, Q.; Mariscal, A.G.; Wu, X.; Hülse, J.; Pedersen, E.; Helin, K.; Waisman, A.; Vinkel, C.; Thomsen, S.F.; et al. Epigenetic
control of IL-23 expression in keratinocytes is important for chronic skin inflammation. Nat. Commun. 2018, 9, 1–8. [CrossRef]
[PubMed]

54. Wang, A.; Wei, J.; Lu, C.; Chen, H.; Zhong, X.; Lu, Y.; Li, L.; Huang, H.; Dai, Z.; Han, L. Genistein suppresses psoriasis-related
inflammation through a STAT3–NF-κB-dependent mechanism in keratinocytes. Int. Immunopharmacol. 2019, 69, 270–278.
[CrossRef]

55. Toichi, E.; Tachibana, T.; Furukawa, F. Rapid improvement of psoriasis vulgaris during drug-induced agranulocytosis. J. Am.
Acad. Dermatol. 2000, 43, 391–395. [CrossRef]

56. Ikeda, S.; Takahashi, H.; Suga, Y.; Eto, H.; Etoh, T.; Okuma, K.; Takahashi, K.; Kanbara, T.; Seishima, M.; Morita, A.; et al.
Therapeutic depletion of myeloid lineage leukocytes in patients with generalized pustular psoriasis indicates a major role for
neutrophils in the immunopathogenesis of psoriasis. J. Am. Acad. Dermatol. 2013, 68, 609–617. [CrossRef]

57. Sumida, H.; Yanagida, K.; Kita, Y.; Abe, J.; Matsushima, K.; Nakamura, M.; Ishii, S.; Sato, S.; Shimizu, T. Interplay between CXCR2
and BLT1 Facilitates Neutrophil Infiltration and Resultant Keratinocyte Activation in a Murine Model of Imiquimod-Induced
Psoriasis. J. Immunol. 2014, 192, 4361–4369. [CrossRef]

58. Han, G.; Havnaer, A.; Lee, H.H.; Carmichael, D.J.; Martinez, L.R. Biological depletion of neutrophils attenuates pro-inflammatory
markers and the development of the psoriatic phenotype in a murine model of psoriasis. Clin. Immunol. 2020, 210, 108294.
[CrossRef]

59. Morimura, S.; Oka, T.; Sugaya, M.; Sato, S. CX3CR1 deficiency attenuates imiquimod-induced psoriasis-like skin inflammation
with decreased M1 macrophages. J. Dermatol. Sci. 2016, 82, 175–188. [CrossRef]

60. Matsumoto, R.; Sugimoto, Y.; Kabashima, K.; Matsumoto, R.; Dainichi, T.; Tsuchiya, S.; Nomura, T.; Kitoh, A. Epithelial TRAF6
drives IL-17–mediated psoriatic inflammation. JCI Insight 2018, 3, 121175. [CrossRef]

61. Ito, A.; Bebo, B.F.; Matejuk, A.; Zamora, A.; Silverman, M.; Fyfe-Johnson, A.; Offner, H. Estrogen Treatment Down-Regulates
TNF-α Production and Reduces the Severity of Experimental Autoimmune Encephalomyelitis in Cytokine Knockout Mice. J.
Immunol. 2001, 167, 542–552. [CrossRef] [PubMed]

62. Carruba, G.; D’Agostino, P.; Miele, M.; Calabrò, M.; Barbera, C.; Di Bella, G.; Milano, S.; Ferlazzo, V.; Caruso, R.; La Rosa, M.; et al.
Estrogen regulates cytokine production and apoptosis in PMA-differentiated, macrophage-like U937 cells. J. Cell. Biochem. 2003,
90, 187–196. [CrossRef] [PubMed]

63. Bouman, A.; Schipper, M.; Heineman, M.J.; Faas, M. 17β-Estradiol and progesterone do not influence the production of cytokines
from lipopolysaccharide-stimulated monocytes in humans. Fertil. Steril. 2004, 82, 1212–1219. [CrossRef] [PubMed]

64. Rogers, A.; Eastell, R. The effect of 17β-estradiol on production of cytokines in cultures of peripheral blood. Bone 2001, 29, 30–34.
[CrossRef]

65. Buyon, J.P.; Korchak, H.M.; Rutherford, L.E.; Ganguly, M.; Weissmann, G. Female hormones reduce neutrophil responsiveness
in vitro. Arthritis Rheum. 1984, 27, 623–630. [CrossRef] [PubMed]

66. Molloy, E.J.; O’Neill, A.J.; Grantham, J.J.; Sheridan-Pereira, M.; Fitzpatrick, J.M.; Webb, D.W.; Watson, R.W.G. Sex-specific
alterations in neutrophil apoptosis: The role of estradiol and progesterone. Blood 2003, 102, 2653–2659. [CrossRef]

67. Relloso, M.; Aragoneses-Fenoll, L.; Lasarte, S.; Bourgeois, C.; Romera, G.; Kuchler, K.; Corbí, A.L.; Muñoz-Fernández, M.A.;
Nombela, C.; Rodríguez-Fernández, J.L.; et al. Estradiol impairs the Th17 immune response against Candida albicans. J. Leukoc.
Biol. 2012, 91, 159–165. [CrossRef]

68. Anipindi, V.C.; Bagri, P.; Roth, K.; Dizzell, S.E.; Nguyen, P.V.; Shaler, C.R.; Chu, D.K.; Jiménez-Saiz, R.; Liang, H.; Swift, S.; et al.
Estradiol Enhances CD4+ T-Cell Anti-Viral Immunity by Priming Vaginal DCs to Induce Th17 Responses via an IL-1-Dependent
Pathway. PLoS Pathog. 2016, 12, 1–27. [CrossRef]

69. Bengtsson, Å.K.; Ryan, E.J.; Giordano, D.; Magaletti, D.M.; Clark, E.A. 17β-estradiol (E2) modulates cytokine and chemokine
expression in human monocyte-derived dendritic cells. Blood 2004, 104, 1404–1410. [CrossRef]

70. Chen, R.-Y.; Fan, Y.-M.; Zhang, Q.; Liu, S.; Li, Q.; Ke, G.-L.; Li, C.; You, Z. Estradiol Inhibits Th17 Cell Differentiation through
Inhibition of RORγT Transcription by Recruiting the ERα/REA Complex to Estrogen Response Elements of the RORγT Promoter.
J. Immunol. 2015, 194, 4019–4028. [CrossRef]

71. Bouman, A.; Jan Heineman, M.; Faas, M.M. Sex hormones and the immune response in humans. Hum. Reprod. Update 2005, 11,
411–423. [CrossRef] [PubMed]

72. Lélu, K.; Laffont, S.; Delpy, L.; Paulet, P.-E.; Périnat, T.; Tschanz, S.A.; Pelletier, L.; Engelhardt, B.; Guéry, J.-C. Estrogen Receptor α
Signaling in T Lymphocytes Is Required for Estradiol-Mediated Inhibition of Th1 and Th17 Cell Differentiation and Protection
against Experimental Autoimmune Encephalomyelitis. J. Immunol. 2011, 187, 2386–2393. [CrossRef] [PubMed]

73. Ralston, S.H.; Russell, R.G.G.; Gowen, M. Estrogen inhibits release of tumor necrosis factor from peripheral blood mononuclear
cells in postmenopausal women. J. Bone Miner. Res. 1990, 5, 983–988. [CrossRef] [PubMed]

74. Gilmore, W.; Weiner, L.P.; Correale, J. Effect of estradiol on cytokine secretion by proteolipid protein-specific T cell clones isolated
from multiple sclerosis patients and normal control subjects. J. Immunol. 1997, 158, 446–451. [PubMed]

http://doi.org/10.1038/jid.2003.12
http://www.ncbi.nlm.nih.gov/pubmed/12787135
http://doi.org/10.1046/j.1523-1747.2003.12067.x
http://www.ncbi.nlm.nih.gov/pubmed/12603855
http://doi.org/10.1038/s41467-018-03704-z
http://www.ncbi.nlm.nih.gov/pubmed/29650963
http://doi.org/10.1016/j.intimp.2019.01.054
http://doi.org/10.1067/mjd.2000.103264
http://doi.org/10.1016/j.jaad.2012.09.037
http://doi.org/10.4049/jimmunol.1302959
http://doi.org/10.1016/j.clim.2019.108294
http://doi.org/10.1016/j.jdermsci.2016.03.004
http://doi.org/10.1172/jci.insight.121175
http://doi.org/10.4049/jimmunol.167.1.542
http://www.ncbi.nlm.nih.gov/pubmed/11418693
http://doi.org/10.1002/jcb.10607
http://www.ncbi.nlm.nih.gov/pubmed/12938167
http://doi.org/10.1016/j.fertnstert.2004.05.072
http://www.ncbi.nlm.nih.gov/pubmed/15474098
http://doi.org/10.1016/S8756-3282(01)00468-9
http://doi.org/10.1002/art.1780270604
http://www.ncbi.nlm.nih.gov/pubmed/6329234
http://doi.org/10.1182/blood-2003-02-0649
http://doi.org/10.1189/jlb.1110645
http://doi.org/10.1371/journal.ppat.1005589
http://doi.org/10.1182/blood-2003-10-3380
http://doi.org/10.4049/jimmunol.1400806
http://doi.org/10.1093/humupd/dmi008
http://www.ncbi.nlm.nih.gov/pubmed/15817524
http://doi.org/10.4049/jimmunol.1101578
http://www.ncbi.nlm.nih.gov/pubmed/21810607
http://doi.org/10.1002/jbmr.5650050912
http://www.ncbi.nlm.nih.gov/pubmed/2281828
http://www.ncbi.nlm.nih.gov/pubmed/8977221


J. Clin. Med. 2022, 11, 4890 11 of 11

75. Khan, D.; Ansar Ahmed, S. The immune system is a natural target for estrogen action: Opposing effects of estrogen in two
prototypical autoimmune diseases. Front. Immunol. 2016, 6, 1–8. [CrossRef]

76. Haghmorad, D.; Salehipour, Z.; Nosratabadi, R.; Rastin, M.; Kokhaei, P.; Mahmoudi, M.B.; Amini, A.A.; Mahmoudi, M. Medium-
dose estrogen ameliorates experimental autoimmune encephalomyelitis in ovariectomized mice. J. Immunotoxicol. 2016, 13,
885–896. [CrossRef]

77. Yamanaka, K.; Yamamoto, O.; Honda, T. Pathophysiology of psoriasis: A review. J. Dermatol. 2021, 48, 722–731. [CrossRef]
78. Danesh, M.; Murase, J.E. The immunologic effects of estrogen on psoriasis: A comprehensive review. Int. J. Women’s Dermatol.

2015, 1, 104–107. [CrossRef]
79. Iwano, R.; Iwashita, N.; Takagi, Y.; Fukuyama, T. Estrogen receptor α activation aggravates imiquimod-induced psoriasis-like

dermatitis in mice by enhancing dendritic cell interleukin-23 secretion. J. Appl. Toxicol. 2020, 40, 1353–1361. [CrossRef]
80. Adachi, A.; Honda, T.; Egawa, G.; Kanameishi, S.; Takimoto, R.; Miyake, T.; Hossain, M.R.; Komine, M.; Ohtsuki, M.; Gunzer,

M.; et al. Estradiol suppresses psoriatic inflammation in mice by regulating neutrophil and macrophage functions. J. Allergy Clin.
Immunol. 2022. [CrossRef]

81. Bouman, A.; Moes, H.; Heineman, M.J.; De Leij, L.F.M.H.; Faas, M.M. The immune response during the luteal phase of the ovarian
cycle: Increasing sensitivity of human monocytes to endotoxin. Fertil. Steril. 2001, 76, 555–559. [CrossRef]

82. Cannon, J.G.; Dinarello, C.A. Increased plasma interleukin-1 activity in women after ovulation. Science 1984, 227, 1247–1249.
[CrossRef] [PubMed]

83. Brännström, M.; Fridén, B.E.; Jasper, M.; Norman, R.J. Variations in peripheral blood levels of immunoreactive tumor necrosis
factor α (TNFα) throughout the menstrual cycle and secretion of TNFα from the human corpus luteum. Eur. J. Obstet. Gynecol.
Reprod. Biol. 1999, 83, 213–217. [CrossRef]

84. Shelley, W.B. Generalized Pustular Psoriasis Induced by Potassium Iodide. Jama 1967, 201, 1009. [CrossRef]

http://doi.org/10.3389/fimmu.2015.00635
http://doi.org/10.1080/1547691X.2016.1223768
http://doi.org/10.1111/1346-8138.15913
http://doi.org/10.1016/j.ijwd.2015.03.001
http://doi.org/10.1002/jat.3988
http://doi.org/10.1016/j.jaci.2022.03.028
http://doi.org/10.1016/S0015-0282(01)01971-9
http://doi.org/10.1126/science.3871966
http://www.ncbi.nlm.nih.gov/pubmed/3871966
http://doi.org/10.1016/S0301-2115(99)00003-2
http://doi.org/10.1001/jama.1967.03130130035009

	Introduction 
	Physiology of Estrogens 
	Physiological Levels of Estrogens 
	Estrogen Receptors and Their Signaling 

	Epidemiological and Case Series Studies about the Possible Involvement of Estrogens in Psoriasis 
	In Vitro Studies Regarding the Immuno-Regulatory Action of E2 
	Keratinocytes 
	Neutrophils, Monocytes, and Macrophages 
	DCs 
	T cells 

	In Vivo Studies Regarding the Role of E2 on Psoriatic Inflammation 
	Concluding Remarks 
	References

