PISTGHIRA+2ZY8eAAdAVO/FIAEIDYIASALLIAIPOOAEIEAHION/HDAU

MV TXOMADYOINX7OHISABZIYTCN+eyNIOITWNOTZTARY HIBSHAIQUE Ag pOl/wod mm| sfeulnoly/:diy woly pspeojumoq

¥20¢/0T/T0 uo

Original Article
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Background: There are few studies investigating the association between psoriasis and depression, anxiety, sexual dysfunction in the
literature. Aims: We aimed to investigate depression, anxiety, and sexual dysfunction in patients with psoriasis and the association
between the psychiatric comorbidity and the severity and involvement sites of psoriasis. Materials and Methods: A total of 200
participants, including 100 psoriasis patients and 100 healthy volunteers as a control group, were included in the study. All participants
were questioned about sociodemographic characteristics, smoking, alcohol use, and comorbidities. All participants completed the
Dermatology Life Quality Index, Beck Depression Scale, Beck Anxiety Scale, Arizona Sexual Experiences Scale, Female Sexual
Function Scale/International Erectile Function Index. Results: In the psoriasis group, an increased risk for depression and anxiety was
observed, regardless of the clinical features and severity of psoriasis, and a positive correlation was detected between the severity of
the disease and impaired quality of life. An increased risk for sexual dysfunction regardless of clinical features and severity in male
patients with psoriasis was detected compared with the control group. It was found that the risk for erectile dysfunction in patients
with psoriasis increased regardless of the risk factors such as smoking, alcohol, diabetes, hypertension, and cardiovascular disease.
Conclusion: Our study shows that psoriasis increases the risk for impaired quality of life, depression, anxiety, and sexual dysfunction
in individuals. This increase is not always associated with the clinical characteristics of psoriasis such as severity, duration, and sites of
involvement. Therefore, dermatologists should consider not only the skin findings of psoriasis but also the psychosocial status of the
patient and refer the patient to psychiatry if necessary.
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on the quality of life in patients. Impaired quality of life is
generally associated with an increased risk of depression
and anxiety. Emotional stress, low self-esteem, feelings of
guilt and self-worthlessness, social isolation, and suicidal
ideation are also common in patients with psoriasis.”

INTRODUCTION

Psoriasis is a chronic, systemic inflammatory disease
involving skin, nails, and joints. Psoriasis is a relatively
common disease that waxes and wanes with flareups in
individuals. The etiopathogenesis of psoriasis is uncertain.

However, in addition to genetic predisposition, various
endogenous and exogenous factors play roles in psoriasis.
Trauma, infections, medications, and emotional stress
have also been identified as potential triggering factors for
psoriasis. A wide variety of conditions such as metabolic
syndrome, obesity, diabetes mellitus (DM), cardiovascular
disease (CVS), malignancy, and psychiatric disorders have
been associated with psoriasis.l'! The long-term, waxing
and waning course of psoriasis causes a negative impact
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Dermatological disorders may directly or indirectly
cause sexual dysfunctions.®! Sexual dysfunctions develop
more common in dermatoses such as psoriasis involving
genitalia. Psoriasis may cause a wide variety of sexual
disorders such as loss of libido and anorgasmia. In a study,
sexual dysfunction was detected in 40% of patients with
psoriasis.! Psychiatric conditions (depression, anxiety,

Address for correspondence: Dr. Sinan Ozcelik,

Department of Dermatology, Baskent University, Adana Dr. Turgut Noyan
Application and Research Center, Adana, Turkey.

E-mail: sinozc@gmail.com

This is an open access journal, and articles are distributed under the terms of the
Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows
others to remix, tweak, and build upon the work non-commercially, as long as
appropriate credit is given and the new creations are licensed under the identical terms.

For reprints contact: reprints@medknow.com

How to cite this article: Dogan Y, Kili¢ FA, Ozgelik S. Anxiety,
depression, and sexual dysfunction in patients with psoriasis. Turk J
Dermatol 2022;16:62-9.

© 2022 Turkish Society of Dermatology | Published by Wolters Kluwer - Medknow -




INGTGHIBA+2ZH8eAAdAVYO/FIAEIDVIASALLIAIPOOAEIEAHIOI/AOAU

MV TXOMADYOINX7OHISABZIYTCN+eyNIOITWNOTZTARY HIBSHAIQUE Ag pOl/wod mm| sfeulnoly/:diy woly pspeojumoq

¥20¢/0T/T0 uo

Dogan, et al.: Anxiety, depression, and sexual dysfunction in psoriasis

emotional stress, etc.) can not only trigger psoriasis, but
also occur as a result of exacerbations of psoriasis. The
quality of life is not always associated with the severity
of psoriasis. Psychiatric conditions may develop not only
during a relapse but also during a remission in patients with
psoriasis. In this regard, the association between psoriasis
and psychiatric comorbidity is unclear. In addition, there
are few studies investigating the association between
psoriasis and psychiatric conditions in the literature. In
this study, we aimed to investigate depression, anxiety,
and sexual dysfunction in patients with psoriasis and also
their association with the severity and involvement sites
of psoriasis.

MarteriaLs AND MEeTHODS

A total of 100 psoriasis patients who have not received
systemic treatment in the last 3 months and presented to
the dermatology outpatient clinic of our hospital between
July 2019 and March 2020 were enrolled in comparison to
a control group consisting of 100 healthy volunteers. All
participants ranged from 18 to 65 years were literate and
had no known additional dermatological or psychiatric
disease. Approval for the study was obtained from the local
Ethics Committee (decision number 2019/81; 03/07/2019).
All participants’ information was kept confidential and
was used only for research purposes.

Height, weight, smoking and alcohol use, and presence
of chronic disease (DM, hypertension, hyperlipidemia,
chronic lung disease, CVS) of all participants were
recorded. The duration of disease, family history,
body surface area (BSA), psoriasis area severity index
(PASI), the variant of psoriasis (localized, generalized,
palmoplantar plaque, palmoplantar pustular, generalized
pustular, guttate, inverse, erythrodermic, psoriatic
arthritis), and affected body areas (scalp, face, neck, chest,
abdomen, nape, back, arm, elbow, forearm, hand, genital
area, hip, thigh, knee, leg, foot, nail) were recorded for
patients with psoriasis.

All participants completed the sociodemographic data
form, Beck Depression Inventory (BDI), Beck Anxiety
Inventory (BAI), Arizona Sexual Experiences Scale
(ASEX), and Female Sexual Function Index (FSFI)/
International Index of Erectile Function (IIEF). Psoriasis
patients additionally completed the Dermatology Life
Quality Index (DLQI) questionnaire.

The scale scores of the patient and control groups were
compared. It was investigated whether there was an
association between the scale scores and the severity and
involvement sites of psoriasis in the patient group. It was
checked whether there was a correlation between ITEF
scores and the variables that could affect the scale scores,
such as smoking, alcohol use, DM, hypertension, and
CVS. The relationship between depression, anxiety, and
sexual dysfunction in the patients was assessed.

Statistical analysis

Statistical analyses were performed using SPSS software
version 22.0. The variables were investigated using
visual (histograms and probability plots) and analytical
methods (Kolmogorov—Smirnov/Shapiro-Wilk test) to
determine whether or not they are normally distributed.
When the variables were normally distributed, Student’s
t-test was used to compare continuous variables between
the case and control groups. When the variables were
non-parametric, the Mann—Whitney U-test was used to
compare continuous variables between the groups. In
the correlation analysis, Pearson’s correlation test was
used for the variables that were normally distributed.
Spearman’s correlation test was used for the variables
that did not follow normal distribution. Linear regression
analysis was used to assess the effects of risk factors on
variables. The y? test was used to compare categorical
variables in different groups. A P-value of less than 0.05
was considered to show a statistically significant result.

ResuLts

A total of 100 patients [40 females (40%) and 60 males
(60%)] and 100 healthy controls [40 females (40%)
and 60 males (60%)] were included in our study. No
statistically significant difference was found between the
patient and control groups in terms of sociodemographic
characteristics [Table 1]. In the patient group, 13 patients
had hypertension (13%), 6 had DM (6%), and one
had CVS (1%). In the control group, five patients had
hypertension (5%), one had CVS (1%), and one had DM
(1%). The clinical characteristics of psoriasis patients are
shown in Table 2.

The DLQI, BDI, BAI, and ASEX scores were higher in
the patient group than in the control groups [Table 3]. The
comparisons of scale scores between the groups according
to gender are shown in Table 4 (female) and Table 5 (male).

No statistically significant difference was found between
males and females in the psoriasis group in terms of DLQI
scores (P = 0.093). However, the BDI, BAI, and ASEX
scores were higher in females than in males (P = 0.003,
P =0.001, P <0.001, respectively).

A low degree of statistically significant positive correlation
was found between PASI score and duration of psoriasis,
whereas a moderate degree of positive correlation
between PASI and DLQI scores was found (P = 0.006
and P = 0.001, respectively). No statistically significant
correlation was found between PASI and BDI, BAI, ASEX
scores (P = 0.482, P = 0.818, P = 0.726, respectively).

A low degree of statistically significant positive correlation
was found between ASEX and BDI scores, whereas a
moderate degree of positive correlation between ASEX
and BAI scores was found (P = 0.003 and P = 0.001,
respectively). A high degree of statistically significant
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Table 1: Sociodemographic characteristics according to groups

Sociodemographic characteristics Patient Control P-value
Gender, n (%)

Female 40 (40) 40 (40) 1

Male 60 (60) 60 (60) 1

Total 100 (100) 100 (100) 1
Mean age £ SD

Female 43.9%12.9 42.5+12.8 0.622

Male 38.8+13.0 38.5+13.4 0.891

Total 40.9%13.1 40.1£13.2 0.681
Marital status, n (%)

Married 72 (72) 65 (65) 0.079

Single 21 (21) 31 (31 0.079

Widowed 7(7) 4 (4) 0.079
Education level, n (%)

Primary education 44 (44) 34 (34) 0.067

Secondary education (high school) 33(33) 30 (30) 0.067

Higher education 23 (23) 36 (36) 0.067
Employment status, n (%)

Working 49 (49) 60 (60) 0.119

Non-working S1(51) 40 (40) 0.119
SD: standard deviation
Table 2: Characteristics of patients

Female Male Total

Duration of psoriasis (year)

Median (min-max) 5.5(0.5-35.0) 10.0 (0.5-35.0) 10.0 (0.5-35.0)

Mean + SS 9.0+£9.2 10.3+£7.8 9.8+8.3
Family history, n (%)

+ 13 (32.5) 17 (28.3) 30 (30)

- 27 (67.5) 43 (71.7) 70 (70)
BSA, n (%)

<10% 30 (75) 41 (68.3) 71(71)

>10% 10 (25) 19 (31.7) 29 (29)
PASI

Median (min-max) 4.4 (0.6-18.6) 6.3 (1.6-27.3) 5.1(0.6-27.3)

Mean = SD 53+38 7.4+5.0 6.6+4.7
Types of psoriasis, 1 (70)

Plaque 32 (80) 60 (100) 92 (92)

Guttate 1(2.5) 0(0) 1(1)

Palmoplantar 5(12.5) 0(0) 5(5)

Inverse 1(2.5) 0(0) ()

Erythrodermic 1(2.5) 0(0) (D)
Psoriatic arthritis, n (%)

+ 5(12.5) 7(11.7) 12(12)

- 35(87.5) 53(88.3) 88 (88)
Visible lesion, 1 (%)

Total 34 (85) 49 (81.7) 83 (83)

Scalp 20 (50) 42 (70) 62 (62)

Face 5(12.5) 14 (23.3) 19 (19)

Hands 25(62.5) 29 (48.3) 54 (54)

Nails 7(17.5) 20 (33.3) 27 (27)

None 6(15) 11 (18.3) 17 (17)
Genital involvement

+ 13 (32.5) 29 (48.3) 42 (42)

- 27 (67.5) 31(51.7) 58 (58)

BSA: body surface area, PASI: psoriasis area severity index
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Table 3: Scores of scales according to groups

Scales Patient Control P-value*

DLQI
Median (min-max) 8.0 (0.0-22.0) 0.0 (0.0-8.0) <0.001
Mean = SD 8.1%5.1 09%1.6

BDI
Median (min—-max) 11.0 (0.0-39.0) 6.0 (0.0-36.0) <0.001
Mean * SD 12.3£7.9 72172

BAI
Median (min—-max) 8.5(0.045.0) 3.5(0.0-39.0) <0.001
Mean = SD 11.2£9.0 6.2+6.9

ASEX
Median (min-max) 14.0 (5.0-30.0) 12.0 (5.0-30.0) 0.005
Mean = SD 15.0+5.5 13.2%6.1

*Mann—Whitney U-test. SD: standard deviation

Table 4: Scales’ scores of females according to groups

Scales Patient Control P-value

DLQI
Median (min—-max) 8.5(1.0-19.0) 0.0 (0.0-8.0) <0.001
Mean * SD 8.9143 1.2+1.7

BDI
Median (min-max) 14.5(1.0-39.0) 7.5(0.0-36.0) 0.001
Mean = SD 15.4£8.9 9.5+7.8

BAI
Median (min-max) 14.5 (1.0-45.0) 8.0 (0.0-39.0) 0.003
Mean = SD 15.0£11.0 89+7.7

ASEX
Median (min-max) 19.0 (7.0-30.0) 15.0 (5.0-30.0) 0.114
Mean = SD 18.3£59 16.3+7.1

FSFI-sexual desire
Median (min-max) 2.4 (1.2-6.0) 3.0 (1.2-6.0) 0.214*
Mean + SD 27+1.3 3.1%+1.4

FSFI-sexual arousal
Median (min—-max) 3.0 (0.0-6.0) 3.7 (0.0-6.0) 0.252
Mean = SD 27+1.7 32%1.8

FSFI-lubrication
Median (min-max) 3.6 (0.0-6.0) 3.9 (0.0-6.0) 0.085
Mean £ SD 3.0%£1.7 35+1.8

FSFI-orgasm
Median (min-max) 3.2 (0.0-6.0) 3.6 (0.0-5.6) 0.081
Mean = SD 25%1.5 29%1.7

FSFI-satisfaction
Median (min—-max) 3.6 (0.0-6.0) 4.0 (0.0-6.0) 0.147
Mean = SD 3.1%£1.9 3.5%2.1

FSFI-discomfort
Median (min-max) 4.4 (0.0-6.0) 4.8 (0.0-6.0) 0.075
Mean = SD 3.5%2.1 42+2.1

FSFI-total
Median (min—-max) 18.9 (1.2-36.0) 23.8 (1.2-34.4) 0.102
Mean = SD 17.7£9.8 20.5£10.3

*1-test was performed, Mann—Whitney U-test was performed for the others
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Table 5: Scales’ scores of males according to groups

Scales Patient Control P-value*
DLQI
Median (min-max) 6.0 (0.0-22.0) 0.0 (0.0-8.0) <0.001
Mean * SS 7.6+5.6 0.8%1.5
BDI
Median (min—-max) 9.0 (0.0-29.0) 4.0 (0.0-34.0) <0.001
Mean £ SD 10.3+6.5 5.8%6.5
BAI
Median (min—-max) 7.0 (0.0-29.0) 2.0 (0.0-23.0) <0.001
Ortalama * SD 8.7+t6.4 44+57
ASEX
Median (min-max) 13.0 (5.0-25.0) 11.0 (5.0-25.0) 0.012
Mean * SD 12.9+4.0 11.1+4.2
IIEF-erectile dysfunction
Median (min-max) 24.0 (4.0-30.0) 28.0 (1.0-30.0) <0.001
Mean * SD 22.7%6.1 25.1%£6.8
IIEF-orgasmic function
Median (min—-max) 9.0 (0.0-10.0) 9.0 (0.0-10.0) 0.070
Mean = SD 8.1+2.2 841238
IIEF-sexual desire
Median (min-max) 7.0 (2.0-10.0) 8.5(2.0-10.0) 0.003
Mean = SD 72%1.8 8.0£1.8
IIEF-sexual satisfaction
Median (min-max) 10.0 (0.0-14.0) 12.0 (0.0-15.0) 0.001
Mean * SD 9.0£39 10.7£3.9
I1EF-general satisfaction
Median (min—max) 8.0 (2.0-10.0) 9.0 (2.0-10.0) <0.001
Mean = SD 7.5+1.8 8.4%19
IIEF-total
Median (min—-max) 58.0(9.0-73.0) 65.0 (5.0-75.0) <0.001
Mean = SD 54.7£13.0 60.8£15.9
*Mann—-Whitney U-test was performed
Table 6: Comparison of the scales’ scores according to the involvement in psoriasis (P-value)
Groups pLal BDI BAI ASEX FSFI IIEF
Patients with and without joint involvement 0.454 0.401 0.882 0.395 0.235 0.400
Patients with and without skin lesions on visible body sites 0.070 0.646 0.985 0.825 0.704 0.977
Patients with and without genital lesions 0.788 0.925 0.845 0.540 0.073 0.615

negative correlation was found between ASEX and FSFI
scores (P <0.001). A low degree of statistically significant
negative correlation was found between ITEF and BDI and
BAI scores (respectively, P = 0.024 and P = 0.023). A high
degree of statistically significant negative correlation was
found between ASEX and ITEF scores (P < 0.001).

No statistically significant difference was found between
patients with and without joint involvement, with and
without skin lesions on visible body areas, with and
without genital lesions in terms of DLQI, BDI, BAI,
ASEX, FSFI, and IIEF scores [Table 6].

Considering the effects of smoking, alcohol, DM,
hypertension, and CVS diseases, which are potential
risk factors for erectile dysfunction, on IIEF scores, no

statistically significant difference was found (P = 0.533,
P =0.368, P=0.526, P =0.154, P = 0.487, respectively).

Discussion

Psoriasis is one of the prevalent skin diseases in which
its effect on quality of life is well-studied. The impact
of psoriasis on quality of life is similar to diseases such
as DM, heart failure, cancer, and major depression.?
Psoriasis has a significant negative impact on patients’
quality of life due to its clinical course, comorbidities,
and difficulties in the treatment. Psoriasis causes many
psychosocial problems such as stigmatization of the
individual in society, loss of workforce, negative body
image, low self-esteem, social isolation, and suicidal
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ideation. These conditions also develop in patients with
mild psoriasis. Therefore, it is essential to evaluate not
only the severity of psoriasis using PASI scale but also the
psycho-social status of the patient in order to find out the
negative impact of the disease on the patient.[®”)

The mean DLQI score of the patients was 8.1 in our study,
consistent with the literature. Although the DLQI score
was slightly higher in females than in males, no statistically
significant difference between male and female psoriasis
patients was detected in our study (P = 0.093). Several
studies comparing the DLQI scores of female and male
patients with psoriasis reported that the quality of life
was more negatively affected in females than in males.
Psoriasis, which can cause cosmetic issues, may have much
more negative impact on females’ quality of life as women
care more about their physical appearance than men.*

A statistically significant positive correlation was found
between PASI and DLQI scores in our study (P = 0.001).
Similarly, many studies in the literature have shown
a significant association between PASI and DLQI
scores.$10-121

In our study, no significant association was found between
the duration of psoriasis and DLQI scores (P = 0.369).
However, a significant positive correlation was found
between the duration of psoriasis and PASI scores
(P = 0.006). There are studies with similar results in the
literature.'® As the disease lasts while the severity of
psoriasis increases, the quality of life is not affected at the
same rate. It seems that patients show adaptation to living
with psoriasis over time.

Psoriatic lesions on visible body areas cause a negative
impact on patients’ psychosocial status. A statistically
significant positive correlation was found between the
presence of lesions on visible body areas and impaired
quality of life in both Nyunt ez al.’s!" and Inanir et al.’s!"™
studies. In our study, 83% of the patients had skin lesions
on visible body areas, and the most commonly involved
visible body area was the scalp with 62%. The DLQI
scores were higher in patients having lesions on visible
body parts than those without lesions on visible body
parts. However, no statistically significant difference was
found between those with and without lesions on visible
body areas in terms of the DLQI scores (P = 0.070).

In our study, 42% of the patients had skin lesions on
genitalia. No statistically significant difference was
found between patients with and without genital lesions
in terms of the DLQI scores (P = 0.788). Similarly, no
statistically significant difference was reported between
psoriasis patients with and without genital lesions in
terms of DLQI scores in a few studies on this issue in
the literature.®'¥ Although no association was detected
between the presence of skin lesions on visible body parts,
genitalia, and quality of life in our study, the affected
body areas in psoriasis may impact the patient’s quality of

life as expected. However, this result in our study reminds
us that clinicians should consider the whole patient.

Depression and anxiety are the most prevalent diseases
in the studies investigating the psychiatric conditions
in patients with psoriasis.'>! In our study, statistically
significant differences were found between the patient and
control groups in terms of BDI and BAI scores (P < 0.001
and P < 0.001, respectively). Our study is consistent with
the results of studies from Turkey comparing the BDI
scores of psoriasis patients and control groups.!'!¥ The
increased risk for depression and anxiety in patients with
psoriasis may be associated with the unpredictable clinical
course of the disease and no available cure for the disease.
Female psoriasis patients showed higher BDI and BAI
scores than the male patients in our study (P = 0.003
and P = 0.001, respectively). The reason why women had
higher depression and anxiety scores than men may be
socio-economic differences in gender and genetic factors
that are not yet well known.

No significant correlation was found between PASI
score, duration of psoriasis and depression, and anxiety
scores. There are studies with different results on this
issue in the literature. While some studies reported a
statistically significant positive correlation between PASI
and BDI scores, some did not.'!) Psychological effects
of the severity and duration of psoriasis on individuals
are expected. It seems that patients develop coping
mechanisms for psoriasis and adapt to living with the
disease over time.

No statistically significant difference was found between
patients with and without joint involvement, with
and without skin lesions on visible body areas, with
and without genital lesions in terms of BDI and BAI
scores [Table 6]. Schmitt and Ford®” reported that the
DLQI scores were higher in the patients with psoriatic
arthritis, skin lesions on the face, and genitalia than the
patients without. In the same study, a significant positive
correlation was found between those with and without
lesions on genitalia in terms of depression scores, but no
significant relationship was reported between those with
and without arthritis and skin lesions on the face in terms
of depression scores. However, no relationship was found
between the anatomical localization of skin lesions and
the psychological variables in psoriasis patients in another
study.?!l These results show us that the burden of psoriasis
cannot be explained by the anatomical localization of
lesions, severity, and duration of the disease alone. Further
studies on this issue are needed.

A statistically significant difference was found between
the patient and control groups in terms of ASEX scores
(P = 0.005). An increased risk for sexual dysfunction was
found in patients with psoriasis compared with the control
group in many studies.?>? An increased sexual dysfunction
was found in psoriasis patients when compared with the
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control group in a study from Turkey.?” Psoriasis affects
the physical appearance of individuals, which may lead to
low self-esteem, depression, anxiety, and social isolation.
This may cause sexual dysfunction in patients with
psoriasis.

No statistically significant difference was found between
female patients” and control groups in terms of ASEX
scores (P = 0.114). Female patients had lower FSFI scores
in terms of sexual desire, arousal, lubrication, orgasm,
satisfaction, and pain than female control group. However,
no significant difference was found between female
patients and control group (P = 0.102). An increased
sexual dysfunction was found in female patients with
psoriasis in both Ermertcan ef al.’s?* and Maaty et al.’s®
studies. No significant difference in terms of sexual
dysfunction between female patients and controls in our
study suggested an increased risk for sexual dysfunction in
the female control group. The high ASEX scores in both
groups may be related to women’s inability to express their
sexual needs comfortably and sociocultural characteristics
of them.

Statistically significant differences were found between
male patients’ and control groups in terms of ASEX and
IIEF scores in our study, consistent with the literature
(P =0.012 and P < 0.001, respectively).?*?? Statistically
significant differences were found between the patient and
control groups in terms of erectile dysfunction, sexual
desire, and sexual and general satisfaction other than
orgasmic function in the present study.

Many studies have shown that smoking, alcohol use,
DM, hypertension, CVS, and drugs can cause erectile
dysfunction.?’?  Since psoriasis patients who have
received any systemic treatment for the last 3 months were
not included in our study, the risk for erectile dysfunction
caused by drugs was eliminated. Our study shows that
psoriasis has an increased risk for erectile dysfunction in
male patients regardless of potential risk factors such as
smoking, alcohol, DM, hypertension, and CVS.

In our study, no statistically significant association was
found between the severity (PASI), duration of psoriasis,
and the risk for sexual dysfunction (ASEX, FSFI, and
IIEF scores). In the study of Ermertcan et al,”¥ no
correlation was found between PASI and both FSFI
and IIEF scores. Gupta and Gupta® reported that no
association was found between the severity, duration of
psoriasis, and the risk for sexual dysfunction. A negative
correlation between PASI and IIEF scores was found,
whereas no significant correlation between the duration
of psoriasis and IIEF scores was detected in a study
investigating erectile dysfunction in male patients with
psoriasis.?! Maaty et al.® observed that the duration of
psoriasis had an effect on sexual dysfunction and reported
a negative correlation between PASI and FSFI scores in
female patients with psoriasis. More research on possible

relationship between the severity and duration of psoriasis
and sexual dysfunction is needed. Our study revealed that
sexual functions are impaired regardless of the severity
and duration of psoriasis.

No statistically significant difference was found between
patients with and without joint involvement, with and
without skin lesions on visible body areas, with and
without genital lesions in terms of the risk for sexual
dysfunction in our study. Gupta et al™ reported that
increased risk for sexual dysfunction was more prevalent
in psoriasis patients with joint and genital involvement
than in patients without joint or genital involvement.
A study of Maaty et al investigating female patients
with psoriasis showed a significant relationship between
genital involvement and FSFI scores. A study including
487 patients reported that no significant relationship was
found between male psoriasis patients with and without
genital involvement in terms of IIEF scores, but increased
sexual dysfunction was found in female patients.’” Our
study shows that sexual dysfunction in psoriasis may
occur regardless of the course of the disease and affected
body sites. Essentially, the risk for sexual dysfunction
in psoriasis patients appears to be related to patients’
perceptions of the disease.

A significant positive correlation was found between
depression, anxiety (BDI and BAI scores), and sexual
dysfunction (ASEX scores) (P = 0.003 and P = 0.001,
respectively). Accordingly, increased depression and
anxiety scores are associated with the risk for sexual
dysfunction. In the present study, although a significant
negative correlation was found between BDI, BAI, and
total ITEF scores, no significant correlation was found
between BDI, BAI, and FSFI scores. Similarly, Tasliyurt
et al? found a negative correlation between BDI and
ITEF scores. It seems that depression and anxiety in
psoriasis increase the risk for sexual dysfunction in males,
and sexual dysfunction develops regardless of depression
and anxiety in females.

Mood changes impact directly or indirectly sexual life. In
a study, a low libido, difficulties in ejaculation, and orgasm
were observed in 40-50% of patients with depression.B!
The relationship between depression, anxiety, and sexual
dysfunctions is rarely clarified in the literature. It can
be said that this complex relationship consists of many
interactions that lead to a vicious cycle. Even, in many
cases it is unclear which is the primary disorder. In our
study, the risk for sexual dysfunction was increased in
male patients with psoriasis who had high depression and
anxiety scores. However, we did not find this relationship
in female psoriasis patients, although high depression,
anxiety, and sexual dysfunction scores were detected in
females. Large-scale studies on this issue are needed.

There are some limitations in our study. First, a structured
interview for clinical assessment of psychiatric conditions
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in our participants was not used; instead self-report
questionnaires were used in our study. Secondly, our
sample was relatively small and more representative of
less-educated, middle aged, and married patients.

ConcLuSION

Our study shows that psoriasis increases the risk for
impaired quality of life, depression, anxiety, and sexual
dysfunction in individuals. This increase is not always
associated with the clinical characteristics of psoriasis
such as severity, duration, and sites of involvement.
Large-scale studies investigating the relationship between
psoriasis and depression, anxiety, sexual dysfunctions
are needed. It is important that dermatologists should
question the accompanying psychiatric conditions in
patients with psoriasis. So, in the treatment of psoriasis,
dermatologists should consider not only the skin findings
of psoriasis but also the psychosocial status of the patient
and refer the patient to psychiatry if necessary.
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study. All participants’ information was kept confidential
and was used only for research purposes. Approval for
the study was obtained from the local Ethics Committee

(Balikesir University Ethics committee, decision number
2019/81; 03/07/2019).

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

REFERENCES

1. Farley E, Menter A. Psoriasis: Comorbidities and associations. G
Ttal Dermatol Venereol 2011;146:9-15.

2. Russo PA, Ilchef R, Cooper AJ. Psychiatric morbidity in psoriasis:
A review. Australas J Dermatol 2004;45:155-9; quiz 160-1.

3. Duarte GV, Calmon H, Radel G, de Fatima Paim de Oliveira M.
Psoriasis and sexual dysfunction: Links, risks, and management
challenges. Psoriasis (Auckl) 2018;8:93-9.

4. Gupta MA, Gupta AK. Psoriasis and sex: A study of moderately to
severely affected patients. Int J Dermatol 1997;36:259-62.

5. Rapp SR, Feldman SR, Exum ML, Fleischer AB Jr, Reboussin DM.
Psoriasis causes as much disability as other major medical diseases.
J Am Acad Dermatol 1999;41:401-7.

6. Koryiirek OM, Togral AK, Koryiirek MM, Eksioglu HM. Tiirk
Psoriasis Hastalarinda Yasam Kalitesini Etkileyen Faktorler. Tiirk
Dermatoloji Dergisi 2015;9:123.

7. Aydemir EH, Sukan MY. Psoriasiste Psikosomatik Faktorler,
Psikolojik Durum ve Psoriasisli Hastaya Yaklasim. Turkderm
2008;42:26-30.

8. Mabuchi T, Yamaoka H, Kojima T, Ikoma N, Akasaka E, Ozawa A.
Psoriasis affects patient’s quality of life more seriously in female
than in male in Japan. Tokai J Exp Clin Med 2012;37:84-8.

9. Sampogna F, Chren MM, Melchi CF, Pasquini P, Tabolli S,
Abeni D; Italian Multipurpose Psoriasis Research on Vital
Experiences (Improve) Study Group. Age, gender, quality of life and

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

. Sanchez-Carazo JL,

psychological distress in patients hospitalized with psoriasis. Br J
Dermatol 2006;154:325-31.

. Kagar N, Ergin §, Berna Erdogan . Psoriasisli hastalarda yasam

kalitesi. Turkderm 2007;41:117-20.

. Nyunt WW, Low WY, Ismail R, Sockalingam S, Min AK.

Determinants of health-related quality of life in psoriasis patients in
Malaysia. Asia Pac J Public Health 2015;27:NP662-73.
Lopez-Estebaranz  JL, Guisado C.
Comorbidities and health-related quality of life in Spanish patients
with moderate to severe psoriasis: A cross-sectional study (Arizona
study). J Dermatol 2014;41:673-8.

. Inanir I, Aydemir O, Giindiiz K, Danact AE, Ermertcan AT.

Psoriasisli hastalarda yasam kalite 6lgegi gelistirilmesi. Turkderm
2003;37:189-95.

. Valenzuela F, Silva P, Valdés MP, Papp K. Epidemiology and quality

of life of patients with psoriasis in Chile. Actas Dermosifiliogr
2011;102:810-6.

. Deshmukh SB, Deshmukh PS, Saboo AV, Mundhada GR. Study on

psychiatric co-morbidity in psoriasis. J Evid Based Med Healthca
2015;2:3688-95.

. Woodruff PW, Higgins EM, du Vivier AW, Wessely S. Psychiatric

illness in patients referred to a dermatology-psychiatry clinic. Gen
Hosp Psychiatry 1997;19:29-35.

. Kilig¢ A, Giileg MY, Giil U, Giile¢ H. Temperament and character

profile of patients with psoriasis. J Eur Acad Dermatol Venereol
2008;22:537-42.

. Eskin M, Savk E, Uslu M, Kiigiikaydogan N. Social problem-solving,

perceived stress, negative life events, depression and life satisfaction
in psoriasis. J Eur Acad Dermatol Venereol 2014;28:1553-9.

. Akay A, Pekcanlar A, Bozdag KE, Altintas L, Karaman A.

Assessment of depression in subjects with psoriasis vulgaris and
lichen planus. J Eur Acad Dermatol Venereol 2002;16:347-52.
Schmitt JM, Ford DE. Role of depression in quality of life for
patients with psoriasis. Dermatology 2007;215:17-27.

Richards HL, Fortune DG, Griffiths CE, Main CJ. The contribution
of perceptions of stigmatisation to disability in patients with
psoriasis. J Psychosom Res 2001;50:11-5.

Mercan S, Altunay IK, Demir B, Akpinar A, Kayaoglu S. Sexual
dysfunctions in patients with neurodermatitis and psoriasis. J Sex
Marital Ther 2008;34:160-8.

Niemeier V, Winckelsesser T, Gieler U. [Skin disease and sexuality.
An empirical study of sex behavior or patients with psoriasis vulgaris
and neurodermatitis in comparison with skin-healthy probands].
Hautarzt 1997;48:629-33.

Tiirel Ermertcan A, Temeltas G, Deveci A, Ding G, Giiler HB,
Oztiirkcan S. Sexual dysfunction in patients with psoriasis. J
Dermatol 2006;33:772-8.

Maaty AS, Gomaa AH, Mohammed GF, Youssef IM, Eyada MM.
Assessment of female sexual function in patients with psoriasis. J
Sex Med 2013;10:1545-8.

Tasliyurt T, Bilir Y, Sahin S, Seckin HY, Kaya SU, Sivgin H,
et al. Erectile dysfunction in patients with psoriasis: Potential
impact of the metabolic syndrome. Eur Rev Med Pharmacol Sci
2014;18:581-6.

Oliveira Mde F, Rocha Bde O, Duarte GV. Psoriasis: Classical and
emerging comorbidities. An Bras Dermatol 2015;90:9-20.

Lewis RW, Fugl-Meyer KS, Corona G, Hayes RD, Laumann EO,
Moreira ED Jr, et al. Definitions/epidemiology/risk factors for
sexual dysfunction. J Sex Med 2010;7:1598-607.

Bacon CG, Mittleman MA, Kawachi I, Giovannucci E, Glasser DB,
Rimm EB. Sexual function in men older than 50 years of age:
Results from the health professionals follow-up study. Ann Intern
Med 2003;139:161-8.

Meeuwis KA, de Hullu JA, van de Nieuwenhof HP, Evers AW,
Massuger LF, van de Kerkhof PC, er al. Quality of life and
sexual health in patients with genital psoriasis. Br J Dermatol
2011;164:1247-55.

Kennedy SH, Dickens SE, Eisfeld BS, Bagby RM. Sexual dysfunction
before antidepressant therapy in major depression. J Affect Disord
1999;56:201-8.

-Turkish Journal of Dermatology | Volume 16 | Issue 2 ; April-June 2022




