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a b s t r a c t
Sexuality is a key component of quality of life; therefore, sexual dysfunction can affect both physical and emo­
tional well-being. However, despite its high prevalence, the impact of psoriasis on patients’ sexual health is often 
overlooked in clinical practice.

This Delphi study aimed to provide consensus recommendations among dermatologists on the comprehensive 
management of the impact of psoriasis on sexuality and to identify the barriers they face when addressing this 
issue.

Consensus was reached on 23 recommendations (88.5%) addressing the impact of psoriasis on sexuality, 
early detection, management, referral strategies, and sexual dysfunction. Topics considered beyond the scope 
of dermatologists did not reach consensus.

The main barriers identified were lack of time (20%), patients’ reluctance or discomfort (16.1%), lack of 
awareness of validated questionnaires (14.3%), and insufficient specific training (13.9%).

Overall, these recommendations aim to guide the appropriate management of the impact of psoriasis on 
sexuality and to promote greater recognition of its relevance in clinical practice.

Introduction

Sexuality is an essential component of quality of life, with impli­
cations for physical health, emotional well-being, and interpersonal 
relationships.1−4 Sexual dysfunction has a multifactorial etiology that 
includes organic, psychological, and social causes.5−8 It may result from 
physical conditions such as psoriasis,5−7 in which the prevalence of 
sexual dysfunction can reach up to 55%.9−13 However, sexual health 
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is often overlooked in clinical practice because of limited professional 
training and the discomfort associated with addressing the topic.9

This study aimed to reach a consensus among dermatologists on 
recommendations for improving the management of the impact of pso­
riasis on sexuality and to identify the main barriers to addressing this 
issue effectively.

Materials and methods

The Delphi method14 was used to reach consensus on recommenda­
tions concerning the management of the impact of psoriasis on sexuality. 
After reviewing and discussing the available evidence, the scientific 
committee, composed of 7 experts from the Psoriasis Group (GPs) of Aca­
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Table 1
Sociodemographic and professional characteristics of the participants.

 Variable  Total (N = 56)

 Sex, % (n)
 Women 50.0 (28)
 Men 50.0 (28)
 Years practicing dermatology, mean (SD) 20.0 (11.6)

 Autonomous community of practice, % (n)
 Andalusia 10.7 (6)
 Aragón 7.1 (4)
 Principality of Asturias 1.8 (1)
 Balearic Islands 1.8 (1)
 Canary Islands 1.8 (1)
 Cantabria 3.6 (2)
 Castile-La Mancha 1.8 (1)
 Castile and León 1.8 (1)
 Catalonia 19.6 (11)
 Community of Valencia 14.3 (8)
 Extremadura 0.0 (0)
 Galicia 5.4 (3)
 La Rioja 0.0 (0)
 Madrid 23.2 (13)
 Navarre 1.8 (1)
 Basque Country 1.8 (1)
 Region of Murcia 3.6 (2)

SD, standard deviation.

demia Española de Dermatología y Venereología (AEDV) and 1 specialized 
advisor, developed a 26-item questionnaire.

All members of the GPs were invited to participate in the Delphi 
consensus as the expert panel and were given access to the questionnaire 
online. Each item was rated using a 9-point Likert scale, and participants 
were able to provide comments.

Consensus was defined as ≥66.6% of participants scoring within the 
3-point range containing the median. Dermatologists were also asked 
about the limitations they encountered when addressing sexuality du­
ring clinical consultations.

After the first round, items that did not reach consensus were revised 
by the scientific committee and returned to the experts for a second 
round.

Results

The Delphi questionnaire was sent to all members of the GPs 
(n = 203). A total of 56 and 51 dermatologists responded during the first 
and second rounds, respectively (participation rates, 27.6% and 91.1%). 
The sociodemographic characteristics of the participants are presented 
in Table 1 .

After 2 rounds, consensus was reached on 23 of the 26 items (88.5%) 
(Table 2 ).

The main barriers reported by dermatologists included lack of ti­
me (20%), patient reluctance or discomfort (16.1%), lack of awareness 
of validated questionnaires (14.3%), and insufficient specific training 
(13.9%). Less frequently reported obstacles included concerns about in­
vading the patient’s privacy (12.6%) and difficulty using appropriate 
language (4.8%) (Fig. 1).

Discussion

Impact of psoriasis on sexuality

Item 1. Psoriasis can negatively affect the sexual health of any patient
The presence of lesions, whether genital or located in visible areas, 

can lead to embarrassment, low self-esteem, and fear of rejection. In 

addition, discomfort and pain may impair the patient’s ability to fully 
enjoy intimate relationships. Some patients also fear that psoriasis may 
be mistaken for a contagious disease.

The main difficulties reported include reduced sexual activity, chan­
ges in usual sexual practices, and, in some cases, complete absence of 
sexual activity.9−12

Item 2. Sexual dysfunction in patients with psoriasis does not always 
correlate directly with disease severity or lesion location

Although lesions in the genital area, visible regions such as the face 
or hands, or severe psoriasis may have a greater impact on sexual fun­
ction, psychological factors play a critical role. A negative self-image 
during psoriasis flares contributes to reduced sexual desire and avoi­
dance of intimacy,15−18 even when lesions are minimal.

Item 3. Sexual health impairment is influenced by comorbid anxiety and 
depression associated with psoriasis

Comorbid anxiety and depression significantly affect the sexual 
health of patients with psoriasis. These conditions can decrease libido, 
promote insecurity, and intensify fear of rejection, all of which negati­
vely affect sexual relationships.10,19−22 They may also impair treatment 
response and worsen self-perception, further exacerbating the impact of 
psoriasis on sexual health.

Item 4. The impact of psoriasis on quality of life and sexual 
relationships is underdiagnosed

Underdiagnosis is often due to factors such as limited consultation ti­
me, the taboo surrounding sexuality, insufficient examination or inquiry 
about the genital area, lack of direct discussion during clinical encoun­
ters, and limited awareness of tools such as validated questionnaires that 
can help identify sexual health problems.

Item 5. Cultural factors such as background, beliefs, and religion should 
be considered when evaluating the impact of psoriasis on a patient’s 
sexual health

Cultural factors, including religion, beliefs, and educational level, 
play an important role in how patients perceive psoriasis, its impact 
on sexuality, and their willingness to address sexual health concerns 
during consultations. Additionally, social and relational factors, such 
as poor communication, relationship conflict, and cultural beliefs, may 
influence how dermatologic conditions affect sexual well-being.5,6,23

Item 6. There is a need to increase awareness among dermatologists 
regarding sexual health impairment in women with psoriasis, as it is 
often overlooked

Sexual health problems in women with psoriasis, reported in up to 
79% of cases, are often associated with a higher prevalence of psycho­
logical comorbidities and reduced quality of life.10,19,24−27 In women of 
reproductive age, the impact may also include issues related to contra­
ception and pregnancy.28,29 Although sexual health impairment may 
occur regardless of sex or age,25,29 these issues frequently go unnoticed, 
particularly in older women.

Item 7. The impact of psoriasis on sexual health should always be 
assessed, regardless of the patient’s age

Sexual impairment can occur at any age and should not be underesti­
mated (prevalence of 58.6% among individuals aged 18–69 years).25,29 
It should not be assumed that patients, particularly older adults, lack 
concerns related to sexuality. This topic should be addressed respect­
fully with patients of all ages using a proactive approach that does not 
presume the absence of sexual health concerns.
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Table 2
Results of the Delphi consensus.

Item  N  Median  Disagreement, n (%)  Uncertainty, n (%)  Agreement, n (%)

 Impact of psoriasis on sexuality
 1. Psoriasis can negatively affect the sexual health of any patient. 56 9 0 (0.0) 2 (3.6) 54 (96.5)a
 2. Sexual dysfunction in patients with psoriasis does not always correlate directly 

with disease severity or lesion location.
56 9 3 (5.4) 1 (1.8) 52 (92.9)a

 3. Sexual health impairment is influenced by comorbid anxiety and depression 
associated with psoriasis.

56 9 0 (0.0) 3 (5.4) 53 (94.6)a

 4. The impact of psoriasis on quality of life and sexual relationships is 
underdiagnosed.

56 8.5 1 (1.8) 4 (7.2) 51 (91.1)a

 5. Cultural factors such as background, beliefs, and religion should be considered 
when evaluating the impact of psoriasis on a patient’s sexual health.

56 9 6 (10.8) 2 (3.6) 48 (85.7)a

 6. There is a need to raise awareness among dermatologists regarding sexual 
health impairment in women with psoriasis, as it is often overlooked.

51 8 2 (4.0) 3 (5.9) 46 (90.2)

 7. The impact of psoriasis on sexual health should always be assessed, regardless 
of the patient’s age.

51 8 4 (7.9) 3 (5.9) 44 (86.3)

 Importance of early detection
 8. Assessment of sexual function should be included in the routine medical history 

of patients with psoriasis.
56 8 3 (5.4) 7 (12.5) 46 (82.1)a

 9. The use of validated questionnaires is recommended to evaluate sexual quality 
of life in patients with psoriasis (e.g., ASEX, DLQI, MGH-SFQ).

56 8 7 (12.5) 11 (19.6) 38 (67.9)a

 10. Specific and proactive evaluation of genital involvement should be integrated 
into the medical history and physical examination of patients with psoriasis.

56 9 0 (0.0) 2 (3.6) 54 (96.4)a

 Strategies for managing individuals with psoriasis
 11. The positive impact of psoriasis treatment on sexual life supports the 

recommendation for early initiation of therapy.
56 8 0 (0.0) 3 (5.4) 53 (94.6)a

 12. The treatment approach should consider both the presence and progression of 
genital lesions.

56 9 0 (0.0) 1 (1.8) 55 (98.2)a

 13. If sexual dysfunction persists despite improvement in cutaneous lesions, 
referral to the appropriate specialist is recommended.

56 8 1 (1.8) 5 (9.0) 50 (89.2)a

 Referral of individuals with psoriasis
 14. When issues related to self-esteem or body image affecting sexual life are 

identified, referral to the appropriate specialist should be made based on 
institutional resources.

56 8 3 (5.4) 8 (14.3) 45 (80.4)a

 15. When genital psoriasis severely interferes with sexual function, individualized 
referral to appropriate services (sexology, urology, gynecology) is recommended.

51 8 5 (9.8) 6 (11.8) 40 (78.4)

 16. If the patient has a partner, the impact of the disease on the relationship 
should be assessed.

51 6 14 (27.5) 16 (31.4) 21 (41.2)

 17. If psoriasis negatively affects the couple’s relationship, referral to couples 
therapy should be considered whenever possible.

51 5 17 (33.3) 17 (33.3) 17 (33.3)

 18. A system for periodic follow-up and reassessment of sexual function should be 
implemented when sexual health issues are identified.

56 8 5 (9.0) 8 (14.3) 43 (76.8)a

 Special considerations in sexual dysfunction
 19. The impact of psoriasis on sexual function should be evaluated 

comprehensively, considering physical, psychological, and social factors.
56 9 1 (1.8) 1 (1.8) 54 (96.4)a

 20. Dermatologists should be aware of the potential organic basis of female 
sexual dysfunction.

51 8 9 (17.6) 4 (7.9) 38 (74.5)

 21. Erectile dysfunction in men and arousal/orgasmic dysfunction in women 
should be assessed regardless of psoriasis severity.

51 6 11 (21.5) 18 (35.3) 22 (43.1)

 Special considerations in psoriasis
 Genital psoriasis

 22. Genital symptoms should be actively assessed in patients with 
psoriasis.

56 9 1 (1.8) 6 (10.7) 49 (87.5)a

 23. Psychological morbidity should be carefully assessed in patients with 
genital psoriasis.

56 8 1 (1.8) 4 (7.2) 51 (91.1)a

 24. Validated questionnaires should be used to assess the impact of genital 
psoriasis on sexual health.

56 8 2 (3.6) 8 (14.3) 46 (82.2)a

 Psoriatic arthritis
 25. Dermatologists should be aware of the impact of psoriatic arthritis on 
sexual health regardless of disease severity.

56 7 4 (7.2) 14 (25.0) 38 (67.8)a

 26. Validated questionnaires should be used to assess the impact of 
psoriatic arthritis on sexual health.

56 7 7 (12.5) 10 (17.8) 39 (69.7)a

N, number of responses; Median, median score.
Scoring interpretation: Disagreement (scores 1–3), uncertainty (scores 4–6), agreement (scores 7–9).
Consensus definition: Text in bold indicates consensus (≥66.6% of participants in agreement or disagreement).

a Agreement reached in the first round of the Delphi process.
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Fig. 1. Limitations reported by dermatologists when addressing sexual health during medical consultations.

Importance of early detection

Item 8. The assessment of sexual function should be included in the 
routine medical history of patients with psoriasis

Early detection can help prevent the worsening of sexual health pro­
blems caused by the physical and psychological impact of psoriasis.30,31 
It is important to ask direct questions about sexual health because many 
patients do not spontaneously report problems in this area. This ap­
proach is essential for providing comprehensive care and identifying 
issues that might otherwise remain undiagnosed.

Item 9. The use of validated questionnaires is recommended to evaluate 
sexual quality of life in patients with psoriasis, both at the initial 
consultation and during follow-up (e.g., Arizona Sexual Experience 
Scale [ASEX], Dermatology Life Quality Index [DLQI], Massachusetts 
General Hospital-Sexual Functioning Questionnaire [MGH-SFQ])

Validated questionnaires allow an objective assessment of the impact 
of psoriasis on sexual life and facilitate structured follow-up. However, 
their use should take into consideration the clinical context, available 
consultation time, and the patient’s willingness to complete them. For 
example, they may be reserved for cases in which a significant impact 
on sexual life is evident or when systemic treatment is being considered.

Appendices B and C summarize the main validated questionnaires 
identified for evaluating sexual health and psychological impact in pa­
tients with psoriasis.

Item 10. Specific and proactive evaluation of genital involvement should 
be integrated into the past medical history and physical examination of 
patients with psoriasis

A specific assessment of genital involvement is essential for appro­
priate management of psoriasis, as many patients (up to 45.8%) do not 
spontaneously report symptoms in this area.32,33 A proactive and sen­
sitive approach should therefore be adopted to facilitate detection of 
genital involvement, improve quality of life, and guide more precise 
treatment while minimizing patient discomfort.

Strategies for managing individuals with psoriasis

Item 11. The positive impact of psoriasis treatment on sexual life 
supports the recommendation for early initiation of therapy

Effective and early treatment improves cutaneous symptoms of pso­
riasis21,24,34−41 and provides psychological and emotional benefits that 
directly influence sexual health by enhancing self-esteem, reducing an­
xiety, and decreasing stigma related to visible lesions.42

Early treatment does not necessarily imply the use of systemic the­
rapies. It is also important to consider the potential adverse effects of 
certain dermatologic treatments on sexual function, as they may contri­
bute to the onset or worsening of sexual dysfunction, including erectile 
dysfunction.16,17,43−46
Item 12. The treatment approach should consider both the presence and 
progression of genital lesions

Management of genital lesions requires a sensitive approach due to 
the delicate nature of the area and the significant impact such lesions 
may have on the patient’s quality of life, including self-perception and 
intimate relationships. Periodic genital examination should be perfor­
med to ensure appropriate disease control and to guide the selection 
and adjustment of the most suitable therapeutic options.
Item 13. If sexual dysfunction persists despite improvement in cutaneous 
lesions, referral to the appropriate specialist is recommended

A multidisciplinary approach is essential when sexual dysfunction 
persists after improvement or resolution of skin lesions, or when no 
dermatologic cause is identified. In such cases, referral to the ap­
propriate specialist—such as a sexologist, psychologist, urologist, or 
gynecologist—should be considered depending on the clinical scenario 
and the resources available at the healthcare facility.
Referral of individuals with psoriasis

Item 14. When issues related to self-esteem or body image affecting the 
sexual life of patients with psoriasis are identified, referral to the 
appropriate specialist should be made based on institutional resources 
(e.g., psychology or sexology services)

Dermatologists may identify these issues but are generally not 
trained to address them comprehensively. Therefore, referral to a psy­
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chologist or sexologist is recommended to prevent the development of 
conditions such as anxiety and depression,47 particularly when derma­
tologic treatment alone does not resolve the identified concerns.

Item 15. When genital psoriasis severely interferes with sexual function, 
individualized evaluation for referral to appropriate services (medical 
sexology, urology, or gynecology) is recommended, depending on 
availability and institutional protocols

Dermatologists are the appropriate specialists to manage psoriasis, 
and treatment of genital lesions often resolves many related problems. 
However, complex cases may require referral to medical sexology, uro­
logy, or gynecology, particularly when the physical consequences of 
the disease are significant. An individualized approach should be adop­
ted, considering both the severity of symptoms and the availability of 
relevant specialists within the healthcare center.

Item 16. If the patient has a partner, it is recommended to assess the 
impact of the disease on the relationship

Up to 41.1% of partners of individuals with psoriasis report expe­
riencing some form of sexual dysfunction.10 Therefore, this potential 
impact should be considered. However, the dermatologist’s role is not to 
directly assess the partner but rather to focus on managing the patient’s 
condition.

Item 17. If psoriasis is found to negatively affect the couple’s 
relationship, referral to couples therapy should be considered whenever 
possible

Referrals should be evaluated on a case-by-case basis when the im­
pact of psoriasis on the partner or the relationship is evident. This should 
not be a general recommendation, as the dermatologist’s primary ro­
le is to treat psoriasis and avoid intervening in areas that exceed their 
professional scope.

Item 18. It is recommended to implement a system for periodic 
follow-up and reassessment of sexual function in patients with psoriasis 
when issues in this domain are identified

Follow-up should be incorporated into routine clinical visits to en­
sure that treatments are effective across all aspects of the patient’s 
well-being, including sexual function. Tools such as the DLQI48 and 
ASEX49 may assist in the periodic evaluation of sexual function. In ad­
dition, coordinated care with sexual health professionals or primary 
care providers, once the primary psoriasis-related concerns have been 
addressed, may support long-term follow-up.

Special considerations in sexual dysfunction

Item 19. The impact of psoriasis on sexual function should be evaluated 
comprehensively, taking into account physical symptoms, psychological 
factors, and social determinants

The impact of psoriasis on sexual function is multidimensional and 
should be assessed holistically, considering all aspects of the disease 
that may influence this domain. A multidisciplinary approach is recom­
mended, involving collaboration with other healthcare professionals to 
effectively address the different dimensions of sexual health impair­
ment.12,18,22
Item 20. Dermatologists should be aware of the potential organic basis 
of female sexual dysfunction

The organic basis of female sexual dysfunction remains understu­
died. However, its high prevalence—reaching up to 79% of affected 
patients—highlights the importance of increasing dermatologists’ awa­
reness of its possible etiologic factors.19,25,26

Although dermatologists are not expected to directly manage these 
dysfunctions, they should be able to recognize potential organic causes 
and refer patients to appropriate specialists when necessary.

Item 21. It is advisable to identify erectile dysfunction in men with 
psoriasis and to assess arousal and orgasmic function in women, 
regardless of disease severity

Identification of sexual dysfunction in patients with psoriasis should 
form part of a comprehensive clinical assessment. Management of the­
se conditions typically falls outside the scope of dermatology and 
should be undertaken by specialists such as urologists, gynecologists, 
or sexologists. These dysfunctions may arise from factors beyond pso­
riasis severity, including chronic inflammation, psychological factors, 
and cardiovascular comorbidities commonly associated with the disea­
se.16−18,50
Special considerations in psoriasis

Item 22. It is recommended to actively inquire about and assess genital 
symptoms in patients with psoriasis

Genital psoriasis is associated with a significant deterioration in se­
xual health and emotional well-being.32,34,51−57 Although examination 
of the genital area may cause discomfort for some patients, it remains 
essential for a comprehensive evaluation of the disease and its impact 
on sexual health.

Item 23. Special attention should be given to psychological morbidity in 
patients with genital psoriasis

The psychological burden of genital involvement is considerable 
because of its impact on sexual life, body image, and self-esteem. 
Over time, this may lead to symptoms of anxiety, depression, or body 
image disturbance.32,54,55 However, psychological morbidity should be 
broadly assessed in all patients with psoriasis, regardless of lesion loca­
tion, to ensure comprehensive care.

Item 24. The use of validated questionnaires is recommended to support 
the assessment of the impact of genital psoriasis on the patient’s sexual 
health

These tools enable an objective and quantifiable assessment of the 
problem, facilitate monitoring of changes over time, and support indi­
vidualized management. They may also provide a more discreet and 
reliable way for patients to express concerns about sexuality and geni­
tal involvement, thereby improving communication between physicians 
and patients.32,33,56
Item 25. Dermatologists should be aware of the impact of psoriatic 
arthritis on sexual health, regardless of disease severity

Beyond skin symptoms, joint pain, fatigue, and physical limitations 
related to psoriatic arthritis negatively affect sexual quality of life.58−60 
Coordination with other specialists, particularly rheumatologists, is es­
sential, as they manage functional impairments caused by pain and joint 
stiffness that may interfere with sexual activity.

Item 26. The use of validated questionnaires is recommended to support 
the assessment of the impact of psoriatic arthritis on the patient’s sexual 
health

Instruments such as the DLQI48 and the Psoriatic Arthritis Impact 
of Disease (PsAID)61 questionnaire can help quantify disease burden, 
tailor treatments, and guide structured follow-up. Their use may be par­
ticularly beneficial during joint consultations with rheumatologists, who 
have a more targeted approach to evaluating arthritis-related effects.

The final recommendations agreed upon by the expert panel are 
presented in Table 3 .

Limitations reported by dermatologists indicate that time cons­
traints, insufficient training in specific topics, and structural barriers 
within the healthcare system hinder the appropriate assessment of 
sexual health in patients with psoriasis. This highlights the need to en­
hance professional education, increase available resources, and promote 
a more individualized approach to achieve comprehensive patient care.
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Table 3
Consensus recommendations on the management of the impact of psoriasis on sexuality.

 No. Recommendation
 1 The impact of psoriasis on sexual health should be assessed in all patients, regardless of age.
 2 Assessment of sexual function should be included in the routine medical history of patients with psoriasis.
 3 Dermatologists should actively inquire about and assess genital symptoms in patients with psoriasis.
 4 Specific and proactive evaluation of genital involvement should be integrated into the medical history and physical examination of 

patients with psoriasis.
 5 The impact of psoriasis on sexual function should be evaluated comprehensively, considering physical symptoms, psychological 

factors, and social determinants.
 6 Special attention should be given to psychological morbidity in patients with genital psoriasis.
 7 Cultural factors such as background, beliefs, and religion should be considered when evaluating the impact of psoriasis on a 

patient’s sexual health.
 8 Validated questionnaires are recommended to evaluate sexual quality of life in patients with psoriasis at the initial consultation and 

during follow-up (e.g., Arizona Sexual Experience Scale [ASEX], Dermatology Life Quality Index [DLQI], Massachusetts General 
Hospital–Sexual Functioning Questionnaire [MGH-SFQ]).

 9 Validated questionnaires are recommended to assess the impact of genital psoriasis on the patient’s sexual health.
 10 Validated questionnaires are recommended to assess the impact of psoriatic arthritis on the patient’s sexual health.
 11 Early initiation of appropriate psoriasis treatment is recommended because of its positive impact on sexual health.
 12 Treatment strategies should consider the presence and progression of genital lesions when present.
 13 When issues related to self-esteem or body image affecting sexual life are identified, referral to an appropriate specialist (e.g., 

psychology or sexology) should be considered based on institutional resources.
 14 When genital psoriasis severely interferes with sexual function, individualized referral to appropriate services (e.g., medical 

sexology, urology, or gynecology) is recommended according to availability and institutional protocols.
 15 If sexual dysfunction persists despite improvement in cutaneous lesions, referral to the appropriate specialist is recommended.
 16 Periodic follow-up and reassessment of sexual function are recommended when problems in this domain are identified.
 17 Dermatologists should be aware of the frequently overlooked deterioration of sexual health in women with psoriasis.
 18 Dermatologists should be aware of the potential organic basis of female sexual dysfunction.
 19 Dermatologists should be aware of the impact of psoriatic arthritis on sexual health, regardless of disease severity.

Statements corresponding to items 1–4 of the Delphi questionnaire are not included because they represent statements of agreement rather than specific recommen­
dations.

Conclusions

The results of this study underscore the importance dermatologists 
attribute to addressing sexual health in patients with skin diseases that 
have a significant physical and psychological impact, such as psoriasis. 
The consensus recommendations presented herein aim to guide appro­
priate management of the impact of psoriasis on sexuality and to raise 
awareness of its clinical relevance.
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