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ABSTRACT
Introduction: Psoriasis is a chronic, immune mediated, hyperproliferative skin disease that has substantial
impact on the sexual functions. This study aimed to determine the prevalence and associated factors of
female sexual dysfunction (FSD) in patients with psoriasis. Methods: A cross-sectional study involving 79
women with psoriasis attending two Dermatology Outpatient Clinics were interviewed and assessed for
female sexual dysfunction and severity of psoriasis. The socio-demographic and clinical characteristics of
the subjects were compared between the women with and without sexual dysfunction. The subjects were
interviewed using Mini International Neuropsychiatric Interview (M.I.N.I.) to exclude any existing psychiatric
illness. Sexual dysfunction was assessed using a validated questionnaire on sexual function and the severity
of psoriasis was assessed using Psoriasis Area and Severity Index (PASI). Results: The prevalence of FSD in
the patients with psoriasis was 20.3%, with hypoactive sexual desire being the most prevalent problem
(44.3%). Sexual dysfunction was associated with older age, menopause, low body mass index, longer
duration of marriage and presence of psoriasis in the genital area. Female sexual dysfunction was highly
prevalent in patients with psoriasis. Conclusion: Management of psoriasis should include assessment in
patients’ sexual health. Genital area involvement with psoriasis should not be overlooked as it can cause
significant psychosexual distress.
Keywords: Psoriasis, female, sexual dysfunction, prevalence, risk factor, Malaysia
INTRODUCTION
Psoriasis is a chronic, multi factorial, immunemediated hyperproliferative inflammatory skin
disease, which is relatively common, and it
has been reported to affect 4% of Malaysian
population.1 The prevalence rate in the general
population ranges between 0.6% and 4.8%.2,3

Although psoriasis occurs at any age, it has a
bimodal distribution of onset i.e. one peak between
20-30 years and another between 50-60 years.4
There are no differences in age and gender in terms
of severity of the disease, but those in the age
group of 18 to 45 years have more impact on
the quality of life (QoL).5 Psoriasis may affect any
part of the body and is phenotypically classified
according to the morphology, with the most
common (80%) being plaque psoriasis.6,7
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Patients with psoriasis are vulnerable to
psychological problem.8-10 Though, rarely a lifethreatening condition, psoriasis is associated with
profound psychosocial impact on their QoL. There is
paucity of studies on psoriasis and sexual function.
A 2-year study estimated the prevalence of
sexual impairment in hospitalized Italian psoriasis
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Assessment tools

patients.11 Out of 936 patients, 35.5% (using the
Psoriasis Disability Index), 71.3% were reported to
experience sexual problems because of psoriasis.
There were few other studies which also
demonstrated the impact of sexual function in
patients with psoriasis.12,5

Psoriasis Area and Severity Index (PASI)
Psoriasis Area and Severity Index (PASI) scale is a
quantitative measurement tool to measure the
severity of psoriasis based on the area of
involvement and plaque appearance. It was first
introduced Fredericksson and Petterson 14 and it is
now the most common assessment tool employed in
clinical research on psoriasis.

This subject of psoriasis and sexual dysfunction is
relatively new and unexplored in dermatology
especially in South-east Asia. In the present study,
we aimed to determine the prevalence of sexual
dysfunction and the associated factors of female
sexual dysfunction in Malaysian female patients with
psoriasis.

The appearance of plaque was based on 3 criteria
i.e.
rate of erythema (E), induration (I) and
desquamation (D) of plaques. Severity was rated for
each category on a scale of 0-4 (0 for no
involvement up to 4 for very severe involvement).
The body was divided into 4: head and neck (h),
upper extremities (a), trunk (t) and lower
extremities (l). In each of these areas, a scale of 0-6
is used to grade the fraction of total surface area
that is being affected by the plaques, 0 for no
area involvement up to 6 for greater than 90%
involvement.

MATERIALS AND METHODS
Study design
This observational cross-sectional study involved
female psoriasis patients who were sexually active
in two outpatient Dermatology Clinics at a tertiary
hospitals over a period of 6 months.
Admittedly, there was absence of any earlier study
with similar study design and population. Goulding
et al13 reported 58% of psoriasis patients had
erectile dysfunction in 204 patients in an outpatient
dermatology clinic. By using single proportion
calculation, the sample size 94 (p=0.58, ∆ = 0.1)
was calculated. Thus, the sample size after
adjusting for 20% of missing data was 112 subjects.
The subjects recruited were female psoriasis
patients who attended the Dermatology Outpatient
clinics.

The PASI score was calculated by multiplying the
sum of individual severity scores for each category
by the weighted area of involvement (0.1 for head,
0.2 for arms, 0.3 for body and 0.4 for legs), then
summing the 4 resulting quantities mathematically
as follows: The minimum PASI score was 0 and the
maximum score was 72. The greater the score, the
more is the severity of the disease.
Malay Version of Female Sexual Function Index
The Female Sexual Function Index (FSFI) is a
brief, multidimensional self–reported questionnaire
consisting of 19 items, assessing sexual dysfunction
in the domains of desire, arousal, lubrication,
orgasm, satisfaction, and pain.15 In this present
study, the Malay Version of Female Sexual Function
Index (MVFSFI) was used. MVFSFI is a validated and
locally accepted questionnaire for assessment of
female sexual dysfunction with the sensitivity and
specificity are 99% and 97%, respectively.16 Total
scores is 55, and lower indicated female sexual
dysfunction.

All female patients clinically diagnosed to have
plaque psoriasis by a Dermatologist were invited to
participate in this study. Patients were screened for
their eligibility to participate in the study based on
the study selection criteria. All eligible patients
gave their consent for the study.
The inclusion criteria were: (i) female patients with
chronic plaque psoriasis (ii) age at least 18 years old
(iii) had an active sexual life, at least 1 sexual
activity in the past 4 weeks and (iv) were able to
read and understand the Malay or English language.
The exclusion criteria were: (i) patients in 2 months
post-partum period (ii) patients with known
Gynaecological disorders or other severe chronic
medical illnesses and chronic immobilization that
could interfere with sexual function (iii) history of
psychiatric illness.

Mini International Neuropsychiatric Interview
M.I.N.I was used as a psychometric tool to diagnose
any psychiatric illness among the participants of the
present study. Those suspected to have psychiatric
illness were excluded from the study. M.I.N.I.14

A comprehensive history and physical examination
were obtained. In a dedicated room for privacy,
patients were asked to rate their sexual
function using a validated questionnaire with full
confidentiality.

Ethical consideration
Prior to the fieldwork, ethical approval was
obtained from the Medical Research and Ethics
Committee (MREC) of Universiti Kebangsaan
Malaysia (Code FF-226-2011).
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Statistical analysis
Analysis of the research data was performed using
the Statistical Product and Services Software (SPSS
version 20.0). Appropriate statistical tests were use
to analyze the data. The significant factors
identified from univariate analysis were included in
the logistic regression multivariate analysis. All
results were 2-tailed with alpha value of 0.05.
RESULTS
A total of 223 female patients with psoriasis,
who attended Dermatology Clinic within the 6month duration of this study, were screened to
participate in this study. Out of this, 141 patients
were excluded. The main reason for exclusion was
not being sexually active for the past 4 weeks. Other
reasons were having debilitating co-morbidities,
language barrier or those having depressive
disorders. Eighty-two patients were recruited for the
study. However, 3 were not comfortable to answer
the questionnaires and withdrew upon reading the
MVFSFI. Seventy-nine female patients with psoriasis
were finally included in data analysis.
Table 1 summarized the characteristic of female
patients with psoriasis. The average age for these
patients was approximately 40 years. Majority of the
patients were Malays, followed by Chinese and
Indian. Slightly more than half were employed; while
others were housewives and retired persons. Most of
the patients had secondary education and nearly one
third had tertiary education. A total of 17 patients
had attained menopause.
The median age of onset was about 29 years old.
More than one fifth of the subjects had genital
involvement, two third with hands involvement and
more than half had face involvement. Majority of the
patients had pruritus. All of them received topical
treatment with or without systemic treatment.
The average PASI score was 8.4 with the minimum of
0.1 and the maximum of 34.5 (Median = 6.90) (Table
2). Among the 79 patients who were included in this
study, 16 patients (20.3%) were observed to have
female sexual dysfunction. Almost half (44.3%) of
the patients had low desire, 15.2% had poor arousal,
11.4% had lubrication and satisfaction problem; 8.9%
had orgasmic disorder. Only 6 patients (7.6%) were
reported to have sexual pain disorder (Table 3).
In the univariate analysis, older age, lower level
of education, longer duration of marriage,
menopause and genital involvement of psoriasis
were significantly associated with female sexual
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dysfunction. The severity of psoriasis as measured
with PASI was not associated with female sexual
dysfunction (Table 4). For the analysis of the
associated factors for female sexual dysfunction in
women with psoriasis using Logistic regression
analysis, it was revealed that being menopause may
be a potential risk factors (B = 2.71, SE = 2.71, OR =
15.75, 95% CI=1.97-115.36) and having no genital
involvement is a potential protective factor (B=1.77, SE=0.84, 15.75, OR=0.17 95% CI=0.03–0.89)

Table I: Descriptive characteristics of the study subjects
(N=79)
Characteristic

Mean (SD)

Age (years)

40.32 (10.04)

n (%)

Race
Malay
Chinese
Indian
Others

58 (73.4%)
10 (12.7%)
6 (7.6%)
5 (6.3%)

Education
Secondary and below
Tertiary

55 (69.6%)
24 (30.4%)

Occupation
Employed
Housewife
Retiree

43 (54.4%)
31 (39.2%)
5 (6.3%)

Household Income
≤ RM3500

44 (55.7%)
35 (44.3%)

>RM3500
Smoker

4 (5.1%)
75 (94.9%)

Yes
No
Menopause
Yes
No

17 (21.5%)
62 (78.5%)

Marital status
Married
Single
Divorcee

71 (89.9%)
3 (3.8%)
5 (6.3%)

Duration of marriage
(years)

14.97 (10.45)

No. of children

2.32 (1.77)

Partner’s age (years)

43.43 (9.95)

BMI (kg/m2)

28.30 (5.51)
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Table II: Clinical characteristics of psoriasis
subjects (N=79)
Clinical
Mean (SD)
characteristic
Age at onset of
28.70 (11.28)
psoriasis (years old)
Duration of psoriasis
11.74 (8.62)
(years)
Genital involvement
Yes
No
High impact area
involvement
Yes
No
Hands involvement
Yes
No
Face involvement
Yes
No
Breasts involvement
Yes
No
Joint involvement
Yes
No
Pruritus
Yes
No
Treatment
Topicals only
Topicals and
systemic
Topicals and
phototherapy
Topicals, systemic
and phototherapy
PASI score
8.39 (7.00)
PASI = Psoriasis Area and Severity Index

of the

DISCUSSION

n (%)

The results of the present study showed that 20% of
the patients were having FSD with almost half
having low sexual desire. The associated factors of
FSD were older age, menopause, low body mass
index and genital involvement of psoriasis. The
severity of psoriasis was not found to be a
significant associated factor.

18 (22.8%)
61 (77.2%)
58 (73.4%)
21 (26.6%)

The prevalence of FSD in the present study was
slightly lower than in two previous local studies in
different cohorts of patients.17,18 Sidi et al19
reported a prevalence rate of 29.6% while Ishak et
al20 reported 25.8%. Both were in the setting of
primary care clinic, where the study population
were patients receiving treatment for various
illnesses from these clinics. Elsewhere, the reported
prevalence rate ranged between 5%-70%.20-25 The
difference in the prevalence rate reported
worldwide may be attributed to the differences in
the diagnostic criteria used, study population with
varied cultural as well as socioeconomic
background. Meeuwis et al16 reported that half of
209 female patients with psoriasis were diagnosed
with FSD. Few other studies also showed a high
prevalence of FSD (35 – 71%) in patients with
psoriasis.11,26 The large variation again was due to
the use of non-standardized questions in different
studies.

51 (64.6%)
28 (35.4%)
43 (54.4%)
36 (45.6%)
37 (46.8%)
42 (53.2%)
9 (11.4%)
70 (88.6%)
66 (83.5%)
13 (16.5%)
43 (54.4%)
15 (19.0%)
13 (16.5%)
8 (10.1%)

The most commonly reported FSD in the present
study was low sexual desire, which occurred in
44.3% of the study subjects. This result was similar
to a previous local study.18 Sexual desire was also
detected as the most prevalent domain of sexual
dysfunction in many studies including in Europe and
Asia.21,23,27,28 Psoriasis itself brings a negative image
and stigmatization to some extent.29-31 Patients feel
embarrassed, self-conscious, uncomfortable and
distracted to even think about sex. These feelings
may lead to lack of desire in most patients with
psoriasis.

Table III: Female sexual dysfunction based on Malay
Version of Female Sexual Function Index (MVFSFI) in the
study subjects (N=79)
Sexual
FSFI
Score
dysfunction*
domains
Mean (SD)
n (%)
Desire
5.34 (1.28)
35 (44.3)
Arousal

12.48 (2.93)

12 (15.2)

Lubrication

14.78 (3.35)

9 (11.4)

Orgasm

7.51 (1.97)

7 (8.9)

Satisfaction

15.34 (3.63)

9 (11.4)

Pain

11.22 (2.74)

6 (7.6)

Overall

66.78 (12.83)

16 (20.3)

In this study, we found significantly more patients
who had attained menopause and who were older
in amongst the group of patients with FSD compared
to non-FSD. Our results were supported by
previous studies local and international
studies.17,21,24 Duration of marriage was another
factor found to be significantly associated with FSD
in the patients with psoriasis. This was consistent
with our hypothesis as well as corresponding to
previous studies that longer the duration, that one is
married to their partner, the greater is the
likelihood of having FSD.17,24

*Low sexual desire = total scores of items 1 and 2 were ≤ 5
Poor sexual arousal = total scores of items 3, 4, 5 and 6
were ≤ 9
Lubrication problem = total scores of items 7, 8, 9 and
10 were ≤ 10
Sexual orgasmic disorder = total scores of items 11 and
12 were ≤ 4
Low sexual satisfaction = total scores of items 13, 14, 15
and 16 were ≤ 11
Sexual pain disorder = total scores of items 17, 18 and 19
were ≤ 7
Overall female sexual dysfunction = total scores of all
items were ≤ 55
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Table IV: Univariate analysis of associated factors with female sexual dysfunction in women with psoriasis using ChiSquare analysis (N=79)
Female sexual
Absent
n (%)

Age (years)
40 and less
More than 40
Race
Malay
Non-Malay

dysfunction#
Present
n (%)

Chi-Square

p
value

OR
(95% CI)

37 (88.1)
26 (70.3)

5 (11.9)
11 (29.7)

3.87

0.05

3.13
(0.97-10.09)

46 (79.3)
17 (81.0)

12 (20.7)
4 (19.0)

-

1.00*

0.90
(0.26-3.18)

Education
Secondary and below
Tertiary

39 (70.9)
24 (100.0)

16 (29.1)
0 (0)

-

< 0.01*

-

Employment
No
Yes

30 (83.3)
33 (76.7)

6 (16.7)
10 (23.3)

0.53

0.47

1.52
(0.49-4.67)

Duration of marriage
15 years and below
More than 15 years

36 (90.0)
27 (69.2)

4 (10.0)
12 (30.8)

5.27

0.02

4.00
(1.16-13.78)

Menopause
No
Yes

55 (88.7)
8 (47.1)

7 (11.3)
9 (52.9)

14.33

<0.01

8.84
(2.57-33.40)

Body Mass Index (kg/m2)
Less than 23
23 and above

7 (70.0)
56 (81.2)

3 (30.0)
13 (18.8)

-

0.42*

0.54
(0.12-2.38)

Duration of psoriasis
11 years and below
More than 11 years

33 (76.7)
30 (83.3)

10 (23.3)
6 (16.7)

0.53

0.47

0.66
(0.21-2.04)

Genital
Yes
No

involvement

11 (61.1)
52 (85.2)

7 (38.9)
9 (14.8)

5.01

0.03

0.27
(0.08-0.89)

Face
Yes
No

involvement

33 (76.7)
30 (83.3)

10 (23.3)
6 (16.7)

0.53

0.47

0.66
(0.21-2.04)

Hands
Yes
No

involvement

40 (78.4)
23 (82.1)

11 (21.6)
5 (17.9)

0.15

0.70

0.79
(0.24-2.56)

27 (73.0)
36 (85.7)

10 (27.0)
6 (14.3)

1.98

0.16

0.45
(0.15-1.39)

7 (77.8)
56 (80.0)

2 (22.2)
14 (20.0)

-

1.00*

0.88
(0.16-4.68)

Pruritus
Yes
No

50 (75.8)
13 (100.0)

16 (24.2)
0 (0)

-

0.06

-

Treatment
Topical only
Topical plus others

34 (79.1)
29 (80.6)

9 (20.9)
7 (19.4)

0.03

0.87

0.91
(0.30-2.75)

PASI scores
8 and below
More than 8

34 (77.3)
29 (82.9)

10 (22.7)
6 (17.1)

0.38

0.54

0.70
(0.23-2.17)

Breast
Yes
No

involvement

Joint
Yes
No

involvement

*# Fisher’s exact test
Total scores of Malay Version of Female Sexual Function Index ≤ 55
OR = Odds ratio, CI = confident interval, PASI = Psoriasis Area and Severity Index
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In the present study, we found that the presence of
genital involvement was statistically significant
when comparing patients with and without FSD.
Meeuwis et al16 also reported a decline in sexual
health in female psoriasis patients with the
involvement of genital lesions, in terms of sexual
distress. Nevertheless, they did not find any
significant differences in sexual dysfunction
between patients with and without genital
involvement. Sampogna et al11 studied the effect of
the involvement of the genital area on sexual
function and found patients with genital area
involvement reporting higher numbers of sexual
difficulties.
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