
Dyadic and Sexual Functioning in Psoriasis: A Comparative 
Study in the Turkish Population

Psoriasis is a chronic inflammatory papulosquamous
skin disease that impacts around 125 million individu-

als worldwide and can appear on various parts of the body.
[1] While the physical manifestations of psoriasis are well
documented, the psychological effects of the disease are
often less recognized.[2]

The visibility of psoriatic lesions often leads to social stig-
matization and isolation, exacerbating the psychologi-
cal burden on individuals. Patients frequently experience 
embarrassment and low self-esteem, which can interfere 
with their social interactions, professional lives, and inti-
mate relationships. This social withdrawal and the constant 
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stress of managing a visible and chronic condition can lead 
to severe emotional distress. Psychological comorbidities 
such as depression and anxiety are prevalent among pso-
riasis patients, further complicating disease management 
and negatively impacting quality of life. According to Ku-
mar et al.,[3] 84% of patients with psoriasis have psychiatric 
comorbidity. However, inflammatory pathways implicated 
in psoriasis may also contribute to the development of 
depression and anxiety. According to a recent systemic 
analysis, the prevalence of anxiety, depression, and sui-
cide in psoriasis was 21%, 20%, and 0.77%, respectively.[4] 
This situation may be explained by cytokines and other in-
flammatory mediators, which are elevated in psoriasis and 
linked to neuropsychiatric symptoms, providing a potential 
mechanistic link between skin inflammation and mental 
health disorders.[5] This two-way relationship highlights the 
importance of a comprehensive approach to treating pso-
riasis, focusing on both dermatological and psychological 
factors to enhance overall patient well-being.

Dyadic adjustment encompasses several dimensions, in-
cluding consensus, satisfaction, and cohesion. These ele-
ments are crucial in maintaining healthy relationships, 
which in turn can provide emotional support and improve 
coping mechanisms for individuals dealing with chronic 
illnesses. However, the presence of psoriasis can strain 
intimate relationships due to the visible and stigmatizing 
nature of the condition. According to Frangos et al.,[6] the 
rate of divorce in psoriatic patients was 11%. Research has 
shown that chronic illnesses can disrupt the dynamics of 
intimate relationships, leading to decreased relationship 
satisfaction and increased stress. Pereira et al.[7] found a 
positive relationship between dyadic adjustment and psy-
chiatric comorbidity in patients and their spouses. Addi-
tionally, visible psoriatic lesions and the associated stigma 
may cause significant emotional strain, negative body im-
age, and reduced self-worth—factors commonly linked 
to sexual dysfunction. According to Gupta et al.,[8] 40% of 
individuals with psoriasis experience some form of sexual 
dysfunction. Additionally, the systemic inflammation as-
sociated with psoriasis may directly impact sexual health 
by affecting vascular and hormonal pathways critical to 
sexual function.[9] Despite the recognition of the psycho-
logical impact of psoriasis, there remains a need for more 
comprehensive research to elucidate the prevalence, se-
verity, and determinants of dyadic adjustment and sexual 
dysfunction.

In this study, our objective was to investigate the levels of 
depression, anxiety, sexual dysfunction, and dyadic adjust-
ment in individuals with psoriasis and their spouses, and to 
determine which factors might affect their occurrence and 
severity. Recognizing how these factors interact can help in 

designing specific strategies to improve both relationship 
quality and overall life satisfaction in people with psoriasis.

Methods

Study Design and Participants
Psoriasis patients receiving outpatient treatment at the 
Trakya University Faculty of Medicine, Department of Der-
matology, between February 2022 and August 2022 were 
enrolled in this study. Forty-seven patients with psoriasis, 
40 of their partners, and 42 healthy controls (HC) were 
included. Healthy controls were selected from hospital 
workers.

The selection criterion for the patient group was having 
plaque psoriasis persisting for a minimum of six months. 
The inclusion criteria for all three groups were being mar-
ried for at least six months and having a regular sexual life. 
The exclusion criteria for the three groups were illiteracy, 
cognitive impairment, mental retardation, being a heavy 
smoker (<20 cigarettes/day), preexisting sexual disorder, 
pregnancy, breastfeeding, and comorbid psychiatric disor-
ders (i.e., substance–alcohol use disorder, personality dis-
order). Thus, 27 patients were excluded from the study.

The Sociodemographic Data Form, the Dyadic Adjustment 
Scale (DAS), the Arizona Sexual Experiences Scale (ASEX), 
the Beck Depression Scale (Beck-D), the Beck Anxiety Scale 
(Beck-A), and the Short Form-12 (SF-12) were administered 
to all participants. Additionally, the Dermatology Life Qual-
ity Index (DLQI) and the Psoriasis Area and Severity Index 
(PASI) were administered to the patient group. The Family 
Dermatology Life Quality Index (FDLQI) was administered 
to the spouses.

Approval for the study was granted by the Trakya University 
Faculty of Medicine Ethical Committee (approval number: 
25/06; date: December 27, 2021), and written consent was 
obtained from each participant. The study was conducted 
in accordance with the principles of the Declaration of Hel-
sinki.

Measurement Tools
Sociodemographic Data Form: This form consists of 
questions including age, gender, education, employment, 
duration of marriage, and illness.

Psoriasis Area and Severity Index (PASI): PASI is a tool for 
assessing the severity and extent of psoriasis. It evaluates 
four body regions by measuring the percentage of skin 
involvement and the intensity of clinical symptoms. Each 
symptom is scored on a scale of 0 (none) to 4 (very severe). 
A PASI score of <10 indicates mild disease, and ≥10 indi-
cates moderate to severe psoriasis.[10]
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Revised Dyadic Adjustment Scale (RDAS): The Revised 
Dyadic Adjustment Scale is a modified form of the original 
Dyadic Adjustment Scale (DAS), initially created by Spanier 
et al.[11] in 1976 to evaluate the degree of dyadic adjust-
ment between partners and revised by Busby et al.[12] in 
1995. In the revision study, Cronbach's alpha was reported 
as 0.90. The scale is self-administered and includes 14 items 
divided into three subscales: dyadic satisfaction, dyadic co-
hesion, and dyadic consensus. Higher scores indicate bet-
ter dyadic adjustment. Bayraktaroglu et al.[13] conducted 
the Turkish validation of the scale, reporting a Cronbach's 
alpha ranging from 0.74 to 0.87.

Arizona Sexual Experiences Scale (ASEX): This scale eval-
uates sexual function in both genders by examining core 
domains such as sexual desire, arousal, erection or vaginal 
lubrication, and orgasm. This instrument is based on self-
report and uses a six-point Likert scale for item responses. 
Elevated scores reflect more severe sexual dysfunction. 
The Turkish reliability and validity study was conducted by 
Soykan et al.,[14] confirming its applicability in clinical and 
research settings.

Family Dermatology Life Quality Index (FDLQI): The 
FDLQI assesses how a patient’s dermatological disease af-
fects the quality of life of their family members. It consists 
of 10 items, each addressing various aspects of how the pa-
tient’s skin condition affects the family, such as emotional 
well-being, personal relationships, daily activities, and fi-
nancial burden. Higher scores indicate a greater negative 
impact on the family’s quality of life.[15]

Dermatology Life Quality Index (DLQI): DLQI is a com-
monly utilized instrument designed to evaluate how der-
matological conditions affect an individual’s quality of life. 
The scale includes 10 items addressing areas such as symp-
toms, emotions, interpersonal relationships, and social 
functioning. Total scores range from 0 to 30, with elevated 
scores reflecting a more negative effect on the individual’s 
quality of life. The Turkish validation of the scale was con-
ducted by Oztürkcan et al.[16]

Short Form-12 Health Survey (SF-12): This tool is used 
to assess an individual's overall health status. It consists of 
12 questions that evaluate physical and emotional health, 
social functioning, pain levels, and overall quality of life. 
Respondents answer based on their health status over the 
past 4 weeks. The questionnaire yields two main subscales: 
the Physical Scale (PCS-12) and the Mental Health Scale 
(MCS-12), which evaluate physical and emotional health, 
respectively. Turkish validity and reliability were developed 
by Soylu et al.[17]

Beck Depression Inventory (BDI): The BDI is a 21-item 
self-report scale designed to measure the severity of de-

pressive symptoms. Each item is rated on a four-point Lik-
ert scale, ranging from 0 (absent) to 3 (severe), with total 
scores ranging from 0 to 63. The Turkish adaptation and 
psychometric validation of the scale were conducted by 
Hisli et al.[18] A cut-off score of 17 is used to identify clinically 
significant depressive symptoms.

Beck Anxiety Inventory (BAI): The BAI is a 21-item self-
report scale used to measure the severity of anxiety symp-
toms. Each item includes four statements reflecting in-
creasing levels of severity, and the total score ranges from 
0 to 63. The Turkish reliability and validity of the inventory 
were established by Ulusoy et al.[19] A cut-off score of 11 is 
used to identify clinically relevant subthreshold anxiety.

Statistical Analysis
Statistical analysis was performed using SPSS Statistics 
Version 23 (IBM, NY, USA). Normality of the variables was 
assessed with both the Kolmogorov-Smirnov and Shapiro-
Wilk tests. Descriptive statistics are given as frequency, per-
centage, mean, and standard deviation. Categorical vari-
ables were analysed using the chi-square test. For variables 
with a normal distribution, Student’s t-test was employed; 
non-normally distributed variables were analysed using 
the Kruskal-Wallis test, and the Mann-Whitney U test was 
used for pairwise comparisons. Significance was evaluated 
using the Bonferroni correction.

To determine the predictors of ASEX scores, variables iden-
tified by univariate analyses and factors previously shown 
to be associated with the dependent variable in the litera-
ture were included in the multiple linear regression analy-
sis. For statistical significance, the total type-1 error level 
was accepted as %80.

To achieve 80% statistical power for identifying an effect 
size of Cohen’s d=0.619, G*Power calculations indicated 
that an independent samples t-test would require n=42 
participants in each group, based on findings regarding 
sexual dysfunction in the reference study.[20]

Results

Study Population
A total of 129 participants—47 patients, 40 patients’ spous-
es, and 42 healthy controls—were included in our study. 
No statistical difference was found among participants 
in terms of age, gender, or educational status. Consider-
ing the psoriasis involvement areas of the patient group, 
76.6% (n=36) had scalp involvement, 55.3% (n=26) had 
nail involvement, 36.3% (n=17) had genital involvement, 
and 31.9% (n=15) had facial involvement. The sociodemo-
graphic and clinical variables of the participants are shown 
in Table 1.
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Comparison of Psychological Measures Between 
Groups
The Beck-D, Beck-A, ASEX, DAS, PCS-12, and MCS-12 mean 
scores of the participants and comparisons between the 
three groups are presented in Table 2. There were sig-
nificant differences between the three groups in terms of 
Beck-D (p=0.004), ASEX (p=0.001), DAS total (p<0.001), 
PCS-12 (p=0.007), and MCS-12 (p=0.005) scores.

The DAS total (p<0.001), DAS-consensus (p=0.001), 
DAS-cohesion (p<0.001), and DAS-satisfaction (p<0.001) 
scores of the HC group were significantly higher than 
those of the other two groups. Beck-D scores of the pa-
tient group were significantly higher than their partner 
group (p=0.016) and the HC group (p=0.002). No statisti-
cal difference was found among the three groups in terms 
of Beck-A scores.

Table 1. Sociodemographic and clinical variables of the participants

		  Patients (n=47)	 Partners (n=40)	 Healthy Controls (n=42)	 p

Age
	 Mean±SD	 42.5±9.6	 44.1±7.5	 43.0±6.9	 0.530
Gender (female), n (%)	 20 (42.6)	 24 (60.0)	 28 (66.7)	 0.060
Education level, n (%)
	 Primary	 27 (57.4)	 21 (53.8)	 21 (50.0)	 0.826
	 Secondary	 13 (27.7)	 13 (33.3)	 12 (28.6)	
	 College	 7 (14.9)	 5 (12.8)	 9 (21.4)	
Duration of marriage
	 Mean±SD	 23.5±11.9	 25.6±13.5	 18.7±7.5	 0.053
Age at disease onset	
	 Mean±SD (Min-Max)	 30.1±13.8 (3.0-62.0)	 -	 -	 -
Duration of illness	
	 Mean±SD (Min-Max)	 16.1±13.2 (1.0-47.0)	 -	 -	 -
Genital Involvement, n (%)	 16 (34.0)	 -	 -	 -
PASI	
	 Mean±SD (Min-Max)	 8.0±11.3 (0-56.6)	 -	 -	 -
DLQI	
	 Mean±SD (Min-Max)	 6.8±8.3 (0-30.0)	 -	 -	 -
FDLQI	
	 Mean±SD (Min-Max)	 -	 7.4±6.8 (0-16.0)	 -	 -

PASI: Psoriasis area severity index; DLQI: Dermatology life quality index; FLDQI: Family dermatology life quality index.

Table 2. Comparing BDI, BAI, ASEX, DAS ve SF-12 scores of the participants

		  Patients (n=47)	 Partners (n=40)	 Healthy Controls (n=42)	 p1*	 p2**	 p3**	 p4**

BDI	 10.4±9.3	 4.9±4.9	 4.6±5.8	 0.004	 0.016	 0.002	 0.278
BAI	 9.6±11.6	 6.1±6.9	 6.7±5.3	 0.434	 0.413	 0.957	 0.153
ASEX	 13.8±4.8	 12.0±3.7	 11.0±4.8	 0.001	 0.032	 0.001	 0.050
DAS-Consensus	 25.4±4.8	 26.8±4.7	 28.8±1.7	 0.001	 0.081	 <0.001	 0.213
DAS-Satisfaction	 7.3±2.6	 6.8±1.8	 17.5±2.2	 <0.001	 0.722	 <0.001	 <0.001
DAS-Cohesion	 13.3±4.0	 14.5±3.6	 16.7±1.9	 <0.001	 0.152	 <0.001	 0.001
DAS-Total	 46.1±6.8	 48.2±6.6	 63.0±5.2	 <0.001	 0.084	 <0.001	 <0.001
PCS-12	 46.1±11.6	 47.7±8.8	 52.6±5.3	 0.007	 0.865	 0.008	 0.005
MCS-12	 45.1±12.6	 51.1±10.8	 54.4±5.6	 0.005	 0.024	 0.002	 0.528

BDI: Beck depression inventory, BAI: Beck anxiety inventory, ASEX: Arizona sexual experiences scale, DAS: Dyadic adjustment scale, PCS-12: Physical 
health subscale, MCS-12: Mental health subscale, P1: Patients vs Partners vs Healthy Controls, P2: Patients vs Partners, P3: Patients vs Healthy Controls, P4: 
Partners vs Healthy Controls, *Kruskal Wallis test was used for p1. ** Mann-Whitney U test with Bonferroni correction was used for p2, p3, p4. p < 0.017 was 
considered statistically significant.
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There were significant differences between the three 
groups in terms of PCS-12 (p=0.007) and MCS-12 (p=0.005) 
scores. The PCS-12 (p=0.008) and MCS-12 (p=0.002) scores 
of the patient group were significantly lower than the HC 
group. The PCS-12 scores of the partners’ group were sig-
nificantly lower than the HC group (p=0.005).

Relationship Between Psoriasis Involvement Area 
and Clinical Parameters
When the relationship between psoriasis involvement 
area (scalp, genital, nail, palmoplantar, face) and clinical 
parameters (Beck-D, Beck-A, DAS-total, ASEX, PCS-12, MCS-
12) was evaluated, it was found that patients with genital 
involvement (n=17) had lower MCS-12 scores (39.0±13.3 
vs 48.6±10.9, p=0.018) than patients without genital in-
volvement. No significant difference was found between 
involvement areas and other scale scores.

Relationship Between Clinical Variables and 
Psychological Measures
Spearman’s correlation analysis between clinical variables 
and Beck-A, Beck-D, ASEX, DAS, and SF-12 scores in the pa-
tient group is shown in Table 3. There was a significant posi-
tive correlation between Beck-D and DLQI scores (r=0.300, 
p=0.040), and a negative correlation between PCS-12 and 
DLQI scores (r=-0.395, p=0.006).

Spearman’s correlation analysis between FDLQI scores and 
age, Beck-A, Beck-D, ASEX, DAS, and SF-12 scores in the 
partner group is shown in Table 4. A statistically significant 
positive correlation was found between FDLQI scores and 
Beck-D scores (r=0.369, p=0.021), and a negative correla-

tion was found between FDLQI and MCS-12 scores (r=-
0.505, p=0.001).

When patients were classified according to PASI scores, sig-
nificant deterioration was observed in DLQI scores (4.3±6.1 
vs 13.4±9.8, p<0.001) in patients with moderate to severe 
psoriasis (PASI≥10, n=13) compared with patients with 
mild psoriasis (PASI<10, n=34).

Sexual Dysfunction
When an ASEX score of ≥11 was defined as sexual dysfunc-
tion (SED), the frequency of SED was 83% in the patient 
group, 65% in the spouses' group, and 50% in the control 
group (p=0.004). In the patient group, individuals with SED 
(n=39) had higher Beck-D scores (p=0.019) and lower MCS-
12 scores (p=0.011) than those without SED. Although 
not statistically significant, higher DLQI scores (7.7±8.8 
vs 2.3±1.7) and younger disease onset age (28.4±14.1 vs 
38.5±8.6) were observed in the SED group (Table 5).

When SED was compared according to PASI and DLQI se-
verity, SED frequency was 92.3% in moderate–severe pso-
riasis patients and 78.1% in mild psoriasis patients, with no 
statistically significant difference (p=0.23). Similarly, when 
patients were grouped according to DLQI severity (<10 
mild, ≥10 moderate–severe), SED was found in all moder-
ate–severe patients (100%) and in 76.5% of mild patients 
(p=0.055) (Table 6).

Multiple linear regression analysis was conducted to pre-
dict SED. Depression scores (p=0.004) and disease duration 
(p=0.049) were identified as significant predictors of higher 
ASEX scores (Table 7).

Table 3. The correlations between clinical variables and Beck-A, 
Beck-D, ASEX, DAS, SF-12 scores in the patient group

Variables	 PASI	 DLQI	 Duration of illness
		  (n=47)	 (n=47)	 (n=47)

Beck-D	 r=-0.010	 r=0.300*	 r=-0.184
Beck-A	 r=0.024	 r=0.103	 r=-0.079
ASEX	 r=0.047	 r=0.249	 r=0.010
DAS-consensus	 r=-0.188	 r=-0.215 	 r=0.249
DAS-satisfaction	 r=0.013	 r=-0.012	 r=0.167
DAS-Cohesion	 r=-0.094	 r=-0.149	 r=0.205
DAS-total	 r=-0.149	 r=-0.20	 r=0.237
PCS-12	 r=-0.161	 r=-0.395**	 r=-0.029
MCS-12 	 r=-0.108	 r=0.062	 r=0.279

PASI: Psoriasis area severity index; DLQI: Dermatology life quality index; 
Beck-D: Beck depression inventory; Beck-A: Beck anxiety inventory; 
ASEX: Arizona sexual experiences scale; DAS: Dyadic adjustment scale; 
PCS-12: Physical component health score; MCS-12: Mental component 
health score; *Correlation is significant at the 0.05 level; ** Correlation is 
significant at the 0.01 level.

Table 4. The correlations between FDLQI scores and Age, Beck-A, 
Beck-D, ASEX, DAS, SF-12 scores in the partner group

Variables	 FDLQI scores

Age	 -0.315
Beck-D	 0.369*
Beck-A	 0.271
ASEX	 -0.044
DAS-consensus	 -0.192
DAS-satisfaction	 0.128
DAS-cohesion	 0.113
Das total	 0.012
PCS-12	 -0.0.13
MCS-12	 -0.505**

FDLQI: Family dermatology quality life index; Beck-D: Beck Depression 
Inventory; Beck-A: Beck Anxiety Inventory; ASEX: Arizona Sexual 
Experiences Scale; DAS: Dyadic Adjustment Scale; PCS-12: Physical 
Component Health Score; MCS-12: Mental Component Health Score; 
*Correlation is significant at the 0.05 level; ** Correlation is significant at 
the 0.01 level.



515Kulacaoglu et al., Dyadic and Sexual Functioning in Psoriasis / doi: 10.14744/SEMB.2025.03285

Discussion

According to our results, psoriatic patients showed higher 
depression scores, lower dyadic adjustment, higher sexual 
dysfunction, and worse physical and mental health com-
pared with the HC group. This is in line with previous re-
search highlighting that psoriasis can lead to psychologi-

cal distress. The visible nature of the disease often leads to 
feelings of embarrassment, self-consciousness, and social 
stigma. Scharloo et al.[21] reported that psoriasis was linked 
to more frequent medical consultations and a lower quality 
of life, particularly in terms of physical health, social inter-
actions, and mental well-being.

Alariny et al.[22] showed that the frequency of anxiety and 
depression was higher in psoriatic patients than in HC. In 
our study, the depression score of the patient group was 
statistically higher than that of the HC group. This result 
can be interpreted as the nature of the disease affecting 
depression scores in the patient group. Both psoriasis and 
depression have been linked to systemic inflammation. In-
flammatory cytokines like IL-6 and TNF-α play key roles in 
both diseases. Additionally, the visible nature of psoriasis 
lesions can lead to embarrassment, low self-esteem, and 
body image issues. Patients often experience stigma and 
social isolation, which contribute to feelings of sadness, 
anxiety, and hopelessness.

Chronic stress may also dysregulate the hypothalamic–pi-
tuitary–adrenal axis, causing anxiety in psoriasis patients 
beyond the psychological burden of the disease. Accord-
ing to a recent systematic review, anxiety prevalence in pa-
tients with psoriasis was 7–48%.[23] Furthermore, a recent 
meta-analysis also showed a high prevalence of anxiety 
symptoms in psoriasis: 34%.[24] However, in our study, there 
was no significant difference in anxiety scores among the 
three groups, although the scores of the patient group 
were higher than those of the other two groups. This result 
may be attributable to the limited size of the patient group 
examined.

One of the important results of our study is that the patient 
and partner groups had worse dyadic adjustment than the 
HC group. Partners of individuals with psoriasis may ex-
perience caregiver burden or emotional strain due to the 
chronic nature of the condition.[25] This can contribute to 
frustration, reduced empathy, and even conflict within the 
relationship.

Our study also explored the impact of psoriasis on the part-
ners of patients. Patients and their spouses had lower MCS-
12 and PCS-12 scores than the HC group. Partners may ex-
perience emotional stress and feel helpless if they perceive 
themselves as unable to alleviate the suffering of their 
loved ones.[7] Furthermore, increased stress may lead to 
physical symptoms such as fatigue and sleep disturbances 
in both patients and their partners.[26]

A significant negative correlation was found between MCS-
12 scores and FDLQI scores in the partner group, and a 
positive correlation was found between Beck-D and FDLQI 
scores in partners, suggesting that mental health and qual-

Table 5. Comparison of Sexual Dysfunction and Clinical Variables 
in the Patient Group 

		  SED (n=39)	 No SED (n=8)	 p

PASI 	 8.0±10.8	 8.0±14.3	 0.749
DLQI	 7.7±8.8	 2.3±1.7	 0.204
Duration of illness	 16.1±14.1	 15.7±8.3	 0.571
Disease onset age	 28.4±14.1	 38.5±8.6	 0.070
DAS-Total	 42.4±14.1	 47.0±5.8	 0.600
BDI	 11.9±9.4	 3.5±4.0	 0.019
BAI	 10.6±12.2	 4.8±6.6	 0.168
PCS-12	 46.1±11.7	 45.7±11.6	 0.600
MCS-12	 42.8±12.4	 56.4±5.4	 0.011

SED: Sexual dysfunction; PASI: Psoriasis area severity index; DLQI: 
Dermatology life quality index; DAS: Dyadic adjustment scale; BDI: Beck 
depression inventory; BAI: Beck anxiety inventory; PCS-12: Physical 
component summary score; MCS-12: Mental component summary score.

Table 6. Comparing presence of sexual dysfunction according to 
PASI ve DLQI scores in the patient group

		  SED 	 No SED 	 p
		  n (%)	 n (%)

PASI 
	 <10	 25 (78.1)	 7 (21.9) 	 0.254
	 ≥10	 12 (92.3)	 1 (7.7)
DLQI
	 <10	 26 (76.5)	 8 (23.5) 	 0.055
	 ≥10	 13 (100.0)	 0 (0)

SED: Sexual dysfunction; PASI: Psoriasis area severity index; DLQI: 
Dermatology life quality index.

Table 7. Multipl linear regression analysis for predicting sexual 
dysfunction among patient group

		  B	 Std. Error	 β	 t	 p

Duration of illness	 0.12	 0.05	 0.32	 2.13	 0.040
Genital affection	 -0.41	 1.58	 -0.04	 -0.26	 0.794
PASI score	 -0.00	 0.06	 0.02	 0.12	 0.899
DAS-Total score	 0.03	 0.10	 0.04	 0.29	 0.771
BDI	 0.23	 0.07	 0.45	 3.03	 0.004

Dependent Variable: ASEX score; R=0,514 R2=0,264 R2adj=0,167, F=2,72, 
p<0.033; PASI: Psoriasis area severity index; DAS: Dyadic adjustment scale; 
BDI: Beck depression inventory; ASEX: Arizona sexual experiences scale.
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ity of life are closely linked in this dyadic context. This aligns 
with the theory of dyadic adjustment, where the well-be-
ing of one partner influences the other’s emotional and 
psychological state.[26]

A recent study showed that marital adjustment and sever-
ity of psoriasis were predictor factors of depression in pa-
tients with psoriasis.[27] An important outcome of that study 
highlighted the protective effect of marital adjustment 
against depression in individuals with psoriasis. This find-
ing is significant because social support appears to help 
psoriasis patients shape their perceptions of the disease, 
ultimately improving their acceptance of it. Stronger mari-
tal adjustment may enable patients to better manage the 
stress associated with living with a chronic illness.

SED was prevalent in the majority of patients with psoria-
sis (83%) and their partners (65%). This finding is consistent 
with previous literature linking chronic dermatological 
diseases to sexual dysfunction.[28,29] In a recent study inves-
tigating sexual problems among 112 Turkish psoriasis pa-
tients, both male and female participants showed general 
dissatisfaction with their sexual lives.[30] Psoriasis affects not 
only physical well-being but also emotional, psychological, 
and relational dynamics.[31] A recent meta-analysis reported 
that women with psoriasis had significantly lower Female 
Sexual Function Index (FSFI) scores in desire, arousal, lubri-
cation, orgasm, and satisfaction compared with controls, 
while pain scores did not differ significantly.[32]

In our study, although not statistically significant, patients 
with SED tended to have higher DLQI scores, suggesting 
that patients with more severe quality-of-life impairment 
were more likely to experience SED. Additionally, when 
considering disease involvement, patients with genital 
psoriasis had lower MCS-12 scores, which could indicate 
that genital involvement may have a more significant im-
pact on emotional health. Patients with genital symptoms 
may be more vulnerable to difficulties in sexual function-
ing and relational adjustment, which in turn can negatively 
influence overall quality of life. From a clinical perspective, 
this suggests that genital involvement should be addressed 
not only as a physical health issue but also as a psychoso-
cial factor requiring integrated care.

When clinical variables were compared according to the 
presence of SED, patients with SED had higher depression 
scores and worse mental health than those without SED. 
As expected, patients with higher depression scores also 
had worse sexual function, emphasizing the need for inte-
grated care addressing both psychological and sexual well-
being in psoriasis patients. Psoriasis is well documented to 
have a bidirectional relationship with depression, where 
the disease exacerbates psychological distress and depres-

sion, in turn, worsens disease outcomes.[33] Sexual dysfunc-
tion, as indicated by higher ASEX scores, likely represents a 
manifestation of this interplay. Studies suggest that chronic 
inflammation in psoriasis, characterized by elevated proin-
flammatory cytokines, can disrupt hormonal and vascular 
systems critical for sexual health.[34] Depression may ampli-
fy these effects by adding layers of psychological distress 
and neuroendocrine dysfunction, further impairing sexual 
function.[35]

One of the important results of our study was that depres-
sion scores and disease duration were significant predic-
tors of higher ASEX scores, indicating greater severity of 
SED in psoriasis patients. The lack of significant associa-
tions between sexual dysfunction and clinical indicators 
such as PASI may suggest that disease severity alone is 
insufficient to explain sexual difficulties in psoriasis, with 
psychosocial factors—particularly depression—likely 
playing a more central mediating role. Depression is fre-
quently identified as a key factor contributing to SED in 
chronic diseases. Depression can impact libido, arousal, 
and overall sexual satisfaction through psychological 
mechanisms, such as reduced self-esteem and increased 
stress, and biological pathways, including altered neuro-
endocrine function.[35]

Furthermore, the significant association between disease 
duration and ASEX scores suggests that prolonged expo-
sure to the physical and psychosocial burdens of psoriasis 
exacerbates SED. Patients with longer disease duration 
may experience cumulative effects of stigma, relationship 
strain, and chronic inflammation, which are known con-
tributors to sexual health challenges.

These results highlight the need for holistic management 
of psoriasis—one that integrates both physical treatment 
and psychological support. Given the significant impact 
of depression and sexual dysfunction on quality of life, 
psychological interventions and sex therapy may be ben-
eficial for patients and their spouses.[22,28] Additionally, our 
findings suggest that treating genital involvement more 
intensively could help alleviate some of the psychological 
distress associated with psoriasis.

Future studies should explore intervention strategies that 
address both the mental health and sexual health of pa-
tients with psoriasis. Additionally, investigating the role 
of spouses in the management of psoriasis, as well as the 
impact of partner support, would provide further insights 
into dyadic adjustment in this context. Longitudinal studies 
examining changes in sexual function and mental health 
over time in psoriasis patients would also be beneficial in 
elucidating the long-term effects of the disease.
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Conclusion
In conclusion, our study emphasizes the profound impact 
of psoriasis on both patients and their spouses, with signifi-
cant implications for sexual health and psychosocial well-
being. In light of these findings, integrating relational and 
sexual health counseling into routine psoriasis manage-
ment may help address the broader psychosocial impact 
of the disease.

Limitations
While the study provides valuable insights, several limita-
tions must be considered. Firstly, one of the most impor-
tant limitations of this study is the small sample size, which 
limits the generalizability of the findings. The cross-sec-
tional design of the study means that causal relationships 
between variables such as depression, sexual dysfunction, 
and dyadic adjustment cannot be established. Addition-
ally, the self-reported nature of the scales (e.g., ASEX and 
Beck-D) could lead to biases, particularly regarding sensi-
tive issues such as sexual dysfunction and mental health. 
The study also relied exclusively on quantitative surveys, 
which may not fully capture the lived experiences of pa-
tients and their spouses.

Another limitation is that we did not measure inflammato-
ry biomarkers (e.g., IL-6, TNF-α), which are thought to play a 
key role in the bidirectional relationship between psoriasis 
and depression. Future studies should therefore incorpo-
rate objective biological assessments alongside psychoso-
cial measures to better elucidate the interaction between 
systemic inflammation and psychological outcomes.
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