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ABSTRACT
Background: Psoriasis occurring on the skin of the genital and perigenital regions, including the inguinal creases, vulva, penis,

scrotum, perianal area, and the intergluteal cleft, has specific diagnostic and treatment requirements due to the sensitivity and

private nature of these areas.

Objectives: A multidisciplinary group of 13 US‐based clinicians who are experts in the management of genital psoriasis, the

Genital Psoriasis Wellness Consortium, convened to discuss the impact of genital psoriasis on patients focusing on three main

domains: (1) physical diagnosis and patient conversations, (2) impact on patient quality of life/interpersonal relationships, and

(3) treatment decisions.

Methods: A PubMed literature search was conducted, and the Consortium members used the results to formulate their

consensus statements using a modified Delphi process, including a nominal group technique. The process included two rounds

of virtual subcommittee meetings based on the three domains, followed by surveys to obtain anonymous feedback, and

concluded with a final meeting to discuss and finalize the language of the consensus recommendations across all three domains.

Three additional psoriasis experts provided feedback on these consensus statements from Canadian, European, and Asian

perspectives.

Results: Herein, we report our 14 consensus statements and a summary of the supporting data.

Conclusions: These consensus statements are meant as a practical resource for clinicians to ensure that symptoms of genital

psoriasis are not overlooked. We hope to continue to add to these statements as additional clinical data become available.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly

cited.
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1 | Introduction

Plaque psoriasis, a chronic inflammatory skin disease that can
affect any location on the body, affects up to 2%–3% of the
population globally [1]. Genital psoriasis occurs on the skin of
the genital and perigenital areas, including the inguinal creases,
vulva, penis, scrotum, perianal area, and the intergluteal cleft
(Figures 1–4). A multidisciplinary group of clinicians who are
experts in the management of genital psoriasis, the Genital
Psoriasis Wellness Consortium, convened to discuss the impact
of genital psoriasis on patients. While genital psoriasis is often
classified as a type of inverse/intertriginous psoriasis, the
members of this Consortium believe that the management and
impact on patients with genital psoriasis differ from other types
of psoriasis due to the unique considerations associated with
the genitals as sensitive, private areas. Thus, the missions of the
Consortium are to (1) highlight the need for a unique diagnosis
code for genital psoriasis; (2) develop tools to help clinicians
diagnose genital psoriasis and discuss it with patients; (3)
understand and highlight the impact of genital psoriasis on
patients better; (4) provide information about treatment options
and to facilitate informed, shared treatment decision; and (5)
provide tools to allow the for the execution of further research
of genital psoriasis.

Genital involvement occurs in a large proportion (33%–63%) of
patients with psoriasis [2, 3]. This percentage is likely an un-
derestimate as genital psoriasis is not associated with a distinct
International Classification of Diseases, Tenth Revision, Clini-
cal Modification (ICD‐10‐CM) code. The lack of a specific ICD‐
10‐CM code means that the true prevalence of genital psoriasis
is unknown, resulting in a paucity of epidemiological data. In
addition, no guidelines have been published to date specifically
for the treatment of genital psoriasis. There is also no consensus
on the treatment or management of genital psoriasis within the
majority of published major international guidelines. Within

dermatology, the Canadian guidelines specifically include a
section on the management of genital psoriasis, while the
majority of the other published guidelines do not mention the
genital area [4–9]. Furthermore, there are no guideline recom-
mendations for genital psoriasis that focus on the function and
development of the genitalia across the lifespan from other
medical specialties within the United States (US), such as
obstetrics/gynecology, urology, geriatrics, or pediatrics.

FIGURE 1 | Clinical example of genital psoriasis. Photo courtesy of

Mindful Dermatology, PLLC (Dallas, Texas).

FIGURE 2 | Clinical example of genital psoriasis. Photo courtesy of

Mindful Dermatology, PLLC (Dallas, Texas).

FIGURE 3 | Clinical example of genital psoriasis. Photo courtesy of

Mindful Dermatology, PLLC (Dallas, Texas).
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Relative to psoriasis in other areas of the body, genital psoriasis
has a greater impact on psychologic well‐being and quality of
life (QoL) across the lifespan. This includes significant effects
on interpersonal relationships, increased rates of depression,
and feelings of stigmatization [10]. However, genital psoriasis is
often underreported and under‐treated due to a variety of fac-
tors. First, there is a reluctance of patients to discuss symptoms
of genital involvement with clinicians, in turn leading to lower
awareness of genital psoriasis among health care providers. A
patient survey by the Dutch Psoriasis Society reported that 46%
of patients did not tell their physician about genital symptoms
and only 25% believed their physician addressed genital psori-
asis concerns sufficiently [11]. Even in patients with severe
symptoms, up to 38% did not discuss their condition with their
physician. A recent survey conducted by The Harris Poll in the
US showed that 40% of patients with intertriginous psoriasis
(defined as psoriasis occurring in the groin, armpits, stomach
folds, under breast, and between the buttocks) did not report
intertriginous area involvement before being prompted with a
list of areas of the body or pictures showing psoriasis in these
areas [12]. Although genital involvement was not included in
the intertriginous assessment, 10% of respondents to The Harris
Poll survey reported having genital psoriasis. Second, physicians
may not ask about genital involvement. A 2022 survey of 230
dermatology clinicians found that most respondents (68%) an-
swered “no” when asked if they perform full body exams on
new patients, both with and without an established diagnosis of
psoriasis, further compounding this issue (personal communi-
cation). Given these findings and that genital psoriasis rarely
occurs in isolation of disease affecting other parts of the body
[13], there is a substantial unmet need to bridge the gaps in
clinician–patient communications as well as to develop pro-
cesses to more quickly and comfortably identify patients with
genital involvement of psoriasis.

To address these unmet needs, the Genital Psoriasis Wellness
Consortium was convened to develop consensus recommenda-
tions for the diagnosis and management of genital psoriasis
using a widely accepted modified Delphi method that provides a
format for objective consensus development [14–18]. Herein, we
report our consensus recommendations on three key areas of
concern in genital psoriasis: (1) physical diagnosis and patient

conversations, (2) impact on QoL/interpersonal relationships,
and treatment decisions.

2 | The Genital Psoriasis Wellness Consortium

Four industry representatives (K.B., M.S., P.B., and D.H.) concep-
tualized and facilitated the consensus process. A steering committee
consisting of three members (M.B. [MD, urogynecology], J.C. [MD,
dermatology] and M.Y. [MSN, dermatology]) was engaged to
develop questions on unmet needs in the management of genital
psoriasis. The steering committee then selected a group of 10
additional clinicians (MDs, MD/PhDs, and DNPs), including der-
matologists, gynecologists, and psychiatric/mental health practi-
tioners (S.A., T.B., E.F., R.F., J.J., S.J., J.K., T.M., M.P., and L.W.), all
of whom have expertise in the management of patients with genital
psoriasis. The steering committee members plus these 10 clinicians
constituted the Consortium. Each member of the Consortium was
assigned to one of three groups based on their area of expertise to
discuss the following domains for the identification and manage-
ment of genital psoriasis: (1) physical diagnosis and patient con-
versations, (2) impact on QoL/interpersonal relationships, and
treatment decisions.

3 | Literature Review

To assess available information, a PubMed search was con-
ducted with a time period ranging from January 1, 2017 to
September 13, 2022. The search terms used in the literature
search are summarized below.

• Common to all three sections: “genital psoriasis” OR “in-
tertriginous psoriasis” OR “inverse psoriasis” OR “flexural
psoriasis”.

• Specific to the physical diagnosis and patient conversations
section: terminology OR terms OR diagnosis OR differential.

• Specific to the impact on QoL/interpersonal relationships
section: QoL OR quality OR psychological impact OR social
impact OR burden OR unmet needs OR sexual quality of
life‐female OR SQOL‐F OR sexual quality of life‐men OR
SQOL‐M OR sexual dysfunction OR FSD OR psycho-
somatic OR Dermatology Life Quality Index OR DLQI OR
Columbia‐Suicide Severity Rating Scale OR C‐SSRS OR
Patient Health Questionnaire OR PHQ.

• Specific to the treatment decisions section: treatment
guidelines OR treatment recommendations OR therapy.

A total of 135 results were obtained via these searches
(Figure 5). After reviewing for relevance and focus on genital
psoriasis, the final list included 31 publications for the physical
diagnosis and patient conversations section, 32 publications for
impact on QoL/interpersonal relationships section, and 35
publications for the treatment decisions section; the same ref-
erence could be included in more than one section and a total of
78 unique references were included. Summary data and full
publications were provided to the Consortium for their refer-
ence before commencement of the modified Delphi process.

FIGURE 4 | Clinical example of genital psoriasis.
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4 | Process for Development of Consensus
Recommendations

The Consortium employed a modified Delphi process, including
a nominal group technique (NGT) [14], to develop consensus
statements regarding the unmet needs in genital psoriasis. NGT
is a well‐established, structured technique that uses expert
opinion to aid decision making for a topic that is not supported
by robust evidence [19]. The process the Consortium used
included two rounds of virtual meetings followed by surveys to
obtain anonymous feedback and concluded with an in‐person
meeting.

Two sets of virtual subcommittee meetings were held for each
of the three groups of experts constituting the Consortium (6
meetings in total) in April 2023 (referred to as World Café 1)
and May 2023 (World Café 2). Based on discussions at World
Café 1, which was informed by the results of the literature
analysis, a set of consensus statements was developed for each
section and circulated to the respective subcommittee for
review and alignment. Based on feedback for each section, the
consensus statements were revised and discussed with each of
the subcommittees at World Café 2 sessions. Based on discus-
sion at World Café 2, the consensus statements were refined
further and circulated to the entire Consortium for review and
alignment; consensus was achieved at this stage. The final
consensus meeting was held on September 9, 2023, to discuss
and finalize the language of the consensus statements across all
three sections. Three additional psoriasis experts (M.G., R.K.,
and C.R.) provided feedback on the final consensus statements
from Canadian, European, and Asian perspectives.

Statements were ranked by each member of the Consortium on
a 7‐point Likert scale where 1 = strongly disagree, 2 = disagree,

3 = somewhat disagree, 4 = neither agree nor disagree,
5 = somewhat agree, 6 = agree, and 7 = strongly agree. An
average score was generated for each statement. Consensus
on a given statement was considered to be reached when at
least two‐thirds of the members assigned a score of 5 or
higher.

5 | Development of Consensus Statements

Consensus statements are summarized in Table 1. The key to-
pics within each of the three sections that factored into the
development of the consensus statements are summarized
below. Additionally, the panel determined that the absence of a
unique diagnosis code for genital psoriasis affected all three key
areas and each panel included a consensus statement with
regard to the need for a classification.

5.1 | Classification of Genital Psoriasis

During the discussion sessions, the need for a distinct diagnosis
for genital psoriasis was discussed across all three groups,
including the substantial impact of the lack of a unique ICD‐
10‐CM code for genital psoriasis on calculating prevalence,
increasing awareness, documenting diagnosis, and accessing
site appropriate management options. A unique ICD‐10‐CM
code will greatly help with consistent recording, reporting, and
monitoring of genital psoriasis as well as clear documentation
of site‐specific outcomes. These data will help to evaluate
treatment outcomes in patients with genital psoriasis in clinical
trials and in clinics, leading to improved management and en-
hanced or increased access to therapies.

FIGURE 5 | Flow diagram of articles identified through PubMed search for review by the Consortium. *Search conducted September 2022. Some

articles appeared in more than one search. Of the 135 publications across the 3 searches, 78 were unique.
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Consensus statement: Genital psoriasis needs to be a distinct
diagnosis with a unique ICD‐10‐CM code.

5.2 | Physical Diagnosis and Patient
Conversations

5.2.1 | Consistent Incorporation of Customized
Comprehensive Skin Examinations

Given patient reluctance to bring up genital involvement of
psoriasis with clinicians, physical examinations play a vital role
in diagnosis. Consistently incorporating a comprehensive
physical examination protocol, based on American College of
Obstetricians and Gynecologists (ACOG) guidelines [20], with
the aid of a checklist (Figure 6) will help ensure a compre-
hensive evaluation of the genital area. Having a Current Pro-
cedural Terminology (CPT) code or a CPT code modifier
specific to comprehensive skin examination for patients with
psoriasis may facilitate the conduct of these examinations,
when needed.

TABLE 1 | Consensus recommendations from the Genital Psoriasis

Wellness Consortium for the diagnosis and management of genital

psoriasis.

Section 1: Physical diagnosis and patient conversations

Genital psoriasis needs to be a distinct diagnosis with a unique
ICD‐10‐CM code.

A customized comprehensive skin examination may help ensure
proper diagnosis and complete capture of all affected areas.

Biopsy, specifically for the evaluation of genital psoriasis, is
generally reserved for cases with inadequate response to
treatment.

It is important to normalize comprehensive skin examinations for
patients as early in the process as possible, as well as maximize
patient comfort during the examination.

Using a dialogue guide during the conversation phase of an
examination can help normalize genital psoriasis and make the
patient more comfortable with consenting to and undergoing a
comprehensive skin examination.

When treating pediatric patients, it is important to establish trust and
to gain permission for examination. Inclusion of the guardian in the
examination process can help achieve this.

Section 2: Impact on QoL/interpersonal relationships

Genital psoriasis affects relationships including intimate and non‐
intimate interpersonal relationships, as well as participation in
social, educational, and vocational activities across the lifespan.

Diagnosing genital psoriasis early is critical because the signs and
symptoms and psychological burden of genital psoriasis may
worsen over time.

Collect standardized information, such as that shown in Figure 7,
at registration, ideally within an EMR system.

We propose the following questions as a starting point to capture
the cumulative life impact of genital psoriasis in the clinic to
optimize individualized patient care (Figure 8):

• How much does your genital psoriasis affect your overall
quality of life?

• How much does your genital psoriasis affect each of the
following types of relationships:
○ Intimate relationships
○ Non‐intimate interpersonal relationship

• How much does your genital psoriasis impact your daily
decisions (i.e., participation in physical activities, choice of
clothing, attendance of social events)?

Existing validated assessment tools, such as the following, should
be consistently applied in clinical research in genital psoriasis
(Table 2): Static Physician's Global Assessment of Genitalia (sPGA‐
G), Dermatologic Intimacy Scale (DIS), Psychological General
Well‐Being (PGWB) Index, and Patient Health Questionnaire
(PHQ)‐9.

Section 3: Treatment optimization

Treatment options can be evaluated by their current level of
evidence for use in genital psoriasis:

• US FDA approval

• Efficacy/safety data from clinical trials

(Continues)

TABLE 1 | (Continued)

Section 3: Treatment optimization

• Recommended by specialty guidelines

Comprehensive shared decision making for genital wellness
(including preference for personalized treatment goals, route of
administration, impact on family planning, and acceptance of
potential safety profiles) is a foundational pillar in the treatment
selection process.

The goal for genital psoriasis treatment should be to obtain
improvement/resolution as soon as possible while optimizing
personalized care for genital wellness and limiting potential
adverse events.

Abbreviations: EMR, electronic medical records; ICD‐10‐CM, distinct
International Classification of Diseases, Tenth Revision, Clinical
Modification; QoL, quality of life; US FDA, United States Food and Drug
Administration.

FIGURE 6 | Checklist for assessment of psoriasis in the genital area

in A) women and B) men. * Palpate the area to look for lymphade-

nopathy. † Open the labia majora and look at the creases.
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Consensus statement: A customized comprehensive skin ex-
amination may help ensure proper diagnosis and complete
capture of all affected body sites.

5.2.2 | Need for Biopsy

In most cases, genital psoriasis is a clinical diagnosis and can be
accurately assessed and diagnosed with visual inspection during
a comprehensive skin examination. A confirmatory biopsy
(shave or punch) is not routinely required unless necessary to
differentiate between psoriasis and other genital cutaneous
findings, such as lichen sclerosus, atopic dermatitis, intertrigo,
or extramammary Paget's disease. A biopsy may also be indi-
cated in patients who are not adequately responding to current
treatment. Topical lidocaine or lido‐prilocaine can be applied
before anesthetic injection for pain management. Contact time
for the topical anesthetic varies based on agent selected and
body site being sampled. It is important to disclose to the
patient that the procedure and preparation (numbing) can be
more painful compared to other areas of the body due to
increased sensitivity of the genital skin. Genital specific post‐
biopsy care instructions should be given, highlighting cleanli-
ness and bandage placement in the affected area(s). It is
important to take an adequate sample (e.g., 3–4mm punch) to
avoid the need for repeat sampling.

Consensus statement: Biopsy, specifically for the evaluation
of genital psoriasis, is generally reserved for cases with
inadequate response to treatment or when the diagnosis is
in question.

5.2.3 | Setting Patient Expectations

Normalizing comprehensive skin examinations for patients
presenting with psoriasis is critical and should start at the
earliest points of contact. Clinicians and support staff can
inform the patient of the need for a comprehensive examination
of their skin during their visit and use standardized language
that will help normalize discussions about the genitals such as:
“Skin conditions/rashes often involve areas like the scalp and/
or genitalia. Therefore, we ask that you be prepared to show
those areas to the clinician if you are experiencing symptoms in
those areas,” and “Are there specific areas of concern you
would like me to note so your clinician is aware before your
appointment?” The frequency of genital skin examinations is
dependent on many factors, including patient consent and
disease involvement, but should be considered in at least three
scenarios: (1) new patients, (2) included as part of compre-
hensive annual examinations, and (3) follow‐up exams to
monitor response to treatment in patients with genital
involvement. It is important to maximize patient comfort dur-
ing physical examinations by ensuring adequate privacy in the
examination room and advising the patient they can bring a
companion for support if desired. Patients can be offered pre‐
moistened cleaning wipes to freshen up before the examination
and should be provided gowns and/or disposable underwear as
well as additional coverings (such as a blanket or sheet) for use
during the examination.

Consensus statement: It is important to normalize comprehen-
sive skin examinations including genital exam for patients as
early in the process as possible as well as maximize patient
comfort during the examination.

5.2.4 | Use of Dialogue Guides for Maximizing Patient
Comfort and for Reinforcing the Need for Comprehensive
Skin Examination

Educating patients on genital psoriasis and reassuring them
that psoriasis on the genitals is common can help patients
become more comfortable as well as help them understand the
need for a comprehensive skin examination. The education
provided during the dialogue both normalizes the condition and
validates the patient's experience, which builds the patient's
comfort and confidence in the clinician's ability to address the
patient's skin disease. Given patient sensitivity around dis-
cussing genital symptoms, using scaffolded conversations can
help facilitate this discussion (Figure 7). Communicating an
understanding that some parts of the discussion might be
uncomfortable, and that the intention is not to cause embar-
rassment, but rather to have direct conversations, will help
ensure appropriate care. It might take some patients multiple
visits before they are comfortable enough for a comprehensive
skin examination including the genitals.

Consensus statement: Using a dialogue guide at the start of an
examination can help normalize genital psoriasis and make the
patient more comfortable with consenting to and undergoing a
comprehensive skin examination.

5.2.5 | Considerations for Pediatric and Adolescent
Patients

Establishing trust with pediatric and adolescent patients and
their guardians is a key component of pediatric patient care.
After discussing the importance of the comprehensive skin
exam with the patient and guardian, joint decision making can
be used to determine whether the exam should be performed at
the initial visit or if this can be done at a later date to allow the
patient and guardian to be mentally prepared. Clinicians should
always ask both the patient and the parent/guardian for per-
mission before starting the examination. The use of chaperones
during physical examinations should be guided by the Ameri-
can Academy of Pediatrics guidelines as well as applicable state
laws [21, 22]. The guardian can be included in all aspects of the
examination process to maximize patient comfort and trust. In
older children/adolescents who would like privacy during the
exam, the parent or guardian can be asked to temporarily step
outside, and a staff member can be invited in to act as a
chaperone. Pediatric patients could be allowed to wear their
underwear underneath the examination gown. When it is time
to examine the genitals, pediatric patients can be given the
option to move their underwear to the side or pull down/
remove based on their comfort level (this strategy can be used
for uncomfortable adult patients as well). All skin examinations
should ideally take place on the examination table, with the
guardian/chaperone by the patient's side to provide comfort. If
using the examination table is not possible due to patient

6 of 13 JEADV Clinical Practice, 2025
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preferences, younger pediatric patients can also be allowed to
sit on the guardian's/chaperone's lap during the physical ex-
amination, with the guardian assisting in positioning the
patient as needed.

Consensus statement: When treating pediatric patients, it is
important to establish trust and to explicitly request permission
for examination from both the patient and the parent/guardian.
Inclusion of the guardian in the examination process can help
achieve this.

5.3 | Impact on QoL/Interpersonal Relationships

5.3.1 | Impact on Relationships

Genital psoriasis impacts sexual relationships and can cause
avoidance of intimacy [3]. It also has the potential to impact
non‐intimate interpersonal relationships, such as friendships,
community relationships, and professional acquaintances, ow-
ing to its management taking up patient time and energy.
Genital psoriasis can also impact engagement in physical
activities due to discomfort, choice of clothing, and attendance
at social events. All of these can isolate people affected by
genital psoriasis from fully participating in day‐to‐day activities
across their lifespans.

Consensus statement: Genital psoriasis affects relationships
including intimate and non‐intimate interpersonal relation-
ships, as well as participation in social, educational, and voca-
tional activities across the lifespan.

5.3.2 | Impact of Time to Diagnosis

Delay in diagnosis and misdiagnosis of genital psoriasis leads to
increased lack of confidence in the medical community and

expectation of negative experiences when seeking treatment.
An incorrect or no diagnosis can result in fear of sexually
transmitted diseases or worries about potentially fatal condi-
tions, which can cause substantial psychological burden
including anxiety and depression, feelings of isolation, and self‐
treatment with potentially inappropriate and even dangerous
therapies.

Consensus statement: Diagnosing genital psoriasis early is crit-
ical as the signs and symptoms and psychological burden of
genital psoriasis may worsen over time.

5.3.3 | Adequate and Accessible Documentation to
Optimize Care

To optimize the patient experience and ensure the best care,
it is important to collect information about signs and
symptoms of genital psoriasis including specific genital
locations affected, length of time the patient has been living
with the condition, and past diagnoses, treatments, and
outcomes. Collecting information in a standardized manner
makes patients feel less stigmatized and improves workflow
efficiency and outcomes while reducing variability in
patient care.

Consensus statement: Collect standardized information, such as
that shown in Figure 8, at registration, ideally within an elec-
tronic medical records (EMR) system.

5.3.4 | Assessment Tools for Use in Clinics

Although validated dermatology assessment tools exist, it is
critical to develop an assessment tool specific for genital pso-
riasis that is simple to complete (no more than 5 questions),
encompasses key points (impact on overall QoL, relationships,

FIGURE 7 | Use of dialogue guides, with visual aid supplements when appropriate, for maximizing patient comfort and for reinforcing the need

for comprehensive skin examinations.
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daily decisions/activities). A 5‐point scale could be applied to
assess the responses to the questions in the assessment tool.

Consensus statement: We propose the following questions as a
starting point to capture the cumulative life impact of genital
psoriasis in the clinic to optimize individualized patient care
(Figure 9):

• How much does your genital psoriasis affect your overall
quality of life?

• How much does your genital psoriasis affect each of the
following types of relationships:

○ Intimate relationships

○ Non‐intimate interpersonal relationship

• How much does your genital psoriasis impact your daily
decisions (i.e., participation in physical activities, choice of
clothing, attendance of social events)?

5.3.5 | Assessment Tools for Use in Clinical Trials/
Research

There are various dermatology assessment tools available;
however, none specific to genital psoriasis are well accepted.
This is largely due to limited use because of the paucity of
clinical trials focusing on genital psoriasis. Of the variety of
genital psoriasis assessment tools available, the four shown in
Table 2 should be used consistently in clinical trials to gain a
comprehensive understanding of the level of impact of genital
psoriasis on all aspects of a patient's life. Such assessment tools
can be successfully applied to genital psoriasis in the context of
research to assess improvements in genital symptoms, although
their application is limited for clinical use outside the research
setting due to their length and scope. Many are limited in focus
and do not fully assess the impact of genital psoriasis on QoL,
ability to form relationships, and participation in social, edu-
cational, and vocational activities across the lifespan or are too
lengthy to implement in clinical practice. These genital‐specific
measures should be used in conjunction with more general mea-
sures of QoL such as DLQI or EuroQol‐5 Dimension questionnaire.

Consensus statement: Existing validated assessment tools, such
as the following, should be consistently applied in clinical
research in genital psoriasis (Table 2): Static Physician's Global
Assessment of Genitalia (sPGA‐G) [23], Dermatologic Intimacy
Scale (DIS; preliminarily validated) [24], Psychological General
Well‐Being (PGWB) Index [25], and Patient Health Question-
naire (PHQ)‐9 [26].

FIGURE 8 | Standardized information to be documented at registration within an EMR system.

FIGURE 9 | Proposed questions to start the discussion with patients

about the cumulative life impact of genital psoriasis.
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5.4 | Treatment Decisions

5.4.1 | Evidence for Current Treatments

Currently, robust clinical evidence on effective treatments for
genital psoriasis is sparse. As genital psoriasis has not been
commonly treated as a distinct condition within clinical trials or
commercial claims databases, there is lack of evidence on
treatments specific to psoriasis in the genital area, further
highlighting the unmet need. Although systemic therapies are
approved for the treatment of moderate‐to‐severe plaque pso-
riasis, topical therapies are more commonly used for the treat-
ment of mild‐to‐moderate genital psoriasis owing to potential
side effects associated with long‐term treatment [27, 28].
Additionally, the utility of many systemic treatments for genital
psoriasis has not been well established [29], but consideration of
systemic therapy should include involvement of the genital
area, especially when approved topical therapy options are
limited.

Given the absence of specific evidence, there is an overall lack
of consensus around the optimal treatment of genital psoriasis.
There are no guideline recommendations specific to the treat-
ment of genital psoriasis within or outside dermatology
(including from associated specialties such as the American
Academy of Pediatrics [AAP], ACOG, or American Urological
Association [AUA]) that can help clinicians avoid treatments
that may be ineffective and/or even harmful [4–9, 27, 28,
30–34]. In the absence of treatment guidelines, clinicians can
choose treatments based on expert experience and/or published
safety information.

Low‐to‐mid potency topical corticosteroids are commonly used
as the first‐line approach for the treatment of genital psoriasis
[29, 35–37]. Although their use is not specifically recommended
for genital psoriasis in adults, low‐potency topical cortico-
steroids are recommended as initial therapy for patients with
intertriginous psoriasis by the American Academy of
Dermatology‐National Psoriasis Foundation (AAD‐NPF)
guidelines [27]. Despite the widespread use of topical cortico-
steroids, there is a lack of robust clinical data to support their
use or to identify evidence‐based treatment algorithms for pa-
tients with genital psoriasis. Owing to the quick relief that
topical corticosteroids provide, there is a role for their use in the
treatment of genital psoriasis; however, given the thin and in-
tertriginous nature of the skin in the genital region, increased
penetration of topical medications can result in increased side
effects, systemic and local [38]. Given that topical cortico-
steroids are associated with skin atrophy, nonsteroidal options

are preferred for the genitals, especially for long‐term mainte-
nance treatment.

Topical calcineurin inhibitors, typically in combination with
topical corticosteroids, are commonly used as maintenance
therapy after initial topical corticosteroid treatment. A few
small clinical trials have reported efficacy and safety data with
tacrolimus in the treatment of genital psoriasis in adults
[39–41]. Although studies have reported utility of pimecrolimus
in intertriginous and inverse psoriasis, there are no studies that
specifically looked at their use in genital psoriasis in the adult
[42] or pediatric populations. The AAD‐NPF guidelines rec-
ommend topical calcineurin inhibitors for the treatment of
inverse psoriasis in adults [27], and for the treatment of genital
psoriasis in pediatric patients [43]. However, the level of evi-
dence supporting their use in genital psoriasis is low and not
from randomized clinical trials.

Although no topical treatments have been approved specifically
for the treatment of genital psoriasis, roflumilast, a topical
phosphodiesterase 4 inhibitor, is the only topical agent that is
approved with an indication for intertriginous psoriasis [44].
The approval was based on results from the phase III
DERMIS‐1 and DERMIS‐2 trials, in which specific assessments
of intertriginous areas were conducted and approximately 15%
of patients reported genital area involvement [45]. Roflumilast
is not recommended by any current guidelines for use in genital
psoriasis; however, all current guidelines predate its approval
for treatment of plaque psoriasis, including intertriginous areas.

With regard to systemic treatments, ixekizumab, a systemic
monoclonal antibody that targets IL‐17A approved for treating
patients with moderate‐to‐severe plaque psoriasis [46], is cur-
rently the only biologic therapy with published data from a
controlled trial specific to the treatment of genital psoriasis. In a
phase IIIb trial of 149 patients with moderate‐to‐severe genital
psoriasis, significantly more patients achieved a score of 0 or 1
(clear or minimal) on the static Physician's Global Assessment
of Genitalia with ixekizumab (73%) than with placebo (8%;
p< 0.001) [47]. Ixekizumab treatment also demonstrated
improvement in the GenPs Sexual Frequency Questionnaire,
which indicates the effect of symptoms of genital psoriasis on
the frequency of sexual activity [47]. Emerging real‐world data
may provide support for use of additional biologic therapies to
treat genital psoriasis [48–50].

The oral phosphodiesterase inhibitor apremilast is approved for
patients with plaque psoriasis who are candidates for photo-
therapy or systemic therapy [51]. A recent phase IV trial was

TABLE 2 | Existing validated assessment tools for use in clinical trials on genital psoriasis.

Validated assessment tool Description

Static Physician's Global Assessment of
Genitalia (sPGA‐G) [23]

A 6‐point numerical scale ranging from 0 (clear) to 5 (very severe) for
physicians to use to assess genital psoriasis severity

Dermatologic Intimacy Scale (DIS) [24] 18‐question measure of the impact of skin disease on intimacy

Psychological General Well‐Being (PGWB)
Index [25]

22‐question (6 domains) measure of the level of subjective psychological
well‐being

Patient Health Questionnaire (PHQ)‐9 [26] 9‐item measure to diagnosis and monitor severity of depression
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conducted in patients with psoriasis of limited skin involvement
manifesting in special areas, including genital areas [52].
Treatment with apremilast 30 mg twice‐daily for 16 weeks
reduced (improved) DLQI scores, body surface area involved,
and Psoriasis Area and Severity Index scores overall [52].
Although about 15% of patients enrolled had psoriasis involving
the genital areas, results for each of the special areas examined
were not reported [52].

Consensus statement: Treatment options can be evaluated for
use in genital psoriasis by their current level of evidence based
on United States Food and Drug Administration approval,
efficacy/safety data from clinical trials, and recommendation by
specialty guidelines.

5.4.2 | Importance of Shared Decision Making

Understanding patient goals and preferences for genital well-
ness is a critical step in treatment selection. Patient education
can include discussion of risks and benefits of topical cortico-
steroid use on genitals and intertriginous areas and the role of
steroid‐free intervention for the long‐term management of
genital psoriasis. Treatment goals with regard to visible clear-
ance and control, pain mitigation, impact on intimacy and
activity, and itch reduction should be discussed to elucidate
patient priorities fully. Special considerations for the genital
area include preference for route of administration, impact on
family planning, and acceptance of potential safety and tolera-
bility profiles of products. Patient voice should always be con-
sidered when selecting treatments. Shared decision making also
empowers patients to take personal accountability for their
individual treatment goals and plan and can improve treatment
adherence. Once treatment goals have been established, pa-
tients should be informed about the anticipated timeframe for
improvement as well as the potential limitations of treatment.

Consensus statement: Comprehensive shared decision making
for genital wellness (including preference for personalized
treatment goals, route of administration, impact on family
planning, and acceptance of potential safety profiles) is a
foundational pillar in the treatment selection process for genital
and perigenital psoriasis.

5.4.3 | Treatment Selection

Treatment of genital and perigenital psoriasis should be evi-
dence based whenever possible; however, the current body of
evidence is unfortunately sparse. It is important to use emerging
clinical trial data to inform treatment options including forth-
coming data on the treatment of genital psoriasis with til-
drakizumab [53, 54], guselkumab [55], risankizumab [56],
deucravacitinib [57], JNJ‐77242113 [58], and phase IV data on
treatment of intertriginous psoriasis with tapinarof [59]. Psori-
asis is a lifelong disease for many, thus the long‐term effect of
selected treatments is an important consideration. Balancing
short‐term steroid treatment for acute symptom control with
long‐term steroid alternatives can help achieve optimal genital
wellness, with an emphasis on minimizing flares and side

effects while normalizing life for patients with genital psoriasis,
and is paramount in treatment selection.

Consensus statement: The goal for genital psoriasis treatment
should be to obtain improvement/resolution as soon as possible
while optimizing personalized care for genital wellness and
limiting potential adverse events.

6 | Conclusions

Given the unmet needs in the diagnosis and management of
genital psoriasis, we convened to generate consensus statements
for three key areas: (1) physical diagnosis and patient conver-
sations, (2) impact on QoL/interpersonal relationships, and (3)
treatment decisions. Classification of genital psoriasis as a dis-
tinct disease with a unique ICD‐10‐CM code is a necessary step
to identify true prevalence, collect epidemiological data, con-
duct focused randomized controlled trials, and strengthen the
body of evidence regarding treatment outcomes as well as en-
sure optimal outcomes, such as adequate insurance coverage
and the development of guidelines for genital psoriasis across
the lifespan.

Patient relationships and QoL are affected by genital psoriasis
and delays in diagnosis can worsen patient outcomes. Although
much work remains to be done, the early identification and
treatment of genital psoriasis is a critical first step to improving
outcomes. Having a CPT code or a CPT code modifier specifi-
cally assigned to comprehensive skin examination, including
genital exam, for psoriasis will facilitate early diagnosis. En-
suring that patients with psoriasis are fully aware of the
potential for genital involvement and are comfortable with
discussing symptoms will help with timely diagnosis. Processes
should be tailored for pediatric and adolescent patients to en-
sure that information is provided at an age‐appropriate level
and to establish trust in their medical care. The early
recognition of symptoms is important to establish patient trust
and comfort level in discussing and adhering to treatment
regimens. Patients should be involved in all shared decision
making with regard to treatment. Clinicians must recognize the
unique needs associated with treating the genital area and
understand the unique role of treatment options including
topical corticosteroids and nonsteroidal options as well as sys-
temic/biologic therapies. Although beyond the scope of the
current endeavor, there is a need for assessment tools and
treatment algorithms that can be referred to by all specialties,
particularly for assessing impact on QoL and treatment
decisions.

These consensus statements are meant as a practical
resource, based on current evidence and clinical experience,
to support clinicians in ensuring that symptoms of genital
psoriasis are not overlooked. We hope to continue to add to
these statements with additional publications providing
guidance on effective tools for use in the diagnosis of genital
psoriasis, and considerations and treatment options for
specific patient populations including data from additional
ongoing studies in genital psoriasis as clinical data become
available.
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