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ABSTRACT

Psoriasis presenting with anogenital lesions is an important medical and social problem that is not sufficiently covered in the
literature.

The genitals and perianal area are involved in severe plague and inverse psoriasis. Occasionally, the disease can be localized
only in the anogenital zone. Diagnosis of psoriasis with localization on the genitals and/or perianal area is difficult, which is
associated with the anatomical and physiological characteristics of the affected area. The manifestations of psoriasis become
exudative, infiltration of papules and plaques is expressed little, the borders of rashes lose clarity, peeling on the skin is
expressed weakly, in the depth of the folds due to maceration and friction is absent. Subjectively significant localization of the
process, its prolonged course, pruritus lead to significant violations of the quality of life of patients and serve as prerequisites
for the formation of anxiety-depressive disorders and sexual dysfunction

Diagnosis and treatment of anogenital psoriasis presents significant challenges. Clinical guidelines tend to emphasize external
therapy with topical corticosteroids and calcineurin inhibitors; in recent years, the efficacy of genetically engineered biological
agents, including interleukin-17 inhibitors and phosphodiesterase-4 inhibitors, has been considered.

The presented review systematizes information about anogenital psoriasis, peculiarities of its epidemiology, clinical picture,
diagnosis and approaches to therapy.
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KNUHMYECKas KapTUHa U NPUHLMNBI Tepanuu
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AHHOTALMSA

Mcopuas, NpoTEKatLLMIA C NOPaXKEHWMEM aHOreHUTaNbHOW 061acTy, NMPeACTaBsSeT COO0M BaXHY0 MeAMKO-COLMabHY Npo-
bnemy, KoTopas He0CTAaTOYHO OCBELLEHa B MTepaType.

l'eHUTanum 1 nepuaHanbHas 061acTb BOBMIEKAIOTCA B MPOLIECC NPY TAXENOM TeUYEHUM AepMaTo3a 1 Npu MHBEPCHOM Ncopuase.
N3pepka 3aboneBaHne MoxeT ObiTb SI0KAaNM30BaHO TOMbKO B aHOTEHWUTaNbHOM 0bnacTu. [luarHocTika ncopumasa ¢ M30ImMpo-
BaHHOW WM NPEUMYLLIECTBEHHOW JIOKanM3aumMen Ha reHuTanuax U/Wim B nepuaHanbHoi 0bnactv 3aTpyAHeHa, YTo CBA3aHO
C aHaToMOo-(M3MONOrMYECKUMU XapaKTePUCTUKaMKU MopaXKEHHoI obnactu. lposeneHus ncopuasa npuobpeTaroT 3Kccyna-
TUBHbIW XapakTep, MHOUNBTPaUMs nanyn v BAsLLEK BbipaXeHa Mano, rpaHuLbl BbIChINaHWI TEPAIOT YETKOCTb; LUENYLIEHWEe
Ha KOXXe BblpaeHo cnabo, a B rybuHe CKnagku BCieacTBMe MaLepaummn U TpeHns — otcyTcTByeT. CybbeKTUBHO 3HauMMasn
IOKanW3aums npoLecca, ero ANUTeNIbHOE TeyeHue, 3y, NPUBOAAT K CYLLECTBEHHBIM HAPYLLEHWAM KauecTBa XM3HU NaLMEeHTOoB
W CRyXaT NpeAnocbiIKoN A1 (OPMUMPOBaHMS TPEBOXHO-AENPECCUBHBIX PACCTPOMCTB U CEKCYaNbHON AUCHYHKLMM.
[lnarHocTuka u neyeHne ncopuasa aHoreHUTanbHOM 06nacTv NpeLCTaBNseT CyLeCcTBEHHbIE TPYAHOCTU. B KnnHUYeckux pe-
KOMEHJAUMAX aKLEHT, KaK NpaBuno, LenaeTcs Ha HapyXHyo Tepanuio TOMMYECKUMU KOPTUKOCTEPOMULAMMU U UHTMOUTOpaMK
KanbUMHEBPMHA; B MOCNEAHME rofbl paccMaTpuBaeTcs 3h(EKTUBHOCTb MEHHO-UHIKEHEPHBIX B1OMIOrMYeckux npenapartos,
B TOM YMC/Ie MHIUBUTOPOB UHTEpPSIEMKMHA-17, @ TaKKe MHrMbuTopoB dochoanacTepasbl-4.

B npencraeneHHoM 0630pe cucTeMaTM3npoBaHbl CBEAEHUS O NCOPUa3e aHoreHUTabHol 0bnacTu, ocobeHHOCTSAX ero anuae-
MWOJIOTUW, KIIMHWYECKOW KapTWHBI U IUarHOCTUKM, a TakKe NMOAX0AAX K Tepanuu.

KnioueBble cnoBa: ncopuas; aHoreHuTasabHasd 006nacTb; KNUHUYECKas KapTWHa; AMarHoCTuUKa; TonuyecKaa Tepanus; Cu-
CTeMHaA TepanuA.
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ABSTRACT

Psoriasis is a systemic immune-associated disease of
multifactorial origin, affecting between 0.51% and 11.43%
of the population and ranking among the most prevalent
skin diseases [1, 2]. Psoriasis may occur in different age
groups and is associated with several comorbidities,
including depression, psoriatic arthritis, and cardiometabolic
syndrome [2].

The most prevalent form of the disease is chronic
plaque psoriasis or psoriasis vulgaris [3], which develops
in individuals with a genetic predisposition, primarily in
carriers of the HLA-C*06:02 allele, under the influence of
environmental factors, including streptococcal infection,
stress, smoking, obesity, and alcohol consumption. The rash
manifests on the scalp, sacral skin, and extensor surfaces
of the extremities. In approximately 20% of cases, the nail
plates are affected.

The anogenital area is typically involved in cases of severe
dermatosis and inverse psoriasis. According to Meeuwis
et al. [4], up to 60% of patients with widespread psoriasis
vulgaris have had a genital rash at least once in their lives.
Similarly, Wang et al. [5] reported that the frequency of
anogenital lesions in patients with the inverse form of the
disease reaches 75%.

The diagnosis of genital and/or perianal psoriasis is
challenging [6]. This complexity arises from the unique
clinical pattern of the dermatosis, which is influenced by the
anatomical and physiological characteristics of the affected
region. They include varying degrees of keratinization of
the epithelium, adequate vascularization, occlusion and
maceration by sebum, sweat, and vaginal secretions, as
well as connection with the excretory system, the high skin
pH, resulting from the breakdown of uric acid by bacterial
ureases to form ammonia, as well as friction and pressure
[7]. The manifestations of anogenital psoriasis exhibit
exudative characteristics, with a paucity of papules and
plaques, indistinct boundaries of the rash, and minimal skin
exfoliation. In the deeper folds, exfoliation is absent due to
maceration and friction [8]. Subjectively, patients experience
pruritus of varying intensity.

The treatment of anogenital psoriasis presents significant
challenges. Clinical guidelines typically emphasize topical
therapy with topical corticosteroids and calcineurin
inhibitors. In recent years, the efficacy of genetically
engineered hiological agents, including interleukin (IL)-17
inhibitors and phosphodiesterase-4 inhibitors, has been
considered [9].

Subjectively, significant localization of the process, its
prolonged course, pruritus, and resistance to treatment lead
to significant disturbances in the patients’ quality of life and
serve as a prerequisite for anxiety-depressive disorders and
sexual dysfunction [10].

Therefore, anogenital psoriasis is an important medical
and social problem that is not adequately addressed in the
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literature. The aim of this review was to systematize the
knowledge about anogenital psoriasis, its epidemiology,
clinical pattern, diagnosis, and therapeutic approaches.

EPIDEMIOLOGY OF ANOGENITAL
PSORIASIS

Precise data concerning anogenital lesions in psoriasis
are lacking. This may be because the genital and perianal
areas are often not examined by specialists in patients
with widespread rashes, and patients may not report skin
lesions in such intimate areas [11]. In general, anogenital
lesions may be diagnosed in 29%-40% of patients with
psoriasis vulgaris [12]. According to Mahajan et al. [13],
no correlation has been identified between the severity of
skin lesions (Psoriasis Area Severity Index [PASI] score,
p = 0.86), body mass index (p = 0.62), and clinical patterns
of widespread psoriasis (p = 0.13). This suggests that
genitalia may be affected in patients with a limited skin
process. The risk factors for genital lesions in psoriasis
are male sex (odds ratio [OR]: 21; 95% confidence interval
[Cl]: 15-30), age over 60 years (OR: 36; 95% ClI: 17-77),
inverse psoriasis (OR: 44; 95% Cl: 22-89), scalp psoriasis
(RR: 19; 95% Cl: 13-26), nail psoriasis (RR: 19; 95% Cl:
13-28), external auditory canal psoriasis (RR: 18; 95% ClI:
11-28), and severe psoriasis (RR: 20; 95% Cl: 14-30) [11].
In 4% of patients, genital and/or anal lesions may be the
first symptom of the disease [13, 14].

Isolated lesions of the anogenital area are rarely
observed, with prevalence rates of no more than 2%-
5% among patients, with a slight predominance of men
[15, 16]. Some authors hypothesize that the perception
of more frequent genital lesions in men may be due to
two factors. First, men may be more likely to consult
specialists because of the possibility of observing their
own genital lesions. Second, the formation of a rash
similar to Koebner phenomenon may occur due to
traumatization of the penile skin as a result of sexual
activity [13]. According to Marcos-Pinto [17] et al.,
psoriasis is responsible for approximately 11% of all
cases of non-venereal balanitis. Furthermore, psoriatic
lesions of the glans penis occupy the third place in the
structure of dermatoses, following plasma cell balanitis
and lichen sclerosus et atrophicus.

The prevalence of genital and anal lesions in psoriasis
among women is not well documented. Women comprise
up to 17% of all cases of vulvar pruritus (excluding cases of
diaper dermatitis) among girls [18] and 5% among adults [19].
Psoriasis is thought to be the third most common etiology
of anogenital dermatoses in girls, after lichen sclerosus et
atrophicus and allergic dermatitis [18]. Notably, unlike atopic
dermatitis, psoriasis has the potential to manifest under
diapers in early childhood due to irritation from urine, feces,
and heat [18, 20].
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CLINICAL PATTERN OF ANOGENITAL
PSORIASIS

The clinical manifestations of anogenital psoriasis
generally do not differ from those in other localizations.
However, different morphophysiological features of the
affected area lead to changes in the clinical pattern of the
dermatosis [7]. Genital rashes are less well demarcated,
poorly infiltrated but more vividly hyperemic, often with an
exudative component [8] (Fig. 1, images 7-15). Exfoliation is
typically minimal and may be undetectable within the folds.

The preferred localization of the process in men is the
glans penis and penile shaft, with less frequent involvement
of the scrotum and inguinofemoral folds. In women, the
process is most commonly localized on the labia majora, with
occasional involvement of the labia minora. In many cases,
the process involves the skin of both labia symmetrically;
however, it may also be unilateral [21]. According to our
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unpublished data, when assessing the sexual features of
the localization of the anogenital process, the perineum and
perianal area are found to be significantly more frequently
affected in women. In combination with the lesion of the labia
majora, this results in the formation of rashes resembling the
number eight. Conversely, such involvement of the anogenital
area is atypical of men. The aforementioned features of
skin lesions in psoriasis in women are similar to those in
lichen sclerosus et atrophicus and may be due to anatomical
differences between men and women [7].

Anogenital psoriasis is characterized by isomorphic
Koebner reaction and complication of the process by
irritant dermatitis associated with urinary incontinence in
genitourinary menopausal syndrome, use of daily pads,
lubricants, and synthetic underwear, including irrational
therapy or excessive hygiene [22] (Fig. 1, images 7-11).
The use of topical corticosteroids, especially in patients
with excessive body weight, insulin resistance, or
diabetes mellitus, may cause vulvovaginal candidiasis or

¢]

Fig. 1. Clinical manifestations of psoriasis of the anogenital area: psoriatic balanitis (7); vivid rashes with weakly expressed desquamation
involving the skin of the trunk, pubis and scrotum (2), perineum (3), perianal area (4); clinical and dermatoscopic picture of psoriatic
balanitis with evenly distributed pitting vessels (5, 6); symmetrical and predominantly unilateral lesion of the labia majora (7, 8); process
with irritation dermatitis on the background of menopausal genitourinary syndrome with urinary incontinence (9) and involvement of the
labia majora, labia minora, perineum and perianal area with Kebner's phenomenon on the background of using daily pads (70, 77); pustular
psoriasis on the background of long-term uncontrolled use of topical corticosteroids: clinical (72, 13), dermatoscopic (74) and histological
(15) picture with formation of massive crusts on the surface of papules, acanthosis of irregular character, exocytosis of neutrophilic
granulocytes into the epithelium and formation of large Munro microabscesses.
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Fig. 1. The End.

balanoposthitis, changes in the clinical pattern of psoriasis, may proceed without significant subjective symptoms. While
and fissure formation. In some cases, pustular psoriasis may  the intensity of pruritus is often reported as moderate or low,
develop (Fig. 1, images 12-15). the presence of this symptom, especially over a long period

The predominant subjective symptom associated with  of time, has been associated with depressive disorders in
anogenital lesions is pruritus, which is variable in intensity ~ both sexes [19]. Notably, more than 50% of women with
[9]. In genital lesions, pruritus is more common in women  vulvar discomfort in psoriasis do not consult a dermatologist.
(65% vs. 45% in men) [8, 19, 23], whereas in men the process ~ Pruritus may be intolerable when the perianal area is
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involved [24]. In addition, pain, burning, and scratching may
occur when the anogenital process is complicated by candida
or streptococcal flora [25] and fissures. In some cases, these
symptoms are associated with rashes in patients without
infectious complications [21, 23].

These characteristics of anogenital lesions are the reason
for poor recognition of psoriasis, especially when patients
are referred to other specialists [26]. For example, Kapila
et al. [6] analyzed data of 114 patients with vulvar psoriasis
and found that only 12.3% of patients were referred to
a dermatologist with a presumptive diagnosis of psoriasis.
The remaining patients were followed and treated with other
diagnoses. The situation was further exacerbated by the fact
that patients used topical corticosteroids for the treatment
of rashes on their own or on the recommendation of various
specialists. This was accompanied by a pathomorphosis
of the clinical manifestations of the dermatosis [7]. In fact,
approximately 50% of patients receive topical corticosteroids
and/or antifungals for anogenital lesions without an
established clinical diagnosis [6].

In many cases, skin rashes on the trunk or extremities
may be a crucial element in the diagnostics in patients
exhibiting genital and perianal lesions. However, there is
limited data concerning the prevalence of skin, nail plate,
and joint involvement in these patients. According to Mahajan
et al. [26], among men diagnosed with psoriatic balanitis,
concurrent lesions of folds were identified in 22% of patients,
while nail plates and joints were affected in 30% and 25% of
patients, respectively.

ANOGENITAL PSORIASIS:
DISEASE BURDEN

Anogenital psoriasis is a significant medical and social
problem. Subjectively, the disease is characterized by its
localization, the duration, and the presence of pruritus and
discomfort of varying degrees of severity. These factors
result in impaired quality of life in patients and serve as
a prerequisite for anxiety and depressive disorders [10, 27].

Reduced quality of life is characteristic of anogenital
psoriasis in all age groups, with the greatest impairment
reported in younger patients [10]. Psoriatic lesions make
them more vulnerable, especially when transitioning to
independent living or finding a job. Additionally, these
patients are more likely to be dissatisfied with treatment,
have difficulties in discussing treatment with healthcare
professionals, and have poor compliance.

The quality of life of patients with anogenital psoriasis
is affected in several areas, including sexual function [28].
These patients frequently report feelings of guilt and low
self-esteem, and they are less likely to engage in long-term
relationships [10, 26]. In 36% of cases, they avoid sexual
intercourse due to both unpleasant subjective sensations
(e.g., pain during or after intercourse) and the high stigma
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and fear of rejection by the partner [10]. These patients have
a lower perception of their own nakedness and are less likely
to engage in dating activities when compared with patients
whose psoriasis affects other body parts [29].

COMORBIDITIES IN ANOGENITAL
PSORIASIS

Psoriasis is known to be associated with various
comorbidities, including arthritis, metabolic disorders,
depression, and others [2, 7]. Predicting comorbidities
and disease progression enables personalized patient
care. According to Wilson et al. [30], anogenital psoriasis,
specifically psoriasis accompanied by perianal involvement,
has been identified as a predictor of psoriatic arthritis
(OR: 2.35, 95% Cl: 1.32-4.19), with this risk increasing in
proportion to the duration of the underlying disease. However,
not all researchers agree. For example, Patrizi et al. [31]
suggest that involvement of the gluteal region and perianal
fold, as opposed to nail plate lesions, does not correlate with
psoriatic arthritis.

In recent years, there has been an increased focus on
the study of sexual dysfunction in patients with dermatoses.
For example, research has indicated that men with psoriasis,
irrespective of its localization, demonstrate an elevated
prevalence of erectile dysfunction [32, 33]. The probability
of erectile dysfunction is positively associated with the
duration of the disease, dyslipidemia, hypertension, diabetes,
obesity, metabolic syndrome, depression, and a sedentary
lifestyle. However, psoriasis itself is an independent risk
factor for erectile dysfunction [34]. Anogenital psoriasis has
a significant impact on patients’ sexual activity. In turn, sexual
contact has been shown to exacerbate the skin process in at
least one-third of patients, thereby worsening existing sexual
dysfunction [35].

Some authors claim that psoriatic genital lesions do
not inherently affect sexual function in women. However,
they argue that these lesions are often accompanied by
significant sexual distress, characterized by dyspareunia and,
in some cases, more profound sexual dysfunction, including
anorgasmia [36].

DIAGNOSTIC PRINCIPLES

The diagnosis of anogenital psoriasis is challenging, and
recognition of the dermatosis may be delayed in isolated
genital or perianal lesions [6]. Skin rashes, even if limited
in area, may facilitate the timely diagnosis of genital and/
or perianal psoriasis, which requires a comprehensive
examination of the entire skin, including the dermal
appendages, in patients presenting with anogenital rashes
[71. In some cases, histologic examination is used [6].
The histological pattern of anogenital psoriasis is not always
indicative of the disease on smooth skin, with the formation
of typical interpapillary acanthosis [6]. In such cases,
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histological examination is imperative to exclude genital
squamous cell neoplasms of a high degree of malignancy,
which may sometimes mimic dermatoses, particularly
psoriasis. Furthermore, it is essential for the differential
diagnosis of other dermatoses of the anogenital region, such
as localized neurodermatitis [7, 37].

Dermatoscopy is used as an additional diagnostic
tool [38]. The most characteristic dermatoscopic signs of
psoriasis, irrespective of localization and genitalia, are
vascular symptoms [39]. These signs most often manifest
as round or punctate vessels, which exhibit a diffuse and
uniform arrangement within the examined rashes [38].
The morphological basis of this phenomenon is the dilatation
of vessels within the elongated papillae of the dermis.

ASSESSMENT OF THE SEVERITY
OF ANOGENITAL PSORIASIS

Scales are actively being developed to assess the severity
of anogenital psoriasis. One of these, the Static Physician's
Global Assessment of Genitalia (sPGA-G), is a six-point
numerical scale for assessing erythema, infiltration, and
exfoliation in the anogenital area [40]. Symptoms are
assessed on the clitoral hood, labia majora, labia minora,
and perineum in females and on the penis, scrotum, and
perineum in males, excluding rashes on the pubic skin,
inguinal folds, perianal area, and gluteal fold.

The Genital Psoriasis Symptoms Scale (GPSS) is a tool
designed to assess the symptoms of psoriasis from the
patient’s perspective [41]. This scale is frequently used in
conjunction with the GenPs-SFQ (Genital Psoriasis Sexual
Frequency Questionnaire), which is designed to evaluate
sexual limitations associated with anogenital psoriasis [42].

THERAPEUTIC PRINCIPLES

The therapeutic principles for anogenital psoriasis
remain underdeveloped, with recent systematic reviews
addressing treatment methods for both anogenital psoriasis
[43] and inverse psoriasis [44]. Conventional treatment for
this condition involves topical corticosteroids, calcineurin
inhibitors, and calcipotriol preparations. Recently, the
efficacy of phosphodiesterase-4 inhibitors and genetically
engineered biological agents, including IL-17 inhibitors, has
been discussed [9].

Topical corticosteroids are considered first-line
treatment for genital and inverse psoriasis (B and C grades
of recommendations, respectively) [45]. For example, the
use of 0.005% fluticasone propionate, a medium-potency
corticosteroid, twice daily for two weeks is associated with
at least a 50% improvement in the rash of intertriginous
psoriasis [46]. The achieved therapeutic effect was maintained
with further use of the product in an intermittent regimen,
administered once a day, two days a week. In general, the

Tom 27 N 5, 2024

DOl https://doi.org/10.17816/dv635206

Poccuickmit KypHan
KOMHBIX 1 BEHEPMYECKMX DONe3Hen

authors recommend low or medium-potency corticosteroids
for anogenital psoriasis [9, 47]. However, in cases of
treatment resistance, the use of high-potency medications
is permissible.

In a double-blind, randomized, controlled study, the
use of 0.1% betamethasone valerate once daily for 28 days
was associated with a greater reduction in psoriasis area
and severity scores (modified PASI) compared with 0.005%
calcipotriol and 1% pimecrolimus (86.4% vs. 62.4% and
39.7%, respectively) [48].

Given the thin skin and numerous pilosebaceous follicles
in the genital area, it is recommended that corticosteroids be
used for not more than four weeks [9] and the treatment be
continued with other medications, such as topical calcineurin
inhibitors or calcipotriol preparations, to prevent adverse
effects such as atrophy, telangiectasias, and striae.

Atopic dermatitis is the indication for the prescription of
topical calcineurin inhibitors (tacrolimus and pimecrolimus).
However, these medications also play an important role
in the treatment of psoriasis in specific anatomical areas
(anogenital and facial regions) and inverse psoriasis (grade
B recommendation) [9, 49, 50]. The efficacy of these agents
in anogenital psoriasis has been confirmed by several studies
and systematic reviews [50]. Thus, the use of tacrolimus (0.1%
ointment twice daily) in inverse psoriasis allows achieving
a clinically significant effect after eight days of treatment.
Additionally, a substantial improvement has been observed
according to the Physician Global Assessment (PGA) after
eight weeks of therapy [51]. Additionally, the drug has been
shown to have a significant effect after four weeks of use
in patients with psoriatic balanitis and lesions of the penile
shaft and scrotum [52]. The use of pimecrolimus (1% cream
twice daily) resulted in a significant improvement of the skin
process in 71% of patients after eight weeks of therapy [53]
(Fig. 2). Once disease control is achieved, topical calcineurin
inhibitors are recommended for use as proactive therapy in
an intermittent regimen (once a week) [49].

Importantly, the effects of this group of medications are
associated with the suppression of T-lymphocyte activity and
the secretion of cytokines, including IL-2 and IFN-y [55]. These
medications demonstrate no effect on collagen synthesis,
and there is no risk of skin atrophy [54]. Mild pruritus and
burning are reported as adverse events. Topical calcineurin
inhibitors are generally considered to be an effective and safe
treatment for anogenital psoriasis. They may be used alone,
sequentially, or in combination with topical corticosteroids
and as supporting therapy [50].

Calcipotriol preparations are regarded as a long-term
therapy for anogenital psoriasis and inverse psoriasis
(grade C recommendation). Their long-term use, including
in proactive therapy, is possible. However, the risk of
adverse events associated with calcipotriol is slightly higher
than that associated with topical calcineurin inhibitors [56].
Consequently, calcipotriol is often used as part of combination
products, such as fixed combinations with betamethasone
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Fig. 2. Isolated psoriatic lesion of the perianal region. Features of clinical picture with a bright slightly infiltrated plaque (a) and dynamics
of the process against the background of consecutive application of topical corticosteroids of medium potency for 3 weeks (b), calcineurin

inhibitors for 4 weeks daily (c) and further in an intermittent mode (d).

dipropionate [57]. This combination allows for the synergy
of the effects of the active ingredients and ensures a higher
efficacy of the therapy with a reduced risk of adverse events
[58, 591 (Fig. 3).

Data from clinical studies suggest that
phosphodiesterase-4 inhibitors may be a safe and effective
alternative to topical corticosteroids and calcineurin inhibitors
for the treatment of mild to moderate atopic dermatitis and
psoriasis (grade C recommendation) [60, 61]. The effects of
crisaborole are mediated by increasing intracellular levels
of cyclic adenosine monophosphate and suppressing the
secretion of proinflammatory cytokines, including tumor
necrosis factor alpha (TNF-a), IFN-y, IL-1B, IL-2, IL-5, and
IL-6 [62]. A randomized, double-blind, placebo-controlled
study showed that treatment with 2% crisaborole ointment
(applied twice daily) for four weeks in patients with psoriasis
of specific anatomic areas, including the anogenital area,
resulted in a 66% improvement (compared with 9% in the
placebo group) [63]. The positive changes were sustained
during the subsequent four weeks of treatment, with 81%
of patients demonstrating significant improvement and

DOl https://doi.org/10.17816/dv635206

71% experiencing rash resolution. No adverse events
were reported during treatment. The efficacy and safety of
crisaborole treatment were further substantiated in another
clinical study [64].

When prescribing systemic agents such as methotrexate,
cyclosporine, and genetically engineered biological agents for
the treatment of patients with limited inverse psoriasis or
anogenital psoriasis, the risk-benefit ratio of such therapy
should be evaluated [43]. Traditionally, the so-called rule of
ten (psoriasis-affected body surface area [BSA] =10%, PASI
=10, or dermatologic quality of life index [DLQI] 10 [65] or
a combination of PASI and DLQI ranges [66]) has been used
to determine the prescription of systemic medications and
to assess the disease severity. The 2019 Delphi consensus
discussed approaches to assessing psoriasis severity,
with three criteria proposed as indications for prescribing
systemic therapy, each with independent significance. These
criteria include BSA >10%, lesions of specific anatomical
areas (scalp, genitalia, palms, soles, or nails, as well as
visible areas), and the ineffectiveness of topical therapy
[67]. In addition, several national clinical guidelines for the
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Fig. 3. Psoriatic lesion of the pubis and penis. Features of the clinical picture with weakly expressed desquamation (a) and the dynamics
of the process against the background of treatment with the combined preparation of calciptoriol and betamethasone for 4 weeks (b).

treatment of psoriasis emphasize the assessment of lesions
in specific anatomical areas, along with their functional or
psychosocial impact, even in cases of relatively limited skin
lesions, in determining disease severity [68].

There are no large-scale clinical studies of the efficacy
and safety of traditional systemic drugs for the treatment
of anogenital psoriasis. There are only isolated reports on
the efficacy of methotrexate, mycophenolate mofetil, and
dapsone [6, 9, 65, 691, which provide no indication of the
priority of a particular type of treatment [70]. Furthermore,
there are reports on the use of antifungals, antibacterials,
antipsychotics, and antihistamines [43].

Tofacitinib, a potent selective inhibitor of Janus kinases
(JAK), namely JAK1, JAK2 and JAK3, and to a lesser
extent tyrosine kinase 2 (TYK2), has anti-inflammatory and
immunomodulatory effects by inhibiting the signaling of
IL-2, IL -4, IL -6, IL -7, IL -15, and IL -21, as well as INF-a
and INF-y [71]. The product is indicated for the treatment
of rheumatoid arthritis, psoriatic arthritis, and ulcerative
colitis [72]. It was used at a dose of 5 mg twice daily in
combination with narrowband ultraviolet phototherapy three
times a week to treat a patient with a combination of inverse
psoriasis, alopecia areata, and vitiligo [73]. This combination
therapy was supported by studies showing that JAK inhibitors
may be more effective with phototherapy [74, 75]. Adverse
events included several episodes of headache and flu-like
symptoms, which led the patient to discontinue tofacitinib
after one month.

In recent years, the potential of genetically engineered
biological agents in the treatment of genital and perianal
psoriasis and their impact on quality of life and sexual
function has been widely discussed [76, 77]. There are
reports on the use of the IL-17 inhibitors (ixekizumab and
secukinumab) [77, 78], the TNF-a inhibitors (adalimumab,
certolizumab, and etanercept), and the IL-12/23 inhibitors
(uxekinumab) [76] in patients with anogenital psoriasis.

Research has demonstrated the efficacy of ixekizumab
and secukinumab in the treatment of moderate and severe
anogenital psoriasis [77]. The treatment has been shown
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to result in the resolution of rashes, a reduction in pruritus
intensity, and improvements in sexual health and quality of
life [78-82].

A comparison of ixekizumab (80 mg every two weeks
after an initial dose of 160 mg) and secukinumab (300 mg
subcutaneously at weeks 0, 1, 2, 3, and 4, followed by every
four weeks) in patients with severe or moderate anogenital
psoriasis demonstrated their similar efficacy with rapid
improvement of the skin process (25% and 23% of patients,
respectively) within two weeks, complete clearance of
genital skin by week 24 of therapy (68% and 65% of patients,
respectively), and normalization of sexual life [77].

Tildrakizumab, an IL-23 inhibitor, is recommended
for the treatment of moderate to severe plaque psoriasis.
A retrospective analysis was performed of the efficacy of the
drug in seven patients with anogenital psoriasis in specific
anatomical areas [83]. The drug was administered at a dose
of 100 mg on day 0, followed by four weeks of treatment and
then every 12 weeks. This resulted in a significant decrease
in sPGA-G, from 3.3 to 0.2, by week 28 of therapy. Other
authors have also expressed optimism regarding the drug'’s
potential for treating psoriasis with genital and perianal
lesions [84]. Risankizumab, another agent in this group, is
proposed to be used in isolated genital psoriasis [85].

Hong et al. [9] conducted an analysis of the efficacy
of various therapeutic methods for anogenital psoriasis
and proposed an algorithm for patient management.
According to this algorithm, the treatment of patients
with isolated anogenital lesions should be started with
topical corticosteroids, followed by calcineurin inhibitors or
calcipotriol preparations. In cases where these drugs prove
ineffective, the prescription of phosphodiesterase-4 inhibitors
is considered. In patients with widespread skin rashes and
genital or perianal involvement, immediate initiation of
systemic agent therapy is recommended, with individualized
consideration of genetically engineered biological agents or
methotrexate.

In the treatment of patients with anogenital lesions
in any dermatosis, including psoriasis, therapy aimed at
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normalizing hygiene and reducing friction and pressure
should be initiated to prevent the process exacerbation
[7, 43]. Patients should use mild, neutral pH products
suitable for cleansing the thin genital skin and avoid
excessive hygiene. To cleanse the anogenital area, it is
necessary to use products that restore the skin barrier.
Syndet Xemose, which contains Uriage thermal water,
Cerasterol 2F, ultra-soft soap-free and fragrance-free
surfactants with a physiological pH may be used for this
purpose. Emollients should be used in the anogenital area
when there are indications, such as dry skin or exfoliation.
However, oily, film-forming ointments may increase
inflammation and pruritus. Furthermore, the use of agents
comprising keratolytic components, such as urea, salicylic
acid, lactic acid, or fruit a hydroxy acids, in the anogenital
area appears to be incompatible with conventional basic
therapy. Presently, the use of topical agents to modulate
the secretion of antimicrobial peptides [86], which play
a substantial role in the pathogenesis of dermatosis,
is a viable option [87]. For example, cathelicidin peptide
LL-37, which is secreted in the skin by keratinocytes,
granulocytes, T cells, and mastocytes, induces neutrophil
chemotaxis and enhances T helper type 17 activity. This
process occurs through the signaling of Toll-like receptors
and the secretion of cytokines, TNF-a, INF-y, and IL-36
[87]. The URIAGE Dermatology Laboratory has developed
and patented an AGHS plant extract designed to modulate
the action of the cathelicidin peptide LL-37. An in vitro study
showed that administration of the extract in the presence of
LL-37 resulted in suppression of IL-17 and IL-23 production.
LL-37, a cathelicidin modulator, is an active ingredient in
Xemose PSO Soothing Concentrate Cream, which helps
to restore the protective dermal barrier. In addition to the
modulator LL-37, Xemose PSO contains Cerasterol 2F, which
restores the skin barrier, Uriage thermal water, which has
an anti-inflammatory effect, and shea butter, which has an
anti-inflammatory and antipruritic effect. Xemose PSO has
a creamy, light texture that allows for rapid absorption and
use on thin and delicate skin areas. A clinical evaluation
of the effects of Xemose PSO Cream in combination with
systemic or topical treatments showed that patients
experienced a significant reduction in exfoliation, infiltration
and erythema. Importantly, this integrated treatment
approach contributed to a 68% improvement in patients’
quality of life, according to dermatologists.

The management of pruritus in patients with anogenital
lesions, including psoriasis, is of equal significance. Chronic
pruritus, even when only moderate, has been identified as
the most distressing symptom of anogenital dermatoses and
a risk factor for nosogenic anxiety and depressive disorders
[10, 27, 88, 89]. Pruritus is perceived by cutaneous nerve
fibers called pruriseptors, which are activated by histamine
and other biological substances [89]. Long-lasting, persistent
pruritus is believed to be non-histaminergic and is associated
with the activation of G-protein coupled receptors, including
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protease-activated receptors (PARs) and ion channels,
such as transient receptor potential receptors ankyrin, and
vanilloid receptors [90].

The management of pruritus involves a variety of
strategies. These include the treatment of psoriasis, the
restoration of skin barrier function, and the use of products
containing antipruritic components. If these approaches are
ineffective, the use of topical corticosteroids, calcineurin
inhibitors, antidepressants, gabapentin, and serotonin
reuptake inhibitors may be considered [91]. Modulators of
various PARs are actively being developed [92]. The Uriage
Dermatology Laboratory offers a PAR-2 receptor modulator
that is included in the Pruriced Gel and Cream for external
use. The former is recommended for use in the folds and
anogenital area. In addition to the PAR-2 receptor modulator,
the gel contains 8% calamine, glycine, chamomile extract,
and 30% Uriage thermal water. The combination of these
agents provides a reduction in pruritus intensity and anti-
inflammatory effects. Clinical observations have shown that
the use of agents containing PAR-2 receptor modulators
results in a rapid and significant reduction in pruritus
intensity. In vitro studies have shown inhibition of cytokine
secretion, including IL-1B and TNF-a, as well as matrix
metalloproteinases 24 and 9.

CONCLUSION

There are few publications evaluating the epidemiology,
clinical manifestations, diagnostic approaches, and
treatment of anogenital psoriasis. The literature review
revealed that although the anogenital area is often involved
in patients with severe and inverse psoriasis, data on the
frequency of such lesions require clarification. With regard
to predominant or isolated involvement of the genital and
perianal areas, the data on such variants of dermatosis are
extremely contradictory and limited. The pathomorphosis
of anogenital psoriasis is attributable to anatomical and
physiological characteristics of the affected area, as well
as irrational topical therapy. This phenomenon contributes
to diagnostic errors in psoriasis of this area. The results
of histological examination are not always sufficient
to address this issue, as the manifestation of psoriasis
in this area does not always exhibit a characteristic
pattern of the disease on smooth skin, accompanied by
typical interpapillary acanthosis. Subjectively significant
localization, a prolonged course of dermatosis, and
pruritus are prerequisites for the anxiety and depressive
nosogenic reactions and sexual dysfunction, especially in
young patients. This emphasizes the medical and social
importance of anogenital psoriasis.

Treatment options for patients with anogenital psoriasis
are not well established. Conventional treatment for this
condition involves topical corticosteroids, calcineurin
inhibitors, and calcipotriol preparations. There are no large-
scale clinical studies of the efficacy and safety of traditional
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systemic drugs, such as methotrexate or cyclosporine,
for the treatment of anogenital psoriasis. In recent years,
the potential of genetically engineered biological agents in
the treatment of genital and perianal psoriasis and their
impact on quality of life and sexual function has been
widely discussed. There are reports of high efficacy of
IL-17 inhibitors (ixekizumab and secukinumab) and IL-23
inhibitors (tildrakizumab and risankizumab) in dermatosis
of this localization. In addition, the experience with the
phosphodiesterase-4 inhibitor (crisaborole) and the JAK
inhibitor (tofacitinib) is being discussed.

Topical adjuvant therapy is of equal importance in the
management of patients with anogenital lesions. This therapy
is aimed at restoring the skin barrier, enhancing the anti-
inflammatory effects of drugs, and controlling pruritus. The
URIAGE Dermatology Laboratory has developed a series of
active ingredients incorporated into medical cosmetics to
achieve these objectives, including the cathelicidin modulator
LL-37 and the PAR-2 receptor modulator.

REFERENCES

1. Michalek IM, Loring B, John SM. A systematic review of
worldwide epidemiology of psoriasis. J Eur Acad Dermatol Venereol.
2017;31(2):205-212. doi: 10.1111/jdv.13854

2. Griffiths  CE, Armstrong AW, Gudjonsson  JE,
Barker JN. Psoriasis. Lancet. 2021;397(10281):1301-1315.
doi: 10.1016/S0140-6736(20)32549-6

3. Psoriasis. Clinical recommendations. Russian Society of
Dermatovenerologists and Cosmetologists; 2020. 77 p. (In Russ).

4. Meeuwis KA, Potts Bleakman A, van de Kerkhof PC,
et al. Prevalence of genital psoriasis in patients with
psoriasis. J Dermatolog Treat. 2018;29(8):754—760.
doi: 10.1080/09546634.2018.1453125

5. WangG, LiC, Gao T, Liu Y. Clinical analysis of 48 cases of inverse
psoriasis: A hospital-based study. Eur J Dermatol. 2005;15(3):176—
178.

6. Kapila S, Bradford J, Fischer G. Vulvar psoriasis in adults
and children: A clinical audit of 194 cases and review of
the literature. J Low Genit Tract Dis. 2012;16(4):364-371.
doi: 10.1097/LGT.0b013e31824b9ebe

7. Belousova IE, Ignatovsky AV, Konstantinova AM, et al. Non-
infectious dermatoses of the vulva: clinic, diagnosis, treatment: An
illustrated guide for doctors. Moscow: GEOTAR-Media; 2021. 240 p.
EDN: WLCASI doi: 10.33029/9704-6008-5-NDV-1-240

8. Meeuwis KA, De Hullu JA, Massuger LF, et al. Genital psoriasis:
A systematic literature review on this hidden skin disease. Acta Derm
Venereol 2011;91:5-11.

9. Hong JJ, Mosca ML, Hadeler EK, et al. Genital and inverse /
Intertriginous psoriasis: An updated review of therapies and
recommendations for practical management. Dermatol Ther
(Heidelb). 2021;11(3):833-844. doi: 10.1007/s13555-021-00536-6
10. Da Silva N, von Stiilpnagel C, Langenbruch A, et al. Disease
burden and patient needs and benefits in anogenital psoriasis:

Tom 27 N 5, 2024

DOl https://doi.org/10.17816/dv635206

Poccuickmit KypHan
KOMHBIX 1 BEHEPMYECKMX DONe3Hen

ADDITIONAL INFORMATION

Funding source. The authors declare external funding for
the preparation of the article with the participation of the
dermatological laboratory of the URIAGE company.
Competing interests. The authors declare that they have no
competing interests.

Authors' contribution. All authors made a substantial
contribution to the conception of the work, acquisition, analysis,
interpretation of data for the work, drafting and revising the
work, final approval of the version to be published and agree
to be accountable for all aspects of the work. 1.0. Smirnova —
development of the publication concept, reviewing, approving
the final version of the article before submitting it for
publication; K.D. Khazhomiya — systematization of patient
information, collection and analysis of literary sources;
O.N. Smirnova — collection and analysis of literary sources,
editing of the article; P.D. Ptashnikova — collection of sources,
editing the article.

Developmental specificities for person-centred healthcare of
emerging adults and adults. J Eur Acad Dermatol Venereol.
2020;34(5):1010-1018. doi: 10.1111/jdv.16076

11. Larsabal M, Ly S, Shidian E, et al. GENIPSO: A French prospective
study assessing instantaneous prevalence, clinical features and
impact on quality of life of genital psoriasis amaong patients
consulting for psoriasis. Br J Dermatol. 2019;180(3):647-656.
doi: 10.1111/bjd.17147

12. Dopytalska K, Sobolewski P, Btaszczak A, et al. Psoriasis
in special localizations. Reumatologia. 2018;56(6):392-398.
doi: 10.5114/reum.2018.80718

13. Mahajan R, Kumaran MS, Narang T, et al. Genital psoriasis
among Indians: A prospective cross-sectional study. Australas
J Dermatol. 2015;56(1):e18-20. doi: 10.1111/ajd.12077

14. Quintero CA, Martinez MA. Perianal psoriasis as the first
manifestation of the disease. J Coloproctol. 2022;42(4):345-347.

15. Gisondi P, Bellinato F, Girolomoni G. Topographic differential
diagnosis of chronic plague psoriasis: Challenges and tricks. J Clin
Med. 2020;9(11):3594. doi: 10.3390/jcm9113594

16. Merola JF, Qureshi A, Husni ME. Underdiagnosed and
undertreated psoriasis: Nuances of treating psoriasis affecting the
scalp, face, intertriginous areas, genitals, hands, feet, and nails.
Dermatol Ther. 2018;31(3):212589. doi: 10.1111/dth.12589

17. Marcos-Pinto A, Soares-de-Almeida L, Borges-Costa J.
Nonvenereal penile dermatoses: A retrospective study. Indian
Dermatol Online J. 2018;9(2):96—100. doi: 10.4103/idoj.ID0J_23_17
18. Fischer G, Rogers M. Vulvar disease in children: A clinical
audit of 130 cases. Pediatr Dermatol. 2000;17(1):1-6.
doi: 10.1046/}.1525-1470.2000.01701.x

19. Zamirska A, Reich A, Berny-Moreno J, et al. Vulvar pruritus and
burning sensation in women with psoriasis. Acta Derm Venereol.
2008;88(2):132-135. doi: 10.2340/00015555-0372

558


https://doi.org/10.1111/jdv.13854
https://doi.org/10.1016/S0140-6736(20)32549-6
https://doi.org/10.1080/09546634.2018.1453125
https://doi.org/10.1097/LGT.0b013e31824b9e5e
https://elibrary.ru/wlcasi
https://doi.org/10.33029/9704-6008-5-NDV-1-240
https://doi.org/10.1007/s13555-021-00536-6
https://doi.org/10.1111/jdv.16076
https://doi.org/10.1111/bjd.17147
https://doi.org/10.5114/reum.2018.80718
https://doi.org/10.1111/ajd.12077
https://doi.org/10.3390/jcm9113594
https://doi.org/10.1111/dth.12589
https://doi.org/10.4103/idoj.IDOJ_23_17
https://doi.org/10.1046/j.1525-1470.2000.01701.x
https://doi.org/10.2340/00015555-0372

559

DERMATOLOGY

20. Singer C, Cosoveanu S, Stoica LE, et al. Psoriasis vulgaris in
children: Case presentation. Curr Health Sci J. 2016;42(1):97-101.
doi: 10.12865/CHSJ.42.01.14

21. Kelly A, Ryan C. Genital psoriasis: Impact on quality of life
and treatment options. Am J Clin Dermatol. 2019;20(5):639—-646.
doi: 10.1007/540257-019-00447-5

22. Czuczwar P, Stepniak A, Goren A, et al. Genital psoriasis:
A hidden multidisciplinary problem: A review of literature. Ginekol
Pol. 2016;87(10):717-721. doi: 10.5603/GP.2016.0074

23. Larsabal M, Ly S, Shidian E, et al. GENIPSO: A French prospective
study assessing instantaneous prevalence, clinical features and impact
on quality of life of genital psoriasis among patients consulting for
psoriasis. Br J Dermatol. 2019;180(3):647-656. doi: 10.1111/bjd. 17147
24, Farber EM, Nall L. Perianal and intergluteal psoriasis. Cutis.
1992;50(5):336-338.

25. Bolognia JL, Schafer JV, Cerroni L. Dermatology. Vol. 1. 4th ed.
Elsevier; 2018.

26. Mahajan R, Kumaran MS, Narang T, et al. Genital psoriasis
among Indians: A prospective cross-sectional study. Australas
J Dermatol. 2015;56(1):e18-20. doi: 10.1111/ajd.12077

27. Cather JC, Ryan C, Meeuwis K, et al. Patients’ perspectives on
the impact of genital psoriasis: A qualitative study. Dermatol Ther
(Heidelb). 2017;7(4):447-461. doi: 10.1007/513555-017-0204-3

28. Yang EJ, Beck KM, Sanchez IM, et al. The impact of genital
psoriasis on quality of life: A systematic review. Psoriasis (Auckl).
2018;8:41-47. doi: 10.2147/PTT.5169389

29. Malakouti M, Brown GE, Leon A, et al. The dermatologic
intimacy scale: Quantitatively measuring the impact of skin
disease on intimacy. J Dermatolog Treat. 2017;28(4):347-352.
doi: 10.1080/09546634.2016.1252032

30. Wilson FC, Icen M, Crowson CS, et al. Incidence and clinical
predictors of psoriatic arthritis in patients with psoriasis:
A population-based study. Arthritis Rheum. 2009;61(2):233-239.
doi: 10.1002/art.24172. Erratum in: Arthritis Rheum. 2010;62(4):574.
31. Patrizi A, Venturi M, Scorzoni R, et al. Nail dystrophies,
scalp and intergluteal/perianal psoriatic lesions: Risk factors for
psoriatic arthritis in mild skin psoriasis? G /tal Dermatol Venereol.
2014;149(2):177-184.

32. Cabete J, Torres T, Vilarinho T, et al. Erectile dysfunction
in psoriasis patients. Eur J Dermatol. 2014;24(4):482-486.
doi: 10.1684/ejd.2014.2388

33. Duarte GV, Calmon H, Radel G, et al. Psoriasis and sexual
dysfunction: Links, risks, and management challenges. Psoriasis
(Auckl). 2018;8:93-99. doi: 10.2147/PTT.S159916

34. Chen YJ, Chen CC, Lin MW, et al. Increased risk of sexual
dysfunction in male patients with psoriasis: A nationwide population-
based follow-up study. J Sex Med. 2013;10(5):1212-1218.

35.Ryan C, Sadlier M, de Vol E, et al. Genital psoriasis is
associated with significant impairment in quality of life and
sexual functioning. J Am Acad Dermatol. 2015;72(6):978-983.
doi: 10.1016/}.jaad.2015.02.1127

36. Meeuwis KA, de Hullu JA, van de Nieuwenhof HP, et al. Quality of
life and sexual health in patients with genital psoriasis. Br J Dermatol.
2011;164(6):1247-1255. doi: 10.1111/j.1365-2133.2011.10249.x

Vol. 27 (5) 2024

DOl https://doi.org/10.17816/dv635206

Russian journal
of skin and venereal diseases

37. Lopes Filho LL, Lopes IM, Lopes LR, et al. Mammary and
extramammary Paget’s disease. Ann Bras Dermatol. 2015;90(2):225-
231. doi: 10.1590/abd1806-4841.20153189

38. Borghi A, Virgili A, Corazza M. Dermoscopy of inflammatory
genital diseases: Practical insights. Dermatol Clin. 2018;36(4):451-
461. doi: 10.1016/.det.2018.05.013

39. Lallas A, Apalla Z, Argenziano G, et al. Dermoscopic
pattern of psoriatic lesions on specific body sites. Dermatology.
2014;228(3):250-254. doi: 10.1159/000357914

40. Merola JF, Bleakman AP, Gottlieb AB, et al. The static
physician’s global assessment of genitalia: A clinical outcome
measure for the severity of genital psoriasis. J Drugs Dermatol.
2017;16(8):793-799.

41. Gottlieb AB, Kirby B, Ryan C, et al. The development of a patient-
reported outcome measure for assessment of genital psoriasis
symptoms: The Genital Psoriasis Symptoms Scale (GPSS). Dermatol
Ther (Heidelb). 2018;8(1):45-56. doi: 10.1007/513555-017-0213-2
42. Gottlieb AB, Kirby B, Ryan C, et al. The development of the Genital
Psoriasis Sexual Frequency Questionnaire (GenPs-SFQ) to assess
the impact of genital psoriasis on sexual health. Dermatol Ther
(Heidelb). 2018;8(1):33—44. doi: 10.1007/s13555-017-0212-3

43. Beck KM, Yang EJ, Sanchez IM, Liao W. Treatment of genital
psoriasis: A systematic review. Dermatol Ther. 2018;8(4):509-525.
doi: 10.1007/513555-018-0257-y

4. Reynolds KA, Pithadia DJ, Lee EB, Wu JJ. Treatments for inverse
psoriasis: A systematic review. J Dermatol Treat. 2020;31(8):786—
793. doi: 10.1080/09546634.2019.1620912

45. Khosravi H, Siegel MP, van Voorhees AS, Merola JF. Treatment
of inverse/intertriginous psoriasis: Updated guidelines from the
medical board of the national psoriasis foundation. J Drugs Dermatol.
2017;16(8):760-766.

46. Lebwohl MG, Tan MH, Meador SL, Singer G. Limited application
of fluticasone propionate ointment, 0.005% in patients with
psoriasis of the face and intertriginous areas. J Am Acad Dermatol.
2001;44(1):77-82. doi: 10.1067/mjd.2001.110046

47. Stacey SK, McEleney M. Topical corticosteroids: Choice and
application. Am Fam Physician. 2021;103(6):337-343.

48. Kreuter A, Sommer A, Hyun J, et al. 1% pimecrolimus,
0.005% calcipotriol, and 0.1% betamethasone in the treatment
of intertriginous psoriasis: A double-blind, randomized
controlled study. Arch Dermatol. 2006;142(9):1138-1143.
doi: 10.1001/archderm.142.9.1138

49. Maul JT, Anzengruber F, Conrad C, et al. Topical treatment of
psoriasis vulgaris: The swiss treatment pathway. Dermatology.
2021;237(2):166-178. doi: 10.1159/000512930

50. Amiri D, Schwarz CW, Gether L, Skov L. Safety and efficacy
of topical calcineurin inhibitors in the treatment of facial and
genital psoriasis: A systematic review. Acta Derm Venereol.
2023;103:adv00890. doi: 10.2340/actadv.v103.6525

51. Lebwohl M, Freeman AK, Chapman MS, et al. Tacrolimus
ointment is effective for facial and intertriginous psoriasis. J Am
Acad Dermatol. 2004;51(5):723-730. doi: 10.1016/].jaad.2004.07.011
52. Bissonnette R, Nigen S, Bolduc C. Efficacy and tolerability
of topical tacrolimus ointment for the treatment of male



https://doi.org/10.12865/CHSJ.42.01.14
https://doi.org/10.1007/s40257-019-00447-5
https://doi.org/10.5603/GP.2016.0074
https://doi.org/10.1111/bjd.17147
https://doi.org/10.1111/ajd.12077
https://doi.org/10.1007/s13555-017-0204-3
https://doi.org/10.2147/PTT.S169389
https://doi.org/10.1080/09546634.2016.1252032
https://doi.org/10.1002/art.24172
https://doi.org/10.1684/ejd.2014.2388
https://doi.org/10.2147/PTT.S159916
https://doi.org/10.1016/j.jaad.2015.02.1127
https://doi.org/10.1111/j.1365-2133.2011.10249.x
https://doi.org/10.1590/abd1806-4841.20153189
https://doi.org/10.1016/j.det.2018.05.013
https://doi.org/10.1159/000357914
https://doi.org/10.1007/s13555-017-0213-2
https://doi.org/10.1007/s13555-017-0212-3
https://doi.org/10.1007/s13555-018-0257-y
https://doi.org/10.1080/09546634.2019.1620912
https://doi.org/10.1067/mjd.2001.110046
https://doi.org/10.1001/archderm.142.9.1138
https://doi.org/10.1159/000512930
https://doi.org/10.2340/actadv.v103.6525
https://doi.org/10.1016/j.jaad.2004.07.011

JEPMATONOMMA

genital psoriasis. J Cutan Med Surg. 2008;12(5):230-234.
doi: 10.2310/7750.2008.07055

53. Gribetz C, Ling M, Lebwohl M, et al. Pimecrolimus cream
1% in the treatment of intertriginous psoriasis: A double-blind,
randomized study. J Am Acad Dermatol. 2004;51(5):731-738.
doi: 10.1016/}.jaad.2004.06.010

54. Lo A, Greenzaid JD, Gantz HY, et al. Clinical pharmacokinetics
and pharmacodynamics of topical non-biological therapies for
psoriasis patients. Expert Opin Drug Metab Toxicol. 2024;20(4):235-
248. doi: 10.1080/17425255.2024.2337749

55. Reitamo S, Rissanen J, Remitz A, et al. Tacrolimus ointment
does not affect collagen synthesis: Results of a single-center
randomized trial. J Invest Dermatol 1998;111(3):396—398.
doi: 10.1046/}.1523-1747.1998.00323 x

56. Lebwohl M, Ting PT, Koo JY. Psoriasis treatment:
Traditional therapy. Ann Rheum Dis. 2005;64(Suppl. 2):ii83-ii86.
doi: 10.1136/ard.2004.030791

57. Norris DA. Mechanisms of action of topical therapies and the
rationale for combination therapy. J Am Acad Dermatol. 2005;53(1,
Suppl. 1):S17-25. doi: 10.1016/j,jaad.2005.04.027

58. Segaert S, Ropke M. The biological rationale for use of vitamin d
analogs in combination with corticosteroids for the topical treatment
of plaque psoriasis. J Drugs Dermatol. 2013;12(8):e129-137.

59. Norsgaard H, Kurdykowski S, Descargues P, et al. Calcipotriol
counteracts betamethasone-induced decrease in extracellular
matrix components related to skin atrophy. Arch Dermatol Res.
2014;306(8):719-729. doi: 10.1007/s00403-014-1485-3

60. Freund YR, Akama T, Alley MR, et al. Boron-based
phosphodiesterase inhibitors show novel binding of boron
to PDE4 bimetal center. FEBS Lett. 2012;586(19):3410-3414.
doi: 10.1016/j.febslet.2012.07.058

61. Zane LT, Hughes MH, Shakib S. Tolerability of crisaborole ointment
for application on sensitive skin areas: A randomized, double-blind,
vehicle-controlled study in healthy volunteers. Am J Clin Dermatol.
2016;17(5):519-526. doi: 10.1007/s40257-016-0204-6

62. Dopytalska K, Sobolewski P, Btaszczak A, et al. Psoriasis
in special localizations. Reumatologia. 2018;56(6):392-398.
doi: 10.5114/reum.2018.80718

63. Hashim PW, Chima M, Kim HJ, et al. Crisaborole 2% ointment
for the treatment of intertriginous, anogenital, and facial psoriasis:
A double-blind, randomized, vehicle-controlled trial. J Am Acad
Dermatol. 2020,82(2):360—365. doi: 10.1016/j.jaad.2019.06.1288
64.Liu Y, Li W. Crisaborole ointment as treatment for
genital psoriasis. J Cosmet Dermatol. 2022;21(9):4080-4081.
doi: 10.1111/jocd.14706

65. FinlayAY.Current severe psoriasis and the rule of tens. BrJ Dermatol.
2005;152(5):861-867. doi: 10.1111/.1365-2133.2005.06502.x
66.Schmitt J, Wozel G. The psoriasis area and severity
index is the adequate criterion to define severity in chronic
plague-type psoriasis. Dermatology. 2005;210(3):194-199.
doi: 10.1159/000083509

67. Strober B, Ryan C, van de Kerkhof P, et al; International
Psoriasis Council Board Members and Councilors. Recategorization
of psoriasis severity: Delphi consensus from the International

Tom 27 N 5, 2024

DOl https://doi.org/10.17816/dv635206

Poccuickmit KypHan
KOMHBIX 1 BEHEPMYECKMX DONe3Hen

Psoriasis Council. J Am Acad Dermatol. 2020;82(1):117-122.
doi: 10.1016/}.jaad.2019.08.026

68. Papp K, Gulliver W, Lynde C, et al; Canadian Psoriasis
Guidelines Committee. Canadian guidelines for the management of
plaque psoriasis: Overview. J Cutan Med Surg. 2011;15(4):210-219.
doi: 10.2310/7750.2011.10066

69. Kovalyova Yus. Genital dermatoses of non-infectious etiology in
men. Effective pharmacotherapy. 2019;15(10):34-39. EDN: FNJIDN
doi: 10.33978/2307-3586-2019-15-10-34-39

70. Sokolovskiy E.V., Kokhan M.M. Clinical evidence of therapy for
genital psoriasis by biologic agents. Vestnik dermatologii i venerologi.
2021,97(2):50-55. EDN: HHSXIG doi: 10.25208/vdv1217

71. Berekmeri A, Mahmood F, Wittmann M, Helliwell P. Tofacitinib
for the treatment of psoriasis and psoriatic arthritis. Expert Rev Clin
Immunol. 2018;14(9):719-730. doi: 10.1080/1744666X.2018.1512404
72. Korotaeva TV, Loginova E.U. Results of studying the clinical
efficacy and safety of tofacitinib in the treatment of psoriatic
arthritis.  Modern rheumatology journal = Sovremennaya
revmatologiya. ~ 2019;13(2):112-118.  EDN:  NTUSHE
doi: 10.14412/1996-7012-2019-2-112-118

73. Tajalli M, Kabir S, Vance TM, Qureshi AA. Effective use of oral
tofacitinib and phototherapy in a patient with concomitant alopecia
areata, vitiligo, and plaque and inverse psoriasis. Clin Case Rep.
2020;8(5):819-822. doi: 10.1002/ccr3.2759

74. Liu LY, Strassner JP, Refat MA, et al. Repigmentation in vitiligo
using the Janus kinase inhibitor tofacitinib may require concomitant
light exposure. J Am Acad Dermatol. 2017;77(4):675-682.e1.
doi: 10.1016/}.jaad.2017.05.043

75. Strober BE, Gottlieb AB, van de Kerkhof PC, et al. Benefit-risk
profile of tofacitinib in patients with moderate-to-severe chranic
plaque psoriasis: Pooled analysis across six clinical trials. Br
J Dermatol. 2019;180(1):67-75. doi: 10.1111/bjd.17149

76. Burlando M, Herzum A, Carmisciano L, et al.Biological therapy
in genital psoriasis in women. Dermatol Ther. 2020;33(1):¢13110.
doi: 10.1111/dth.13110

77. Al-Mutairi N, Eassa BIl. A randomized controlled ixekizumab vs
secukinumab trial to study the impact on sexual activity in adult
patients with genital psoriasis. Expert Opin Biol Ther. 2021;21(2):297-
298. doi: 10.1080/14712598.2021.1843629

78. Yosipovitch G, Foley P, Ryan C, et al. Ixekizumab improved patient-
reported genital psoriasis symptoms and impact of symptoms on
sexual activity vs placebo in a randomized double-blind study. J Sex
Med. 2018;15(11):1645-1652. doi: 10.1016/j.jsxm.2018.09.004

79. Ryan C, Menter A, Guenther L, et al. Efficacy and safety of
ixekizumab in a randomized, double-blinded, placebo-controlled
phase lllb study of patients with moderate-to-severe genital psoriasis.
Br J Dermatol. 2018;179(4):844-852. doi: 10.1111/bjd.16736

80. Guenther L, Potts Bleakman A, Weisman J, et al. Ixekizumab
results in persistent clinical improvement in moderate-to-severe
genital psoriasis during a 52 week, randomized, placebo-controlled,
phase 3 clinical trial. Acta Derm Venereol. 2020;100(1):adv00006.
doi: 10.2340/00015555-3353

81. Merola JF, Ghislain PD, Dauendorffer JN, et al. Ixekizumab
improves secondary lesional signs, pain and sexual health in patients

560


https://doi.org/10.2310/7750.2008.07055
https://doi.org/10.1016/j.jaad.2004.06.010
https://doi.org/10.1080/17425255.2024.2337749
https://doi.org/10.1046/j.1523-1747.1998.00323.x
https://doi.org/10.1136/ard.2004.030791
https://doi.org/10.1016/j.jaad.2005.04.027
https://doi.org/10.1007/s00403-014-1485-3
https://doi.org/10.1016/j.febslet.2012.07.058
https://doi.org/10.1007/s40257-016-0204-6
https://doi.org/10.5114/reum.2018.80718
https://doi.org/10.1016/j.jaad.2019.06.1288
https://doi.org/10.1111/jocd.14706
https://doi.org/10.1111/j.1365-2133.2005.06502.x
https://doi.org/10.1159/000083509
https://doi.org/10.1016/j.jaad.2019.08.026
https://doi.org/10.2310/7750.2011.10066
https://elibrary.ru/fnjidn
https://doi.org/10.33978/2307-3586-2019-15-10-34-39
https://elibrary.ru/hhsxig
https://doi.org/10.25208/vdv1217
https://doi.org/10.1080/1744666X.2018.1512404
https://elibrary.ru/ntushe
https://doi.org/10.14412/1996-7012-2019-2-112-118
https://doi.org/10.1002/ccr3.2759
https://doi.org/10.1016/j.jaad.2017.05.043
https://doi.org/10.1111/bjd.17149
https://doi.org/10.1111/dth.13110
https://doi.org/10.1080/14712598.2021.1843629
https://doi.org/10.1016/j.jsxm.2018.09.004
https://doi.org/10.1111/bjd.16736
https://doi.org/10.2340/00015555-3353

561

DERMATOLOGY

with moderate-to-severe genital psoriasis. J Eur Acad Dermatol
Venereol. 2020;34(6):1257-1262. doi: 10.1111/jdv.16181

82. Burlando M, Herzum A, Carmisciano L, et al. Biological therapy
in genital psoriasis in women. Dermatol Ther. 2020;33(1):e13110.
doi: 10.1111/dth.13110

83. Galluzzo M, Talamonti M, Cioni A, et al. Efficacy of tildrakizumab
for the treatment of difficult-to-treat areas: Scalp, nail,
palmoplantar and genital psoriasis. J Clin Med. 2022;11(9):2631.
doi: 10.3390/jcm 11092631

84. Licata G, Danzuso GC, Fiorella C, et al. Efficacy, safety and
patient's satisfaction for treatment of genital psoriasis with
tildrakizumab: A case series and review of literature. J Eur Acad
Dermatol Venereol. 2022;36(11):e916—918. doi: 10.1111/jdv.18368

85. Ceccarelli G, Simonacci M. Exclusively genital psoriasis
successfully treated with risankizumab. Dermatol Ther.
2022;35(8):¢15591. doi: 10.1111/dth.15591

86. Smirnova I0. Adjuvant therapy of psoriasis. Antimicrobial peptides
in the crosshairs. Effective pharmacotherapy. 2022;18(39):12-14.
EDN: GHZRRE

CMUCOK JIUTEPATYPbI

1. Michalek 1M, Loring B., John SM. A systematic review of
worldwide epidemiology of psoriasis // J Eur Acad Dermatol
Venereol. 2017. Vol. 31, N 2. P. 205-212. doi: 10.1111/jdv.13854

2. Griffiths C.E., Armstrong AW., Gudjonsson J.E., Barker J.N.
Psoriasis // Lancet. 2021. Vol. 397, N 10281. P. 1301-1315.
doi: 10.1016/S0140-6736(20)32549-6

3. Tcopmas. KnuHuuyeckme pexomeHaaumm obLepoccuiickon ob-
LLIECTBEHHOM OpraHm3aummn «Poccuitckoe 06LLeCTBO epMaToBeHe-
ponioroB 1 KocMetanorosy, 2020. 77 c.

4. Meeuwis KA., Potts Bleakman A, van de Kerkhof P.C.,
et al. Prevalence of genital psoriasis in patients with
psoriasis // J Dermatolog Treat. 2018. Vol. 29, N 8. P. 754-760.
doi: 10.1080/09546634.2018.1453125

5. Wang G, Li C, Gao T., Liu Y. Clinical analysis of 48 cases of
inverse psoriasis: A hospital-based study // Eur J Dermatol. 2005.
Vol. 15, N 3. P. 176-178.

6. Kapila S., Bradford J., Fischer G. Vulvar psoriasis in adults
and children: A clinical audit of 194 cases and review of the
literature // J Low Genit Tract Dis. 2012. Vol. 16, N 4. P. 364-371.
doi: 10.1097/LGT.0h013e31824b9e5e

7. benoycoBa W.3., WrHatoBckuin A.B., KoHcTaHTMHOBa AM.,
n op. HeuHdeKuMOHHbIE [epMaTo3bl ByNbBbI: KIMHWKA, AWa-
FHOCTWKa, JleYeHWe: WNIOCTPUPOBAHHOE PYKOBOACTBO /1St
Bpayei. Mocksa: MI0TAP-Meama, 2021. 240 c. EDN: WLCASI
doi: 10.33029/9704-6008-5-NDV-1-240

8. Meeuwis KA, De Hullu JA, Massuger LF., et al. Genital
psoriasis: A systematic literature review on this hidden skin
disease // Acta Derm Venereol. 2011. Vol. 91. P. 5-11.

9. Hong JJ., Mosca ML, Hadeler EK, et al. Genital and
inverse / Intertriginous psoriasis: An updated review of
therapies and recommendations for practical management //

Vol. 27 (5) 2024

DOl https://doi.org/10.17816/dv635206

Russian journal
of skin and venereal diseases

87. Takahashi T, Yamasaki K. Psoriasis and antimicrobial peptides.
Int J Mol Sci. 2020;21(18):6791. doi: 10.3390/ijms21186791

88. Raef HS, Elmariah SB. Vulvar pruritus: A review of clinical
associations, pathophysiology and therapeutic management. Front
Med (Lausanne). 2021;8:649402. doi: 10.3389/fmed.2021.649402
89. Satoh T, Yokozeki H, Murota H, et al. 2020 Guidelines for
the diagnosis and treatment of cutaneous pruritus. J Dermatol.
2021;48(9):e399—e413. doi: 10.1111/1346-8138.16066

90. Gouin O, Lebonvallet N, L'Herondelle K, et al. Self-maintenance
of neurogenic inflammation contributes to a vicious cycle in skin. Exp
Dermatol. 2015;24(10):723-726. doi: 10.1111/exd.12798

91. Cohen AD, Andrews ID, Medvedovsky E, et al. Similarities
between neuropathic pruritus sites and lichen simplex chronicus
sites. Isr Med Assoc J. 2014;16(2):88-90.

92. Heuberger DM, Schuepbach RA. Protease-activated receptors
(PARs): Mechanisms of action and potential therapeutic
modulators in PAR-driven inflammatory diseases. Thromb J.
2019;17:4. doi: 10.1186/512959-019-0194-8. Erratum in:
Thromb J. 2019;17:22.

Dermatol Ther (Heidelb). 2021. Vol. 11,
doi: 10.1007/513555-021-00536-6

10. Da Silva N., von Stiilpnagel C., Langenbruch A, et al. Disease
burden and patient needs and benefits in anogenital psoriasis:
Developmental specificities for person-centred healthcare of
emerging adults and adults // J Eur Acad Dermatol Venereol. 2020.
Vol. 34, N 5. P. 1010-1018. doi: 10.1111/jdv.16076

11. Larsabal M, Ly S. Shidian E., et al. GENIPSO: A French
prospective study assessing instantaneous prevalence, clinical
features and impact on quality of life of genital psoriasis among
patients consulting for psoriasis // Br J Dermatol. 2019. Vol. 180,
N 3. P. 647-656. doi: 10.1111/bjd.17147

12. Dopytalska K., Sobolewski P., Btaszczak A., et al. Psoriasis in
special localizations // Reumatologia. 2018. Vol. 56, N 6. P. 392-398.
doi: 10.5114/reum.2018.80718

13. Mahajan R., Kumaran M.S,, Narang T, et al. Genital psoriasis
among Indians: A prospective cross-sectional study // Australas
J Dermatol. 2015. Vol. 56, N 1. P. 18-20. doi: 10.1111/ajd.12077
14. Quintero C.A,, Martinez M.A. Perianal psoriasis as the first
manifestation of the disease // J Coloproctol. 2022. Vol. 42, N 4.
P. 345-347.

15. Gisondi P., Bellinato F., Girolomoni G. Topographic differential
diagnosis of chronic plaque psoriasis: Challenges and tricks // J Clin
Med. 2020. Vol. 9, N 11. P. 3594. doi: 10.3390/jcm9113594

16. Merola J.F., Qureshi A., Husni M.E. Underdiagnosed and
undertreated psoriasis: Nuances of treating psoriasis affecting
the scalp, face, intertriginous areas, genitals, hands, feet,
and nails // Dermatol Ther. 2018. Vol. 31, N 3. P. e12589.
doi: 10.1111/dth.12589

17. Marcos-Pinto  A., Soares-de-Almeida L., Borges-Costa
J. Nonvenereal penile dermatoses: A retrospective study //

N 3. P. 833-844.



https://doi.org/10.1111/jdv.16181
https://doi.org/10.1111/dth.13110
https://doi.org/10.3390/jcm11092631
https://doi.org/10.1111/jdv.18368
https://doi.org/10.1111/dth.15591
https://elibrary.ru/ghzrre
https://doi.org/10.3390/ijms21186791
https://doi.org/10.3389/fmed.2021.649402
https://doi.org/10.1111/1346-8138.16066
https://doi.org/10.1111/exd.12798
https://doi.org/10.1186/s12959-019-0194-8
https://doi.org/10.1111/jdv.13854
https://doi.org/10.1016/S0140-6736(20)32549-6
https://doi.org/10.1080/09546634.2018.1453125
https://doi.org/10.1097/LGT.0b013e31824b9e5e
https://elibrary.ru/wlcasi
https://doi.org/10.33029/9704-6008-5-NDV-1-240
https://doi.org/10.1007/s13555-021-00536-6
https://doi.org/10.1111/jdv.16076
https://doi.org/10.1111/bjd.17147
https://doi.org/10.5114/reum.2018.80718
https://doi.org/10.1111/ajd.12077
https://doi.org/10.3390/jcm9113594
https://doi.org/10.1111/dth.12589

JEPMATONOMMA

Indian Dermatol Online J. 2018. Vol. 9, N 2. P. 96-100.
doi: 10.4103/idoj.ID0J_23_17

18. Fischer G., Rogers M. Vulvar disease in children: A clinical
audit of 130 cases // Pediatr Dermatol. 2000. Vol. 17, N 1. P. 1-6.
doi: 10.1046/}.1525-1470.2000.01701.x

19. Zamirska A., Reich A., Berny-Moreno J., et al. Vulvar pruritus and
burning sensation in women with psoriasis // Acta Derm Venereol.
2008. Vol. 88, N 2. P. 132-135. doi: 10.2340/00015555-0372

20. Singer C., Cosoveanu S., Stoica L.E, et al. Psoriasis vulgaris in
children: Case presentation // Curr Health Sci J. 2016. Vol. 42, N 1.
P. 97-101. doi: 10.12865/CHSJ.42.01.14

21. Kelly A, Ryan C. Genital psoriasis: Impact on quality of life and
treatment options // Am J Clin Dermatol. 2019. Vol. 20, N 5. P. 639—
646. doi: 10.1007/s40257-019-00447-5

22. Czuczwar P., Stepniak A., Goren A, et al. Genital psoriasis:
A hidden multidisciplinary problem: A review of literature // Ginekol
Pol. 2016. Vol. 87, N 10. P. 717-721. doi: 10.5603/GP.2016.0074

23. Larsabal M, Ly S., Shidian E., et al. GENIPSO: A French
prospective study assessing instantaneous prevalence, clinical
features and impact on quality of life of genital psoriasis among
patients consulting for psoriasis // Br J Dermatol. 2019. Vol. 180,
N 3. P. 647-656. doi: 10.1111/bjd.17147

24, Farber EM,, Nall L. Perianal and intergluteal psoriasis // Cutis.
1992. Vol. 50, N 5. P. 336-338.

25. Bolognia J.L., Schafer J.V., Cerroni L. Dermatology. Vol. 1. 4th ed.
Elsevier, 2018.

26. Mahajan R., Kumaran M.S, Narang T, et al. Genital psoriasis
among Indians: A prospective cross-sectional study // Australas
J Dermatol. 2015. Vol. 56, N 1. P. 18-20. doi: 10.1111/ajd.12077
27. Cather J.C., Ryan C, Meeuwis K, et al. Patients’ perspectives on
the impact of genital psoriasis: A qualitative study // Dermatol Ther
(Heidelb). 2017.Vol. 7, N 4. P. 447-461. doi: 10.1007/s13555-017-0204-3
28. Yang E.J., Beck KM., Sanchez |.M,, et al. The impact of genital
psoriasis on quality of life: A systematic review // Psoriasis (Auckl).
2018. Vol. 8. P. 41-47. doi: 10.2147/PTT.5169389

29. Malakouti M., Brown G.E, Leon A, et al. The dermatologic
intimacy scale: Quantitatively measuring the impact of skin disease
on intimacy // J Dermatolog Treat. 2017. Vol. 28, N 4. P. 347-352.
doi: 10.1080/09546634.2016.1252032

30. Wilson F.C,, Icen M. Crowson CS., et al. Incidence and
clinical predictors of psoriatic arthritis in patients with psoriasis:
A population-based study // Arthritis Rheum. 2009. Vol. 61, N 2.
P. 233-239. doi: 10.1002/art.24172. Erratum in: Arthritis Rheum.
2010. Vol. 62, N 4. P. 574.

31. Patrizi A., Venturi M., Scorzoni R,, et al. Nail dystrophies, scalp
and intergluteal/perianal psoriatic lesions: Risk factors for psoriatic
arthritis in mild skin psoriasis? // G Ital Dermatol Venereol. 2014.
Vol. 149, N 2. P. 177-184.

32. Cabete J., Torres T., Vilarinho T., et al. Erectile dysfunction in
psoriasis patients // Eur J Dermatol. 2014. Vol. 24, N 4. P. 482—-486.
doi: 10.1684/ejd.2014.2388

33. Duarte G.V., Calmon H., Radel G., et al. Psoriasis and sexual
dysfunction: Links, risks, and management challenges // Psoriasis
(Auckl). 2018. Vol. 8. P. 93-99. doi: 10.2147/PTT.5159916

Tom 27 N 5, 2024

DOl https://doi.org/10.17816/dv635206

Poccuickmit KypHan
KOMHBIX 1 BEHEPMYECKMX DONe3Hen

34. Chen Y.J,, Chen C.C, Lin MW, et al. Increased risk of sexual
dysfunction in male patients with psoriasis: A nationwide population-
based follow-up study // J Sex Med. 2013. Vol. 10, N 5. P. 1212-1218.
35.Ryan C., Sadlier M., de Vol E., et al. Genital psoriasis is
assaciated with significant impairment in quality of life and sexual
functioning // J Am Acad Dermatol. 2015. Vol. 72, N 6. P. 978-983.
doi: 10.1016/}.jaad.2015.02.1127

36. Meeuwis KA., de Hullu JA, van de Nieuwenhof HP. et
al. Quality of life and sexual health in patients with genital
psoriasis // Br J Dermatol. 2011. Vol. 164, N 6. P. 1247-1255.
doi: 10.1111/}.1365-2133.2011.10249 x

37. Lopes Filho L.L., Lopes I.M,, Lopes LR, et al. Mammary and
extramammary Paget's disease // Ann Bras Dermatol. 2015. Vol. 90,
N 2. P. 225-231. doi: 10.1590/abd1806-4841.20153189

38. Borghi A, Virgili A, Corazza M. Dermoscopy of inflammatory
genital diseases: Practical insights // Dermatol Clin. 2018. Vol. 36,
N 4. P. 451-461. doi: 10.1016/}.det.2018.05.013

39. Lallas A, Apalla Z, Argenziano G., et al. Dermoscopic pattern
of psoriatic lesions on specific body sites // Dermatology. 2014.
Vol. 228, N 3. P. 250-254. doi: 10.1159/000357914

40. Merola J.F., Bleakman AP, Gottlieb AB. et al. The static
physician's global assessment of genitalia: A clinical outcome
measure for the severity of genital psoriasis // J Drugs Dermatol.
2017.Vol. 16, N 8. P. 793-799.

41. Gottlieb AB., Kirby B., Ryan C. et al. The development of
a patient-reported outcome measure for assessment of genital
psoriasis symptoms: The Genital Psoriasis Symptoms Scale
(GPSS) // Dermatol Ther (Heidelb). 2018. Vol. 8, N 1. P. 45-56.
doi: 10.1007/513555-017-0213-2

42. Gottlieb A.B., Kirby B., Ryan C., et al. The development of the Genital
Psoriasis Sexual Frequency Questionnaire (GenPs-SFQ) to assess
the impact of genital psoriasis on sexual health // Dermatol Ther
(Heidelb). 2018. Vol. 8, N 1. P. 33-44. doi: 10.1007/513555-017-0212-3
43. Beck KM,, Yang E.J,, Sanchez M., Liao W. Treatment of genital
psoriasis: A systematic review // Dermatol Ther. 2018. Vol. 8, N 4.
P. 509-525. doi: 10.1007/513555-018-0257-y

44, Reynolds KA, Pithadia D.J,, Lee E.B., Wu J.J. Treatments for
inverse psoriasis: A systematic review // J Dermatol Treat. 2020.
Vol. 31, N 8. P. 786-793. doi: 10.1080/09546634.2019.1620912

45. Khosravi H., Siegel M.P., van Voorhees AS., Merola J.F.
Treatment of inverse/intertriginous psoriasis: Updated guidelines
from the medical board of the national psoriasis foundation //
J Drugs Dermatol. 2017. Vol. 16, N 8. P. 760-766.

46. Lebwoh[ M.G., Tan M.H., Meador S.L., Singer G. Limited application
of fluticasone propionate ointment, 0.005% in patients with psoriasis
of the face and intertriginous areas // J Am Acad Dermatol. 2001.
Vol. 44, N 1. P. 77-82. doi: 10.1067/m;jd.2001.110046

47. Stacey SK., McEleney M. Topical corticosteroids: Choice and
application // Am Fam Physician. 2021. Vol. 103, N 6. P. 337-343.
48. Kreuter A, Sommer A, Hyun J, et al. 1% pimecrolimus,
0.005% calcipotriol, and 0.1% betamethasone in the treatment of
intertriginous psoriasis: A double-blind, randomized controlled
study // Arch Dermatol. 2006. Vol. 142, N 9. P. 1138-1143.
doi: 10.1001/archderm.142.9.1138

962


https://doi.org/10.4103/idoj.IDOJ_23_17
https://doi.org/10.1046/j.1525-1470.2000.01701.x
https://doi.org/10.2340/00015555-0372
https://doi.org/10.12865/CHSJ.42.01.14
https://doi.org/10.1007/s40257-019-00447-5
https://doi.org/10.5603/GP.2016.0074
https://doi.org/10.1111/bjd.17147
https://doi.org/10.1111/ajd.12077
https://doi.org/10.1007/s13555-017-0204-3
https://doi.org/10.2147/PTT.S169389
https://doi.org/10.1080/09546634.2016.1252032
https://doi.org/10.1002/art.24172
https://doi.org/10.1684/ejd.2014.2388
https://doi.org/10.2147/PTT.S159916
https://doi.org/10.1016/j.jaad.2015.02.1127
https://doi.org/10.1111/j.1365-2133.2011.10249.x
https://doi.org/10.1590/abd1806-4841.20153189
https://doi.org/10.1016/j.det.2018.05.013
https://doi.org/10.1159/000357914
https://doi.org/10.1007/s13555-017-0213-2
https://doi.org/10.1007/s13555-017-0212-3
https://doi.org/10.1007/s13555-018-0257-y
https://doi.org/10.1080/09546634.2019.1620912
https://doi.org/10.1067/mjd.2001.110046
https://doi.org/10.1001/archderm.142.9.1138

563

DERMATOLOGY

49. Maul J.T., Anzengruber F., Conrad C., et al. Topical treatment of
psoriasis vulgaris: The swiss treatment pathway // Dermatology.
2021. Vol. 237, N 2. P. 166-178. doi: 10.1159/000512930

50. Amiri D., Schwarz C.W., Gether L., Skov L. Safety and efficacy
of topical calcineurin inhibitors in the treatment of facial and genital
psoriasis: A systematic review // Acta Derm Venereol. 2023. Vol. 103.
P. adv00890. doi: 10.2340/actadv.v103.6525

51. Lebwohl M., Freeman AK., Chapman M.S,, et al. Tacrolimus
ointment is effective for facial and intertriginous psoriasis //
J Am Acad Dermatol. 2004. Vol. 51, N 5. P. 723-730.
doi: 10.1016/}.jaad.2004.07.011

52. Bissonnette R., Nigen S., Bolduc C. Efficacy and tolerability
of topical tacrolimus ointment for the treatment of male genital
psoriasis // J Cutan Med Surg. 2008. Vol. 12, N 5. P. 230-234.
doi: 10.2310/7750.2008.07055

53. Gribetz C., Ling M., Lebwohl M., et al. Pimecrolimus cream 1% in
the treatment of intertriginous psoriasis: A double-blind, randomized
study // J Am Acad Dermatol. 2004. Vol. 51, N 5. P. 731-738.
doi: 10.1016/}.jaad.2004.06.010

54, Lo A, Greenzaid JD, Gantz HY, et al. Clinical pharmacokinetics
and pharmacodynamics of topical non-biological therapies for
psoriasis patients // Expert Opin Drug Metab Toxicol. 2024. Vol. 20,
N 4. P. 235-248. doi: 10.1080/17425255.2024.2337749

55. Reitamo S., Rissanen J., Remitz A, et al. Tacrolimus ointment
does not affect collagen synthesis: Results of a single-center
randomized trial // J Invest Dermatol. 1998. Vol. 111, N 3. P. 396—
398. doi: 10.1046/].1523-1747.1998.00323.x

56. Lebwohl M., Ting P.T., Koo J.Y. Psoriasis treatment: Traditional
therapy // Ann Rheum Dis. 2005. Vol. 64, Suppl. 2. P. ii83-ii8é.
doi: 10.1136/ard.2004.030791

57. Norris D.A. Mechanisms of action of topical therapies and the
rationale for combination therapy // J Am Acad Dermatol. 2005.
Vol. 53, N 1, Suppl. 1. P. S17-25. doi: 10.1016/}.jaad.2005.04.027
58. Segaert S., Ropke M. The biological rationale for use of vitamin d
analogs in combination with carticosteroids for the topical treatment of
plaque psoriasis // J Drugs Dermatol. 2013. Vol. 12, N 8. P. e129-137.
59. Norsgaard H., Kurdykowski S., Descargues P., et al. Calcipotriol
counteracts betamethasone-induced decrease in extracellular matrix
components related to skin atrophy // Arch Dermatol Res. 2014.
Vol. 306, N 8. P. 719-729. doi: 10.1007/s00403-014-1485-3

60. Freund YR, Akama T, Alley MR, et al. Boron-based
phosphodiesterase inhibitors show novel binding of boron to PDE4
bimetal center // FEBS Lett. 2012. Vol. 586, N 19. P. 3410-3414.
doi: 10.1016/j.febslet.2012.07.058

61. Zane L.T., Hughes M.H., Shakib S. Tolerability of crisaborole
ointment for application on sensitive skin areas: A randomized,
double-blind, vehicle-controlled study in healthy volunteers //
Am J Clin Dermatol. 2016. Vol. 17, N 5 P. 519-526.
doi: 10.1007/540257-016-0204-6

62. Dopytalska K., Sobolewski P., Btaszczak A, et al. Psoriasis in
special localizations // Reumatologia. 2018. Vol. 56, N 6. P. 392-398.
doi: 10.5114/reum.2018.80718

63. Hashim PW. Chima M., Kim H.J., et al. Crisaborole 2%
ointment for the treatment of intertriginous, anogenital, and

Vol. 27 (5) 2024

DOl https://doi.org/10.17816/dv635206

Russian journal
of skin and venereal diseases

facial psoriasis: A double-blind, randomized, vehicle-controlled
trial // J Am Acad Dermatol. 2020. Vol. 82, N 2. P. 360-365.
doi: 10.1016/}.jaad.2019.06.1288

64. Liu Y., Li W. Crisaborole ointment as treatment for genital
psoriasis // J Cosmet Dermatol. 2022. Vol. 21, N 9. P. 4080-4081.
doi: 10.1111/jocd.14706

65. Finlay AY. Current severe psoriasis and the rule of
tens // Br J Dermatol. 2005. Vol. 152, N 5. P. 861-867.
doi: 10.1111/}.1365-2133.2005.06502.x

66. Schmitt J., Wozel G. The psoriasis area and severity index
is the adequate criterion to define severity in chronic plaque-
type psoriasis // Dermatology. 2005. Vol. 210, N 3. P. 194-199.
doi: 10.1159/000083509

67. Strober B., Ryan C., van de Kerkhof P, et al.; International
Psoriasis Council Board Members and Councilors. Recategorization
of psoriasis severity: Delphi consensus from the International
Psoriasis Council // J Am Acad Dermatol. 2020. Vol. 82, N 1. P. 117-
122. doi: 10.1016/}.jaad.2019.08.026

68. Papp K., Gulliver W., Lynde C. et al; Canadian Psoriasis
Guidelines Committee. Canadian guidelines for the management of
plague psoriasis: Overview // J Cutan Med Surg. 2011. Vol. 15, N 4.
P. 210-219. doi: 10.2310/7750.2011.10066

69. Koganeea 0.C. [eHuTanbHble [OepMaTto3bl HeWMHbeK-
UMOHHOM  3aTnomorum  y  MywumH //  3ddexktusHas  dap-
MaKoTeparma. 2019. T. 15, N2 10. C. 34-39. EDN: FNJIDN
doi: 10.33978/2307-3586-2019-15-10-34-39

70. Cokonoeckuit E.B., KoxaH M.M. [loka3aTtenbHble acneKTsl Tepa-
MWW NCOpPUa3sa reHMUTaNMIA C UCNOMb30BAHWMEM FE€HHO-VHXEHEPHOI
bronormyeckoi Tepanun // BeCTHUK AepMaTonorum 1 BeHeposo-
rn. 2021. T. 97, N2 2. C. 50-55. EDN: HHSXIG doi: 10.25208/vdv1217
71. Berekmeri A., Mahmood F., Wittmann M., Helliwell P.
Tofacitinib for the treatment of psoriasis and psoriatic arthritis //
Expert Rev Clin Immunol. 2018. Vol. 14, N 9. P. 719-730.
doi: 10.1080/1744666X.2018.1512404

72. Kopotaesa T.B., JlormHoa E.H0. Pe3ynbTathbl M3ydeHus
K/IMHWYecKoW 3hGheKTMBHOCTM M He3omacHoCTM  TohauuTy-
HMba B neyeHWW ncopuatuyeckoro apTputa // CoBpeMeHHas
pesmatonorms. 2019. T. 13, Ne 2. C. 112-118. EDN: NTUSHE
doi: 10.14412/1996-7012-2019-2-112-118

73. Tajalli M., Kabir S., Vance T.M., Qureshi A.A. Effective use of oral
tofacitinib and phototherapy in a patient with concomitant alopecia
areata, vitiligo, and plaque and inverse psoriasis // Clin Case Rep.
2020. Vol. 8, N 5. P. 819-822. doi: 10.1002/ccr3.2759

74, Liu LY., Strassner J.P., Refat M.A, et al.Repigmentation in vitiligo
using the Janus kinase inhibitor tofacitinib may require concomitant
light exposure // J Am Acad Dermatol. 2017. Vol. 77, N 4. P. 675-682.
el. doi: 10.1016/}.jaad.2017.05.043

75. Strober B.E., Gottlieb A.B., van de Kerkhof P.C., et al. Benefit-
risk profile of tofacitinib in patients with moderate-to-severe chronic
plaque psoriasis: Pooled analysis across six clinical trials // Br
J Dermatol. 2019. Vol. 180, N 1. P. 67-75. doi: 10.1111/bjd.17149
76. Burlando M., Herzum A., Carmisciano L., et al. Biological therapy
in genital psoriasis in women // Dermatol Ther. 2020. Vol. 33, N 1.
P.e13110. doi: 10.1111/dth.13110



https://doi.org/10.1159/000512930
https://doi.org/10.2340/actadv.v103.6525
https://doi.org/10.1016/j.jaad.2004.07.011
https://doi.org/10.2310/7750.2008.07055
https://doi.org/10.1016/j.jaad.2004.06.010
https://doi.org/10.1080/17425255.2024.2337749
https://doi.org/10.1046/j.1523-1747.1998.00323.x
https://doi.org/10.1136/ard.2004.030791
https://doi.org/10.1016/j.jaad.2005.04.027
https://doi.org/10.1007/s00403-014-1485-3
https://doi.org/10.1016/j.febslet.2012.07.058
https://doi.org/10.1007/s40257-016-0204-6
https://doi.org/10.5114/reum.2018.80718
https://doi.org/10.1016/j.jaad.2019.06.1288
https://doi.org/10.1111/jocd.14706
https://doi.org/10.1111/j.1365-2133.2005.06502.x
https://doi.org/10.1159/000083509
https://doi.org/10.1016/j.jaad.2019.08.026
https://doi.org/10.2310/7750.2011.10066
https://elibrary.ru/fnjidn
https://doi.org/10.33978/2307-3586-2019-15-10-34-39
https://elibrary.ru/hhsxig
https://doi.org/10.25208/vdv1217
https://doi.org/10.1080/1744666X.2018.1512404
https://elibrary.ru/ntushe
https://doi.org/10.14412/1996-7012-2019-2-112-118
https://doi.org/10.1002/ccr3.2759
https://doi.org/10.1016/j.jaad.2017.05.043
https://doi.org/10.1111/bjd.17149
https://doi.org/10.1111/dth.13110

JEPMATONOMMA

77. Al-Mutairi N., Eassa B.I. A randomized controlled ixekizumab
vs secukinumab trial to study the impact on sexual activity in adult
patients with genital psoriasis // Expert Opin Biol Ther. 2021. Vol. 21,
N 2. P. 297-298. doi: 10.1080/14712598.2021.1843629

78. Yosipovitch G., Foley P., Ryan C.,, et al. Ixekizumab improved
patient-reported genital psoriasis symptoms and impact of
symptoms on sexual activity vs placebo in a randomized double-
blind study // J Sex Med. 2018. Vol. 15, N 11. P. 1645-1652.
doi: 10.1016/}.jsxm.2018.09.004

79. Ryan C., Menter A, Guenther L., et al. Efficacy and safety of
ixekizumab in a randomized, double-blinded, placebo-controlled phase
llib study of patients with moderate-to-severe genital psoriasis // Br
J Dermatol. 2018. Vol. 179, N 4. P. 844-852. doi: 10.1111/bjd.16736
80. Guenther L., Potts Bleakman A., Weisman J., et al. Ixekizumab
results in persistent clinical improvement in moderate-to-severe
genital psoriasis during a 52 week, randomized, placebo-controlled,
phase 3 clinical trial // Acta Derm Venereol. 2020. Vol. 100, N 1.
P. adv00006é. doi: 10.2340/00015555-3353

81. Merola J.F., Ghislain P.D., Dauendorffer J.N,, et al. Ixekizumab
improves secondary lesional signs, pain and sexual health in patients
with moderate-to-severe genital psoriasis // J Eur Acad Dermatol
Venereol. 2020. Vol. 34, N 6. P. 1257-1262. doi: 10.1111/jdv.16181
82. Burlando M., Herzum A., Carmisciano L., et al. Biological therapy
in genital psoriasis in women // Dermatol Ther. 2020. Vol. 33, N 1.
P.e13110. doi: 10.1111/dth.13110

83. Galluzzo M., Talamonti M., Cioni A, et al. Efficacy of tildrakizumab
for the treatment of difficult-to-treat areas: Scalp, nail, palmoplantar
and genital psoriasis // J Clin Med. 2022. Vol. 11, N 9. P. 2631.
doi: 10.3390/jcm 11092631

AUTHORS' INFO

* Kristina D. Khazhomiya, MD;

address: 3 Tsiolkovsky street, 190020 Saint Petersburg, Russia;
ORCID: 0000-0002-2997-6109;

eLibrary SPIN: 2796-4870;

e-mail: christinakhazhomiya@gmail.com

Irina 0. Smirnova, MD, Dr. Sci. (Medicine), Professor;
ORCID: 0000-0001-8584-615X;

eLibrary SPIN: 5518-6453;

e-mail: driosmirnova@yandex.ru

Olga N. Smirnova, MD, Cand. Sci. (Medicine), Associate Professor;
ORCID: 0000-0002-1045-9689;

eLibrary SPIN: 2438-3136;

e-mail: dronsmirnova@mail.ru

Polina D. Ptashnikova;

ORCID: 0000-0003-4699-1746;

eLibrary SPIN: 8715-3940;

e-mail: enternita’@yandex.ru

* Corresponding author / ABTop, 0TBETCTBEHHbIN 3a Nepenucky

Tom 27 N 5, 2024

DOl https://doi.org/10.17816/dv635206

Poccuickmit KypHan
KOMHBIX 1 BEHEPMYECKMX DONe3Hen

564
84. Licata G., Danzuso G.C,, Fiorella C,, et al. Efficacy, safety and patient's
satisfaction for treatment of genital psoriasis with tildrakizumab:
A case series and review of literature // J Eur Acad Dermatol Venereol.
2022. Vol. 36, N 11. P. €916—€918. doi: 10.1111/jdv.18368
85. Ceccarelli G., Simonacci M. Exclusively genital psoriasis
successfully treated with Risankizumab // Dermatol Ther. 2022.
Vol. 35, N 8. P. 15591. doi: 10.1111/dth.15591
86. CmupHoBa W.0. AgbtoBaHTHas Tepanums ncopuvasa. llog npuue-
IOM aHTUMMKPOBHbIe nenTuabl // 3hdexTBHas hapMakoTepanms.
2022.7. 18, N2 39. C. 12—-14. EDN: GHZRRE
87. Takahashi T., Yamasaki K. Psoriasis and antimicrobial peptides //
Int J Mol Sci. 2020. Vol. 21, N 18. P. 6791. doi: 10.3390/ijms21186791
88. Raef H.S., Elmariah S.B. Vulvar pruritus: A review of clinical
associations, pathophysiology and therapeutic management // Front
Med (Lausanne). 2021. Vol. 8. P. 649402. doi: 10.3389/fmed.2021.649402
89. Satoh T., Yokozeki H., Murota H., et al. 2020 Guidelines for the
diagnosis and treatment of cutaneous pruritus // J Dermatol. 2021.
Vol. 48, N 9. P. €399—e413. doi: 10.1111/1346-8138.16066
90. Gouin 0., Lebonvallet N., L'Herondelle K., et al. Self-maintenance
of neurogenic inflammation contributes to a vicious cycle in skin //
Exp Dermatol. 2015. Vol. 24, N 10. P. 723-726. doi: 10.1111/exd.12798
91. Cohen AD., Andrews |.D., Medvedovsky E., et al. Similarities
between neuropathic pruritus sites and lichen simplex chronicus
sites // Isr Med Assoc J. 2014. Vol. 16, N 2. P. 88-90.
92. Heuberger D.M., Schuepbach R.A. Protease-activated receptors
(PARs): Mechanisms of action and potential therapeutic modulators
in PAR-driven inflammatory diseases // Thromb J. 2019. Vol. 17.
P. 4. doi: 10.1186/512959-019-0194-8. Erratum in: Thromb J. 2019.
Vol. 17.P. 22.

Ob ABTOPAX

* Xaxxomus Kpuctuna [leBueBHa;

appec: Paccus, 190020, CankT-letepbypr, yn. Lmonkosckoro, . 3;
ORCID: 0000-0002-2997-6109;

eLibrary SPIN: 2796-4870;

e-mail: christinakhazhomiya@gmail.com

CmupHoBa WpuHa OneroBHa, A-p Mef. HayK, npodeccop;
ORCID: 0000-0001-8584-615X;

eLibrary SPIN: 5518-6453;

e-mail: driosmirnova@yandex.ru

CmupHoBa Onbra HuKonaeBHa, KaHg, Me[. HayK, [OLEHT;
ORCID: 0000-0002-1045-9689;

eLibrary SPIN: 2438-3136;

e-mail: dronsmirnova@mail.ru

MrawxukoBa MonunHa [IMUTpUeBHa;

ORCID: 0000-0003-4699-1746;

eLibrary SPIN: 8715-3940;

e-mail: enternita7@yandex.ru



https://doi.org/10.1080/14712598.2021.1843629
https://doi.org/10.1016/j.jsxm.2018.09.004
https://doi.org/10.1111/bjd.16736
https://doi.org/10.2340/00015555-3353
https://doi.org/10.1111/jdv.16181
https://doi.org/10.1111/dth.13110
https://doi.org/10.3390/jcm11092631
https://doi.org/10.1111/jdv.18368
https://doi.org/10.1111/dth.15591
https://elibrary.ru/ghzrre
https://doi.org/10.3390/ijms21186791
https://doi.org/10.3389/fmed.2021.649402
https://doi.org/10.1111/1346-8138.16066
https://doi.org/10.1111/exd.12798
https://doi.org/10.1186/s12959-019-0194-8
https://orcid.org/0000-0002-2997-6109
https://www.elibrary.ru/author_profile.asp?spin=2796-4870
mailto:christinakhazhomiya@gmail.com
https://orcid.org/0000-0001-8584-615X
https://www.elibrary.ru/author_profile.asp?spin=5518-6453
mailto:driosmirnova@yandex.ru
https://orcid.org/0000-0002-1045-9689
https://www.elibrary.ru/author_profile.asp?spin=2438-3136
mailto:dronsmirnova@mail.ru
https://orcid.org/0000-0003-4699-1746
https://www.elibrary.ru/author_profile.asp?spin=8715-3940
mailto:enternita7@yandex.ru
https://orcid.org/0000-0002-2997-6109
https://www.elibrary.ru/author_profile.asp?spin=2796-4870
mailto:christinakhazhomiya@gmail.com
https://orcid.org/0000-0001-8584-615X
https://www.elibrary.ru/author_profile.asp?spin=5518-6453
mailto:driosmirnova@yandex.ru
https://orcid.org/0000-0002-1045-9689
https://www.elibrary.ru/author_profile.asp?spin=2438-3136
mailto:dronsmirnova@mail.ru
https://orcid.org/0000-0003-4699-1746
https://www.elibrary.ru/author_profile.asp?spin=8715-3940
mailto:enternita7@yandex.ru

	Anogenital psoriasis: clinical picture and therapy
	Abstract
	To cite this article: 


	Псориаз аногенитальной области: клиническая картина и принципы терапии 
	Аннотация
	Как цитировать:

	Abstract
	Epidemiology of anogenital psoriasis
	Clinical pattern of anogenital psoriasis
	Anogenital psoriasis: disease burden
	Comorbidities in anogenital psoriasis
	Diagnostic principles
	Assessment of the severity of anogenital psoriasis
	Therapeutic principles
	Conclusion
	Additional information
	References
	Список литературы
	Authors' info
	Об авторах




