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Cancer: How should psoriasis patients with a history of 

malignancies be managed? 

This chapter is based on the previous chapter 1,2. A systematic search was conducted, details of which 

can be found in the Methods & Evidence Report.  

Results/Answer: 

Theoretically, immunomodulatory therapies used for psoriasis have the potential to affect the course 

of a malignant disease, and the safety of using them in this context is uncertain. 

In clinical practice, different scenarios are associated with different risks and the answer might not be 

the same for each of them. Patients can present with pre-cancer (such as cervical dysplasia, colonic 

polyps or Barrett’s esophagus), low risk cancer (NMSC, cancer with a long period of non-recurrence, 

usually defined as more than 5 years), or high-risk cancer (active cancer, recent aggressive cancer). 

Available evidence to guide clinicians in these situations is scarce. Patients with malignancies are 

excluded from randomized clinical trials, so RCTs will not provide valid answers. Information about 

patients with previous cancer can only come from  observational studies, which are less valid, as they 

are commonly affected by confounding by indication. There are techniques that can help control for 

this type of confounding , but these kinds of analyses require large numbers of patients that are 

difficult to enroll. This power issue  is the reason for results usually being  given for different cancers 

merged and also for different drugs grouped.  

Most of the data available is of marginal relevance to this question: 

Overall risk of cancer in psoriasis: 

Psoriasis is associated with increased mortality due to many diseases, including an increased risk of 

cancer. It is not clear whether this is due to the disease itself, or is influenced by lifestyle factors  (mainly 

alcohol and smoking) or therapy 3. 

A recent systematic review and meta-analysis of 112 observational cohort studies of patients with 

psoriasis and psoriatic arthritis revealed a slightly increased risk of several cancer types, particularly 

keratinocyte cancer and lymphoma 4. 
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Association of therapy and incident cancer in psoriasis and other immune-mediated disease: 

Some studies have studied the possible association of the use of systemic therapies for psoriasis and 

incident of cancer (in patients without previous history of cancer). 

A systematic review of RCTs and observational studies exploring the risk of cancer in psoriasis patients 

treated with biologics described an increased risk of non-melanoma skin cancer in those patients being 

treated with  anti-TNFs. However, included studies lacked adjustment for highly relevant confounding 

factors such as prior phototherapy. Data on other cancers do not show a risk associated with exposure 

to drugs. However, the studies are likely to be underpowered to ascertain the risk of individual types 

of cancer 5. Vaengebjerg et al did not find increased risk of cancer in patients with psoriasis and 

psoriatic arthritis on biologics compared with other systemic therapies 4. Similarly, recent data has not 

shown an increase in the incidence of cancer in patients treated with secukinumab 6or tildrakizumab, 

but these studies are based on RCT patients and do not have untreated comparison populations.7 

There are also some studies describing the risk of cancer associated with systemic therapy for other 

immune-mediated disorders, mainly rheumatoid arthritis, other rheumatic disorders and 

inflammatory bowel disease. Results in these disorders might not be appropriately extrapolated to 

psoriasis patients, as psoriatic patients receive less immunosuppressive therapy (specially 

corticosteroids) and the associated disorders are different 8. 

Most studies are reassuring and did not find a relationship between exposure to anti-TNFs and risk of 

incident cancer in rheumatoid arthritis and psoriatic arthritis 9. Luo et al, analyzing data from nine 

cohorts, described an increased risk of cancer in psoriatic arthritis patients treated with disease 

modifying antirheumatic drugs, which was not seen in patients receiving biologics. However, this 

increase was due to NMSC and included studies have not considered the likely effect of previous PUVA 

therapy 10. SmPCs of TNF inhibitors contain information regarding the risk of lymphoma/leukemia. 

However, these are rare events and data supporting this association are conflicting. So far no such 

association have been shown for psoriasis patients 5. 

Risk of cancer recurrence in patients exposed to systemic therapy for psoriasis: 

Few studies provide information that is relevant for answering this question. 

Regarding patients with precancerous conditions (data available only for cervical dysplasia), a study 

using routine data of women with rheumatoid arthritis (RA), describe that initiation of therapy with a 

biological disease-modifying anti-rheumatic drug (bDMARD) was associated with an increased, but not 
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statistically significant, risk of high-grade cervical dysplasia or cervical cancer compared to initiation of 

a nonbiological (nb)DMARD 11. Conversely, a review analyzing 238 women with RA and a history of 

cervical carcinoma in situ, no genital cancer was observed in the TNFi-treated group over a median of 

5.2 years of follow-up compared with two incidents of genital cancer in the nbDMARD-treated group, 

during a median follow-up of 3.9 years 12. 

A systematic review of patients with a history of cancer and exposed to anti-TNF therapy assessing for 

the risk of the occurrence of new cancer or cancer re-ocurrence compared to non-biologic disease 

modifying antirheumatic drugs (DMARD), included nine studies with  11679 patients. None of them 

where studies on psoriasis. The outcome measures were heterogeneous, with many studies focused 

on describing NMSC. Overall, the study did not find an increased risk of recurrence in patients treated 

with anti-TNFs compared to nbDMARD 13. 

A retrospective study , based on routine data, of patients with rheumatoid arthritis and inflammatory 

bowel disease, and a previous NMSC, described an increased risk of a second NMSC in patients treated 

with methotrexate that was higher with longer exposures. Anti-TNF use was also associated with an 

increased risk, mostly in a subgroup (patients with RA and concomitant use of methotrexate). 14 

Another systematic review analyzed the risk of cancer recurrence in patients with immune-mediated 

diseases exposed to immune-suppressive therapies. They included 16 observational studies with 

11702 participants after a cancer diagnosis and with 1698 new or recurrent cases of cancer. Only one 

very small study, and not contributing to the final analysis, was focused on psoriasis patients. Overall, 

rates of cancer recurrence were similar among participants receiving anti-TNF therapy, immune-

modulator therapy or no immunosuppression, but was higher among patients receiving combination 

immune suppression 15. 

French guidelines have reviewed the risk of cancer associated with systemic therapies. Ciclosporine 

has been clearly linked to an increased risk of cancer and a recommendation to avoid it has been 

issued. Evidence from larger patient cohort over long periods of time on the risk of the newer drugs 

such as the anti IL 17, anti 23 antibodies and apremilast is still very scarce. 16 From a theoretical point 

of view, acitretin has lower efficacy but might also have the lowest risk in these patients. Phototherapy 

is associated with skin cancer, but not with other cancers. Although evidence is not strong, there does 

not seem to be a difference in risk with methotrexate and anti-TNFs, except for a possible increase in 

risk of NMSC for methotrexate 16.  
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We recommend taking the burden of psoriasis, and the 

risk of cancer worsening or recurrence (pre-cancer vs low 

risk vs high risk) into account for shared therapeutic 

decision making.  

↑↑ 

STRONG CONSENSUS1 

 

EXPERT CONSENSUS 

For patients with recent malignancy we recommend 

topical therapies, phototherapy (narrow band UVB) * 

and/or acitretin. 

*except patients with a recent, and/or high risk of cutaneous 

malignancy 

 

We recommend to discuss the decision to initiate 

immunosuppressive therapies, in psoriasis patients with a 

current or recent diagnosis of cancer in the previous five 

years case-by-case with cancer specialists and to reach an 

informed decision, respecting the patient’s preference. 

 

In case of inadequate response to topical therapies, 

phototherapy, (narrow band UVB) and/or acitretin we 

suggest using MTX in psoriasis patients with a previous 

history of cancer.* 

(*for patients with history of non melanoma skin cancer, 

see background text) 

 

We suggest apremilast can be used in psoriasis patients 

with a previous history of cancer despite the lack of long 

term experience based on pathophysiological 

considerations on a case-by-case basis including 

discussion with cancer specialist 

 

We suggested against using ciclosporin in psoriasis 

patients with a previous history of cancer. 
↓ 

We suggest anti-TNF, ustekinumab can be used based on 

existing safety data on a case-by-case basis including 

discussion with cancer specialist. 

We suggest anti-IL17, anti IL23, can be used in psoriasis 

patients with a previous history of cancer despite the lack 

of long term experience based on pathophysiological 

considerations on a case-by-case basis including 

discussion with a cancer specialist.  

↑ 

1 
due to personal-financial conflict of interest 3 abstentions 
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