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T 
o the Editor: The management of moderate-

to-severe psoriasis in patients with cancer is
challenging due to concerns that systemic 

treatments may adversely affect tumor behavior, 
increasing the risk of progression and/or recurrence. 
Evidence to guide decision-making remains limited 
because these patients are excluded from clinical 
trials, and available data are limited to observational 
studies. 1 Here, the International Psoriasis Council 
provides guidance on treatment selection for patients 
with psoriasis and cancer.

Therapeutic decisions are made collaboratively 
with the oncologist and are guided by the patient’s 
overall clinical and oncologic status. Key consider-

ations include the presence of treatment- or 
disease-related leukopenia or lymphopenia, the 
impact of systemic corticosteroids on immune 
function and psoriasis, and scenarios in which 
psoriasis either worsens or newly appears as an 
immune-related adverse event during oncologic 
immunotherapy.

The first decision for the dermatologist is whether 
and when to initiate systemic therapy for psoriasis in 
patients with current or prior malignancy. These

criteria should be consistent with those established 
by the International Psoriasis Council (Table I).

There is no evidence that systemic therapies for 
moderate-to-severe psoriasis increase the risk of 
tumor progression or recurrence in patients with 
cancer, with the exception of cyclosporine, which is 
associated with increased risk of non—melanoma 
skin cancer (NMSC). 2 However, it is reasonable to 
preferentially select therapies with lower immuno-

suppressive potential (Fig 1).

Phototherapy is a safe option, except for patients 
with melanoma and NMSC history. Acitretin, meth-

otrexate, dimethylfumarate, and apremilast could be 
considered, although their efficacy and tolerability/ 
safety profiles are less favorable than those of 
biologics.

Regarding biologics, interleukin (IL) 12/23, IL-17, 
and IL-23 inhibitors have not been associated with 
increased risk of malignancy. 3 Mouse models pro-

vide circumstantial evidence that inhibition of IL-17 
and IL-23 may reduce tumor progression and that IL-
12 contributes to tumor immune surveillance. A 
slight increase in the risk of lymphoma and NMSC 
is associated with tumor necrosis factor inhibitors,

From the Department of Medicine Section of Dermatology and 

Venereology, University of Verona, Verona, Italy a ; University 

Hospital Germans Trias i Pujol b ; Autonomous University of 

Barcelona, IGTP, Badalona, Spain c ; Seoul National University 
College of Medicine, Seoul, Republic of Korea d ; Hospital de la 

Santa Creu i Sant Pau, Autonomous University of Barcelona, 

Barcelona, Spain e ; Charles Institute of Dermatology, University 

College Dublin, Ireland f ; University of Porto, Porto, Portugal g ; 
Radboud University Nijmegen Medical Centre, Nijmegen, 

Netherlands h ; Department of Dermatology, Yale University, 

New Haven, CT i ; and CEMIC University, at Buenos Aires, Buenos 
Aires, Argentina. j 

Funding sources: None.

IRB approval status: Not applicable.

Accepted for publication August 7, 2026.

Correspondence to: Paolo Gisondi, MD, Department of Medicine, 

Section of Dermatology and Venereology, University of Verona, 
Piazza A. Stefani 1, CAP 37126 Verona, Italy. E-mail: paolo. 

gisondi@univr.it.

JAAD Reviews 2026;10:7-9.

2950-1989

© 2026 The Author(s). Published by Elsevier Inc. on behalf of the 

American Academy of Dermatology. This is an open access 

article under the CC BY license (http://creativecommons.org/ 
licenses/by/4.0/).

https://doi.org/10.1016/j.jdrv.2026.08.004

7

http://creativecommons.org/licenses/by/4.0/
Delta:1_given-name
Delta:1_surname
Delta:1_given-name
Delta:1_surname
Delta:1_given-name
Delta:1_surname
Delta:1_given-name
Delta:1_surname
Delta:1_given-name
http://crossmark.crossref.org/dialog/?doi=10.1016/j.jdrv.2026.08.004&domain=pdf
mailto:paolo.gisondi@univr.it
mailto:paolo.gisondi@univr.it
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/j.jdrv.2026.08.004


Table I. Criteria for systemic psoriasis therapy in patients with cancer

According to the International Psoriasis Council, patients who meet one or more of the following criteria are candidates for systemic therapy:

1 Psoriasis lesions on $10% of body surface

2 Psoriasis lesions on high-impact sites (ie, hands/feet, face, genitals, and scalp) 
3 Topical therapy failed to control symptoms: inability to achieve clear/nearly 

clear skin (BSA #1%, PGA 0 or 1) after 2 consecutive 4-week topical therapy 
courses, per guidelines. Strong consideration should be given when a patient 
self-reports moderate or severe psoriasis, despite a provider’s mild 
assessment, and experiences significant physical, psychological, or social 
impact

The data in Table I were obtained from https://psoriasiscouncil.org/ipc-resources/disease-severity.

Fig 1. Therapeutic options in patients with psoriasis and active and/or history of cancer 
according to International Psoriasis Council guidance (https://psoriasiscouncil.org/therapeutic-

options-for-cancer/). A green box indicates a first-line treatment option; a yellow box indicates a 
second-line treatment option; an orange box indicates a third-line treatment option; and a red 
box indicates a contraindication.

JAAD REVIEWS

DECEMBER 2026

8 Gisondi et al

https://psoriasiscouncil.org/ipc%2Dresources/disease%2Dseverity
https://psoriasiscouncil.org/therapeutic%2Doptions%2Dfor%2Dcancer/
https://psoriasiscouncil.org/therapeutic%2Doptions%2Dfor%2Dcancer/


but this is possibly disease and not drug related. 3,4 

Also, in randomized clinical trials, lymphoma and 
NMSC have been reported in patients treated with 
deucravacitinib (www.ema.europa.eu/en/documen 
ts/assessment-report/sotyktu-epar-public-assessme 
nt-report_en.pdf). According to the summary of 
product characteristics, active malignancy is not a 
contraindication to any biologic; cautious use is 
advised with tumor necrosis factor and IL-12/IL-23 
inhibitors.

In our opinion, IL-17 and IL-23 inhibitors 
(including the oral peptide icotrokinra) should be 
considered as first-line treatment, although the 
recommendation for icotrokinra is based on its 
mechanism of action rather than on clinical evi-

dence. With lower efficacy, acitretin, methotrexate, 
apremilast, and phototherapy may be considered, 
particularly if first-line treatments are unavailable. 
Ustekinumab and deucravacitinib may represent 
third-line treatment options owing to IL-12 inhibition 
and type 1 interferon impairment and the still-limited 
long-term data for deucravacitinib. A slight increase 
in NMSC and lymphoma have been reported in 
patients treated with tumor necrosis factor inhibi-

tors. 3,4 Cyclosporine should be avoided because of 
its broad immunosuppressive effects. In a recent 
International Psoriasis Council survey, apremilast, 
IL-17 inhibitors, and IL-23 inhibitors were the 
preferred therapies in patients with active 
malignancy. 5

In conclusion, dermatologists, aiming to improve 
diminished quality of life related to skin disease, play 
a critical role in caring for patients with cancer who 
require systemic therapy for their skin disease.
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