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Figure 1. A) Haemorrhagic tongue erosion. B) Genital erosions. C) Lichen planus of the hands. D) Voluminous thymoma,
93 × 80 mm.

indeed, patients with GS frequently develop recurrent infec-
tions that could be a predisposing factor for OLP. �
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Supplementary data. Supplementary data associated
with this article can be found, in the online version, at
doi:10.1684/ejd.2019.3582.
Table S1 Characteristics of 16 reported cases of lichen
planus in patients with Good syndrome.
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The COVID-19 pandemic: implications for
patients undergoing immunomodulating
or immunosuppressive treatments in der-
matology

The spectrum of dermatologic conditions is astonishingly
broad and comprises, among others, neoplasms, drug reac-
tions, autoimmune disorders and infections. Consequently,
an enormous variety of therapeutic options for skin diseases
exists. Immunomodulatory or immunosuppressive agents
are prescribed to many patients and biologicals are applied
to specifically target signalling pathways and key molecules
of innate and adaptive immunity. The exact implications of
these treatments and the susceptibility of patients receiving
such treatments in the setting of an increased community
risk of viral infections are not yet precisely known. Whereas
some infections (e.g. with Mycobacterium tuberculosis)
must be excluled prior to the initiation of immunosuppres-
sive treatment, the presence of viral infections, other than

doi:10.1684/ejd.2019.3582
dx.doi.org/10.1684/ejd.2019.3582


758 EJD, vol. 30, n◦ 6, November-December 2020

HIV and Hepatitis B and C, has so far been given little
attention. This may change dramatically as the COVID-19
pandemic is currently spreading rapidly around the globe
including Europe, and as the majority of patients with
dermatologic diseases will inevitably be affected at some
point [1].
Conventional immunosuppressive agents (such as glu-
cocorticosteroids, cyclosporine A, methotrexate, and
mycofenolate mofetil) are commonly prescribed for inflam-
matory diseases. Immunosuppressed patients are more
susceptible to viral infections and at increased risk of
more severe manifestations therefrom [2]. Risk factors for
COVID-19 include age ≥60 years and cardiopulmonary
comorbidities [3], however, a specific risk assessment
and stratification for COVID-19 patients is not yet avail-
able. Conversely, recent evidence suggests that infection
with SARS-CoV-2 may not cause more severe disease in
immunosuppressed patients; acute respiratory distress syn-
drome (ARDS) induced by COVID-19 may be mediated
by an excessive immune response, and could potentially
even be improved by immunosuppressants [4-6]. Neverthe-
less, we believe that iatrogenic immunosuppression is also
a probable a risk factor, and that patients with psoriasis or
atopic eczema receiving systemic treatments should also be
considered at risk of COVID-19. Although the individual
risk is currently unclear, it should be discussed critically
on a case-by-case basis whether immunosuppressive treat-
ments should be initiated during the zenith of the COVID-19
pandemic. Ongoing treatments may be continued, albeit
with caution, after discussion of the pros and cons with
the patient, who should be closely monitored for signs of
infection.
Chemotherapeutic drugs increase the risk of viral infec-
tions, mainly by depleting white blood cells. Patients
undergoing cytotoxic chemotherapy are generally at high
risk of infections, including COVID-19 [7]. Fortunately,
such treatments are increasingly abandoned in dermato-
oncology, as targeted therapies and immune checkpoint
inhibitors (ICPI) are becoming first-line choices [8, 9].
Although patients treated with ICPI are generally not
immunosuppressed, interactions of PD1 and CTLA4
inhibitors with COVID-19 are currently unknown. Fur-
thermore, symptoms of viral infections may mimic
immune-related adverse events and could delay their man-
agement. Therefore, these patients should be made aware
of protective measures and be educated on the symptoms
of COVID-19 infection.
In summary, it is very important to assess the risk that each
dermatologic patient carries with iatrogenic immunomodu-
lation and immunosuppression, all the more so in the current
setting of the COVID-19 pandemic. As solid evidence is
currently lacking for almost all conditions and medications
in use, treatment decisions must be made after individual
assessment of the risk/benefit ratio. Patients with health
concerns and a history of infection after iatrogenic immuno-
suppression could be switched to less immunosuppressive
regimens or given a drug holiday. Importantly, a distinction
must be clearly made between patients with immunosup-
pressive treatments or biotherapies for inflammatory or

autoimmune dermatoses and those treated for skin cancers
with chemotherapy, immunotherapies and targeted agents.
In any case, these patients must strictly conform to the mea-
sures of containment, quarantine and social distancing that
have been recently imposed. Initiation of new treatments
should be carefully discussed, as the access to medical
care may be limited during the pandemic. We recommend
paying special attention to possible risks of immunosup-
presive and immunomodulatory therapies for skin diseases
during the COVID-19 pandemic. It might be expected that
patients with such therapies will have more severe manifes-
tations of viral infections, including COVID-19. Likewise,
patients under immunomodulatory therapies, such as ICPI,
may have different outcomes in cases of pulmonary inflam-
mation and ARDS associated with high levels of IL-6 in
the context of SARS-CoV2 infection. A final evaluation
will probably only be possible retrospectively. �
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