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      Dear editor,


      Coronavirus disease-19 (COVID-19) is a clinical syndrome caused by a novel coronavirus called Sever acute respiratory syndrome coronavirus 2 (SARS-CoV-2) [1]. On 31st December, 2019, numerous of cases of pneumonia of unknown etiology were reported in Wuhan, China. After that, COVID-19 has spread rapidly world-wide and has been shown to have a wide spectrum of severity. It was declared as a pandemic by the World Health Organization on 11 March, 2020 [2].


      Highly pathogenic human corona viruses infections suppress type I interferon (IFN) production and signaling, the key component of host antiviral defense in the early phase of viral replication, thus exacerbating disease progression. In line with SARS and MERS, SARS-CoV-2 infection in severe cases involves the host response as an important contributor to the disease process and tissue damage, mainly due to dysregulated and excessive innate immune responses [3]. The primary immune response leads to viral clearance in most cases.


      In a subgroup of patients, the secondary immune response may be exaggerated, leading to inflammatory-induced lung injury and complications including pneumonitis, acute respiratory distress syndrome, respiratory failure, shock, organ failure, and potentially death [4]. This exaggerated response is considered a "cytokine storm", so diagnostic suspicion is generally made on clinical signs and symptoms (fever, fatigue, dry cough, anorexia, dyspnea, rhinorrhea, and anosmia) and confirmed by polymerase chain reaction tests on nasopharyngeal and oropharyngeal swabs or sputum [5].


      There is no available evidence that supports discontinuation of biologic treatment of psoriasis for most patients simply because of the risk of infection [6]. According to the results of randomized clinical trials of biological agents in psoriasis, the rates of nasopharyngitis and upper respiratory tract infections are similar to placebo.


      Vitamin D has an anti-inflammatory effect, and stimulates innate immunity against infectious agents. It inhibits the production of pro-inflammatory cytokines and downregulate NF-κΒ. Therefore, vitamin D deserves consideration in the treatment of COVID-19 [7].


      Some authors have proposed a classification of immunomodulators and immunosuppressants according to "likely risk", suggesting continuation of TNFα inhibitors and antiIL biologics ("likely moderate risk") in the presence of mild viral symptoms. Other authors recommend a limitation or avoidance of cyclosporine, methotrexate, and TNFα inhibitors for dermatologic patients in areas with high infection rates and stopping all immunosuppressive and biological therapy when exposure to confirmed COVID-19 cases occurs. Finally, some authors propose that the use of biologic therapies that modulate T helper (Th)-1 response, such as TNFα inhibitors, abatacept and ustekinumab, might specifically require more stringent precautions [8].


      Therefore, at the current time, the following guidance may be given to patients with psoriasis:


      • All patients should be reminded to practice good infection prevention measures such as frequent hand washing, social distancing, and the use of telehealth resources when available.


      • There is no evidence to recommend prophylactically stopping or postponing biologic therapy in all patients with psoriasis; however, patients should have individualized discussions with their medical providers taking into account the following factors:


      • -COVID-19 risk factors such as older age, cardiovascular disease, hypertension, lung disease, diabetes, or cancer


      - Severity of underlying psoriasis or psoriatic arthritis


      - Concomitant immunosuppressive medications or conditions


      - Risk of exposure to COVID-19 based on occupation or living situation


      • If a reduction in immunosuppressive treatment is desired, options include: Temporary discontinuation of the biologic, reduction in biologic dose frequency, Transition to an alternative biologic, reduction or discontinuation of concomitant immunosuppressants (e.g., methotrexate), Increase in use of topical agents, home phototherapy, or other non-immunosuppressive medications


      • Patients who test positive for COVID-19 infection should be advised to hold their biologic dose until their infection clears. This requires resolution of fever without the use of fever-reducing medications, improvement in respiratory symptoms (e.g., cough, shortness of breath), and two negative COVID-19 test performed 24 h apart. However, if COVID-19 retesting is not available, then a conservative approach would be to avoid restarting biologic therapy until 30 days after resolution of fever and respiratory symptoms.


      • The risks and benefits of initiating biologic therapy should be considered on an individual patient basis.
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