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in the incidence of STD, while it begins to drop in 
May again until it reaches its lowest point in June. 
Upon differentiating between the number of cases 
of gonorrhoea, chlamydiosis, syphilis, and scabies 
form 2001 until 2019, when broken down by seasons, 
it was established that the lowest incidence of STD 
is in the third quarter (summer) whereas the highest 
incidence is in the fourth and first quarters (fall and 
winter).

Conclusions: The impact of the circadian rhythm 
on the incidence of STDs in Latvia cannot be denied. 
Save for the study conducted in Scotland, the rise of 
STD incidence during the fourth quarter in common 
in all studies, just like in Latvia. It can be explained by 
the endogenous, annual rhythm of human reproduc-
tion and higher levels of testosterone, as well as more 
frequent visits to medical facilities after summer. In 
Latvia a  rise of incidence was observed in the first 
quarter, which was not registered in the studies of 
other countries. Such discrepancy can be explained 
by late clinical diagnostics. The lowest incidence of 
STDs in Latvia is in the third quarter, because the 
summer is short in Latvia and people visit medical 
facilities less frequently then leaving examination of 
their health for the fall.
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Significance: Scar treatment has always been and 
remains an important topic for dermatologists. How-
ever, outcomes of the treatment modalities applied, 
suggest that so far not all patients reach satisfactory 
aesthetic results.

Recent advances: Development of scar therapies 
over the last decade have also advanced our under-
standing related to the care of cutaneous scars. Scar 
treatment methods are presented including topical, 
intralesional, and mechanical therapies in addition to 
cryotherapy, radiotherapy, and laser therapy.

Critical issues: Current treatment options for 
scars in many cases still have limitations. This review 
presents the current therapies available for scar man-
agement from dermatologists point of view. 

Future directions: Based upon our new under-
standing of scar formation, innovative scar therapies 
are being developed. Additional research on the ba-
sic science of scar formation will lead to additional 
advances and novel therapies for the treatment of 
cutaneous scars.
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Introduction: Urticarial vasculitis is an eruption of 
erythematous wheals that clinically resemble urticar-
ia but histologically show changes of leukocytoclas-
tic vasculitis that may be divided into normocomple-
mentemic and hypocomplementemic variants [1, 2].  
The exact frequency of urticarial vasculitis is not 
known in the United States or worldwide.The fre-
quency of diagnosis is 45 cases per 1,000,000 popula-
tion of new cases per year (2020). The male-to-female 
ratio for urticarial vasculitis is 1 : 2 and the median 
age of involvement is 43 years [2, 3]. Patients with 
hypocomplementemic urticarial vasculitis are more 
likely to show autoantibodies to C1q and vascular 
endothelial cells [4]. Clinically, urticarial vasculitis 
is manifested by rashes on the skin (dense blisters, 
papules, hemorrhagic rash, nodules, which are often 
layered) [5]. The reasons for the development are not 
clearly defined, however, one of the reasons of the 
disease development is hyper activity of the immune 
response. The population of so-called regulatory  
T cells with the CD4+CD25+ phenotype limits the in-
tensity of any immune response and prevents the de-
velopment of autoaggression [3]. Regulatory T cells 
do not decrease the normal immune response, but 
could suppress the immune reaction by the threat of 
massive self-harm. Another causes of urticarial vas-
culitis are infectious factors, especially Epstein-Barr 
virus (EBV) and human herpes virus type 6 (HHV6) 
that belong to the family of herpesviruses. 

Material and methods: We have analyzed the im-
munological histories of 146 patients with systemic 
autoimmune diseases, including 24 (14 women and 
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10 men, aged 36 ±7 years) patients with urticarial 
vasculitis. The diagnosis was established according 
to the American College of Rheumatology (ACR, 
2016). The diagnostic search involved the study of 
blood and saliva samples, which determined the vi-
ral load of EBV and HHV6 DNA by polymerase chain 
reaction (PCR). The activity of immune system/the 
T-lymphocytes phenotyping, e.g. T-regulatory cells/
was performed using flow cytometry.

Results: Among 24 patients with urticarial vas-
culitis, it was diagnosed clinically active phase of the 
disease in 13 cases, and an inactive – in 11 patients. 
EBV and/or HHV6 DNA with a mean viral load of 
16324 ±1423.1 copies/ml and 10114 ±1722.3 cop-
ies/ml, respectively, was detected in saliva and/
or blood in all 13 patients with active urticarial vas-
culitis. Between patients with severe urticarial vas-
culitis and DNA “+” EBV/HHV6 in the blood, 
the number of T-regulatory cells with phenotype 
CD45+CD4+CD25brightCD127neg was 3.9 ±1.2% and 
7.3 ±2.1% in patients with DNA “+” EBV/ HHV6 in 
saliva (p < 0.05). The ratio of CD4+/CD8+ in patients 
with urticarial vasculitis and active EBV/HHV6 repli-
cation in the blood was higher (5.9 ±1.4%) compared to 
the patients with urticarial vasculitis and active EBV/
HHV6 replication in the saliva 2.95 ±0.4% (p < 0.05).

Conclusions: It was found that the viral load of 
EBV and HHV6 was significantly higher in patients 
with active urticarial vasculitis compared to clini-
cally inactive course of the disease that may indicate 
a significant role of herpesviruses in the manifesta-
tion and exacerbation of this pathology. Significant 
reduction of the T-regulatory cells level in patients 
with active clinical and laboratory manifestations of 
urticarial vasculitis could help us to use this indica-
tor as a biomarker of process activity. It may be help-
ful as significant target option for the treatment of 
patients with urticarial vasculitis.
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Atopowe zapalenie skóry (AZS) jest przewlekłym, 
nawracającym, zapalnym zaburzeniem skóry zwią-
zanym z dysfunkcją bariery skórnej, którego częstość 
występowania drastycznie wzrosła w krajach rozwi-
jających się [1–3]. W celu opracowania praktycznego 
algorytmu leczenia pacjentów z AZS, ze szczególnym 
uwzględnieniem terapii miejscowych, utworzono 
międzynarodowy panel złożony z 15 ekspertów der-
matologicznych i alergologicznych z ośmiu krajów [1]. 

W  przypadku łagodnego do umiarkowanego 
AZS, obejmującego wrażliwe obszary skóry, przy 
pierwszych objawach choroby należy stosować 
miejscowo inhibitor kalcyneuryny (mIK) – pimekro-
limus. W przypadku innych lokalizacji pacjenci po-
winni przyjmować miejscowo inhibitor kalcyneury-
ny – pimekrolimus lub takrolimus, dwa razy na dobę 
przy pierwszych objawach AZS, takich jak świąd, 
lub dwa razy na tydzień na wcześniej dotkniętych 
obszarach skóry. Emolienty należy stosować regular-
nie. Pacjenci z ostrym AZS na wrażliwe obszary skó-
ry powinni przyjmować miejscowo kortykosteroid 
(mGKS) dwa razy na dobę lub alternatywnie raz na 
dobę mGKS/mIK do czasu poprawy objawów. Po 
uzyskaniu poprawy należy przerwać leczenie mGKS 
i zmienić na mIK. Leczenie podtrzymujące powinno 
obejmować stosowanie pimekrolimusu raz na dobę 
w miejscach wrażliwych i  takrolimusu w  innych lo-
kalizacjach. Ten algorytm leczenia może pomóc w po-
dejmowaniu decyzji klinicznych w leczeniu AZS [1].

Proponowany algorytm terapii powinien pomóc le-
karzom w praktyce klinicznej podczas leczenia pacjen-
tów z łagodnym do umiarkowanego AZS i tych z cięż-
kimi zaostrzeniami choroby. Zgodnie z  algorytmem, 
pimekrolimus jest preferowanym mIK do stosowania 
na wrażliwych obszarach skóry, ze względu na jego 
skuteczność, tolerancję i  profil selektywności w  po-
równaniu z takrolimusem. Jednak zarówno pimekro-
limus, jak i  takrolimus są zalecane do stosowania na 
innych obszarach ciała. Natomiast mGKS są zalecane 
do krótkotrwałego stosowania tylko w  przypadkach 
poważnych zaostrzeń, ze względu na ich działanie 
niepożądane, takie jak destrukcja bariery naskórkowej. 
Ten algorytm leczenia może pomóc w podejmowa-
niu decyzji klinicznych w leczeniu AZS, potencjalnie 
zmniejszając obciążenie pacjentów, ich rodzin i syste-
mów opieki zdrowotnej. 
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