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Urticaria: Elucidating a Cause is
Central to Management
Clinicians swear by this method to recall the most common causes of hives.

Urticaria (hives)—transient, ery-
thematous to pink, pale cuta-
neous swellings of varying sizes

and shape—are typically associated with
pruritus and sometimes pain or burning
sensations that last minutes to hours.
Angioedema is swelling involving deeper
underlying tissues. They can occur on
any body part. Wheals that last more
than 24 hours usually represent urticarial
vasculitis, erythema multiforme, and/or
other conditions. Urticaria are acute if
they last less than six weeks and chronic
if they persist longer. Approximately 15-
20 percent of the general population will
experience urticaria at some time. They
occur at any age; peak incidence depends
on underlying etiology. These etiologies
can be grouped into several categories.
(Table) Removal of inciting factors is
critical to management.  

Common Stimuli
Proinflammatory mediators released
from degranulated mast cells that are
triggered by diverse stimuli produce
and sustain urticaria. A variety of drugs
can induce urticaria, including aspirin,
NSAIDs, sulphonamides, allopurinol,
griseofulvin, insulin, penicillin, birth
control pills, vaccines, cefaclor, quinine,
ace inhibitors, morphine, and codeine.
Among the many foods that have been
implicated are milk, eggs, fish, wheat,
nuts, berries, shellfish, cheese, choco-
late, and tomatoes. Foods containing
additives and coloring such as ben-
zoates and azo dyes have been linked to
allergic contact urticaria. Arthropod
bites and stings from bees, wasps, fleas,
mosquitoes, mites, and bed bugs are
also notable causes of papular urticaria.

Autoimmune diseases, such as sys-
temic lupus erythematosus, Sjogren’s syn-
drome, and rheumatoid arthritis, can
present with clinical urticaria among
other manifestations. It can also result
from underlying hematological and lym-
phoproliferative malignancies, most
notably lymphomas, leukemias, and
myelomas. A number of hereditary con-
ditions have been associated with
urticaria, including hereditary angio-
edema, hereditary vibratory urticaria,
familial cold urticaria, Muckle-Wells syn-
drome, and familial Mediterranean fever.

A wide variety of underlying bacteri-
al, fungal, viral, and parasitic infections
have been reported to induce various
clinical patterns of urticaria. Upper res-
piratory infections of all types are most
commonly reported. Other infections
to consider include helicobacter infec-
tions, hepatitis, mononucleosis, filiaria-
sis, strongyloidiasis, and helminthiasis.  

Vasculitis is typically characterized by
more persistent painful and pruritic
wheals than ordinary urticaria. Sudden
emotions and stress have been reported to
trigger sweat-inducing stimuli with result-
ant production of cholinergic urticaria.

Certain systemic diseases can be
associated with urticaria, including
serum sickness, thyroid disorder, vitili-

go, insulin dependent diabetes, perni-
cious anemia, erythropoietic protopor-
phyria, mastocytosis, and polycythemia.  

Evaluation and Management
A comprehensive history and physical
examination is imperative. Target work
up at specific findings noted in the initial
assessment. This may include various
blood (i.e. RAST) and imaging studies,
challenge tests for physical urticarias,
skin biopsy, allergy and patch testing.
Despite thorough work up, it is often
difficult to delineate the exact cause. Up
to 50 percent of cases remain idiopathic.1

Management must include elimina-
tion of the underlying cause. A variety
of approaches may achieve symptomatic
relief. Antihistamines including the
newer generation non-sedating agents
(loratadine, fexofenadine, desloratadine)
are the mainstay of treatment. Addition
of antipruritic lotions containing pram-
oxine and topical corticosteroids can
provide some symptomatic relief. Dox-
epin, with strong antihistamine effects,
is often effective but sedating. Systemic
corticosteroids are effective but due to
concerns about long-term use are rarely
used (urticaria tend to be chronic and
recurrent). Epinephrine can be lifesaving
in cases of anaphylaxis and severe angio-
edema. Even when an underlying cause
of chronic urticaria is not determined,
50 percent of patients experience spon-
taneous resolution within one year, 65
percent within three years, and 85 per-
cent within five years.2 
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