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ABSTRACT

Background: Chronic urticaria (CU) is characterized as the recurrent occurrence of wheals, angioedema, or both
on most days of the weck, for more than six weeks. Information available on this disease is mainly based on foreign
studies. We observed the clinical characteristics of this disease among our population to fill the shortage of information.
Materials and Methods: It was a hospital-based, cross-sectional, descriptive study conducted at the Department of
Dermatology from July 2022 to March 2023. Patients diagnosed with CU were enrolled in this study after obtaining
cthical approval from the Institutional Review Committee (IRC). The calculated sample size was 123. Sociodemographic
features and clinical characteristics were recorded after taking consent from the patients. A descriptive analysis was
performed and presented in frequency tables. Results: The majority (61%) had chronic spontancous urticaria (CSU),
13.8% had chronic inducible urticaria (CINDU), and 25.2% had both CSU and CINDU. The mean age of participants
was 35.86 = 13.45 years. Females comprised 72.4% of the patients. A family history of urticaria was found in 16.2%
of patients. The mean discase duration was 35.88 + 60.2 months. Wheals occurred in the evening in 24.3% of cases.
Angioedema was reported by 18.6% of the patients. Gastritis was the most common (11.4%) comorbidity. Physical factors
precipitated urticaria in 39% of cases. Recurrence of the disease was seen in 17.8%. Prior to visiting the dermatologist,
76.4% had been taking antihistamines and 15% attempting an alternative medicine. Conclusion: Our findings were
consistent with those of previous reports. CSU is more than three times more common than CINDU. Females and
young adults were more affected by CU. Concomitant CSU and CINDU is also possible. As a chronic condition, it is

often difficult to manage, and patients tend to explore alternative options.
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INTRODUCTION

Chronic urticaria (CU) is characterized as the recurrent
occurrence of wheals, angioedema, or both on most
days of the week for more than six weeks. CU is further
divided into chronic spontaneous (no specific eliciting
factor involved) urticaria (CSU) and chronic inducible
(specific eliciting factor involved, for instance, cold,
heat, or pressure) urticaria (CINDU) [1,2]. The
prevalence of CU in Asia has shown an increasing trend,
with reports of 3.08% in Korea [3], 0.79% in Taiwan [4],
and 2.4% in Nepal [5]. It occurs most commonly
in females and has a peak age of onset between 20

and 40 years [6]. Wheals have a more generalized
distribution among Polish people, in whom CSU and
a family history of CSU were twice more common
than CINDU [7]. Likewise, 50% of the CUs were
associated with angioedema in Brazilians, and stress
was the most common aggravating factor [8]. Whereas
Asia and the Middle East were found to have more
comorbidity associated with CINDU than CSU [9].
Autoantibodies, infectious diseases, thyroid gland
disorders, drugs, and numerous more allergens may
precipitate CSU. However, the etiology largely varies
in different geographical locations [1]. Only several
studies from Nepal have focused mainly on the quality
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of life of patients with urticaria [10] or its association
with autologous serum skin tests [11].

In view of the complex nature of CU, we wished to fill
the void of the need for more information regarding
the clinical characteristics of such a common disease
among our own population.

Since CSU is associated with frequent hospital visits
causing a burden to patients, families, and the health
care system, as itching, wheals, and angioedema are
often not sufficiently controlled [1], this study may
help to find different clinical aspects of the disease
in our own population, thereby helping in proper
management.

MATERIALS AND METHODS

This was a hospital-based, observational, cross-sectional
study conducted at the Department of Dermatology
of the Patan Academy of Health Sciences, Nepal,
from July 2022 to March 2023. After obtaining ethical
approval from the Institutional Review Committee
(IRC), patients diagnosed with chronic urticaria
were included in the study. After briefly describing
the study, data was collected from those who gave
consent to provide information about their disecase.
The diagnosis of urticaria was clinical, and the required
investigations were sent. Pregnant females, lactating
mothers, children under fourteen years of age, wheals
lasting more than twenty-four hours, acute urticaria,
urticarial vasculitis, and mastocytosis were excluded
from the study.

Information about the sociodemographic features
of the patients and the clinical characteristics of CU
was obtained. The confidentiality of the patients
was maintained by not recording any data that
would identify the patient as an individual (for
instance, name, full address, photographs). Regarding
occupation, those involved in laborious work (farmers,
porters, field workers, etc.) were categorized as manual
workers, and those whose work consisted of mostly
sitting (sccretaries, clerks, managers, etc.) were
categorized as table workers. The place of residence
was categorized as rural or urban areas according to the
administrative division of Nepal. People from the Terai
region and living in the river basin were categorized as
from hot regions, and people from the hilly region were
categorized as from cold regions. For comorbidities,
already diagnosed diseases under treatment were
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recorded. Complete blood count, random blood sugar,
serum creatinine level, stool R/E, urine R/E, and TSH
(thyroid stimulating hormone) were sent as laboratory
investigations to all patients with CU. A consecutive
sampling technique was employed; the required
calculated sample was 123. A descriptive analysis was
performed and presented in frequency tables.

RESULTS

A total of 123 patients with chronic urticaria were
included in the study. Out of the 123 patients, a
majority (75; 61%) was diagnosed with CSU, while
17 (13.8%) and 31 (25.2%) were diagnosed with
CINDU and both (CSU, CINDU), respectively.

The sex distribution revealed that the highest CU was
observed among females (89; 72.4%), as compared to
34 (27.6%) males. All types of CU were predominant
among females; CSU in 51 (68%), CINDU in
11 (64.7%), and both in 27 (87%) females.

The male-to-female ratio was 1:2.6. The mean age at
presentation was 35.86 + 13.45 years, ranging from 14
to 77 years. The highest number of cases was observed
in the age group of 21 to 50 years, and only 4.8% were
over 60 years old (Table 1).

In the CSU and CINDU groups, the highest number
of cases was observed among the group of 21-40 years,
while more cases were observed among the group of

21-30 years in both type groups.

Most of the patients were married (83; 67.4%), living in
urban areas (75; 61%), and in cold regions (92; 74.8%)
of the country. The majority of the CSU patients (47;
62.7%) were living in urban areas, whereas most of
the CINDU patients (9; 53%) were from rural areas
of the country. Regarding smoking, 16 (21.3%) of the
participants with CSU were smokers, while 20 (26.6%)

consumed alcohol.

Twenty-four (32%) of the patients with CSU were
housemakers, while § (47%) patients with CINDU
were table workers. Ten (32.2%) were manual workers
in both types of groups.

The mean age at the onset of urticaria was 31.02 +
13.61 years with an age range of 2 to 73 years. The most
common age group for the onset of CU was between
21 and 30 years for all types of CU. The same applied
to sex differences.
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Table 1: Sociodemographic characteristics of the patients with chronic urticaria

Variables Chronic spontaneous Chronic inducible Both n = 31 (25.2%) Total n=123
urticaria n =75 (61%) urticaria n = 17 (13.8%)
Sex
Male 24 (32) 6 (35.3) 4 (13) 34 (27.6)
Female 51 (68) 11 (64.7) 27 (87) 89 (72.4)
Place of residence
Urban 47 (62.7) 8 (47) 20 (64.5) 75 (61)
Rural 28 (37.3) 9 (53) 11 (35.5) 48 (39)
Hot region 23 (30.7) 3(17.6) 5(16.1) 31(25.2)
Cold region 52 (69.3) 14 (82.4) 26 (83.9) 92 (74.8)
Marital status
Married 55 (73.3) 11 (64.7) 17 (54.8) 83 (67.4)
Unmarried 16 (21.3) 4 (28.5) 12 (38.7) 32 (26)
Widow 4 (5.3) 1(5.8) 2 (6.5) 7 (5.6)
Divorced 0 1(5.8) 0 1(0.8)
Age group (yrs.)
14-20 4 (5.3) 3(17.6) 7 (22.6) 14 (11.4)
21-30 21 (28) 5 (29.4) 12 (38.7) 38 (30.9)
31-40 20 (26.6) 5 (29.4) 4 (13) 29 (23.5)
41-50 18 (24) 2(11.7) 6(19.3) 26 (21.1)
51-60 7 (9.3) 2(11.7) 1(3.2) 10 (8.1)
>60 5 (6.6) 0 1(3.2) 6 (4.8)
Smoking 16 (21.3) 3(17.6) 2 (6.5) 21 (17)
Alcohol 20 (26.6) 3(17.6) 8 (25.8) 31 (25.2)
Occupation
Housemaker 24 (32) 2(11.7) 8 (25.8) 34 (27.6)
Manual worker 15 (20) 3(17.6) 10 (32.2) 28 (22.7)
Student 10 (13.3) 3(17.6) 9 (29) 22 (17.8)
Table worker 21 (28) 8 (47) 2 (6.5) 31 (25.2)
Unemployed 5 (6.6) 1(5.8) 2 (6.5) 8 (6.5)

A family history of urticaria was present in 20 (16.2%)
patients with CU. Among these, 15 (20%) of the CSU
patients, 1 (5.8%) of the CINDU patients, and 4 (13%)
of those with both types of urticaria reported having
first-degree relatives with urticaria (Table 2).

The mean disease duration was 35.88 * 60.2 months,
ranging from 1.5 months to 27 years, with patients with
longer disease durations being less common.

Thirty-five (46.6%) patients with CSU had the disease for
less than one year, and 13 (17.4%) had urticaria for over
six years. Among the CINDU patients, 11 (64.7%) had
the discase for less than one year, while in only 1 (5.8%)
patient, the disease lasted for more than six years.

Out of the total patients, 84 (68.2%) reported daily
occurrence of wheals, while for four (3.2%), the
appearance of wheals was unpredictable. Everyday
occurrence of wheals was primarily reported by patients
with both types of urticaria 24 (77.4%) followed by
patients with CINDU (12;70.5%) and CSU (48; 64%).

The mean duration of wheals was 183.3 + 249.5 minutes,
and the duration of wheals ranged from 1 minute to 22
hours. Out of the 123 patients, 39 (31.7%) reported that
wheals disappeared within one hour. Nineteen (25.3%)
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patients with CSU reported that wheals lasted for less
than one hour, and in forty-one (54.6%), wheals lasted
for 1-6 hours. However, in nine (53%) patients from the
CINDU group, the wheals disappeared within one hour,
while in seven (41.2%), the wheals lasted for 1-6 hours.

Regarding the distribution of wheals, 86 (70%) patients
found wheals either in the upper or lower parts of the
body. Seven (5.7%) reported wheals on the scalp, one
had wheals on the sole, and twenty-one (17%) had
generalized wheals. Thirty-two (42.6%) patients with
CSU reported wheals on the lower parts of the body,
while ten (59%) patients with CINDU had wheals on
the upper parts of the body.

There was no preferential time of day for the occurrence
of wheals in forty (32.5%) patients with CU. However,
30 (24.3%) and 21 (17%) reported having wheals during
the evening and night, respectively. However, wheals
appeared most frequently during the evening among
22 (29.3%) patients with CSU and 3 (17.6%) patients
with CINDU. No female patient reported wheals
during menstruation.

Urticaria was associated with angioedema in 23 (18.6%)
cases, with a higher incidence in females than males
(20vs. 3). Among the 23, 17 (22.6%) had angioedema in
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Table 2: Clinical characteristics of the patients with chronic urticaria

Variables Chronic spontaneous Chronic inducible Both n = 31 (25.2%) Total
urticaria n =75 (61%) urticaria n =17 (13.8%) n=123
Family history of urticaria 15 (20) 1(5.8) 4 (13) 20 (16.2)
Duration of disease
<1 year 35 (46.6) 11 (64.7) 11 (35.4) 57 (46.3)
1-3yrs. 21 (28) 4 (23.5) 13 (42) 38 (30.9)
3-6 yrs. 6 (8) 1(5.8) 3(9.6) 10 (8.1)
> 6 yrs. 13 (17.4) 1(5.8) 4(13) 18 (14.6)
Frequency of wheals
Everyday 48 (64) 12 (70.5) 24 (77.4) 84 (68.2)
2-3 times a week 19 (25.3) 2(11.7) 5(16.1) 26 (21.1)
2-3 times a month 5 (6.6) 1(5.8) 1(3.2) 7 (5.7)
Monthly 2(2.6) 0 0 2(1.6)
Irregularly 1(1.4) 2(11.7) 1(3.2) 4(3.2)
Duration of wheals
<1 hour 19 (25.3) 9 (53) 11 (35.4) 39 (31.7)
1-6 hours 41 (54.6) 7(41.2) 19 (61.3) 67 (54.4)
6-12 hours 12 (16) 0 0 12 (9.7)
> 12 hours 3 (4) 1(5.8) 1(3.2) 5 (4)
Site of wheels
Head and neck 10 (13.3) 2(11.7) 4 (13) 16 (13)
Upper body 21 (28) 10 (59) 11 (35.4) 42 (34.2)
Lower body 32 (42.6) 3(17.6) 9 (29) 44 (35.7)
All 12 (16) 2(11.7) 7 (22.5) 21 (17)
Angioedema 17 (22.6) 1(5.8) 5(16.1) 23 (18.6)
Time of appearance of wheals
Morning 4 (5.3) 2(11.7) 4 (13) 10 (8.1)
Afternoon 1(1.3) 3(17.6) 2 (6.5) 6 (4.8)
Evening 22 (29.3) 3(17.6) 5(16.1) 30 (24.3)
Night 14 (18.6) 1(5.8) 6 (19.3) 21 (17)
During sleep 2(2.6) 0 0 2(1.6)
Mixed 8 (10.6) 1(5.8) 5(16.1) 14 (11.3)
Anytime 24 (32) 7 (41.2) 9 (29) 40 (32.5)
During menstruation 0 0 0 0
Dermographism 12 (16) 6 (35.3) 22 (71) 40 (32.5)
Visited emergency room 8(10.6) 0 3(9.6) 11 (8.9)
Comorbid conditions
Gastrointestinal disorders 9(12) 3(17.6) 4(13) 16 (13)
Respiratory disorders 3(4) 1(5.8) 3(9.6) 7 (5.7)
Endocrine disorders 6 (8) 0 1(3.2) 7 (5.7)
Cardiovascular 6 (8) 1(5.8) 1(3.2) 8 (6.5)
Headache 0 3(17.6) 0 3(2.4)
Multiple disease 5 (6.6) 4 (23.5) 2 (6.5) 11 (8.9)
Other 3 (4) 1(5.8) 3(9.6) 7 (5.6)

the CSU group. The most common site of angioedema
was the lips, followed by the eye region. The rest of the
patients reported mixed angioedema, affecting the lips,
eyes, chin, tongue, or checks.

Eleven people (8.9%) were rushed to the emergency
department due to generalized urticaria that was
uncontrollable with oral antihistamines.

Dermographism was positive in 22 (71%) patients with
both types of urticaria, followed by 6 (35.3%) patients
with CINDU and 12 (16%) patients with CSU.

Besides urticaria, almost half of the patients (59; 48%)
had other preexisting comorbidities. Among these,
16 (13%) diseases were related to the gastrointestinal
system, with gastritis being the most common,
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reported by 14 (11.4%) patients. The other commonly
reported comorbidities were hypertension and DM,
followed by rhinitis, asthma, migraine, thyroid disorder,
hyperlipidemia, dental caries, rheumatoid arthritis,
irregular menstruation, and depression.

A routine biochemical test, complete blood count,
erythrocyte sedimentation rate, urine, and stool test
were performed on all patients on the first visit. Among
the 123, 11 (8.9%) patients were found to have other
diseases besides the pre-diagnosed disease. Among them,
three were incidentally diagnosed with diabetes mellitus
after showing high random blood sugar (> 220 mg/dL)
and glycosuria. Meanwhile, one patient was found to
be anemic (Hb 9.3 g/dL) and two were diagnosed with
hypothyroidism. Additionally, four patients had UTTs,
and one had hypertriglyceridemia (TG 400).
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While most (42.2%) could not associate anything with
the occurrence of urticaria, around 39% of the patients
reported physical factors (heat, cold, tight clothing,
rubbing during baths, exercise) as the precipitating
factors for urticaria. One patient experienced wheals
every time he sat for studying (Fig. 1).

Food was reported as a precipitating factor in 36 (29.2%)
patients, with meat (48%) being the most common
culprit for 17 (48%) patients, in which buffalo meat
precipitated urticaria in ten (28%) patients (Fig. 2).

Recurrence of the discase was seen in 22 (17.8%)
patients, with a higher incidence among females
(16; 72.7%) than males (6; 27.3%). Most recurrences
of urticaria were observed between the age of 21
and 50 years, more commonly in the age group of
21-30 years; among these, 18 (81.8%) patients with
CSU had more than one episode of urticaria in their
lifetime, and four (18.2%) patients with both types of
urticaria had a recurrence of urticaria.

Other symptoms besides itching were reported by
39 (31.7%) patients, a burning and heat sensations being
most commonly reported by thirteen patients; cough,
throat irritation, and chest discomfort were reported

None

Stress

Dust

Sweat

Physical factor

Aggravating factors for chronic urticaria

Food

0 10 20 30 40 50 60
m Chronic spontaneous urticaria = Chronic inducible urticaria = Both

Figure 1: Precipitating factors or aggravating factors of chronic urticaria
(multiple-response answers).

Taro leaves
6%

Chicken
8%

Fish
6%
Pork
6%

Figure 2: Types of food aggravating chronic urticaria.
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by cleven patients, and dizziness, light-headedness,
weakness, yawning, feeling irritated and restless, sleep
disturbances were, among others, reported by fifteen
patients. Such symptoms were primarily experienced

by 26 (34.6%) patients with CSU.

The study found that 110 (89.4%) patients received some
form of treatment prior to visiting the hospital, with only
23% continuing their medication. Among the patients
who had previously taken medication, 94 (76.4%) had
been taking only antihistamines at a therapeutic dose;
sixteen (13%) had been multiple medications such as
different H1 and H2 antihistamines, oral corticosteroids,
montelukast, colchicine, and triple combination creams,
and only five (4%) patients had been taking higher than
the therapeutic dose of antihistamines. The duration
of treatment for urticaria ranged from two days to
twenty years, with only 82 (66.6%) patients being able
to provide information or documentation about their
previous treatment.

Among these, 53 (43%) obtained the medication from
local medical shops, whereas 19 (15.4%) attempted
alternative medicines such as herbal medicine,

traditional healers, and worshipping the Naag god
(Table 3).

DISCUSSION

The study included 123 patients diagnosed with
CU and aimed to investigate the disease’s various
sociodemographic and clinical characteristics. The
study found that CU was more common in females
than males. The highest number of participants with
CSU were females (72.4%), and the highest percentage
of participants with CINDU were also females (64.7%),
which is consistent with other authors’ findings [6,7].
The male-to-female ratio was found to be 1:2.6,
similarly to other study results [§]. However, in an
Indian study on CU, more males (66) were affected
than females (34), with a male-to-female ratio of
1.9:1 [12]. The actual reason for the sex difference is
unknown yet thought to be due to the involvement
of an autoimmune component in the occurrence of
urticaria, with women being more susceptible than
men to autoimmune diseases [13].

The mean age of our patients was 35.86 years, which
was a similar finding in other studies [§,14,15]. In
our study, the mean duration of the disease was
35.88 = 60.2 months, ranging from 1.5 months to
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Table 3: Treatment pattern of the patients with chronic urticaria

Variables Chronic spontaneous Chronic inducible Both n = 31 (25.2%) Total n=123
urticaria n =75 (61%) urticaria n = 17 (13.8%)
Prior treatment
Herbal medicine 4 (5.3) 0 0 4 (3.2)
Traditional healer 6 (8) 0 3(9.6) 9(7.3)
Worshiped the Naag god 3(4) 1(5.8) 2 (6.4) 6 (4.8)
Local pharmacy 28 (37.3) 5(29.4) 20 (64.5) 53 (43)
Hospital 7 (9.3) 0 3(9.6) 10 (8.1)
Medicine used
Multiple 12 (16) 0 4(13) 16 (13)
Antihistamines 56 (74.6) 12 (70.6) 26 (83.8) 94 (76.4)
Not known 7 (9.3) 5 (29.4) 1(3.2) 13 (10.5)
Higher doses of antihistamines 4 (5.3) 1 0 5 (4)
Oral corticosteroid 6 (8) 0 1 7 (5.7)
Regularly on treatment 15 (20) 1(5.8) 9 (29) 25 (20.3)

27 years, which was quite similar to an Indian study in
which the mean duration of CU was 40 = 40.93 months,
and ranged from two months to twenty years [15].

The mean age at the onset of wheels was
31.02 % 13.61 years, with an age range of 2 to 73 years
in our study, similarly to the Indian study [15], yet lower
than in a Spanish study in which the mean age at onset
was 47.3 = 16.2 years [16].

Maurer reported that CSU accounted for one-third of
all CU cases [17]. Approx. 20% of cases experienced
CSU and CINDU concurrently [16]. We also found
similar results, with 61% of our patients having CSU,
13.8% having CINDU, and 25.2% having concomitant
CSU and CINDU.

A similar proportion of CSU (667; 61.1%) was reported
in a multicenter study from Poland, with more cases
of CINDU (338; 35.1%) and much fewer of both (41;
3.8%) types of urticaria when compared to our study [7].
While in the UK, the proportion of different urticarias
varied from our study; they reported 217 (56%) patients
with CSU, 59 (15%) with CINDU, and 57 (15%) with
both CSU and CINDU [17].

Most (61%) of our patients with CU lived in urban
areas, and it was found that the population living in
urban areas was associated with a higher prevalence of
urticaria [14]. A similar finding was observed in which
lifestyle and environmental factors such as air pollution
and urban living were associated with an increased
incidence of allergic diseases among children [18].

In our study, 16 (21.3%) patients with CSU were
smokers. No patient reported smoking as a triggering
or aggravating factor in our study, unlike in China,
where sixteen cases (3.1%) reported smoking-
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induced wheals [19]. It was interesting to note that
smoking correlated with a reduced risk of urticaria
when compared with the general population [14,20].
Studies have shown that nicotine modulates mast
cell activation and inhibits the synthesis of pro-
inflammatory cytokines [21]. However, no causal
relationship was found between cigarette and alcohol
use in the incidence of CU [§].

Thirty-one (25.2%) patients in our study consumed
alcohol, unlike Zhong’s findings in China, where
687 (25.4%) patients consumed alcohol, among whom
383 (55.7%) reported that alcohol triggered their
urticaria. Alcohol as an aggravating factor was also
reported by Salvaris in Brazil [§]. No patient in our
study reported alcohol as a triggering factor for urticaria.
There are few case reports of the induction of urticaria
after consumption or contact with alcohol [22,23]. Yet,
the exact pathogenesis of mast cell activation is not
properly understood, whether it is an immunologic or
non-immunologic reaction [23].

The observation is that CIU is much more frequent
among first-degree relatives of affected individuals than in
the general population [24]. In our study, twenty (16.2%)
patients with CU reported a family history of urticaria,
with CSU reported by fifteen (20%). However, a family
history of urticaria varied in different studies; in Nepal, it
was found in 24.6% of patients [25], 11.7% in Poland [7],
and 4% 1n Italy. Such familial occurrence of CU suggests
the existence of a genetic background for the disease [24].

In our study, more than one episode of CSU was
observed in 22 (17.8%) cases, and all had one episode
along time earlier, which was consistent with the study
from Spain [16]. Recurrence was observed in 13% of
patients with CSU, mainly among alternative medicine
users and antihistamine refractory cases [26].
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Angioedema is a sudden, pronounced, circumscribed,
non-pitting swelling of the deeper dermis and
subcutaneous tissue or mucous membranes, presenting
as pain or a burning sensation rather than itching [27].
Angioedema may occur with or without urticaria.
In up to around 40% of cases, angioedema occurs
concurrently with urticaria [13].

We found angioedema concomitant with urticaria in
23 (18.6%) patients, more than in a population-based,
Chinese study in which angioedema was found in
0.16% of patients [14]. A higher frequency of urticaria
angioedema was reported in patients from Brazil

(50.4%) [8].

A systemic review revealed considerable regional
differences in the occurrence of angioedema, which

seemed more prevalent in Europe and the Americas
than in Asia [28].

When the patients with angioedema vs. without
angioedema were compared, it was found that
angioedema seemed to be underreported and was
associated with poor quality of life in terms of daily
activities and work performance, with a negative impact
on healthcare resource utilization [29].

Although the specific cause of urticaria may not be
identified in the individual patient, it is often possible
to identify non-specific aggravating factors in chronic
urticaria, such as drugs, infections, physical factors,
food additives, and stress [30].

In our study, 48% of the participants could recognize
the aggravating factor of their urticaria, which was
unknown for 52%. In contrast, 79.6% of patients from
Spain and 84% from Brazil could tell the worsening
factors [8,16]. In our study, physical factors and food
were common causes of exacerbating factors, whereas in
Curto’s study, NSAIDs and stressful life events were the
most common exacerbating factors. While stress, as an
exacerbating factor, was reported in 15.2% of patients
by Silvares [8], we had only one patient whose urticaria
was aggravated by stress, which was, interestingly, the
stress of school assignments.

Physical factors (heat, cold, tight clothing, rubbing
during baths, exercise) were responsible for the
aggravation of urticaria in around 39% of our patients,
which was much higher than 10.4% of Silvares’s [§],
yet less than the 50% found by Sidbad [31].
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We found food as an aggravating factor for CU in
36 (29.2%) patients, similarly to 30% in Juhlin’s
findings [32], and higher when compared to Ferrer’s
study, in which a food allergy was seen only in 4.8% of
patients [33]. Our common urticaria-aggravating food
was meat, especially buffalo meat, brinjal, lady’s fingers,
black gram, and taro leaves. The types of food-causing
allergies are different in different countries; seafood,
fish, prawn, crab, peanuts, eggs, and wheat were
common food allergens in other Western countries,
which is rare in our country. Seafood is generally
unavailable to the general people in a landlocked
country such as Nepal. This difference in food causing
urticaria could also be due to differences in food culture
and local beliefs regarding food articles.

In our study, 84 (68.2%) patients reported everyday
occurrence of wheal, which was higher than 52%
reported by others [8] and was primarily found in
patients with both types of urticaria 24 (77.4%),
followed by the CINDU (12; 70.5%) and CSU
(48; 64%) groups of patients.

The signs and symptoms of CSU may occur
spontaneously at any time of the day yet commonly
during the evening, among 22 (29.3%) patients
with CSU and 3 (17.6%) with CINDU, and at night
(1; 5.8%), which was less than in a study from Europe
(evening: 34%; night: 23%) [34]. The appearance of
wheals during the evening and night may reflect the
circadian variation in mast cell activation, which is
crucial in developing allergic diseases [34,35].

Some patients with urticaria have only cutaneous
symptoms, whereas some patients have systemic
symptoms, such as headache, joint pain, and
gastrointestinal complaints.

Thirty-nine (31.7%) patients had other symptoms
besides itching in our study. Itching and burning
sensations were expressed by 33% of our patients,
supported (31%) by another study [23].

The frequency of arthralgia, abdominal pain, and fever
was reported in the literature yet was non-existent
in our study [8,29]. Contrary to our findings, Juhlin
reported gastritis as a cause of CU in 44% of cases [32].

In our study, almost half of the patients (59; 48%)
had other pre-existing comorbidities besides urticaria.
The most common were related to the gastrointestinal
system (16; 13%), with gastritis being the most
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common disease reported (14; 11.4%). The other
common comorbidities were hypertension and DM,
followed by rhinitis, asthma, migraine, thyroid disorder,
hyperlipidemia, and dental caries. However, other
studies have reported that thyroid diseases and drug
allergies were associated with urticaria [15]. Most of
the other studies reported comorbid diseases, atopic
discases such as asthma, rhinitis, psychiatric diseases,
type 2 diabetes, and hypertension [36]. It has been
reported that the successful treatment of H. pylori
infection may result in the remission of urticaria [37].

Most (89.4%) of our patients had been taking some
form of treatment before visiting the hospital, which
was slightly less than Chu’s finding, in which nearly all
patients (99.9%) were on treatment [9], yet similar to
other patients from France, Germany, and Spain [16,34].
In our study, 76.4% took only antihistamines, less than
in Chu’s finding [9]. In ours, five (4%) had been taking
higher doses of antihistamines, which contradicts Chu’s
finding, in which 12.4% of patients had been taking a
higher dose of antihistamines. The higher rate of prior
treatment before visiting the dermatologist in our study
was because of the easy availability of antihistamines
over the counter from a local medical shop, similarly
to Maurer’s finding, in which 78% of the respondents
had been taking over-the-counter or prescription
medication [34]. People visit the dermatologist only
after taking OTC medicine for several weeks and not
having their pruritus relieved. Moreover, dermatologists
are not easily accessible to the general population who
do not live in cities in Nepal. The other medicines,
apart from antihistamines, were all prescribed by non-
dermatologists or by local pharmacists in our study.

Few patients (7; 5.7%) were put on oral corticosteroids
to control urticarial symptoms in our study, which
was considered a second-line drug. No patient was
treated with omalizumab in our study because the
drug is unavailable in Nepal, and most of the general
population could not afford it because of its high cost.

CU is a chronic disease in which wheals and itching
are not adequately controlled, and patients tend to
attempt alternative medicine in search of relief for
itching. Almost 15% of our patients went for alternative
medicine, mainly to traditional healers (7.5%), followed
by worshiping the Naag god (4.8%) and using herbal
medicine (3.2%). Whole plants, portions of plants,
or single extracted active compounds are all used in
phytomedicine [38]. These are widely employed in
numerous Asian countries for various pathological
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conditions such as psychiatric diseases, gastrointestinal
disorders, and skin diseases for their anti-inflammatory,
anti-allergic, and antioxidant effects. Herbal formulas
and single medicinal plants are valid alternatives to
antihistaminic drugs in patients with CU, showing
improvement in symptomatology and the quality of
life of patients [38]. Although gradually on decreasing
trend, one of the widely practiced treatment methods
for any disease 1s visiting traditional healers such as
Dhaamis and Jhankris, who chant mantras to chase
off the offending spirit or to calm down God’s anger,
responsible for the deceased ailment, including skin
diseases. One of the widespread beliefs in Nepal is that
skin diseases result from the Naag god’s anger. Thus,
people worship the god and then only visit the hospital
or other health facility if they do not feel relieved.

Apart from the aforementioned, a famous Chinese
alternative medicine, acupuncture, was found to be
effective in up to 90% of cases, reducing the mean
duration of disease, suggesting it for the treatment of
CU, especially the resistant forms [37].

CONCLUSION

In our study, as in previous studies, females outnumbered
males, common in the age group of 21-40 years. Most
patients were married homemakers, from urban areas,
and from cold climates. A family history was positive in
around one-sixth of all participants. Daily occurrence of
wheals was the most common. Most urticarial wheals
appeared in the evening and night. Angioedema was
associated with almost one-fifth of the cases, with
the lips being the most common site. Besides itching,
nearly a third of the patients experienced other
symptoms because of urticaria, commonly burning
and heat sensations. The most common precipitating
food was meat, especially buffalo meat. Most had been
taking antihistamines before coming to a dermatology
consultation.

Statement of Human and Animal Rights

All the procedures followed were in accordance with the ethical
standards of the responsible committee on human experimentation
(institutional and national) and with the 2008 revision of the
Declaration of Helsinki of 1975.

Statement of Informed Consent

Informed consent for participation in this study was obtained from
all patients.
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