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Abstract 

Urticaria consists of blancheable, erythematous, oedematous papules or ‘Weals’. It is estimated that 

lifetime incidence of urticaria is approximately 20%. It is more common among females than males. 

Urticaria may be classified on the basis of underlying aetiology or by a clinical classification. Main cause 

of Urticaria is immunoglobulin E- and non-immunoglobulin E-mediated release of histamine and other 

inflammatory mediators from mast cells and basophils. Although often self-limited and benign, it can 

cause significant discomfort, continue for months to years, and uncommonly represent a serious systemic 

disease or life-threatening allergic reaction. Diagnosis is made by clinically; anaphylaxis must be ruled 

out if needed. In about 50% of patients urticaria occurs alone where as about 40% of patients urticaria 

occurs with angioedema and in about 10% of Patients angioedema occurs alone. The mainstay of 

treatment is avoidance of pollen grains or triggers, if identified. The first-line therapy is second-

generation H1 anti-histamines, which can be titrated to greater than standard doses whereas first-

generation H1 antihistamines, H2 antihistamines, leukotriene receptor antagonists, high-potency 

antihistamines, and corticosteroid (pulse therapy) bursts may be used as adjunctive treatment. In case of 

refractory chronic urticaria, patients can be referred to super specialist for additional treatments approach, 

like omalizumab or cyclosporine. Using of Unani Medicine is highly effective for the management of 

urticaria which is based upon multidimensional approach i.e. dietotherapy (avoiding consumption of 

Ghaleez and Fasid Ghiza), regimes (evacuates morbid/toxins materials from the body with the help of 

diaphoresis, hijama, fasd, huqna, Idrar etc.) and pharmacotherapy (Islah-e-Jigar, Musaffi Dam and 

Moaddilat-e-Dam). 
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Introduction  

Urticaria consists of a heterogeneous group of diseases [1]. It is also known as “Hives’ [2]. It is 

characterized by the appearance of wheals and/or angioedema, encompassing several subtypes 
[3].  

 

Prevalence of Urticaria 

It is estimated that lifetime incidence of urticaria is approximately 20% [4]. An estimated 15% 

to 23% of adults have experienced at least 1 episode of acute urticaria at some time in their 

lives, and the prevalence of chronic urticaria in adults is estimated at 0.5% to 5% [5]. In 

children, previous studies reported the prevalence of acute urticaria to be 1% to 14.5%, but 

there is little data on the prevalence of chronic urticaria in children [6] Chronic urticaria is 

considered less prevalent in children than in adults, and most studies estimating its prevalence 

are based upon extrapolation from adult data, hospital-based results, or studies of the general 

adult population [3].  

 

Incidence 

It affects 15-20% of the world population. In Europe, the incidence of chronic spontaneous 

urticaria is 8-10%. Cases of chronic spontaneous urticaria of unknown etiology constitute a 

further 0.1-3% of diagnoses. It is more common among females than as males, and the peak 

incidence of chronic spontaneous urticaria falls between 20 and 40 years of age [7].  

 

Classification of Urticaria 

Urticaria may be classified on the basis of underlying aetiology or by a clinical classification. 

In most cases of chronic urticaria it will not be possible to identify the underlying caus [8]. 
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There are various types of Urticaria 

1. Physical Urticaria 

Physical urticaria is triggered by a physical stimulus. The 

most common physical Urticaria is Dermatographism in 

which lesions are created or “written” on the skin by stroking 

or scratching the skin [9] Cholinergic urticaria is also common 

and results from a rise in basal body temperature that occurs 

following physical exertion or exposure to heat [10]. Other 

physical stimuli which can trigger urticaria include exposure 

to cold, ultraviolet light (solar urticaria), water and exercise. 

The lesions produced by these physical stimuli are typically 

localized to the stimulated area and often resolve within 2 

hours [11].  
 

2. Auto-reactive urticaria 

Autoreactive urticaria (ArU), a sub-form of chronic urticaria 

(CU), is caused by circulating histamine-releasing signals. 

ArU patients are readily identified by the autologous serum 

skin test, in which they exhibit inflammatory reactions to their 

serum after intracutaneous injection [12]. CU patients who also 

exhibit functional autoantibodies against IgE and/or its high 

affinity receptor Fc (epsilon) RI are thought to suffer from 

autoimmune urticaria (Aiu). ArU and AiU are 

pathogenetically and clinically different from other sub-forms 

of CU [13].  
 

3. Inducible Urticaria 

Inducible urticaria is a heterogeneous group of skin disorders 

characterized by the appearance of wheals, pruritus and/or 

angioedema, sometimes accompanied by systemic symptoms 

caused by innocuous stimuli [14]. The signs and symptoms of 

Chronic Inducible Urticaria may be mild or severe, localized 

or diffused (and sometimes, extensive), and can vary from 

one individual to another [15].  
 

4. Cold Urticaria 

Cold urticaria is one form of urticaria that may be associated 

with other forms of physical urticarias. Frequency is generally 

estimated at two or three per 100 [16]. The triggering effect of 

cold is found at history taking in most of the cases. The 

urticaria is usually superficial, and more rarely associated 

with deep and/or mucosal urticaria. The diagnosis is based on 

history taking and the ice cube test [17].  
 

5. Heat Contact Urticaria 

Localized heat contact urticaria is a cutaneous condition, one 

of the rarest forms of urticaria, where within minutes 

of contact with heat from any source, itching and whealing 

occur at the precise site of contact, lasting up to 1 hour. Heat 

contact urticaria is very rare and it is characterized by the 

development of wheal limited to the areas of heat contact.18  
 

6. Delayed Pressure Urticaria 

Delayed pressure urticaria is a type of physical urticaria 

where erythematous, often painful swellings occur at sites of 

sustained pressure on the skin, after a delay of several hours 
[19]. If sought, it is present in up to 40% of patients with 

ordinary chronic idiopathic urticaria to a varying degree [20]. 
 

7. Urticaria Factitia 

Urticaria factitia (also known as dermographic urticaria and 

symptomatic dermographism) is characterized by whealing 

and itching following a minor stroking pressure, rubbing or 

scratching of the skin [21]. The majority of patients with 

urticaria factitia benefits from treatment with nonsedating 

antihistamines [22].  

8. Solar Urticaria 

Solar urticaria is a chronic acquired photosensitivity disorder 
[23]. It consists of recurrent episodes of urticaria rash 

developed on areas of the skin that are exposed to sunlight [24]. 

Despite being usually a benign condition, it may be extremely 

disabling, thus limiting everyday activities and severely 

altering the quality of life of patients [25].  
 

9. Cholinergic Urticaria 

Cholinergic urticaria is a physical type of urticaria caused by 

an increase in core body temperature after exercise, intake of 

spicy foods, or exposure to stress. 26 Lesions appear as itchy, 

numerous, small, 1 to 5 mm papules or wheals that last for a 

few minutes to a hour [27].  
 

10. Vibratory Urticaria 

Vibratory urticaria is a condition in which exposing 

the skin to vibration, repetitive stretching, or friction results in 

allergy symptoms such as hives (urticaria), swelling 

(angioedema), redness (erythema), and itching (pruritus) in 

the affected area [28]. The reaction can be brought on by towel 

drying, hand clapping, running, a bumpy ride in a vehicle, or 

other repetitive stimulation [29].  
 

11. Aquagenic Urticaria 

Aquagenic urticaria (AU) is a rare inducible form of physical 

urticaria, which occurs in response to cutaneous exposure to 

water, including sweat and tears [30]. Patients present with 

characteristic 1-3 mm folliculocentric wheals with 

surrounding 1-3 cm erythematous flares within 20-30 minutes 

following skin contact with water [31]. 
 

12. Contact Urticaria 

Contact urticaria is defined as the development of a wheal-

and-flare reaction at a site where an external agent contacts 

the skin or mucosa. Symptoms of contact urticaria range from 

pruritic, localized wheal-and-flare reactions to generalized 

urticaria and anaphylaxis [32]. Contact urticaria has been 

reported following skin contact with a multitude of substances 

ranging from simple chemicals to macromolecules [33]  
 

13. Acute Urticaria 

Acute urticaria is a common condition, which presents in all 

age groups and to multiple specialties. It may be a presenting 

symptom of anaphylaxis [34].  
 

14. Chronic Urticaria 

Chronic urticaria (CU) is defined by recurrent episodes 

occurring at least twice a week for 6 weeks [2]. Females are 

more commonly affected than males [10]. Establishing the 

cause of CU is difficult and at times almost impossible [35]. 

This renders cause specific management difficult and 

frustration on part of the patient and the treating physician. 

Also, CU is associated with lower quality of life (QoL) levels 
[36]. Recent advances of its pathogenesis include the finding of 

autoantibodies to mast cell receptors in nearly half of patients 
[37]. This possibility of an autoimmune basis to chronic 

idiopathic urticaria (CIU) is now widely explored [38]. Chronic 

urticaria may arise due to both external and internal causes of 

urticaria [2].  
 

15. Physical factors 
The physical urticarias are a heterogeneous subgroup of 

chronic urticarias in which wheals can be reproducibly 

induced by different specific physical stimuli such as cold, 

heat, pressure, vibration, or sunlight [9, 28]  
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16. Infections 

Urticaria has been reported to be associated with a number of 

infections; however, these associations are not strong and may 

be spurious [39]. Infectious agents reported to cause urticaria 

include hepatitis-B virus, Streptococcus and Mycoplasma 

species, Helicobacter pylori, Mycobacterium tuberculosis, and 

herpes simplex virus [40].  

 

17. Idiopathic/others 

Most cases of CU are considered idiopathic [41]. It has recently 

been accepted that autoimmunity plays a critical role in its 

pathogenesis in some of these patients. A few others are 

medications, contactants, neurological factors, stress, 

vasculitic, pseudoallegens etc [42]  

 

18. Pathophysiology of Chronic urticaria 

The mast cell is believed to be the major effector cell in most 

forms of urticaria, though other cell types may be involved 
[43]. Degranulation of mast cells with release of histamine is 

central to the development of wheals and angioedema. 

Urticaria is due to a local increase in permeability of 

capillaries and venules [44]. These changes are dependent on 

activation of the cutaneous mast cells, which contain a range 

of mediators predominantly histamine. The mast cells respond 

with a lowered threshold of releasability [45]. Vascular 

permeability in skin is produced by the interaction of both 

H1 and H2 histamine receptors [46]. Activation of H1receptors 

in the skin induces itching, flare, erythema, whealing and 

contraction of smooth muscle in respiratory and gastro-

intestinal tract. Activation of H2 receptors contributes to 

erythema and whealing in the skin [47]. Chronic autoimmune 

urticaria is caused by anti-FcåRI and less frequently, by anti-

IgE autoantibodies that lead to mast cell and basophil 

activation [2]. The postulated effector mechanisms for 

immunological and non-immunological activation of mast 

cells. A few preclinical investigations have demonstrated an 

upregulation of TNF-α in patients with CIU [48].  

 

19. Clinical Features of Chronic Urticaria 

Chronic Urticaria is associated with diverse clinical 

presentations. It is chiefly characterized by the rapid 

appearance of wheals and/or angioedema.49 A wheal consists 

of three typical features: (i) a central swelling of variable size; 

(ii) an associated itching or sometimes burning; and (iii) a 

fleeting duration of usually 1-24 h. [2] Angioedema is defined 

as a sudden, pronounced swelling of the lower dermis and 

subcutis. It is sometimes painful and resolution is slower than 

for wheals (up to 72 h). In 40-50% of cases, urticaria is 

associated with angioedema [50]. Lesions may appear 

anywhere on the body including scalp, palms and soles.2 

Urticaria wheals are very itchy and patients tend to rub rather 

than scratch, hence excoriation marks are not seen.51 

Headache, dizziness, hoarseness of voice, shortness of breath, 

nausea, vomiting and abdominal pain may occur as 

concomitant systemic manifestations of severe episodes of 

urticaria [52].  

Although patients with autoimmune antibodies have no 

distinctive diagnostic clinical features, the diagnosis of 

chronic autoimmune urticaria often can be suspected from a 

past or family history of autoimmune diseases, especially 

thyroiditis [53].  

 

20. Investigations for Chronic Urticaria 

In spite of extensive laboratory investigations, 50% cases of 

chronic urticaria remain idiopathic [54]. An elevated ESR 

suggests the possibility of an underlying systemic disease and 

eosinophilia should prompt a search for parasitic diseases.55 

Screening test for thyroid function and antithyroid peroxidase 

and antithyroglobulin antibodies may be carried out in 

candidate patients [56] Positive autologous serum skin test 

(ASST). Suggests an underlying autoimmune mechanism [57, 

58]. 

 

21. Management of Chronic Urticaria 

The treatment regimen should be tailored to the individual 

patient General measures include removal of any identifiable 

cause, explanation, information and reassurance [2]. 

Avoidance of aspirin and other NSAIDs is recommended 

because these drugs aggravate chronic urticaria in about 30% 

of patients [59] Treatment of underlying diseases, i.e. 

Hashimoto's thyroiditis, cryoglobulinemia and Helicobacter 

pylori when present is indicated [60] Ingestion of high 

quantities of salicylate in diet and its relation to urticaria has 

long been a matter of debate, although the same has been 

refuted by others [2] In one study, only 19% of patients reacted 

severely to challenge capsules containing food additives and 

salicylic acid [3] 

 

22. Pharmacotherapy 

Primary Line of treatment for Urticaria 

The newer generation H1 antihistamines with less sedating 

and less cholinergic effects are preferred over the older 

generation H1 antihistamines as the initial choice of therapy 
[61]. In pregnancy, chlorpheniramine and diphenhydramine are 

the antihistaminics of choice for oral and parenteral route 

respectively [62] Certain antihistamines have been proposed as 

preferred for particular subtypes of chronic urticaria, such as 

hydroxyzine for cholinergic urticaria and cyproheptadine for 

cold induced urticaria [63] Second generation non-sedating (or 

less sedating) antihistamines like cetirizine, loratidine, 

fexofenadine, desloratadine, mizolastine, etc. also can be used 
[64]  

 

23. Second line treatments for Urticaria: 

Short courses of systemic steroids (for example prednisone 

0.3-0-5 mg/kg daily or methylprednisolone 16 mg daily to be 

tapered and stopped within 3-4 weeks) can be given in 

resistant cases of chronic urticaria, but long term therapy 

cannot be proposed because of known adverse effects [65] 

Prolonged treatment of chronic urticaria with oral 

corticosteroids may be required in urticaria vasculitis [66]. If 

urticaria relapses after a short course of steroid therapy, and 

symptoms are not adequately controlled by H1 antihistamines, 

leukotriene-receptor antagonists could be tried [67].  

 

24. Unani Treatment 

Unani treatment is based upon multidimensional approach i.e. 

dietotherapy (avoiding consumption of Ghaleez and Fasid 

Ghiza), regimes (evacuates morbid/toxins materials from the 

body with the help of diaphoresis, hijama, fasd, huqna, idrar 

etc) and pharmacotherapy [68]  

Pharmacotherapy consists of single and compound drugs 

which act as Islah-e-Jigar, Imala-e-Mavad, tanqiya-e-Mavad, 

Musaffi Dam, Tadil-e-Dam. These drugs are used in the form 

of decoction, safoof, jawarish, majoon, sharbat, arque and tila. 
[69, 70] 

 

Conclusion 

Avoiding consumption of Fasid and Ghaleez Ghiza and use of 

those drugs which acts as Islah-e-Jigar, tanqiya-e-Mavad, 
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Musaffi Dam, Tadil-e-Dam, are highly effective for the 

management of Urticaria. 
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