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What is Urticaria?
•	 Urticaria is a common condition characterized by transient, well-circumscribed, skin surface swellings that appear as wheals (also known 

as hives, welts, and nettle-rash), angioedema, or both
•	 Wheals can vary in size and shape. Distribution over the body can be haphazard
•	 Wheals can last from minutes to hours but usually settle within 24 hours. New lesions arise as old resolve (“here today, gone tomorrow”)
•	 Wheals occur due to swelling of superficial dermis. Deeper swelling (deep dermis, subcutis, submucosa) is known as angioedema. This 

takes longer to resolve (up to 3 days)
•	 Chronic urticaria is defined as repeated episodes of urticaria occurring for 6 weeks or more
•	 Chronic spontaneous urticaria (urticaria without an obvious and consistent trigger) is the commonest type of urticaria (90% of all urticarias)

When to Refer

Check local provision for referral pathways, e.g. 
Allergy, Dermatology, or Immunology. Refer if/when:
•	 Uncontrolled CSU or causing high distress despite 

maximal dose SGAH (DLQI>10)
•	 Angioedema without wheals or angioedema not 

responding to SGAH 
•	 Repeated flares requiring oral steroids to control 
•	 CSU with systemic symptoms (fevers, arthralgia, 

chest, or abdominal pain)
•	 Uncertainty of diagnosis
•	 Red flags

Assessment of Chronic  
Spontaneous Urticaria (CSU)

•	 CSU is diagnosed by history and examination
•	 Photographs may aid in the diagnosis
•	 Wheals are itchy, but sometimes a burning or 

pain may be described
•	 Ask about frequency & durations; sites affected; 

any reproducible triggers including opiate or 
NSAID use. Is the patient on an ACE inhibitor?

•	 Assess impact on quality of life and mood
•	 Red flags: Wheals resolving with bruising, or 

lasting >24 hours; pain without itch; systemic 
symptoms of hypotension, wheeze or airway 
oedema

•	 Usually, no testing is required, but anaemia and 
autoimmune thyroid disease can be associated 
with CSU and baseline checks for FBC, U&Es, 
and thyroid function should be performed

•	 CSU is not caused by allergy and therefore 
allergy testing is not recommended

•	 CSU does NOT cause anaphylaxis but urticarial 
rashes can occur in anaphylaxis 

Secondary Care

Treatments available in secondary care include:
•	 Omalizumab
•	 Ciclosporin
•	 Phototherapy

Management

•	 CSU cannot be cured and the clinical course is unpredictable. CSU may last for 
months to years (average, 3-5 years)

•	 The aim of treatments is to control symptoms until natural resolution
•	 Where possible, stop medications exacerbating CSU e.g. opiates and NSAIDs
•	 Stop ACE inhibitors in the setting of angioedema without wheals
•	 Use second-generation antihistamines (SgAH) at maximal tolerated dose. This is usually 

quadruple normal dose, e.g. fexofenadine 180mg QDS. Doses can either be increased 
according to response and side effects, or started at maximum dose and titrated down 
to the lowest effective dose that maintains control, every 2-4 weeks

•	 Double-dosing SgAH and used twice daily, rather than QDS normal dose, may improve 
adherence

•	 Change SgAH if therapeutic response is poor or side effects occur (commonest is 
drowsiness). Common examples: cetirizine, loratadine, levocetirizine, desloratadine

•	 Wean off SgAH once hives have stopped for at least 12 weeks. CSU can wax & wane 
and relapse; restart SgAH at last used dose if it does

•	 In children, follow weight-adjusted dosing as per the BNFC (cetirizine 0.25mg/kg)
•	 In pregnancy, use cetirizine or loratadine as per expert consensus. SgAH are excreted in 

breast milk; there is a risk of sedation in newborns
•	 Do not use first-generation AH (e.g. chlorpheniramine) due to excessive somnolence, 

anticholinergic burden, and cardiovascular risks)
•	 If no improvement, consider adding montelukast 10mg od (risks as per BNF & MHRA)
•	 Menthoderm®, Dermacool®, and moisturizers cooled in the fridge may soothe itch 

temporarily
•	 For severe acute flares in adults, consider a one-off short course of prednisolone (30mg 

or 0.5mg/kg 5-7 days, whichever dose is lower). Avoid repeated or long-term steroid 
use. Topical steroids have no role

•	 Consider referral for stress management and psychological support where appropriate
•	 Advise on purchasing a prescription pre-payment certificate if prescription charges apply
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Differential Diagnoses

Acute allergy with systemic symptoms suggestive of 
anaphylaxis; inducible urticaria; insect bites; urticarial 
vasculitis; urticated eczema; pre-bullous and bullous 
pemphigoid; erythema multiforme; drug eruptions, 
autoinflammatory syndromes (urticaria with systemic 
symptoms)

How To Recognise Urticaria
•	 Usually raised well-demarcated plaques, pink to red in colour, and do not have scale
•	 May be surrounded by a whitish halo
•	 In skin of colour, wheals may be violaceous or hyperpigmented, or appear as skin-coloured raised plaques
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Chronic Inducible Urticaria (CIndU)

•	 Defined as chronic urticaria caused, reproducibly and consistently, by specific triggers

•	 May co-exist with CSU

•	 Like CSU, wheals and angioedema settle within 24 and 72 hours respectively

•	 Treated with SGAH (as per CSU) and by trigger avoidance

•	 Refer in recalcitrant cases with high distress or if there is diagnostic doubt
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Angioedema Without Wheals

•	 Recurrent angioedema without wheals. May either be histamine- or bradykinin-mediated. The 
commonest causes are CSU-without-urticaria and ACEi-related angioedema. Other causes are 
NSAIDs, beta-lactam antibiotics and other medicines, idiopathic bradykinin-mediated angioedema 
and hereditary angioedema

•	 ACEi-related angioedema may develop months or years after ACEi initiation. 

•	 Treat with SGAH. Exclude other causes and stop ACEi (may take up to 6 months to resolve if the 
cause)

•	 Angioedema due to bradykinin responds poorly to SGAH and does not respond to oral steroids

•	 Refer if angioedema poorly responding to SGAH; suspected hereditary angioedema (family history 
of angioedema; angioedema with severe and painful abdominal cramps and/or laryngeal oedema; 
angioedema from childhood or poor response to SGAH)

Urticarial Vasculitis (UV)

•	 This is a rare form of vasculitis which presents with an urticaria-like rash

•	 Symptoms are of pain or a burning sensation rather than itch

•	 Wheals last for >24 hours to several days and resolve with bruising or post-inflammatory 
hyperpigmentation

•	 Can be associated with arthralgia, respiratory, gastrointestinal, and renal involvement

•	 There is usually no underlying cause, but it can be associated with connective tissue disease such 
as SLE & Sjogren’s syndrome, monoclonal gammopathies, medications, or chronic infections like 
hepatitis B and C 

•	 Refer if suspected. An assessment for vasculitis should be performed, and blood pressure &  
urinalysis checked for systemic involvement. If renal involvement is suspected, discuss urgently with 
your local renal team

Acute Urticaria

•	 Urticaria +/- angioedema, with or without a trigger, lasting less than 6 weeks

•	 Common causes are viral infections, acute allergy, contact allergy, insect bites (‘papular urticaria’), 
medicines such as NSAIDs and opiates, and spontaneous acute urticaria (no identifiable trigger) 

•	 Treated with SGAH and by avoiding triggers

•	 Usually, no tests are required

•	 When to be concerned and/or refer?

•	 Suspected food allergy with unclear cause (usually to Allergy clinic)

•	 Acute allergy with systemic symptoms of hypotension, wheeze, oral and airway swelling 
(anaphylaxis) – prescribe an adrenaline auto-injector whilst awaiting referral to Immunology/ Allergy 
clinic

	 Types of ClndUs
•	 Symptomatic dermographism (commonest form of CIndU) – itchy wheal induced within 10-30 

minutes of firm rubbing or scratching skin. Contrasts with simple (physiological) dermographism which 
is an immediate response to firm rubbing, is not itchy, and resolves within 10 minutes

•	 Delayed pressure urticaria (uncommon): Urticaria and/or painful swelling developing usually 30 
minutes to 12 hours after a pressure stimulus and lasting several hours or days

•	 Cold urticaria (uncommon): Urticaria develops within minutes after exposure to cold and lesions 
usually limited to exposed areas. Patients should be warned never to experience sudden temperature 
drops e.g. jumping into large, cold, bodies of water

•	 Cholinergic urticaria (uncommon): Caused by anything that elevates body temperature actively 
or passively, such as exercise, stress, or bathing in hot water. Usually develops 5-30 minutes after 
trigger exposure. Small (<3mm) punctate wheals with erythematous halo that may coalesce into larger 
patches. Exercise-induced variant should not be confused with exercise-induced anaphylaxis, which is 
a very rare type of anaphylaxis (larger wheals vs cholinergic urticaria) and is associated with airways and 
gastrointestinal symptoms. Refer if in doubt

•	 Contact urticaria (uncommon): Lesions developing at the site of contact (skin or mucosa), with an 
offending substance, e.g. stinging nettle, latex etc., within 10-60 minutes. Severe reactions can lead to 
anaphylaxis; patients should be referred to Allergy clinic

•	 Heat urticaria (rare): Urticaria developing at sites of direct contact with a warm stimulus, within minutes

•	 Solar urticaria (rare): Urticaria developing within minutes after exposure to direct sunlight, perennially, 
and occurring initially on exposed skin then can spread to unexposed areas

•	 Vibratory urticaria (rare): Urticaria developing within a few minutes after exposure to vibration and 
affecting the most exposed area. Symptoms can persist for several days

•	 Aquagenic urticaria (rare): Small hives developing 20-30 minutes after direct contact with water. 
Important to differentiate from aquagenic pruritus, which is caused by myeloproliferative neoplasms

•	 Adrenergic urticaria (very rare): Caused by acute physical or emotional stress; rarely, coffee, tea, 
or chocolate. Important to differentiate from CSU, which may share these triggers, and cholinergic 
urticaria: wheals are surrounded by depigmented haloes (vasoconstriction) and responds poorly to 
SGAH

Other Resources

Support: 
•	 PCDS information leaflet – QR code
•	 Help for hives
•	 CRUSE app

Severity scores: 
DLQI, Urticaria Control Test (UCT)


