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ABSTRACT

Background: Urticaria is a common pruritic wheal disorder, with or without angioedema, classified as acute or chronic.
Chronic urticaria often recurs, impairs quality of life, and requires stepwise antihistamine-based treatment. However,
local data on disease patterns and treatment outcomes in Bangladesh remain limited.

Methods: This observational study was conducted at the Department of Dermatology and Venereology, Railway
General Hospital, CRB, Chittagong, Bangladesh, from January to December 2025. A total of 125 consecutive patients
with urticaria were enrolled. Cases were classified as acute or chronic, with chronic urticaria further categorized into
chronic spontaneous urticaria (CSU), chronic inducible urticaria (CIndU), or mixed. Disease severity was assessed using
UAS?7. Treatment patterns and 4-week outcomes were recorded.

Results: Of the patients, 58.4% were female and 51.2% were aged 20-39 years. Chronic urticaria accounted for 63.2%
of cases, predominantly CSU (55.2%). Angioedema occurred in 30.4%, and generalized wheals in 73.6%. Triggers were
unidentified in 32.0%, while stress (41.6%), foods (26.4%), drugs (22.4%), and infections (19.2%) were common. Atopy
was present in 39.2% and thyroid disease in 12.0%. Moderate-to-severe UAS7 was observed in 54.4%, with 47.2%
reporting sleep disturbance. All patients received second-generation antihistamines; 44.8% required up-dosing and
32.8% received short-term steroids. At 4 weeks (92.0% follow-up), 64.4% achieved complete or well-controlled status,
15.7% relapsed, and 12.0% reported adverse effects.

Conclusions: Chronic urticaria, mainly CSU, predominated with moderate-to-severe activity at presentation. Most
patients achieved symptom control within 4 weeks using stepwise antihistamine therapy, though up-dosing was
frequently required and some remained uncontrolled or relapsed.
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INTRODUCTION cells and basophils in the superficial dermis. The immune

system of the skin and its microvasculature are key
Urticaria is a common skin condition that is defined by the components of its pathophysiology due to the release of
presence of transient wheals, erythema, and severe itching, histamine and other inflammatory mediators. Based on
with or without angioedema, due to the activation of mast disease duration, urticaria can be classified as acute (less
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than 6 weeks) or chronic (more than 6 weeks), with the
latter often recurrent and more difficult to treat.! Urticaria
is a major public health problem globally. The lifetime
prevalence of urticaria of any kind has been estimated to
be up to 20%, while chronic urticaria affects 0.5-1% of the
population in general.? It has been found to contribute
significantly to years lived with disability, especially in
women and those in the working age group, as per the
Global Burden of Disease 2019 report.’> In Asia, the
prevalence and severity of urticaria are increasing due to
environmental factors, dietary patterns, infections, and the
fast pace of urbanization.* Urticaria is a common cause of
outpatient visits to dermatology clinics in South Asian
countries like Bangladesh, but there is a lack of data on its
prevalence in the population.’> Management of urticaria
focuses on the control of the disease, prevention of the
progression of the disease, and improvement of the quality
of life. The management guidelines for urticaria, according
to international guidelines, recommend the use of second-
generation antihistamines as first-line treatment options,
with dose escalation and add-on therapy with leukotriene
receptor antagonists, systemic corticosteroids, and
biologic agents like omalizumab for the treatment of
resistant CSU.'®* However, the effectiveness of the
management of the disease in real-life settings is limited
by the heterogeneity of the disease process, patient
compliance, and the availability of resources.” Substantial
research has been conducted in Europe and North America
to evaluate the disease burden, quality of life, and
therapeutic outcomes in urticaria patients.® The clinical
characteristics of urticaria have been described to be
different, including a high incidence of inducible urticaria,
delayed presentation, and inadequate escalation of
treatment in chronic urticaria patients in the Asian
population.*® Urticaria has been reported to be a
significant cause of skin diseases in Bangladesh, with a
high incidence of chronic urticaria being associated with
autoimmune diseases like thyroid disorders. '

However, detailed evaluations assessing patterns of
urticaria presentation and management outcomes in
tertiary care settings are scarce. Therefore, this study aims
to evaluate the patterns and management outcomes of
urticaria in a tertiary hospital setting.

METHODS

The observational study was conducted at the Department
of Dermatology and Venereology, Railway General
Hospital, CRB, Chittagong, Bangladesh, over a 12-month
period, January 2025 to December 2025. A total of 125
consecutive patients with clinical urticaria, with or without
angioedema, were enrolled following informed consent.
Patients exhibiting lesions suggestive of urticarial
vasculitis, angioedema without wheals, or other primary
dermatoses were excluded. Data were collected using a
structured case record form, which included socio-
demographic variables, disease duration and pattern,
suspected triggers, comorbidities, and principal clinical
features. Urticaria was classified as acute (less than 6

weeks) or chronic (6 weeks or longer); chronic cases were
further categorized as CSU, CIndU, or mixed disease,
based on patient history and bedside provocation tests
where appropriate. Baseline disease activity was assessed
using the Urticaria Activity Score over 7 days (UAS7), and
sleep disturbance was documented as present or absent.
Laboratory investigations, such as complete blood count,
erythrocyte sedimentation rate (ESR), C-reactive protein
(CRP), total immunoglobulin E (IgE), and thyroid function
tests, were performed as clinically indicated.

Management was based on a stepwise protocol focused on
second-generation ~ Hl-antihistamines, = with  dose
escalation up to four times the standard dose when
necessary. Short courses of systemic corticosteroids were
allowed for acute exacerbations, and the use of additional
therapies was documented. Participants were reassessed at
4 weeks, and outcomes were classified as complete
control, well controlled, partially controlled, or
uncontrolled. Relapse rates and adverse effects were also
recorded. Data analysis was performed descriptively using
frequencies and percentages in SPSS version 26.0. Ethical
approval was obtained from the institutional ethics
committee, and informed consent was taken from all
participants.

RESULTS

Table 1 indicates that the cohort was predominantly female
(n=73, 58.4%). The majority of patients were aged 20-39
years, accounting for 51.2% of the sample (n=34 aged 20-
29 years; n=30 aged 30-39 years). Urban residents
represented 57.6% (n=72), whereas 42.4% (n=53) resided
in the rural areas.

Table 1: Socio-demographic profile of participants,

(n=125).
. Percentages
Variables Category N (%)
<20 8 6.4
20-29 34 272
Agegroup 5 3 30 24
(in years) 40-49 26 208
>50 27 216
Sex Male 52 416
Female 73 58.4
. Urban 72 57.6
Residence o o1 53 424

Table 2 demonstrates a predominance of chronic urticaria,
with 79 cases (63.2%), compared to 46 cases (36.8%) of
acute presentations. CSU represented the most frequent
pattern, accounting for 69 cases (55.2%), followed by
inducible urticaria with 31 cases (24.8%) and mixed
disease with 25 cases (20.0%). Angioedema was observed
in 38 cases (30.4%) of urticaria, and the eruption was
generalized in 92 cases (73.6%).
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Table 2: Urticaria pattern and key clinical features,

(n=125).

5 Percentage
Variables Category N %
Duration Acute (<6 weeks) 46 36.8

Chronic (>6 weeks) 79 63.2

CSU 69 55.2
Type CIndU 31 248

Mixed 25 20
Angioedema Present 38 304
Distribution Generalized 92 73.6

Table 3 indicates that a specific trigger was not identified
in 40 cases (32.0%). Among the reported aggravating
factors, psychological stress was the most frequent (52
cases, 41.6%), followed by foods (33 cases, 26.4%), drugs
(28 cases, 22.4%), and recent infections (24 cases, 19.2%).
Comorbidity profiling revealed an atopic background in 49
cases (39.2%) and thyroid disease in 15 cases (12.0%).

Table 3: Major triggers and comorbidity burden,

(n=125).
A Percentage
Variables Category N )
(V]
Np identifiable 40 3
trigger
. Psychological 52 416
Trigger stress
profile Foods 33 26.4
Drugs (any) 28 22.4
Recent 24 192
infection
Comorbidity Any atopy 49 39.2

Thyroid disease 15 12

Table 4 indicates a considerable severity burden at
baseline. Moderate UAS7 scores (16-27) were most
prevalent, observed in 41 participants (32.8%), while
severe disease (28-42) affected 27 individuals (21.6%).
Only 23 participants (18.4%) were in the well-controlled
range (UAS7 0-6) at presentation. Additionally, 59
participants  (47.2%) reported sleep disturbance,
highlighting a significant impact on quality of life.

Table 4: Baseline severity (UAS7) and sleep impact,

(n=125).
Variables Categor N Percentage
gory (%)
0-6 (well
controlled) 23 184
UAS7 7-15 (mild) 34272
category 16-27
(moderate) 41 32.8
28-42 (severe) 27 21.6
Sleep
disturbance Yes 59 472

Table 5 presents the management strategies. All patients
received a second-generation antihistamine. Up-dosing to
two to four times the standard antihistamine dose was
necessary in 56 patients (44.8%). Short courses of
systemic corticosteroids were administered in 41 patients
(32.8%). Add-on montelukast was prescribed in 22
patients (17.6%). Biologic escalation was rare, with
omalizumab used in only 3 patients (2.4%).

Table 5: Treatment pattern of the study population,

(n=125).

Treatments N P(;rcentage

()
2"d generation
antihistamine (any) 125 1o
Up-dosed antihistamine
(2x-4x) 56 44.8
Shm:t course systemic 41 373
corticosteroid
Add-on montelukast 22 17.6
Omalizumab 3 24

Table 6 summarizes the 4-week outcomes for the 115
participants (92.0%) who completed follow-up. Complete
control was observed in 33 participants (28.7%), while 41
(35.7%) achieved well-controlled status, resulting in an
overall controlled rate of 64.4% at 4 weeks. In contrast, 29
participants (25.2%) remained partially controlled and 12
(10.4%) were classified as uncontrolled. Relapse was
documented in 18 participants (15.7%), and adverse
effects were reported by 15 (12.0%) of the cohort.

Table 6: Management outcomes at 4 weeks, (n=115).

Percentage
Outcomes Category h (%)
Complete 33 287
control
Symptom Well controlled 41  35.7
control Partially 29 259
controlled
Uncontrolled 12 104
Relapse Yes 18  15.7
Adverse
effects Yes 15 12
(overall)
DISCUSSION

Within this tertiary-hospital cohort (n=125), chronic
urticaria (63.2%) was more prevalent than acute disease,
with a notable female predominance (58.4%) and a peak
incidence among individuals aged 20-39 years (51.2%).
This distribution is consistent with current epidemiologic
evidence indicating that chronic urticaria is more frequent
in women and commonly affects those in economically
active age groups, though prevalence rates vary depending
on setting, case definition, and healthcare access. Registry
and multicenter studies also report a female predominance
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and significant outpatient burden, supporting observation
that tertiary clinics often manage more persistent and
symptomatic cases compared to community-based
estimates.! 12

CSU represented predominant clinical phenotype (55.2%),
with inducible and mixed forms accounting for remainder.
This finding aligns with contemporary classifications that
identify CSU as the principal chronic subtype in most
series.!>'3 Angioedema was present in 30.4% of patients,
a proportion within the internationally reported range,
though lower than in cohorts with a higher prevalence of
antihistamine-refractory/inadequately controlled CSU,
where angioedema is observed in approximately 40-50%
of cases. These differences likely reflect variations in case-
mix, severity distribution, and ascertainment methods, as
angioedema may be under-recognized without structured
assessment and standardized tools.'# !

Triggers were often non-specific, with 32% of patients
reporting no identifiable precipitant, consistent with
literature indicating that many individuals with CSU
cannot reliably identify external causes. Stress was the
most commonly perceived aggravating factor (41.6%),
followed by foods (26.4%), drugs (22.4%), and infections
(19.2%). Prominence of stress as a reported trigger is well-
documented in real-world surveys and psychosocial
research, and may interact bidirectionally with disease
activity. Urticaria can exacerbate stress and disrupt sleep,
while stress may heighten itch perception and symptom
awareness. Observed high rate of sleep disturbance
(47.2%) and baseline severity profile, with over half of
patients exhibiting moderate to severe activity by UAS7
categories, are consistent with evidence that CSU
significantly impairs QoL particularly among those with
higher disease activity and concomitant angioedema.'4!7:18

Comorbidity patterns observed in this cohort were
consistent with international findings. Atopic background
was present in 39.2% of patients, a prevalence commonly
reported in urticaria populations. The presence of thyroid
disease in 12% of patients supports established association
with autoimmune conditions. Meta-analytic data indicate
significantly increased odds of thyroid autoimmunity in
chronic urticaria, supporting rationale for targeted thyroid
screening in patients with persistent symptoms, systemic
features, refractory disease/suggestive history. !>

Management strategies predominantly adhered to
guideline-based stepwise care. All patients received
second-generation  Hl-antihistamines, with 44.8%
requiring dose escalation, a practice recommended up to
fourfold before considering further escalation. Short
courses of corticosteroids were administered in
approximately one-third of cases, reflecting real-world
management of acute flares, although guidelines advise
minimizing corticosteroid use due to potential cumulative
harms. The low rate of omalizumab use (2.4%) contrasts
with international cohorts, where biologic escalation is
more common in structured follow-up settings. This

discrepancy likely reflects differences in cost, access, and
referral pathways in Bangladesh.!'!-13:2!

At four weeks, 64.4% of patients achieved complete/well-
controlled disease status, while 10.4% remained
uncontrolled and 15.7% experienced relapse. These
findings highlight the need for proactive escalation, trigger
counseling, adherence monitoring, and comorbidity
management in significant minority of patients.
Implementing routine UAS7 monitoring, structured
angioedema assessment, and timely escalation to third-line
therapy where feasible may reduce persistent symptoms,
work impairment, and repeated corticosteroid exposure in
tertiary care settings.!!"!4!7

Limitations

The use of single-center tertiary sampling restricts
generalizability. Reliance on self-reported triggers, a brief
follow-up period of four weeks, and limited access to
advanced testing and biologic therapies may have affected
the study outcomes.

CONCLUSION

In this tertiary-hospital cohort, chronic urticaria,
predominantly CSU, was the most common presentation,
with substantial baseline symptom burden and frequent
sleep disturbance. Most patients achieved control within 4
weeks using guideline-based antihistamine therapy,
although nearly half required up-dosing and a minority
remained uncontrolled or relapsed. Strengthening routine
severity monitoring, comorbidity screening, and timely
step-up care could improve outcomes and reduce reliance
on systemic steroids in resource-limited settings.
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