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Prevalence of cholinergic 
urticaria in Indian adults
Sir,
Cholinergic urticaria is a form of urticaria characterized by 
small and pinpoint wheals surrounded by erythema. This is 
precipitated by sweating, elevation of core body temperature, 
intake of hot and spicy foods and mental stress. Young adults 
are affected most often. The most severe forms have extensive 
whealing associated with wheezing and shortness of breath. 
The prevalence of physical urticaria in adults varies from 20 
to 30% amongst cases of urticaria.[1] The exact incidence of 
cholinergic urticaria in the Indian population is not known. For 
the diagnosis of cholinergic urticaria, whealing is generally 
induced by an exercise such as climbing steps, running, or 
brisk walking in the afternoon.

We studied the prevalence of cholinergic urticaria by 
conducting a survey of students from colleges in western India. 
A total of 600 students (400 males, 200 females, age group: 
18‑22 years) were recruited from a medical and engineering 
college. In this group, eliciting factors, clinical signs, and 
symptoms were explained with photographs of patients with 
lesions of cholinergic urticaria in a five‑minute presentation 
in the classroom. Questionnaires were distributed after the 
presentation to students. They were requested to answer 
appropriately. A physician was present to help with queries. 
The questionnaire included items such as age, sex and 
existence of cholinergic urticaria. If the history was positive, 
duration and appearance of wheals, parts of the body involved, 
eliciting factors and their frequency, severity and frequency of 
cutaneous and extracutaneous manifestations, and intensity 

of discomfort when whealing occurred were all recorded. They 
were also asked about medications or consultations taken for 
their problem. History of urticaria, allergic asthma, or atopic 
dermatitis and intolerance to drugs, especially aspirin were also 
recorded. Students who recorded a positive history underwent 
15 minutes of vigorous exercise followed by an examination 
for wheals and erythema.

Cholinergic urticaria was divided into three types according 
to severity. Mild types were those who got whealing after 
heavy activity. A moderate form was the frequent appearance 
of moderate to severe whealing after daily activities like a 
warm shower or a brisk walk. Severe forms had the additional 
occurrence of extracutaneous symptoms like wheezing and 
breathlessness.

The overall prevalence of cholinergic urticaria was found 
to be 4.16% (25 out of 600 students) in the entire group of 
students between 18 and 22  years of age (14  males and 
11  females). Most students with cholinergic urticaria had 
only mild to moderate symptoms, with typically small wheals 
of short duration invariably associated with itching. Two 
students did not get whealing after exercise. The types of 
eliciting stimuli were climbing steps, sweating, walking in the 
afternoon, and traveling in crowded trains. Other eliciting 
factors were sports, mental stress, fever, hot and spicy food, 
and alcohol. A combination of intake of food and exercise, 
as in exercise‑induced anaphylaxis, was not present in 
the affected students. More than 90% of the students with 
cholinergic urticaria stated that they had never sought medical 
advice for this condition. Two out of 25 students had chronic 
spontaneous urticaria.

Zuberbier et al., in their study, found a prevalence of 11.2% 
of cholinergic urticaria in the young German population.[2] 
A study from Thailand found that six out of 86 physical urticaria 
patients had cholinergic urticaria.[3] In India, October and 
November months have hot and humid weather which may 
explain a moderate prevalence as found in this study. A higher 
prevalence in Germany could be explained as Europe does 
not have hot and humid weather throughout the year. There 
are not many studies in the literature on the prevalence of 
cholinergic urticaria.

Cholinergic urticaria, which is an inducible form of urticaria 
is not classified as physical urticaria because its symptoms 
are induced by an increase in the core temperature of the 
body and not by exogenous physical triggers acting on 
the skin.[4] Cholinergic urticaria must be differentiated from 
exercise‑induced urticaria/anaphylaxis which is induced by 
exercise but not passive warming and is more often associated 
with systemic symptoms than cholinergic urticaria.[5] More 
population based studies are needed to determine the overall 
prevalence in India.

[Downloaded free from http://www.idoj.in on Wednesday, February 27, 2013, IP: 160.80.2.8]  ||  Click here to download free Android application for this journal

Avinash
Rectangle

https://market.android.com/details?id=comm.app.medknow


Letters to the Editor

Indian Dermatology Online Journal - January-March 2013 - Volume 4 - Issue 1� 63

Kiran Godse, Shaista Farooqui, Nitin Nadkarni, Sharmila Patil
Department of Dermatology, Dr. D. Y. Patil Medical College and 

Hospital, Sector 5, Nerul, Navi Mumbai, India

Address for correspondence: Dr. Kiran Godse, 
 Department of Dermatology,  

Dr. D. Y. Patil Medical College and Hospital, 
 Sector 5, Nerul, Navi Mumbai, India. 

 E‑mail: drgodse@gmail.com

REFERENCES

1.	 Dice JP. Physical urticaria. Immunol Allergy Clin North Am 
2004;24:225‑46.

2.	 Zuberbier T, Althaus C, Chantraine‑Hess S, Czarnetzki BM. Prevalence 
of cholinergic urticaria in young adults. J Am Acad Dermatol 
1994;31:978‑81.

3.	 Silpa‑archa N, Kulthanan K, Pinkaew S. Physical urticaria: Prevalence, 
type and natural course in a tropical country. J  Eur Acad Dermatol 
Venereol 2011;25:1194‑9.

4.	 Zuberbier T, Bindslev‑Jensen C, Canonica W, Grattan CE, Greaves MW, 
Henz BM, et  al. EAACI/GA2LEN/EDF guideline: Definition, 
classification and diagnosis of urticaria. Allergy 2006;61:316‑20.

5.	 Magerl M, Borzova E, Giménez‑Arnau A, Grattan CE, Lawlor F, 
Mathelier‑Fusade P, et  al. The definition and diagnostic testing of 
physical and cholinergic urticarias-EAACI/GA2LEN/EDF/UNEV 
consensus panel recommendations. Allergy 2009;64:1715‑21.

Access this article online

Quick Response Code:

Website: www.idoj.in

DOI:  
10.4103/2229-5178.105493

Polymorphic pityriasis rosea 
precipitating psoriasis
Sir,
Pityriasis rosea (PR) is an acute self limiting papulosquamous 
disorder characterized by a large erythematous herald 
patch and subsequent eruptions of multiple similar, smaller 
oval patches in the classic “Christmas tree” distribution. PR 
presents as predominantly papular, papulosquamous, vesicular, 
purpuric and lichenoid lesions. Several unusual variants have 
been reported in literature and constitute about 20% of all 
cases which might pose a diagnostic problem.[1] Psoriasis is a 
polygenic disease and has various triggering factors (stress, 
drugs, infections, alcohol etc) which may elicit a psoriatic 
phenotype in predisposed individuals.[2‑4]

A 45 year old male presented with asymptomatic raised red 
lesions on the face, trunk, upper limbs, palms and lower limbs 

since five days. There was history of sore throat two weeks 
prior to the onset of rash for which he did not seek treatment. 
There was no history of fever or intake of any medications. 
On examination, multiple bilaterally symmetrical erythematous 
papules and plaques were present on the face, flexor aspect 
of the forearms, legs and in a Christmas tree pattern over the 
back with few plaques having collarette scales. Erythematous 
papules were present on both the palms [Figure 1]. Multiple 
pustules, erythematous papules and plaques were distributed 
along the lines of cleavage over both the flanks [Figure 2]. Oral 
and genital mucosae were not involved. Routine investigations 
revealed no abnormality. ELISA for HIV and VDRL were non 
reactive. Tzanck smear from a pustule showed neutrophils 
and gram staining did not reveal any organisms. A skin biopsy 
from a scaly plaque showed parakeratosis and extravasation 
of RBC’s suggestive of pityriasis rosea. Based on clinical 
presentation and histopathology, a diagnosis of pityriasis rosea 

Figure 1: Erythematous papules and plaques over palms

Figure 2: Papules with collarette scaling and pustules
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