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Updosing of antihistamines Updosing of antihistamines 
to improve control of chronic to improve control of chronic 
urticariaurticaria

Sir,
Nonsedating antihistamines are recommended as 
first line treatment for patients with urticaria. The 
current European Academy of Allergology and 
Clinical Immunology/Global Allergy and Asthma 
European Network/European Dermatology Forum 
(EAACI/GA2LEN/EDF) guidelines call for updosing 
of nonsedating antihistamines (up to four times 
the standard dose) in urticaria patients who do not 
respond satisfactorily to the standard doses.[1] There 
are a few studies to assess the efficacy of such a 
recommendation.

Twenty patients (12 females and eight males, age group 
20-60 years, mean age 27.2 years) with chronic urticaria 
for at least six weeks and pruritus, wheal score of more 
than two were enrolled after an informed written 
consent. The exclusion criteria included physical 
urticaria, urticarial vasculitis, pregnant or lactating 
women, gastritis, a history of sensitivity to aspirin or 
NSAIDs and a history of aggravation of symptoms by 
pressure. Routine investigations like complete blood 
count, blood sugar, thyroid stimulating hormone (TSH) 
and urine examination were done to rule out infections 
before starting therapy. All 20 patients had chronic 

idiopathic urticaria of duration ranging from three 
months to two years (mean duration 14.8 months).

After a one-day washout without treatment we graded 
symptoms using the Urticaria activity score (UAS). 
The UAS consisted of the sum of the wheal number 
score and the itch severity score.[2] The wheal numbers 
were graded from 0 to 3 as follows: 0-�10 small wheals 
(diameter, �3 cm); 1-10 to 50 small wheals or �10 
large wheals (diameter, �3 cm); 2-�50 small wheals 
or 10 to 50 large wheals; and 3 - almost the whole body 
is covered. The severity of the itching was graded from 
0 to 3 (0, none; 1, mild; 2, moderate; and 3, severe).

Sedation was graded from 0 to 3 (0, none; 
1, mild; 2, moderate; and 3, severe). We recorded UAS 
at zero two and four weeks to monitor urticaria. All 
patients were started with levocetirizine 5 mg tablet at 
bed time. Patients were reviewed at weekly intervals 
of four weeks. For symptomatic patients, the dose of 
levocetirizine was doubled to two tablets at bed time 
at the end of one week and four tablets in two divided 
doses at the end of two weeks.

Investigations revealed microcytic anemia in two 
patients and raised thyroid stimulating hormone 
(TSH) in one patient. Average UAS was 4.5 at 0 weeks 
which came down to 2.2 at one week.

At the end of one week, eight patients out of 20 were 
symptomatic. We doubled the dose to 10 mg of 
levocetirizine at bedtime. At two weeks UAS was 1.2. 
At the end of two weeks two out of eight patients were 
symptomatic whose dose was doubled to 10 mg of 
Levocetirizine twice a day. At the end of four weeks 
UAS came down to less than 1.

Sedation was recorded as 0, mild or moderate or severe. 
One patient with 20 mg of levocetirizine complained 
of sedation, which was mild and one patient with 
10 mg of levocetirizine complained of sedation which 
was also mild in nature. Twelve, six and two patients 
became symptom-free when administered 5, 10 and 
20 mg levocetirizine respectively.

In a recent study, Levocetirizine 5 mg was significantly 
more efficacious than desloratadine 5 mg in the 
treatment of chronic idiopathic urticaria symptoms. [3] 
Another recent study from Germany showed that 
desloratadine at standard and high doses significantly 
improved objective signs of acquired cold urticaria 
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provoked by cold exposure. Desloratadine at four times 
the standard dose significantly reduced acquired cold 
urticaria lesion severity versus 5 mg of desloratadine 
without an increase in adverse events.[4]

The EAACI/GA2LEN recommendation of using 
nonsedating H 1 antihistamines up to four fold above 
the recommended doses appears to be effective with 
mild sedation. The current approach of adding another 
antihistamine may be changed to updosing the same 
antihistamine for desirable results. Further studies are 
required to validate this observation.
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Clinico-epidemiological study of Clinico-epidemiological study of 
lichen urticatuslichen urticatus

Sir,
Lichen urticatus is considered to be a hypersensitivity 
reaction to bites of insects, where injection of foreign 
protein by insect bite on skin causes IgE-mediated reaction 
consisting of wheals in predisposed individuals. [1] Asians 
are said to be more predisposed to intense reaction 
according to Stibich.[2] Hence it was studied. 

Lichen urticatus cases attending skin and venereal 
disease (VD) outpatients were selected for 16 months 

(From February 2006 to June 2007) at University 
Hospital, Varanasi, a tertiary care hospital providing 
comprehensive medical care to the neighboring states 
and Nepal.  

Out of 36 965 total cases, 144 were lichen urticatus, 
including 83 males and 61 females, the ratio was 1.36 : 1. 
All were Hindus except four of Muslim religion. Age was 
6 months to 20 years (6.20 ± 4.90). There were 74.3, 18, 
6.3 and 1.4% cases in the age groups of 0 to 5, 6 to 10, 11 to 
15 and 16 to 20 years, respectively. Duration of lichen 
urticatus varied from 3 days to 13 years but in 62.5% 
of cases it was >6 months. Percentage of cases in June, 
July and November were 16, 11.1 and 9.72, respectively, 
though cases presented through out the year.  

Itching was mild in 17, moderate in 81 and severe in 
52. It was more during day in 16.7% and in night in 
54.9%, intermittent in 59.9% or continuous with bouts 
of itching in 41%. Site of initial lesions was legs in 71, 
face 15, hands 8 and not known in others.

In 61%, it was recurrent, where 56 cases presented 
in first episode, 32 in second and 56 in third or more 
episodes. Insect bite was considered as a cause by 
67 and heat with humidity by 4 patients. Most of the 
patients used some topical medication. Lesions healed 
leaving light or dark spots or occasional scar in 1 to 2 
months. Family history of similar disease was present 
in seven cases and allergic rhinitis with asthma in 
two cases. History of worms in stools was in 4.16% of 
patients. Majority of cases were vegetarian.

Pallor was observed in 49, inguinal lymph nodes in 
14 and both in 40 patients. Nutrition was considered 
normal or malnutrition of grade I, II or III when the 
percentage was >80, 71 to 80, 61 to 70 or 51 to 60 of 
their expected weight, respectively and it was found in 
104, 23, 15 and 2 cases, respectively.

Lesions were found on face, arms, forearms, hands, 
legs and feet, on extensor surfaces bilaterally along 
with buttocks in 26.3%, periumbilical area, palms/
soles and scalp in 26.3%, 3.4%, 2.7% and 0.7% of 
patients, respectively. 

Hemoglobin was low in 20 cases; however, it was not 
related to the duration of the disease. Total leukocyte 
count (TLC) was high in four cases with purulent 
discharge from lesions in one case. In 29 cases, 
erythrocyte sedimentation rate (ESR) was high and 
was 3-4 times than the normal, but was not related to 
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