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Abstract 

Background:  Cold-induced urticaria is a significant condition, especially among young females. Despite the 
morbidity of this disease, studies that fully characterize the disease are limited.

Methods:  We analyzed the characteristics of patients diagnosed with cold-induced urticaria at a community-based 
allergy practice in Vancouver, BC, Canada between 2003 and 2016. Detailed patient history, diagnostic measures and 
treatment were evaluated.

Results:  A total of 50 patients were found to have active cold-induced urticaria with a median age of 28.5 (range 
2–67) years and 35 patients (70%) were female. 16 patients (32%) had co-occurring physical urticarias while 26 
patients (52%) had secondary allergic diagnoses and 3 patients (6%) were thought to have a provoking factor. Of 
those with a clinical history of suspected cold-induced urticaria that were evaluated with ice cube testing, a positive 
test was obtained in 84.7% of patients. Treatment was largely with non-sedating antihistamines, with the majority of 
patients receiving this modality.

Conclusions:  Cold-induced urticaria is a complex disease with significant overlap with other chronic inducible 
urticarias and other allergic diseases. Diagnostic testing shows inconsistent results and the mainstay of treatment 
consists of non-sedating antihistamines, with other options available for those who do not respond.
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Background
Cold-induced urticaria is the second most common type 
of chronic inducible urticaria and has been reported 
as early as 1866 [1]. It results in pruritic wheals with 
or without angioedema secondary to the release of 
leukotrienes, histamine and pro-inflammatory mast 
cell mediators after exposure of the skin to cold air, 
liquid or cold objects [2]. Symptoms are typically local 
and occur minutes after exposure, however severe 
systemic reactions and anaphylaxis is a risk especially if 
a large surface area is exposed to the cold such as when 
swimming in cold water. One retrospective study from 

Spain and Portugal showed that nearly 20% of their 
patients with cold-induced urticaria presented with life 
threatening reactions to the cold [3]. It is a relatively rare 
disorder with a reported prevalence of 0.05% as per one 
study in Europe, with a higher prevalence in northern 
climates [4]. It is also self-limited, lasting 4–5  years on 
average. However, some studies have suggested that only 
one quarter of patients will develop resolution of their 
symptoms within 10 years [5]. The majority of the people 
affected are young adults and females seem to be affected 
more frequently [6, 7].

Confusion in the classification and nomenclature of 
the different forms of urticaria is an ongoing issue. In 
the 2013 international guidelines, the urticarial diseases 
were divided into acute (duration of symptoms less than 
6  weeks) and chronic (duration of symptoms of greater 
than or equal to 6  weeks) [8]. Chronic urticaria could 
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then be subdivided into chronic spontaneous urticaria 
(no identifiable external trigger) and chronic inducible 
urticaria. The chronic inducible urticarias include the 
physical urticarias such as cold-induced urticaria [8]. 
Therefore, by definition patients diagnosed with cold-
induced urticaria have a chronic urticaria and must have 
a duration of symptoms of at least 6 weeks.

Cold-induced urticaria is divided into primary and 
secondary forms and there have been many associations 
reported in the literature. Primary forms are defined 
when a secondary, or triggering, etiology cannot be 
determined [2]. Secondary cold-induced urticaria has 
been reported to be associated with both bacterial and 
viral infections, medications, Hymenoptera stings, 
hematological malignancies and immunotherapy, largely 
based on various case reports [9–14]. Diagnosis is made 
through provocation tests including either the ice cube 
test or TempTest® measurements, both of which were 
listed as acceptable in recent guidelines outlined by the 
2016 EAACI/GA2LEN/EDFUNEV [15, 16]. Treatment is 
largely symptomatic and consists of cold avoidance and 
medical management with antihistamines. For those 
resistant to antihistamines, omalizumab is recommended 
and has worked well in some trials [17].

Despite its relative predominance throughout those 
with inducible urticarias, very few studies have fully 
characterized the disease by analyzing associated physical 
urticarias, prevalence of possible triggers, association 
with secondary allergic diagnoses and family history. 
The goal of this study was to review the current literature 
available on the subject and to analyze the characteristics 
of the disease in a cohort of patients in a local allergy 
clinic to look for possible trends and associations to fuel 
future research into this field.

Methods
Study population
The study was taken in a mixed pediatric/adult practice 
allergy clinic in Vancouver, British Columbia, Canada 
operated by two attending physicians. Referrals are 
generally received by family physicians in addition to 
some from medical or surgical specialists. A chart review 
was undertaken to review patient visits from 2003 to 
2016 using the electronic medical record system. Files 
were retrieved by searching the electronic database 
for the word “cold” and “urticaria”. The authors then 
manually reviewed the patient charts and included 
patients with a diagnosis of cold-induced urticaria in 
the study (see below). If patients had more than one 
consultation letter, the patient was only included once 
in the study. Relevant clinical and laboratory data was 
retrieved from the charts. This included demographic 
data, other types of co-existing physical urticarias, 

preceding/causative factors, associated symptoms, 
secondary allergic diagnoses, family history, laboratory 
values and treatment regimens.

Diagnostic criteria
Patients were included in the main analysis if they met 
the following diagnostic criteria. They must have active 
symptoms at the time of consultation, duration of 
symptoms of longer than 6  weeks, test positive on cold 
provocation testing with the ice cube test and have a 
clinical history consistent with primarily cold-induced 
urticaria. Questions on history included the development 
of urticaria or anaphylaxis on exposure to cold 
environments, after consumption of cold foods and/or 
beverages or after immersion in cold water. Only patients 
considered to have primarily cold-induced urticaria 
(i.e. their urticarial symptoms were predominately or 
significantly induced by the cold as opposed to another 
physical urticaria) where included in the study. Cold 
provocation testing consisted of applying a melting ice 
cube in a thin plastic bag to the patient’s volar forearm 
for 5 min, and then observing for the development of a 
wheal. A positive test was defined as the formation of 
a wheal within 10  min after the ice cube stimulus was 
removed.

The investigation into and diagnosis of other physical 
urticarias was initiated based on the patient’s clinical 
history. Dermatographic urticaria was diagnosed using 
Fric test® instrument. The instrument was placed 
vertically on the patient’s forearm and stroked once 
for a distance of approximately 60  mm. The test was 
considered positive if a pruritic palpable wheal of greater 
than or equal to 3 mm width was present within 10 min of 
provocation. Cholinergic urticaria was diagnosed based 
on the patient’s clinical history. A patient was considered 
to have a history of cholinergic urticaria if they developed 
urticarial lesions shortly after exercise, application of 
heat (such as a hot shower), and/or after consumption 
of hot and spicy foods or beverages. Provocation testing 
for cholinergic urticaria did not take place in this allergy 
clinic.

Data analysis
Data was analyzed using Microsoft Excel. Patients who 
met the diagnostic criteria for cold-induced urticaria as 
outlined above were included in the main analysis. To 
evaluate the effectiveness of cold provocation testing, we 
had a sub group of patients we analyzed with a clinical 
suspicion of cold-induced urticaria. These patients must 
have undergone provocation testing with a definitive 
result to be considered for analysis. Patients were 
considered to have a clinical suspicion of cold-induced 
urticaria if they had active symptoms at the time of 
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consultation and had a clinical history consistent with 
primarily cold-induced urticaria (as outlined above).

Results
Patient characteristics
50 patients met the diagnostic criteria for cold-induced 
urticaria. The average age of patients seen at time of 
consultation was 31.3  years (median age of 28.5) years 
with a minimum age of 2 years and maximum of 62 years. 
30% of the patients were male with 70% being female. 
Sixteen (32%) patients with cold-induced urticaria had 
evidence of co-occurring physical urticarias, including 
cholinergic (10% of patients) and dermographism (22% 
of patients). Two (4%) of the patients reported associated 
anaphylaxis from the cold and six (12%) patients had 
associated angioedema. Just over one half (52%) of 
patients had secondary allergic diagnoses with allergic 
rhinoconjunctivitis (34%) and asthma (14%) being the 
most common (Table 1).

In total, three patients (6%) were believed to have a 
preceding factor that may have triggered their cold-induced 
urticaria. One patient suffered a Hymenoptera sting with 
acute urticaria, after which the symptoms of cold-induced 
urticaria began. Two patients (4%) were believed to have 
their cold-induced urticaria triggered by an infection. The 
first patient was a 40-year-old male who had two episodes 
of infectious mononucleosis as a young adult, after which 
he developed cold-induced urticaria. The other patient 
was a 24  year-old female who suffered two episodes of 
pneumonia, and then developed cold-induced urticaria. 
Neither of these patients had viral loads or serology 
available to prove the theory. Three patients (6%) reported 
a family history of cold-induced urticaria (Table 1).

Cold provocation testing in patients with suspected 
cold‑induced urticaria
A total of 59 patients were identified as having a clinical 
suspicion of cold-induced urticaria and had cold 
provocation testing performed using the ice cube test. 
Of these patients, 84.7% tested positive and 15.3% tested 
negative.

Laboratory testing in patients with confirmed cold‑induced 
urticaria
Twenty-two (44%) patients with confirmed cold-
induced urticaria had laboratory testing to evaluate 
for cryoglobulins and/or cold agglutinins. Laboratory 
blood work was ordered for five patients, but the 
results could not be located due to either the patient 
not having blood drawn or the results not received in 
the allergy/immunology clinic. Of the 17 patients with 
resulted laboratory values, 16 patients were tested 
for cryoglobulins and 15 patients were tested for cold 

agglutinins. All patients tested for cryoglobulins and 
cold agglutinins had negative results.

Pharmacologic treatment in patients with cold‑induced 
urticaria
Pharmacologic treatment was prescribed for 49 
patients (98%) with active urticaria. Of those patients 
with prescribed therapy, 22 patients (44%) were on 
regularly prescribed treatment, whereas 27 (54%) 
patients were on intermittent/as needed therapy. One 
patient did not have any prescribed pharmacotherapy 
and was managed with conservative measures alone. 
The majority of patients with cold-induced urticaria 
(90%) used non-sedating antihistamines as part of 
their treatment plan. Fewer patients were on other 
pharmacotherapies including omalizumab (2%), H2 
receptor antagonists (6%) and sodium cromoglycate 
(2%). It appeared that patients on these second line 
therapies did not have control of their symptoms 
with non-sedating antihistamines alone. About one-
third of patients (32%) with prescribed therapy had an 
epinephrine auto-injector (Table 2).

Table 1  Patient characteristics in  subjects with  cold-
induced urticaria

Total patients with cod-
induced urticaria (n = 50)

Female: n (%) 35 (70)

Age (years): median (range) 28.5 (2–62)

Co-occurring physical urticarias: n (%)

 Total with co-occurring physical urticaria 16 (32)

 Cholinergic 5 (10)

 Dermatographic 11 (22)

Cold induced anaphylaxis: n (%) 2 (4)

Cold induced angioedema: n (%) 6 (12)

Secondary allergic diagnoses: n (%)

 Total with other atopic diseases 26 (52)

 Allergic rhinoconjunctivitis 17 (34)

 Asthma 7 (14)

 Atopic dermatitis 3 (6)

 Contact dermatitis 1 (2)

 Food allergy 2 (4)

 Idiopathic anaphylaxis 1 (2)

 Insect sting reaction 1 (2)

 Medication allergy 1 (2)

 Oral allergy syndrome 2 (4)

Suspected preceding/inducting factors: n (%)

 Total with suspected preceding factor 3 (6)

 Insect sting 1 (2)

 Infection 2 (4)

Family history: n (%) 3 (6)
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Discussion
Consistent with previous studies, we found that cold-
induced urticaria is a disease that is more common in 
younger individuals and more likely to affect females as 
opposed to males [5–7]. About one-third of patients with 
cold-induced urticaria also had additional co-occurring 
physical urticarias with cholinergic urticaria and 
dermatographic urticaria being evident in this study. 
These results are comparable to a Finnish chart review 
that examined 220 patients with cold urticaria in 1985 
and identified that 30% of patients with cold-induced 
urticaria had another co-occurring type of urticaria. They 
found that 19% of patients had cold-induced urticaria 
associated with dermatographism, and 7% of patients 
having cold-induced urticaria also had cholinergic 
urticaria [18]. This suggests that patients with cold-
induced urticaria are more likely to have other types 
of physical urticarias. There is debate in the prevalence 
of physical urticarias in the general population 
with one study estimating underlying prevalence of 
dermatographism at 2–5% [19]. The prevalence of 
cholinergic urticaria in the general population is also 
debated, but one study has suggested that 11% of 
young adults can have mild disease [20]. Conversely, a 
recent Korean epidemiological study has estimated that 
the prevalence of dermatographism and cholinergic 
urticaria in the general population is 0.12% and 0.025% 
respectively [21]. As cholinergic urticaria is produced by 
elevation/reduction of core body temperature, it is also 
reasonable to see an association between cholinergic and 
cold-induced urticaria.

We observed in this study that there was a large 
association between cold-induced urticaria and 
secondary allergic diseases. About half of the patients 
with cold-induced urticaria also had another diagnosis 
of an allergic disease. The most common being allergic 
rhinoconjunctivitis and asthma. This is in contrast to the 
abovementioned Finnish chart review of cold-induced 

urticaria patients where only one quarter of patients had 
another atopic disease with 15% of patients with atopic 
dermatitis, 14% with allergic rhinoconjunctivitis and 
3% with asthma. One possible reason to explain these 
discordant findings is the independent rising incidence 
of atopic disease throughout the world over the past 
30 years since this Finnish study was published [22].

In this study, three (6%) of the patients with cold-
induced urticaria were felt to have a provoking factor 
(including infections or insect stings) for their cold-
induced urticaria based on clinical history. This would 
be suggestive of secondary acquired cold-induced 
urticaria. However, these suspicions were not confirmed 
on laboratory testing. The remainder of patients were 
believed to have primary acquired cold-induced urticaria. 
Historically the majority (96%) of patients with acquired 
cold-induced urticaria have been shown to have primary 
cold-induced urticaria, with only rare occurrences 
of secondary cold-induced urticaria [18]. The most 
common cause of secondary acquired cold-induced 
urticaria is primary and secondary cryoglobulinemia 
(e.g. chronic lymphocytic leukemia, lymphosarcoma, 
leukocytoclastic vasculitis, hepatitis C virus infection, 
and angioimmunoblastic lymphadenopathy) based on 
case reports [23–28]. Infectious diseases are the second 
most common type of secondary acquired cold-induced 
urticaria [29]. Many case reports have suggested a 
relationship between secondary cold-induced urticaria 
and syphilis, rubeola, hepatitis, respiratory viral 
infections, HIV, and infectious mononucleosis [11, 12, 
30, 31]. In our study, we experienced two patients with 
an infection (Epstein–Barr virus and pneumonia) that 
were believed to be the triggering factors for those 
patient’s cold-induced urticaria based on the temporal 
relationship of their symptoms. There has also been a 
number of case reports of cold-induced urticaria after 
insect stings, predominately Hymenoptera stings [9, 32]. 
We identified one patient in our study who was believed 
to have developed cold urticaria after an insect sting.

In addition to acquired cold-induced urticaria, there 
are types of cold-induced urticaria that are felt to have 
a genetic component with familial transmission. This 
includes the cryopyrin-associated periodic syndrome 
(CAPS) which is a rare inherited autoimmune disorder 
with a mutation in NLRP3 (CIAS1) gene that leads to 
overproduction of interleukin-1-beta (IL-1β). CAPS 
consists of three disorders including familial cold 
autoinflammatory (or urticaria) syndrome (FCAS/FCU), 
Muckle–Well syndrome (MWS) and neonatal-onset 
multisystem inflammatory disease (NOMID) also known 
as chronic infantile neurologic cutaneous articular 
syndrome (CINCA) [33]. Diagnosis of CAPS can be 
difficult and relies on genetic testing for NLRP3 and 

Table 2  Prescribed pharmacologic therapy for  patients 
with cold-induced urticaria

Total patients with cold-
induced urticaria (n = 50)

Patients with prescribed therapy: n (%) 49 (98)

 Daily/regular 22 (44)

 Intermittent/PRN 27 (54)

 Non-sedating antihistamines 45 (90)

 Omalizumab 1 (2)

 H2 receptor antagonists 3 (6)

 Sodium cromoglycate 1 (2)

 Epinephrine auto-injector 16 (32)
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other inflammatory diseases along with full evaluation 
of symptoms, lab tests (inflammatory markers, serum 
amyloid A), skin biopsy and complete medical history 
[34]. In our study, we identified three patients (6%) 
with a notable family history of cold-induced urticaria, 
however no patients were suspected of having CAPS 
in this study as they did not have other features of this 
syndrome and responded well to antihistamine therapy. 
Interestingly, Neittannmaki et al. [18] also reported that 
4.5% of patients in that study had a family history cold-
induced urticaria suggesting that there may be a genetic 
component of the primary acquired cold-induced 
urticarias.

Newly released consensus guidelines for the diagnosis 
and treatment of cold-induced urticaria were recently 
published in 2016 [16]. It is recommended that diagnosis 
should be made with the aid of provocation tests in order 
to obtain a definitive diagnosis. Several provocation 
tests are available including ice cube tests, cold water 
baths or TempTest® measurements. Although there is no 
study comparing the sensitivity and specificity of each 
of these tests, both the ice cube test and TempTest® are 
considered acceptable for testing [16]. Conversely, some 
studies have suggested that the TempTest® may be a 
better test as it allows for reproducible and standardized 
cold and hot provocation tests along with identification 
of temperature and stimulation time thresholds [16]. 
However, the specificity of these testing methods has 
been debated with one study suggesting that about one 
quarter of patients with cold-induced urticaria will have a 
negative cold stimulation test [3]. In our study, we found 
that of the 59 patients that had a high likelihood of cold-
induced urticaria based on clinical history, 15.3% had a 
negative test. This may reflect the poor sensitivity of ice 
cube testing as a modality and questions the utility of 
using provocation testing in making the diagnosis.

Given that most cases of cold-induced urticaria are 
idiopathic, targeted treatment is often not possible. 
Avoidance of cold, such as immersion into cold bodies 
of water, is often recommended for both treatment and 
avoidance of a potentially more systemic reaction such as 
anaphylaxis. However, this advice is often not achievable 
or fully effective in managing symptoms [2]. Non-sedating 
antihistamines, used up to four times the standard dose 
for those that do not respond to the standard dose, has 
been shown in multiple clinical trials to be effective in 
controlling the frequency and severity of symptoms 
associated with cold-induced urticaria, regardless of 
the etiology [35–40]. For most patients, antihistamines 
alone are effective and we found that nearly all patients in 
our study were on a non-sedating antihistamine as part 
of their treatment regimen. The choice of daily versus 
intermittent dosage is based on the severity of symptoms 

and for those patients with mild symptoms, intermittent 
use of antihistamines or simply cold avoidance alone 
may suffice. For patients with refractory symptoms 
on maximal treatment with antihistamines, treatment 
with omalizumab or cyclosporine is recommended. 
A small randomized placebo-controlled trial by Metz 
et  al. [17] showed that omalizumab was effective in 
reducing overall disease activity at both the 150  mg 
and 300  mg doses. One patient in our study was on 
omalizumab. Omalizumab is currently indicated for 
the management of chronic spontaneous urticaria and 
its use for the inducible urticaria is considered off label 
[41]. The use of cyclosporine in cold induced urticaria 
is based on case reports and its success in the treatment 
of chronic spontaneous urticaria [42]. A number of 
case reports and small randomized control trials have 
also showed success in treatment of cold urticaria with 
antibiotic therapy (including penicillin and doxycycline), 
H2 antihistamines such as ranitidine, leukotriene 
antagonists, etanercept and tricyclic antidepressants 
such as Doxepin [43–49]. These second line agents are 
generally used in conjunction with other medications, 
such as antihistamines, in patients with difficult to 
control symptoms.

Conclusions
Cold-induced urticaria is a complex disease with 
significant overlap with other chronic inducible 
urticarias. A higher rate of atopic disorders has also 
been reported in this study which has not been reported 
by others. Idiopathic primary cold-induced urticaria 
continues to be most prevalent, however secondary 
causes such as due to cryoglobulinemia, infectious 
agents and insect stings can be identified in a cohort of 
patients. Although rare, in those with a family history 
of cold induced urticaria, a diagnosis of CAPS and 
other familial disorders should be entertained. Despite 
multiple different testing modalities currently available, 
diagnostic testing has been shown to have inconsistent 
results. The mainstay of treatment consists of cold 
avoidance techniques with non-sedating antihistamines 
being the most common pharmacotherapy employed. 
Other agents, including omalizumab and cyclosporine, 
are also available for those who do not respond to initial 
management. Although, this was a small chart review, 
we feel that this study adds to the growing body of 
knowledge that currently exists on cold-induced urticaria 
and reviews the current literature available to aid in 
diagnosis and management of this disease.

Authors’ contributions
PS engaged in background research on the subject, performed the chart 
review, analyzed the data and was a major contributor in writing the 
manuscript. AK oversaw the study and reviewed the submitted manuscript. KV 



Page 6 of 7Stepaniuk et al. Allergy Asthma Clin Immunol           (2018) 14:85 

assisted in background research for the project. All authors read and approved 
the final manuscript.

Author details
1 Department of Internal Medicine, University of British Columbia, Vancouver, 
BC, Canada. 2 Division of Allergy and Immunology, University of British 
Columbia, Suite 207 ‑ 3195 Granville Street, Vancouver, BC V5R 3V8, Canada. 

Acknowledgements
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Availability of data and materials
All data generated or analyzed during this study are included in this published 
article.

Consent for publication
Not applicable.

Ethics approval and consent to participate
As this study was solely a retrospective chart review and no personally 
identifiable information was collected, no formal ethics approval was 
obtained.

Funding
No formal funding was obtained for this study.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

Received: 10 March 2018   Accepted: 11 December 2018

References
	1.	 Bourdon H. Note sur l’urticaire intermittente. Bull Mem Soc Hop. 

1866;3:259–62.
	2.	 Siebenhaar F, Weller K, Mlynek A, Magerl M, Altrichter S, Viera dos Santos 

R, Maurer M, Zuberbier T. Acquired cold urticaria: clinical picture and 
update on diagnosis and treatment. Clin Exp Dermatol. 2007;32:241–5.

	3.	 Deza G, Brasileiro A, Bertolin-Colilla M, Curto-Barredo L, Pujol RM, 
Gimenez-Arnau AM. Acquired cold urticaria: clinical features, particular 
phenotypes, and disease course in a tertiary care center cohort. J Am 
Acad Dermatol. 2016;75(5):918–924.e912.

	4.	 Moller A, Henning M, Zuberbier T, Czarnetzki-Henz BM. Epidemiology and 
clinical aspects of cold urticaria. Hautarzt. 1996;47:150.

	5.	 Jain SV, Mullins RJ. Cold urticaria: a 20-year follow-up study. J Eur Acad 
Dermatol Venereol. 2016;30(12):2066–71.

	6.	 Katsarou-Katsari A, Makris M, Lagogianni E, et al. Clinical features 
and natural history of acquired cold urticaria in a tertiary referral 
hospital: a 10-year prospective study. J Eur Acad Dermatol Venereol. 
2008;2008(22):1405.

	7.	 Abajian M, Schoepke N, Altrichter S, et al. Physical urticarias and 
cholinergic urticaria. Immunol Allergy Clin North Am. 2014;34:73.

	8.	 Maurer M, Magerl M, Metz M, Zuberbier T. Revisions to the international 
guidelines on the diagnosis and therapy of chronic urticaria. J Dtsch 
Dermatol Ges. 2013;11(10):971–7 (quiz 978).

	9.	 Kalogeromitros D, Gregoriou S, Papaioannou D, et al. Acquired primary 
cold contact urticaria after Hymenoptera sting. Clin Exp Dermatol. 
2004;29:93.

	10.	 Kranke B, Mayr-Kanhäuser S, Aberer W. Helicobacter pylori in acquired cold 
urticaria. Contact Dermat. 2001;44:57–8.

	11.	 Lin RY, Schwartz RA. Cold urticaria and HIV infection. Br J Dermatol. 
1993;129:465–7.

	12.	 Lemanske RF Jr, Bush R. Cold urticaria in infectious mononucleosis. JAMA. 
1982;247:1604.

	13.	 Garcia F, Blanco J, Perez R, Alonso L, Marcos M, Carretero P, Juste S, Garces 
M. Localized cold urticaria associated with immunotherapy. Allergy. 
1998;53(1):110–1.

	14.	 Gandolfo-Cano M, Gonzalez-Mancebo E, Gonzalez-de Olano D, 
Melendez-Baltanas A, Mohedano-Vicente E. Cold urticaria induced by 
alprazolam. J Investig Allergol Clin Immunol. 2012;22(3):222.

	15.	 Trevisonno J, Balram B, Netchiporouk E, Ben-Shoshan M. Physical urticaria: 
review on classification, triggers and management with special focus on 
prevalence including a meta-analysis. Postgrad Med. 2015;127(6):565–70.

	16.	 Magerl M, Altrichter S, Borzova E, Gimenez-Arnau A, Grattan CEH, 
Lawlor F, Mathelier-Fusade P, Meshkova RY, Zuberbier T, Metz M, Maurer 
M. The definition, diagnostic testing, and management of chronic 
inducible urticarias—the EAACI/GA2LEN/EDF/UNEV consensus 
recommendations 2016 update and revision. Eur J Allergy Clin Immunol. 
2016;71(6):780–802.

	17.	 Metz M, Schutz A, Weller K, Gorczyza M, Zimmer S, Staubach P, Merk 
H, Maurer M. Omalizumab is effective in cold urticaria—results 
of a randomized placebo-controlled trial. J Allergy Clin Immunol. 
2017;140(3):864–7.

	18.	 Neittaanmaki H. Cold urticaria. Clinical findings in 220 patients. J Am 
Acad Dermatol. 1985;13(4):636–44.

	19.	 Sanchez-Borges M, González-Aveledo L, Caballero-Fonseca F, Capriles-
Hulett A. Review of physical urticarias and testing methods. Curr Allergy 
Asthma Rep. 2017;17(8):51. https​://doi.org/10.1007/s1188​2-017-0722-1.

	20.	 Zuberbier TAC, Chantraine-Hess S, Czarnetzki BM. Prevalence 
of cholinergic urticaria in young adults. J Am Acad Dermatol. 
1994;31:978–81.

	21.	 Seo JH, Kwon JW. Epidemiology of urticaria including physical urticaria 
and angioedema in Korea. Korean J Intern Med. 2018. https​://doi.
org/10.3904/kjim.2017.203.

	22.	 Thomsen SF. Epidemiology and natural history of atopic diseases. Eur Clin 
Respir J. 2015;2:24642. https​://doi.org/10.3402/ecrj.v2.24642​.

	23.	 Costanzi JJ, Coltman CA. Kappa chain cold precipitable immunoglobulin 
G associated with cold urticaria. Clin Exp Immunol. 1967;2:167–78.

	24.	 Rawnsley HM, Shelley WB. Cold urticaria with cryoglobulinemia 
in a patient with chronic lymphocytic leukemia. Arch Dermatol. 
1968;98(1):12–7.

	25.	 Hauptmann G, Lang JM, North ML, et al. Lymphosarcoma, cold urticaria, 
IgG monoclonal cryoglobulin and complement abnormalities. Scand J 
Haematol. 1975;15:22–6.

	26.	 Wanderer AA, Nuss D, Tormey AD, Gidas PC. Urticarial leukocytoclastic 
vasculitis with cold urtiaria: report of a case and review of the literature. 
Arch Dermatol. 1983;119:145–51.

	27.	 Ito A, Ito T, Ito K, Ito M. Purpura with cold urticaria in a patient with 
hepatitis C virus infection-associated mixed cryoglobulinemia type III: 
successful treatment with interferon-beta. J Dermatol. 2003;30:321–5.

	28.	 Chodirker WB, Komar KR. Angioimmunoplastic lymphadenopathy in 
a child with unusual clinical and immunologic features. J Allergy Clin 
Immunol. 1985;76:745–52.

	29.	 Wanderer AA, Hoffman HM. The spectrum of acquired and familial cold-
induced urticaria/urticaria-like syndromes. Immunol Allergy Clin North 
Am. 2004;24(2):259–86.

	30.	 Clarke GH. Cold urticaria. Arch Dermatol. 1969;100(1):121.
	31.	 Doeglas HMG, Rijnten WJ, Schroder FP, Schism J. Cold urticaria and virus 

infections: a clinical and serological study in 39 patients. Br J Dermatol. 
1986;114:311–8.

	32.	 Hogendijk S, Mauser C. Wasp sting-associated cold urticaria. Allergy. 
1997;52(11):1145–6.

	33.	 Furr J, Panda M. Cold-induced urticaria with a familial transmission: a case 
report and review of the literature. J Med Case Rep. 2012;6:70.

	34.	 Durrant KLW, Goldbach-Mansky R, Hoffman H, Leslie K, Rubin B. 
CAPS: Cryopyrin-Associated Periodic Syndromes [Internet]. The 
Autoinflammatory Alliance; c2012. Available from: http://www.autoi​nflam​
mator​y.org/downl​oads/final​CAPSb​rochu​re_web.pdf. Accessed 12 Dec 
2018.

	35.	 Magerl M, Schmolke J, Siebenhaar F, Zuberbier T, Metz M, Maurer M. 
Acquired cold urticaria symptoms can be safely prevented by ebastine. 
Allergy. 2007;62(12):1465.

	36.	 Siebenhaar F, Degener F, Zuberbier T, Martus P, Maurer M. High-dose 
desloratadine decreases wheal volume and improves cold provocation 
thresholds compared with standard-dose treatment in patients with 

https://doi.org/10.1007/s11882-017-0722-1
https://doi.org/10.3904/kjim.2017.203
https://doi.org/10.3904/kjim.2017.203
https://doi.org/10.3402/ecrj.v2.24642
http://www.autoinflammatory.org/downloads/finalCAPSbrochure_web.pdf
http://www.autoinflammatory.org/downloads/finalCAPSbrochure_web.pdf


Page 7 of 7Stepaniuk et al. Allergy Asthma Clin Immunol           (2018) 14:85 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your research ?  Choose BMC and benefit from: 

acquired cold urticaria: a randomized, placebo-controlled, crossover 
study. J Allergy Clin Immunol. 2009;123(3):672–9.

	37.	 Metz M, Scholz E, Ferran M, Izquierdo I, Gimenez-Arnau A, Maurer M. 
Rupatadine and its effects on symptom control, stimulation time, and 
temperature thresholds in patients with acquired cold urticaria. Ann 
Allergy Asthma Immunol. 2010;104(1):86–92.

	38.	 Villas Martinez F, Contreras FJ, Lopez Cazana JM, Lopez Serrano MC, 
Martinez Alzamora F. A comparison of new nonsedating and classical 
antihistamines in the treatment of primary acquired cold urticaria (ACU). 
J Investig Allergol Clin Immunol. 1992;2(5):258–62.

	39.	 Magerl M, Pisarevskaja D, Staubach P, Martus P, Church MK, Maurer 
M. Critical temperature threshold measurement for cold urticaria: a 
randomized controlled trial of H(1)-antihistamine dose escalation. Br J 
Dermatol. 2012;166(5):1095–9.

	40.	 Krause K, Spohr A, Zuberbier T, Church M, Maurer M. Up-dosing with 
bilastine results in improved effectiveness in cold contact urticaria. 
Allergy. 2013;68(7):921–8.

	41.	 Larrea-Baca I, Gurpegui-Resano M. Improvement in the quality of life of 
patients with chronic spontaneous urticaria treated with omalizumab in 
real life. Enferm Clin. 2017;27(6):361–8.

	42.	 Marsland AM, Beck MH. Cold urticaria responding to systemic ciclosporin. 
Br J Dermatol. 2003;149(1):214–5.

	43.	 Neittaanmaki H, Myohanen T, Fraki JE. Comparison of cinnarizine, 
cyproheptadine, doxepin, and hydroxyzine in treatment of 
idiopathic cold urticaria: usefulness of doxepin. J Am Acad Dermatol. 
1984;11(3):483–9.

	44.	 Moller A, Henning M, Zuberbier T, Czarnetzki-Henz BM. Epidemiology and 
clinical aspects of cold urticaria. Hautarzt. 1996;47(7):510–4.

	45.	 Gorczyza M, Schoepke N, Krause K, Hawro T, Maurer M. Patients with 
chronic cold urticaria may benefit from doxycycline therapy. Br J 
Dermatol. 2017;176(1):259.

	46.	 Duc J, Pecoud A. Successful treatment of idiopathic cold urticaria with 
the association of H1 and H2 antagonists: a case report. Ann Allergy. 
1986;56(4):355–7.

	47.	 Bonadonna P, Lombardi C, Senna G, Canonica GW, Passalacqua G. 
Treatment of acquired cold urticaria with cetirizine and zafirlukast in 
combination. J Am Acad Dermatol. 2003;49(4):714–6.

	48.	 Hani N, Hartmann K, Casper C, Peters T, Schneider L, Hunzelmann N, 
Scharffetter-Kochanek K. Improvement of cold urticaria by treatment 
with the leukotriene receptor antagonist montelukast. Acta Derm 
Venereol. 2000;80(3):229.

	49.	 Guald G, Monari P, Rossi M, Crotti S, Calzavara-Pinton P. Successful 
treatment of systemic cold contact urticaria with etanercept in a patient 
with psoriasis. Br J Dermatol. 2012;166(6):1373–4.


	Review of cold-induced urticaria characteristics, diagnosis and management in a Western Canadian allergy practice
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Study population
	Diagnostic criteria
	Data analysis

	Results
	Patient characteristics
	Cold provocation testing in patients with suspected cold-induced urticaria
	Laboratory testing in patients with confirmed cold-induced urticaria
	Pharmacologic treatment in patients with cold-induced urticaria

	Discussion
	Conclusions
	Authors’ contributions
	References




