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ABSTRACT

Objective: Many causes such as allergic diseases (ADs), systemic diseases (SDs), dermatologic diseases (DDs), infections, cancers, dry 
skin, psychological problems, and aging can cause pruritus. We aimed to determine the diagnoses of patients who were referred to our 
clinic from other specialties because of pruritus.

Materials and Methods: Sociodemographic characteristics, clinical features, blood, urine, stool and skin prick test (SPT) results of all 
patients presenting to our allergy and clinical immunology clinics with isolated pruritus between 2021 and 2024 were retrospectively 
evaluated. 

Results: A total of 18,695 patients were examined between 2021 and 2024: 276 patients had isolated pruritus, 75 of whom had acute 
pruritus (AP) and 201 had chronic pruritus (CP). The median (min-max) age was 33 (18-81) years and 43 (18-97) years in patients with 
AP and CP, respectively.

Infection and drug-related pruritus were more frequent in patients with AP (p=0.002, p=0.001), and the frequency of CP was higher in 
patients with pruritus increased by inhaled allergens (p=0.001). Leukocyturia was more frequent in patients with CP compared to those 
with AP (p=0.018), and SPT positivity and low ferritin were more frequent in patients with CP (p=0.004, p=0.045). 

The most common cause in the study population was ADs (n=77, 28%), followed by SDs (n=74, 27%). The frequency of DDs (n=24, 
32%) and SDs (n=16, 21%) was higher in patients with AP, whereas ADs (n=62, 31%) and SDs (n=58, 29%) were more common in 
patients with CP.

Iron deficiency anemia (IDA) was the most common SD (n=41, 55%), followed by thyroid disease (n=14, 19%). The most common DD 
was dry skin (n=31, 46%), followed by scabies (n=28, 41%).

Conclusion: Pruritus is an important problem for both patients and physicians. When pruritus is mentioned by physicians, ADs come 
to mind first. However, SDs, especially IDA, should not be forgotten.
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INTRODUCTION

Pruritus is a symptom that develops by stimulating 
the nerves in the skin with the release of histamine and 
many mediators (1,2). The stimulus that starts in the skin 

is transmitted to the relevant centers in the brain via the 
nerve pathway and causes a pruritus sensation. Acetylcho-
line is a neurotransmitter that can cause pruritus (2), and 
many additional substances and receptors are implicated 
in the phenomenon of pruritus (3).
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Numerous causes such as allergic diseases, skin diseas-
es, detergents and some plants, parasitic infections, preg-
nancy, liver and kidney diseases, some cancers and treat-
ments, diabetes, dry skin, psychological problems, and the 
effects of ageing can cause pruritus (4,5). If itching persists 
for less than 6 weeks, it is regarded as acute pruritus (AP). 
Allergic diseases, insect bites, and infections can cause AP. 
Conversely, if itching lasts for more than 6 weeks, it is clas-
sified as chronic pruritus (CP) (3,4,6). In approximately 
60% of cases, CP is caused by inflammation, which may 
be the result of eczema, psoriasis, or seborrheic dermati-
tis. Chronic pruritus is associated with adverse outcomes, 
including impaired sleep and reduced quality of life (6). 
It is recommend in guidelines to order complete blood 
cell counts (CBC), complete metabolic panels (CMP), and 
thyroid function testing (TFT) to determine the cause of 
pruritus (7) . 

In AP, removal of the current cause of pruritus and an-
tihistamine treatment is usually sufficient, whereas in CP, 
treatment of the underlying disease, topical treatment mo-
dalities, symptomatic antipruritic treatment, ultraviolet 
phototherapy, and systemic treatments are required (4,8).

In this study, we aimed to determine the demographic 
characteristics, examination results, and diagnoses of pa-
tients admitted to the Allergy and Clinical Immunology 
outpatient clinic with isolated pruritus over the past 3 
years.

MATERIALS and METHODS

Study Design

A total of 18,695 patients were examined in the allergy 
and clinical immunology outpatient clinics between July 
2021 and July 2024. The medical records of the patients 
who presented with a primary symptom of pruritus were 
retrospectively evaluated through the hospital informa-
tion management system. Patients with maculopapular 
skin rash, urticaria/angioedema, and dermatitis were ex-
cluded from the study. Only 276 patients with isolated 
pruritus were included in the study, in accordance with 
the tenets of the Declaration of Helsinki after receiving ap-
proval from the local ethics committee of Ankara Bilkent 
City Hospital (Approval number: TABED 2-24-406). 

Clinical and Laboratory Evaluation 

Patients’ detailed histories and demographic and 
clinical characteristics were recorded. In addition, CBCs, 

CMPs, TFT, erythrocyte sedimentation rate (ESR), com-
plete urinalysis and stool examinations for parasites were 
routinely requested in all patients with CP. C-reactive 
protein (CRP), anti-thyroid peroxidase immunoglobu-
lin G (anti-TPO Ig G), Helicobacter pylori stool antigens 
(HpSA), anti-nuclear antibody (ANA), total immuno-
globulin E (IgE), allergen-specific IgE (sIgE), skin prick 
tests (SPTs), and patch testing were performed according 
to the patient’s history and symptoms. If these tests were 
previously conducted, we also recorded them. Laboratory 
values from our hospital were used as reference values for 
the test results. A visual analog scale (VAS) was used to 
determine the severity of pruritus.

Statistical Analysis 

Data analysis was performed using the SPSS 11.5 for 
Windows software package (SPSS Inc., Chicago, IL, USA). 
Descriptive statistics for nominal data are presented as 
counts and percentages, and quantitative data are pre-
sented either as mean ± standard deviations or medians 
and minimum-maximum depending on assumptions of 
normality based on visual (histograms and probability 
graphs) and analytical methods (Kolmogorov-Smirnov 
and Shapiro-Wilk tests). The Chi-square or Fisher’s exact 
test was used to compare categorical variables, as appro-
priate. Values below 0.05 were considered significant for 
all p-values.

RESULTS

General Specialties of the Study Population

A total of 18,695 patients were examined between 2021 
and 2024: 276 patients had isolated pruritus, 75 of whom 
had AP and 201 had CP. The median (min-max) age was 
33 (18-81) years in patients with AP and 43 (18-97) years 
in patients with CP. There was no statistically significant 
difference in the median age of patients with AP and CP 
(p=0.224). The female/male ratio was 46/29 in patients 
with AP and 135/66 in patients with CP. In our study, as 
in many studies conducted in allergic diseases, female sex 
dominance was observed. 

Housewives were more common among patients with 
CP, whereas civil servants were more common among pa-
tients with AP. There was no statistically significant dif-
ference between the occupational groups of patients with 
AP and CP (p=0.639). The median (min-max) duration of 
pruritus was 2 (1-6) weeks in patients with AP and 144 
(7-1440) weeks in patients with CP. In both groups, most 
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medication was discontinued, we decided that the pruritus 
was drug related. We did not perform any diagnostic drug 
provocation tests.

In 38 of 276 patients, pruritus increased after food con-
sumption. Of these patients, 10 (26.3%) had AP and 28 
(73.7%) had CP. In terms of food-related pruritus (FRP), 
prick-to-prick testing was performed with suspicious 
foods. Patients who were found to be positive after SPT 
and had pruritus with elimination were evaluated as hav-
ing FRP. Direct FRP was found in one patient after eating 
peanuts and in five patients after eating eggs. Patients who 
described pruritus with other bitter and spicy foods and 
whose pruritus decreased or improved with the elimina-
tion diet were considered to have FRP.

patients had itching both in the daytime and at night. The 
general characteristics of the patients are detailed in Table 
I.

Evaluation of the Trigger Factors of Pruritus

Among the patients who described drug-related pru-
ritus (DRP), 69.2% (n=9) had AP and 30.8% (n=4) had 
CP. DRP was more frequent in patients with AP (p=0.001). 
Beta lactam antibiotics were most frequently responsible 
for DRP (n=5), followed by statin group cholesterol drugs 
(n=3). In patients who we thought had DRP, the current 
medication was discontinued and treating their primary 
disease with an alternative medication was recommended. 
In patients whose pruritus decreased or improved after the 

Table I: Comparison of patients with AP and CP in terms of demographic and clinical characteristics

Patients with AP (n=75) Patients with CP (n=201) p-value
Age (years) [median (min-max)] 33 (18-81) 43 (18-97) 0.224
Sex, n (%)

Female 
Male 

46 (25.4)
29 (30.5)

135 (76.4)
66 (69.5)

0.221

Occupation, n (%)
Housewife
Civil servant
Employee
Retired
Student 

18 (21.4)
22 (32.8)

7 (28)
15 (27.8)
13 (28.3)

66 (78.6)
45 (67.2)
18 (72)

39 (72.2)
33 (71.7)

0.639

Smoking history, n (%) 21 (33.3) 42 (66.7) 0.256
Using alcohol, n (%) 7 (29.2) 17 (70.8) 0.492
How many weeks ago did pruritus start? n (%) 2 (1-6) 144 (7-1440) <0.001
Time of occurrence of pruritus, n (%)

Daytime
Night
Both day and night

5 (17.9)
21 (35)

49 (26.1)

23 (82.1)
39 (65)

139 (73.9)
0.200

Pruritus related to drug, n (%) 9 (69.2) 4 (30.8) 0.001
Pruritus related to food, n (%) 10 (26.3) 28 (73.7) 0.999
Pruritus related to stress, n (%) 11 (22.4) 38 (77.6) 0.481
Pruritus related to infectious disease, n (%) 11 (61.1) 7 (38.9) 0.002
Pruritus related to respiratory allergens, n (%) 3 (6.5) 43 (93.5) 0.001
Pruritus related to dry skin, n (%) 27 (22.1) 95 (77.9) 0.103
History of allergic disease, n (%) 6 (14.6) 35 (85.4) 0.057
Accompanied by redness? n (%) 28 (24.6) 86 (75.4) 0.492
Suspicion of scabies, n (%) 15 (46.9) 17 (53.1) 0.011
Baseline VAS score [median (min-max)] 6 (3-10) 6 (3-9) 0.898

p<0.05 was considered significant. AP: Acute Pruritus, CP: Chronic pruritus, VAS: Visual analog scale.



79

Gorgulu Akin B, Ozdel Ozturk B, Hocanli I, Soyyigit S

Asthma Allergy Immunol 2025;23:76-85

with CP (p=0.004). Grass pollen sensitization was found 
in 29 patients with CP and was the most common sensiti-
zation. Cat allergy was found in 11 patients with CP and 
house dust mite allergy in 10 patients with CP. No statis-
tically significant difference was found between patients 
with AP and those with CP for anti-TPO IgG, ANA, para-
site examinations for parasites, and HpSA in stool. Only 
17 of 276 (6.7%) patients had the European standard series 
(ESS) patch test, and the patch test results were positive 
in 10 patients. Eight of 10 patients had CP. Nickel sensiti-
zation was detected in all eight patients. The comparison 
of laboratory results between patients with AP and CP is 
shown in Table II. 

Clinical Assessment, Diagnosis, and Treatment of 
Pruritus 

The patients’ medical histories were recorded, physi-
cal examinations were performed, and the results of lab-
oratory and allergy tests were evaluated. Afterwards, the 
etiologies causing the patients’ pruritus were determined. 
The most common cause in the study population was al-
lergic diseases (n=77, 28%), followed by systemic diseases 
(n=74, 27%) (Figure 1). Allergic rhinitis was found in 31 of 
77 patients with allergic disease. Pollen-associated allergic 
rhinitis was most frequently associated with pruritus and 
followed by cat allergen-associated pruritus. Infectious 
diseases (n=28) were the least common causes of pruritus. 
After the exclusion of allergic, systemic and dermatolog-
ic diseases, patients who described an increase in pruri-
tus due to stress were referred to psychiatrists and it was 
decided that 29 patients had psychogenic pruritus; eight 
already had depression, seven had panic disorder, and 

Forty-nine out of 276 patients reported an increase in 
itching during periods of stress; 22.4% of patients with 
psychological pruritus presented with AP, and 77.6% pre-
sented with CP. However, no statistically significant differ-
ence was found between patients with AP and those with 
CP (p=0.481). In a total of 28 patients, pruritus was trig-
gered by an infectious disease, and 61.1% of these patients 
presented with AP and 38.9% with CP. Infection-related 
pruritus was statistically significantly higher in patients 
with AP (p=0.002). 

In 46 patients, pruritus increased after contact with 
respiratory allergens. Chronic pruritus was statistically 
significantly more frequent in those with increased pru-
ritus with respiratory allergen (p=0.001). Forty-one of 276 
patients had a history of allergic disease. In 32 patients, 
scabies was suspected on examination, and 53.1% of those 
with suspected scabies presented with CP. 

The baseline median VAS scores (min-max) of patients 
with AP and CP were 6 (3-10) and 6 (3-9), respectively. 
There was no statistically significant difference in VAS 
scores in either group (p=0.898). Detailed information 
about the trigger factors of pruritus is given in Table I.

Evaluation of Laboratory and Allergy Test Results 
of Patients Presenting with Pruritus

The CBCs and CMPs of patients with AP and CP were 
compared. No statistically significant difference was found 
between the groups. However, elevated urea in blood was 
more frequent in patients with AP compared with patients 
with CP (p=0.046). It was thought that systemic diseases 
causing AP, in particular, triggered pruritus by increas-
ing urea levels. Ferritin, an important parameter for the 
evaluation of iron deficiency anemia (IDA), was statisti-
cally significantly lower in patients with CP (p=0.045). 
Leukocyturia in urine was more frequent in patients with 
CP compared with patients with AP (p=0.018). Urine cul-
tures were performed on patients presenting with leukocy-
turia and symptoms suggestive of a urinary tract infection. 
However, if there were no symptoms of infection despite 
leukocyturia (especially in female patients), we did not re-
quest routine urine cultures. In our study, we requested 
urine cultures from 20 of 31 patients with leukocyturia 
and 12 had bacterial growth in their culture results.

Another important result was that 88.9% (n=56) of pa-
tients with positive SPTs presented with CP. SPT positiv-
ity was statistically significantly more frequent in patients Figure 1. Causes of isolated pruritus. 
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were followed up. The causes of pruritus in 276 patients 
referred to Allergy and Clinical Immunology Outpatient 
Clinics with isolated pruritus are shown in detail in Figure 
1.

three had generalized anxiety disorder. The remaining 
11 patients were not diagnosed as having a psychological 
disorder. According to the evaluation of the psychiatrist, 
their itching was believed to be related to stress and they 

Table II: Comparison of patients with AP and CP in terms of laboratory and allergy test results

Parameters Patients with AP (n=75) Patients with CP (n=201) p-value

CBC

Hemoglobin (g/dL) * 13.9 (8-17) 13.5 (8.5-17) 0.073
HCT (%)* 42.7 (26-52) 42 (29-50.3) 0.102
Platelet (x109/L) * 236 (122-477) 254 (105-603) 0.406
White blood cell (cells/mm3)* 7580 (3500-15,300) 7200 (3600-14,500) 0.246
Eosinophil (cells/mm3)* 155 (20-1720) 160 (10-890) 0.617
Basophil (cells/mm3)* 30 (10-100) 30 (5-180) 0.914
Neutrophil (cells/mm3) * 4240 (1115-11,830) 4180 (700-10,690) 0.310
Lymphocyte (cells/mm3) * 2205 (1000-4200) 2145 (1000-4440) 0.651

CMP

CRP (mg/L) * 1 (0.5-39) 1 (0.5-40) 0.980
ESR (mm/hour) * 12 (5-30) 12 (3-45) 0.772
Creatinine (mg/dL) * 0.8 (0.48-1.4) 0.75 (0.3-1.65) 0.297)
Urea (mg/dL) * 28 (10-81) 26 (10-64) 0.046
Uric acid (mg/dL) * 5 (1.8-8.5) 4.9 (2.3-11) 0.462
AST (U/L) * 18 (2-310) 16 (2-70) 0.086
ALT (U/L) * 21 (7-430) 21 (8-227) 0.171
LDH (U/L) * 208 (112-381) 200 (136-408) 0.075
GGT (U/L) * 16 (4-210) 15 (2-162) 0.585
ALP (U/L) * 71 (47-124) 73 (17-238) 0.971
Total bilirubin (mg/dL) * 0.6 (0.2-1.8) 0.6 (0.2-3.5) 0.902
Direct bilirubin (mg/dL) * 0.2 (0.1-1.5) 0.2 (0.1-1.1) 0.384
Vitamin D (nmol/L) * 29 (8-68) 36 (1.3-327) 0.261
TSH (mU/L) * 1.88 (0.1-6.07) 2.14 (0.43-9.55) 0.432
Free T4 (ng/dl) * 1.1 (0.83-2.4) 1.15 (0.4-2.4) 0.057
Ferritin (µg/L) * 33 (1-290) 24 (2-349) 0.045
HbA1c (electrophoresis, %) * 5 (4.3-9.9) 5.1 (4-9.3) 0.998

Total IgE (IU/ml) * 45.4 (2-600) 48 (2-6135) 0.109
Anti TPO IgG positivity ** 5 (23.8) 16 (76.2) 0.498
ANA positivity ** 2 (22.2) 7 (77.8) 0.497
Stool examinations for parasites positivity ** 0 3 (100) 0.385
Helicobacter pylori stool antigen positivity ** 1 (11.1) 8 (88.9) 0.244
Leukocyturia positivity ** 14 (45.2) 17 (54.8) 0.018
Skin prick test positivity ** 7 (11.1) 56 (88.9) 0.004

Values (*) are presented as median (minimum-maximum); Values (**) are presented as number (%); p<0.05 was considered significant.
AP: Acute pruritus, ALT: Alanine aminotransferase, ALP: Alkaline phosphatase, ANA: Anti-nuclear antibody, anti-TPO IgG: Anti-thyroid 
peroxidase immunoglobulin G, AST: Aspartate aminotransferase, CP: Chronic pruritus, CBC: Complete blood cell counts, CMP: Complete 
metabolic panel, CRP: C-reactive protein, ESR: Erythrocyte sedimentation rate, GGT: Gamma-Glutamyl transpeptidase, IgE: Immunoglobu-
lin E, HCT: Hematocrit, LDH: Lactate dehydrogenase, HbA1c: Glycated hemoglobin, TSH: Thyroid-stimulating hormone, T4: Thyroxine 4

https://pubmed.ncbi.nlm.nih.gov/37505365/
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Dermatologic diseases were found to be important 
causes of pruritus. Dry skin (n=31, 46%) was the most 
common skin problem, followed by scabies. The other 
nine patients were referred to us for investigation of the 
etiology of pruritus and allergy testing but were found to 
have various dermatologic diseases as a result of biopsies. 
Although the symptoms of these patients initially started 
with isolated pruritus, it was observed that inflammatory 
skin lesions developed in the progressive process. Derma-
tologic diseases causing pruritus are shown in detail in 
Figure 3B.

After the patients were evaluated, they were referred to 
the relevant clinics for the identified cause and appropri-
ate treatment was given. The most common treatment giv-
en to our patients for pruritus was skin moisturizing and 
oral second-generation antihistamine treatment (n=109, 

The frequency of dermatologic diseases (n=24, 32%) 
and systemic diseases (n=16, 21%) was higher in patients 
with AP, whereas allergic diseases (n=62, 31%) and sys-
temic diseases (n=58, 29%) were more common in pa-
tients with CP. Psychogenic causes (n=8, 11%) were the 
least common in patients with AP, and infectious diseases 
(n=16, 8%) were the least common in patients with CP. 
The causes of pruritus in patients presenting with isolated 
AP (Figure 2A) and CP (Figure 2B) are shown in detail in 
the figures.

IDA was the most common systemic disease (n=41, 
55%), followed by thyroid disease (n=14, 19%). In six pa-
tients, pruritus was thought to be related to uncontrolled 
diabetes mellitus. In four patients, pruritus was found to 
be associated with old age. Systemic diseases causing pru-
ritus are shown in detail in Figure 3A.

Figure 2. A,B) Causes of pruritus in patients presenting with isolated AP and CP. 

Figure 3. A,B) Systemic diseases and dermatologic diseases causing pruritus.

A

A

B

B
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can cause rhinitis, asthma, urticaria, and pruritus (29, 30). 
In most cases, distancing patients from cats will reduce the 
pruritus. Eight patients with CP had nickel sensitization 
in the ESS patch test in our study. These patients had ben-
efited from a low-nickel diet. There are reports that oral 
nickel exposure both increases dermatitis and may cause 
type 1 hypersensitivity reactions (31,32). In another study, 
the authors suggested that patients with idiopathic urti-
caria and other allergic-like, non-IgE-mediated dermatitis 
syndromes should be patch tested in routine clinical prac-
tice and, if nickel-positive, placed on a low-nickel diet (32).

DRP was more frequent in patients with AP. Beta lac-
tam antibiotics and statins were most frequently respon-
sible for DRP in our study. Patients developing pruritus 
after the use of statin group cholesterol drugs have been 
reported in previous case reports and studies (33,34). In 
a study by Huang et al., the highest incidence of pruritus 
was observed in patients receiving heparin (1.11%), tri-
methoprim-sulfamethoxazole (1.06%), and calcium chan-
nel blockers (0.92%) (35). In our study, infections were 
found to be another important trigger in patients with 
pruritus and leukocyturia was more frequent in patients 
with CP. In a study conducted in patients with acute urti-
caria, infections were found to be the most common trig-
gers (36). It is known that genitourinary system infections 
may cause pruritus in the genital area and sometimes trig-
ger widespread pruritus in the body (37,38).

Many patients with pruritus mistakenly think that their 
symptoms are related to food. However, in some cases, 
pruritus may occur after consumption of specific foods. 
Direct FRP was found in one patient after eating peanuts 
and in five patients after eating eggs in our study. The 
most common type of itch provoked by food often occurs 
via the classic IgE-mediated pathway. Other mechanisms 
include non-IgE-mediated, mixed (IgE-mediated and 
non-IgE-mediated), T-cell-mediated, and nonimmune 
reactions (7). In addition, pruritus in the body can often 
be seen in histamine intolerance, which is a condition of 
high histamine levels in the blood and inadequate func-
tioning of diamine oxidase. In these patients, itching may 
increase when foods are consumed with high histamine 
content (e.g., hot, spicy foods, aubergine, tomato) and they 
may benefit from elimination diets (7,39). In our study, 
the most common foods causing pruritus were bitter and 
spicy foods. We do not know how many of our patients 
had histamine intolerance because histamine and diamine 
oxidase levels are not routinely tested in our hospital. 

39.5%). We started antihistamines as a single dose per day 
for all patients. We increased antihistamine doses up to 
4 times per day according to the patient’s needs. The du-
ration and dosage of antihistamines varied according to 
the characteristics of the patients. Some 67.4% (n=186) of 
the 276 patients had partial benefit from the medical treat-
ment, and only 1.8% (n=5) had no benefit.

DISCUSSION

Although there are many studies showing the presence 
of pruritus in many different diseases, our study is the first 
to investigate etiologic causes in adult patients presenting 
to the allergy clinic with isolated AP and CP (5,9-15).

In our study, isolated pruritus occurred mostly in 
women and in young to middle-aged patients. As in many 
studies conducted in allergic diseases, female sex domi-
nance was observed (16-18). Dry skin was the most com-
mon trigger in our patients with both AP and CP. Studies 
have shown that dry skin is associated with somatosensory 
pruritus sensation, especially CP (19). Dry skin with CP 
represents the most prevalent clinical presentation of der-
matoses, including xerosis, atopic dermatitis, and psoriasis. 
It is also a common cutaneous manifestation in pruritic 
systemic diseases, such as chronic kidney disease, chronic 
liver disease, and diabetes mellitus (20).

Stress was found to be another important trigger fac-
tor for pruritus, predominantly in CP, in our study. It has 
been established that stress is a significant factor in the ex-
acerbation of pruritus in several dermatologic conditions. 
In a study conducted on Chinese patients with atopic der-
matitis, 71% of participants reported that stress increased 
the severity of pruritus (21). In other studies, the preva-
lence of idiopathic pruritus was observed in 36-42% of 
psychiatric inpatients (22,23). 

In this study, it was shown that pruritus was associated 
with respiratory allergens, especially in patients with CP. 
The association between respiratory allergens and atopic 
dermatitis has long been recognized (24,25). However, re-
cent studies have shown that even in idiopathic chronic 
urticaria, respiratory allergens may play a role and there is 
a distinct phenotype characterized by atopy (26-28). Pol-
len-associated allergic rhinitis, followed by cat allergy, was 
most frequently associated with pruritus. This study has 
shown that respiratory allergens can cause nasal and eye 
itching and isolated CP. Cat allergy, which is a perennial 
allergen, has increased considerably in recent years and 
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presenting with isolated pruritus, which enhances the reli-
ability and validity of the findings. The thorough clinical 
and laboratory evaluations conducted by allergy and clini-
cal immunology specialists provide important insights 
into the diverse etiologies of pruritus, highlighting the 
multifaceted nature of this symptom that goes beyond al-
lergic and dermatologic conditions through the inclusion 
of systemic and psychological factors. Furthermore, the 
study offers practical recommendations for clinical prac-
tice and paves the way for future research in this area.

This study has some limitations that should be ac-
knowledged. First, the retrospective design of the study 
may introduce bias because it relies on the accuracy and 
completeness of the medical records available in the hos-
pital information management system, which could im-
pact the overall findings and interpretations. Although the 
patient cohort is relatively large for a specialized clinic, the 
findings may not be generalizable to other clinical settings 
or populations with different demographics or underlying 
conditions. The study focused on patients who were re-
ferred to an Allergy and Clinical Immunology outpatient 
clinic, which may result in selection bias. Patients with pru-
ritus of various etiologies who do not seek specialized care 
or who are managed by primary care physicians may not 
have been included, potentially affecting the prevalence 
and types of emerging causes of pruritus. Additionally, al-
though laboratory and allergy test results were analyzed, 
certain diagnostic evaluations, such as histamine levels or 
diamine oxidase activity, were not routinely tested, limit-
ing the ability to explore potential FRP or histamine intol-
erance-related causes of pruritus. A further limitation of 
this study is the absence of a standardized protocol for the 
treatment of pruritus. The treatment approach varies from 
physician to physician and from patient to patient.

To conclude, pruritus is an important problem for 
both patients and physicians. When pruritus is mentioned 
by physicians, allergic and dermatologic diseases come 
to mind first. However, systemic diseases, especially IDA, 
should not be forgotten. All patients with pruritus should 
be evaluated in detail to determine the underlying etiology.

Acknowledgments
We thank all our colleagues and allied health members working 

in Immunology and Allergy clinics in the study.

Conflict of Interest
The authors declare that the research was conducted in the ab-

sence of any commercial or financial relationships that could be con-
strued as a potential conflict of interest. 

Dermatologic diseases and systemic diseases were 
more frequently seen in patients with AP, whereas aller-
gic diseases and systemic diseases were more common 
in patients with CP. Ferritin was lower in patients with 
CP. Anemia was the most common systemic disease, fol-
lowed by thyroid disease. Anemia is a prevalent global 
health concern, with an estimated prevalence of 32.9% 
in 2010 (40). Iron deficiency is regarded as a significant 
global contributor to the prevalence of anemia. The der-
matologic manifestations of anemia are numerous and 
encompass both the skin and its appendages (41). Pruri-
tus associated with anemia was reported as generalized 
in several studies. It has been shown that pruritus may 
decrease after iron treatment (42,43). In our study, IDA 
was found to be an important health problem in patients 
presenting to allergy outpatient clinics with pruritus. An-
other important systemic disease group in terms of pru-
ritus is endocrine disorders. It is established that thyroid 
disease and uncontrolled diabetes are associated with an 
increased prevalence of pruritus (44). In a Turkish study 
(n=300), 20.9% and 26.8% of patients with hypo- and hy-
perthyroidism, respectively, were affected by pruritus (45). 
The prevalence of pruritus in people with diabetes ranges 
from 15.6% to 60.2% (46). Diabetes was identified as the 
cause in 12.5% of 49 patients with generalized pruritus in 
a prospective study (15). 

In our study, the other causes of pruritus secondary to 
systemic disease were malignancy and liver disease. In a 
cohort of 1631 patients with liver disease, pruritus affected 
40.3% of subjects (47). In another study, 17.2% of subjects 
with CP developed malignancy and the most common 
malignancies included hematologic disease (15). Pruritus 
is common in uremic pruritus (48,49), but we had only 
one patient with this condition. We think that this is be-
cause physicians do not refer to the allergy clinic because 
of the high awareness of pruritus in uremia.

In this study, dry skin was the most common dermato-
logic problem, followed by scabies. We found that patients 
with scabies presented with isolated pruritus, particularly 
in the acute phase of the disease, and other scabies-specific 
symptoms were observed as the disease progressed. It is 
estimated that there are about 300 million scabies cases 
worldwide annually. There may be diagnostic difficulties 
due to the complexity in detecting the agent and the atypi-
cal clinical presentation (50,51). 

This study presents several strengths, including a com-
prehensive dataset derived from 276 patients specifically 



84

Evaluation of Patients with Isolated Pruritus

Asthma Allergy Immunol 2025;23:76-85

10. Bender BG, Ballard R, Canono B, Murphy JR, veDonald YM L. 
Atopik dermatitli hastalarda hastalık şiddeti, kaşıntı ve uyku ka-
litesi. J Am Acad Dermatol 2008;5(2):415-20.

11. Yosipovitch G, Goon A, Wee J, Chan Y, Goh C. The prevalence 
and clinical characteristics of pruritus among patients with ex-
tensive psoriasis. Br J Dermatol 2000;143(5):969-73.

12. Mathur VS, Lindberg J, Germain M, Block G, Tumlin J, Smith 
M, et al. A longitudinal study of uremic pruritus in hemodialysis 
patients. Clin J Am Soc Nephrol 2010;5(8):1410-9.

13. Zirwas MJ, Seraly MP. Pruritus of unknown origin: a retrospec-
tive study. J Am Acad Dermatol 2001;45(6):892-6.

14. Ensslin CJ, Rosen AC, Wu S, Lacouture ME. Pruritus in patients 
treated with targeted cancer therapies: systematic review and 
meta-analysis. J Am Acad Dermatol 2013;69(5):708-20.

15. Alizadeh N, Mirpour SH, Golmohamadi R, Darjani A, Eftekhari 
H, Rafiei R, et al. Chronic generalized pruritus without primary 
skin lesions: a longitudinal prospective observational study. Int 
J Dermatol 2019;58(3):273-8.

16. Lee EY, Copaescu AM, Trubiano JA, Phillips EJ, Wolfson AR, 
Ramsey A. Drug allergy in women. J Allergy Clin Immunol 
Pract 2023;11(12):3615-23.

17. Ramsey A, Namazy J. Women’s Health in Allergy/Immunology 
and Women in Allergy/Immunology. J Allergy Clin Immunol 
Pract 2023;11(12):3624-5.

18. Chowdhury NU, Guntur VP, Newcomb DC, Wechsler ME. Sex 
and gender in asthma. Eur Respir Rev 2021;30(162):210067.

19. Tominaga M, Ozawa S, Tengara S, Ogawa H, Takamori K. In-
traepidermal nerve fibers increase in dry skin of acetone-treated 
mice. J Dermatol Sci 2007;48(2):103-11.

20. Sampaio AL, Bressan AL, Vasconcelos BN, Gripp AC. Skin 
manifestations associated with systemic diseases–Part I. An 
Bras Dermatol 2021;96(6):655-71.

21. Yosipovitch G, Goon A, Wee J, Chan Y, Zucker I, Goh C. Itch 
characteristics in Chinese patients with atopic dermatitis using a 
new questionnaire for the assessment of pruritus. Int J Dermatol 
2002;41(4):212-6.

22. Kretzmer GE, Gelkopf M, Kretzmer G, Melamed Y. Idiopathic 
pruritus in psychiatric inpatients: an explorative study. Gen 
Hosp Psychiatry 2008;30(4):344-8.

23. Mazeh D, Melamed Y, Cholostoy A, Aharonovitzch V, Weiz-
man A, Yosipovitch G. Itching in the psychiatric ward. Acta 
Derm Venereol 2008;88(2):128-31.

24. Simpson EL, De Benedetto A, Boguniewicz M, Ong PY, Lussier 
S, Villarreal M, et al. Phenotypic and endotypic determinants 
of atopic dermatitis severity from the Atopic Dermatitis Re-
search Network (ADRN) Registry. J Allergy Clin Immunol Pract 
2023;11(8):2504-15.

25. Hensel P, Saridomichelakis M, Eisenschenk M, Tamamoto‐Mo-
chizuki C, Pucheu‐Haston C, Santoro D, et al. Update on the 
role of genetic factors, environmental factors and allergens in 
canine atopic dermatitis. Vet Dermatol 2024;35(1):15-24.

Funding
There is no sponsor/funding support in this study.

Author Contributions 
Concept: Begum Gorgulu Akin, Betul Ozdel Ozturk, Iclal 

Hocanlı, Sadan Soyyiğit, Design: Begum Gorgulu Akin, Betul 
Ozdel Ozturk, Iclal Hocanlı, Sadan Soyyiğit, Data collection 
or processing: Begum Gorgulu Akin, Betul Ozdel Ozturk, Iclal 
Hocanlı, Sadan Soyyiğit, Analysis or Interpretation: Begum Gor-
gulu Akin, Betul Ozdel Ozturk, Iclal Hocanlı, Sadan Soyyiğit, Lit-
erature search: Begum Gorgulu Akin, Betul Ozdel Ozturk, Iclal 
Hocanlı, Sadan Soyyiğit, Writing: Begum Gorgulu Akin, Betul 
Ozdel Ozturk, Iclal Hocanlı, Sadan Soyyiğit, Approval: Begum 
Gorgulu Akin, Betul Ozdel Ozturk, Iclal Hocanlı, Sadan Soyyiğit.

Data Availability Statement
The authors declare that they have followed the protocols of their 

work center on the publication of patient data in the study. All data 
generated or analyzed during this study are included in this article. 
The data that support the findings of this study are available on re-
quest from the corresponding author. The data are not publicly avail-
able due to privacy or ethical restrictions.

REFERENCES

1. Song J, Xian D, Yang L, Xiong X, Lai R, Zhong J. Pruritus: 
progress toward pathogenesis and treatment. BioMed Res Int 
2018(1):9625936.

2. Ständer S, Raap U, Weisshaar E, Schmelz M, Mettang T, 
Handwerker H, et al. Pathogenesis of pruritus. J Dtsch Dermatol 
Ges 2011;9:456-63.

3. Metz M, Ständer S. Chronic pruritus–pathogenesis, clini-
cal aspects and treatment. J Eur Acad Dermatol Venereol 
2010;24(11):1249-60.

4. Weisshaar E, Szepietowski JC, Dalgard FJ, Garcovich S, Gieler U, 
Giménez-Arnau AM, et al. European S2k guideline on chronic 
pruritus. Acta Derm Venereol 2019;99(5):469-506.

5. Matterne U, Apfelbacher CJ, Vogelgsang L, Loerbroks A, 
Weisshaar E. Incidence and Determinants of Chronic Pruri-
tus: A Population-based Cohort Study. Acta Derm Venereol  
2013;93(5):532-7.

6. Butler DC, Berger T, Elmariah S, Kim B, Chisolm S, Kwatra SG, 
et al. Chronic Pruritus: A Review. JAMA 2024;331(24):2114-24.

7. Vander Does A, Ju T, Yosipovitch G. When Foods Cause Itch: 
Clinical Characteristics, Pathophysiology, and Recommenda-
tions for Food-Induced Skin and Mucosal Pruritus. Dermatitis 
2023;34(1):13-20.

8. Düll M, Kremer A. Recommended diagnostics for pruritus af-
fecting primary non-lesional skin. Dermatologie (Heidelb) 
2024;75(8):597-605.

9. Işlek Seçen E, Desdicioglu R, Yeğin GF, Bal C, Erdinç AS, 
Uygur D, et al. Kaşıntı semptomu ile başvuran gebelerde, tanı 
süreci ve gebelik sonuçlarının retrospektif analizi. Ank Med J 
2021;21(4):553-60.



85

Gorgulu Akin B, Ozdel Ozturk B, Hocanli I, Soyyigit S

Asthma Allergy Immunol 2025;23:76-85

39. Maintz L, Novak N. Histamine and histamine intolerance. Am J 
Clin Nutr 2007;85(5):1185-96.

40. Kassebaum NJ, Jasrasaria R, Naghavi M, Wulf SK, Johns N, 
Lozano R, et al. A systematic analysis of global anemia burden 
from 1990 to 2010. Blood 2014;123(5):615-24.

41. Welz-Kubiak K, Reszke R, Szepietowski JC. Pruritus as a sign of 
systemic disease. Clin Dermatol 2019;37(6):644-56.

42. Polat M, Öztas P, Ilhan MN, Yalçin B, Alli N. Generalized pruri-
tus: a prospective study concerning etiology. Am J Clin Derma-
tol 2008;9:39-44.

43. Tammaro A, Chello C, Di Fraia M, Giordano D, Magri F, Zollo 
V, et al. Iron-deficiency and pruritus: a possible explanation of 
their relationship. Int J Res Dermatol 2018;4(4):605.

44. Krishna AV, Prasad KN, Reddy DS, Sridevi M. A clinical study 
of cutaneous manifestations in patients with thyroid disorders. J 
Med Dent Sci 2016;5(74):5489-501.

45. Takir M, Özlü E, Köstek O, Türkoğlu Z, Mutlu HH, Uzunçak-
mak TK, et al. Skin findings in autoimmune and nonautoim-
mune thyroid disease with respect to thyroid functional status 
and healthy controls. Turk J Med Sci 2017;47(3):764-70.

46. Al-Mutairi N, Zaki A, Sharma AK, Al-Sheltawi M. Cutaneous 
manifestations of diabetes mellitus: Study from Farwaniya Hos-
pital, Kuwait. Med Princ Pract 2006;15(6):427-30.

47. Oeda S, Takahashi H, Yoshida H, Ogawa Y, Imajo K, Yoneda M, 
et al. Prevalence of pruritus in patients with chronic liver dis-
ease: a multicenter study. Hepatol Res 2018;48(3):E252-E62.

48. Kimmel M, Alscher DM, Dunst R, Braun N, Machleidt C, Kiefer 
T, et al. The role of micro-inflammation in the pathogenesis of 
uraemic pruritus in haemodialysis patients. Nephrol Dial Trans-
plant 2006;21(3):749-55.

49. Zucker I, Yosipovitch G, David M, Gafter U, Boner G. Preva-
lence and characterization of uremic pruritus in patients un-
dergoing hemodialysis: uremic pruritus is still a major problem 
for patients with end-stage renal disease. J Am Acad Dermatol 
2003;49(5):842-6.

50. Romani L, Steer AC, Whitfeld MJ, Kaldor JM. Prevalence of sca-
bies and impetigo worldwide: a systematic review. Lancet Infect 
Dis 2015;15(8):960-7.

51. Şimşek E, Keskin A, Dağcıoğlu BF. Sık rastlanan ve sık atlanan 
hastalık uyuz: olgu sunumu. Ankara Med J 2019;19(1):205-9.

26. Sella JA, Ferriani MP, Melo JM, Neto OT, Zanetti MET, Cordeiro 
DL, et al. Type I and type IIb autoimmune chronic spontaneous 
urticaria: Using common clinical tools for endotyping patients 
with CSU. J Allergy Clin Immunol Global 2023;2(4):100159.

27. Chen Q, Yang X, Ni B, Song Z. Atopy in chronic urticaria: an im-
portant yet overlooked issue. Front Immunol 2024;15:1279976.

28. Chen Q, Wang W, Yang X, Li S, Deng S, Wang H, et al. Char-
acteristics and Clinical Significance of Atopy in Chronic Spon-
taneous Urticaria: A Cross-Sectional Observational Study. Int 
Arch Allergy Immunol 2024:1-6.

29. Dhami S, Agarwal A. Does evidence support the use of cat al-
lergen immunotherapy? Curr Opin Allergy Clin Immunol 
2018;18(4):350-5.

30. Dávila I, Domínguez‐Ortega J, Navarro‐Pulido A, Alonso A, 
Antolin‐Amerigo D, González‐Mancebo E, et al. Consensus 
document on dog and cat allergy. Allergy 2018;73(6):1206-22.

31. Büyüköztürk S, Gelincik A, Ünal D, Demirtürk M, Çelik DD, 
Erden S, et al. Oral nickel exposure may induce Type I hyper-
sensitivity reaction in nickel-sensitized subjects. Int Immunop-
harmacol 2015;26(1):92-6.

32. Antico A, Soana R. Nickel sensitization and dietary nickel are 
a substantial cause of symptoms provocation in patients with 
chronic allergic-like dermatitis syndromes. Allergy Rhinol 
(Providence) 2015;6(1):56-63.

33. Malik S, Cohen PR. Rosuvastatin-Induced Dizziness and Pruri-
tus: A Case Report and Summary of Statin-Associated Dizziness 
and Pruritus. Cureus. 2022;14(9):e29014. 

34. Kostapanos MS, Milionis HJ, Elisaf MS. Rosuvastatin-associated 
adverse effects and drug-drug interactions in the clinical setting 
of dyslipidemia. Am J Cardiovasc Drugs 2010;10:11-28.

35. Huang AH, Kaffenberger BH, Reich A, Szepietowski JC, Ständer 
S, Kwatra SG. Pruritus associated with commonly prescribed 
medications in a tertiary care center. Medicines 2019;6(3):84.

36. Cetinkaya PG, Soyer O, Esenboga S, Sahiner UM, Teksam O, 
Sekerel BE. Predictive factors for progression to chronicity or 
recurrence after the first attack of acute urticaria in preschool-
age children. Allergol Immunopathol 2019;47(5):484-90.

37. Freeman SB. Common genitourinary infections. J Obstet Gy-
necol Neonatal Nurs 1995;24(8):735-42.

38. Chiu IM. Infection, pain, and itch. Neurosci Bull 2018;34:109-
19.


