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Résumé 

 

 

Introduction L’urticaire aigue (UA) de l’enfant est une pathologie fréquente, causée par une 

allergie dans moins de 10% des cas. La prise en charge semble variable selon les 

médecins. L’objectif principal de notre étude était d’évaluer la part allergique de l’UA de 

l’enfant selon les dermatologues, pédiatres et médecins généralistes.  

 

Méthodes Nous avons mené une étude nationale transversale, observationnelle. Un 

questionnaire standardisé de 30 items explorant les caractéristiques démographiques, les 

connaissances et les habitudes de prise en charge de l’UA de l’enfant, a été envoyé à un 

échantillon de 100 médecins généralistes, 100 dermatologues et 100 pédiatres tirés au 

sort parmi une liste transmise par l’ordre des médecins. La réponse à la question 

du pourcentage d’UA allergique parmi toutes les UA a été étudiée. Une analyse univariée 

puis multivariée a été réalisée afin de mettre en évidence des facteurs prédictifs de bonne ou 

mauvaise réponse à cette question.  

 

Résultats Sur 300 médecins sélectionnés, 22 ont été exclu. Sur les 278 questionnaires 

envoyés, 106 ont été récupérés soit 38,1%. 36,5% des médecins estimaient correctement que 

l’UA était imputable à l’allergie dans moins de 10% des cas. 62,2% des dermatologues 

répondait correctement contre 23,1% des non-dermatologues. On constate que la spécialité 

dermatologie était un facteur prédictif de bonne réponse (OR=5,95 {p<0,0001}). Les autres 

facteurs étudiés tels que la durée ou le mode d’exercice n’étaient pas prédictifs d’une bonne 

ou mauvaise réponse.  

 

Conclusion La majorité des médecins imputent à tort l’urticaire aigue à l’allergie chez 

l’enfant de moins de 15 ans. Le principal facteur influençant cette réponse est la spécialité. 

Ces résultats nous incitent à renforcer l’éducation des professionnels sur l’urticaire aigue afin 

d’optimiser sa prise en charge. 

 

Mots clés : urticaire aigue, allergie, enfant, pédiatre, dermatologue, médecins généralistes 
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Abstract 

 

Introduction The pediatric acute urticaria (AU) is a common pathology, caused by an allergy 

in less than 10% of cases. The management seems variable according to the doctors. The main 

objective of our study was to assess the point of view of dermatologists, pediatricians and 

general practitioners on the allergic side of AU in children. 

 

Methods We conducted a transversal, observational national study. A standardized 30-item 

questionnaire exploring the demographics, knowledge, and management of child's AU was 

sent to a sample of 100 general practitioners, 100 dermatologists, and 100 pediatricians 

randomly selected from the list provided by the French Medical Council. The answer to the 

question of the percentage of allergic AU among all AUs was studied. A univariate and then 

multivariate analysis was performed to highlight predictive factors of good or bad response to 

this question. 

 

Results Out of 300 doctors selected, 22 were excluded. Of the 278 questionnaires sent, 106 

were recovered, corresponding to 38.1%. 36.5% of physicians correctly estimated that AU 

was attributable to allergy in less than 10% of cases. 62.2% of dermatologists gave the correct 

answer against 23.1% of non dermatologists. Dermatology specialty was predictive of correct 

response (OR = 5.95 {p <0.0001}). The other factors studied, such as duration or mode of 

exercise, were not found in our sample as predictors of right or wrong answer. 

 

Conclusion The majority of physicians incorrectly attribute AU to allergy in children. The 

main factor influencing this response is the specialty. These results encourage us to strengthen 

the education of professionals on AU to optimize its management. 

 

 

Key words: acute urticaria, allergy, child, dermatologists, pediatrics, general practitioners 
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Introduction 

Acute urticaria (AU) is a relatively common pediatric condition; affecting almost 20% of the 

population during their lifetime.1 AU may have an important impact on quality of life. It is a 

pathological condition, which worries parents and children. It often prompts patients to seek 

treatment in the emergency room. Previously published data estimate the overall frequency of 

AU in children between 2.1% and 6.7%.2 

The diagnosis of AU is usually based on detailed history and clinical manifestations.3,4 AU is 

defined by the appearance of papules, pruriginous and migratory in the superficial dermis. It 

may be associated with angioedema. So far, no specific pathogenic mechanism is identified to 

explain urticaria, although the activation and degranulation of basophils and / or mast cells 

leading to histamine release is one of the central mechanisms.4  Urticaria is classified into two 

groups according to its duration: AU lasts up to 6 weeks and chronic urticaria lasts more than 

6 weeks.5 Our study only concerns AU in children less than 15 years of age. 

The management of AU includes 2 important steps: identification of triggers or underlying 

causes and medical care with education and pharmacological management. Management 

practices vary by knowledge, clinical experience and training. Dermatologists, pediatricians 

and general practitioners are the practitioners the most involved in the management of this 

condition. 

In contrast to the ease of its diagnosis, etiologic factors are often difficult to determine. 

The most common etiology is infection, but drug hypersensitivity, IgE-mediated food 

hypersensitivity or physical trigger are other documented causes.8,9 AU can stay idiopathic. 

Food allergy is an uncommon cause of childhood AU, it accounts for less than 10% of cases.2 

However, the food trigger is often mentioned by doctors and parents.1,7,9 
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Several studies are conducted on the non-allergic origin of AU and on the importance of 

patient education. But few studies have described the knowledge and management of 

practitioners on AU in children under 15 years old. 

Here, we aimed to assess the knowledge and the practical management of different 

practitioners about pediatric AU. The principal objective of our study was to assess the share 

of allergic urticaria among AU according to dermatologists, pediatricians and general 

practitioners. Secondary objectives were to highlight predictive factors of right or wrong 

answer to the question about the percentage of allergic urticaria among AU and to perform an 

observational analysis of the knowledge and management of AU. 

 

Material and methods 

The study was a transversal, observational study. The study consisted of a survey, structured 

as a questionnaire sent to doctors; general practitioners, pediatricians and dermatologists in 

Metropolitan France. Of the list of 94,616 general practitioners; 3735 dermatologists and 

7798 paediatricians provided by the French Medical Council on 1 September 2017, we 

selected a sample of 300 doctors divided into 3 subgroups: 100 general practitioners, 100 

dermatologists and 100 pediatricians. The selection was performed by randomization by the 

Clinical Investigation Center of Tours (CIC). This study was approved by the local Ethics 

Committee of the University Hospital of Tours. 

A questionnaire was specially designed for this study by 2 pediatricians and 1 dermatologist. 

To ensure its relevance, it was tested in pediatricians who were not included in the study. Two 

of the authors (MC, AM) finalized the questionnaire. 
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This questionnaire included 30 items. It was divided into three parts. The first part concerned 

data on responder’s profile, respecting anonymity: specialty, place of practice, years of 

experience and type of activity (hospital or liberal). The second part assessed the responder’s 

knowledge and beliefs about AU in children, including suspected etiologies, associated 

symptoms and evolution. The third part explored the professional practices: frequency of 

consultations for paediatric AU, prescription of additional examinations, treatment set-up and 

its modalities, request for a secondary opinion. All questions were either multiple choices or 

positively or negatively worded, to avoid elusive answers. 

All physicians were contacted by phone to explain the purpose of the study, to obtain their 

consent and to retrieve their mail address in order to send them the questionnaire 

electronically. For doctors who did not answer after two phone calls or did not return the 

questionnaire, it was sent by post with a short letter of explanation and return envelope. The 

survey period encompassed November 2017 to February 2018. Doctors were contacted by 

phone from November to December 2017 and letters were sent in January and February 2018. 

The end of data collection was on March 2018. 

All analyses were conducted by an external contributor in the design of the questionnaire. 

A descriptive analysis was first performed. Descriptive data are presented as mean ± SD for 

quantitative data and frequency (percentage) for qualitative data. To identify the predictive 

factors of wrong or right answer to the question about the percentage of allergic urticaria 

between all AU, comparisons were conducted by using univariate and multivariate 

multinomial logistic regression analyses. Odds ratio (OR), 95% confidence intervals [IC95%], 

and P values were computed. All P values < 0.05 were considered to be statistically 

significant. All data were analyzed using statistical Rsoftware (version 3.4.4). 
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Results 

Of the 300 doctors selected, eight were automatically excluded as practicing in the DOM-

TOM. Nine questionnaires were returned to us because the address indicated was not the 

correct one and five because the doctor was retired or on sick leave. Of the remaining 278 

questionnaires, the total responses were 106 corresponding to 38.1%. 

Of the 106 responses studied: 25.5% were general practitioners, 36.8% were dermatologists 

and 37.7% were pediatricians. 81.9% worked in urban areas. 42.3% had a liberal activity, 

39.4% had a hospital activity and 18.3% exercised both in liberal and in the hospital. 44.4% 

had more than 20 years of experience. Demographic features are detailed in Table 1. 

Regarding the share of allergic urticaria among AU, 36.5% of doctors thought that urticaria 

was allergic in less than 10% of cases, this was the correct response.  

In the descriptive analysis, 11.1% of general practitioners, 30% of pediatricians and 62.2% of 

dermatologists answered correctly. When we observed dermatology versus non-dermatology 

specialty, we found that 25% of non-dermatologists believed that urticaria was allergic in 

more than 50% of cases against 2.5% of dermatologists. 62.2% of dermatologists correctly 

responded to the question of the percentage of allergic urticaria among all the AU against 

23.1% of non-dermatologists. Among those exercising in urban areas, 38.4% estimated that 

urticaria was allergic in less than 10% of cases compared with 26.3% of those practicing in 

rural areas. 46.3% of hospital-based physicians estimated that urticaria was allergic in less 

than 10% of cases, compared to 25% of those with a liberal activity. Among the doctors who 

gave the correct answer, 36.5% had less than ten years of experience and 44.2% had more 

than twenty years of experience. 
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In the univariate analysis, the dermatology specialty was a predictor of a correct response to 

the question of the percentage of allergic urticaria among all AU compared to pediatricians 

and general practitioners: OR 5.95; p <0.0001. Hospital activity appeared to increase the 

correct response: OR 2.09; p = 0.1086 but not significantly. Exercise area, exercise time and 

frequency of urticaria seen per month were not predictive of right or wrong response.  

When conducting multivariate analysis, the specialty pediatrics and general medicine were 

predictive factors for bad response to the question of the percentage of allergic urticaria 

among all the AU with respectively: OR 0.13924; p < 0.0029 and OR 0.0541; p < 0.0003. 

Results of the multivariate analysis are presented in Table 2. 

Regarding doctor’s knowledge: 56.6% of doctors estimated that AU was drug-related in less 

than 10% of cases. The results were more mixed regarding viral origin where 44.3% thought 

it was viral in more than 50% of cases. For 50% of physicians, there was associated 

angioedema in less than 10% of cases and for 84.9% of physicians there was an anaphylactic 

reaction in less than 10% of cases. The evolution was 5 to 10 days for 36.8% of the doctors. 

Knowledge data are detailed in Table 3. 

Regarding doctor’s management, 100% of the doctors prescribed an antihistamine in case of 

AU without angioedema. It was associated with an oral corticosteroid in 8.7% of the cases 

and with a topical corticosteroid in 3.9% of the cases. Duration of treatment was 2 to 5 days 

for 33.7% of doctors; 5 to 10 days for 31.7% of doctors and more than 10 days for 32.7% of 

doctors.  

In case of urticaria with angioedema: 90.4% prescribed an antihistamine, alone in 31.7% of 

cases, combined with oral corticosteroid therapy in 56.7% of cases and associated with a 

topical corticosteroid in 1.9% of cases. 8.7% prescribed oral corticosteroid alone. 
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In case of signs of anaphylaxis, pediatricians used epinephrine in 92.5% of cases, 

dermatologists in 72.2% of cases and general practitioners in 65.4% of cases. In total, 78.4% 

of doctors used epinephrine. Management data are presented in Table 4. 

The most frequently used antihistamines were: Desloratadine (81.7%); Méquitazine (21.2%); 

Cetirizine (17.3%); Hydroxyzine (3.9%). 

48.1% of physicians could double the antihistamine dose. 

 

Discussion 

This study was one of the first to assess the knowledge and the practical management of 

practitioners about pediatric AU. 

We showed that 36.5% of doctors responded that urticaria was allergic in less than 10% of 

cases. In accordance with the data of the literature, the infection was the most common 

identified etiology followed by drug intolerance and then allergy in about 7% of cases.2,8,9 

Despite the fact that infection was the first etiology of AU, patients often associated AU with 

allergy. A study conducted by Zuberbier et al. in 1996, showed that 63% of patients suspected 

that AU was allergic in origin, whereas in only 1 out of 109 patients the allergic origin was 

confirmed after thorough investigations.6 This message seems to be transmitted by caregivers, 

as our study proved. In a recent study, the sentence « you are probably allergic to something » 

was a phrase commonly used by doctors for patients with AU. For authors, it represented the 

worst « non-phrase » in the practice of medicine.10 Delivering this message is not harmless. 

Significant psychological distress with increased rates of anxiety and depression are reported 

by children with food allergies. Allergic diseases are commonly associated with increased 

stress within the family system. Reduced parental quality of life and psychological distress 

have been found in parents of children diagnosed with food allergies.11,12,13  
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Moreover dietary avoidance is the key intervention in the management of food allergy. 

Extensive avoidance shall be carefully monitored as it can result in nutritional compromises 

and impair the quality of life.14 It is necessary to deliver the right message and to avoid the 

word allergy except if we are in case of a real allergy.  

We secondly highlighted predictive factors of right or wrong answer to the question about the 

percentage of allergic urticaria among AU in our medical sample. The dermatology specialty 

was the only significant predictive factor of good answer. There were no other predictive 

factors of correct response among the other factors studied: exercise area, seniority or type of 

activity, number of urticaria seen per month. 25% of non-dermatologists believed that 

urticaria is allergic in more than 50% of cases.The message that pediatric AU is allergic in 

less than 10% is a key message but relatively unknown by doctors. It is necessary to carry out 

a broad education on this subject by targeting pediatricians and general practitioners 

specifically. However, the message must be broad among hospital doctors as liberals, whether 

they have little or much experience. 

In our study, 90.4% of physicians used a second-generation antihistamine in case of AU with 

angioedema and 100% used antihistamine in case of AU without angioedema. The most used 

antihistamines were those of second generation. Corticosteroids were more commonly 

prescribed by general practitioners. 

According to American recommendations from 201415 and to European recommendations 

from 201716
, the first-line treatment of AU is a second-generation H1-antihistamine.17,19 If 

symptoms persist at 15 days or if symptoms are intolerable, an increase in dosage up to four 

times the dose may be considered.15  Corticosteroids are not recommended in the first line but 

only in case of severe AU. These recommendations are not well applied. For example, in this 

2010 study on 1120 children, AU treatment included an oral antihistamine in 71.6% of cases 

and corticosteroid in 51.1 % of cases.21 
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In our study, as recommended, doctors used an antihistamine on the front line, whatever their 

specialty. Contrary to the recommendations, corticosteroids were often associated, in 

particular, with general practitioners. Corticosteroids reduce the lesions of urticaria and 

angioedema7, but they cause a risk of relapse more frequent. We can hypothesize, that general 

practitioners use corticosteroids to avoid intolerable symptoms because of the efficacy only 

relative of the second generation H1-antihistamines. According to a 2016 study, the response 

rate of the second-generation antihistamine was 40-50%.4 

In case of anaphylaxis, epinephrine was mainly used by pediatricians unlike dermatologists 

and general practitioners. This under-utilization of epinephrine is described in the literature. 

In 2018, Prince and al. highlighted several hypothesis about underuse of epinephrine as 

difficulty in anaphylaxis diagnosis or complexity of epinephrine use .22This is especially 

troubling given the fact that fatal anaphylaxis has been associated with delayed administration 

of epinephrine.24 The pediatric emergency care provider’s knowledge of the management of 

anaphylaxis seems to be better. The use of epinephrine was nearly systematic in case of 

anaphylaxis in this 2018 study.23 Education is important to improve the use of epinephrine as 

described in this study conducted by Sidhu and al.24 

In our study, according to data from the Research, Studies, Evaluation and Statistics 

Directorate (DREES), the demographic data of our sample was representative of the current 

medical demography in France, except dermatologists who practiced rather in liberal.26 

Some limitations of this study inherent to the cross-sectional design of a survey, which gave 

us only self- reporting behaviours from a group of sampled and responding physicians.  

Then, the response rate was only 38.1%, but was representative of current published physician 

survey response rates of 35% to 43% for physicians.20. 

We attempted to minimize bias by randomly sampling an equivalent number of physicians 

each specialty. 



21 

 

Conclusion 

Despite the fact that many studies showed that pediatric AU is mainly of infectious origin, 

there is still too much diagnosis of allergic urticaria especially for non-dermatologists. To 

improve the management of patients and to avoid inadequate treatment and useless fear for 

parents, the education of health professionals is essential. 
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Legends of Figures  

Table 1. Demographic features 

Table 2. Multivariate multinomial logistic regression: Predictive factors for correct answer to 

the question of the percentage of allergic urticaria among AU 

Table 3. Evaluation of knowledge of AU 

Table 4. Evaluation of practical management of AU 
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Table 1 

 

 General 
Practitioners 

(n=27) 

Dermatologists 
(n=39) 

Pediatricians 
(n=40) 

Rural area 9 (34.6%) 7 (18%) 3 (7.5%) 

Urban area 17 (65.4%) 32 (82%) 37 (92.5%) 

    

Liberal activity 19 (76%) 15 (39.5%) 10 (25%) 

Hospital activity 

Both activity 

 

6 (24%) 

- 

13 (34.2%) 

10 (26.3%) 

22 (55%) 

8 (20%) 

< 5 years of experience 4 (14.8%) 
 

6 (15.4%) 
 

10 (25%) 
 

5-10 years of experience 
 

5 (18.5%) 
 

9 (23.1%) 
 

4 (10%) 
 

10-20 years of experience 
 

5 (18.5%) 
 

6 (15.4%) 
 

11 (27.5%) 
 

>20 years of experience 13 (48.2%) 18 (46.1%) 15 (37.5%) 
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Table 2 

 

 OR (95% CI) Pvalue 

Less 1 urticaria/month 1  

1-5 urticaria / month 1.38 (0.44-4.32) 0.5822 

5-10 urticaria / month 2.63 (0.48-14.36) 0.2633 

10-20 urticaria/ month 1.8e-5 0.9868 

 

Urban area 

Rural area 

1 

0.88 (0.21-3.57) 

 

0.8436 

 

Liberal activity 

Hospital activity 

1 

2.16 (0.61-7.63) 

 

0.2326 

Both activity 0.99 (0.25-3.94) 0.9993 

 

< 5 years of experience 1  

5-10 years of experience 2.19 (0.39-12.28) 0.3696 

10-20 years of experience 1.47 (0.32-6.78) 0.6220 

>20  years of experience 1.12 (0.29-4.33) 0.8670 

 

Dermatologists 

Pediatricians 

General practitioners 

1 

0.14 (0.04-0.51)  

0.05 (0,01-0 .27) 

 

0.0029 

0.0003 
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Table 3 

 

 < 10% 10-25% 25-50% 50-75% >75% 

      

Allergic urticaria 36.5% 27.9% 18.3% 9.6% 7.7% 

Viral urticaria 10.4% 23.6% 21.7% 21.7% 22.6% 

Drug urticaria 56.6% 32.1% 10.4% 0.9% - 

Pruritus 0.9% 8.5% 17% 32.1% 41.5% 

Fever 17.9% 34% 25.4% 17% 5.7% 

Angioedema 50% 36.8% 10.4% 2.8% - 

Anaphylactic reaction 84.9% 14.2% 0.9% - - 
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Table 4 

 

 General 

practitioners  

(n=27) 

Dermatologists 

(n=39) 

Pediatricians  

(n=40) 

 Acute urticaria without angioedema 

Antihistamine 26 (100%) 38 (100%) 40 (100%) 

Corticosteroid 4 (15.4%) 2 (5.3%) 3 (7.5%) 

Topical corticosteroid 3 (11.5%) 1 (2.6%) - 

Duration < 5days 12 (46.2%) 5 (13.2%) 20 (50%) 

Duration 5-10 days 10 (38.4%) 8 (21.1%) 15 (37.5%) 

Duration > 10 days 4 (15.4%) 25 (65.7%) 5 (12.5%) 

 Acute urticaria with angioedema 

Antihistamine 23 (88.5%) 36 (94.7%) 35 (87.5%) 

Corticosteriod 24 (92.3%) 18 (47.4%) 26 (65%) 

Topical corticosteroid - - 3 (7.5%) 

Duration < 5days 11 (44%) 9 (23.7%) 26 (65%) 

Duration 5-10 days 11 (44%) 11 (28.9%) 8 (20%) 

Duration > 10 days 3 (12%) 18 (47.4%) 6 (15%) 
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Annexe : Questionnaire Urticaire aigue de l’Enfant < 15 ans 

Références personnelles 

 

• Quelle est votre spécialité ? 

Médecine générale ☐Pédiatrie ☐Dermatologie ☐ Spécialité en Allergologie ☐ 

• Dans quelle zone exercez-vous ? 

Rurale 1 ☐Urbaine 2☐ 

• Ou exercez-vous ? 

En libéral 0☐   A l’hôpital 1 ☐ Les deux 2☐ 

• Combien d’années d’exercice avez-vous ? 

<  5 ans ☐  5-10 ans ☐10-20 ans ☐> 20 ans ☐ 

 

Connaissance sur l’urticaire aigue de l’enfant de moins de 15 ans 

 

• Selon vous, combien d’urticaire aigue de l’enfant de moins de 15 ans sont d’origine 

allergique ? 7% 

< 10 %☐10-25%☐25-50% ☐50-75% ☐> 75% ☐ 

• Selon vous, quels sont les 3 allergènes les plus fréquemment responsables d’une 

urticaire chez l’enfant de moins de 15 ans ?  

Fruits à coques☐Poisson ☐Œuf ☐Fruits de mer ☐Pollen ☐Lait de vache☐ 

Acarien ☐Autres :                  ☐ 

• Selon vous, combien d’urticaire aigue de l’enfant de moins de 15 ans sont liées à une 

hypersensibilité aux médicaments (type antibiotiques ou anti-inflammatoires non 

stéroïdiens)?  12% 

< 10 % ☐10-25%☐25-50%☐   50-75% ☐> 75% ☐ 

• Selon vous, combien d’urticaire aigue de l’enfant de moins de 15 ans sont d’origine 

virale ? 

< 10 % ☐   10-25% ☐   25-50% ☐50-75%☐> 75% ☐ 

• Selon vous, dans combien de cas, l’enfant a un antécédent d’urticaire ? 

< 10 %☐   10-25% ☐   25-50% ☐   50-75% ☐> 75% ☐ 

• Selon vous, combien d’urticaires aigue de l’enfant de moins de 15 ans sont associées à 

une atteinte des muqueuses (angio-œdème, bouche ou lèvre)? 

< 10 %☐   10-25% ☐   25-50% ☐   50-75% ☐> 75% ☐ 
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• Selon vous, combien d’urticaires aigue chez l’enfant de moins de 15 ans sont 

associées à des signes d’anaphylaxie (stridor, bronchospasme, atteinte 

hémodynamique)? 

< 10 %☐   10-25% ☐   25-50% ☐   50-75% ☐> 75% ☐ 

• Selon vous, combien d’urticaires aigues de l’enfant de moins de 15 ans sont associées 

à de la fièvre le jour même ou les jours précédents? 

< 10 % ☐   10-25% ☐25-50%☐50-75%☐> 75% ☐ 

• Selon vous, combien d’urticaire aigue chez l’enfant de moins de 15 ans sont associées 

à un prurit ? 

< 10 % ☐   10-25% ☐   25-50% ☐   50-75% ☐> 75%☐ 

• Selon vous, quelle est la durée d’évolution moyenne d’une urticaire aigue de l’enfant 

de moins de 15 ans ? 

< 2 jours ☐   2-5 jours ☐5-10 jours☐> 10 jours ☐ 

 

Votre  pratique : prise en charge de l’urticaire aigue de l’enfant de moins de 15 ans 

 

• Combien voyez-vous d’urticaire aigue chez l’enfant de moins de 15 ans en moyenne 

par mois ? 

Maximum un ☐Entre 1 et 5 ☐Entre 5 et 10 ☐Entre 10 et 20 ☐Plus de 20☐ 

• Faites vous un bilan systématique devant une urticaire aigue de l’enfant de moins de 

15 ans? 

Oui ☐Non ☐ 

• Si oui, lequel ? 

NFS ☐IgE totales ☐IgE spécifiques ☐Tryptase ☐Prick-test ☐CRP ☐FAN ☐ 

Autres : ____________________________________________ 

• Quel(s) traitement(s) mettez-vous en place en cas d’urticaire aigue simple sans atteinte 

muqueuse chez l’enfant de moins de 15 ans? 

Antihistaminiques☐Dermocorticoïdes ☐Corticoïdes ☐ 

• Pour quelle durée ? 

< 2 jours ☐2 -5 jours ☐5-10 jours ☐10 jours☐ 

• Quel(s) traitement(s) mettez-vous en place en cas d’urticaire aigue associée à une 

atteinte muqueuse chez l’enfant de moins de 15 ans ? 

Antihistaminiques☐        Dermocorticoïdes ☐Corticoïdes☐ 

• Pour quelle durée ? 

< 2 jours ☐        2 -5 jours ☐5-10 jours☐      10 jours ☐ 
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• Faites-vous en première intention de l’adrénaline en intramusculaire en cas d’urticaire 

aigue chez l’enfant de moins de 15 ans associée des signes d’anaphylaxie (stridor, 

bronchospasme, atteinte hémodynamique)? 

Oui☐      Non ☐ 

 

Si vous mettez des antihistaminiques :  

• A partir de quel âge en prescrivez-vous ?  

Dès la naissance ☐Six mois ☐Un an☐Deux ans ☐ 

• Quel type d’antihistaminiques prescrivez-vous le plus fréquemment chez un enfant de 

moins de 15 ans? 

Cetirizine (zyrtec®) ☐Desloratadine (aerius®) ☐Méquitazine (primalan®)  ☐ 

Hydroxyzine (atarax®) ☐Lévocétirizine (xyzall®) ☐Loratadine (clarytine®) ☐ 

Dexchlorphéniramine (polaramine®) ☐ 

Autre : ______________________________________________________ 

• Vous arrive-t-il de doubler la dose ? 

Oui ☐      Non ☐ 

• Si oui, dans quelle situation ? 

Urticaire > 7 jours ☐Urticaire avec altération de la qualité de vie ☐Prurit important ☐ 

Urticaire avec atteinte muqueuse ☐Autre : ____________________________ 

 

• Revoyez-vous le patient systématiquement à distance ? 

Oui ☐      Non ☐ 

•   A distance, demandez-vous un avis ?  

Oui ☐      Non ☐ 

•  Si oui, demandez-vous un avis ? 

Avis dermatologique ☐      Avis allergologique ☐ 
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Résumé: 

Introduction L’urticaire aigue (UA) de l’enfant est une pathologie fréquente, causée par une allergie dans moins 

de 10% des cas. La prise en charge semble variable selon les médecins. L’objectif principal de notre étude était 

d’évaluer la part allergique de l’UA de l’enfant selon les dermatologues, pédiatres et médecins généralistes.  

Méthodes Nous avons mené une étude nationale transversale, observationnelle. Un questionnaire standardisé de 

30 items explorant les caractéristiques démographiques, les connaissances et les habitudes de prise en charge de 

l’UA de l’enfant, a été envoyé à un échantillon de 100 médecins généralistes, 100 dermatologues 

et 100 pédiatres tirés au sort parmi une liste transmise par l’ordre des médecins. La réponse à la question 

du pourcentage d’UA allergique parmi toutes les UA a été étudiée. Une analyse univariée puis multivariée a été 

réalisée afin de mettre en évidence des facteurs prédictifs de bonne ou mauvaise réponse à cette question.  

Résultats Sur 300 médecins sélectionnés, 22 ont été exclu. Sur les 278 questionnaires envoyés, 106 ont été 

récupérés soit 38,1%. 36,5% des médecins estimaient correctement que l’UA était imputable à l’allergie dans 

moins de 10% des cas. 62,1% des dermatologues répondait correctement contre 23,1% des non-dermatologues.  

On constate que la spécialité dermatologie était un facteur prédictif de bonne réponse (OR=5,95 {p<0,0001}). 

Les autres facteurs étudiés tels que la durée ou le mode d’exercice n’étaient pas prédictifs d’une bonne ou 

mauvaise réponse.  

Conclusion La majorité des médecins imputent à tort l’urticaire aigue à l’allergie chez l’enfant de moins de 15 

ans. Le principal facteur influençant cette réponse est la spécialité. Ces résultats nous incitent à renforcer 

l’éducation des professionnels sur l’urticaire aigue afin d’optimiser sa prise en charge. 
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