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Case study: CSU #1 
 
Initial Presentation and Diagnosis 
 
The participant reported a sudden onset of a rash one morning, which prompted an immediate visit to their General 
Practitioner (GP). The GP promptly diagnosed the rash as urticaria. The participant noted there was no delay in 
diagnosis, which occurred within minutes of clinical examination. However, they clarified that the real challenge was 
not identifying the condition but rather establishing an effective treatment plan. 
 
“The very first time someone looked at it, it was getting a treatment plan. That was what was the delay.” 
 
The rash presented as the only symptom; no other systemic symptoms accompanied the initial outbreak. Following 
the GP visit, the patient was referred to a dermatologist who performed a skin biopsy. The biopsy confirmed the 
diagnosis of urticaria. Later, they were also referred to an immunologist, who conducted comprehensive blood work 
but no skin tests. 
 
Treatment Journey 
 
Initial Treatments and Challenges 
 
In the early stages, the patient consulted three different GPs. Each recommended antihistamines as the primary 
treatment, which the patient found to be ineffective. 
 
Subsequently, the dermatologist proposed two treatment options: chemotherapy and UV light therapy. The patient 
found these options extreme and inappropriate, expressing discomfort and scepticism about their suitability. 
 
“The dermatologist went nuclear on me and suggested chemotherapy… I didn’t feel that either of those options 
sounded promising.” 
 
Breakthrough via Immunologist 
 
A pivotal change occurred upon consulting an immunologist. The specialist offered a tiered pharmacological approach 
and assured the patient that a treatment plan would be trialled methodically. 
 
Interestingly, the first treatment option proposed proved highly effective and continues to control the condition during 
recurrences. 
 
Treatment regimen: 

• Telfast (fexofenadine): High dose, double the standard recommendation (e.g., two tablets in the morning and 
two at night). 

• Prednisone: 20 mg daily, tapered gradually over 1–2 months. 
• Other medications tried but later discontinued: Montelukast and ranitidine. 
•  

“Option A instantly fixed it… has resolved my symptoms every time I’ve had a recurrence within days.” 
 
Ongoing Management and Prognosis 
 
The participant currently considers their condition as under control. In the past 6–7 years, they reported around four 
recurrences, each successfully managed with the treatment plan prescribed by the immunologist. The condition is 
considered episodic and remains in remission for extended periods. 
 
“It’s one of those things that’s always lurking in the background.” 
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Due to the retirement of the immunologist, the participant now relies on their GP for prescriptions based on the 
immunologist’s notes. The GP does not actively manage or adjust treatment. 
Psychosocial Impact and Lifestyle Changes 
 
The patient attributes their urticaria flare-ups primarily to stress. As a preventative measure, they made a significant 
career change to a less stressful industry. 
 
“That was probably the biggest lifestyle change for me, because I believe mine was triggered by stress in my job.” 
 
They maintain an emphasis on adequate sleep and general health but view stress avoidance as the most critical factor 
in preventing recurrences. 
 
Health System Interactions and Experiences 
 

• Specialist Access: Dermatologist, Immunologist (now retired), GP. 
• Telehealth: Utilized during the COVID-19 pandemic, especially for immunologist consultations; reported 

positively. 
• Allied Health Professionals: No access or engagement. 
• Clinical Trials: No participation or discussion, though an expensive biologic therapy (later PBS-listed) was 

mentioned by the immunologist. 
• Decision-Making Approach: Evolved over time; now includes researching peer experiences and expressing 

scepticism based on past treatment recommendations. 
 

“I try to crowd surf other people’s experiences before I agree to a treatment… I think I’ve been offered fairly 
unsuitable treatments.” 
 
Conclusions and Key Learnings 
 
This case underlines several important considerations in the management of chronic spontaneous urticaria: 
 

• Rapid Diagnosis ≠ Timely Treatment: A quick diagnosis does not ensure effective care if treatment planning 
is inadequate or misguided. 

• Value of Specialist Care: Immunology input was decisive in achieving symptom control. 
• Patient Advocacy and Informed Decision-Making: The patient’s evolving approach to treatment choices 

reflects a desire for more personalized, evidence-backed options. 
• Psychosocial Triggers Matter: The participant’s perception of stress as a primary trigger suggests the 

importance of holistic and lifestyle-based management in chronic conditions. 
 
 
 
 
 

 
 
 
 
 


