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Abstract: Pruritus is one of the most common symptoms in the elderly. It can be associated with
dermatological, systemic, neurological, or psychogenic disorders. Identifing the underlying origin and
appropriate management of patients are important due to its negative impact on quality of life. We aimed
to investigate the demographic and clinical features, etiologies, laboratory work-up, and management of
elderly patients with pruritus. A retrospective cross-sectional study was conducted on patients with
pruritus aged > 65 years who attended our outpatient clinic between January 2014 and June 2024.
Etiological origins were categorized as dermatological, systemic, neurologic, psychogenic, drug-
associated, or mixed. A total of 700 patients were included. Pruritus began between the ages of 65-75
years in 69%. Of the patients, 140 (20%) had acute and 560 (80%) had chronic pruritus. Pruritus was
localized in 299 (42.7%) and generalized in 401 (57.3%) patients. The trunk, upper and lower extremities
were the most common sites of pruritus. The most common causes of pruritus were dermatological
(83.6%), followed by systemic (5.6%) and psychogenic (5.1%) origins. The most common dermatological
cause of acute pruritus was scabies (20.5%), whereas chronic pruritus was xerosis (32.9%). Chronic renal
failure was the leading systemic cause in both acute and chronic pruritus (30% and 42.5%, respectively).
In conclusion, the demographics, clinical, and etiological factors of pruritus in the elderly can differ
according to the geographic region, sample size, age groups, socioeconomics, lifestyle, and environmental
factors. Each patient must be examined and treated individually.

Keywords: Pruritus, Geriatric, Elderly, Prurigo

Ozet: Pruritus yaslilarda en sik goriilen semptomlardan biridir. Dermatolojik, sistemik, nérolojik veya
psikojenik bozukluklarla iliskili olabilir. Yasam kalitesi iizerindeki olumsuz etkisi nedeniyle, altta yatan
nedenin belirlenmesi ve hastalarin uygun sekilde tedavi edilmesi 6nemlidir. Bu ¢aligmada, pruritusu olan
yasli hastalarin demografik ve klinik ozelliklerini, etyolojilerini, laboratuvar ¢alismalarini ve tedavilerini
aragtirmay1 amagladik. Ocak 2014 ile Haziran 2024 arasinda poliklinigimize bagvuran > 65 yas prurituslu
hastalar iizerinde retrospektif kesitsel bir ¢calisma yiirtitiildii. Etiyolojik faktorler; dermatolojik, sistemik,
norolojik, psikojenik, ilag iliskili veya mikst olarak kategorize edildi. Toplam 700 hasta ¢aligmaya dahil
edildi. Pruritus hastalarin %69'unda 65-75 yaslar1 arasinda baslamisti. Hastalarin 140'imda (%20) akut,
560'inda (%80) kronik pruritus vardi. Pruritus 299 (%42,7) hastada lokalize iken 401 (%57,3) hastada
jeneralizeydi. Govde, iist ve alt ekstremiteler pruritusun en sik goriilen yerleriydi. Pruritusun en sik
goriilen nedenleri dermatolojik (%83,6) iken, bunu sistemik (%5,6) ve psikojenik (%5,1) nedenler
izliyordu. Akut pruritusun en sik goriilen dermatolojik nedeni skabiyez (%20,5) iken, kronik pruritusta
kserozis (%32,9) idi. Kronik bobrek yetmezligi hem akut hem de kronik pruritusta en sik sistemik
nedendi (%30 ve %42,5). Sonug olarak, yashlarda pruritusun demografik, klinik ve etiyolojik faktorleri
cografi bolgeye, 6rneklem biiyiikliigline, yas gruplarina, sosyoekonomiye, yasam tarzina ve gevresel
faktorlere gore farklilik gosterebilir. Her hasta, bireysel olarak degerlendirilmeli ve tedavi edilmelidir.
Anahtar Kelimeler: Pruritus, Geriatrik, Yaslhlik, Prurigo
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1. Introduction

The proportion of older people is gradually increasing
across the world. It is projected that the number of elderly
people (aged > 65 years) will more than double from 761
million in 2021 to 1.6 billion in 2050 (1). This situation
has led to an increase in aging-related skin conditions and
diseases.

Elderly patients can be presented with challenging clinical
signs, and difficulties in the diagnosis and treatment of
dermatological diseases may occur because of the co-
occurrence of multiple health problems, polypharmacy,
and difficulties in taking medical history (2).

One of the most common symptoms in the elderly is
pruritus, which can be localized or generalized.
Anatomical and physiological age-related changes such as
dryer and less regenerative skin, skin barrier dysfunction,
increased vulnerability to exogenous trigger factors,
immunosenescence, or decreased threshold for itch
perception can lead to pruritus in elderly people. On the
other hand, it can be associated with dermatological
disorders, systemic diseases such as chronic renal failure
(CRF), hepatobiliary diseases, iron deficiency anemia
(IDA), and cancer, medications, or neuropsychogenic
causes (3-5).

The incidence of pruritus is believed to increase with age,
and it is more common in the elderly than in adults (6).
Depending on the geographical region, season, and
sample size of the studies, pruritus prevalence in the
elderly changes, reported to be between 11.5% and 64%
(3, 7-13). A study conducted in Tirkiye with 4099
geriatric patients found that the prevalence of pruritus
increased with age from 10.3% (65-74 years) to 19.5% (>
85 years). In addition, the frequency of pruritus was
reported to show significant seasonal variation that was
more common in autumn but less in spring (7).

Pruritus can lead to social disabling, sleep disturbances,
distress, and serious impairment of quality of life in the
elderly. In addition, it can be a clue for underlying
systemic disease. Therefore, it is crucial to identify the
underlying origin and give appropriate treatment.

In this retrospective cross-sectional study, we aimed to
investigate the demographic and clinical features,
etiologic origins, laboratory work-up, and management of
elderly patients with pruritus.

2. Materials and Methods
2.1. Study Design and Data Collection

A retrospective cross-sectional study was conducted on
patients with acute or chronic pruritus aged > 65 years
who attended our outpatient clinic between January 2014
and June 2024. The itch lasting < 6 weeks is classified as
acute and lasting > 6 weeks as chronic pruritus (14). The
ICD-10 (International Classification of Diseases, 10"

revision) code of L29 was used to search for patients on
our digital archive records. Patients with missing clinical
data or without identified underlying disease were
excluded.

Demographics (age and sex), clinical characteristics (the
age of onset and the duration of pruritus, locations,
accompanying comorbidities such as hepatobiliary, renal,
thyroid, and hematological disorders, diabetes mellitus,
IDA, or malignities, drug intake for any disease),
treatment methods, follow-up durations, treatment
responses, and if present, laboratory workups were
recorded. The etiological origin of pruritus was
categorized as dermatological, systemic, neurologic,
psychogenic, drug-associated, or mixed (5, 14). In
addition, polypharmacy was defined as using > 5 drugs,
and extreme polypharmacy as using > 10 drugs (15, 16).

2.2. Ethics Approval

We obtained ethical approval from the local ethics
committee (Decision No: 2024.220.06.08, Date: June 25,
2024).

2.3. Statistical Analysis

SPSS v.25 software (IBM Corp. Armonk, NY: USA) was
used for statistical analysis. Categorical variables were
presented as n (%). Continuous variables were reported as
the median (interquartile range [IQR]) depending on the
normality. The normal distribution of continuous
variables was assessed with the Kolmogorov—-Smirnov
test. According to the normality test results, the Mann—
Whitney U test was used for comparisons between the
two groups. The Pearson y? test or Fisher—Freeman—
Halton test was used to compare categorical variables
between patients with chronic or acute pruritus. A P-value
< 0.05 was considered statistically significant.

3. Results
3.1. Demographics and Clinical Features

A total of 1039 patients were attended to our outpatient
clinic due to acute or chronic pruritus in 10 years. Out of
1039 patients, 700 were included in the study. The
demographics and clinical characteristics of the patients
are presented in Table 1. In most patients (69%), pruritus
began between the ages of 65-75 years. Of the patients,
140 (20%) had acute pruritus, and 560 (80%) had chronic
pruritus. Pruritus was localized in 299 (42.7%) and
generalized in 401 (57.3%) patients. The trunk, upper and
lower extremities were the most common sites of pruritus.
Among accompanying comorbidities, diabetes mellitus
and CRF were significantly more common in patients
with chronic pruritus (P = 0.001 and P = 0.017,
respectively). Similarly, polypharmacy was more
common in patients with chronic pruritus (P = 0.029).
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Table 1. Demographics, clinical characteristics, and comorbidities of the patients

Characteristics Total Acute pruritus Chronic pruritus (n P
(n=700) (n=140) =560)
n, % n, % n, %

Sex 0.045
Female 352 (50.3%) 81 (57.9%) 271 (48.4%)
Male 348 (49.7%) 59 (42.1%) 289 (51.6%)
Age of onset of pruritus 0.012
65-70 269 (38.4%) 62 0f 269 (23%) 207 of 269 (77%)
71-75 214 (30.6%) 49 of 214 (22.9%) 165 of 214 (77.1%)
76-80 132 (18.9%) 18 of 132 (13.6%) 114 of 132 (86.4%)
81-85 69 (9.9%) 6 of 69 (8.7%) 63 0f 69 (91.3%)
>86 16 (2.3%) 50f 16 (31.3%) 11 of 16 (68.8%)
Involvement 0.032
Localized 299 (42.7%) 71 (50.7%) 228 (40.7%)
Generalized 401 (57.3%) 69 (49.3%) 332 (59.3%)
Location of pruritus
Scalp 49 (7%) 11 (7.9%) 38 (6.8%) 0.657
Face 37 (5.3%) 6 (4.3%) 31 (5.5%) 0.554
Neck 29 (4.1%) 3 (2.1%) 26 (4.6%) 0.184
Anterior trunk 392 (56%) 70 (50%) 322 (57.5%) 0.110
Back 415 (59.3%) 67 (47.9%) 348 (62.1%) 0.002
Hands 296 (42.3%) 57 (40.7%) 239 (42.7%) 0.674
Arms 342 (48.9%) 64 (45.7%) 278 (48.6%) 0.406
Upper legs 343 (49%) 48 (34.3%) 295 (52.7%) <0.001
Lower legs 344 (49.1%) 53 (37.9%) 291 (52%) 0.003
Genital 84 (12%) 24 (17.1%) 60 (10.7%) 0.036
Anal 34 (4.9%) 8 (5.7%) 26 (4.6%) 0.598
Feet 78 (11.1%) 15 (10.7%) 63 (11.3%) 0.857
Comorbidities
Diabetes mellitus 177 (25.3%) 22 (12.4%) 155 (27.7%) 0.004
Hepatobiliary disease 23 (3.3%) 8 (5.7%) 15 (2.7%) 0.072
CRF 66 (9.4%) 7 (5%) 59 (10.5%) 0.045
Hyperthyroidism 2 (0.3%) 1 (0.7%) 1 (0.2%) 0.361
Hypothyroidism 15 (2.1%) 2 (1.4%) 13 (2.3%) 0.747
IDA 53 (7.6%) 8 (10.7%) 45 (11.8%) 0.783
Hematological malignancy 12 (1.7%) 3(2.1%) 9 (1.6%) 0.423

Lymphoma 3 1 2

CML 3 0 3

CMD 2 1 1

MDS 2 0 2

Multiple myeloma 2 1 1
Solid organ malignancy 61 (8.7%) 14 (10%) 47 (8.4%) 0.546

Breast 14 6 8

Colorectal 11 3 8

Prostate 8 1 7

Lung 8 0 8

Head and neck SCC 4 0 4

Urinary bladder 4 0 4

Gastric 3 0 3

Melanoma” 3 2 1

Liver 2 1 1

Endometrium 2 1 1

Renal 1 0 1

Vulva SCC 1 0 1
Polypharmacy 235 (33.6%) 37 (26.4%) 198 (35.4%) 0.045

Extreme polypharmacy 46 (6.6%) 10 (7.1%) 36 (6.4%) 0.760

CRF, chronic renal failure; IDA, iron deficiency anemia; CML, chronic myelogenous leukemia; CMD, chronic myeloprolipherative
disorder; MDS, myelodysplastic syndrome; SCC, squamous cell carcinoma. “skin or uveal malign melanoma
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3.2. Etiology of Pruritus

The etiological categories of pruritus are
summarized in Table 2. The most common causes of
pruritus were dermatological origin in both acute
(88.6%) and chronic (82.3%) pruritus, followed by

Table 2. Etiological categories of pruritus

Etiology Total Acute pruritus
(n =700) (n = 140)
n, % n, %
Dermatological 585 (83.6%) 124 (88.6%)
Systemic 39 (5.6%) 6 (4.3%)
Neurological 10 (1.4%) 2 (1.4%)
Psychogenic 36 (5.1%) 0
Drugs 19 (2.7%) 5 (3.6%)
Mixed 11 (1.6%) 3(2.1%)

Table 3 shows the details of the origins of pruritus.
Regarding dermatological origins of acute pruritus,
scabies was the most common cause in 22.1%,
followed by dermatitis (19.3%), xerosis (19.3%),
and fungal infections (12.1%). On the other hand,
among dermatological causes of chronic pruritus,
xerosis was the most common reason in 32.1%,
followed by dermatitis in 21.8%, then fungal
infections (7.9%) and scabies (7.7%).

Of the systemic causes, CRF was the most common
in acute and chronic pruritus (33.3% and 41.5%,
respectively). Iron deficiency anemia (24.4%) and
malignancy (19.5%) were the other common reasons
in patients with chronic pruritus regarding systemic
origins. All patients with malignancy-associated
pruritus were previously known to have cancer.
54.5% of patients with IDA and 15% with CRF were
first diagnosed at the time of presentation.

Table 3. Clinical origins of pruritus

systemic causes (4.3%) in acute pruritus and
psychogenic causes (6.4%) in chronic pruritus. The
etiological categories of pruritus did not
significantly differ between patients with chronic or
acute pruritus (P = 0.054).

Chronic pruritus P
(n =560)
n, %

461 (82.3%) 0.054
33 (5.9%)

8 (1.4%)

36 (6.4%)

14 (2.5%)

8 (1.4%)

Regarding neurological origins, six patients had
postherpetic  neuralgia, three had notalgia
paraesthetica, and one had brachioradial pruritus.

The accountable drugs for drug-induced pruritus
were anti-cancer agents in 8 (panitumumab, n = 2;
erlotinib, n = 2; trastuzumab, n = 1; paclitaxel, n = 1,

azacitidine, n = 1), antihypertensives in 6
(angiotensin receptor
blocker/hydrochlorothiazide combination, n = 3;

spironolactone/hydrochlorothiazide combination, n
= 1; ramipril/hydrochlorothiazide combination, n =
1; furosemide, n = 1), aspirin in 1,
metformin/vidagliptin combination in 1,
amitriptyline in 1, ciprofloxacine in 1, and contrast
media in 1.

Diagnosis Total Acute pruritus’
(n=700) (n =140)
n, % n, %
Xerosis 207 (29.6%) 27 (19.3%)
Dermatitis 149 (21.3%) 27 (19.3%)
Infestations
Scabies 74 (10.6%) 31 (22.1%)
Pediculosis 1 (0.1%) 1 (0.7%)
Fungal infection 61 (8.7%) 17 (12.1%)
Urticaria 31 (4.4%) 7 (5%)
Insect bite 14 (2%) 11 (7.9%)
Psoriasis 12 (1.7%) 1 (0.7%)
Mycosis fungoides 8 (1.1%) 1 (0.7%)
Bullous pemphigoid 6 (0.9%) 0
Amiloidosis cutis 6 (0.9%) 0
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Chronic pruritus”
(n =560)

n, %

180 (32.1%)
122 (21.8%)

43 (7.7%)
0

44 (7.9%)
24 (4.3%)
3(0.5%)
11 2%)

7 (1.3%)
6 (1.1%)
6 (1.1%)
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Seborrheic keratosis 5(0.7%) 0 5(0.9%)
CRF-associated pruritus 20 (2.9%) 3(2.1%) 17 (3%)
Malignancy-associated pruritus 10 (1.4%) 2 (1.4%) 8 (1.4%)
Colorectal cancer-associated 5 1 4
Lymphoma-associated 3 0 3
Multiple myeloma-associated 1 1 0
Gastric cancer-associated 1 0 1
Hepatobiliary pruritus 6 (0.8%) 2 (1.4%) 4 (0.7%)
IDA 11 (1.6%) 1 (0.7%) 10 (1.8%)
Hypothyroidism 2 (0.3%) 0 2 (0.4%)
Hyperthyroidism 1 (0.1%) 1 (0.7%) 0
Neurogenic pruritus 10 (1.4%) 2 (1.4%) 8 (1.4%)
Psychogenic dermatoses 0 36 (6.4%)
Prurigo nodularis 14 (2%) 0 14
LSC 16 (2.3%) 0 16
Delusional parasitosis 2 (0.3%) 0 2
Psychogenic excoriation 4 (0.6%) 0 4
Drug-induced reactions 19 (2.7%) 5 (3.6%) 14 (2.5%)
Others 26 (3.7%) 4 (2.9%) 22 (3.9%)

LSC, lichen simplex chronicus; CRF, chronic renal failure; IDA, iron deficiency anemia. "Pearson 3° test. P < 0.001.

3.3. Laboratory Evaluation and Treatment

At least one laboratory test was performed to
identify the etiology of chronic pruritus in 466
(66.6%) patients. The most frequently performed
laboratory tests were complete blood count, liver
function tests, and creatinine levels in acute and
chronic pruritus. Laboratory workup of the patients

Table 4. Laboratory tests performed in patients with pruritus

is shown in Table 4. Blood eosinophile counts were
significantly higher in patients with chronic pruritus
than acute pruritus (0.21 [0.14-0.33] and 0.18 [0.13—
0.30] x10%uL, respectively. P = 0.041). However,
eosinophil percentages were not significantly
different between acute and chronic pruritus (3 [2—
4.4] and 3 [2.1-4.6], respectively. P = 0.542).

Laboratory parameters Total Acute pruritus Chronic pruritus P
(n="700) (n=140) (n =560)
n, % n, % n, %

CBC 455 (65%) 74 (52.9%) 381 (68%) 0.001
FBG 196 (28%) 21 (15%) 175 (31.3%) <0.001
Ferritin 227 (32.4%) 24 (17.1%) 203 (36.3%) <0.001
Iron/TIBC 180 (25.7%) 20 (14.3%) 160 (28.6%) 0.001
Bilirubin 197 (28.1%) 31 (22.1%) 166 (29.6%) 0.078
ALT & AST 438 (62.6%) 71 (50.7%) 367 (65.5%) 0.001
BUN 210 (30%) 32 (22.9%) 178 (31.8%) 0.039
Creatinine 436 (62.3%) 66 (47.1%) 370 (66.1%) <0.001
GFR 198 (28.3%) 28 (20%) 170 (30.4%) 0.015
Total IgE 92 (13.1%) 9 (6.4%) 83 (14.8%) 0.009
TFT 298 (42.6%) 39 (27.9%) 259 (46.3%) <0.001
Thyroid autoantibodies 47 (6.7%) 1 (0.7%) 46 (8.2%) 0.002
ESR 211 (30.1%) 26 (18.6%) 185 (33%) 0.001
CRP 272 (38.9%) 43 (30.7%) 229 (40.9%) 0.027
HBYV and HCV serology 86 (12.3%) 4(2.9%) 82 (14.7%) <0.001
HIV 69 (9.9%) 2 (1.4%) 67 (12%) <0.001
Urinalysis 144 (20.6%) 14 (10.1%) 130 (23.3%) 0.001

CBC, complete blood count; FBG, fasting blood glucose; TIBC, total iron binding capacity; ALT, alanine aminotransferase; AST,

aspartate aminotransferase; BUN,

blood urea nitrogen; GFR, glomerular filtration rate; TFT, thyroid function tests; ESR,

erythrocyte sedimentation rate; CRP, C reactive protein; HBV, hepatitis B virus; HCV, hepatitis C viriis; HIV, human

immunodeficiency viriis.

Table 5 shows the treatment methods used in the
patients and treatment responses. Complete response
was observed in 363 (51.9%) patients treated with
emollients, topical steroids, systemic

antihistaminics, antifungal agents, systemic steroids,
phototherapy, or antidepressants. However, 176
patients needed other treatments, such as
gabapentine,  cyclosporine,  methotrexate, or
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omalizumab, or the treatment of underlying disease
for complete response. The median (IQR) follow-up
duration was 3 (1-12) months. Relapse was
observed in 10 (7.3%) and 132 (23.7%) patients with
acute and chronic pruritus, respectively. The median
relapse time was 4.5 (2-9.3) months. Regarding
acute pruritus, relapses were observed in patients
with dermatitis (n = 3), scabies (n = 3), fungal
infections (n = 2), urticaria (n = 1), neurological

disease (n = 1), and drug-induced reaction (n = 1). In
chronic pruritus, relapses were observed in patients
with dermatitis (n = 38), xerosis (n = 35), urticaria (n
= 8), fungal infections (n = 7), psychiatric disorders
(n = 7), scabies (n = 6), drug-induced reactions (n =
5), bullous pemphigoid (h = 5), and the other
reasons.

Table 5. Treatment methods used in pruritus, follow-up durations, and treatment responses

Treatments Total Acute pruritus Chronic pruritus P
(n=700) (n = 140) (n=560)
n, % n, % n, %
Emolients 481 (68.7%) 73 (52.5%) 408 (73.1%) <0.001
Topical steroids 399 (57.2%) 71 (51.1%) 328 (58.7%) 0.041
Antihistaminics 480 (68.8%) 76 (54.7%) 404 (72.3%) <0.001
Systemic steroid 47 (6.7%) 3 (2.2%) 44 (7.9%) 0.016
Antidepressants 13 (1.9%) 0 13 (2.3%) 0.073
Phototherapy 16 (2.3%) 0 16 (2.9%) 0.048
Others 327 (46.7%) 72 (51.8%) 255 (45.5%) 0.172
Follow-up duration (months) 3 (1-12) 2(1-3) 3(2-13) <0.001
Treatment response 0.066
No response 11 (1.6%) 2 (1.4%) 9 (1.6%)

Complete response
Partial response
Not evaluated

363 (51.9%)
152 (21.7%)
176 (25.3%)

83 (59.7%)
19 (13.7%)
35 (25.2%)

4, Discussion

Our results provide a detailed characterization of
patients with acute or chronic pruritus, one of the
most common complaints in the elderly, referred to a
tertiary referral center. Most of our patients had
chronic pruritus (80%). Females were predominant
among patients with acute pruritus, whereas males
were more common in chronic pruritus. We found
that most patients with pruritus were at the age of
65-75 years, and the incidence gradually declined as
the age increased. Dermatological causes were the
most common etiologies, followed by systemic and
psychiatric disorders and drug-induced reactions.

4.1. Demographics and Clinical Features

In our study, the female:male (F:M) ratio was almost
1:1. However, among patients with acute pruritus,
females were more common (F:M = 1.4:1), whereas
in chronic pruritus vice versa (F-M = 0.9:1) (P =
0.045). The results of previous studies regarding sex
differences differed. Yalcin et al. reported that
pruritus was slightly more frequent among female
geriatric patients (F:M = 1.1:1) in their study from
Tiirkiye (7). On the other hand, Liao et al., from
Taiwan, reported that males were more frequent

280 (50.1%)
133 (23.8%)
137 (24.5%)

among 2408 pruritus patients in geriatric age (F:M =
0.9:1) (8). Similarly, Aboeldahab et al. and Bilgili et
al. reported that pruritus was more common in males
(F:M =0.3:1and F:M = 0.7:1, respectively) (17, 18).
However, pruritus was not differentiated as acute or
chronic in none of these studies. In a study
conducted on patients with chronic pruritus from
Tiirkiye, F:M ratio was 1.1:1, distinctly from our
results (19).

Yalgin et al. found that the prevalence of pruritus
increased with age from 10.3% (65-74 years) to
19.5% (> 85 years) in their study conducted on 4099
geriatric patients, similar to the study of Darjani et al
(7, 20). On the other hand, Bilgili et al. reported that
pruritus was more common in the age of 65-74
(5.4%) compared to the age of > 75 (3.4%).
However, in that study, the diseases causing
pruritus, such as dermatitis, xerosis, fungal
infections, scabies, and urticaria, were evaluated
separately from pruritus (18). In our study, most of
the patients who attended our center because of
pruritus were at the age of 65-70, and the number of
patients gradually decreased towards the ages of >
85: only 16 patients (2.3%) were > 85 years old. The
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difficulties in reaching a hospital, disabilities,
socioeconomic issues, reference to the other
specialties, or absence of the complaint of pruritus
may lead to this situation.

Regarding the involvement areas, the results
of previous studies were variable. Aboeldahab Snr et
al. reported that 73.8% of their patients presented
with generalized pruritus with the most commonly
affected sites of upper and lower limbs and back
(17). Valdes-Rodriguez et al. reported that the legs,
back, scalp, and arms were the most involved areas,
respectively, and involvement was symmetrical in
60% (21). Similarly, pruritus was generalized in
57.3% of our patients. The trunk, upper and lower
extremities were the most affected sites, whereas the
anal region was the least.

Although pruritus due to a systemic disease is often
generalized, it can also present with localized
symptoms. In some cases, the location of pruritus
may be helpful in predicting the possible causative
systemic diseases. Among systemic diseases, CRF-
associated pruritus mostly affects the back, upper
(especially the shunt arm) or lower extremities,
chest, and face when localized, although any sites
can be involved. However, it is generalized in up to
50% of patients (22-24). On the other hand,
hepatobiliary pruritus typically involves the palms
and soles; however, different areas, such as the
upper trunk, can also be affected, and generalized
pruritus can occur (24, 25). Moreover, despite
unexplained and persistent generalized pruritus
being a sign of hematologic malignancies, Hodgkin
lymphoma can cause localized intense itch on the
lower extremities and accompanying ichthyosiform
skin changes (26, 27). In our patients, 50% of
hepatic (3 out of 6) and paraneoplastic (5 out of 10)
pruritus, 45% of CRF-associated pruritus (9 out of
20), and 46% of IDA-associated pruritus (5 out of
11) were localized. Among these patients with
localized itch, mostly affected areas were the back in
hepatobiliary (n = 2) and CRF-associated (n = 5),
upper extremities in paraneoplastic (colorectal
cancer, n = 2), and legs in IDA-associated pruritus (n
= 2). The other malignancies leading to the localized
itch were multiple myeloma with back itch, vulvar
carcinoma with genital itch, and squamous cell
carcinoma with facial itch. Therefore, although
localized pruritus without any primary skin lesions
suggests the possibility of neuropathic or
psychogenic itch, the possible underlying systemic
causes should also considered.

4.2. Etiology of Pruritus

Geriatric pruritus can have multiple causes that can
occur in association with dermatological, systemic,
neurologic, psychiatric disorders, adverse drug
reactions, or a combination of these factors (14).
Clinicians should focus on if there is any evidence of
systemic disease in the absence of primary skin
disorders.

Most of our patients (83.6%) had pruritus due to a
dermatological cause. Among them, scabies
(22.1%), dermatitis (19.3%), and xerosis (19.3%)
were the most common reasons for acute pruritus.
On the other hand, xerosis (32.1%), dermatitis
(21.8%), fungal infections (7.9%), and scabies
(7.7%) were the leading reasons for chronic pruritus.
Valdes-Rodriguez et al. also reported that xerosis
and itch-related dermatoses were the most frequent
reasons for chronic pruritus (21). Aboeldahab et al.
also found dermatitis and xerosis were the leading
dermatological causes of pruritus, yet they did not
categorize pruritus as acute or chronic in their study
(17). In addition, in most studies regarding skin
signs and diseases in geriatric patients, pruritus and
pruritus-related dermatoses, such as dermatitis,
infestations, infections, and urticaria, were evaluated
in separate categories. Therefore, the exact
frequencies of dermatologic causes of pruritus are
hard to establish in those studies (7, 11, 18, 20, 28,
29).

On the other hand, pruritus occurred due to a
systemic disorder in 5.6%. Various systemic
disorders such as CRF, chronic liver disease,
cholestasis, hypo/hyperthyroidism, iron deficiency
anemia, or malignancies can cause pruritus with or
without a skin lesion in the elderly. In our study,
renal pruritus was the most common systemic cause
of pruritus, followed by IDA. Both etiologies mostly
caused chronic pruritus. The increase in the
prevalence of diabetes and hypertension, and
availability of dialysis, and improved life expectancy
contribute to CRF becoming a geriatric problem (3).
Systemic causes of pruritus vary according to the
studies. In a study conducted on 631 geriatric
patients with chronic pruritus, IDA was reported as
the most common pruritus-associated systemic
disease (19). In another one, diabetes mellitus and
venous insufficiency were found to be correlated
with pruritus (21). Lehmann et al. reported that
chronic liver diseases, chronic kidney diseases,
diabetes, and cancer were commonly linked to
chronic  pruritus  (30).  Therefore, physical
examination and laboratory evaluation of patients
with pruritus, especially those without primary skin

239



Osmangazi Tip Dergisi, 2025

findings, should focus on the clues of systemic
origins.

Chronic pruritus can be a presenting sign of both
hematological or visceral malignancies (13, 31). We
observed that both hematological (n = 4) and solid
organ malignancies (n = 6) caused pruritus. The
most common malignancy leading to pruritus among
our patients was colorectal cancer (n = 5). However,
our findings were limited by cross-sectional and
retrospective design and restricted to our selected
samples with the ICD code of L29. Therefore,
further studies with larger sample sizes are necessary
to examine the prevalence of malignancies among
patients with pruritus.

Psychogenic pruritus is a poorly defined diagnosis
that is described as itch not related to dermatologic
or systemic causes. Psychogenic pruritus may
accompany various psychiatric conditions. Pruritic
disorders can cause psychiatric sequels or be
exacerbated by psychiatric conditions. On the other
hand, psychiatric disorders can also lead to pruritus.
Therefore, determining the exact cause may be
challenging sometimes (32, 33). Clinicians should
focus on psychiatric causes if the dermatological and
systemic causes are excluded. Among our patients,
psychogenic pruritus was observed in 5.1% of
patients, and all had chronic pruritus.

Neuropathic pruritus is caused by damage to the
peripheral or central somatosensory neurons (14,
34). The epidemiology of neuropathic pruritus is still
understudied. It is estimated that 8-19% of patients
with chronic pruritus have a neuropathic origin (35,
36). One of the common causes of neuropathic itch
is postherpetic neuralgia occurring at the site of the
affected peripheral nerve. Brachioradial pruritus,
notalgia paresthetica, and meralgia paresthetica are
the other examples of neuropathic pruritus. In
addition, burns, scars, radiculopathies, or
neuropathies can cause neuropathic itch (34, 36, 37).
In our patients, 1.4% of patients with both acute and
chronic pruritus had a neurologic origin, and
postherpetic neuralgia was the most frequent.

Polypharmacy is a prevalent issue in the elderly.
Many drugs, such as diuretics, antihypertensives,
antilipidemics, or chemotherapeutics, can lead to
pruritus through drug-induced eruptions,
hepatobiliary or renal injury, toxicity, Xerosis,
neuropathy, drug-drug interactions, deposits of the
drug/drug metabolites, or unknown mechanisms (3,
38). Yalgin et al. reported the prevalence of adverse
cutaneous drug reactions as 1.4% among 4099

geriatric patients (7). Although drug-induced
pruritus, the one without skin rash, is categorized
under ‘“systemic origin” according to the
International Forum for the Study of Itch
classification, the treatment itself can cause pruritus
without a systemic or neurologic disease. Therefore,
adverse drug effects should be considered as a
possible origin when assessing patients with pruritus
(4, 14). In our study, we evaluated drug-induced
pruritus, observed in 2.7%, separately from systemic
origins. Drug-induced pruritus occurred mostly
associated with antineoplastic or antihypertensive
agents (n =8 and n =7, respectively).

4.3. Laboratory Evaluation and Treatment

In the absence of specific skin findings, systemic
origins of pruritus should be investigated. Although
there are no determined laboratory cut-off levels
indicating the causative internal disease, the
recommended basic laboratory orders are complete
blood count, liver function tests, blood urea
nitrogen, creatinine, serum glucose level, thyroid
gland function tests, C-reactive protein level, or
erythrocyte sedimentation rate (4, 39, 40). In
addition to these basic tests, lactate dehydrogenase,
ferritin, and stool occult blood are recommended
among the first-step laboratory screening in chronic
pruritus in the European S2k Guideline on Chronic
Pruritus for > 40-year-old patients (40). Depending
on the results, more detailed laboratory tests can be
ordered, such as serum iron level, HIV, hepatitis B
and C serologies, serum protein electrophoresis, or
skin biopsy (4, 5, 39, 40). In our study, the most
commonly ordered laboratory tests were CBC
(65%), transaminases (62.6%), and creatinine
(62.3%), followed by TFT (42.6%).

Underlying systemic diseases can be previously
known or diagnosed when a patient presents with an
itch.  Aboeldahab et al. reported that, among
systemic causes, 17% of elderly patients with renal
diseases were first diagnosed at the patient’s
examination, whereas 83% were already known. In
addition, 37.2% of hepatic causes were first revealed
at the presentation (17). Yorulmaz et al. reported
that abnormal laboratory results led to a diagnosis of
systemic disease related to pruritus in 6.7% of
elderly patients (19). In our study, 54.5% of patients
with IDA and 15% with CRF were first diagnosed at
the time of presentation. Therefore, pruritus may be
a prominent and diagnostic feature of a systemic
disease, and detailed physical and laboratory
examinations should be done, especially in the
absence of any primary dermatological disease.
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In the elderly, patient-specific conditions, including
general health status, comorbidities,
contraindications, drug-drug interactions due to
polypharmacy, underlying etiologic factors of
pruritus, and adherence to the therapies should be
taken into account while the treatment planning for
pruritus. Pruritus can be more resistant to the
therapies if it occurs due to an underlying systemic
or neuropscyhogenic disease. Therefore, every
patient must be treated individually. In our study, the
most common agents were systemic antihistaminics,
emollients, and systemic steroids. However, only
52% of patients showed a complete response to the
treatments.

4.4. Study Limitations

It was a single-center study, and only patients
registered with an L29 ICD code on our digital
archives were analyzed. However, the other patients
registered with other ICD codes of pruritic disorders
such as urticaria, atopic dermatitis, scabies, bullous
pemphigoid, or dermatitis herpetiformis were not
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