
CHAPTER 4

History Questionnaire

Despite all of the technological advances in medicine, the ability to

identify the underlying causes of hives and/or swelling relies primarily on

information derived from a history. The usefulness of a history depends

on two factors; first, the accuracy of observations provided by the patient

and secondly, whether the appropriate questions are asked by health

care professionals. The purpose of this chapter is to utilize an improved,

standardized patient history questionnaire that will provide healthcare

professionals with the information they need to help recognize causes of

hives and/or swelling.

The history questionnaire deals with general symptoms that may appear

to be unrelated to hives and/or swelling, such as fatigue, weight gain/loss,

and fever. Although these symptoms are non-specific, they may provide

direction to unsuspected medical conditions. In addition, detailed

questions about most organ systems have been included, since hives

and/or swelling can be manifestations of generalized, systemic disorders.
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WORKBOOK FOR PATIENTS

PLEASE CIRCLE THE DESCRIPTIONS THAT APPLY TO YOU AND

FILL IN THE ANSWERS TO THE QUESTIONS RELATED TO YOUR SYMPTOMS.

HIVES (URTICARIA) AND/OR SWELLINGS (ANGIOEDEMA) ARE USUALLY

ABBREVIATED AS H/S IN THE QUESTIONNAIRE.

The numbers in bold face following the questions are for the

healthcare professional to consider possible diagnosis and treatment

suggestions in Section 3.

A. General questions

• Do you think you are experiencing? (#1)

• Hives

• Swelling

• Both hives and swelling

• How long have you had the symptoms? (#2)

• Less than 6 weeks

• 6 weeks to 1 yr

• More than 1 yr (duration )

o Date you first experienced H/S

° Date you last experienced H/S

What time of day do the symptoms occur? (#3)

• Daytime

• Nighttime

• Both daytime and nighttime

How often do the symptoms occur7 (#4)

• A daily occurrence

• Intermittent

° # of times per week )

o # times monthly )

o Less than monthly (# times every months)
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Which part of your body was first affected with H/S? (#5)

• Does H/S occur more frequently during a particular season of the year? (#6)

Winter Spring Summer Fall

• In your opinion, have your symptoms changed since they started? (#7)

Worsened Unchanged Improved

B. Are you experiencing any of the following symptoms with H/S? Please cir

cle any of the following symptoms you experience and answer the related

questions.

• General:

• Fatigue (#8)

• Fever (#9)

• Unexplained weight gain

Amount gained over how long? (#10)

• Unexplained weight loss

Amount of weight loss over how long?. (#11)

• Emotional symptoms (anxiety, mood swings, panic reactions, depression)

(#12)

° Do stressful situations cause you to develop hives?

Yes No

• Skin

• Dry skin (#13)

• Bruising easily (#14)

• Unusual amount of hair loss (#15)

• Face

• Tenderness over face (#16)

• Discolored nasal discharge (#17)
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Eyes

• Puffiness around eyes (#18)

Throat

• Sore throat, difficulty swallowing, hoarseness (#19)

• Cold sores (#20)

• Painful teeth, gum disease (#21)

Bones and Joints

• Joint pain (#22)

• Joint swelling (#23)

• Bone pain (#23A)

• Frequent bone fractures: How many (#24)

Respiratory Symptoms (#25)

• Chronic cough

• Shortness of breath

• Wheezing

Gastrointestinal Symptoms (#26); (#26A to #26F)

• Abdominal pain Duration and location

• Nausea

• Vomiting

• Diarrhea

• Blood in stools

Symptoms involving the Urinary and Reproductive Systems (#27); (#27A to

#27H)

• History of H/S coinciding with menstrual cycle

• Burning sensation with urination

• Sharp, low back pains

• Increased frequency of urination

• Decreased frequency of urination

• History of blood in urine
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• History of sexually transmitted disease. Specify

• History of AIDS or risk factors for AIDS (sexual activities outside of mono

gamous relationship, use of illegal intravenous drugs, blood transfusions)

Specify

Muscle and Nerve Symptoms (#28);(#28A to #28E)

• Muscle weakness, if so, where?

• Muscle pains, if so, where?

Decreased or abnormal skin sensation. Explain:

C. Circle the situations that trigger or worsen your H/S symptoms, and answer

the related questions.

• Rubbing or scratching your skin (#29)

• Are there other members of your family who have H/S after rubbing or

scratching (#36Ap

Yes No

• Painful swelling from sustained pressure, such as (#30):

• Tight clothing (belt, bra, or stockings) causes painful swelling under these

garments.

• Painful swelling of hand(s) after using tools.

• Standing for long periods, excessive walking or running causes painful

swelling of feet.

• Carrying heavy objects causes painful swelling of shoulders, arms, or hands.

• Prolonged sitting causes painful swelling of buttocks.

• List any other activities that cause painful swelling:

Exposure to sunlight (#31)
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• Exposure to cold temperatures, swimming or other water sports (#32)

• Exercise (#33)

• Are there other members of your family who have H/S after exercise? (36B)

Yes No

• Bathing or showering in warm or hot water (#34)

• Contact with water involving all ranges of water temperature (#35)

• Are there other members of your family who experience H/S following

contact with water, regardless of temperature? (#38A)

Yes No

D. Family history of H/S.

• Are there other members of your family with H/S?

Yes No

• If the answer to the last question is yes, list all affected family members who

are genetically related to you (blood relatives).

If there are other members of your family with H/S, circle any of the following

triggers or conditions associated with their H/S:

• Vibration (#36)

• Cold Exposure (#37, #38)

• Swelling in mouth following dental procedures, unusual swelling from mild

injury to a body part or swelling for unknown reasons (#39)

• Affected family members with H/S in combination with deafness and/or

kidney disease (nephrosis) (#40)

• Swelling occurs only in females taking estrogens, birth control pills or during

pregnancy (#41)
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• Exercise (#36B)

• Contact with water involving all ranges of temperature (#38A)

• Scratching or rubbing skin (#36A)

E. If H/S increases at work, at home or during recreational activities, answer

the following questions:

• State your occupation and the tasks you perform in this occupation:

List occupational exposures you suspect may be associated with or may

cause H/S:

(#42) Do you work in the healthcare profession?

Yes No

(#43) Are you exposed to latex at work?

Yes No

(#44) Are you exposed to animals at work, such as in veterinarian clinics,

farming or other situations?

Yes No

If H/S occurs at home, list details, such as time of day, where you were in the

house, and what you were doing.

Specify:

• (#45) Does H/S occur during exposure to animals?

Yes No

• (#46) Does H/S occur while working with arts and crafts?

Yes No
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If H/S occurs during or after recreational activities, please specify:

• (#47) Does H/S occur during or after water sports?

Yes No

• (#48) Does H/S occur during or after exercise, jogging or other sports

activities? Ifyes, please specify:

• (#49) Does H/S occur with weight-lifting?

• Other recreational activities associated with H/S:

F. Medication history (#50):

In the space below, list all the medications: (1) you are taking since the onset

of H/S; (2) you were taking during the month prior to onset of H/S; and

(3) you discontinued after the onset of H/S. The lists should include prescrip

tion medications, all over-the-counter medications including herbs, vitamins,

and health supplements. Include medications delivered by all modes of admin

istration, including oral medications; medications received by injection includ

ing vaccinations and antibiotics; rectally or vaginally, such as suppositories or

douches; medications applied topically to the skin such as patches, ointments,

creams, gels; nasal sprays or drops; oral sprays; drops and/or ointments applied

to the eyes or ears Make copies of the labels with the contents of each prod

uct you were, or are using and, if possible, take all your medications, sup

plements, etc., to your healthcare professional.
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List the names of all cosmetics, shampoos, hair conditioners, soaps, deter

gents, spot removers, fabric softeners, dryer sheets (static-reducing laundry

products), etc , you are using. Make copies of the labels with the contents

of each product and if possible, bring them with you to your healthcare

professional's office.

G. History of insect stings. Circle or fill in answers. (#51) Please include stings

by bees, fire ants, ticks, deer flies and other insects.

• History of present and past insect sting: specify the date of sting(s), the loca

tion of sting(s), and the type of insect, if known:

Have you experienced H/S from insect sting(s)? If yes, specify the date of

sting, the type of insect, and the location of sting(s):

H. Food history. (#52)

• Do you suspect food(s) cause or trigger your H/S?:

Yes No

If yes, please specify:
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Does H/S occur immediately (within 20 to 30 minutes) after ingestion or con

tact with a suspect food?

Yes No

If yes, list the suspect foods:

• Are symptoms of H/S delayed after ingestion of a suspect food (occurs more

than 60 minutes after ingestion of the food)?

Yes No

Ifyes, list amount of time that H/S occur after the ingestion of suspect food(s)

along with the name of the suspect food(s):

• Does H/S disappear after elimination of the suspect food from your diet0

Yes No

• Does H/S reoccur after re-ingesting the same suspect food?

Yes No

• Does H/S occur after you ingest fresh preparations of the suspect foodisi?

Yes No

• Fresh means the food is prepared from the original produce and is net a

canned, frozen, or boxed product.

I. Travel history. (#53)

• Have you traveled to a foreign country within two years prior to the onset of HS?

Yes No

If yes, please specify countries and date(s):
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• Have you experienced diarrhea and/or vomiting since foreign travel?

Yes No

• Have you ingested water from a well, river, pond, lake or other unpurified

water source within one year prior to the onset H/S?

Yes No

• Have you received injections or transfusions in a foreign country?

Yes No

J. Hormone history. Circle situations that may apply to you and answer the

related questions. (#54 through #57):

• Do you notice any of the following symptoms?

• Enlargement or lumps in front of neck? (#54, #55, #56). Specify details:

• Unexplained weight gain (#54)

• Unexplained weight loss (#55)

• Unusual hair Joss (#54)

• Irregular menstrual cycle (#54)

• Dry skin (#54)

• Prominence of eyes (#55)

• Tremors (# 55)

• History of kidney stones (# 56)

• History of frequent bone fractures (# 56)

Specify number of fractures: and bones fractured:

History of thyroid disease

• High thyroid condition (#55)

• Low thyroid condition (#54)
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• History of thyroiditis (inflammation of the thyroid sometimes called

Hashimoto's thyroiditis) (#54, #55)

• For women: Does H/S correlate with menstrual cycle? (#57, #57A)

Yes No

• For women: Does swelling without hives occur in an inherited pattern that

affects only women in your family who are taking estrogens, birth control pills

or during pregnancy? (#57B)

Yes No

• For women: Do H/S occur only during pregnancies? (#57B, #57C)

Yes No

K. History of infections. Circle the situations that may apply to you and answer

the questions related to your history of infections occurring with H/S, or

symptoms of infections in the past; (#58)

• History of fever at the time of onset of H/S (#58,#58A). Date when fever start

ed:

• In order to assess your immune system, please list the major infections

(pneumonia, sinusitis, ear infections, skin infections such as abscesses,

meningitis), treated or not treated, that you have experienced: (#58, #58B)

History of hepatitis (#58, #59). Date of onset:

• History of jaundice. (#58, #59). Date of onset:

History of sore throat at the time of onset of H/S. (#58, #60). Date of onset:
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History of "strep" throat documented by throat culture or fast streptococcal

test (#58, #60) at the time of onset of H/S. Date of onset:

History of infectious mononucleosis. (#58, #61). Date of onset:

History of cold sores.(#58, #62). Date of onset:

History of a chronic wound with or without drainage. (#58, #63). Date of onset:

History of discolored drainage from nose at the time of onset of H/S. (#58,

#64). Date of onset:

History of sinus infections.(#58, #64). Date of onset:

History of gum infection, dental abscess. (#58, #65). Date of onset:

History of stomach ulcer (#58, #66). Date of onset:

History of gallstones or gallbladder attacks (#58, #67). Date of onset:

History of fungal infection, such as athlete's foot (#58,#68). Date of onset:

History of skin infection, skin abscess (#58,#69). Date of onset:

History of yeast infection (#58, #70). Date of onset:

Location:

History of bronchitis or pneumonia. (#58, #71). Date of onset:

History of urinary infection (#58, #72). Date of onset:

History of sexual transmitted infection, HIV (AIDS), syphilis, gonorrhea, or

other (#58, #73). Date of onset:
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History of transfusion (#58, #74). Specify situation and date:

Histories of needle stick(s) (#58, #75). Specify situation and date:

L. History of tumors, cancers. Circle the situations that apply to you and answer

the related questions. (#76)

• History of recent mass, lump on skin or beneath skin?

Specify location: Duration:

History of recent lymph node swelling. Specify location(s):

Duration:

History of previously diagnosed cancer.

Specify: .

Recent history of any of the following symptoms-.

• Cough. If yes, give the date of last chest-X-ray:

• Unexplained weight loss

• Unexplained bleeding at any location. Specify location:

• Unexplained pain or tenderness at any location.

Specify location: Duration:

M. History of direct skin contact with environmental substances that may be
associated with H/S. (#77 through #83)

• Does H/S occurduring or after skin contact with plants? (#77) Specify type of

plant:

• Does H/S occur during or after skin contact with animal(s)? (#78) Specify type

of animal:

• Does H/S occur during or after skin contact with latex material? (#79) Speci

fy type of material:
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Does H/S occur during or after handling foods? (#80) Specify type(s) of food:

Does H/S occur during or after handling drugs? (#81) Specify type(s) of drug:

Does H/S occur during or after handling chemicals0 (#82) Specify type(s) of

chemicals:

Does H/S occur during or after contact with cosmetics, shampoo, hair condi

tioner, soaps, static reducing products for laundry, or detergents? (#83) Spec

ify the products:

List any other environmental contacts that may be associated with your

symptoms of H/S:

N. Autoimmune disorders (abnormal immune reactions to your own tissues

and/or organs). Circle or fill in answers if you develop H/S accompanied by

the following symptoms that may be associated with an autoimmune disor

der (#84 through #91 A)

• Pain, swelling, tenderness involving joints. (#84) Specify symptom:

Location:

• Dryness of mouth and/or eyes (#85)

• Lung symptoms, such as cough, shortness of breath, wheezing (#86)

Specify symptom: Duration:

Gastrointestinal symptoms, such as vomiting, diarrhea, abdominal cramps,

blood in stools (#87)

Specify symptom: Duration:
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Kidney-urinary symptoms, such as reduced frequency of urination, blood in

urine, high blood pressure (#88). Specify symptom:

Duration:

Muscle symptoms, such as tenderness, pain, or weakness in muscles (#89)

Specify symptom:

Duration: Location:

Skin symptoms, such as sensitivity to sunlight, bruising easily, or the exis

tence of a skin rash other than H/S (#90).

Specify symptom:.

Duration: Location:

Thyroid symptoms, such as hair loss, cold intolerance, weight gain, dry skin,

lumps or swelling of the thyroid gland (located in front of neck below Adam's

apple) (#91)

Swelling with no apparent cause (#91A)

Circle the autoimmune conditions you have:

Rheumatoid arthritis (#84, #90)

Lupus erythematosus (#84, #86, #88, #90)

Sjogren's syndrome (#85, #86)

Ulcerative colitis, Crohn's disease (#87, #84)

Dermatomyositis (#89, #90)

Autoimmune (Hashimoto's) thyroiditis (#91)

List any other diagnosed autoimmune disease:

O. Systemic, allergic reaction (anaphylaxis). (# 92)

• Circle any ofthe following systemic symptoms you have experienced with H/S:

• Dizziness

• Loss of consciousness (fainting spells)

• Low blood pressure
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• Metallic taste in your mouth

• Rapid heart rate

• Hoarseness

• Difficulty swallowing

• Sweating

• Itching of palms or soles

• Pale or bluish skin color

• Shortness of breath, rapid breathing rate

• Abdominal cramps, diarrhea or vomiting

• Seizures

• During an episode of H/S, have you:

• Been on a ventilator

• Been intubated, (had a breathing tube placed in your windpipe)

• Had a tracheostomy, (an opening made in your windpipe)

P. Sexual intercourse. Answer these questions if H/S occur during sexual inter

course. (#93)

• Have you experienced H/S during or up to 8 hours after intercourse?

Yes No

• If the answer is yes to previous question, have you experienced any of the

symptoms of anaphylaxis (see "O" section) during or up to 8 hours after

intercourse?

Yes No

If yes, please describe the symptom(s):
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Q. Record all surgical operation(s) within two years prior to the onset of H/S,

(#94)

Specify the type of surgery and the date:

When you have completed the questionnaire, take it with you to your healthcare

professional. Remember to take the photographs and all of your medications

and healthcare products. Copies of medication and healthcare product labels

are acceptable substitutes if medications are not available.
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