POSTNATAL

MATERNAL FOLIC ACID AND NUTRIENT SUPPLEMENT USE
FA_1 

Have you taken any vitamin supplements in the 3 months prior to finding out you were pregnant 


or  during your pregnancy?                                      1=Yes, 0=No, 999=Don’t know 
	Supplement
	Trimester 1

(0-13 weeks)
	Trimester 2

(14-27 weeks)
	Trimester 3

(>27 weeks)

	Folic Acid
	
	
	

	Iron
	
	
	

	Calcium
	
	
	

	Zinc
	
	
	

	Multivitamins
	
	
	

	Other, please specify
	
	
	


FA_2    If YES for Folic acid, in what form was it taken?               1=Yes, 0=No, Don’t know =999

Folic acid on its own                       Folic acid in combination with iron                   Folic acid in a multivitamin preparation
ADDITIONAL COMPLIMENTARY DATA

RECOMMENDED TO OBTAIN INFORMATION ON SUPPLEMENTS FROM BOTTLE/PACKAGE OR FROM MANUFACTURER/PHARMACY OR SUPERMARKET WHERE SUPPLEMENTS PURCHASED.

FA_3 Complete table for all supplements (including folic acid) reported taking during each time period
	3 months before finding out you were pregnant

	Supplement
	Brand Name
	Unit type
	Amount per unit (ug or mg) 
	Start date
	Stop   date

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	First trimester (0-13 weeks gestation)

	Supplement
	Brand Name
	Unit type
	Amount per unit (ug or mg) 
	Start date
	Stop   date

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Second trimester (14-27 weeks gestation)

	Supplement
	Brand Name
	Unit type
	Amount per unit (ug or mg) 
	Start date
	Stop   date

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Third trimester (27+ weeks gestation)

	Supplement
	Brand Name
	Unit type
	Amount per unit (ug or mg) 
	Start date
	Stop   date

	
	
	
	
	
	

	
	
	
	
	
	



MATERNAL ALCOHOL INTAKE
Need to define ‘one unit of alcohol’ based on alcohol content which may be different across countries. Use picture card with one unit of beer, wine, AND LIQUOR.

ALC_1   Have you consumed any alcoholic beverages such as wine, beer, liquors  in the 3 months prior 

to  finding out you were pregnant or during your pregnancy?                     


   1=Yes,   0=No,   999 = Don’t know
ALC_2   If YES, how often do you have an alcoholic drink? 
	Frequency of alcohol

consumption:
	3 months prior to pregnancy
	Trimester 1

(0-13 weeks)
	Trimester 2

(14-27 weeks)
	Trimester 3

(>27 weeks)

	Never
	
	
	
	

	5+days/week
	
	
	
	

	2-4 days/week
	
	
	
	

	Once/week
	
	
	
	

	1-3 days/month
	
	
	
	

	<1/month
	
	
	
	


ALC_3  On the days when you have an alcoholic beverage, how many drinks do you usually have?
	Units of alcohol

consumption:
	3 months prior to pregnancy
	Trimester 1

(0-13 weeks)
	Trimester 2

(14-27 weeks)
	Trimester 3

(>27 weeks)

	4+ drinks/day
	
	
	
	

	2-3 drinks /day
	
	
	
	

	0-1 drink/day
	
	
	
	


ALC_4  
What type of alcoholic beverage do you usually drink?
- Beer 

- Wine

- Liquor

- Other
ALC_5    During your pregnancy (or during each trimester), how often have you had 5 or more alcoholic drinks in the space of a few hours?_____________
MATERNAL SMOKING
SMK_1
  In the 3 months prior to finding out you were pregnant or during your pregnancy have you 


smoked   cigarettes?                                              1=Yes, 0=No,  999 = Don’t know
	Cigarettes smoked
	3 months prior to pregnancy
	Trimester 1

(0-13 weeks)
	Trimester 2

(14-27 weeks)
	Trimester 3

(>27 weeks)

	None
	
	
	
	

	1-10/day
	
	
	
	

	11-20/day
	
	
	
	

	21+/day
	
	
	
	


SMK_2 
If YES, complete table for number of cigarettes smoked
SMK_3a 
Have you used any other tobacco product such as pipes, cigars etc?  Yes, No

SMK_3b If YES, fill in table for each tobacco product.  Include nicotine patches, nicotine gum.
	Tobacco Product
	Number smoked

per day
	3 months prior to pregnancy
	Trimester 1

(0-13 weeks)
	Trimester 2

(14-27 weeks)
	Trimester 3

(>27 weeks)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


SMK_4a
  In the 3 months prior to finding out you were pregnant or during your pregnancy have you smoked or taken any of the following recreational drugs?            1=Yes, 0=No, 777=Do not wish to answer 
Marijuana



Amphetamines/Stimulants
Hashish




Ecstasy

Grass




Speed

Cannabis



Cocaine/Crack






Heroin

Other……………………………………………………………………………………………………………………………………………..
ADDITIONAL COMPLIMENTARY DATA

Cigarette brand and tar and nicotine content can be collected but will require access to content information and participants to bring in empty packets of tobacco products.
· If YES for recreational drugs, complete table for each type of recreational drug (including ‘other’).

	Recreational drug
	Weeks gestation when used or taken
	Number of times per week* used
	Number of times per month used

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


* If frequency of use is < 1 per week fill in next column on a ‘per month’ basis
· Maternal smoking history


How old were you when you started smoking?  _________years


How old were you when you stopped smoking? _________years 
MATERNAL PASSIVE SMOKING
PASS SMK_1 Does your partner smoke?    Yes, No
PASS SMK_2 Do you live with other adults who smoke? Yes, No
PASS SMK_3 How many hours per week are you in the same room as someone who smokes whether at home or at work during each trimester of pregnancy? ______
Trimester 1: 

Trimester 2: 

Trimester 3:


ADDITIONAL COMPLIMENTARY DATA

Passive smoking defined as:  Hours per day on average that someone smoked in the same room as you or near enough that you could see or smell the smoke.

Paternal smoking history

· Has the baby’s father/partner ever smoked?

· If YES, How old was he when he started smoking?  ________years

· Did the baby’s father smoke in the 3 months before you found out you were pregnant?

· Does your partner currently smoke?  Yes, No

· If NO, how many weeks gestation were you when he stopped smoking?

· If YES, does your partner smoke in the same room as you or near enough that you could see the smoke?
PARENTAL SES STATUS
1) Highest level of education

EDU_1
What is the highest level of education you have completed?

- Completed primary school


- Completed some High school (up to year 10)


- Completed secondary school (Year 12, VCE, CSE or other equivalent)


- Completed a tertiary degree


ADDITIONAL COMPLIMENTARY DATA

Categories may need to be country-specific but should include the following categories:

- Completed primary school


- Completed high school (up to Year 10)


- Completed secondary school (Year 12, VCE, CSE, other equivalent)


- Completed trade certificate/apprenticeship


-Completed tertiary degree
2) Current employment status

EMP_1
What best describes your current employment status?

- Employed full-time


- Employed part-time


- Parental/home duties


- Student


- Unable to work due to illness, disability


- Unemployed


      ADDITIONAL COMPLIMENTARY DATA

· Include additional categories: self-employed, military service, volunteer, other

· If work full or part-time, how many hours per week do you work?

· Have you been employed during this pregnancy?  Yes/No
· If YES, how many hours per week do you work?

· If NO, date when you stopped working and reason.
3) Job classification/Title

JOB_1
If employed (or a volunteer), what is your current job title or occupation?  E.g. nurse, mechanic
(Title needs to be linked to some type of standard occupation classification system) 
ADDITIONAL COMPLIMENTARY DATA
· What type of activities do you usually do most often as part of your job?
· What type of institution or industry do you work in?
4) Annual household income

INC0ME_1
What is the total combined household income during the last calendar year?




(Currency)-----------------------------------------------------------
5) Marital status

MSTAT_1
What is your current marital status?



- Married



- Single



- Divorced



- Separated



- Widowed

ADDITIONAL COMPLIMENTARY DATA
· Add additional categories: 


-Never been married


- Not married living together,


- Not married not living together, 


- Not married but living with partner of the same sex, 


- Not married but living with partner of the opposite sex,  


- Other

PARENTAL AGE
P AGE_1
 
Date of birth of mother   DD MM YYYY



Date of birth of father   DD MM YYYY

PREVIOUS PREGNANCIES

PREV PREG_1
Have you been pregnant before (regardless of outcome)?  Yes=1 ,No=2, 
Did not wish to answer=777
PREV PREG_2
If YES, how many times?

PREV PREG_3
Have you previously had a miscarriage?  If YES, how many times?
PREV PREG_4
Have you had any previous abortions/terminations? If YES, how many times?

         ADDITIONAL COMPLIMENTARY DATA

· Additional questions to be included:

1) Weeks gestation for miscarriages, abortions, terminations
2) Include other outcomes such as stillborn, and neonatal mortality
3) Previous preterm babies (weeks gestation, birth weight)
4) Number of live children as a surrogate measure for number of previous live births.
MATERNAL PRENATAL INFECTIONS 

Data collected on maternal prenatal infections is very heterogenous across cohorts with very little commonality. The list below represents a fairly comprehensive collection of what has been collected.
Therefore, they are not listed under the category of ‘core’ data.



MAT INFECT_1
During this pregnancy have you had any of the following?


- Fever above 38.3 degrees C


- Facial cold sore



- Tooth/Gum infections



- Ear infection



- Eye infection



- Throat infection/Tonsilitis



- Upper respiratory tract infection-cold



- Bronchitis



- Pneumonia



- Influenza (flu)



- Rubella (German measles)



- Glandular fever



- Vaginal bleeding



- Urinary tract/bladder infection



- Protein in urine
- Diarrhoea
- Kidney infection


- Gastroenteritis



- Thrush



- Lice/Scabies



- Pelvic inflammatory disease (PID)


- Sexually transmitted infections (STI): includes HIV/AIDS, Hepatitis B, gonorrhea


- Genital herpes



- Vaccinations during pregnancy: Name, reason for having
MAT INFECT_2
For each infection reported as YES, the following data should be collected:

- Number of episodes during each trimester (or throughout pregnancy)


- Days each episode lasted

- Name of medication taken or used 


- Number of days medication was taken or used


- Weeks gestation when medication taken or used

MATERNAL CONDITIONS 

MAT COND_1
Have you ever been told by a doctor or health professional that you have/had any of the following conditions?


- Anaemia

- Asthma



- Allergies: pollen, animal hair, dust mites, food (peanuts etc), medicines, additives, other



- Eczema



- Diabetes: gestational, non-gestational (insulin-dependent, non-insulin dependent)


- Depression 



- Epilepsy



- Hay fever



- High blood pressure/hypertension


- High cholesterol



- Other

ADDITIONAL COMPLIMENTARY DATA

Additional conditions that have been asked in some cohorts – list is not exhaustive


- Anemia



- Anxiety

- Cancer ( specify type)



- Eating disorders: bulimia, anorexia nervosa



- High cholesterol



- Kidney disease



- Migraine



- Multiple sclerosis



- Muscle/joint disease: back pain, slipped disc, pelvic pain



- Other------------------------

· At what age was the condition diagnosed? __________years
MATERNAL PRENATAL EXPOSURES 
MAT EXP _1
Since becoming pregnant, how often have you used the following:
    Product

          Every day
      3-5 days per week
     Once per week        <1 per week      Not at all 

Cleaning
   - Ammonia



   - Bleach
 - Window cleaner

 - Carpet cleaner

 - Oven cleaner

 - Drain cleaner

 - Disinfectant

Chemicals   - Paints: water, latex, oil-based


  -Turpentine, paint stripper or other solvents

 - Varnish 

 - Fuels: gasoline, motor oils

 - Glues

 - Aerosols including hair spray, air fresheners

 - Weed killers

 - Pesticides/Insecticides

- Heavy metals (chrome, arsenic , cadmium, lead vapors/dust/particles/alloys

   mercury including amalgam filling)
- Photography chemicals

 -Dry cleaning chemicals
Radiation   - Including x-ray equipment



ADDITIONAL COMPLIMENTARY DATA
· Fumigation of house or outside area by participant or professional for insect control

· Name of insecticide/pesticide/weed killer used

· Residing near high voltage power lines

· Use of cell phone for more than 15 minutes at a time

· Working within 2m of a photocopying machine, laser printer etc.

MAT EXP PETS_2a
Do you have any pets?  Yes, No

MAT EXP PETS_2b   If YES, what sort of pets do you have?
- Cats

- Dogs

- Rodents

- Small mammals

- Birds

- Poultry

- Fish

- Horse

- Cow
- Goat

- Other___________________________________________
MAT EXP PETS_3a 
 Do you live or work on a farm with farm animals? Yes, No
MAT EXP PETS_3b  If YES, which animals?


- Horse


- Cow


- Pig


- Poultry


- Deer


- Sheep 


- Other____________________________________


 ADDITIONAL COMPLIMENTARY DATA
· Frequency of contact and hours spent in regular contact with animals (per day, per week)
· Identify products used on pets to control for fleas, ticks, mites, etc.
MATERNAL ALCOHOL INTAKE 

PNALC_1
Have you consumed alcoholic drinks after the birth of your child?  Yes/No
(Usually asked either when baby about 8 weeks of age or at 6 months- depending on follow up time intervals)

ADDITIONAL COMPLIMENTARY DATA
· Frequency of alcohol intake : 
[ 6-7 times per week / 4-5 times per week/ 2-3 times per week/ once per week/ 1-3 times per month/

<1 month/ never]
· Units of alcohol usually consumed: ________(number of units)

· Episodes of binge drinking since birth of the baby____________

· Consumed alcohol whilst still breastfeeding child?  Yes, No
MATERNAL SMOKING 

PNSMK_1   Have you smoked cigarettes since the birth of your child?  Yes, No

(Usually asked either when baby about 8 weeks of age or at 6 months- depending on follow up time intervals)

  ADDITIONAL COMPLIMENTARY DATA
· Include other tobacco products if relevant (cigars, pipes, recreational drugs)

· Frequency of smoking after birth of child: daily (usually), sometimes (occasionally), never
· Amount smoked per day: 1-10 cigarettes per day/ 11-20cigarettes per day/ 20+ cigarettes per day
CHILD: PASSIVE SMOKING 

PNPASS SMK_1   Is the child in the room where people smoke?  Yes, No

(Usually asked either when baby about 6 months old- depending on follow up time intervals)

ADDITIONAL COMPLIMENTARY DATA
· On average, how many hours per day do people smoke in the same room as the child or near enough to see or smell the smoke?  Includes at home, daycare or other places.

· How often does the mother smoke whilst holding or feeding the child?  Usually, sometimes, never
BREASTFEEDING

BF_1    How has child been feed since birth:



- Breast milk 



- Formula (list of the different brands)



- Cow’s milk



- Other_____________________
BF_2    Baby’s age at time of commencement and cessation of each drink type (days)

BF_3a   Has mother taken any medications whilst breastfeeding child? Yes, No

BF_3b   If YES, provide Name/Brand,



           - Reason for taking

 (Includes herbal, alternative, prescription and non-prescription and vitamin supplements).

ADDITIONAL COMPLIMENTARY DATA
· Add additional categories to capture exclusive breast feeding duration.

- Breast milk only

- Formula/Bottle only

- Breast and bottle

- Cow’s milk 

- Other________________________

· In addition to feeding method, add additional component asking about number of times per day that each method of feeding is used if not exclusive. 

EARLY CHILDHOOD EXPOSURES

INFECTIONS/CONDITIONS

CHILD EXP_1
Has your child ever had any of the following?




- Diarrhoea




- Cold




- Rash, nappy or other




- Ear infection




- Fever

CHILD EXP_2a    Has your child taken any medications since they were born?

CHILD EXP_2b   If YES, how old was the child when they started on medications? (months)
CHILD EXP_3
Has your child received the following immunizations?




- BCG




- DTP




- DT




- Polio




-Hib


ADDITIONAL COMPLIMENTARY DATA
· Additional symptoms/conditions collated from the cohorts examined.



- Ear infection


- Eye infection



- Throat infection (tonsillitis)



- Chest infection (bronchitis)



- Urinary tract infection



- Pneumonia



- Influenza (flu)


- Thrush/fungus infection




- Colic



- Vomiting




- Constipation




- Blood in stool




- Convulsions/fits




- Episodes of stopping breathing (apnoea)




- Injury




- Allergy to foods




- Allergy to other




- Urinary tract infection




- Asthma- diagnosed by doctor



- Eczema, skin rash




- Other_______________________




- Hospital admissions

· Has child ever had any of the following (listed above)?  Yes, No
· Number of episodes

· Number of episodes that lasted more than 3 days

· Did they receive treatment?  Yes, No

· If YES, type of treatment- medication details including START and STOP dates

· IMMUNIZATIONS  - Additional to incorporate

- Hepatitis B, Pneumococcal, Chicken Pox, MMR (measles, mumps, rubella), Influenza, Rotavirus, Meningococcal.

- Other country-specific 
CHILDCARE
CARE_1
 Has the child been in regular care by others not including the parents/guardians? Yes, No

CARE_2
Who cares for the child?




- Relative




- Non-relative




- Daycare etc

CARE_3
How many hours per week does the child spend in regular non-parental care?____________

CARE_4
Age (months)
 when first started being cared for by others?_____________

CARE_5
Where did the care take place?




- Own home




- Other persons home




- Centre

   ADDITIONAL COMPLIMENTARY DATA
· Number of children who live in the same home as your child? _________

· Number of children who spend the day with your child?_________

· Age (months) when child stopped being regularly cared for by others_____________

PRODUCTS USED IN HOME (FROM ALSPAC AND NCS)

PRODUCTS_1a
Since baby was born how often have you used the following products in the home?

 - Bleach, ammonia, window/carpet/oven/drain cleaners


- Disinfectant

 - Paints: water, latex, oil-based


 

 -Turpentine, paint stripper or other solvents

 
 - Varnish 

 
 - Fuels: gasoline, motor oils


 - Glues


 - Aerosols including hair spray, air fresheners

 
 - Weed killers


 - Pesticides/Insecticides

 - Heavy metals (chrome, arsenic , cadmium, lead vapors/dust/particles/alloys, mercury    

including amalgam filling)

 - Photography chemicals


 - Dry cleaning chemicals

Frequency:   - Every day

       - Most days


       - About once a week


       - <1 per week


      - Never

ADDITIONAL COMPLIMENTARY DATA
· Categories for frequency:  Need to break down  ‘<1 per week’ into





       1-3 times per month





       < 1 per month

                 So final categories become: - Every day


       

                       - Most days


                                                  - About once a week


                                                  - 1-3 times per month




                       - <1 per month


                                                  - Never
1

