Subject ID: TCM-M((-(((((

Date of Interview: 
((/((/((
(dd/mm/yy)
Location of Interview: ______________________

Examiner’s Last Name: _____________________

Language of Interview: _____________________

Study group: ( Risk group 

(Control

Country of Origin:___________________

Race/ethnicity: [ ] American Indian/Alaska Native 

[ ] Asian  

 [ ] Hawaiian/Pacific Islander


[ ] Black of African American
    

 [ ] White  




[ ] Unknown/Not Reported



 [ ]  More Than Once Race   [ ]Cape Colored 
[ ] Other Specify___________


Time Begin: ((:((  (hh:mm)
* All questions need to be answered unless specified otherwise. All comments for interviewers are written in italic after asterisk.
DEMOGRAPHICS and LIVING ENVIRONMENT:

* First I’m going to ask you some questions about your living situation, yours and your partner’s education, work, and religion.

1. How old are you?



____________ (years)

1a. How old is a father of your baby?

____________ (years)

2. What is your marital status now?

( Single







( Married, living with husband







( Not married but living with partner







( Separated from spouse

( Divorced






( Widowed
3a. Have you been unemployed within last 12 months?

      






( Yes






( No
* Go to question 4.
3b. What do you currently do or what did you do within last 12 months?___________


___________________________________

4a. How many full-time years of school have you completed? __________
4b. What is the highest level in school you have completed?

( No formal schooling or <5th grade

( Less that 9 years

( 9 years (uncompleted high school diploma)

( High school diploma /vocational or trade school

( College degree or unfinished University education

( University graduate

( Scientific degree (‘candidate of science’ or doctorate)

* If single or separated, or divorced, or widowed skip questions 5 & 6 and go to question 7.

5a. Has your spouse/partner been unemployed within last 12 months?








( Yes






( No
* Go to question 6.
5b. What does he currently do or what did he do within last 12 months?____________________

______________________________________

6a. How many full-time years of school has he completed? ___________________
6b. What is the highest level in school has he completed?

( No formal schooling or <5th grade

( Less that 9 years

( 9 years (uncompleted high school diploma)

( High school diploma /vocational or trade school

( College degree or unfinished University education

( University graduate

( Scientific degree (‘candidate of science’ or doctorate)

7a. Does anyone else help to support you financially?

















( Yes






( No
7b. Does s/he provide at least half of your support?

* Go to question 8.






     ( Yes



( No




* Go to question 8.
7c. Who provide this support?


( Child’s grandmother and/or grandfather

( Child’s father

( Other relative

( Other non-relative








7d. What is his/her present occupation? __________________________________________

(* If this person has been unemployed within the last 12 months, put “0” in the above line)

7e. How many full-time years of school has he/she completed? _______________________

7f. What is the highest level in school has he/she completed?

( No formal schooling or <5th grade

( Less that 9 years

( 9 years (uncompleted high school diploma)

( High school diploma /vocational or trade school

( College degree or unfinished University education

( University graduate

( Scientific degree (‘candidate of science’ or doctorate)

8. What is your religious preference?


( Orthodox

( Protestant

( Catholic

( Islam

( Jewish

( Other

( None/atheist
9a. How many rooms do you have in your house?(excluding bathrooms and hallways)______

9b. How many people live in your house? _______

10a. Do you have electricity in a place where you live?     


 ( Yes     ( No
10b. Do you have phone in a place where you live?



( Yes     ( No
10c. Do you have running water in a place where you live?


( Yes     ( No
10d. Do you have electric or gas stove in a place where you live?

( Yes     ( No
10e. Do you have refrigerator in a place where you live?


( Yes     ( No
10f. Do you have toilet (inside)?





( Yes     ( No
10g. Do you have toilet (outside)?





( Yes     ( No
PREGNANCY-RELATED QUESTIONS

* Now I’m going to ask you about this pregnancy and any previous times you may have been pregnant.

1. Did you plan to get pregnant with this child? 


( Yes

( No, not now

( No, not at any time

2a. Were you using any method of birth control trying to prevent current pregnancy? 








   


  ( Yes



( No

2b. Which method were you using?

* Go to question 3
    (* Please check yes or no for each method)

- Condoms   

( Yes   ( No
- Diaphragm

( Yes   ( No
- Birth control pills
( Yes   ( No
        

- Withdrawal

( Yes   ( No
        

- IUD


( Yes   ( No
       

- Rhythm

( Yes   ( No
      

- Depo Provera, Implanon or Norplant   ( Yes   ( No
        

- Other


( Yes   ( No    Please specify: _______________________
3a. How many times have you been pregnant? 

* If this is the 1st pregnancy put “No” or “0” for questions 3b-3m & skip to question 4.

3b. Have you ever been diagnosed with gestational diabetes?

( Yes   ( No
3c. Have you ever had high blood pressure when you were pregnant?
( Yes   ( No
3d. Have you ever had a miscarriage (<20 wk of gestation). If yes, how many?
________

* If never had miscarriage, put “0”
3e. Have you ever had a stillborn child (≥ 20 wk of gestation). If yes, how many? 
________
* If never had stillborn child, put “0”
3f. Have you ever had a termination. If yes, how many? 



________

* If never had a termination, put “0”

3g. Have you ever had an ectopic pregnancy. If yes, how many?

 
_________

* If never had n ectopic pregnancy, put “0”
3h. How many live born children did you have? 




_________

* If no live born children, then put “0”

For live born children only:

3i. Have any of them been born premature (<37 wk gestation)?

( Yes   ( No
3j. Have any of them had birth defects?








   


  ( Yes



( No
3k. Please specify what birth defect(s).
* Go to question 3m.
    (* Please check yes or no for each defect)

 - Down syndrome
( Yes   ( No
               
-  Cleft lip

( Yes   ( No
-  Neural Tube Defect
( Yes   ( No
-  Cystic fibrosis
( Yes   ( No
                
-  Heart defect

( Yes   ( No
                
-  Other

( Yes   ( No
3l. If you answered ‘other’ or ‘heart defect’ please specify: _____________________

3m. If you had any other pregnancy complications, please specify: _____________________

___________________________________________________________________________

4a. Is there a history of birth defects or genetic disease in your family or in the family of your baby’s father?










   


  ( Yes



( No
4b. Please specify:


* Go to question 5.
    (* Please check yes or no for each defect)

 - Down syndrome
( Yes   ( No
               
-  Cleft lip

( Yes   ( No
-  Neural Tube Defect
( Yes   ( No
-  Cystic fibrosis
( Yes   ( No
                
-  Heart defect

( Yes   ( No
                
-  Other

( Yes   ( No
4c. If you answered ‘other’ or ‘heart defect’ please specify: _____________________

5a. In this pregnancy, what was the first day of your last menstrual period? ((/((/(( 











      (dd/mm/yy)

5b. What is your due date: 








- By last menstrual period  
((/((/(( (dd/mm/yy)

- By ultrasound

((/((/(( (dd/mm/yy)

- By doctor’s examination
((/((/(( (dd/mm/yy)

6. In this pregnancy, how many weeks from your last menstrual period did you first think you were pregnant? _________ 
7a. In this pregnancy, how many weeks from your last menstrual period did you first go to see a medical person or go to the clinic for prenatal care? __________

7b. How many times have you seen a medical person or to the clinic for prenatal care during this pregnancy? ___________

8. What is your current height? _______ (cm)

9. What is your current weight  _______ (kg)

10. What was your weight before you got pregnant? ________ (kg)

11. Now I’m going to measure the distance around your head (using tape measure, measure to the nearest 0.5 cm) __________ (cm)


12a. Have you taken any medications that may or may not have been prescribed by a doctor since you have been pregnant?
   


  ( Yes






( No
12b. Please list all medication and reasons for taking them:

* Go to question 12c.
Medication 1:_______________ Reason: _____________________
Medication 2: _______________Reason: _____________________

Medication 3: _______________Reason: _____________________

Medication 4: _______________Reason: _____________________

Medication 5: _______________ Reason: _____________________
12c. Have you taken any vitamins since you have been pregnant?
(  Yes, multivitamins

(  Yes, single vitamin
(  No

12d. If yes, specify vitamin name: ________________________

12d. If yes, do you take these vitamins regularly? (≥4times/wk) 
( Yes   ( No
13a . Have you had any complications in this pregnancy so far?
(* Please check yes or no for each complication)
- Bleeding


( Yes   ( No
- High blood pressure

( Yes   ( No
       
- Diabetes


( Yes   ( No
- Other



( Yes   ( No
13b. If “other”, please specify: ____________________________________
14. Are you planning on breastfeeding this baby? 



( Yes   ( No
PATERNAL ALCOHOL USE
1a. Does your spouse/partner/romantic partner drink alcohol of any kind including beer, wine, vodka, samogon or other liquor? 

   

 ( Yes






( No





          * Go to the next section “Maternal Alcohol Use”.
1b. How often does he drink alcohol of any kind including beer, wine, vodka, samogon or other liquor? 






( Every day / almost every day

( Three or four times a week

( One or two times a week

( Less than once a week


1c. When he drinks, how many drinks of any kind including beer, wine, vodka, samogon, or other liquor does he usually drink per occasion?

( >5

( 3-4

( 1-2
2a. Have you or another family member or friend ever told your spouse/partner/romantic partner about things he said or did while he was drinking that he can’t remember?

( Yes   ( No
2b. Has this happened in the last year?

( Yes   ( No
3a. Have you or close friends or relatives ever worried or complained about your spouse/partner/romantic partner’s drinking?


( Yes   ( No

3b. Has this happened in the last year?

( Yes   ( No
4a. Has your spouse/partner/romantic partner ever had a drink of any kind of alcohol including beer, wine, vodka, samogon, or other liquor first thing in the morning to steady his nerves or to get rid of a hangover?



( Yes   ( No

4b. Has this happened in the last year?

( Yes   ( No
5a. Has your spouse/partner/romantic partner ever felt that he ought to cut down on his drinking?






( Yes   ( No

5b. Has this happened in the last year?

( Yes   ( No
6a. Thinking of all types of alcohol including beer, wine, vodka, samogon, or other liquor, what is the most number of drinks he can hold? ____________________

(* If asked what this means, response “before passing out or vomiting or falling asleep or feeling nauseous”) 
7a. What is the largest number of drinks of any type of alcohol he has ever drunk in a 24 hour period? ________________
(*One drink is equal to 1 bottle of bear, 125ml of wine, 50ml of port, 25ml of vodka)
MATERNAL ALCOHOL USE

AUDIT:
1. How often do you have a drink containing alcohol?








( Never drank 

( None in past 12 month

( Monthly or less

( 2 to 4 times a month

( 2 to 3 times per week

( 4 or more times a week

(*If participant answered “Never drink” go to the section “Relationship” question 5a)
2. How many drinks containing alcohol do you have on a typical day when you are drinking?








( 1 or 2

( 3 or 4

( 5 or 6

( 7 or 9

( 10 or more
3a. How often did you have five or more drinks on one occasion?

(* Prompt for periods of heavier drinking or parties to help respondent remember)

( Never








( Less than monthly

( Monthly

( Weekly

( Daily or almost daily
3b. How often did you have four drinks on one occasion?
( Never

( Less than monthly

( Monthly

( Weekly

( Daily or almost daily

3c. How often did you have three drinks on one occasion?
( Never

( Less than monthly

( Monthly

( Weekly

( Daily or almost daily

3d. How often did you have one or two drinks on one occasion?
( Never

( Less than monthly

( Monthly

( Weekly

( Daily or almost daily

3e. How often in the past month did you have five or more drinks on one occasion?

(* Prompt for periods of heavier drinking or parties to help respondent remember. Prompt for times in the last month, last week to help respondent remember).

( Never

( Less than monthly

( Monthly

( Weekly

( Daily or almost daily

3f. How often in the past month did you have four drinks on one occasion?

( Never

( Less than monthly

( Monthly

( Weekly

( Daily or almost daily

3g. How often in the past month did you have three drinks on one occasion?

( Never

( Less than monthly

( Monthly

( Weekly

( Daily or almost daily

3h. How often in the past month did you have one or two drinks on one occasion?

( Never

( Less than monthly

( Monthly

( Weekly

( Daily or almost daily

4. How often during the last year have you found that you were not able to stop drinking once you had started?




( Never

( Less than monthly

( Monthly

( Weekly

( Daily or almost daily

5. How often during the last year have you failed to do what was normally expected from you because of drinking?




( Never

( Less than monthly

( Monthly

( Weekly

( Daily or almost daily

6. How often during the last year have you needed a drink first thing in the morning to get yourself going after a heavy drinking session?
( Never

( Less than monthly

( Monthly

( Weekly

( Daily or almost daily

7. How often during the last year have you had a feeling of guilt or remorse after drinking?

( Never

( Less than monthly

( Monthly

( Weekly

( Daily or almost daily

8. How often during the last year have you been unable to remember what happened the night before because you had been drinking? 
( Never

( Less than monthly

( Monthly

( Weekly

( Daily or almost daily

9. Have you or someone else been injured as a result of your drinking?
( No


( Yes, but not in the last year

( Yes, during the last year

10. Has a relative or friend, or a doctor or other health worker been concerned about your drinking or suggested you cut down?


( No


( Yes, but not in the last year

( Yes, during the last year

11. How many drinks can you hold? _____________

(* If asked what this means, response “before passing out or vomiting or falling asleep or feeling nauseous. One drink is equal to 1 bottle of bear, 125ml of wine, 50ml of port, 25ml of vodka)
12. How many drinks does it take you to feel high? __________

13. How many standard drinks do you need to consume over a 30-minute period to feel drunk? ___________

14. What is the largest number of drinks you have ever drunk in a 24-hour period? ________

15. What is the largest number of drinks you have drunk in a 24-hour period during the current pregnancy? _________

16. Have you or close friends or relatives ever worried or complained about your drinking?

( Yes   ( No
Amount/Frequency of Maternal Drinking
1. How old were you when you first started drinking? (excluding sips): __________ (years)   

2. How old were you when you first started drinking regularly? ___________ (years)

(* Regularly means at least once a month for six months in a row)

3. PERICONCEPTIONAL drinking
( * You’ve told me your last menstrual period was  ___/___/___ (mm/dd/y)y.

I would like you to think back to that period and tell me about your drinking at that time. I would like you to tell me how much you typically drank then.  It may be easier if we work our way through a typical week, day-by-day.  It may help to think what you were doing on each of the days. Let’s start with a Friday night. What did you drink? Haw many drinks? How much did you drink (in milliliters)? From the time you started your first drink to the time you finished your last drink, how much time passed?  How much on the Saturday?  Anything during the day?  Saturday night?  How about Sunday?  Did you drink anything during the week?  Let’s start with Monday? It might help to think what you usually did each day).

	
	Light

Beer

(( 4.5%)
	Dark

Beer

(( 7%)
	Wine

(( 12%)
	Fortified Wine

(e.g. Port)
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	# drink-ing
hours
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4. Drinking in the LAST TWO WEEKS:

(* Now I’m going to ask you to remember things that happened in the last two weeks.  It will be easier for you to answer the questions I will ask if you can think about where you were and who you were with during this time.  As you think about your past 2 weeks it might help if I write down a few things that you remember. Let’s start by talking about this past weekend.  What did you do last Friday?  [AFTER YOU HAVE HELPED HER FILL IN THE 2 WEEK CALENDAR, BEGIN ASKING HER ABOUT HER DRINKING. ASK HER WHAT SHE HAD TO DRINK EACH DAY, WHAT SIZE THE DRINKS WERE AND HOW MUCH TIME PASSED FROM HER FIRST DRINK TO HER LAST DRINK. WRITE HER ANSWERS IN THE CHART ON THE QUESTIONNAIRE).

PAET WEEK 1:

	
	Light

Beer

(( 4.5%)
	Dark

Beer

(( 7%)
	Wine

(( 12%)
	Fortified Wine

(e.g. Port)
(( 20%)
	Vodka, Samogon, or other Liquor

(( 40%)
	# drink-ing
hours
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PAST WEEK 2:
	
	Light

Beer

(( 4.5%)
	Dark

Beer

(( 7%)
	Wine

(( 12%)
	Fortified Wine

(e.g. Port)
(( 20%)
	Vodka, Samogon, or other Liquor

(( 40%)
	# drink-ing
hours
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Influence from Other people
1. With whom do you usually drink?

- With partner



( Yes   ( No
    




- With family 



( Yes   ( No
- Alone



( Yes   ( No
- With same sex friends

( Yes   ( No
     




- With different sex friends

( Yes   ( No
- With both males & females

( Yes   ( No
- Other (specify): _________________________

2. How many people do you usually drink with? ____________
3a. Is there someone in your life who makes you want to drink more?









   


  ( Yes



( No
3k. Among the people that you know 
* Go to question 4a.
      who makes you want to drink more?


- Spouse/partner/romantic partner
( Yes   ( No
     
- Other family members

( Yes   ( No
    
 - Friends



( Yes   ( No
    
 - Coworkers / student mates

( Yes   ( No
Maternal Knowledge
4a. Do you think heavy alcohol drinking increases the chances of getting the following diseases?

- Throat caner



( Yes   ( No
- Cirrhosis or the liver


( Yes   ( No
- Bladder cancer


( Yes   ( No
    




- Cancer of the month


( Yes   ( No
- Blood clots



( Yes   ( No
- Arthritis



( Yes   ( No
4b. Do you think heavy drinking during pregnancy increases the chances of any of these complications of pregnancy?
    




- Miscarriage



( Yes   ( No
 




- Mental retardation of the child
( Yes   ( No
- Low birth weight of the baby
( Yes   ( No
- Birth defects



( Yes   ( No
4c. Do you think heavy drinking by the father of the baby increases the chances of any of these complications of pregnancy?

- Miscarriage



( Yes   ( No
 




- Mental retardation of the child
( Yes   ( No
- Low birth weight of the baby
( Yes   ( No
- Birth defects



( Yes   ( No
Relationship
5a. Please circle the number which best describes how happy you are in your relationship with your current spouse/partner.



1

2

3

4

5

Extremely Unhappy
   Unhappy
   Ambivalent 
        Happy
    Extremely Happy

5b. Please circle the number which describes how easy it generally is for you to talk about your feelings or problems with your spouse/partner?



1

2

3

4

5

Very Difficult
      Difficult
      Moderate
          Easy
     Very easy
5c. How often do you and your spouse/partner quarrel?




( Don’t know, no answer

( We don’t only quarrel, we also have physical fights





( We often have long-lasting quarrels for different reasons


( Sometimes we have short-lived quarrels or disagreements

( We almost always solve disagreements without quarreling



Potential Confounding Factors
1. Are you currently receiving treatment for Tuberculosis (e.g. isoniazid, rifampicin)?
( Yes   ( No
2a. Have you ever been diagnosed with a viral hepatitis or autoimmune hepatitis?







   


  ( Yes



( No
2b. Do you have an active infection?

* Go to question 2c.
( Yes   ( No
2c. Do you have chronic biliary or pancreatic disease?


( Yes   ( No
3. Do you have a diabetes? 






( Yes   ( No
4. Do you have rheumatoid arthritis? 





( Yes   ( No
5. Are you taking any pills to help you to sleep? (e.g. Phenytoin, Phenobarbital etc.)

( Yes   ( No
6a. Does anybody in your immediate family (parents, siblings, children) is an alcoholic?

( Yes   ( No
6a. Does anybody in your extended family (grandparents, aunts/uncles, cousins, niece/nephews) is an alcoholic?





( Yes   ( No
SUBSTANCE ABUSE QUESTIONS

Smoking:
1a. Does your partner or spouse currently smoke regular cigarettes or use tobacco? 








   


  ( Yes



( No
1b. How many cigarettes does he

1c. Has he ever smoked >100 cigarettes     usually smoke in a day?_______

      in his life?

         ( Yes   ( No
2a. Do you currently smoke regular cigarettes or use tobacco?










   


  ( Yes



( No
2b. How many cigarettes do you

2c. Have you ever smoked >100 
     smoke in a day? _________ 

cigarettes in your life?













   


  



( Yes



   ( No
2d. When did you stop smoking? 
   * Go to the next section




    ((/((/(( (dd/mm/yy)

     
 2e. How many cigarettes did you smoke a day before you quit?_____
Maternal Drug Use
Marijuana/Hashish:
1a. Have you ever used marijuana or hashish?





   


  ( Yes







( No
1b. How old were you when you first used the drug?______ (years)
* Go to q.2


1c. Have you used it in the past 12 months?


( Yes



   ( No
1d. How often did you use it?

1e. When was the last time you used the drug?

                       
(   days/week


((/((/(( (dd/mm/yy)

 
((( 
(   days/month
1f. How often did you use it before you quit?
                       
(    days/year





( Every day

( Every week

( Every month

( Less often
1g. Do you currently use it?


         ( Yes   ( No
Heroin or Other Opiates:
2a. Have you ever used heroin or other opiates?







   


  ( Yes







( No
2b. How old were you when you first used the drug?______ (years)
* Go to q.3


2c. Have you used it in the past 12 months?


( Yes



   ( No
2d. How often did you use it?

2e. When was the last time you used the drug?


                       
(   days/week


((/((/(( (dd/mm/yy)

 
((( 
(   days/month
2f. How often did you use it before you quit?
                       
(    days/year





( Every day

( Every week

( Every month

( Less often
2g. Do you currently use it?


         ( Yes   ( No
Crack of Cocaine:

3a. Have you ever used crack or cocaine?





   


  ( Yes







( No
3b. How old were you when you first used the drug?______ (years)
* Go to q.4


3c. Have you used it in the past 12 months?


( Yes



   ( No
3d. How often did you use it?

3e. When was the last time you used the drug?


                       
(   days/week


((/((/(( (dd/mm/yy)

 
((( 
(   days/month
3f. How often did you use it before you quit?
                       
(    days/year





( Every day

( Every week

( Every month

( Less often
3g. Do you currently use it?


         ( Yes   ( No
Inhalants (e.g. glues, solvents):
4a. Have you ever used inhalants?





   


  ( Yes







( No
4b. How old were you when you first used the drug?______ (years)
* Go to q.5


4c. Have you used it in the past 12 months?


( Yes



   ( No
4d. How often did you use it?

4e. When was the last time you used the drug?


                       
(   days/week


((/((/(( (dd/mm/yy)

 
((( 
(   days/month
4f. How often did you use it before you quit?
                       
(    days/year





( Every day

( Every week

( Every month

( Less often
4g. Do you currently use it?


         ( Yes   ( No
Other Drugs:
5a. Have you ever used other drugs?





   


  ( Yes







( No
What is the drug?______________________________



* Go to q.6

5b. How old were you when you first used the drug?______ (years)



5c. Have you used it in the past 12 months?


( Yes



   ( No
5d. How often did you use it?

5e. When was the last time you used the drug?


                       
(   days/week


((/((/(( (dd/mm/yy)

 
((( 
(   days/month
5f. How often did you use it before you quit?
                       
(    days/year





( Every day

( Every week

( Every month

( Less often
5g. Do you currently use it?


         ( Yes   ( No
Drug Abuse Treatment:
6a. Have you gone for help or treatment for yourself for drug abuse?






   


  ( Yes



( No
1b. What type of treatment:


( With hospitalization

( Ambulatory
Thank you for your time and for answering these questions carefully.  

Time Ends: ((:((  (hh:mm)
LABORATORY TESTS:




Results


Date of Specimen Collection
1. Saliva test:  


_________

((/((/((
(dd/mm/yy)

2. MCV:  


_________

((/((/((
(dd/mm/yy)

3.  Hematocrit


 _________

((/((/((
(dd/mm/yy)


4. Hemaglobin 

_________

((/((/((
(dd/mm/yy)

5.  Albumin


 __________

((/((/((
(dd/mm/yy)
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