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BACKGROUND INFORMATION

To begin with, I would like to confirm a few details for our records.

1.  
What is your full name?

_____________________
___________________
____________________________
FIRST NAME
     

MIDDLE NAME

LAST NAME / SURNAME 

2.  
Have you ever used any other SURNAMES?      [    ]   Yes              [    ]  No

IF YES:   

3.  What are the other surnames that you have used?

______________________________

______________________________

______________________________

4.   
What is your date of birth?

____/_____/_______
 




MO    DAY    YEAR


5.  
We would like to have the name of a relative or friend, not living in your household, who is likely to know how to contact you if we cannot contact you directly, for example, if you have changed address.

_____________________
_____________________________


FIRST NAME
     

        LAST NAME / SURNAME 

Address: ____________________________________________________________________

_______________________________________ 

STATE________ZIPCODE__________

Telephone:  
Home  ____________________




Cell  ______________________




Work  _____________________             Relationship to subject:_______________
INTERVIEWER NOTE:   IF WE DO NOT HAVE EMAIL ADDRESS FOR PARTICIPANT, ASK FOR IT HERE

                                         IF WE HAVE EMAIL ADDRESS, CONFIRM THAT IT IS CORRECT

6.  We are also now asking our participants for their email addresses.   Do you have an email address?
NO _______           YES     ________________________________________(RECORD EMAIL)

SECTION A:  PREGNANCIES  

IF POSTMENOPAUSAL AT BASELINE, GO TO SECTION B
The following questions ask about pregnancies you may have had since (REF DATE). 
1.      Since (REF DATE) have you been pregnant?

      
[    ]  Yes           [   ]  No ( GO TO SECTION B         [    ]  DK ( GO TO SECTION B 

    
IF YES:
    
2.  Are you currently pregnant?  
[    ] Yes    [    ] No ( GO TO QUESTION 4
 [   ] DK ( GO TO QUESTION 4

IF YES:
3. How many months pregnant are you?   

3 months or less
1

4 to 6 months

2

7 months or more
3

DK


9
4.
Since (REF DATE) how many live births or stillbirths have you had? __________

5.
Since (REF DATE) how many miscarriages, ectopic pregnancies, or induced terminations or abortions have you had? 

                                          
__________

	
	1st
PREGNANCY
	2nd PREGNANCY
	3rd
PREGNANCY



	6.
What was the outcome of your (first/second/third) pregnancy?
Single live birth


2

Multiple birth



3

Stillbirth



4

Miscarriage



5

Tubal or ectopic pregnancy

6

Induced abortion


7

DK                        
                       9
	

	

	


	7.
On what date did your pregnancy end?
	______/______

     MM/YYYY
 
	______/______

     MM/YYYY


	______/______

     MM/YYYY



	8.
How long was this pregnancy?

1    3 months or less


2    4 to 6 months



3    7 months or more


9    DK





	

	

	


	FOR LIVE BIRTHS/STILLBIRTHS ONLY:
9.
What was the sex of this baby/these babies?
	_________

 # of Boys
___________

 # of Girls
	_______

 # of Boys
_________

 # of Girls
	_________ 
# of Boys
_________

 # of Girls

	10.   Did you breast-feed this baby/these babies?

 IF YES:

11.  For how many months did you

           breast-feed?

1    Less than 1 month       

2    1 to 5 months         

3    6 to 11 months       

4    12 to 24 months     

5    over 24 months      

9    DK                          
	 1   Yes   
 2   No     
 9   DK     



	 1   Yes   
 2   No     
 9   DK     



	 1   Yes   
 2   No     
 9   DK     





SECTION B:  OVARIAN CYSTS
The next questions ask about ovarian cysts. 
1. 
Since (REF DATE), has a doctor ever told you that you had cysts in one or both ovaries? 

[   ] Yes 
[   ] No (  GO TO SECTION C 
[   ] DK (  GO TO SECTION C

IF YES:

2. How old were you when the doctor told you that you had cysts in one or both ovaries?

1st time ___  yrs    2nd time ___ yrs 
 3rd time ___  yrs    4th time ___  yrs    5th time ___  yrs 

SECTION C:
DIABETES

The following questions ask about diabetes.
1. 
Have you ever been diagnosed with diabetes?

[   ] Yes 

[   ] No(  GO TO SECTION D
[   ] DK(  GO TO SECTION D

IF YES:

2.  
Was this gestational diabetes, that is, were you pregnant at the time?

[   ] Yes 

[   ] No
 


[    ] DK

3. At the time you were first diagnosed with diabetes, what type of diabetes did you 

      
have?

[   ] Type 1 diabetes (insulin-dependent)

[   ] Type 2 diabetes (non-insulin-dependent)

[   ] DK

4.
How old were you when you were first diagnosed with diabetes? _______ yrs

SECTION D:
BREAST AND OVARY REMOVAL,  AND HYSTERECTOMY

The next questions ask about breast, and ovary removal and hysterectomy.
1. 
Have you ever had a mastectomy, which is the complete removal of one or both breasts? 

[   ] Yes 
[   ] No  (  GO TO QUESTION 5
 [   ] DK (  GO TO QUESTION 5
IF YES:

2.   Did you have your right, left, or both breasts removed?





Right Only
   1





Left Only
   2





Both
   
   3

      
3.  
How old were you when you had your (right /left) breast removed?




Right breast         _______ yrs

                                   Left breast           ________ yrs

4. 
Why did you have your breast(s) removed?


RIGHT BREAST   LEFT BREAST

To treat breast cancer



1

1



To prevent getting cancer in that breast

2

2




Other – please specify_______________

8

8

                _________________________________

5.   
Have you ever had one or both ovaries removed? 

    
 [   ] Yes      
[   ] No  ( GO TO QUESTION 9
[   ] DK (  GO TO QUESTION 9
     
IF YES:
     
6.  Did you have one or both ovaries removed?





One
   

1





Both
  

2





DK

   
9

     
7.   How old were you when you had your (first /second) ovary removed?

                                   1st ovary    ______ yrs

                                   2nd ovary   ______ yrs

8. Why did you have your (first /second) ovary removed?   

 







   1st OVARY      2nd OVARY




To treat ovarian cancer


1

1





To prevent getting cancer in that ovary
2

2





As part of treatment for breast cancer
3

3





As part of prevention of breast cancer
4

4





Other – please specify ____________
8

8


              
_______________________________

9.   
Have you ever had a hysterectomy, that is the removal of your womb or uterus?

[   ] Yes 

[   ] No  (  GO TO SECTION E
    [   ] DK (  GO TO SECTION E 

     
IF YES:
     
10.   How old were you when you had the hysterectomy?   _______ yrs


11.   Why did you have the hysterectomy?  



[   ]  Uterine cancer




[   ]  Uterine fibroids




[   ]  Abnormal uterine bleeding




[   ]  Cancer prevention





[   ]  Other -  please specify__________________________
SECTION E:  BREAST PROCEDURES 

Next, I would like to ask about certain breast procedures you may have had. 

1. 
Have you ever had a core needle biopsy or a Stereotactic biopsy?  This is the removal of a piece of breast tissue using a large needle, and is usually done under a local anaesthetic using ultrasound, MRI or x-ray.   Please do not include fine needle aspiration when answering this question.   

[    ] Yes 

[    ] No  

[  ] DK
2.  
Have you ever had a surgical breast biopsy, which is the removal of breast tissue by surgery for the purpose of making a diagnosis?

[    ] Yes 

[    ] No  

[  ] DK

3. 
Have you ever had a surgical procedure to have a breast lump or tumor removed (lumpectomy)?

[    ] Yes 

[    ] No  

[  ] DK

 IF “NO” TO 1, 2 AND 3, GO TO SECTION F.

4. 
Including core needle biopsies, surgical biopsies, and surgical removal of breast lumps or tumors, what is the total number of breast procedures you have had?

__________

	
	1st BREAST PROCEDURE
	2nd BREAST PROCEDURE
	3rd BREAST PROCEDURE

	5.   How old were you when you had the (first/second/third) breast procedure)?


	_____  yrs
	_____  yrs
	_____  yrs

	6.   Was this a core needle biopsy, surgical biopsy or lumpectomy?  
	 1  Core Biopsy   

 2  Surg  Biopsy  

 3  Lumpectomy 

 9  DK           
	 1  Core Biopsy   

 2  Surg  Biopsy
 3  Lumpectomy 

 9  DK           
	 1  Core Biopsy   

 2  Surg  Biopsy 

 3  Lumpectomy 

 9  DK           

	7.   In which breast did you have that   procedure?                   


	 1  Left       
 2  Right     
 3  Both      
 9  DK           

                                                                                 
	 1  Left
 2  Right     
 3  Both      
 9  DK                                                                                            
	 1  Left
 2  Right     
 3  Both      
 9  DK                                                                                            

	8.   Was this malignant or cancerous, or was it benign or non-cancerous?  
	 1  Malignant or

     Cancerous   

 2  Benign or non-

     cancerous    

 9  DK


	1  Malignant or

     Cancerous   

 2  Benign or non-

     cancerous    

 9  DK


	1  Malignant or

     Cancerous   

 2  Benign or non-

     cancerous    

 9  DK


SECTION F:  CANCER 

These next questions ask about in situ breast tumors.

1. 
Have you ever been diagnosed with ductal carcinoma in situ? This may have been called “DCIS”, “Stage 0 breast cancer” or just “in situ”. Your doctor may or may not have called this a breast cancer. 
[   ] Yes

[   ] No (  GO TO QUESTION 9      [  ] DK  (  GO TO  QUESTION 9


  IF YES:

     
  2.  How many different times have you been diagnosed with a ductal carcinoma in situ?  ____  
	
	1st TIME
	2nd  TIME
	3rd TIME

	3. How old were you when the (first, second, third, ETC) DCIS was diagnosed?
	_____  yrs
	_____  yrs
	_____  yrs

	4. In what year were you diagnosed with this DCIS? 
	____ year
	____ year
	____ year

	5. Which breast was DCIS in?     
	1   Left

2   Right

3   Both
	1   Left

2   Right

3   Both  
	1   Left

2   Right

3   Both

	6. What is the name of the hospital or clinic where you were diagnosed?
	
	
	

	7. In what city and state is the hospital or clinic where you were  diagnosed?
	City

State
	City

State
	City

State

	8. What is the name of the physician who made the diagnosis?
	First Name

_________

Last Name
	First Name

_________

Last Name
	First Name

_________

Last Name


Now I’m going to ask you about cancers diagnosed since your last interview in (FUP DATE)

9. 
Since the last interview in (FUP DATE), have you had cancer, sarcoma, leukaemia, lymphoma, or any other malignant tumor, including a recurrence or further diagnosis of cancer? 
 
[   ]  Yes
 [   ] No ( GO TO SECTION G-1      [   ] DK (  GO TO  SECTION G-1 
      
IF YES:

10.  Since the last interview in (FUP DATE), how many different times have you been diagnosed with cancer?   







                  _______  

	
	1st CANCER
	2nd  CANCER
	3rd CANCER

	11.  Where in the body was the (first/second/third) cancer that was diagnosed since (FUP DATE)?
	
	
	

	IF BREAST:

12.  Was this an invasive breast cancer?
13.  Which breast was it in?


	 1   Yes
 2   No
 9   DK

 1   Left
 2   Right
 3   Both
	 1   Yes
 2   No
 9   DK

 1   Left
 2   Right
 3   Both
 
	 1   Yes
 2   No
 9   DK

 1   Left
 2   Right
 3   Both

	14.  How old were you when this cancer was diagnosed?
	_______ yrs
	_______ yrs
	_______ yrs

	15.  In what year were you diagnosed with this cancer?
	_________
	_________
	________

	16. Was this a new cancer or was it a recurrence or spread of a previous cancer?
IF RECURRENCE OR SPREAD:

17.  Where in the body was the original tumor?
	1   New Cancer
2   Recurrence or Spread 

9   DK
______________
	1   New Cancer
2   Recurrence or Spread 

9   DK
_______________
	1   New Cancer
2   Recurrence or Spread 

9   DK
_______________

	18.  What is the name of the hospital or clinic where you were diagnosed?
	
	
	

	19.  In what city and state  is the hospital or clinic where you were diagnosed?
	City

State
	City

State
	City

State

	
	
	
	

	20.  What is the name of the physician who made the diagnosis?
	First Name

_________________

Last Name
	First Name

_________________

Last Name
	First Name

_________________

Last Name

	PROBE FOR OTHER CANCERS


SECTION G-1:   MAMMOGRAMS

The following questions are about mammograms you may have had.  A mammogram is an x-ray examination of the breasts.   

1. 
Have you ever had a mammogram?

  
[    ] Yes             [   ] No  (  GO TO SECTION G-2  
        [   ] DK (  GO TO SECTION G-2
   
IF YES:

   
2.   How many mammograms have you had in total?              _________

   
3.    When did you have your first mammogram?      ______ MONTH   _____YEAR
      


IF TOTAL MORE THAN ONE MAMMOGRAM REPORTED:

      


4.  When did you have your most recent mammogram?      _______    /  ______
 


   

      MONTH         YEAR

SECTION G-2:  BREAST SELF-EXAMINATIONS   

Now I’ll be asking some questions about other kinds of breast examinations you may have had.  

First I’ll ask about breast self-examination.
1. 
In the past 12 months, have you performed breast self-examination?

   
[   ] Yes 
[   ] No ( GO TO SECTION G-3
[    ] DK ( GO TO SECTION G-3



IF YES: 
    
2. 
Approximately how many times in the past 12 months have you performed

    
breast self- examination?    







________ times  

SECTION G-3:   PHYSICAL BREAST EXAMINATIONS BY HEALTH PROFESSIONALS

The next questions ask about breast examinations by a doctor or nurse or other health professionals. 
1. 
Has a doctor, nurse or other health professional ever performed a physical check of your breasts or breast examination, examining them for lumps? 

   
 [   ] Yes 
    [   ] No  (  GO TO SECTION G-4                [  ] DK (  GO TO SECTION G-4


   
IF YES:

   
2.   How old were you when you had your first breast examination?
________ years
   
3.   How old were you when you had your most recent  breast examination?
________ years

SECTION G-4:  BREAST MAGNETIC RESONANCE IMAGING (MRI) 

Now I’m going to ask about MRI or magnetic resonance imaging of the breast. 
1. 
Have you ever had a breast MRI? 

  
[   ] Yes 
[   ] No  (  GO TO SECTION G-5
      [   ]  DK (  GO TO SECTION G-5


  
IF YES:

  
2.   How many breast MRIs have you had in total?

______ total

  
3.   How old were you when you had your first breast MRI?
________  yrs
    IF MORE THAN ONE MRI  REPORTED:
     

    4.  How old were you when you had your most recent  breast MRI?
________  yrs 

SECTION G-5:   BREAST ULTRASOUND

The next questions are about breast ultrasound.  A breast ultrasound is a test where gel is applied to the breast and then a sound probe is moved over the breast to display an image on a screen.

1. 
Have you ever had a breast ultrasound?

  
[    ] Yes 
   [   ] No (  GO TO SECTION H-1
      [    ] DK (  GO TO SECTION H-1


   
IF YES:

   
2.  How many breast ultrasounds have you had in total?
       _______ total   
     
   
3.  How old were you when you had your first breast ultrasound?
   _______ yrs


      

IF MORE THAN ONE ULTRASOUND REPORTED:

      

 4. How old were you when you had your most recent breast ultrasound?    _______yrs

SECTION H-1:   OVARIAN CANCER SCREENING - CA-125

The next questions are about ovarian cancer screening. 
1. 
Have you ever had a CA-125 blood test for ovarian cancer? 

     
[    ] Yes           
[   ] No (  GO TO SECTION H-2 
       [    ] DK (  GO TO SECTION H-2

  
IF YES:

   
2.  How many CA-125 blood tests for ovarian cancer have you had in total?  ______ total 

3.  How old were you when you had your first CA-125 blood test for ovarian cancer?    ____ yrs    

     

IF MORE THAN ONE CA-125 TEST REPORTED:

4.  
How old were you when you had your most recent CA-125 blood test for

   
ovarian cancer?                      

______ yrs

SECTION H-2:  OVARIAN CANCER SCREENING - TRANS-VAGINAL ULTRASOUND

The next questions ask about trans-vaginal ultrasound examinations.   In this procedure, a 

probe is inserted into the vagina and an image of the ovaries is displayed on a screen.

1. 
Have you ever had a trans-vaginal ultrasound examination for ovarian cancer screening?    

[   ] Yes   
[   ] No (  GO TO SECTION I-1 
              [    ] DK (  GO TO SECTION I-1   
   

      
IF YES:

2. How many trans-vaginal ultrasound examinations  for ovarian cancer screening 

      have you had in total?                         

_______ total
         3.  How old were you when you had your first trans-vaginal ultrasound examination for ovarian cancer screening?
                                                   _____ yrs     

      
         IF MORE THAN ONE TRANS-VAGINAL ULTRASOUND REPORTED:

                     4. 
How old were you when you had your most recent trans-vaginal ultrasound 

  
examination for ovarian cancer screening? 

                                                                                                                 _____ yrs

SECTION I-1:  TAMOXIFEN, RALOXIFENE AND CANCER PREVENTION TRIALS

The next questions ask about your use of tamoxifen or raloxifene, and participation in cancer trials. 
1. 
Have you ever participated in a cancer prevention trial (for example, a tamoxifen trial) or other studies of family cancer?

   
[   ] Yes            
[   ] No ( GO TO QUESTION 3
        [   ] DK ( GO TO QUESTION 3
   
IF YES:  


    
2.  What was the name of the trial or study?  _______________________________
3. 
Have you ever taken tamoxifen?

[   ] Yes 
        [   ] No (  GO TO QUESTION 9
             [   ] DK (  GO TO QUESTION 9


   
IF YES:

   
4.   How old were you when you first started using tamoxifen?  __________  yrs
   
5.   Are you currently taking tamoxifen?

    

   [   ] Yes (  GO TO QUESTION 7          [   ] No
      [   ] DK (  GO TO QUESTION 7 


IF NO: 

   

6.  At what age did you stop taking tamoxifen?
 __________  yrs

      
7.   In total, for how many months or years have you taken tamoxifen?

_________ months

OR
     
_________  yrs

        8.  Why did you take tamoxifen? 



[  ] To treat breast cancer



[  ] To prevent breast cancer



[  ] Other – please specify ___________________________

9. 
Have you ever taken raloxifene or Evista? 
  
[   ] Yes              [   ] No (  GO TO SECTION I-2
                [   ] DK (  GO TO SECTION I-2

  IF YES: 
     
  10.  How old were you when you first started using raloxifene or Evista? ____  yrs

     
  11.   Are you currently taking raloxifene or Evista?

       
      [   ] Yes (  GO TO QUESTION 13
  [   ] No  
  [  ] DK (  GO TO QUESTION 13



    IF NO: 

          
    12.  At what age did you STOP taking raloxifene or Evista?
     ______ yrs

 
  13.   In total, for how many months or years have you taken raloxifene or Evista?

________ months

OR
    
_________ yrs

    
   14. Why did you take raloxifene or Evista?



[  ] To prevent breast cancer



[  ] To prevent or treat osteoporosis



[  ] Other – please specify 
SECTION I-2:   MEDICATIONS   
The next questions ask about your use of certain medications.

1.  
Have you ever taken Aspirin-based medications at least 2 times a week for one month or longer?

      Examples include regular or baby aspirin, Anacin, Bufferin, Bayer, Excedrin, and Ecotrin. 

    
 [   ] Yes 
                [   ]    No (  GO TO QUESTION 5 
[   ]   DK (  GO TO QUESTION 5


        IF YES:

2.   In total, for how many months or years have you ever taken Aspirin-based medications at least 2 times per week for one month or longer? 


   
___ months  
OR
 ____ yrs

3. During this period, on average how many times per week did you take Aspirin-based
      medications?



  _________times
        4.   Are you currently taking Aspirin-based medications?

[   ] Yes 


[   ] No


[   ] DK 

5.  Have you ever taken Acetaminophen-based medications at least 2 times a week for one month or
      longer?  Examples Include Tylenol, Anacin-3 and Panadol.  

 


[   ] Yes 
[   ] No (  GO TO QUESTION 9
     [   ] DK  (  GO TO QUESTION 9
     IF YES:

    6.  In total, for how long have you ever taken Acetaminophen-based medications at least 2 times per week for one month or longer? 


                              ____ months  OR ____ yrs

       7.   During this period, on average, how many times per week did you take Acetaminophen-based

             medications?  
               _____ times
 8.  Are you currently taking Acetaminophen-based medications?

     [   ] Yes 

[   ] No
      

[   ] DK 

9.  Have you ever taken Ibuprofen-based medications, at least 2 times a week for one month or longer?
      Examples are Advil, Aleve, Motrin, Nuprin, Indocin, Naprosy, Medipren, and NSAIDS. 
 
[   ] Yes  
[   ] No (  GO TO QUESTION 13
         [   ] DK(  GO TO QUESTION 13


    IF YES: 
10.   In total, for how long have you ever taken Ibuprofen-based medications, at 
        least 2 times per week for one month or longer? 



____ months  OR ____ years

         11.  During this period, on average how many times per week did you take Ibuprofen-based
    Medications?
                                                                         _____  times

          12.  Are you currently taking Ibuprofen-based medication(s)?

     

[   ] Yes 

[   ] No
      

[   ] DK  

13. Have you ever taken Cox-2 inhibitor medication at least 2 times a week for one month or longer? 
        Examples are Celebrex, Vioxx, Bextra, Valdecoxib, Elecoxib, Celecoxib, and Rofecoxib. 

 

[   ] Yes               [   ] No (  GO TO QUESTION 17
          [   ] DK (  GO TO QUESTION 17
  IF YES: 

      14.  In total, for how long have you ever taken Cox-2 inhibitor medication at least 2 times per week 
           for one month or longer?

____ months   OR ____ years

         15.  During this period, on average how many times per week did you take Cox-2 Inhibitior
               medication?         

________________times per week

         16.   Are you currently taking Cox-2 inhibitor medication?

     
[   ] Yes 

[   ] No
      

[   ] Don’t Know  

17.  Have you ever taken any other pain or anti-inflammatory medications at least twice a week for one
       month or longer?   


[   ] Yes 
 [   ] No
 ( GO SECTION J-1     
[   ] Don’t Know  ( GO SECTION J-1


    IF YES:

	
	1st 
MEDICATION
	2nd

MEDICATION
	3rd

MEDICATION 

	18.  What is the name of  the medication?


	
	
	

	19.  In total, for how many years or months did you take MEDICATION NAME at least 2 times per week for one month or longer?

	 ____  Years  

            OR

 _____Months
	____  Years   

           OR

 _____Months
	____  Years  

        OR

 _____Months

	20.  During this period, on average how many times did you take MEDICATION NAME, per week ?

	_____per week
	____per week
	_____per week 

	21.  Are you currently taking MEDICATION NAME?
	 1    Yes

 2    No
 9    DK
	 1    Yes

 2    No
 9    DK
	 1    Yes

 2    No
 9    DK


SECTION J-1:   GENETIC INFORMATION - CANCER GENETIC TESTING

The next questions ask about genetic testing of cancer genes. 
1. 
Have you ever had a genetic test for inherited breast cancer genes such as BRCA1 or BRCA2 or  a genetic test for inherited colon or other cancers?
[   ] Yes -> GO TO QUESTION 4
     [   ] No  

[   ] DK -> GO TO QUESTION 4   
      
IF NO:

2. 
Have you ever been offered a genetic test for inherited breast cancer genes such as BRCA1 or BRCA2 or a genetic test for inherited colon or other cancers?
    [    ] Yes           [   ] No  ( GO TO QUESTION 5 
        [   ]    DK ( GO TO QUESTION 5 
IF YES:

3.  What kind of genetic test were you offered? 

[   ] A test for breast cancer genes ( GO TO QUESTION 5
[   ] A test for colon cancer genes  ( GO TO QUESTION 5
[   ] A test for other cancer genes  ( GO TO QUESTION 5
[   ] Don’t Know  ( GO TO QUESTION 5
4. 
What kind of genetic test did you have?

[   ] A test for breast cancer genes 

[   ] A test for colon cancer genes  

[   ] A test for other cancer genes  

[   ] Don’t Know  

5.    Have any of your relatives ever had a genetic test for inherited breast cancer genes, or inherited  

        colon or other cancers?

             [  ] Yes      
  [   ] No  ( GO TO SECTION J-2 
       [   ] DK ( GO TO SECTION J-2  
   
IF YES:

   
6.  What kind of genetic test did your relatives have? 

[   ] A test for breast cancer genes

[   ] A test for colon cancer genes
[   ] A test for other cancer genes  



[   ] DK

SECTION J-2:    GENETIC INFORMATION - THOUGHTS ON BREAST CANCER

The following questions ask for your thoughts and feelings about breast cancer. We are interested in your opinions so there are no right or wrong answers. Try not to think too long about each question; usually your first thought is the most appropriate.  

1. 
What percentage of women in the general population do you think will get breast cancer in their lifetime?  




RECORD PERCENTAGE REPORTED BY PARTICIPANT        __________

2.   What percentage do you think reflects your own chance of getting another

      breast cancer in your lifetime?  



RECORD PERCENTAGE REPORTED BY PARTICIPANT      ______
3.     
How do you think the amount of breast cancer in your family compares with other families?  Do you think your family has more than average, less than average, or about the same amount of breast cancer as other families? 
[   ] More

[   ] Same
     [   ] Less

[   ] Don’t Know

SECTION K-1:   HEIGHT AND WEIGHT  

Now I’ll be asking you some questions about your height and weight.
1.  
How tall are you?  _______________ cm                 OR      __________ft ______in

2.  
What is your current weight?

________ pounds

OR
_________kilos

3. 
  What was your weight at age 18?


________ pounds

OR
_________ kilos

SECTION K-2:   BODY MEASUREMENTS   

In this next section, I’m going to ask you about the body measurements we described in the letter we sent to you.  

1.  
Have you had an opportunity to take your body measurements?

   
IF YES:     That’s great.  I’ll record the measurements you took.   

                     
First please provide me with your 2 torso measurements.


TORSO MEASUREMENT #1   ____________   cm


TORSO MEASUREMENT #2   ____________   cm

                              Thank you. Now please provide me with the 2 measurements of your buttocks.


BUTTOCKS MEASUREMENT #1   ____________   cm


BUTTOCKS MEASUREMENT #2   ____________     cm

 
GO TO SECTION L-1
IF NO:    Ok,  I’ll walk you through the measurements now.  Do you have the measuring tape that was included with the letter that was sent to you?   (IF SUBJECT DOESN’T HAVE ACCESS TO THE TAPE MEASURE, TELL HER THAT ANOTHER TAPE WILL BE SENT TO HER WITH INSTRUCTIONS AND A  POSTAGE-PAID STAMPED ENVELOPE FOR REPORTING HER MEASUREMENTS TO US.) 

The general guidelines for the measurements include the following:

· Measurements need to be taken while you are standing up.

· It is best to be wearing light clothing.   

· The tape should be firm against your body, but not tight. 

· These measurements will be more accurate if you haven’t eaten a meal for at least 2 hours.

· You may find it easier if you do this in front of a mirror, or even to get someone to help you.  


Let’s start with your torso measurements:

1. Wrap the tape measure around your body about an inch (2 ½ centimeters) above your navel or belly button. This may not be your usual waistline.

2. Measure your torso in centimeters, making sure that you read the tape measure starting from zero.  Tell me what this measurement is.   Ok, good.   (RECORD BELOW)  

3. Now, let go of the tape measure and start again to take a second measurement of the same area and tell  me what it is.     (RECORD BELOW)  Ok, the torso measurement is complete.

[image: image1.png]



TORSO MEASUREMENT #1   ____________   CM   

TORSO MEASUREMENT #2   ____________   CM   


The other measurement needed is the buttock measurement:

1. Again, wrap the tape measure around your body, but this time slide it up and down between your waist and thighs until you find the widest spot.

2. Measure your buttock in centimeters, making sure that you read the tape measure starting from zero. Tell me what this measurement is.  

      Ok, good. (RECORD BELOW)  

3.  Now, let go of the tape measure and start again to take a second measurement of the same area and tell me what the measurement is.  (RECORD BELOW)    Thank you, this completes the measurements.  
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BUTTOCK MEASUREMENT #1   ____________   CM

BUTTOCK MEASUREMENT #2   ____________   CM

SECTION L-1:    MENSTRUATION AND MENOPAUSE 

CHECK ASSIGNMENT SHEET FOR MENOPAUSAL STATUS AND IF MENOPAUSAL STATUS IS YES,  GO TO SECTION L-2

The next questions ask about your menstrual history.
1.

Have you had a period in the last 12 months?

 
[    ] Yes (  GO TO SECTION L-2

[    ] No                    [  ]  DK(  GO TO SECTION L-2
   
IF NO:

   
2.  Why did your periods stop? (READ OPTIONS AND MARK ALL THAT APPLY)

[   ] Natural menopause (periods stopped by themselves);    
How old were you? ____ yrs
 

[   ] Hysterectomy (womb or uterus removed);
How old were you? ____ yrs


[   ] Both ovaries removed; 
How old were you?  ____ yrs

[   ] Radiation or chemotherapy; 
How old were you?  ____ yrs 

[    ] Strenuous exercise

[    ] Illness 
[    ] Pregnancy


[    ] Breast feeding



[   ] DK

[   ] Other, please specify ___________________________________

SECTION L-2:   BIRTH CONTROL AND FERTILITY MEDICATION

The next questions ask about your use of birth control and fertility medication.

1. 
Did you use birth control pills before 1975?

[   ] Yes 

[   ] No (  GO TO QUESTION 3  
       [    ] DK (  GO TO QUESTION 3
    
IF YES:

2.   For how many months or years in total did you use birth control pills prior to 1975? 

_______ months   OR     _______ yrs
3. 
Since (REF DATE), have you used birth control pills or other hormonal contraceptives such as implants or injections?

[   ] Yes 

[   ] No (  GO TO QUESTION 8
        [   ] DK(  GO TO QUESTION 8
IF YES:

4.  How old were you when you first used birth control pills or other hormonal contraceptives?

 


_________ yrs

       
5.  Are you currently taking birth control pills or other hormonal contraceptives?

      
    [   ] Yes (  GO TO QUESTION 7            [   ] No            [   ]   DK -> GO TO QUESTION 7
         

IF NO:

         

6.   How old were you when you last took birth control pills or other hormonal 

               
contraceptives?





________ yrs

     
7.  
Since (REF DATE), for how many months or years in total did you take birth control

  
pills or other hormonal contraceptives? 




_____  months   OR   ______  yrs

8.    Since (REF DATE), have you taken a drug for infertility to try to become   

      pregnant?  

[   ] Yes 

[   ] No (  GO TO SECTION L-3  
       [   ] DK (  GO TO SECTION L-3
 
IF YES:

9.    How old were you when you first took a drug for infertility to try to become pregnant?

       ______   yrs

 
10.  Are you currently taking a drug for infertility?

       
       [   ] Yes (  GO TO QUESTION 12            [   ]  No             [   ]  DK -> GO TO QUESTION 12
                  IF NO:

                  11.   How old were you when you last used a drug for infertility?  

 _________ yrs

   
12.  Since (REF DATE), how many cycles of an infertility drug have you taken?

_________ cycles
SECTION L-3:   HORMONE REPLACEMENT THERAPY

The next questions ask about your use of hormone replacement therapy.

1. 
Since (REF DATE) have you taken estrogen, progesterone or other female hormones for menopause, that is, prescription hormone replacement therapy or HRT? The preparation may be pills, injections or skin patches but do not include products inserted into the vagina.    
 
 [   ] Yes 
  [   ] No (  GO TO SECTION M-1
          [    ] DK (  GO TO SECTION M-1
  
IF YES:

  
2.   How old were you when you first used female hormones for menopause? 



______ yrs

  
3.  Were you still having periods when you first took female hormones for menopause?

[   ] Yes 

[   ] No 

[   ] DK

 
4.  Are you currently taking female hormones for menopause?

 
 [   ] Yes (  GO TO QUESTION 7
       [   ] No 
       [  ] DK ( GO TO QUESTION 7





     

IF NO:

     

5.  At what age did you stop taking female hormones for menopause?

  
_______  yrs

     

6.  Why did you stop taking the hormones?    _____________________________

7.   Since (REF DATE), for how many months or years have you taken female hormones for menopause? 

_________   months

OR

_________  yrs

 8.  What were the hormones you mainly used during that time?

[    ] Progesterone only

[    ] Estrogen only

[    ] Progesterone and estrogen

[    ] OTHER (SPECIFY )   __________________________________________

[    ] DK (SPECIFY BRAND NAME) _________________________________________
SECTION M-1:   LIFESTYLE - ALCOHOL 

Now I’m going to ask you some questions about consumption of alcohol.
1. 
Since (REF DATE), have you consumed alcohol (such as beer, wine or hard liquor, including mixed drinks) regularly, that is, at least once per week for six months or longer? 

  
[   ] Yes 
  [   ] No  (  GO TO SECTION M-2  
           [   ] DK(  GO TO SECTION M-2  

    
IF YES:

2.  
How old were you when you first started drinking alcohol at least once per week?  

______    years 

3.  
Are you currently drinking alcohol at least once per week?

[   ] Yes (  GO TO QUESTION 5.   

[   ] No  





          

IF NO:

          

4.  At what age did you stop drinking alcohol at least once per week?  

_________years

         5.  
Since (REF DATE), for how many years or months did you drink alcohol at least once per week? 

                _________ months
OR
_________ yrs

 6.  During this time, how many 12 oz. cans or bottles of beer did you usually have in a week?

_________
12 oz /375ml cans or bottles per week

 7.  During this time, how many medium glasses of wine or wine coolers did you usually have in a week?

_________ 
glasses per week

 8.  During this time, how many shots of liquor did you usually have in a week?


_________ 
shots per week 

ONLY ASK QUESTIONS 9-11 IF CURRENTLY DRINKING ALCOHOL (YES RESPONSE TO QUESTION 3)
Now I have a few questions about your current alcohol consumption.  That is, your usual alcohol consumption in typical week over the past 12 months.

9.
How many 12 oz. cans or bottles of beer do you have in a week?

_____ 12 oz /375ml cans or bottles per week

10.
How many medium glasses of wine or wine coolers do you have in a week?

_____glasses per week

 11. 
How many shots of liquor do you have in a week?


_________ 
shots per week 

SECTION M-2:  LIFESTYLE - SMOKING 

The following questions ask about cigarette smoking.
1. 
Since (REF DATE), have you smoked cigarettes regularly, that is at least one cigarette per day for 3 months or longer?

  
[   ] Yes 
[   ] No  (  GO TO SECTION N-1
          [   ] DK(  GO TO SECTION N-1


   
IF YES:

 
2. How old were you when you first started smoking cigarettes regularly? _____yrs 
 
3. Are you currently smoking cigarettes regularly?

    
[   ] Yes(  GO TO QUESTION 5. 
     [   ] No  
      [  ] DK -> GO TO QUESTION 5
      


IF NO:

      

4.  At what age did you stop smoking?     ____  yrs

5.  
Since (REF DATE), for how many years or months did you smoke at least one cigarette a day? 

_________   months
OR
_________   yrs

6.  
During this time, how many cigarettes did you usually smoke in a day? 

_________   cigs/day

ONLY ASK QUESTION 7 IF CURRENT SMOKER (YES RESPONSE TO QUESTION 3)
Now I would like to know about your current smoking.  That is, the usual number of cigarettes that you smoked in a day over the past 12 months. 

7.  How many cigarettes do you smoke in a day? _____ cigs/day
SECTION N-1:  UPDATE OF FAMILY HISTORY – NEW CANCERS AND VITAL STATUS
FOR PROBANDS: 

Now I’m going to read the names of the relatives you have told us about and I’d like you to tell me if they have been diagnosed with any cancers since our last contact with you, which was on (FUP DATE).  If any of them are no longer living, I would like to know that also.

READ NAMES OF ALL PERSONS IN RELATIVE TABLE WHO ARE ALIVE (VITAL STATUS=1) AND UPDATE AS PER PROBAND ANNUAL FUP.


 WHEN YOU GET TO THE AUNTS AND UNCLES ON THE FAMILY REPORT:

 I would like to fill in a little more information about the aunts and uncles you reported to us when you originally completed the Family History questionnaire.   According to our information, you have (NUMBER OF PATERNAL UNCLES*).  These are your father’s biologic brothers.  Is this number correct?   



_______yes                ______ no (if no, record new number)
 FOR EACH (PATERNAL UNCLE), REQUEST THE FOLLOWING AND RECORD ON THE FAMILY REPORT*
            FIRST NAME

            DATE OF BIRTH  (APPROXIMATE YEAR)

            DATE OF DEATH  (APPROXIMATE YEAR)
            NUMBER OF CHILDREN   (NUMBER OF DAUGHTERS/NUMBER OF SONS)

*REPEAT FOR PATERNAL AUNTS, MATERNAL UNCLES, MATERNAL AUNTS
PROBE FOR NEW CANCERS IN OTHER RELATIVES (NOT ON FAMILY REPORT) AND RECORD ON NEXT PAGE.
	Has (NAME) been diagnosed with cancer since our last contact on (MONTH/DAY/

YEAR)? 
	CIRCLE RELATION
AND SPECIFY IF OTHER
	Is she/he living or deceased? (CIRCLE ONE)
	IF DECEASED: What is her/his date of death? (MONTH/DAY/

YEAR)
	IF LIVING: What is her/his address and phone number?

IF DECEASED: What is the name, address, and phone number of the closest relative?
	IF YES TO CANCER:  What type of cancer did she/he have?
	IF YES TO CANCER:  How old was she/he when this cancer was first diagnosed? (IN YEARS)
	IF YES TO CANCER: What was the date when this cancer was first diagnosed? (MONTH/DAY/YEAR)

	
	Mother

Father

Sister

Brother

Daughter

Son
Other_______
	Living

Deceased
	
	
	
	
	

	
	Mother

Father

Sister

Brother

Daughter

Son
Other_______
	Living

Deceased
	
	
	
	
	

	
	Mother

Father

Sister

Brother

Daughter

Son
Other_______
	Living

Deceased
	
	
	
	
	


IF PROBAND REPORTS MOTHER, FATHER, SIBLING, OR CHILD DIAGNOSED WITH BREAST, OVARIAN OR CHILDHOOD CANCER, REQUEST PERMISSION TO CONTACT THE RELATIVE.
USE ADDITIONAL PAGE(S) AS NEEDED.

END:  Thank you very much for taking the time to complete this interview.    When we contact you next year,  the follow-up will once again be the very brief series of questions.  

FOR SUBJECTS WHO DO NOT RECEIVE TAPES IN THEIR CONTACT LETTER:   
Before we sign off, I want to remind you that we will be sending you a tape measure with instructions to take 2 measurements.   We will include a stamped envelope for you to mail us your measurements.  Thank you again.

 FOR SUBJECTS WHO DO RECEIVE TAPES BUT HAVE MISPLACED THEM:   
Before we sign off, I want to remind you that we will be sending you another tape measure with instructions to take the 2 measurements.   We will include a stamped envelope for you to mail us your measurements.  Thank you again.

Measure about 2.5 CM above your navel or belly button even if this is not your usual waistline





Measure at the widest spot








Breast Cancer Family Registry 10-year Follow-up Questionnaire – Long Form  

_1155112570

_1155112743

