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Female Follow-up Questionnaire
We would be grateful if you could answer the following questions about yourself and your health.  Please try to answer every question as completely as you can - your answers will be treated as strictly confidential and will only be used for medical research.  If you have any queries please contact :

Debra Frost
   (EMBRACE Research Assistant)

      (01223) 740617
Thank you for completing this questionnaire. 
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You may remember previously having taken part in this study and we would like to thank you for all that you have already done.  We are now contacting individuals in the study to update the information we have.  The information you provide will be used to study factors that may affect the risk of developing breast or ovarian cancer in women with a family history of these cancers.  

We are mainly requesting information from the period between when you completed the previous questionnaire and now.  The date entered on the front and throughout the questionnaire highlights when you completed the previous questionnaire.  Hopefully, this will ensure that your previous efforts are not duplicated.

As with all of the information you have provided in the past, information that you provide in this questionnaire with regard to you and your family, is strictly confidential and will only be used for medical research.

We would be grateful if you would take a moment to complete this questionnaire.  Most of the questions can be answered by ticking the box that corresponds to your answer.  For example, if you are currently pregnant you should answer as follows:


Please answer the questions as accurately and thoroughly as you can.  However, if you are unsure about your answer to any question or feel unable to answer for any reason, simply leave the question blank.

If you have any queries about this questionnaire or study, please contact the local co-ordinator or the research assistant Debra Frost, and we will be pleased to answer your questions.  Debra Frost can be contacted by ringing (01223) 740617 or by writing to:

Debra Frost
Centre for Cancer Genetic Epidemiology
Strangeways Research Laboratory

Worts Causeway

Cambridge

CB1 8RN

Thank you in advance for your help.

SECTION A:  PERSONAL INFORMATION

Please complete the following section to confirm and update your personal details. 

A1.
Today’s date

........../........../...........  (day/month/year)

A2.
Name:
.............................................................................................................................





First Name

Other Name(s)


Surname



A3.
Other Surnames (e.g. from previous marriages)  ...................................................................

A4.
NHS number:  (if you do not know your NHS number, you can obtain it by looking on your medical card or by calling your family doctor.)

	
	
	
	
	
	
	
	
	
	


A5.
Community Health Index (Scotland only, if known)  ...........................................................

A6.
We would like if possible to contact you again if we have any queries.  Are you happy to be recontacted about your responses?

Yes (

No (



If yes, when would you prefer to be contacted? (Fill in all that apply).

Daytime Tel No:
(.................) ..........................................................................


Evening Tel No:
(.................) ..........................................................................


Weekend Tel No:
(.................) ..........................................................................

A7.
If you have changed your address since you completed the last questionnaire in _________________, would you please add the details below:

Address: .…………………………………………………………………………………...

……………………………………………………………………………………………...

……………………………………………………..…………………………………….....

……………………………………………………………………Post Code …………….

A8.
If you have changed your GP, since you completed the last questionnaire in _________________, would you please add the details below:

GP’s Name: ………………………………………………………………………………....

GP’s Address: ………………………………………………………………………………

…………………………………………………………………………………………........

…………………………………………………………Post Code ........……........……......

A9.
What is your present marital status:



Single (    Married/living as married (    Separated (    Widowed (    Divorced (
A10.
What is your current weight? 


  ..............  stone  ..............  pounds 

A11.
What are your current measurements in inches:  ........... hips    .......... waist    ......... chest

A12.
Have you continued to smoke or have you taken up smoking (as much as one cigarette a day) since the time when you completed the last questionnaire?

Yes (

No ( 

If no, go to question A15

A13.
If you currently smoke, on average, how many cigarettes do you smoke a day?  



............ cigarettes per day

A14.
If you no longer smoke, what age did you stop?
................... years old

A15.
At present, how many alcoholic drinks do you have each week? (Put “0” if none)


Beer, cider or lager

...........  pints per week       

Put “0” if none


Wine



...........  glasses per week    

Put “0” if none


Sherry or fortified wine
...........  glasses per week    

Put “0” if none


Spirits (whisky, brandy,         
...........  glasses (singles) per week 
Put “0” if none

       liqueurs, etc  





                 
SECTION B: REPRODUCTIVE HISTORY

The following questions refer only to the period of time from completing the last lifestyle questionnaire in _________________ until now.

B1.
Have you had a menstrual period within the last 12 months?


Yes (

No (

If no, go to question B4

B2.
Would you describe the occurrence of your menstrual cycle now as always regular, usually regular or never regular?  By regular we mean that the start of your menstrual period is predictable within 5 days.  Ignore times when you have been pregnant, breast-feeding or taking birth control pills (oral contraceptives).  Please tick only one box.



My periods are:
always regular (
usually regular ( 
never regular (
B3.
On average, how many days are/were there between the start of one menstrual period and the start of the next?  Ignore times when you were pregnant, breastfeeding or taking birth control pills (oral contraceptives).



................ days (e.g. 28 days)

B4.
Have your periods stopped since completing the last lifestyle questionnaire? 


Yes (

No ( 

If no, go to question B7
B5.
At what age did your periods stop completely?

..................  years old 

B6.
What was the reason your periods stopped?   (Please tick one box only)



Natural Menopause (change of life)




(


Hysterectomy (removal of womb) and/or both ovaries removed 
(


X-Ray treatment (radiotherapy)




(


Took medication that stopped periods



(


Other (please specify)  ...............................................................................................

B7.
Have you seen a doctor because of fertility problems, such as trying to get pregnant or carrying a pregnancy since completing the last lifestyle questionnaire?




Yes (

No ( 



B8.
Have you taken medication to increase your chances of becoming pregnant since _________________?




Yes (

No ( 



If yes, please indicate the medication, the number of months you took this medication, the ages you started and stopped this medication and the numbers of treatments you received.



………………………………………………………………………………………………



………………………………………………………………………………………………

B9.
Since completing the last lifestyle questionnaire, has a doctor told you that you are infertile?




Yes (

No ( 



B10.
Since completing the last lifestyle questionnaire, have you had a tubal ligation (sterilisation)?




Yes (

....../......./.......

No ( 








day  month  year 
B11.
Since completing the last lifestyle questionnaire, have you been pregnant?  


Yes (

No ( 

If no, go to Section C


How many times have you been pregnant since completing the last questionnaire?  Please indicate the outcome of all pregnancies.

	Pregnancy outcome

	
	Age at start of pregnancy
	Live born (please indicate sex of each child)
	Still born
	Miscarriage
	Therapeutic abortion
	Multiple pregnancy
	Duration of pregnancy (in weeks)
	Months of breast feeding

	e.g.
	27
	Female
	
	
	
	
	40
	3

	1
	
	
	
	
	
	
	
	

	2
	
	
	
	
	
	
	
	

	3
	
	
	
	
	
	
	
	

	4
	
	
	
	
	
	
	
	

	5
	
	
	
	
	
	
	
	


B12.
If you are currently pregnant, when is your expected date of delivery?
....../......./.......













day  month  year

SECTION C:  SCREENING

The following questions refer only to the period of time from completing the last lifestyle questionnaire in _________________ until now.

C1.
Have you had any of the following forms of breast screening since completing the last lifestyle questionnaire?  Please write down the date and outcome of each screening test (i.e. whether the test was normal or required further investigation).




Yes (

No ( 

If no, please go to question C3
	Type of breast screening
	Date of screening
	Outcome (i.e. normal or required further investigation)

	e.g. Mammogram
	1)
	01/05/00
	Normal

	Mammogram

	1)
	
	

	
	2)
	
	

	Breast ultrasound

	1)
	
	

	
	2)
	
	

	MRI scan
	1)
	
	

	
	2)
	
	

	Clinical breast examination by a
	1)
	
	

	nurse or doctor
	2)
	
	


C2.
At which hospital was your last mammogram taken?


……………………………………………………………………………………………..
C3.
Have you had any of the following forms of ovarian screening since completing the last lifestyle questionnaire?  




Yes (

No ( 

If no, please go to question C4
	Type of ovarian screening
	Date of screening
	Outcome (i.e. normal or required further investigation)

	Abdominal ultrasound

	1)
	
	

	
	2)
	
	

	Vaginal ultrasound
	1)
	
	

	
	2)
	
	

	CA-125 blood test
	1)
	
	

	
	2)
	
	


C4.
Have you had any of the following screening tests since completing the last lifestyle questionnaire in _________________?  Please write down the date and outcome of each screening test (i.e. whether the test was normal or required further investigation).




Yes (

No ( 

If no, please go to question C5
	Type of screening
	Date of screening
	Outcome (i.e. normal or required further investigation)

	Chest x-ray (but not mammogram)
	1)
	
	

	
	2)
	
	

	Barium meal or stomach x-ray
	1)
	
	

	
	2)
	
	

	Abdominal x-ray
	1)
	
	

	
	2)
	
	

	Barium enema
	1)
	
	

	
	2)
	
	


C5.
Since completing the last lifestyle questionnaire, have you had any other screening tests not mentioned above (e.g. CT scan or MRI scan of brain)?  Please write down the type, location, date and outcome of each screening test.




Yes (

No ( 

If no, please go to Section D
	Other screening tests
	Type of test (e.g. MRI scan)
	Location (e.g. brain)
	Date of screening
	Outcome (i.e. normal or required further investigation)

	1)


	
	
	
	

	2)


	
	
	
	

	3)


	
	
	
	

	4)


	
	
	
	


SECTION D:  MEDICAL HISTORY
The following questions refer only to the period of time from completing the last lifestyle questionnaire in _________________ until now.

D1.
Have you taken birth control pills (oral contraceptives), had contraceptive injections or 

            implants for birth control since completing the last questionnaire?



Yes (

No ( 

If no, go to question D3
	From (month/year started)
	To

(month/year

stopped)
	Duration of contraceptive use

(in months)
	Form of medication

(e.g. pill, injection, implant) and name

	e.g. 7/81
	10/85
	---
	Ovranette (Pill)

	or        ---
	---
	e.g. 3 months
	Loestrin 20 (Pill)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


D2.
Are you currently using any birth control pills or hormone contraceptives 

           (e.g contraceptive injection or implant)?




Yes (

No ( 


D3.
Have you taken HRT (Hormone Replacement Therapy) since completing the last questionnaire?



Yes (

No (
 

If no, go to question D5

	From (month/year started)
	To

(month/year 

stopped)
	Duration of HRT use

(in months)


	HRT Name

	e.g. 11/85
	12/91
	---
	Prempak-C

	or        ---
	---
	e.g. 9 months
	Premarin

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


D4.
Are you currently taking HRT?




Yes (

No (


 

D5.
Have you taken Tamoxifen since completing the last lifestyle questionnaire in 

             _________________?




Yes (

No (
 

If no, go to question D7


Please write down the times when you took Tamoxifen.

From ……… (month/year started) to ……… (month/year stopped), or duration (months) .........

From ……… (month/year started) to ……… (month/year stopped), or duration (months) .........

D6.
Are you currently taking Tamoxifen?




Yes (

No ( 



D7.
Are you currently taking any other medications (other than the pill, HRT or tamoxifen) or have you taken any long term medications since completing the last questionnaire?




Yes (

No ( 





If yes, please list:
…………………………………………………………………….






………………………………………………………………….....

D8.
Have you been diagnosed with cancer since you completed the last questionnaire?




Yes (

No ( 


	Date of diagnosis
	Site of Cancer
	Hospital Where Treated

	
	
	

	
	
	


D9.
Have you received radiotherapy or chemotherapy since you completed the last questionnaire?




Yes (

No ( 



	Radiotherapy (R) or Chemotherapy (C)
	Dates of Treatment
	Hospital Where Treated

	
	
	

	
	
	


D10.
Have you been diagnosed with benign breast disease (BBD), breast lumps or breast cysts since completing the last questionnaire in _________________?




Yes (

If yes, which breast problem(s)?.........................................................



No  ( 
If no, go to question D12
D11.
At what age(s) were you diagnosed with this condition?
......................  years old

D12.
Have you had any of the following breast operations since completing the last questionnaire?



Yes (

No ( 

If yes, please fill in the grid below.
	Type of operation
	
	Which side?
	Date
	Reason for operation
	Name of hospital

	e.g.  Mastectomy
	
	Right
	20/05/00
	Family history
	Addenbrooke’s Hospital, Cambridge

	Biopsy (removal

of a small piece
	1)
	
	
	
	

	of breast tissue)
	2)
	
	
	
	

	Lumpectomy (breast lump removed)
	1)
	
	
	
	

	
	2)
	
	
	
	

	Mastectomy (one breast removed)
	1)
	
	
	
	

	
	2)
	
	
	
	

	Bilateral mastectomy
	
	Right & Left
	
	
	

	Other breast operation e.g. reduction, implant
	1)
	
	
	
	

	or augmentation


	2)
	
	
	
	


D13.
If you have had a mastectomy, please specify which type from the list below.

a) full mastectomy 






( 

b) reconstruction with nipple preservation 



( 

c) reconstruction without nipple preservation 


( 
d) other 







( 
If other, please specify: ……………………………………………………………………..

……………………………………………………………………………………………….

D14.
Have you had an operation to remove either your ovaries (oophorectomy) or your womb (hysterectomy) since completing the last questionnaire in _________________?




Yes (

No ( 

If no, go to question D15


Please fill in the table for each operation you have had.

	Type of operation
	Date
	Reason for operation
	Name of hospital

	e.g. Oophorectomy: both ovaries removed
	02/05/99
	Family history of ovarian cancer
	Addenbrooke’s Hospital, Cambridge

	Oophorectomy: left ovary removed
	
	
	

	Oophorectomy: right ovary removed
	
	
	

	Oophorectomy: ovary removed, side unknown
	
	
	

	Oophorectomy: both ovaries removed
	
	
	

	Hysterectomy: with no ovaries removed
	
	
	

	Hysterectomy: with one ovary removed
	
	
	

	Hysterectomy: with both ovaries removed
	
	
	


D15.
Have you had any other operations, surgical procedures, serious medical problems, illnesses, accidents or injuries since completing the last questionnaire?




Yes (

No ( 

If no, go to question D16


Please fill in the table below for each operation you have had.

	Type of operation
	Date
	Reason for operation
	Name of hospital

	e.g. Hysteroscopy
	04/02/99
	Painful periods
	Addenbrooke’s Hospital, Cambridge

	
	
	
	

	
	
	
	

	
	
	
	


D16.
Have any of your bloodline relatives developed cancer since you completed the last questionnaire in ________________?  May we remind you that this information is strictly confidential and will only be used for medical research.




Yes (

No ( 

If no, go to question D17


If yes, please give details below.
	Relationship to you (also specify whether maternal or paternal)
	Name (including maiden name)
	Date

of

birth
	Alive

(yes

or no)
	Date

of

Death
	Site of

Cancer
	Date of diagnosis

(or age)

	e.g. Maternal grandmother


	Mary Green 

(nee Smith)
	23/05/21
	No
	27/07/98
	Lung
	09/03/97

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


D17.
Please use the space below to inform us of anything that you feel would be relevant for our records since you completed the last questionnaire.

………………………………………………………………………………………………

………………………………………………………………………………………………

……………………………………………………………………………………………....

………………………………………………………………………………………………

………………………………………………………………………………………………

You have now completed this questionnaire.  Please take a moment just to check and see if you have missed any questions.  Please try to answer all the questions that apply to you.

Thank you very much for your help.

Please return your completed questionnaire in the envelope provided.

        -year follow-up





Please return the questionnaire


and reply slip in the enclosed


freepost envelope.








CANCER FAMILY


STUDY GROUP





FAMILIAL


CANCER


STUDY





Are you currently pregnant ?





Yes	(		No	(








