


Directions For Completing This Survey

+»» Survey 2004 may take about 30 to 40 minutes to answer.

«» We appreciate you completing the survey. However, if you prefer not to answer a
question, write 'Decline’ beside it.

+»+ Please use a pencil or a ballpoint pen. Do not use a felt pen.
« Shade in the bubbles completely, like this: @

++ Write numbers in boxes like this: | 2 | 1 \ %

+* If you make an error, put an X through the incorrect bub

++ A tape measure is enclosed to take your body me

nts on pa d 17. Please
report your measurements in feet, inches and p he numbers@e changed to
metric units at the study centre.

+ Please leave the booklet stapled togetv ages will @xted at the study centre.

+» Please take a moment before youdgturn the que to complete the last 2 pages in the
survey which ask for importaf on on ho eep in touch with you. We may need to
contact you over the next fe nth® to clarify,som&yjnformation.

0

| ask yo ate the information about your health

jomed , and will bejindicated by the picture to the
ease refe{ e you Jom%study printed on the cover

ask fo forrﬁatlon about your health
e, 'ud will be indicated by the picture
jnformation may be hard to recall, but

r a question? Please feel free to contact us:
er from anywhere in Canada: 1.877.919.9292

e Email us at: tomorrow@cancerboard.ab.ca

We are interested in your feedback about the questionnaire and will use it to improve
The Tomorrow Project for other participants.
Jot down your thoughts and suggestions on the back cover of this booklet.




The first section asks for information about your general health.

First, think about the time since you joined the study. (Refer to the date on the cover of this survey.)

Since you joined the study, has a doctor told you that you have cancer?
(Do not include skin cancer unless it was melanoma.)

O Yes
ONo——>GotoPHS 3

PHS 2  What type of cancer? @

When was the cancer first diagnosed? Approxm &I L
Y Y

Where was the cancer diagnosed? (P, %@untw) @

following conditions? )

4 Since you joined the study, has a doctor told

(If you are not sure if you told us about t ond| ey, mark the information again.)
o , Yes No
PHS 3  High blood pressure 0O Diabetes (not e
PHS 4 Angina (chest painsgro e pregnarlmcy-related)
a heart problem) Xd Polyps in your colon or O O
rectum
PHS 5 High cholesterol &l . .
in your blood PHS 12 Icerative colitis O O
PHS6  Heart atta m ohn's Disease O O
PHS 7 Stroke Hepatitis O O
PHS 8 HS’15 Cirrhosis of your liver O O
PHS 9 ronj bronchltls ©)
N\ )
*“’“ “ Next, thin’ab®yt your entire lifefjfe.
( 0 g \
During your lifetime, has a dog Id you that you have any of the following conditions?
Yes No Yes No
PHS 16  Thyroid problems O O PHS 19 Depression O O
PHS 17  Arthritis © O PHS 20  High blood sugar (not o O
PHS 18 Osteoporosis (thinning O O pregnancy-related)
bones) If you are diabetic,
L answer 'Yes'. )

CHECKPOINT: Did you choose either 'Yes' or 'No’ for all the questions above?
(Choosing 'No', shows us that you haven't missed answering the question.)
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\\O\Mou‘ “‘e\&\“”
'}%Xk Continue to think about your entire lifetime.

PHS 21

PHS 22

PHS 23

Has a doctor ever told you that you have diabetes? (Do not include pregnancy-related
diabetes that went away after the pregnancy ended.)

O Yes

ONo —— Go to Section B, page 5
O Don't know (Please explain)

\
How old were you when your diabetes was first diagnose? Years of age
Were you put on insulin injections as soon as yo &&s was di&sed?
O Yes é C)
O~ @

— Go to Section B, page 5

O Don't know (Please explain)

O Diet

PHS 24  How do you currently contro Mabetes? e L that apply)
D lin pump

O Physical activity ’ er (Plegs cify)
O Pills or tablets K OThno Ion@a diabetes

O Insulin inject
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Questions in this section ask how you feel about the
risk of developing cancer and diabetes.

If you have ever been diagnosed with cancer, other than skin cancer, go to RPS 4.

RPS 1 Compared to other people your age, what do you think are your chances of being
diagnosed with cancer during your lifetime? (Do not include skin cancer, other than
melanoma.)

©) ©) ©)
1 2 3
| am at much less %t much higher
risk than others \ k than others
RPS 2 On a scale from 0% to 100%, what percentage@&le your ag@ eneral population do

you think will be diagnosed with cancer in their

" ® .

RPS 3 On a scale from 0% to 100%, on wh eans yo |II not be diagnosed with cancer
and 100 means you definitely il be djpagnosedgng , what would you estimate to be your
chance of being dlagnos d cer in yo

If you have ev *agnosed etes (not 'ng pregnancy-related diabetes),
t® Section

RPS 4 omeo other age 0 you think are your chances of being diagnosed with
be S durlng y me’?

©) O

1 5
| am at much less | am at much higher
risk than others risk than others
0

RPS 5 On a scale from 0%
you think will be di

hat percentage of people your age in the general population do
d W|th diabetes in their lifetime?

%

RPS 6 On a scale from 0% to 100%, on which 0 means you definitely will not be diagnosed with
diabetes and 100 means you definitely will be diagnosed with diabetes, what would you
estimate to be your chance of being diagnosed with diabetes in your lifetime?

%

S S R
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CSS 1

CSS 2

CSS 3

CSS 4

This section updates information about screening tests you may
have had since you joined the study. Refer to the date on the
cover of this survey. If you are not sure if you told us about the
tests in the last survey, please enter the information again.

Since you joined the study, have you had a blood stool test?

A blood stool test is collected at home, not at a doctor's office, to look for hidden blood in your stool. You
have a bowel movement and use a small stick to smear a sample on a special card. You usually collect
samples three days in a row.

OYes » In what year did you have your last blogg stool test? ., ., |
O No » Goto CSS 3 8§ Y Y Y Y

O Don'tknow — Go to CSS 3 @
Why did you have the last blood stool test? (CI‘@SL that ap \

O Family history of colon or rectal cance igns and s of a possible problem

O Part of regular checkup/routine scree O FoIIovsf vious problem

O Age v O Oth speC|fy)

Since you jomed{\%ave yo igmoidoscopy?

A sigmoidosco n exam in Wh r inserts a e tube into the rectum and lower part of the
colon (Iower oo I look for sj s cancer or oth s. The procedure may be done in a doctor's
office or cli s not u ire sedatio

Ye at ye QJ have your last sigmoidoscopy? , |, | | |
oto C& vy vy
O Don't k e—) Go t@&SS 5

%mdoscopy? (Choose ALL that apply)

r rectal cancer O Signs or symptoms of a possible problem

Why did you have the

O Family history o
O Part of regular checkup/routine screening O Follow-up of previous problem
O Age O Other (Please specify)

24287
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CSS 5

CSS 6

CSS7

Since you joined the study, have you had a colonoscopy?

A colonoscopy is similar to a sigmoidoscopy but a longer tube is used to examine the entire colon. A
colonoscopy is done in a clinic or hospital. Before the procedure is done, you are usually given medication
through a needle in your arm to make you sleepy.

O Yes In what year did you have your last colonoscopy? [ | | |
O No Go to CSS 7 Y oY vy

O Don'tknow —— Goto CSS 7
N %
ly)

Why did you have the last colonoscopy? (Choose A@J
S

O Family history of colon or rectal cancer OS symptomﬁpossible problem
O Part of regular checkup/routine screening ow-up of prgvio oblem

O Age \0 ther (Elea® y)
Recently, individuals hav%&le to pay 6 irthel colonoscopy” at private clinics in

AN
(4
AN
(4

Alberta and elsewhere.

A "virtual colonoscopy" i can of the col® that allows a radiologist to view the inner surface
of the colon without haj rt a cologo tube.
Have you ever "virtual col r@y"? ®
O Yes, in @ a %t ear? ! ’
Y
L 4

Ye Oin Albert haty In what province or country?
Y Y Y Y
| have n ne

, GO TO SECTION E, PAGE 9
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PSA 2

PSA 3

This section is about a cancer screening test for men.
If you are FEMALE, go to Section E, page 9.

Since you joined the study, have you had a Prostate Specific Antigen (PSA) test?

A PSA test is a specific blood test ordered by a doctor to test men for prostate cancer.

OYes ————— Inwhatyeardid you have your last PSAtest? =

ONo ———) Go to Section E, page 9 \%Y Y Y Y

O Don't know — Go to Section E, page 9 @
Why did you have the last PSA test? (Choose @&apply) C}
f a possible problem

O Family history of prostate cancer Q igns or sy
O Part of regular checkup/routine s M Follow-y ious problem
O Age ?“ O Oth se pecify)

the PSA blgod teS§ did your doctor first feel your prostate
our rectugg I8 check for prostate enlargement?

Before sending you to g &b

\

by inserting a gloves fi
O Yes K
O No

O Don't kr\Q

24287
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This section asks about your exposure to the sun and other
sources of ultraviolet (UV) light, such as tanning beds.

For these questions:
A sunburn is any reddening or discomfort of your skin that lasts longer than 12 hours after exposure to
the sun or other UV sources, such as tanning beds or sunlamps.
A blistering sunburn means that fluid-filled bubbles form after exposure to the sun or UV light. This does
not include times that your skin just peeled after sun exposure.

SPS 1

SPS 2

SPS 3

After several months of not being in the sun, if you went out in the sun for an hour on a warm
sunny day without sunscreen, a hat, or protective clothing, w f these things would happen
to your skin? (If you do not go out in the sun, make your b&t of what would happen if
you did.)

O Get a severe sunburn with blisters x darker without sunburn
O Have a severe sunburn for a few days with peel& Nothlng uld happen
O Burn mildly with some or no tanning

If you were out in the sun for a long t| edly (s, ry day for two weeks)
without sunscreen, a hat, or protec what wi en to your skin?

O Very dark and deeply tann nly freckled or not tanned at all

O Moderately tanned Q& O Repeated sunburns

O Mildly tanned

What is the natur our eye %

O Blue O Dark Brown
O Green rown O@ Other colour (Please specify)

‘“mgm ow t bout y Ilfe Qﬁ be difficult to recall some of the information,
se ma t gues

SPS 4

SPS 5

SPS 6

During e did yo%ve a blistering sunburn?
O Yes Ab

out how many blistering sunburns Blistering
ONo — have you had in your life? sunburns

O Don't know— to*SPS 7

How old were you the first time you got a blistering sunburn? Years of age

How old were you the last time you got a blistering sunburn? Years of age

Page 9



Next are some questions about your sun exposure in the past 12 months.

SPS7 In the past 12 months, have you used a sunlamp or tanning bed or booth to get a tan from
artificial light?
O Yes —— How many times? Times (Count each time you used a sunlamp,
bed, or booth)

O No

Think about times that you have been out in the sun in the past 12 months (working outdoors,
taking part in recreational activities during the summer months or at high gljitudes in the winter
months, holidays at beaches or resorts, etc.). \

When you were in the sun for 30 minutes or more, in the past , how often did you:

Always Of& etimes @y Never
SPS8  Seek shade? o @ o 0 o
SPS 9 Wear a hat that shades your o) . e e
face, ears, and neck? \
SPS 10 Wear long pants or a long @) O
skirt specifically to protect \ K

yourself from the sun?

SPS 11 Use sunscreen on your fa8g? O O O
SPS 12 Use sunscreen on me e e 0)
your body?
SPS 13 Inthe past 1 |f you u creen on ace, what Sun Protection Factor
(SPF) ha IIy used
Ol h d sunscr Q SPF O Don't know
t an SPF@ ore than SPF 25
SPS14 Inthep hs if yo%u screen on the rest of your body, what Sun Protection
O SPF 15t0 25 O Don't know

O Less than SPF

Factor have you usugll
O | haven't uséd sunscr
on my body
O More than SPF 25

SPS 15 In the past 12 months, if you used sunscreen, how often did you usually reapply it?

O I haven't used sunscreen O Every four hours
O Every hour O | don't usually reapply sunscreen after | put it on
O Every two hours O Other (Please specify)
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This section updates information about cigarette smoking,
and other types of tobacco use.

w“’““ k First, think about your entire lifetime.

TOB 1

TOB 2

TOB 3

TOB 4

TOB 6

TOB 7

TOB 8

Have you smoked at least 100 cigarettes in your life? (About 4-5 packs in total)
O Yes

ONO ———— Goto TOB5
O Don't know —— Goto TOB 5

(More than 25 cigarettes per day)

O Yes @
O No ——)GotoTOBS K\

Have you ever smoked more than one pack of cigarettes %r %or one or more years?

O Don't know —— Go to TOB 5
For how many total years in your life d|d @nore tha ' rettes per day?
Years
During the years that you smdggd moRe than per day, on average, how many
cigarettes did you usually s r day? (Y ess)
Clgarettes
Now, think about Qsmce yo he study. Refer to the date on the cover of the survey.

Since you e study, u smoke ci ily for one month or more?
(At Ieast 0 e ever foP? 30 days in
*

OB 8

't know oto TOB
Since e study, many months did you smoke daily? (Do not include any
months dur WhICh you mgy Wave quit.)

Months

Since you joined t tudy, how many cigarettes did you usually smoke while you were
smoking daily?

Cigarettes per day

At the present time, do you smoke cigarettes daily, occasionally, or not at all?
O Daily (At least one cigarette every day for the past 30 days)

O Occasionally (At least one cigarette in the past 30 days, but not every day)
O Not at all (No cigarettes at all in the past 30 days)
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The following chart asks about your lifetime use of tobacco products other than cigarettes.

%fkk Please complete the row of answers for each type of tobacco listed below that you smoked at least
once per week for six months or more.

Did you ever smoke = How many years How many did How often do you
Type of . . . .
Tobacco this product at least  did you smoke this you smoke per currently smoke this
P once per week for 6 product at least week in total? product? *
roduct months or more? once per week?
OYes —>» Dail
T(.)B 9 Years Cigarillos © Daily
Cigarillo 0O No— Go to TOB 10 O Occasionally
¢ 8§ Not at all
TOB10 OYes ———» [
e Years . \ O Daily
9 O No—Go to TOB 11 Occasionally

TOB11 OYes — —>» N —
Occasionally

Pipe 5 No_ Goto TOB 12 \
) Y\ O\ O Not at all

*Daily: At least one cigarillo, cigar or pipe@) y for g€ days
*Occasionally: At least one cigarillo g reme in the P30 days, but not every day
*Not at all: No cigarillos, cigars or pi in tMe past 30,days¥

.

boW¥§ sjai obac@ ing tobacco and snuff) you used on a daily basis

e, did&&use spit tot@gaily for at least one year?
L 2
o0 Jection @ pasg 13
to Sectioff G\gage 13

TOB 13 For ho ny did you e form of spit tobacco daily?
(Do notinc any period g which you may have quit.)

u(“(s\\me )
w9 The last questions ar;
fk’k during your entire lif&ti

TOB 12 Durin@Qti
t know

S|
No

Years

TOB 14  During the time you uSed spit tobacco daily, how many dips or chews did you usually use
per day?

O 1 to 5 dips or chews per day
O 6 to 10 dips or chews per day
O More than 10 dips or chews per day
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This section asks about drinks of alcoholic beverages. Drinking

alcohol has been linked to various types of chronic diseases, including cancer.
Some research suggests alcohol is a risk factor, while other research

suggests alcohol may protect against certain diseases. The questions below may be
sensitive for some people, but your honest answers are appreciated.

In the following questions, the word "drink" includes store-bought and homemade alcohol and refers

to:
One 12-ounce bottle or can of beer, ale or lager or one glass of draft
One 5-ounce glass of wine or sherry or one full wine cooler
- One drink or cocktail with 1.5 ounces of hard liquor or spirits (e.g. gin, vodka, scotch, rum,
brandy, liqueurs etc.)
"On one day" means during one 24-hour period. \ %
%fx“gkk Think about drinking alcohol throughout your lifetime. \@
ALC 1 Have you ever had a drink of wine, beer, liquor ing contaigi ohol even once?
(Do not include small sips or alcohol used for r&ifiolls purposes.
tion

O Yes . @
O No, | never drank alcohol x C B
ALC 2 Not counting small sips, how wr ou when o@d king alcohol?

Years of age Q
ALC 3 Since you started dgink @ ol, for h any total years have you had at least one
drink? (Do not inclysi&aNwscirs duri you did not drink any alcohol.)

Ye

Now think about QQcohol in t@&ﬁ months. O
¢
rrently d@ol? (AK‘ € drink in the past 12 months)
agev15s

ALC 4 0 yo

O No to Secti

ALC 5 In the past 1 onths, hgwRft8n did you usually drink alcohol of any type?

O Less than once a O Once a week O Everyday
O Once a month O 2 to 3 times a week
O 2 to 3 times a mon O 4 to 6 times a week
ALC 6 In the past 12 months, how many drinks did you usually have on each day that you drank?
O 1 or 2 drinks O 7 or 8 drinks O More than 12 drinks
O 3 or 4 drinks O 9 or 10 drinks — If more than 12, Drinks
O 5 or 6 drinks O 11 or 12 drinks how many?
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The following chart asks about different kinds of alcohol you drank in the past 12 months.
Please complete the answers for each type of alcohol.

Type of Alcohol

How often did you usually
drink this type of alcohol in
the past 12 months?

How many drinks did you usually have
each day when you drank this type of
alcohol in the past 12 months?

ALC 7 Beer: 12 ounce can
or bottle

O Never — Goto ALC 8
O Less than once a month
O Once a month

O 2 to 3 times a month

O Once a week

O 2 to 3 times a week

O 4 to 6 times a week K
O Every day

ALC 8 Wine: 5 ounce glass of
wine or 1 full wine cooler

ALC 9 Hard liquor: QU

drink on its o @ n

drinks O

O Less than once a month O 2 to 3 times a month

ALC 10 Inthe past 12 mon
on one day?
O Never
ALC 11
on one day?
O Never

O Less than once a month O 2 to 3 times a month

\ very da

O Never — G

O Less than onc

O Once a
me month

%lmes a week 2

to 6 times a

O 1to 2 beers
O 3to 4 beers
O 5 to 6 beers

%7 %ers
9to eers

0 12 beers

asses or coolers

& glasses or coolers
7 to 8 glasses or coolers

O 9 to 10 glasses or coolers
O 11 to 12 glasses or coolers

O More than 12 glasses or coolers

) If more than 12,
how many?

@) times 2week
times a week

ery day

O 1 to 2 drinks
O 3 to 4 drinks
O 5 to 6 drinks
O 7 to 8 drinks
O 9 to 10 drinks
O 11 to 12 drinks

O More than 12 drinks

If more than 12,
) how many?

ow often have you had 8 or more alcoholic beverages of any type

O Once a month

O Once a month

Page 14

O Once a week
O More than once a week

In the past 12 months, how often have you had 5 or more alcoholic beverages of any type

O Once a week
O More than once a week




This section asks questions about your sleep in the past 4 weeks and
about shift work during your adult life.

SLP 1 On the average, how many hours did you sleep each night during the past 4 weeks?
(Record to the nearest hour)

Hours per night

ot Think about any paid night shift work you have done during your entire lifetime.
k Night work means at least 7 to 8 hours of work between the h of 7 PM and 9 AM.

SLP 2 During your entire life, have you ever worked 3 or mo %ts per month?

S ¢

O No —— Go to Section |, page 16
that incl

SLP 3 For how many years in total did you wor
evening, rotating with nights in the sa

O Did not work rotating shifts O 1

during the day or

O Less than one year O 21

O 1to 5 years MtoSOy

O 6 to 10 years Q More than 3

O 11 to 15 years g more than 30 years, how many? Years
SLP 4 For how many y r totaI didy stralght ni ts that is, work that did

not rotate wit r evening

O Did not tra®@ght nig & to 20 ye S

year O 21t e
years
10 year re than 30 years
O 11 to& v If more than 30 years, how many? Years
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In this part of the survey, please update the measurements of your
height, weight, abdomen, and buttocks.

Measurements should be made in a single session at least two hours after a meal, preferably
with the help of another adult.

Weigh or measure yourself twice. Use the tape measure provided. The tape is divided in 1/8"
sections.

Height
1. Remove your shoes.
2. Stand straight with your back and heels against a wall.
3. Lay a book flat on top of your head and make a mark on the wall.

4. Measure twice. The two measurements should be within a quarter-inch inch) of each other.
If not, take a third measurement and record the closest two mea@ents.

5. Record your height in feet and inches. \

Examples: 54" Feet Inches OR 6 @K[II F@) Inches

Measurement
Second
BDY2 " Measurement eet Inches
\J . . . .
If you are currently more than regnan e given birth in the past six
t thre ements. We will follow up with you

months, please do not compigie
in the future. g
PLEASE SHA UBBLE LIES :@@
t

Ol ly more t eeks pregn
OI@S an 6 stpart . — Go to WGT 1, page 18
eight
1. Use a scale if p)&lf%@ﬁ your cu eight. Adjust your scale to zero.
g

2. Remove your soeSyand wear light ¢lo

3. Weigh yourself twice. ®he two wei ould be within one pound of each other.
If not, weigh yourself a third tigga cord the closest two weights.

4. Record your weight in poun

First
BDY
3 Measurement Pounds

BDY 4 Second

Measurement Pounds

24287
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Abdomen and Buttocks

Take the next measurements either with your clothes off or in close fitting underwear.

1. Stand up straight in front of a mirror to position the measuring tape correctly.

2. Pull the tape measure so that it is snug and does not slide, but do not indent the skin.

3. Ensure that the tape is horizontal all the way around the body.

4. Measure twice. The two measurements should agree to within a quarter-inch (2/8 inch) of each other.
If they do not, take a third measurement and record the closest two measurements.

5. Record the measurements in inches.

Abdomen

Measure one inch above your navel or "belly button", EVEN IF THIS IS NOT YOUR USUAL WAISTLINE.
See the diagrams below that show the correct measurement Iocation\ %

e

Measure
one inch
above the

/ above the Q

navel even ¢ navel even

" if this is not \ / if this is not
your usual ‘? O your usual
waistline K waistline

Firse Q
BDY 5 Mng Inches
S&co |
surement&
QO 2 Q.5
Slide the@ re up andfd ntil yoy Mg

one inch

BDY 6

e Ia?gest spot between your waist and thighs.

See the qagramgis below thaf{s the corggt megsurement location.

Male Female -
eas\re Measure
the
largest ¢ largest
spot spot
BDY 7 First Inches
Measurement
BDY 8 Second Inches
Measurement 24287
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\(e\

\
v
“\mu‘i“ ) k

WGT 1

WGT 2

WGT 3

WGT 4

WGT 5

WGT 6

WGT 7

WGT 8

WGT 9

WGT 10

Recent research has focused on connections between
people's lifetime weight pattern and their health.

Some of the information may be hard to recall, but please make your best guess.

How tall were you when you were 18 years old? Feet Inches
(Round to the nearest inch)

How much did you weigh when you were 18 years old? Pounds

count any times you were pregnant, nursing, or during the\x s after a pregnancy.)

Pounds (If you never weighed more than@% enter your weight at 18.)

How old were you when you first weighed this amoNgt? x
t

Years of age (If you never weighed @than you d|@

What is the least you ever weighed gin c re 18 ye @

Pounds (If you never wei ss than t , enter your weight at 18.)

How old were you when you fj |ghed thi

Years ofa i: u fever weig@ed | than you did at 18, enter 18 years.)
About how many # | you '6 18 did you purposely lose 20 pounds or more and

What is the most you ever weighed since you were 18 years %Lyeu are a woman, do not

nter 18 years.)

then later gain alft welght bac

esdEnter 0 |K ver lost a ed 20 pounds or more.)
en ain weig on yo ¥ do9ou mainly tend to add the weight?
Chodge ONE)
OPon't gain w O Around the hips, thighs and buttocks

©) Arou and sho O Equally all over
©) Around th@yvaist/stomac O Other (Please specify)

How would you des, If now?
O Overweight O About the right weight
O Underweight O Don't Know

During your lifetime, have you taken prescription medication that you think caused you to
gain a lot of weight?

O Yes

O No———) Go to WGT 12

O Don't Know—— Go to WGT 12
24287
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WGT 11

WGT 12

WGT 13

What type of prescription medication did you take that caused the weight gain? (Choose ALL that
apply)
O Antidepressants or antipsychotics (e.g. Elavil, Prozac, Paxil, Zoloft, Lithium, Clozaril, Zyprexa, Risperdal, etc.)

O Anticonvulsant (anti-epilepsy) medication (e.g. Tegretol, Depakene, etc.)

O Diabetes treatment drugs

O Hormone replacement therapy, birth control pills or other female hormones
O Steroids (e.g. Prednisone, etc.)

O Thyroid medication

O High blood pressure medication (e.g. Inderal, Lopresor, etc.) \

O Cancer related drugs (e.g. Tamoxifen, etc.)

O Other (Please specify)

Now think about the time since you joined the @&efer to thfj\ the cover of this survey.

Since you joined the study, did you t elght’? * @
O Yes \

O No—— Go to Section K, p O

How did you try to Iose ose AL apply)

O Ate less fat
O Ate less ca rates

O Ate smaller amount
O Ate foods with Io $

O Exercis rtin s &
O InC Iy phySIC evel . walki ore, took the stairs, etc.)

Ski meals ¢
diet" foo d rducts &
O Used i formula

O FolloWwe specific diet p .g. Atkins, Zone, South Beach or Pritkin, etc.)
Please s
O Joined a weight lo (e.g. Weight Watchers, Jenny Craig, TOPS or Overeaters Anonymous, etc.)
(Ple C|fy)

O Took diet pills presibed by a doctor
O Took other pills, medicines, herbs or supplements not needing a prescription

O Took laxatives or threw up on purpose
O Other (Please specify)

24287
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Your health plays an important role in your overall quality of life. There
are many areas of research that examine links between quality of life and
the development of chronic diseases, including cancer.

QOL 1 In general, would you say your health is:
O Excellent O Good O Poor
O Very good O Fair

For how long (if at all) has your health limited you in each of the following activities?

(Mark one circle on each line) ' %
Limited for imitéd for ..
more tha %onths Not It"z;ted
3 montl\ or les a

QOL 2  The kinds or amounts of vigorous activities \

you can do, like lifting heavy objects,
running or participating in strenuous s Q o @

QOL 3  The kinds or amounts of moderate \ ®)
activities you can do, like moving a .
carrying groceries or bowling K

QOL 4  Walking uphill or cIimbin%&ts of

@) @)
stairs

QOL 5  Bending, lifting or stoo

&o 0 0
QOL6  Walking one blo O O
QOL 7 Eating, dre thing, or & oilet ® O @)
QOL 8 How ily pain ha ad du 4 weeks?
q O Severe
leld @ erat O Very severe

QOL 9 Does your hdglth keep you fgorg working at a job, doing work around the house or going
to school?

O Yes, for more tha th
O Yes, for 3 montH§or \ss
O No

QOL 10 Have you been unable to do certain kinds or amounts of work, housework or schoolwork
because of your health?

O Yes, for more than 3 months
O Yes, for 3 months or less
O No
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For each of the following questions, please mark the circle for the one answer that comes closest to
the way you have been feeling during the past month. (Mark one circle on each line)

All of Most A Good Some of ALittle None
the of the Bit of the of the of the
Time Time the Time Time Time

QOL 11 How much of the time, during the past O O O O O O
month, has your health limited your social
activities (like visiting with friends or close

relatives)? '

QOL 12 How much of the time, during the past ©) ©) ©) O ©) ©)
month, have you been a very nervous
(anxious) person? K

QOL 13  During the past month, how much of the O @O O c’}ﬁ O O
time have you felt calm and peaceful? Q @
<
QOL 14 How much of the time, during the \ O ©) ©) ©)
month, have you felt downhearted
blue? K

QOL 15 During the past month, u f ©) ®) ©) ©) ©) ©)
the time have you been ;%
person?
*
QOL 16 How often, during \&nth, ha@ 0 0 0 0 e
you felt so down % mps that N
could cheer v ? K @

Please ma e@th best whet h opthe following statements is true or false for you.
(Mark onefcircle §n each line) &
O Definitely Mostly Don't Mostly Definitely
True

True Know False False

QOL 17 | am somewhat ill O ©) ©) ©) ©)
QOL 18 | am as healthy as b&dy | know @) O O ©) ©)
QOL 19 My health is excellent O O O O O
O O O O O

QOL 20 I have been feeling bad lately
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The next few questions ask how you usually take medication.

QOL 21 When a doctor gives you a prescription for medication with instructions to take it for 1 to 2 weeks,
for example antibiotics for a minor infection, which of the following best describes you?

O | always finish the whole prescription

O | usually finish the whole prescription
O | take the prescription until | feel better and then stop

O | rarely fill the prescription

O Other \ %

QOL 22 When a doctor prescribes a daily medication that you @ke for a long time, for example,
for high blood pressure, which of the following best &gscris@s you?

O | take the medication every day @ C)

O | miss less than once a week

Q™ &
O | miss about once a week v\ \

O I miss 2 to 3 times a week
O | miss more than | take x
O | have never been on | dication

O Other

*

QOL 23 People may decid @ non-pre %' roducts on a daily basis to improve their health,
not because a has recom ediit. Examplgf iglude vitamins, herbs, diet
supplemen sp .WhichﬂO following b es you?

O | hav ecided to n-presgriptio uct daily
ake roduct ev *
isglless than

O | miss more than | take
O Other

MEN, GO TO SECTION M, PAGE 30 ]
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This section is for WOMEN only. MEN, please go to Section M, page 30.

The section starts with questions about changes in your reproductive health
since you joined the study and continues with questions about menopause
and the use of female hormones during your lifetime. If you are not sure if you
already reported the information to us on the last survey, please enter it again.

J

Since you joined the study, did you have a Pap smear test?
O Yes ————» In what year did you have your last Pap test?

O No a % Y v
O Don't know
WRH 2  Since you joined the study, did you have a mamrK breast x-ray)?
O Yes _} In what year did you have@ t mammo
Y Y Y Y

O No ——) Go to WRH 4

O Don't know—— Go to WRH 4 \Q .
WRH 3  Why did you have your last mammo

(Choose ALL that apply)

O Family history of brea e
O Part of regular check tin screeni;

greast problem
O Age ¢

nce you ' study?

n hdrmone replacement therapy

O Other (Please specify)

O Previously de d O

WRH 4  Since yg d the stugd &you have an @IEOH to have both of your ovaries
remov uhad2s @ e operajjoms to r ve your ovaries, please answer yes

c :e s@g@fd operatio, efhce yo f@ ed tie study.)
at age@h e both your ovaries
emoved ou h& 2 separate operations to
A

O No Lyou el
emove yo s, please indicate your age
at the i our last surgery.)

Years of age

WRH 5  Since you joined udy, 9id you have a hysterectomy? A hysterectomy is an operation

to have your uterusomb) removed.

O Yes —> At what age did you have your uterus removed?

O No

Page 23
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WRH 6  Did you have a menstrual period in the past 12 months?

OYes —— Goto WRH 8
O No

O Don't know (Please explain) — Go to WRH 8

WRH 7  Why did your menstrual periods stop?

mmw:k“‘ k O Natural menopause (Periods stopped by themselves) \ %

— How old were you when you

had your last natural period? Ye@
O Surgery K \
— What type of surgery? (Choose AL@apmy) c)

O Hysterectomy (uterus reQe @ .
O Ovaries removed

O Other surgery (Pleas@g#HeCty)

O Medication (Please specif

O Other reason (Plga ) é
The next questions are &men's he Qﬁd the timgfodgenopause. Please answer questions
WRH 8 through 10 ero have noiﬁ ed menopa¢

WRH 8 @ iMfprmation enop rom mMany sources. Which sources, if any,
ave pBerf the most US B you? ALY that apply)

ily doct Natural products provider
O Gyne ogib O Books, magazines, newspapers
O Nurse or §gher health prafesgional O Have not gotten any

. . menopause information
O Friends and relative P

O Internet O Other (Please specify)

24287
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WRH9 Women often use alternative or complementary products or foods around the time

of menopause to control menopause symptoms. Included is a wide range of herbs,
vitamins, gels and foods.

Which of the following products or foods have you used for one month or more, primarily to
control menopause symptoms? (Check all you have ever taken in your life, including the
time before you joined the study.)

O Black Cohosh O Ginseng O Wild Yam

O Chasteberry O Melatonin oy containing foods

O DHEA O Promensil \ %an containing foods

O Dong Quai O St. John's Wort @ Coumestan containing foods
O Estriol O Valerian Root \ O None

O Evening Primrose O Vitamin B6 é O Ot lease specify)

O Gingko Biloba O Vitamin
\ .
Prescription medications for menopause contairRpne or m mQ)ones, commonly estrogen
and progestin, to replace what the body %ot produ inRing around the time of menopause.

Commonly called hormone replace y (HRT), pause medications are available in
various forms: pills, patches, skin gals\aghal creamg andWjngs and injections.

2

WRH 10 Have you ever u @ic ions fon ause that were prescribed by a doctor?
o NS (O
o 10 Sectj &age 30 O
4

@@ Ie@@ — Go to Section M, page 30
Think about the first i e@o prescripﬁdications for menopause.

WRH 11 How old wereou when yoXfir§ started taking menopause medication? (Your best guess)

O No

Years of a

WRH 12 Who prescribed your medication the first time you used it?
O General practitioner or family doctor
O Gynecologist

O Other (Please specify)

24287

Page 25



WRH 13

WRH 14

WRH 15

WRH 16

WRH 17

Which statement is the most accurate about your decision to start prescription menopause
medication? (Choose ONE)

O A doctor recommended it
O | asked a doctor to prescribe it
O Other (Please specify)

What was your most important reason for deciding to sta@r@tion menopause
medication? (Choose one)

O To reduce symptoms of menopause
(e.g. hot flashes, wakefulness, vaginal dryness, etc.)

uld you rate your symptoms

wh ou started?
O % o O
4 5

O To prevent chronic diseases

(e.g. osteoporosis, heart disease)

) Severe

O Because my doctor recommended |\Q
O Other (Please specify)
How long have you takerglfes&giption menop e medlcatlon in your life? (Add all the years from
when you started until .4 you stoppe@and M®started, add the years and months you took the
medication and romd earest ye
O Less than one on
O One mont O
023 ye ears or mor ow many years? Years

@QIOHS focu me si u jobned the study.
During the tim you jome%tudy, have you used prescription menopause

medicatjgi at e’? (Do birth control pills used to prevent pregnancy.)

O Yes

ONo—— Goto , page 30

O Don't know (Ple — Go to Section M, page 30.

Are you currently using prescription menopause medication (within the past 30 days)?

O Yes
O No
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WRH 18 Which pattern represents your experience using prescription menopause medication since
you joined the study?

O I have taken medication continuously since | joined the study.

For how many months have you used the medication? Months — Go to WRH 20

O | was not on medication when | joined the study but have since started.

When did you start?

M M Y Y Y Y
For how many months did you use the medication? Months —— Go to WRH 20

O | was taking medication when | joined the study bu@av ce stopped.

When did you stop? % \

For how many months did you u\ ication?e onths
O I have stopped and restarted me%mca IJom@

When did you stop? & Q&

When did yowew

For how, &

onths d|d the medl ? Months

WRH 19 m ntist curat t how you decided to stop prescription
enofjause medic ing the gfhce you joined the study?
ecide o and jUSt stopRgd using medication
O | decj edlcatlo onsultation with my doctor

O My doctor Would no longeg pRescribe medication for me
O Other reason (Plea )
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A list of the most common Canadian prescription menopause medications follows:

Please record ALL the types of medication you used during the time since you joined the study.

Choose the specific dose of each type of medication you took. If you took more than 1 dose, choose the
one you took the longest. If you do not know the dose, choose DK (Don't Know).

Record the approximate number of months you took each type of medication or product.

. How many months in
Medication Type What dose did yo?u take the total did you take the
longest? medication (all doses)?
Estrogen pills:
O 0.3 mg (green) O 0.9 mg (pi O DK
O Premarin (Congest, CES, PMS-CES) Months
O 0.625 mg (maroon) O 1.25 mglye 1
O 0.5 mg (white) O 2 md(t oise) Month
onths
O Estrace O 1 mg (lavender) O
O Ogen O 0.625mg yellow) mg (blue) & Months
O 1.25 mg (peac 0 T
Progesterone pills:
O Provera (Gen-Medroxy, Novo-Medrone, | O 2.5 \ 010
Ratio-MPA, Apo-Medroxy, Months
PMS-Medroxyprogesterone) O 5.0 m§fblue e
O Prometrium 0 mg (1 pill) mg (2 pills) O DK Months
| I E—
Estrogen/progesterone combination i
O FemHRT 1/5 White Months
| I E—
O Premplus % > Months
| I E—
Estrogen patch: O
O Estradgfm O25u ¢ O 100ug O DK Months
| I E—
O Estradot (Rhoxal-estgadi lle © 26 50 ug © 100 ug Months
.5ug O 75ug O DK —
O Climara Oug O100ug O DK Months
| I E—
O Oesclim 25 ug O 50ug O DK Months
| I E—
Estrogen and progesterone patgh:
O Estalis (same patch all month) O 140/50 O 250/50 ODK Months
| I E—
O Estalis Sequi O 140/50 0250/50 O DK Months
(2 types of patch during month) o
O Estracomb T Months
| I E—
Continued on page 29...
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...Continued from page 28

. How many months in
Medication Type What doslirc‘i;lzto?u take the total did you take the
) medication (all doses)?
Estrogen gel:
O Estrogel Number of pumps per day Months
| I E— | I E—
Vaginal cream or insert:
O Premarin vaginal cream > Months
O Ortho-dienestrol vaginal cream \_% Months
O Oestrilin vaginal cream Months
O Vagifem vaginal tablet Months
O Estring vaginal ring Months
O Oestrilin vaginal cone Months
O Progesterone vaginal
cream by prescription Months
Hormone replacement injection: \
O Please specify
= Months
Osteoporosis Medicationg: 3 O
O Evista K Months
mg (w roun ce a day O DK
O Fosama ) . ovd) once a day Months
e, oval) once a week _
O Didrocal or Didronel ills (fO"OWGd by 76 blue pl”S if Months
Didrocal)
O Actonel mg (yellqw) once a day O DK Months
OW5 mg (white) once a week —_
O Nasal Calcitonin (Miacalcin) Number of puffs per day Months
Miscellaneous:
O Progesterone creams O 3% O 6% O DK
(made by pharmacist) ° ° T Months
O Estriol products O Bi-Est O Tri-Est ODK
(made by pharmacist) P Months
O Other type of menopause medication
(Please specify) Dose: Months
| I E—
24287
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Finally, a few questions to update your personal information. All information you
provide will be kept completely confidential.

DGR 1 What is your current marital status? (Please choose the ONE that best describes your current

situation.)

O Married O Separated

O Divorced O Widowed

O Not married, but living with someone O Single, never married

DGR 2  Whatis your current employment status? (Please choose the E that best describes your
current situation.) \

If you are self-employed, have a home-based business e involved in an occupation like
farming or ranching, please choose full-time or part& propriate.

O Working full-time (30 hours or more per week tudent \
O Working part-time (Less than 30 hours per O Retired

O Not employed, but looking for work Q 0,0tf@
O Homemaker \ ®

This final question asks about your ethniggrigin§y that is tj &:e cultural groups to which your
o] more likely to develop certain

ancestors belonged. There is evidence thalgome ethnig @@
health problems. In addition, the infORgat il help to d&€rmine if a wide range of Albertans have

joined The Tomorrow Project.
DGR3  What are your eth al group
O Aboriginal (e.Q\In¥, Metis, Northg? @

n Indian) O East Indian
O Black (g erican, Afr adian, Afro-Carib @Jewish
e < ’]

se choose ALL that apply)

O Ca g

.g. Europ iYe Eastern, North@fricdh) O Hutterite
S@.g. hinese g Korean @ mesg, Thai) O French Canadian
O Pafific Asian (@ |ndo fnesian) O Other (Please specify)
DGR4  What i@rrent age? ears of age

Date survey completed:

Thanks for answering the health questions. >
Please complete the next 2 important pages.
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