
MeDALL
Mechanisms of the Development of ALLergy

QUESTIONNAIRE
Study ID

MEDALL (((((
Date of completion
(( - (( - ((((
Interviewer ID
((((

Completed by
Mother (
Child’s Father (
Carer (
What language was used for administering the questionnaire?

English(

Mirpuri(

Urdu(

Other(
Child’s date of birth

(( - (( - ((((
Mother’s date of birth
(( - (( - ((((
CHILD’S   
Weight


(((.((
Not able to take
(
Height



(((.(

Not able to take
(
General Instructions:

1.
Questions to be read to respondents are numbered.
2.
Underlined words refer to time periods: make sure carers are aware of the time periods referred to.
3.
It is important to emphasise any other words in CAPITALS. 
4.
For multiple choice questions: CROSS boxes

5.
For single response questions: enter value in drop down box
Hello my name is ………………… from the Born in Bradford project.  Thank you for agreeing for us to visit you.
This questionnaire asks about you and your child.  We are interested to know if your child has any problems with breathing, if they have any skin irritations and gather some information about the environment you live in. 

I will ask most of the questions but there are some sections of the questionnaire that I will ask you to complete yourself.  I will be here to help you if you have any queries.  

All the answers you give are confidential.  Your name and address will not appear anywhere on the questionnaire.

We would be grateful if you would help us by answering as many of these questions as possible but if there are any questions you do not want to answer that is fine.  There are no right or wrong answers.
Thank you for agreeing to answer these questions.
MAIN SECTION
GENERAL QUESTIONS ABOUT HEALTH

1.
I would like to ask you about your health.  How would you describe your own health generally?  Would you say it is:


Excellent

(

Very good

(

Good


(

Fair


(

Poor


(
2.
I would now like to ask you about your child’s health.  How would you describe his/her general health?  Would you say it is: 

Excellent

(

Very good

(

Good


(

Fair


(

Poor


(
SECTION A
ASTHMA/WHEEZING AND RELATED SYMPTOMS 

PREVALENCE AND ONSET
A1. 
Has your child had wheezing or whistling in the chest in the past 12 months? (Interviewer: by whistling or hissing whistles we mean from the chest, but not noisy breathing due to blocked nose)
Yes
(
No
(


Interviewer:  If NO or DON’T KNOW go to A5
A2.
How many attacks (distinct episodes of wheezing) has your child had in the past 12 months? 
(


(


(


(

None


1-3


4-12


>12 

A3.
In which month(s) did this wheezing or whistling in the chest occur in the past 12 months? (Select all month(s) that apply).


January

(

February

(

March


(

April


(

May


(

June


(

July


(

August

(

September

(

October

(

November

(

December

(

Don’t know

(
A4.
In the past 12 months, which of these factors do you think triggered your child’s wheezing or whistling in the chest? (Select all that apply). 


Weather change 

(

Strong odours 

(
(coldness/fog)



Exercise (during or after) 
(

Pollen



(

Other (please specify) 
(

Gas exhaust, vapours
(,

Other……………………………


fumes



Dust



(

Don’t know
 

(

Pets



(

Cold, flu or other

( 

respiratory infection




Tobacco smoke

(

Emotion, stress

(

Tears, laughter, excitation
(

Wool clothes


(

Food or drink


(

Soap, spray, cleaning 
(
products


A5.
Has your child ever had wheezing or whistling in the chest at any time in the past?
Yes
(
No
(

If YES, at what age did this occur?

Months

((
Years

((

A6.
Has your child had breathing difficulties (chest tightness, shortness of breath) in the past 12 months? 
Yes
(
No
(
If YES, answer A7, if NO go to A9.

A7.
How often did you have to see a doctor or attend a hospital with your child URGENTLY because of breathing difficulties (chest tightness, shortness of breath) in the past 12 months? 

Number 

( ( (
A8.
In the past 12 months, how many attacks of breathlessness has you child had? 


None

(

1-3

(

4-12

(

>12

(
A9.
In the past 12 months has your child had a dry cough at night, apart from a cough associated with a cold or chest infection? 

Yes
(
No
(

A10.
Has your child ever had asthma? 

Yes
(
No
(
Don’t know
(
A11.
Has your child ever been diagnosed by a doctor as having asthma?

Yes
(
No
(

A12.
Has your child taken any medicines for asthma or breathing difficulties (chest tightness, shortness of breath) in the past 12 months?  

Yes
(
No
(

If YES, which medicines?  
Please specify…………………………..…………………………………………………. 
ASTHMA SEVERITY

Interviewer:  If carer answered YES to A1, ask A13 – A16. If carer answered NO go to A17.

A13.
In the past 12 months how often, on average, has your child’s sleep been disturbed due to wheezing? 

(



(




(





Never

Less than 1 night per week

One or more nights per week
A14.
In the past 12 months how much did this wheezing interfere with your child’s daily activities? 

(


(


(


(
Not at all
        A little

A moderate amount
         A lot
A15.
In the past 12 months has wheezing ever been severe enough to limit your child’s speech to only one or two words between breaths? 

Yes
(
No
(

A16.
In the past 12 months has your child’s chest sounded wheezy during or after exercise?
 Yes
(
No
(

A17.
In the past 12 months how often has your child been disturbed by coughing/wheezing/whistling/difficulty breathing when doing exercise?

Never 





(
Hardly ever (< 5% of the time) 

(
Less than half of the time 


(
More than half of the time 


(
Always or almost always 


(
(includes no exercising at all due to symptoms)
Does not exercise due to other reasons 
(
A18a.
Have you ever given your child inhaled steroids?

Yes
(
No
(

A18b.If YES, how old was your child when s/he received inhaled steroids for the first time?

Child’s Age:
Months

((
Years

((  
A18c.If YES, on average, how long did you give him/her inhaled steroids since birth?  
Weeks

((
A19.
In the past 12 months did you give your child oral steroids?

Yes
(
No
(

SECTION B


ALLERGIC RHINITIS
PREVALENCE AND ONSET
B1.
In the past 12 months has your child ever had problems with sneezing, or a runny or blocked nose when s/he DID NOT have a cold or the flu?

Yes
(
No
(
Interviewer:  If NO go to B6.
B2.
Please specify which of the following symptoms your child had in the past 12 months when s/he DID NOT have a cold or the flu.  (Select all items that apply).
Sneezing

Yes
(
No
(


Runny nose

Yes
(
No
(



Blocked nose
Yes
(
No
(

B3.
In the past 12 months, has this nose problem been accompanied by itchy-watery eyes?

Yes
(
No
(
B4.
In which of the past 12 months did this problem with your child’s nose occur?  (Select all month(s) that apply).


January

(

November

(

February

(

December

(

March


(

Don’t know

(

April


(

May


(

June


(

July


(

August

(

September

(

October

(
B5.
In the past 12 months how much did this nose problem interfere with your child’s daily activities?
(


(


(


(
Not at all
        A little

A moderate amount
         A lot

B6.
In the past 12 months did your child have trouble with the nose or eyes (without having a cold) in association with one of the following?  (Select all items that apply).
Animals/dust/mites

Yes(

No(

Don’t know(
Grass/trees/flowers

Yes(

No(

Don’t know(


Tobacco smoke 

Yes(

No(

Don’t know(
House dust


Yes(

No(

Don’t know(


Air pollutants


Yes(

No(

Don’t know(


(e.g. gas exhaust, vapours, fumes, spray, cleaning products, heavy scent).

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

B7.
In the past 12 months did your child take any medicines, tablets, nasal sprays or eye drops against nasal allergy/hay fever?  
Yes
(
No
(



If YES, please specify which ones:…………………………………………………………
……………………………………………………………………………………………..……

B8.
Has your child ever had a problem with sneezing, or a runny or blocked nose when s/he did not have a cold or the flu? 

Yes
(
No
(

B9.
Has your child ever had hay fever? 

Yes
(
No
(

B10.
Has your child ever been diagnosed by a physician with having allergic rhinitis (rhinitis to cat, dust) or hay fever (rhinitis to pollen)?

Yes
(
No
(

SECTION C



ATOPIC DERMATITIS OR ECZEMA

ECZEMA PREVALENCE 
C1.
In the past 12 months has your child had dry skin?
Yes
(
No
(

C2.
Has your child ever had an itchy rash which was coming and going for at least 6 months?
Yes
(
No
(

C3.
Has your child had an itchy rash which was INTERMITTENTLY COMING AND GOING at any time in the past 12 months? (By itchy we mean scratching or rubbing the skin). 

Yes
(
No
(

Interviewer:  If NO go to C7.

C4.
Has this itchy rash at any time affected any of the following places?  (Select all items that apply). 

The folds of the elbows

(

Behind the knees


(

In front of the ankles

(

Under the buttocks


(

Around the neck, ears or face
(

Not applicable


(  If not applicable, go to C7
C5.
At what age did this itchy rash first occur? 


Under 2 years


(

Age 2-4 years


(
C6.
Has this rash cleared completely at any time during the past 12 months?
Yes
(
No
(

C7.
Has your child ever had eczema (diagnosed or suspected)?

Yes
(
No
(

C8.
Has your child ever been diagnosed by a physician with having eczema/atopic dermatitis?

Yes
(
No
(

C9.
In which of the past 12 months did your child’s eczema/itchy rash occur? (Select all month(s) that apply).  

January

(

February

(

March


(

April


(

May


(

June


(

July


(

August

(

September

(

October

(

November

(

December

(

Don’t know

(
C10.
In the past 12 months, how often, on average, has your child been kept awake at night by this itchy rash? 


Never




(

Less than one night per week
(
One or more nights per week
(
CONTACT DERMITIS

C11.
Has your child ever has eczema on their hands (itchy lesions, blisters, rash)?  

Yes
(
No
(

If YES, at what age was the onset?

Child’s Age:
Years

((
C12.
Has your child ever had eczema after contact with any of the following? (Select all items that apply).
Metal items




(
(e.g. buttons, buckles, zippers, belt, watch or watchstrap, glasses or sunglasses, hair slide, cell phone, headset).  

If YES, please specify which ones:…………………………………………………………

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

Fashion jewellery (earrings, rings etc.)
(
Colourants




(
Cosmetics, perfumes or fragrances

(
Shampoo or conditioner


(
Soap





(
Clothes





(
Latex/rubber




(
Other materials



(
None of the above



(
SECTION D



ALLERGIC REACTIONS

ALLERGIC REACTIONS TO FOOD
D1.
Has your child ever had one or several abnormal reactions after eating a particular FOOD?  
Yes
(
No
(

If YES please indicate which reactions below.  (Select all items that apply). If NO go to D5.
	
	Face swelling
	Lips swelling
	Quincke’s oedema
	Gener’d rash
	Vomiting or diarrhea
	Feeling of breathless-ness
	Faint

-ness
	Loss of conscious- ness
	Other (please specify)
	How old was child when allergic reaction 1st started?
	Does child still have reaction when eating food item(s)?

	
	
	
	
	
	
	
	
	
	
	Years
	Months
	Yes
	No
	Don’t Know

	Fruit/

vegetables
	(
	(
	(
	(
	(
	(
	(
	(
	……
	(
	(
	(
	(
	(

	Milk


	(
	(
	(
	(
	(
	(
	(
	(
	……
	(
	(
	(
	(
	(

	Egg whites


	(
	(
	(
	(
	(
	(
	(
	(
	……
	(
	(
	(
	(
	(

	Dried fruits


	(
	(
	(
	(
	(
	(
	(
	(
	……
	(
	(
	(
	(
	(

	Peanut


	(
	(
	(
	(
	(
	(
	(
	(
	……
	(
	(
	(
	(
	(

	Fish


	(
	(
	(
	(
	(
	(
	(
	(
	……
	(
	(
	(
	(
	(

	Shellfish


	(
	(
	(
	(
	(
	(
	(
	(
	……
	(
	(
	(
	(
	(

	Other food (please specify)
……
	(

	(

	(

	(

	(

	(

	(

	(

	……
	(
	(
	(
	(
	(


D2.
In the past 12 months, how often has your child been seen by a doctor for a food reaction, OTHER THAN DURING OR IMMEDIATELY AFTER AN ACTUAL EPISODE? (Select all items that apply).

	
	Never
	1 - 3
	4 - 12
	More than 12

	Yes, by a GP or a paediatrician
	(
	(
	(
	(

	Yes, by a pulmonologist or an allergist (hospital or office)
	(
	(
	(
	(

	Other (please specify)


	….…………
	….…………
	….…………
	….…………


D3.
In the past 12 months, how often has your child been hospitalised due to adverse food reactions? (If no hospitalisation, answer 0 times)
……………. times
D4.
Did your child ever receive special injections or other treatments against allergy (‘allergy vaccine’), immunotherapy, hyposensitisation or desensitization? 

Yes
(
No
(

If YES, which allergen and when?.......................................................................................

ALLERGIC REACTIONS TO MEDICINES
D5.
Has your child ever had one or several abnormal reactions after taking a MEDICINE?  
Yes
(
No
(

If YES please indicate which reactions below.  (Select all items that apply). If NO go to D8. 
	
	Face swelling
	Lips swelling
	Quincke’s oedema
	Gener’d rash
	Vomiting or diarrhea
	Feeling of breathless-ness
	Faint

-ness
	Loss of conscious- ness
	Other (please specify)

	Drug (please specify)

……………….
	(
	(
	(
	(
	(
	(
	(
	(
	……


D6.
In the past 12 months, how often has your child been seen by a doctor for reactions to drugs, OTHER THAN DURING OR IMMEDIATELY AFTER AN ACTUAL EPISODE? (Select all items that apply).

	
	Never
	1 - 3
	4 - 12
	More than 12

	Yes, by a GP or a paediatrician
	(
	(
	(
	(

	Yes, by a pulmonologist or an allergist (hospital or office)
	(
	(
	(
	(

	Other (please specify)

….……………...
	(
	(
	(
	(


D7.
In the past 12 months, how often has your child been hospitalised due to adverse drug reactions? (If no hospitalisation, answer 0 times)

……………. Times
ALLERGIC REACTIONS TO VACCINES
D8.
Has your child ever had one or several abnormal reactions after VACCINATION?  
Yes
(
No
(

If YES please indicate which reactions below.  (Select all items that apply). If NO go to D11. 
	
	Face swelling
	Lips swelling
	Quincke’s oedema
	Gener’d rash
	Vomiting or diarrhea
	Feeling of breathless-ness
	Faint

-ness
	Loss of conscious- ness
	Other (please specify)

	Vaccine (please specify)

…………
	(
	(
	(
	(
	(
	(
	(
	(
	……


D9.
In the past 12 months, how often has your child been seen by a doctor for reactions to vaccines,  OTHER THAN DURING OR IMMEDIATELY AFTER AN ACTUAL EPISODE? (Select all items that apply).

	
	Never
	1 - 3
	4 - 12
	More than 12

	Yes, by a GP or a paediatrician
	(
	(
	(
	(

	Yes, by a pulmonologist or an allergist (hospital or office)
	(
	(
	(
	(

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


D10.
In the past 12 months, how often has your child been hospitalised due to adverse vaccine reactions? (If no hospitalisation, answer 0 times)

……………. Times
D11.
Has your child ever had one or several abnormal reactions after an INSECT BITE?  
Yes
(
No
(

If YES please indicate which reactions below.  (Select all items that apply). 

	Face swelling
	Lips swelling
	Quincke’s oedema
	General’d rash
	Vomiting or diarrhea
	Feeling of breathless-ness
	Faint-

ness
	Loss of conscious- ness
	Excessive swelling around bite site
	Other

(please specify)

	(

	(

	(

	(

	(

	(

	(

	(

	(

	………….


SECTION E



CHILDHOOD ILLNESSES

E1. 
Has (child’s name) seen a doctor or nurse in the last 12 months because he/she had a problem you were worried about?  (Cross ONE box only) 

Yes
(
No
(
Don’t know
(
Refused
(  
Interviewer:  If NO, DON’T KNOW or REFUSED, go to E4.  
E2.
How many times? (Cross ONE box only)

(


(


(


(




Once


Twice


3-4


5-10


(


(


(  
11 or more
    Don’t know
      Refused

E3. 
What was the reason for the visit?  (Cross ALL that apply)






Yes and saw

Yes but did not








 a doctor

see a doctor



Tummy upset/wind/colic


(


(




Diarrhoea




(


(




Constipation




(


(




Vomiting




(


(




Crying





(


(




High temperature



(


(





Convulsions/fits



(


(





Snuffles/cold




(


(




Chest infection



(


(




Cough





(


(




Breathing problems



(


(




Ear Problems



(


(





Urinary tract infection


(


(




Thrush




(


(




Skin problems



(


(




Not gaining enough weight


(


(




Gaining too much weight


(


(




Other Please describe


(


(



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

E4. 
Has (child’s name) been given any medical diagnosis in the past 12 months?

Yes
(
No
(

Please list 
a.__________________________________




b.__________________________________




c.__________________________________




d.__________________________________

E5. Has (child’s name) been admitted to hospital in the past 12 months?  (Cross ONE box only)

Interviewer: child must have been in hospital at least 24 hours.
Yes
(
No
(
Don’t know
(
Refused
(
If YES how many times?
((
E6. 
Has (child’s name) been to a hospital outpatient clinic in the past 12 months?  (Cross ONE box only)
Yes
(
No
(
Don’t know
(
Refused
(
  If YES how many times?
((
E7.
In the past 12 months, has (child’s name) been hurt, injured or had an accident and needed medical attention from a doctor or hospital?  (Cross ONE box only)
Yes
(
No
(
Don’t know
(
Refused
(
If YES how many times?
((
E8. 
Was (child’s name) ever breast fed?  (Cross ONE box only)
Interviewer: include colostrum in first few days and expressed breast milk

Yes
(
No
(
Don’t know
(
If YES how old was (child’s name) when he/she completely stopped being breastfed?
Interviewer: include expressed breast milk.  (Cross ONE box only)  
( 

Still having breast milk

((

Days

((

Weeks

((

Months


(

Don’t know

SECTION F
OTHER: IMMUNISATIONS AND INFECTIONS
Has your child had one or several of the following infectious diseases?
	
	Yes
	No
	If YES, at what age? 
	If YES did this problem require, at least once, a consultation with a doctor?

	
	
	
	Years
	Months
	Yes
	No

	F1.  Chickenpox


	(
	(
	(
	(
	(
	(

	F2.  Measles


	(
	(
	(
	(
	(
	(

	F3.  Mumps


	(
	(
	(
	(
	(
	(

	F4.  Rubella pertussis


	(
	(
	(
	(
	(
	(

	F5.  Scarlet fever


	(
	(
	(
	(
	(
	(

	F6.

Mononucleosis


	(
	(
	(
	(
	(
	(

	F7.  Morbilliform*

	(
	(
	(
	(
	(
	(

	F8.  Parotid disease


	(
	(
	(
	(
	(
	(

	F9. Exanthematic disease**
	(
	(
	(
	(
	(
	(


Interviewer:

* Morbilliform is a measle type rash, often caused by viral infections: red, raised, pimple-type eruptions.
**Exanthemic disease is any viral disease having as a prominent feature a skin rash. 
SECTION G
SOCIODEMOGRAPHIC QUESTIONS (MeDALL)
G1.
Are you a single parent?

Yes
(
No
(

G2.
Are you:  (Cross ONE box only)

(
Married

(
Married (second marriage)

(
Single (never married)
(
Separated (but still legally married)
(
Divorced
(
Widowed

G3.  Are you:  (Cross ONE box only)
(
Living with child’s other parent? (father/mother)

(
Living with another partner
(
Not living with a partner but in a relationship (e.g. partner living abroad or in


another property)

(
Not living with a partner and not in a relationship
G4.
Has the MOTHER ever had ECZEMA (including contact dermatisis and psoriasis)?  
Yes
(
No
(
Don’t know
(
If YES please indicate if this was

Diagnosed by a doctor

(
Self-diagnosed


(
Doctor and self-diagnosed

(
Don’t know



(
And how old was the mother at the onset of her atopic eczema? 
Years ( ( 
Don’t know
(
G5.
Has the MOTHER ever had asthma?
Yes
(
No
(
Don’t know
(
If YES please indicate if this was

Diagnosed by a doctor

(
Self-diagnosed


(
Doctor and self-diagnosed

(
Don’t know



(
And how old was the mother at the onset of her asthma?  
Years 
( (

Don’t know
(
G6.
Has the MOTHER ever had hay fever or allergic rhinitis?

Yes
(
No
(
Don’t know
(
If YES please indicate if this was

Diagnosed by a doctor

(
Self-diagnosed


(
Doctor and self-diagnosed

(
Don’t know



(
And how old was the mother at the onset of her hay fever/allergic rhinitis? 
Years ( (
Don’t know
(
G7.
Has the FATHER ever had ECZEMA (including contact dermatisis and psoriasis)?  

Yes
(
No
(
Don’t know
(
If YES please indicate if this was

Diagnosed by a doctor

(
Self-diagnosed


(
Doctor and self-diagnosed

(
Don’t know



(
And how old was the father at the onset of his atopic eczema?
 Years ( (
Don’t know
(
G8.
Has the FATHER ever had asthma?

Yes
(
No
(
Don’t know
(
If YES please indicate if this was

Diagnosed by a doctor

(
Self-diagnosed


(
Doctor and self-diagnosed

(
Don’t know



(
And how old was the father at the onset of his asthma?  
Years ( (  Don’t know
(
G9.
Has the FATHER ever had hay fever or allergic rhinitis?

Yes
(
No
(
Don’t know
(
If YES please indicate if this was

Diagnosed by a doctor

(
Self-diagnosed


(
Doctor and self-diagnosed

(
Don’t know



(
And how old was the father at the onset of his hay fever/allergic rhinitis? 

Years ( (  Don’t know
(
SECTION H
INDOOR ENVIRONMENT

H1.
Do you use gas for cooking?

Yes
(
No
(

H2.  Do you have an extractor fan over the cooker?

Yes
(
No
(

If YES, when cooking do you use the fan:

All of the time?

Yes
(


Some of the time?
Yes
(

None of the time?
Yes
(


H3.  Would you consider your house or flat as damp?
Yes
(
No
(

H4.  Is there mould or are there mould stains within your dwelling (except on food)?
Yes
(
No
(

H5.
If YES, in which rooms of the house or flat?  (Select all that apply). If NO or DON’[T KNOW, go to H6.
Child’s room or bedroom

(

Rest of the house/flat


(

Basement



(
Note: for following questions, father/mother refers to biological parent which may or may not be the current partner.
H6.
Is the child’s mother currently smoking?

Yes occasionally

(
Yes regularly


(
No



(

Don’t know


(

Does not wish to answer
(
If occasionally, number of cigarettes per week?........................................................
Don’t know
(

H7.
If YES regularly, how many cigarettes does the child’s mother smoke on average?  If NO, DON’T KNOW or DOES NOT WISH TO ANSWER, go to H8.
Per week



(((
Per day




(( 
Don’t know



(
Does not wish to answer

(
H8.
Does the child’s mother smoke inside the home?

Yes
(
No
(

If occasionally, how many cigarettes 





(((
per week inside the home?

Don’t know









(
If regularly (every day), how many cigarettes 




(((
per day inside the home?

Don’t know









(
H9.
Is the child’s father currently smoking?

Yes occasionally

(
Yes regularly


(
No



(


Don’t know


(


Does not wish to answer
(
If occasionally, number of cigarettes per week?........................................................
Don’t know
(

H10.
If YES regularly, how many cigarettes does the child’s mother smoke on average?  If NO, DON’T KNOW or DOES NOT WISH TO ANSWER, go to H12.

Per week



(((
Per day




(( 
Don’t know



(
Does not wish to answer

(
H11.
Does the child’s father smoke inside the home?

Yes
(
No
(

If occasionally, how many cigarettes 





(((
per week inside the home?


Don’t know









(
If regularly (every day), how many cigarettes 




(((
per day inside the home?

Don’t know









(
H12.
Do others (except the child) smoke inside the home?

Yes
(
No
(

If occasionally, how many cigarettes 





(((
per week inside the home?


Don’t know









(
If regularly (every day), how many cigarettes 




(((
per day inside the home?


Don’t know









(
H13.
How often during a day is your child in a room or enclosed place (e.g. vehicle) where people are smoking?






Weekdays

Weekends

All the time


(


(
More than 5 hours

(


(
3-5 hours


(


(
1-2 hours


(


(
Less than 1 hour

(


(
Not at all


(


(
SECTION I




WHERE YOU LIVE
I1.
How long have you lived at your current address?

((

((












M  M

Y   Y

I2.
In which of these ways does your household occupy this address? (Interviewer: if answers YES to any of the three * questions, go to I3, if not go to I4). 

(Cross ONE box ONLY).
· Buying it with the help of a mortgage or loan

· Owns outright

·  Rents it*
· Lives here rent free (including rent free in relatives/friends property excluding squatting) *
· Pays part rent and part mortgage (shared ownership)*
· Don’t know

· Squatting

I3
If I2 was answered - Rents it: Lives rent free or pays part rent and part mortgage - ask who is your landlord? (Cross ONE box ONLY)
· Private Landlord or Letting Agency, Another individual

· Housing Association, Housing Co-operative, Charitable Trust

· Local Authority/Council

· Relative or friend (before you lived here) of a household member

· Employer (individual) of a household member

· Employer (organisation) of a household member

· Another Organisation

· Don't Know

I4
How many bedrooms does your household have, including bedsitting rooms and spare bedrooms?

Number of bedrooms

( (
I5.
Can you tell me which of the things on this card best describes what you are currently doing?  (Interviewer: if selects any of the three * questions, go to I6, if not go to I7).
· In a job and currently working for an employer

· On maternity leave from an employer
· Self employed
· Full time student*
· Looking after the home and family*
· Doing something else *
I6a.
If you are not currently working (I5 was answered, full-time student, looking after home and family or doing something else), have you ever worked?
(
Yes

(
No: go to I10.
If YES, how long ago did you stop working?

((
Weeks
((
Months
((
Years

I7.
Do you work as an employee or are you self-employed? (Cross ONE box only).
Employee 





(

Self employed with employees


(
Self employed/freelance without

Employees (go to I10)



(
Student/in training (go to I10)


(
I8. 
For employees: how many people work for your employer at the place where you work?  For self-employed with employees: how many people do you employ?

( 1-24

(  25 or more

I9.
Do you supervise any other employees (A supervisor or foreman is responsible for overseeing the work of other employees on a day-to-day basis). (Cross ONE box only)
Yes
(

No
(
I10.
How well would you say you or you and your husband/partner are managing financially these days.  Would you say you are?  (Cross ONE box only)
(
Living comfortably

(
Doing alright

(
Just about getting by

(
Finding it quite difficult

(
Finding it very difficult

(
Does not wish to answer

I11.
Compared to a year ago, how would you say you and your husband/partner are doing financially now?  (Cross ONE box only)

(
Better off

(
Worse off

(
About the same

(
Does not wish to answer

I12.
Do you or your husband/partner have? (Cross ONE box ONLY in each row).
	
	Yes
	I/we would like this but can't afford it at this moment
	I/we do not want/need this at the moment
	Does not wish to answer
	Don't know

	a) A holiday from home for at least one week once a year (not including staying with relatives in their home)
	(
	(
	(
	(
	(


	b) Friends or family who call for a drink or meal at your house at least once a month
	(
	(
	(
	(
	(

	c) Two pairs of all-weather shoes
	(
	(
	(
	(
	(

	d) Enough money to keep your

home in a decent state of decoration
	(
	(
	(
	(
	(

	e) Household contents Insurance
	(
	(
	(
	(
	(

	f) Money to make regular savings of £10 a month or more for rainy days or retirement
	(
	(
	(
	(
	(

	g) Money to replace any worn out furniture
	(
	(
	(
	(
	(

	h) Money to replace electrical goods
	(
	(
	(
	(
	(

	i) Money to spend on yourself
	(
	(
	(
	(
	(

	j) Money to spend on a hobby
	(
	(
	(
	(
	(

	k) Money to keep your home warm in winter
	(
	(
	(
	(
	(


I13a.
Are you up to date with all these bills?  Interviewer: Show card with list of bills.
Yes
(
No
(
Don’t know
(
Does not wish to answer
(
I13b.
If NO, which ones are you behind with? (Select all that apply).
(
Electricity bill



(
Telephone bill
(
Gas




(
TV/video/DVD rental or hire purchase

(
Other fuel bills like coal or oil
(
Other hire purchase
(
Council Tax



(
Water rates
(
Insurance Policies
I14.
Are there enough bedrooms for every child or 10 or over of a different sex to have their own bedroom?  

(
Yes

(
Would like to have this but cannot afford this at the moment

(
Children do not want/need this at the moment

(
Does not apply. 
I15.
Including yourself, how many people live regularly as members of the household you live in? 

Number of people  
((
I would like to ask you about the composition of your household.  Please include yourself as well:

How many couples live in the household?




((
How many other people over age 21 or over live in the household?

Male

((
Female

((
How many other children/people between 10 and 20 years live in the household?

Male

((
Female

((
How many children less than 10 years of age live in the household?

Male

((
Female

((
Section J              STRENGTHS AND DIFFICULTIES QUESTIONNAIRE
SELF-COMPLETION 
J1.
For each item, please mark the box for ‘Not True’, ‘Somewhat True’ or ‘Certainly True’.  It would help us if you answered all items as best you can even if you are not absolutely certain or the item seems daft!  Please give your answers on the basis of the child’s behavior over the last six months.  









Not
    Somewhat
     Certainly





















True
        True             True 
1.  Considerate of other people’s feelings


 
(
      
(

(
2. Restless, overactive, cannot stay still for long


(
      
(

(
3. Often complains of headaches, stomach-aches or sickness
(
      
(

(
4. Shares readily with other children (treats, toys, pencils etc)    (

(

(
5. Often has temper tantrums or hot tempers


(

(

(
6. Rather solitary, tends to play alone



(

(

(
7. Generally obedient, usually does what adults request

(           (           (
8. Many worries, often seems worried



(

(

(
9. Helpful if someone is hurt, upset or feeling ill


(

(

(
10. Constantly fidgeting or squirming




(

(

(
11. Has at least one good friend




(

(

(
12. Often fights with other children or bullies them


(           (

(
13. Often unhappy, down-hearted or tearful



(

(

(
14. Generally liked by other children




(

(

(
15. Easily distracted, concentration wanders



(

(

(
16. Nervous or clingy in new situations, easily loses confidence
(

(

(
17. Kind to younger children





(

(

(
18. Often lies or cheats






(

(

(
19. Picked on or bullied by other children



(

(

(
20. Often volunteers to help others (parents, teachers, 

(

(

(
other children)
21. Thinks things out before acting




(

(

(
22. Steals from home, school or elsewhere



(

(

(
23. Gets on better with adults than other children


(

(

(
24. Many fears, easily scared





(

(

(
25. Sees tasks through to the end, good attention span

(

(

(

26.
Overall, do you think that your child has difficulties in one or more of the following areas:  emotions, concentration, behaviour or being able to get on with other people?


No


Yes -


Yes- 


Yes-


Difficulties

minor difficulties
more serious 

Severe difficulties








difficulties

(                              
 (


(


(
27.
If you answered  ‘Yes’, please answer the following questions about these difficulties: How long have they been present?

Less than a month

1-5 months

5-12 months

Over a year

(                              
 
(


(


(
28.
Do the difficulties upset or distress your child?


Not at all


Only a little

Quite a lot
 
A great deal

(                              
 
(


(


(
29.
Do the difficulties interfere with your child’s everyday life in the following areas?

Not at all
Only a little

Quite a lot
 
A great deal

Home life

(           
 
(


(


(
Friendships

(           
 
(


(


(
Classroom

(                  
 
(


(


(
Learning

Leisure 

(                  
 
(


(


(
Activities

30.
Do the difficulties put a burden on you or the family as a whole?

Not at all


Only a little

Quite a lot
 
A great deal

(                              
 
(


(


(
SCORAD SCREENING 
1.
In the past year, has your child had an ITCHY skin condition?  By itchy we mean scratching or rubbing the skin?  
Yes
(
No
(
If YES go to Question 3, if NO go to Question 2.
2.
Has your child ever had an itchy skin condition?  By itchy we mean scratching or rubbing the skin? 

Yes
(
No
(


If YES go to QUESTION 3, if NO go to next Section.
3.
How old was your child when this skin condition began?

Under 2 years old

(
2-4 years old


(
3a.
If under 2 years old, please specify:

From birth


(
From 0-3 months

(
From 4-6 months

(
From 7-9 months

(
From 10-12 months

(
From 13-18 months

(
From 19-24 months

(
4.
Did it ever go away?

Yes
(
No
(

EMOLLIENT/STEROID USE

5.
Have you ever used ?
Topical steroids?

Yes
(
No
(

Emollients?


Yes
(
No
(

GP USAGE

6a.
Approximately how many times have you seen your GP with this problem?

Number of times
((
6b.
Has your child ever been referred to any of the following?
(


(


(


(
Hospital

Dermatologist
Nurse specialist

None


7.
Is there visible dermatitis today on your child? (Interviewer: dermatitis may be defined as ‘poorly demarcated erythema with surface change’.  Surface change can mean scaling, crusting, vesicles or lichenification).  
Yes
(
No
(
SPIROMETRY
When making an appointment make sure that parents understand that children taking medicines on a regular basis, should not take medicines for at least 4-8h prior to the lung function test.

1.
Has your child used an inhaler (puffer) in the last 24 hours?

Yes
(
No
(


If NO, go to question 6.
2. 
Has your child used an inhaler (puffer) in the last 4 hours? 
Yes
(
No
(
If NO, go to question 4.
3.
Has your child used an inhaler (puffer) in the last hour? 

Yes
(
No
(
4.
How long ago did the child last use the inhaler?  
Hours

((
Minutes

((
5.
What type of inhaler was used?

Short-acting inhaler

Yes(

No(

Don’t know(
Long-acting inhaler

Yes(

No(

Don’t know(
If YES to 3, delay lung function test one hour if child has used short-acting inhaler and until 4 hours if child has used long-acting inhaler such as beta2-agonists and anti-muscarinics.  If this is not possible, proceed anyway. 

6.
Has your child used any other medicine (including pills, capsules or suppositories) in the last 24 hours?
Yes
(
No
(
If YES ask following question. If NO go to question 7.

6.1
What medicine(s) did s/he take and how many hours ago did s/he take it?

Asthma medication (please specify):
________________________________

How many hours ago?


((
Other medication (please specify):

________________________________

How many hours ago?


((
7.
Has your child a (nose) cold at this moment? 

Yes
(
No
(
8. 
Has your child had a respiratory infection in the last 3 weeks?
Yes
(
No
(
If YES, how many days ago did it end? 
Days


((
9.
Has your child had an attack of asthma in the last 3 days?
Yes
(
No
(
INTERVIEWERS FEEDBACK

1. Was anyone present with mother during the interview (Cross ONE box ONLY)

□Yes

□No


□Part of the interview

1a. If yes or part of the interview: who was present? (Cross ALL that apply)

□Child’s father




□Mother’s friend


□Mother’s mother



□Relative


□Mother’s father



□Child

Other (please write in)

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


2. Was a transliteration used to administer the questionnaire? □Yes    □No   □Partially

(Cross ONE box ONLY)
3. Were there any problems in completing this interview? 
     □Yes     □No

3a. If yes, state section and specify question:
Section

((
Question
((
Describe problem:
THIS IS THE END
THANK YOU VERY MUCH FOR COMPLETING THE QUESTIONNAIRE
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