SURVEY ON ACUTE GASTRO-INTESTINAL ILLNESS (AGI)
(English translation of the questionnaire in Italian)  
section A. INTERVIEW

We are carrying on a survey on behalf of ISTITUTO SUPERIORE DI SANITA’, the main national public health institute.
We would like to find out about gastro intestinal illness.
Do you know whose of the household has the next birthday?  
How old is this person?

under 18 years □
over 
18 years □ 
(If the respondent is < 18 yrs of age a parent or guardian must answer on the child’s behalf)
Reason for break off the interview

1: Refusal without specifying a reason

2: He/She has no time for answer to the interview 

3: He/She is not comfortable in answering health topics

4: The selected respondent couldn’t be interviewed in the next 2 days
5. It will be possible to conduct the interview in another time (on appointment) 

A1. Date _____________ A2. Time_______________

section B. DEMOGRAPHIC INFORMATION ON RESPONDENT
Explain that we only require this information to assess whether the people participating in this telephone survey are representative of the general population. All responses will remain anonymous
B1. Date of birth (dd/mm/yy)  __/ ___/___

B2. Sex

male
□
female □

B3. Citizenship_____________________________
B4. What is the employment status of the main earner in the household? 
□ working (go to B5.)
□ retired (go to B5.)
□ student (go to C.)
□ housewife (go to C.)
□ disabled (go to C.)
□ other (go to C.)

B5. What is the current or most recent occupation of the main earner in the household?__________________________

section C. RECENT EXPERIENCE WITH ACUTE GASTRO INTESTINAL-ILLNESS (AGI)
C1. In the past month (say the date: from day 30 to day 1 of the previous month),  have you (your child) experienced any of the following symptoms? 
	Symptom
	No
	Yes
	Not Sure

	 (please tick an answer for each symptom) 
	
	Yes
	How many days does it last?
(write a number, if he doesn’t remember write NA)
	Is the symptom still present?


	

	a. Diarrhoea (loose watery bowel movements)
	(
	(
	________ dd  
	 ( yes    ( no
	(

	b. Diarrhoea with blood in it
	(
	(
	________ dd  
	 ( yes   ( no
	(

	c. Nausea 
	(
	(
	________ dd  
	 ( yes   ( no
	(

	d. Vomiting
	(
	(
	________ dd  
	 ( yes    ( no
	( 


*** For no symptoms – go straight to section E1 ***

Only asked if positive response have been given to any of the four preview  symptoms:
C2. Have been present other symptoms, as: (read all the answer)
	Secondary Symptoms
	Yes
	No
	Not Sure

	a. Abdominal pain (tummy pain)
	 
	 
	 

	b. Loss of appetite
	 
	 
	 

	c. High temperature (shivering and sweating)
	 
	 
	 

	d. Cough, runny/blocked nose, sore throat 
	 
	 
	 

	e. Headache
	 
	 
	 


C3. On what date (dd/mm/yyyy) did the diarrhoea and/or vomiting begin?

___ /___ / _____


( Not sure
C4. (If he answered “yes” to diarrhoea in Question C.1a/b) How many times did you go to the toilet on the worst day (24 hours) of your illness? 

Number of times ________________


( Not sure
C5.
(If he answered “yes” to vomiting in Question C.1c) How many times did you vomit on the worst day (24 hours) of your illness? 

Number of times ________________


( Not sure
C6. Have you spoken to your doctor over the telephone about this illness?

( Yes

( No (go to C8.) 

( I went to the doctor, without 

calling him before(go to C9.)
C7. On what date (dd/mm/yyyy) did you first speak to him about these symptoms? 

(Write the date, or the progressive day of the illness, ei. the first day from the beginning of the symptom, the second day…)
date_______________



day of illness__________

C8. During the illness, have you been to see your doctor about this illness?

( Yes



( No (go to C11.)
C9. On what date (dd/mm/yyyy) did you first see your doctor about these symptoms?
(Write the date or the progressive day of the illness, ei. the first day from the beginning of the symptom, the second day…)
date______________



day of illness __________

C10 
If you consulted your doctor, was it to seek diagnosis and treatment or because you required a medical certificate for work/school? (more the one answer is allowed)
( diagnosis and treatment
( medical certificate for work/school
C11. During the course of your (your child’s) illness, did you contact any other medical service (ei. Pronto Soccorso first aid, Guardia medica first aid station, Pharmacist’s shop. )?

( Yes


( No (go to C14.)
C12. If yes, please specify:
	Type
	tick
	date
	day of illness

	a. first aid/hospital
	
	
	

	b. guardia Medica
	
	
	

	c. advice from pharmacist
	
	
	

	d. other
	specify:
	
	


C13. During the course of your (your child’s) illness, has a doctor or a medical person suggested/prescribed you to submit stool sample to a laboratory ? 


( Yes


( No
C14. Have you done it ?


( Yes


( No (go to C16.)
C15. Which was the result?

_____________________________________________________________________
C16. What do you think was responsible for your illness? (don’t read the answer)
	a. infection- food/water contaminated
	□

	b. infection- person to person spread
	□

	c. eating/drinking too mach 
	□

	d. nausea because of pregnancy / morning sickness
	□

	e. obstruction in throat
	□

	f. chronic illness  (irritable bowel syndrome , Crohn’s disease etc..)
	□

	g. recent stomach/bowel surgery
	□

	h. other
	□


Burden of illness
C17. Did your (your child’s) illness prevent you from going about your normal daily activities?

( Yes



( No



( Not sure
C18. Did your (your child’s) illness stop you from going to work or to school?
( Yes,
(if “yes”) how many days?_________


( No
Medications used
C19 Did you (your child) take any medications for your symptoms?


( Yes



( No (go to C23.)
C20 Who has prescribed/suggested you those medications? (tick all the answers)
	
	Yes
	No

	a. doctor
	
	

	b. pharmacist 
	
	

	c. auto medication/other advises
	
	


C21 Name of medication(s) ________________________________________
C22 How many days were medications taken for?____________________________
Hospitalisation
C23. Did you go (take your child) to hospital due to these symptoms?

( Yes



( No (go to C25.)
C24. How many days did you (your child) spend in hospital?__________________________________________________

Non-infectious diarrhoea
C25. Do you suffer from any relapsing diarrhoea or other chronic illness related to intestinal disease?

( Yes



( No
       If yes, please specify______________________________________________
C26. Have you had any stomach or bowel surgery which may have caused diarrhoeal illness as a consequence in the past six months?
( Yes



( No



       If yes, please specify (type of surgery)________________________________

Section D. Foreign travel in the 10 days before your illness started
 D.1
Did you travel outside Italy in the ten days before you became ill?



( Yes



( No (go to E1.)
D2. What dates were you away?
(from)____________dd/mm/yyyy


(to)_____________dd/mm/yyyy
D3. Which country/countries:____________________________________________
F1. Please, what is your postal code? _______________

THANK YOU FOR TAKING THE TIME TO COMPLETE THIS QUESTIONNAIRE
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