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ABSTRACT

Population health guidelines aim to reduce the burden of disease by providing evidence-
based recommendations that can inform health behaviours. Such guidelines are used
internationally, as well as in Australia, to assist in preventing the burden associated with
alcohol use during pregnancy. Consuming alcohol during pregnancy at high levels may
lead to severe outcomes such as Fetal Alcohol Spectrum Disorder, stillbirth, miscarriage
and growth restriction. The impact of low level alcohol use during pregnancy is unclear
and complex, leading to an inability to define a specific threshold at which harm occurs.
The lack of clarity has led to inconsistent alcohol guidelines for pregnant women,
particularly in Australia. The Australian alcohol guidelines in 1992 initially
recommended abstinence, before revising the recommendation in 2001 to condone low
intake, and then reverting back to abstinence in 2009. At the time of commencing this
thesis, no study had assessed the population-based prevalence and predictors of alcohol
use during pregnancy in respect to the change of guidelines in 2009. This thesis used a
mixed methods approach applied to the Australian Longitudinal Study on Women’s
Health, a prospective cohort, to investigate predictors of alcohol use during pregnancy,
within the context of the changing Australian alcohol guidelines. The two specific thesis
aims were to identify: (i) the prevalence of alcohol use during pregnancy since the
introduction of the 2009 alcohol guidelines; and (ii) the factors contributing to alcohol
use among pregnant women within Australia. The results suggest that more than 70% of
women consume alcohol during pregnancy, even with the message of abstinence;
although such a message did correspond with a lower prevalence compared to the
prevalence under the low intake guidelines. The most consistent indicator of alcohol use
during pregnancy was pre-pregnancy alcohol patterns, particularly weekly and binge
drinking. These behaviours were often continued into pregnancy, putting both the
woman and fetus at an increased risk of potential adverse outcomes. Qualitative
interviews with women who were pregnant after 2009 suggest that the message of “not
drinking is the safest option” has not filtered down in a clear and consistent manner.
Such communication was desired by the women, particularly via healthcare
professionals, to enable them to make informed choices about alcohol use during
pregnancy. These findings taken together suggest that the change of population alcohol
guidelines to an abstinence message for pregnant women requires systematic
dissemination via policy and practice to ensure that women are provided with

information and support to reduce and abstain from alcohol use during pregnancy.
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Chapter 1: Introduction

1 INTRODUCTION

Heavy alcohol use during pregnancy can have potentially serious consequences, so
guidelines have been developed to assist pregnant women in making informed decisions
about their alcohol intake. Unfortunately, due to the inability to define a safe level of
alcohol consumption during pregnancy, Australian alcohol guidelines in relation to
pregnancy have been inconsistent over time. Within the context of changing guidelines,
this thesis examines alcohol use during pregnancy in Australia from a public health
perspective, including factors that predict and explain this phenomenon. The current
chapter includes an introduction to public health guidelines for alcohol use, a brief
description of the evidence base that informs guidelines for alcohol use during
pregnancy, international and Australian guidelines for alcohol use during pregnancy and
a summary of the thesis chapters that follow.

1.1 Public health guidelines

Public health guidelines play an important role in helping to combat the burden of
disease and injury. Guidelines should be a synthesis of the best available evidence that
provide recommendations at a population level to assist people in maintaining good
health and avoiding negative health outcomes. Such guidelines are beneficial to society,
as their purpose is to reduce costs to the healthcare system and increase workforce
participation, by reducing the amount of time lost to ill health or injury. Guidelines can
also benefit individuals by providing them with the information they need to make

informed decisions about their health and behaviour.



When generating public health guidelines, it is essential that all relevant and
methodologically sound literature be objectively assessed to provide recommendations
that align with the most current scientific evidence. Not only does the volume of
evidence need to be considered, but more importantly the quality, consistency, and
clinical implications of the research.[1] The National Health and Medical Research
Council (NHMRC) highlight the need to utilise the best available level of evidence
when developing guidelines.[1] They describe a hierarchy of evidence, which varies
according to the specific research question. For example, when gathering evidence
about the effectiveness of interventions a systematic review of randomised controlled
trials is the highest level of evidence followed by individual high quality randomised
controlled trials.[1] However, when investigating aetiology, systematic reviews of
prospective cohort studies are best to use followed by individual prospective cohort
studies.[1]

Unfortunately, in most cases the best available evidence is not as clear as a simplified
public health message may suggest. Differences of scientific opinion can reflect
legitimate debate over data quantity, quality and interpretation. Furthermore, advances
in knowledge lead to changes in practice over time. This can lead to discrepancies in the
public health recommendations adopted by countries around the world, in addition to
countries changing their own recommendations over time. One area that has attracted
the attention of policy makers worldwide and prompted the creation of public health

guidelines is alcohol use.

1.2 Alcohol use in Australia

Alcohol use has been reported to account for approximately 5.9% of deaths and 5.1% of
disability adjusted life years worldwide.[2] The burden of alcohol impacts not only on
the individual, but also on society. It has been estimated that in high income countries,
the economic cost attributable to alcohol consumption is about 2.5% of a country’s
gross domestic product.[3] Alcohol misuse puts a strain on healthcare systems and law
enforcement, and leads to more socially inappropriate behaviours and loss of
productivity.[2, 3] Alcohol-related problems exist in both developing and more

developed countries, and are prevalent in Australia.

The average per capita consumption of pure alcohol for Australians 15 years or older is
estimated to be 12.2 litres per year,[4] nearly twice that of the worldwide average of 6.2

litres per year.[2] Such consumption has led to over 5,500 deaths and 4.1% of disability
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adjusted life years being attributed to alcohol each year.[5] The misuse of alcohol (i.e.
consuming greater than the recommended intake) costs Australia over $14.4 billion
dollars a year, due to lost productivity, criminal justice costs, healthcare costs, and
alcohol-related traffic accidents.[6] It has been suggested that about half of the social
burden is avoidable through public policy interventions.[7] Despite the high social costs
of alcohol, Australians maintain their long-standing drinking culture, which has existed

since colonisation.[8]

Australian public health guidelines to reduce the harms associated with alcohol use were
introduced in 1987 with a second edition in 1992,[9] followed by revised guidelines in
2001[10] and 2009.[11] When updating the guidelines, an evaluation of the most recent
scientific literature was undertaken in order to create evidence-based recommendations
about responsible levels of alcohol consumption. The literature suggested that a number
of sub-populations within the greater population of Australia required their own specific
recommendations about alcohol use, such as pregnant women and women of
childbearing age. These specific recommendations were made based on the large body
of evidence examining the associations between alcohol use during pregnancy and
negative outcomes for the mother and child. This evidence is vast and often
inconsistent, making it necessary to review before discussing the recommendations that

have been made regarding alcohol use during pregnancy.

1.3 Outcomes related to alcohol use during pregnancy

There are a number of difficulties in examining the evidence regarding the relationship
between alcohol use and pregnancy in humans. Potential confounding factors, such as
maternal and fetal genetics,[12-15] blood alcohol concentrations,[16] and the dose,
pattern and timing of drinking[17-21] are not always taken into account. Therefore, it
becomes difficult to identify an exact level of alcohol use at which harm may occur.
Additionally, there is inconsistency in how countries quantify a standard drink. What
constitutes heavy, moderate or light drinking is often left to individual researchers,
resulting in variability across studies. Despite these limitations, it is widely
acknowledged in the literature that alcohol is a teratogen and heavy use during

pregnancy is associated with detrimental effects.



1.3.1 High intake

A number of adverse outcomes are associated with prenatal alcohol use, particularly
from heavy use. The most well-known negative outcome related to alcohol exposure in
utero is Fetal Alcohol Syndrome (FAS), which was first described by Frenchman Paul
Lemoine and his colleagues[22] in 1968, before being officially named by Jones and
Smith[23] in 1973. Children born with FAS exhibit a number of abnormalities
including: prenatal and postnatal growth retardation, small head circumference,
developmental delay, mental retardation, fine motor dysfunction, inner epicanthic folds,
midfacial hypoplasia (i.e. underdevelopment of facial structures), and short palpebral
fissures (i.e. small-set eyes).[24] It has been noted that these symptoms range in severity
and with degree of fetal exposure to alcohol. Therefore, FAS has been incorporated into
a group of disorders referred to as Fetal Alcohol Spectrum Disorders (FASD).[25, 26]
The neurobehavioural deficits seen in children with FASD are most likely explained by
alterations to the brain. Multiple brain imaging studies have shown a reduction in
volume of the brain as a whole, as well as specific areas of the brain being malformed or
smaller in volume in relation to alcohol exposure in utero.[27] Additionally, functional
neuroimaging studies have shown that individuals exposed to alcohol use during
pregnancy have a number of functional deficiencies within particular brain regions.[28]

FAS and FASD are well-documented associations with prenatal alcohol consumption.
However, a number of other problems are also related to high alcohol intake during
pregnancy. Potential pregnancy complications linked with consistent heavy alcohol use
or binge drinking include: preterm delivery,[19, 29] sleep disturbance,[30] stillbirth,[21,
31] and miscarriage.[21] Within Australia, women who have had at least one alcohol-
related diagnosis were more likely to have unplanned caesarean sections[32] which
increases costs through the use of anaesthetics and an increased length of stay in
hospital.[33]

Research has reported that babies that were exposed to high levels of alcohol in utero
were at higher risk for: post-neonatal mortality,[34] lower Apgar scores,[32] increased
admission to the special care nursery,[32] fetal growth restrictions,[32, 35-37] low birth
weight,[38, 39] infections,[40] sepsis,[41] and congenital anomalies such as a cleft
palate.[42] Such birth outcomes are devastating for the families who are affected, but
they also create additional costs to the health system.[43] Within a universal healthcare
system, such as Australia’s, these costs translate into increased pressure on society’s tax

system, making it a national issue, rather than just a personal issue.
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Prenatal alcohol exposure is also related to diseases that develop after birth and in
childhood, such as iron-deficiency anaemia[38] and leukaemia,[44-46] which have been
found to be more common among children who were exposed to alcohol in utero.
Neuro-behavioural problems are commonly reported throughout the literature.[47] For
example, verbal 1Q,[48] information processing skills,[49] delinquency and
aggression,[48, 50] emotional problems,[51] anxiety and depression,[20, 50] somatic
complaints,[20] and attention problems and hyperactivity[52] have all been associated
with heavy prenatal alcohol use. A meta-analysis[53] looking at the association of fetal
alcohol exposure with infant mental development found that, after adjusting for
covariates, heavy use (i.e. two or more drinks per day, as defined by the authors) was
associated with about a half a standard deviation decrease in scores on the Mental
Development Index. Fetal exposure to alcohol has also been linked to the development
of alcohol use disorders in early adulthood.[54, 55] It is possible that there is a direct
effect of fetal alcohol exposure in utero on the subsequent development of alcohol use
disorders. However, it may not be possible to disentangle the effects from other
contributing factors like genetic predisposition and exposure to parental drinking
behaviours throughout childhood.

1.3.2 Light to moderate intake

The evidence regarding the relationship between light to moderate prenatal alcohol use
and adverse outcomes is not clear. A dose-response association has not been
consistently observed in human trials,[50, 56] [57] where randomised controlled trials
of different doses of alcohol are not ethically possible and residual confounding must
always be considered. There is, however, evidence to suggest a threshold (i.e. 30-40
grams of alcohol per occasion or no more than 70 grams per week) at which fetal harm

occurs.[58]

In 2006, Gray and Henderson[59] submitted a report to the Department of Health in
England, which contained a systematic review assessing the outcomes associated with
light to moderate prenatal alcohol use. They found some evidence to support the link
between light to moderate alcohol use during pregnancy and spontaneous abortion (i.e.
miscarriage).[59, 60] Gray and Henderson’s findings were similar to those reported in a
meta-analysis by Makarechian et al[61] with only one overlapping paper; however, both
were limited by methodological shortcomings. For example, Makarechian et al[61]

explained that the studies they used in their meta-analysis to examine spontaneous



abortion were statistically heterogeneous; therefore, making the pooled odds ratios
unreliable. The evidence of the association between alcohol use and spontaneous
abortion that was reported by Gray and Henderson[59] was based on five studies that
had found significant results. These results were inconsistent with the three studies that
did not find significant results. The results of the five studies were overshadowed by a
range of methodological flaws such as recall bias, not adjusting for confounders (e.g.
smoking status), and not defining the timeframe for the measurement for pre-pregnancy
drinking.[59, 60] These methodological flaws, as well as the inconsistent nature of the
eight studies examining spontaneous abortion, limit the conclusions that can be drawn

from the literature.

More recently, a prospective study utilising data from over 91,000 women from the
Danish National Birth Cohort, found that alcohol use during pregnancy at certain levels
(i.e. 2-3.5 drinks/week or 4 or more drinks/week) had one of the largest associations
with spontaneous abortion when examining modifiable factors associated with the
adverse event.[57] However, it is unclear whether the average weekly consumption was
spread out over time or consumed on a single occasion. The latter would have resulted

in a higher blood alcohol concentration, making negative outcomes more likely.

Gray and Henderson also noted in their report that the evidence for drinking at low to
moderate levels showed inconsistent relationships with other birth outcomes such as
stillbirth, intrauterine growth retardation, birth weight and preterm birth.[59, 60] The
majority of studies found no significant association between low to moderate levels of
prenatal alcohol use and the negative birth outcome of interest, with some studies
reporting an inverse relationship.[59, 60] These findings of nil or inverse relationships
have since been reiterated by other studies, including a systematic review and meta-
analysis, in relation to growth, birthweight, preterm birth and preeclampsia.[56, 62-64]
However, some studies have found low levels of drinking are associated with positive
birth outcomes, with Gray and Henderson reporting that at least one study for each
adverse outcome in their review had reported a significant positive association.[59, 60]
These positive relationships have also been supported by more recent studies. [65-67]
One must also consider the potential for publication bias in such a topical field of

research.

Gray and Henderson[59, 60] concluded that the literature regarding the association
between light to moderate alcohol exposure and birth outcomes was inconclusive, and

therefore no safe level of alcohol consumption during pregnancy could be determined.
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Such inconclusive evidence may reflect a lack of methodologically sound studies, or
alternatively (or additionally), that there is no, or perhaps very minimal, effect. A
comprehensive synthesis of the body of evidence is currently hindered by extreme
variability in the operational definition of light to moderate alcohol consumption, and
the regularly unmeasured potential confounders such as genetics, timing, dose and
pattern of drinking. It has been suggested that more rigorous studies should be
conducted to assess the relationship between low to moderate levels of prenatal alcohol
use and birth outcomes.[59, 68] Until more robust studies are conducted, a safe level of

alcohol consumption cannot be determined.

1.4 Guidelines for alcohol use during pregnancy

The guidelines relating to alcohol use and pregnancy rely on the available research
literature. Therefore, the paucity of evidence relating to a safe level of drinking during
pregnancy is of particular importance to policy makers. To ensure the public is not
harmed by policies based on false or weak research findings, policy makers need to
ensure that the recommendations they make rely on solid evidence. The inconclusive
nature of the research literature is reflected in the variations found between international

and regional alcohol guidelines for pregnant women.[68]

1.4.1 International guidelines

Some countries, such as the United States,[69] Canada,[70] Denmark,[71] and South
Africa,[72] have taken a conservative approach and recommend abstaining from alcohol
use during pregnancy. Until recently the United Kingdom[73] was less strict with the
recommendation, suggesting abstinence was safest but providing guidelines around
frequency and quantity for women who still chose to drink alcohol during pregnancy.
However, the United Kingdom Department of Health revised their alcohol guidelines in
2015-2016, which previously allowed for one to two units of alcohol once or twice a
week, to be in accordance with other international guidelines that recommend not

drinking as the safest option.[74]

1.4.2 Australian guidelines

Australia’s approach to alcohol guidelines for pregnant women has been inconsistent
over the last two decades. The 1992 National Health and Medical Research Council
(NHMRC) guidelines suggested that women abstain from alcohol during pregnancy.[9]

However, in 2001 the guidelines were revised as a result of the limited information



available about low to moderate alcohol intake and pregnancy outcomes.[10] The 2001

guidelines stated that pregnant women, or women who may become pregnant soon:
e “may consider not drinking at all;
e most importantly should never become intoxicated;

e if they choose to drink, over a week, should have less than 7 standard drinks,
AND, on any one day, no more than 2 standard drinks (spread over at least two

hours);

e should note that the risk is highest in the earlier stages of pregnancy, including

the times from conception to the first missed period.”[10]

In 2009, the NHMRC guidelines were again changed to state that “not drinking is the
safest option.”[11] This change back to a conservative approach was based on an
acknowledgement that the evidence regarding low to moderate prenatal alcohol intake
was inconclusive and unable to determine a safe drinking level.[11] At the time of
commencing this thesis, no studies had investigated the prevalence of alcohol use

during pregnancy since the introduction of the 2009 NHMRC alcohol guidelines.

1.5 Thesis overview

The overall objective of this thesis was to identify the multiple components that
contribute to alcohol use during pregnancy among Australian women within the context
of the national alcohol guidelines for pregnancy. Chapter 2 provides a review of the
literature on the prevalence and predictors of alcohol use during pregnancy in light of
the alcohol guidelines. A methodology chapter (Chapter 3) then outlines the research
design for the overall body of work presented in this thesis, which uses a mixed
methods approach. Chapter 3 also includes a description of the Australian Longitudinal
Study on Women’s Health (ALSWH), the prospective cohort study, which was used for

the analyses presented in this thesis.

The results chapters (Chapters 4-7) are a series of published papers from reputable,
peer-reviewed scientific journals. Corresponding conference presentations and
published abstracts are listed on the relevant chapter title page. Each chapter is stand-
alone providing a brief review of the literature of relevance to the distinct research
question, the methods used, the findings, and a general discussion placing the work in
the broader context of other research. However, as a whole these four studies build on
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one another to provide a comprehensive population-based examination of the

components contributing to alcohol use during pregnancy within Australia.

The first results chapter (Chapter 4) describes the prevalence of alcohol use during
pregnancy after the change in guidelines from a low-intake to abstinence message from
2009.[11] Chapter 4 also examines the maternal characteristics associated with drinking
behaviour that complies with the new guidelines. Based on results from Chapter 4, in
addition to other studies reporting a high prevalence of alcohol consumption among
pregnant Australian women, Chapter 5 provides a comprehensive assessment of the
predictors of alcohol use in pregnancy among previous drinkers. Due to the longitudinal
nature of the data, the association between prenatal alcohol consumption and the alcohol
guidelines, which have varied over time, is examined alongside a large range of

potential predictors.

Chapter 6 then builds on the major findings from Chapters 4 and 5. Specifically, it looks
at whether prenatal drinking patterns, which put women at risk of alcohol consumption
during pregnancy, are being modified once pregnancy occurs. Characteristics of women
who continue risky drinking patterns are presented, helping to identify those that may
need more targeted interventions aimed at changing drinking behaviour prior to, or early

in, pregnancy.

The final results chapter (Chapter 7) presents findings from a qualitative study that was
designed and implemented to complement the quantitative components of this thesis. It
provides the narratives of women to gain a deeper understanding of the broader findings
that were presented in Chapters 4 through 6. By exploring women’s perceptions of the
information provided to them about alcohol use during pregnancy, this chapter provides
valuable insights on the information pathways for guideline dissemination, with the

information coming straight from the end-user.

A general discussion of the overall findings, and strengths and limitations of this thesis
is presented in Chapter 8. To conclude, the practical implications of these findings are

discussed, along with suggestions for future research.
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2 LITERATURE REVIEW

This chapter provides a review of the literature about alcohol use during pregnancy.
Specifically, it covers the prevalence of alcohol consumption during pregnancy,
followed by an examination of the potential predictors of alcohol consumption during
pregnancy. Quantitative and then qualitative research is discussed to shed light on the

potential reasons women consume alcohol during pregnancy.

2.1 Search strategy

The review was originally conducted in late 2010, updated as needed for each results
chapter and then finalised in November 2016. A broad search strategy was first
employed, beginning with the Medline database, to get an idea of what the bulk of
research focussed on in relation to pregnancy (i.e. MeSH term: Pregnancy) and alcohol
consumption (i.e. MeSH term: Alcohol Drinking). The majority of studies examined the
associations between prenatal alcohol use and birth or child outcomes. A brief summary
of those results was included in Chapter 1 of this thesis when describing the evidence
base available to policy makers. This literature review instead focuses on the prevalence
and predictors of prenatal alcohol use, as the overall objective of this thesis is to identify
targets that can be addressed to align prenatal alcohol consumption among Australian

women with the national alcohol guidelines that are intended to minimise harm.

After the Medline search, an additional search was conducted in Psyclnfo to gather
information that may have been missed in the public health and medical research.
Google and Google Scholar were used in order to obtain more information from non-

peer-reviewed sources such as government or other organisations’ reports. The websites
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of health and other government departments in a number of countries were searched for
information on guidelines during pregnancy, which was covered in Chapter 1, and
prevalence rates of drinking during pregnancy. Information about global statistics was
sought from the World Health Organization’s website and any reports or peer-reviewed
literature containing international comparison data. References of significant papers

were often sought out, as was the work of well-known researchers in the field.

A systematic review examining the predictors of pregnancy was originally planned for
this thesis, however, at the time of initiating the search strategy a systematic review of
these predictors was published by Skagerstrom et al. (2011).[75] Hence, this review is
presented as a narrative review, covering a broader range of published literature. This
review attempts to capture the context in which this thesis was conducted. A key theme
for global public health has been ‘a healthy start to life’, through improving maternal-
child health. Reducing alcohol use during pregnancy fits neatly within this theme, but
many of the details remain controversial and topical for researchers, policy makers,

ethicists, health professionals, and the general public.

2.2 International prevalence of prenatal alcohol use

Although the majority of women living in developed countries consume alcohol,[2]
empirical studies have reported a vast range of prevalence rates for prenatal alcohol use.
A cross-sectional, multicentre study in Sweden found only 6% of women reported
alcohol use during pregnancy, whereas 84% of the women had consumed alcohol in the
year prior to pregnancy.[76] In Japan, where around 60% of women consume
alcohol,[2] studies assessing prenatal alcohol consumption have found prevalence rates
ranging from 5% to 13%.[77-79] Canada is similar in that the majority of women (70%)
in the population consume alcohol,[80] however, Canadian statistics gathered through
telephone interviews for the 2003 to 2011/12 Canadian Community Health Surveys
suggest the prevalence of alcohol use during pregnancy is around 10%.[81] Using a
different methodology (i.e. self-report written questionnaires),[82] the All Our Babies
prospective cohort in Alberta, Canada found that 46% of women who drank prior to
pregnancy reported drinking after pregnancy recognition.[83] The most recent United
States national data from 2011-13 telephone surveys found a 10% prevalence of alcohol
use in the past 30 days among pregnant women, in contrast to the 54% prevalence rate
for non-pregnant women.[84] Taken together these prevalence data suggest that many

12
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women do cease drinking in pregnancy, but a prevalence rate of around 10% is common

in many developed countries.

There are some countries where the prevalence of drinking alcohol during pregnancy is
estimated to be higher than 10%. According to the New Zealand Health Survey 2012-
13, more than three-quarters of women consume alcohol, with 19% of the 565 women
that had been pregnant in the last year reporting alcohol consumption during their last
pregnancy when interviewed face-to-face.[85] However, a New Zealand study, using
self-administered surveys to collect data from 723 postpartum women in antenatal
hospitals across the country, reported a prevalence rate twice as high (38%).[86] In
Norway, prospective data from the Norwegian Mother and Child Cohort Study indicate
prenatal alcohol consumption prevalence rates of 32%, 10% and 16% in the first,
second, and third trimesters respectively.[87] A small (n=110) Spanish study utilising
early detection markers (fatty acid ethyl esters) analysed in meconium found that 35%
of infants had been exposed to alcohol in utero, but only 4.5% of the mothers in the

study self-reported any alcohol intake in pregnancy.[88]

There are some countries where the estimated prevalence of drinking alcohol during
pregnancy varies widely and may be extremely high. The prevalence of prenatal alcohol
consumption among more than 92,000 participants from the Danish National Birth
Cohort was around 45%.[89] National data from England, suggest a prenatal alcohol
consumption rate of around 28% to 52%.[90] A review of studies reporting
consumption rates of pregnant French women found a range of between 12% and
63%.[91] Around half of pregnant women in the Ukraine have be found to drink during
pregnancy.[92] A review of the literature on Russian prevalence of alcohol use during
pregnancy found a huge range, between 3% and 83%, noting geographical and
methodological differences between studies as potential reasons for the large
variation.[93] Three different cohort studies, using different methods of data collection,
reported rates of 20%, 46% and 82% of Irish women consuming any alcohol during
pregnancy.[94] An international, multicentre cohort study found an overall prevalence
of 63% among pregnant women, ranging from 40% to 82% for the four individual
countries (i.e. Ireland, United Kingdom, Australia and New Zealand).[94]

The large variance among prevalence rates may be partially due to different cultural
norms and practices; however, considering reported prevalence rates vary even within
the same country, it would be reasonable to assume that a large proportion of the
variance is due to differences in study methodology. Such differences are seen in: the

13



timing of data collection in relation to pregnancy; the methods of data collection;
sample size; and the operational definition of alcohol use during pregnancy (e.g. the
past 30 days[84] versus any time during pregnancy [85]). Variance in estimated
prevalence rates of alcohol consumption during pregnancy also exists among Australian
studies.

2.2.1 Australian prevalence of prenatal alcohol consumption

The prevalence of drinking alcohol during pregnancy in Australia is generally high by
international standard, regardless of which guidelines were in place at the time of
measurement. A number of Australian studies examined the prevalence of prenatal
drinking prior to the release of the 2009 NHMRC alcohol guidelines.[11] The estimates
from these studies ranged from 12% to around 80%.[95-100] As is the case for the
international literature, the methodological variation among the Australian studies is
likely the largest contributor to the variance in reported prevalence rates of alcohol use
during pregnancy. For example, a few of the studies were based on limited samples
from different regions within Australia, and the findings will not be as generalisable as
those from nationally representative population-based data. Additionally, there were
differences in sampling techniques, methods of data collection, timing in relation to
pregnancy and the time the studies were conducted in relation to the changing NHMRC
alcohol guidelines of 1992, 2001 and 2009.[9-11]

The lowest prevalence estimate comes from a South Australian study that recruited 748
women in 2005-06 at their first antenatal appointment via antenatal clinic staff to fill in
a self-administered, anonymous questionnaire at that time and found that only 12% of
women reported alcohol use during pregnancy in the month prior to that
appointment.[97] However, this figure is likely to have been significantly biased
towards a lower prevalence, as a result of a poor response rate, since only one-third of
the potentially eligible sample completed the questionnaire.[97] Additionally, over half
of women were in their first trimester, reflecting only one month of drinking in early
pregnancy.[97] The authors did not report on the data they gathered on the maximum
amount of alcohol consumed per day and how many days alcohol was consumed in the
previous month, providing no insight into the patterns of alcohol use. Giglia and Binns’
(2007) study in Western Australia recruited women immediately postpartum in 2002-03
and found a prevalence of 35% through using a self-administered baseline questionnaire

to assess alcohol use during pregnancy.[95] The majority of women who did consume
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alcohol (96%) were drinking less than seven drinks per week, with 92% of them women
drinking no more than two drinks a day.[95] However, consumption was limited to the

previous two weeks, limiting its generalisability for drinking throughout pregnancy.[95]

Based on population data gathered from personal interviews for the 1995 and 2001
National Health Surveys, 40% and 27% of pregnant women, respectively, who had
consumed alcohol in the last 12 months reported drinking in the week prior to the
interview.[96] Additionally, of those women pregnant at the time of the 2001 NHMRC
alcohol guidelines, which allowed low level consumption during pregnancy, 99% of
women who had consumed alcohol in the past week did so within the recommended
limits.[96] The 2007 National Drug Strategy Household Survey found that 29% of
women who were pregnant only in the last 12 months and 36% of women who were
pregnant and breastfeeding in the past 12 months reported consuming alcohol during
that time.[101] This 2007 survey did not measure amount or frequency of alcohol
consumption, only reporting a reduction in the usual quantity of alcohol consumption by
95% of women who were pregnant in the past 12 months.[101] Population-based data
from two cohorts (i.e. 0-1 years and 4-5 years in 2004) of the Longitudinal Study of
Australian Children assessed retrospectively reported alcohol use during pregnancy,
finding 28% of mothers with children born 1999-2001 reported consuming alcohol
during pregnancy compared to 38% of mothers with children born 2003-04. [102, 103]
The majority (96%) of women in both cohorts reported an average of one alcohol drink
per occasion, with most drinking less than weekly.[103] Although it appears that more
pregnant women consumed alcohol under the guidelines condoning low alcohol use,
these findings should be interpreted cautiously as the prenatal alcohol use among
mothers with children born 1999-2001 was based on 4-5 year retrospective recall of the

behaviour.

A number of Australian studies have found that the majority of women consumed
alcohol during pregnancy. Using self-administered postal questionnaires in 1995-97, a
study from Western Australia found a prevalence of 59% in women self-reporting at 12
weeks postpartum, with 10-14% of women drinking above the levels that had been
condoned under the 2001 NHMRC alcohol guideline for pregnant women.[100] The
same overall prevalence (59%) was found in a recent population-based prospective
cohort of pregnant women recruited from antenatal clinics reporting consumption at any
stage of pregnancy.[104] A total of 31% of women reported drinking after realising they
were pregnant.[104] Of those who binge drank prior to pregnancy, 44% reported binge
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drinking prior to pregnancy recognition.[104] The women who drank throughout the
entire pregnancy did so at low (<7 drinks/week and <2 drinks/occasion) to moderate
levels (<7 drinks/week and >2 to <5 drinks/occasion).[104] In Victoria, pregnant
women were recruited via multiple pregnancy-related sources to take part in a study
with a baseline postal questionnaire around 17-20 weeks gestation, followed by a
fortnightly calendar assessment (postal or online) of daily alcohol consumption up to 36
weeks gestation. [99] The study, which collected data in the midst of the change from
low (2001) to no (2009) drinking guidelines, found 77% of women consumed alcohol at
some stage during pregnancy, 72% of women consumed after pregnancy recognition,
and of those drinking post-recognition, 75% consumed within levels compliant with the
2001 NHMRC alcohol guideline for pregnant women.[99] Such a high prevalence of
approximately 80% was also found using population-based data from the Australian
Longitudinal Study on Women’s Health (ALSWH).[98] This previous analysis of
ALSWH data included the first four surveys (i.e. 1996, 2001, 2003 and 2006) spanning
an age range of 18 to 33 years (i.e. women in the cohort born 1973-78), which were
conducted prior to the introduction of the 2009 NHMRC guidelines promoting
abstinence. Similar to the findings of other studies, the majority (~80%) of the women
from the ALSWH study were drinking at levels that complied with the 2001 guidelines
condoning low alcohol consumption.[96, 98, 103] Additionally, Powers et al. (2010)
found that women were much more likely to comply with the low level alcohol
guidelines of 2001 compared to the previous abstinence guidelines of 1992.[98] Limited
qualitative evidence suggests, that Australian women generally believe in abstaining
during pregnancy, but that the occasional drink is harmless, which could contribute to

this substantial proportion of women drinking at low levels during pregnancy.[105, 106]

At the outset of this thesis, no study had yet assessed the level of prenatal alcohol
consumption in Australia since the change of the national alcohol guidelines in 2009.
More work was needed to determine whether consumption rates had dropped since
introducing an abstinence recommendation. Coinciding with the work conducted in this
thesis, a number of other studies have been published that shed light on Australian
prevalence rates of alcohol use during pregnancy since the introduction of the 2009
alcohol guidelines. Based on the 2010 and 2013 National Drug Strategy Household
Surveys, 51% and 47% of women who had been pregnant at some point in the previous
12 months reported consuming alcohol during pregnancy respectively, with the majority
of those women drink less than they did pre-pregnancy.[107, 108] A total of 40% of
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pregnant women recruited in Adelaide between 2004 and 2011 for an international
prospective cohort study (i.e. Screening for Pregnancy Endpoints [SCOPE] study)
reported consuming alcohol during pregnancy; most of those women consumed no more
than seven units of alcohol per week.[94] The SCOPE study had midwives interview
women at 15 weeks and 20 weeks gestation, with second trimester average drinking per
week being calculated based on the week preceding the 15 week visit and the week
preceding 20 week visit. Such short timeframes of consumption limits the applicability
of any prevalence rates to overall prevalence of consumption in pregnancy. A
Queensland prospective cohort study recruited women from 2007 to 2011 and found an
overall prevalence rate of 44% for prenatal alcohol use, which decreased over time from
53% in 2007 to 35% in 2011; however the rate of binge drinking at any stage of
pregnancy remained stable over time.[109] These national surveys and prospective
cohort studies provide evidence that suggests prenatal alcohol use has decreased since
the 2009 NHMRC alcohol guidelines have come into place. However, even with such a
reduction, it is unknown why such a relatively high proportion of Australian women
still consume alcohol during pregnancy within the context of alcohol guidelines

recommending abstinence.

2.3 Predictors of alcohol use during pregnancy

In order to understand why Australian women drink during pregnancy, it is important to
determine the factors that predict such behaviour. Identifying the factors that are
associated with prenatal alcohol use will help to define the multiple components that
need to be considered when developing interventions to address this issue. Determining
predictors of prenatal alcohol use will also help to identify which women might be at an
increased risk of drinking during pregnancy. Australian research in this area was quite
limited at the time of commencing this thesis. A large body of work internationally has
identified a number of factors associated with prenatal alcohol use summarised in Table
2.1 and further described below. It is important to note that while each factor is

considered separately, many will cluster together.

Table 2.1 An overview of predictors of prenatal alcohol use

Category Predictors

Socio-demographics Age, education, income, employment/occupation,

ethnicity/race/Indigenous status, partner status
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Social factors Social support, physical or sexual abuse

Reproductive characteristics Reproductive history, stage of pregnancy
Physical and mental health Physical health, mental health, life satisfaction
Health promoting behaviours Adherence to guidelines (preventive health),

healthcare utilisation
Health risk behaviours Illicit drug use, smoking, alcohol use history

Access to healthcare Rurality, health insurance status

2.3.1 Socio-demographics

2.3.1.1 Age

The majority of studies in this area have found that older women are more likely to
consume alcohol during pregnancy compared with younger women.[84, 110-124]
Within Australia, Giglia and Binns (2007) found that women from Perth, Western
Australia who were over the age of 30 years were more likely to drink alcohol during
pregnancy compared to their younger counterparts.[95] Two Australian studies utilising
population-based data measured age as a continuous variable, rather than categorically,
and found increased maternal age to be associated with alcohol consumption in

pregnancy in multivariate analyses.[101, 103]

A more complex relationship between age and alcohol use during pregnancy was noted
in a few studies. For instance, women aged 25 to 29 years in the Danish National Birth
Cohort were more likely to binge drink during the pre-recognition phase of pregnancy
compared with women in older or younger age groups.[125] However, binge drinking
after pregnancy recognition did not significantly vary with age.[125] Yamamoto et al.
(2008) described a varied effect in their Japanese study, whereby women aged 30 to 39
years were more likely to consume alcohol during pregnancy compared to women aged
20 to 29 years, but women who were 40 years or older were more likely to abstain from
alcohol after pregnancy confirmation compared to women in their 20’s.[79] The
characteristics (e.g. education, ethnicity, body mass index, smoking) of high-risk
alcohol subgroups among pregnant women has been found to vary according to
age.[114] These findings suggest that age may be a non-linear predictor and that there

could be potential interactions with other factors, such as education.

Still other research has not found evidence of age being a predictive factor of alcohol
use in pregnancy.[97, 126, 127] Such inconsistency between study findings about the
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significance of a positive relationship between older age and alcohol consumption
during pregnancy was also reported in a systematic review of the predictors of alcohol
use during pregnancy.[75] Although the vast majority of studies do suggest that
increased age is a predictor of prenatal alcohol use, there are methodological issues
which limit these findings. For example, some studies used a reference group that was
below the legal drinking age.[112, 113, 122] It is not surprising therefore, that women
who were not legally allowed to purchase or consume alcohol were less likely to do so

during pregnancy compared to women who were of legal age.

2.3.1.2 Education

There are mixed findings among studies investigating the relationship between
education and alcohol use during pregnancy. For example, cross-sectional studies in
Japan and Norway found pregnant women with a higher education were more likely to
drink any alcohol during pregnancy.[79, 115] Whereas, the opposite findings were
reported by other studies. Less educated women from a Canadian prospective cohort
were more likely to binge drink prior to pregnancy recognition; however, there was no
significant relationship between education and low to moderate levels of consumption
after pregnancy recognition.[83] A cross-sectional study from the Ukraine found an
inverse association between lower education and a higher number of drinks per day, as
well as per drinking day, in the past month of pregnancy.[92] Similarly, in the United
States a cohort study reported lower education to be associated with moderate or heavy
alcohol use during pregnancy among African-American women.[128] However, the
study findings may be a result of the urban, African-American sample that was included
(n=393) rather than generalisable to the broader population. A larger cohort study in the
United States (n=4185) found the correlation between education and alcohol varied
according to race, with significance only being detected for African-American
women.[122, 128] The latter study reported a more complex (non-linear) relationship
between education and consuming alcohol in pregnancy, with the least and most
educated women more likely to drink any alcohol compared to those with a high school
education.[122]

Analysis of population-based data from the United States also suggests that the
relationship between level of education and prenatal alcohol use may vary according to
age.[114] Due to the variations that occur between subgroups within a population and
potential correlation between variables, it is essential that any analysis conducted to

identify predictors of alcohol use during pregnancy is applied in a way that accounts for
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a comprehensive set of other possible predictors. A number of studies have not found
education to be predictive of prenatal alcohol consumption once controlling for these
other variables.[110, 111, 113, 121, 123, 126, 127, 129, 130] Skagerstrom et al.’s
(2011) systematic review reported that education, although investigated by a number of
studies, was rarely found to be a significant predictor of alcohol use in pregnancy, and

when it was significant, the results were inconsistent between studies.[75]

Within Australia, a Western Australian study did not find education to be predictive of
prenatal alcohol use.[95] The results from this Australian study were limited by the
potential of recall bias as a result of measuring prenatal alcohol consumption
retrospectively, and by the use of bivariate analysis only, which leaves scope for
residual confounding. Another Australian study, which similarly did not use
multivariate analysis, reported that low-level alcohol use after the first trimester of
pregnancy increased as education increased, whereas high-risk drinking was more
common among those who did not complete high school.[109] Based on an analysis of
maternal data from the 2005 Longitudinal Study of Australian Children infant cohort,
retrospectively reported alcohol use during pregnancy was more likely among women
with greater than ten years of education compared to their less educated
counterparts.[103] There was no significant relationship between education and alcohol
use during pregnancy among women who had been pregnant in the last 12 months that
were sampled for the 2007 National Drug Strategy Household Survey.[101]
Clarification on the role of education on drinking behaviour during pregnancy within
the Australian context is needed.

2.3.1.3 Income

The majority of international studies examining the relationship between income and
alcohol use during pregnancy have reported that pregnant women with higher incomes
were more likely to consume alcohol than those with lower incomes. [75, 117, 124,
130] Four Australian studies also found higher income to be predictive to prenatal
alcohol consumption.[95, 99, 103, 109] However, two of these studies did not account
for confounders during the analysis,[95, 109] and one of the other studies reported that
the predictive value of income was mitigated when intention to drink during pregnancy
was accounted for.[99] Results from a 2007 national Australian survey did not support a
significant relationship between income and alcohol use during pregnancy.[101] In the
United States, Chang et al. (2006) found that women with higher incomes also drank

more frequently than those with lower incomes.[131] Taken together, the findings
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indicate the importance of taking income or financial status into account when assessing
alcohol use during pregnancy. The relationship between education and income should

also be considered.

2.3.1.4 Employment and occupation

Income, employment and occupation are factors that may cluster together. A null
association between employment status and prenatal alcohol use has been supported by
most international research.[75, 113, 116, 119] Such an association was based on
questionable findings as one of the studies only conducted bivariate statistical
analysis,[119] and another used a biased sample whereby unemployed women were
potentially underrepresented because they were less likely to have complete data, which

was considered necessary for inclusion in analysis.[116]

A few studies have found that employment and occupation significantly correlate with
alcohol consumption during pregnancy. For example, in Japan women who worked
part-time were more likely to drink during pregnancy compared to unemployed
women.[79] In Denmark, higher grade professionals, skilled workers, unskilled workers
and the unemployed were less likely to drink during the pre-recognition phase of
planned pregnancies compared to lower grade professionals.[125] This trend reversed
after pregnancy recognition with lower grade professionals becoming less likely to
drink compared to other occupational groups.[125] Few Australian studies have
examined how employment and occupation relate to alcohol use during pregnancy, but
one study reported that pregnant women with higher occupational status were more
likely to consume alcohol during pregnancy.[95] There seems to be a complex
relationship between occupation and alcohol consumption that warrants further

investigation, especially within an Australian context.

2.3.1.5 Ethnicity, race, and Indigenous status

International research in regards to race and ethnicity in relation to alcohol use during
pregnancy is mixed, with some studies suggesting that differences exist[110, 113, 122,
124, 130] and others refuting any correlation.[111, 116, 117, 123, 126, 127, 131]
However, potential differences in prenatal alcohol use prevalence rates between racial
or ethnic groups is unlikely to be due to a genetic disposition, but rather to a difference
in how race and ethnicity interact with a number of other sociodemographic
factors.[122] Differences in alcohol consumption amongst different ethnic groups may
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be a reflection of different cultures or religions, which can heavily impact what is

considered socially acceptable level of consumption.[2]

Within the Australian context, there is a strong drinking culture which was introduced
with colonisation.[8] Indigenous people face disproportionate socioeconomic
disadvantage contributing to increased health risks and poorer health outcomes. In the
general population, a lower proportion of Indigenous Australians compared to non-
Indigenous Australians consume any alcohol, however those who do drink are more
likely to do so at risky levels.[107] This is reflected in pregnancy, where Indigenous
Australian women are more likely to have an alcohol-related diagnosis during
pregnancy compared to non-Indigenous women.[32] Overall it has been reported that

only 20% of Indigenous women consume any alcohol during pregnancy.[132]

2.3.1.6 Partner status

The relationship between marital status and prenatal drinking is also unclear; however,
the majority of studies reported no significant association [75, 111-113, 121, 123]
Where an association has been found, the evidence suggests that single pregnant women
are more likely to consume alcohol during pregnancy compared to married women[110,
116, 117, 125, 130]. This finding may reflect a number of other factors; for example,

partner support, household income, and/or a history of abuse.

Within Australia, it has been reported that unmarried women are more likely to have
been given an alcohol-related diagnosis according to medical records compared to
married women.[32] Univariate results from two different Australian birth cohorts
contrasted one another, with one suggesting single parent status was associated with
high risk alcohol consumption, [109] and the other suggesting that children from two
parent households were more like to be exposed to alcohol use during pregnancy.[103]
However, in the latter study, once other factors were taken into account the relationship
was no longer statistically significant, which was consist with findings from the
National Drug Strategy Household survey.[101] The association between partner status
and prenatal alcohol use, like other demographic factors, is inconclusive and appears to
be intertwined with other sociodemographic variables.
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2.3.2 Social factors

2.3.2.1 Social Support

The majority of studies looking at social support and prenatal alcohol use have found no
evidence to suggest that social support predicts alcohol use in pregnancy.[112, 113, 120,
127] These studies varied in how they defined social support or did not define it at all.
Of the two studies defining social support, one defined it as support from family, friends
or care providers supporting pregnant women to quit smoking for women concurrently
smoking and drinking alcohol.[120] The other study utilised the Maternal Social
Support Index, which is multi-faceted and measures social support across seven
domains.[127] For women who have already experienced an alcohol exposed
pregnancy, interventions which include a mentoring component, such as the Parent-
Child Assistance Program (PCAP), resulted in an increase in abstinent rates and a
decrease in the rate of subsequent pregnancies exposed to alcohol.[133] There is
currently a lack of Australian studies which have examined the predictive value of

social support in regards to prenatal alcohol use.

2.3.2.2 Physical or sexual abuse

One of the most consistent predictors of prenatal alcohol consumption reported in the
Skagerstrom et al. (2011) systematic review was having experienced abuse or
violence.[75] A United States study interviewing 80 women who had birthed a child
with Fetal Alcohol Syndrome, found that 95% of the women had experienced sexual or
physical abuse at some point in their lives.[134] Australian research is limited, with one
study based on the 2004 National Drug Strategy Household Survey reporting that
women of childbearing age experienced the same level of violence when inflicted by a
perpetrator under the influence of alcohol or other drugs, regardless of pregnancy status
or their own substance use.[135] Physical abuse has been found to be strongly related to
both alcohol use and alcohol abuse among pregnant women in the United States.[113]
This relationship may vary depending on the characteristics of the abuser and the
abused. For instance, Harrison and Sidebottom (2009) reported that violence from a
partner was not predictive of prenatal drinking, but non-partner physical or sexual abuse
was predictive of an increased risk to drink during pregnancy.[112] Abuse and prenatal

alcohol use also has been reported to vary by race.[122]

The relationship between abuse and alcohol use during pregnancy may actually be

mediated by a woman’s pre-pregnancy alcohol use. For example, when Meschke et al.
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(2008) examined abuse and prenatal drinking within a model which contained alcohol
related problems, physical abuse was no longer predictive of prenatal drinking.[116]
Alvanzo and Svikis (2008) found that abused women consumed more alcohol in the 12
months prior to their first prenatal visit compared to non-abused women.[136] However,
this pre-pregnancy drinking was not taken into account, nor were any other potential
confounders, in the analysis that resulted in a positive association between abuse and
drinking at the time the women first assumed they were pregnant.[136] Pre-pregnancy
drinking has been found in a number of studies to be one of the largest predictors of
prenatal alcohol use,[98, 99, 110, 112, 119, 126, 131] therefore it should be taken into
account when assessing the relationship of other factors with prenatal drinking, as it
may have a mediating effect. The role abuse plays in relation to prenatal alcohol

consumption among Australian women requires further investigation.

2.3.3 Reproductive characteristics

2.3.3.1 Reproductive history

A number of previous reproductive factors may be associated with alcohol use during
pregnancy. One such factor is parity, or the number of times a woman has given birth to
a baby weighing at least 500 grams.[137] Although some studies have found that parity
does not correlate with prenatal alcohol consumption,[110, 111, 120, 123] others have
found that multiparous women are more likely to consume alcohol during
pregnancy[79, 119] and are also more likely to binge drink after pregnancy
recognition.[125] An Australian study by Giglia and Binns (2007) did not find parity to
be significantly related to prenatal alcohol use.[95] However, in a larger study using
linked medical records, Australian women with previous pregnancies of greater than 20
weeks were found to be more likely to have at least one alcohol-related diagnosis
compared to those experiencing their first pregnancy.[32, 138] Gravidity, or a woman’s
total number of pregnancies, has also been inconsistently linked to prenatal
drinking.[137]. Meschke et al. (2008) found that the odds of women drinking while
pregnant were highest among United States women experiencing their first
pregnancy.[116] Still others have reported no statistically significant relationship
between gravidity and alcohol consumption during pregnancy.[127, 128]

Fertility issues, such as previous miscarriages or abortions,[124, 125] use of
reproductive technology[124], and the length of time taken to fall pregnant[125] have

also been found to relate to prenatal drinking status. For example, Hotham et al. (2008)
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reported that pregnant women from two South Australia hospitals who had experienced
previous pregnancy losses were more likely to drink compared to women pregnant for
the first time.[97]

2.3.3.2 Stage of pregnancy

Some researchers have found that women who were earlier on in their pregnancies were
more likely to consume heavier amounts of alcohol than those in later stages of
pregnancy.[111, 121] One potential reason for studies reporting higher prevalence rates
during early stages of pregnancy, is that women do not generally become aware of their
pregnancies until around five weeks gestation or later. Recent Australian studies have
reported a drop in prevalence of alcohol consumption after pregnancy recognition.[104,
107] Additionally, Australian women who did not drink during pregnancy were more
likely to report a planned pregnancy than women who consumed alcohol during the first

trimester only.[104]

An Australian study using the ALSWH data,[98] also reported that women in their third
trimester were less likely to consume alcohol compared to women in their first
trimester. Yamamoto et al. (2008) actually found that Japanese women in their first
trimester were less likely to consume alcohol after pregnancy recognition compared to
women in their second trimester.[79] Then there are other studies which have found not
found a significant relationship between stage of pregnancy and alcohol use.[97, 116,
120] Contradictory findings in relation to the association between stage of pregnancy

and alcohol use were also noted in an international systematic review.[75]

The stage at which women present for their first prenatal appointment has also been
examined. Based on bivariate analysis, Australian women who were further along in
their pregnancy at their first antenatal visit were more likely to have an alcohol-related
diagnosis during pregnancy.[32] Similarly, Perreira and Cortes (2006) found that white
women who were in their first trimester at the time of their first prenatal appointment
were less likely to drink compared to those later on in their pregnancies.[122] No
relationship was found for Hispanic and African-American women in that study.[122]
The stage or timing of presenting for antenatal care may capture a wide variety of other
socio-demographic variables but could also be an important independent contributor

because of the information and support provided by the healthcare professional.
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2.3.4 Physical and mental health

2.3.4.1 Physical health

Studies overseas have indicated that physical health and weight may be predictive of
alcohol intake during pregnancy, but the relationships are not necessarily independent of
other factors. For example, Haynes et al. (2003) found that women with incomes over
US$10,000 a year who had subjective good health were less likely to consume any
alcohol during pregnancy compared to women in the same income category with poor
subjective health.[113] When assessed in multivariate analysis, subjective good health
did not predict the use of any alcohol use during pregnancy, but it was predictive of
alcohol abuse during pregnancy in some linear regressions.[139] During the post-
recognition phase of pregnancy, women who were overweight or obese before
pregnancy were more likely to binge drink compared to women who had been of normal
weight.[125] Mothers of infants in the Longitudinal Study of Australian Children were
less likely to consume alcohol during pregnancy if they reported physical health
problems in pregnancy.[103] More work is needed to determine whether physical health

issues modify prenatal alcohol use among Australian women and internationally.

2.3.4.2 Mental health

Prenatal alcohol use is more common among women with psychiatric conditions.[113,
125] Low self-esteem has also been found to predict moderate to heavy first trimester
drinking[128] and binge drinking[124]. Depression has been linked to heavier alcohol
consumption during pregnancy when assessed using the nine item Patient Health
Questionnaire (PHQ-9)[112], a 1-item assessment[116], and the Center for
Epidemiologic Studies Depression Scale (CES-D)[121, 128]. However, some
researchers have used the latter and found no significant association between depression
and alcohol use among pregnant women when accounting for confounding factors.[113,
128] Results may vary based on the differences in measures used, as well as the samples
selected for the studies. The relationship between psychosocial factors, such as
depression, and prenatal alcohol use has yet to be examined within an Australian

context.

Strine et al. (2008) found that individuals who were dissatisfied with their lives were
more likely to partake in heavy drinking compared to those with a higher level of life
satisfaction.[140] They also found that life dissatisfaction was associated with chronic
illness, physical inactivity, poorer mental health, obesity and smoking.[140] All of these
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factors need to be examined together to gain a better understanding of the predictors of

drinking during pregnancy.

2.3.5 Health promoting behaviours

2.3.5.1 Adherence to guidelines

When it comes to women adhering to preventive health guidelines a number of health
behaviours have been found to be associated with guideline adherence. Results of a
United States national survey suggests that women were more likely to adhere to
mammography guidelines if they had also adhered to Pap test guidelines, had a previous
clinical breast check, and usually saw the same doctor.[141] Blackwell et al. (2008)
found that women who adhered to guidelines for Pap tests were also more likely to
adhere to guidelines for mammograms and vice versa.[142] However, adherence to
guidelines for medical tests such as for mammography or Pap tests may not relate to
adherence to guidelines for safe levels of alcohol consumption.

Adherence to guidelines may rely on underlying traits. Such a view is supported by
Bogg and Roberts’ (2004) meta-analysis, which stated that individual’s scoring higher
on conscientiousness were more likely to partake in health promoting behaviours and
abstain from risky health behaviours.[143] Therefore, it can be hypothesised that
women who are more likely to adhere to beneficial health behaviours, such as regular
pap smears, exercise, and sun safety, would also be more likely to adhere to the
guidelines on alcohol consumption during pregnancy. Such a hypothesis has yet to be

examined in an Australian context.

2.3.5.2 Healthcare utilisation

There may be differences between substance users and non-substance users in regards to
healthcare utilisation. Qi et al. (2006) found that people who had a regular family
physician were more likely to use preventive healthcare, and less likely to smoke.[144]
Tsai et al. (2010) examined healthcare utilisation among women of childbearing age
that were concurrent users of alcohol and cigarettes.[145] They found that of the women
reporting that they had seen a health professional in the past 12 months, concurrent
users were more likely than non-concurrent users to visit a clinic, health centre, hospital
emergency room, outpatient department, or other place rather than visiting a doctor’s
office.[145]
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It is worthwhile to see if differences exist among women who drink during pregnancy
and those who abstain, and whether or not such differences in healthcare utilisation are
able to predict prenatal alcohol use. With regards to the use of antenatal care, it has been
found that Australian women presenting to antenatal care later on in their pregnancy
were more likely to have an alcohol-related diagnosis than those seeking antenatal care

earlier in pregnancy.[32, 138]

2.3.6 Health risk behaviours

2.3.6.1 Illicit drug use

Use of alcohol during pregnancy can be classified as a health risk behaviour, therefore,
it is worth considering in the context of other risky behaviours. Haynes et al. (2003)
found that illicit drug abuse was predictive of alcohol abuse during pregnancy, but it
was not significantly related to the use of any alcohol during this time.[113] Rubio et al.
(2008) also found a significant relationship between drug and alcohol use during
pregnancy, whereby illicit drug use was predictive of co-occurring prenatal alcohol
consumption and depression, but not predictive of alcohol use alone.[123] Still others
have reported no such association between illicit drug use and alcohol consumption
once adjusting for other factors, such as tobacco use and depression.[112, 128] All of
these studies were based on United States samples that consisted of large proportions of
unmarried, minority-group women within particular geographical regions. The lack of a
population approach and the paucity of Australian research in this area impedes the
generalisations that can be made from these findings.

2.3.6.2 Smoking

One of the least contested predictors of prenatal alcohol use is tobacco use. The
majority of empirical research has found that smokers are much more likely to consume
alcohol during pregnancy[79, 110, 112, 116, 117, 124] and at riskier levels.[111, 117,
124,125, 128] The majority of the limited Australian studies that have examined
smoking in relation to alcohol use during pregnancy have reported positive
relationships,[32, 138] except for Giglia and Binns (2007).[95] However, the sample of
pregnant women that smoked in the Giglia and Binns (2007) study were not
representative of those from the population they drew upon.[95] Rubio et al. (2008) also
did not find smoking status was predictive of alcohol use in later pregnancy, but their
United States sample was biased in the fact that it only contained women that had
consumed some degree of alcohol in the early stages of pregnancy.[123] Previous
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qualitative research found that Australian women and service providers believed that
consuming alcohol was more socially acceptable than smoking, with much clearer
information about the harms of smoking during pregnancy.[146] Therefore, women
who partake in the less socially acceptable behaviour, smoking, during pregnancy, may
not be as adverse to also consuming alcohol compared to pregnant women who do not

smoke.

2.3.6.3 History of alcohol use

Perhaps the most relevant health behaviour to consider is that of pre-pregnancy alcohol
consumption. An early onset of alcohol use,[110] a history of binge drinking,[110] and
pre-pregnancy alcohol use have all been identified as predictors of prenatal alcohol
use.[110, 112, 119, 125-127, 131] Risky or problem drinking has also been linked to
alcohol consumption during pregnancy.[111, 116, 121] Australian research has
identified pre-pregnancy alcohol consumption as one of the largest predictors of alcohol
use during pregnancy.[98, 99] A systematic review of international studies concluded
that pre-pregnancy alcohol use was the most consistent predictor of alcohol
consumption during pregnancy; however, the review only included studies that assessed
problematic alcohol use (i.e. alcohol use indicative of alcohol abuse or dependence)
prior to pregnancy as a predictor.[75] Clearly the evidence suggests that past behaviours
are essential in predicting future behaviours. Using longitudinal data would be
beneficial in determining these previous behaviours, as it would overcome the limitation

of recall bias that is often found in cross-sectional studies.

2.3.7 Access to healthcare

2.3.7.1 Rurality

While the range of factors that predict alcohol use in pregnancy is large, one of the more
obvious concerns access to healthcare. If women have limited access to healthcare then
it seems reasonable to expect that exposure to health guidelines and advice may also be
limited. In Australia, a major limitation to service access is rurality. Surprisingly little
research has been conducted in regards to the effects of rurality on prenatal alcohol use.
Burns et al. (2011) examined the association between alcohol-related hospital
admissions for pregnant Australian women and their rural status.[138] They found that
women from a rural or remote region were more likely to have a diagnosis for an

alcohol-related admission than those from metropolitan areas.[138] Although this does

29



provide an association between rurality and prenatal alcohol use, it relies mainly on

heavy alcohol use that requires a diagnosis rather than any alcohol use in general.

2.3.7.2 Health insurance

Studies from the United States have found links between private health coverage and
prenatal alcohol use.[120, 147] However, differences between the United States
(primarily privatised healthcare) and Australian health systems (primarily universal
healthcare) prevents any generalisations from these findings. Within Australia, Burns et
al. (2006) have reported that a lack of private health insurance was more common
among pregnant women with at least one alcohol-related diagnosis compared to women
with no such diagnosis.[32] Burns et al. (2006) only focussed on identifying predictors
of women being diagnosed with an alcohol-related pregnancy admission, rather than
predicting any alcohol use during pregnancy. This suggests that results may not be
generalisable to the wider population of Australian women who drink during pregnancy.
Further investigation is necessary to gain a better understanding of the relationship
between alcohol use and health insurance status of pregnant women. Health insurance
status may also be related to other factors like maternal age, education, income and

others.

2.4 Perspectives on information about alcohol use in pregnancy
The previous section (2.3) describing the range of potential predictors of drinking
alcohol during pregnancy provides a clear justification for the need for a qualitative
component to this research. Human behaviour is complex, with interactions that may be
missed, misrepresented, or oversimplified; for example, using ‘closed’ survey questions
and bivariate analyses. Qualitative research on drinking during pregnancy is therefore
needed, to explore this issue in greater detail at an individual level and with a view of
understanding alcohol use during pregnancy within the context of changing public
health guidelines. Research conducted after the release of the 2009 NHMRC alcohol
guidelines suggests that a large proportion of Australians are unaware of the guidelines
and tend to overestimate the amount of alcohol that can be consumed on an occasion
without increasing risk of harm.[148] As a first step in making an informed decision in
relation to drinking during pregnancy, the evidence-based recommendations and
justification for those recommendations must first be communicated to pregnant
women. Such communication is promoted by international and Australian best-practice

guidelines for antenatal care for a range of healthcare providers. [149-151]
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A number of studies have identified that pregnant women want and expect to have
alcohol addressed by their healthcare providers.[152-155] However, there are also
concerns about being judged negatively should they disclose they have consumed
alcohol during their pregnancy due to the attached social stigma and guilt.[106, 146,
156] From the perspective of the healthcare provider, there may be barriers to
systematically communicating information about drinking during pregnancy. Studies
assessing the views of Australian healthcare providers indicate the following
perceptions as barriers: alcohol use is not seen as a priority; there is not enough time
during antenatal consults; pregnant women know the harms and know not to drink; and
that an abstinence message is not supported by clear evidence suggesting harm at low
levels of consumption.[106, 146, 153, 157-159] These views provide context around
previously reported low levels (less than 50% of surveyed healthcare providers) of
routine care provision for assessing alcohol use in pregnancy and providing information
on the related harms.[160] Such low rates of care provision, suggest that clinical
practice guidelines on addressing alcohol use during pregnancy have not been
systematically implemented. Research examining the information provision from a
pregnant woman'’s perspective conducted prior to the 2009 NHMRC alcohol guidelines
suggests that Australian women found the information about alcohol use and pregnancy
inconsistent and confusing, often with mixed messages from multiple sources, including
healthcare providers.[146, 153, 161] Considering all of these contextual factors around
information provision, it is not surprising that such high rates of alcohol consumption
during pregnancy have been reported in Australia.

2.5 Gaps in the literature

The literature has been inconsistent with regards to the predictors of prenatal alcohol
use. The majority of the research has been conducted in study populations within the
United States, and most drew their samples from small geographical regions rather than
obtaining a national sample (e.g. [97, 112, 128, 162]). Current findings are also limited
by other methodological issues, including under-powered samples, cross-sectional study
designs, inconsistencies in the timing and way alcohol use is measured, relying on
bivariate analysis to identify factors related to prenatal alcohol use[32, 95, 97, 119], and
using inappropriate comparison groups (e.g. women not of legal age to purchase or
consume alcohol[112, 122]). Based on the international systematic review of predictors

of alcohol use in pregnancy and limited evidence from previous Australian studies
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presented above, it is possible that the most applicable predictors to the Australian
context would be pre-pregnancy alcohol use, having experienced violence, increased
age, higher income, later stage of pregnancy, poor mental health and being a smoker.
The use of a population-based sample, such as that from the Australian Longitudinal
Study on Women’s Health (ALSWH), will help to ensure the predictors identified are
relevant and generalisable to the Australian population of pregnant women. The use of
prospectively collected longitudinal data has the advantage of repeated measures and
minimises recall bias particularly for determining how women’s past behaviours
influence their prenatal drinking habits. Further investigation in the form of qualitative
interviews with the ALSWH will also contribute to knowledge in this area, as at the
time of commencing this thesis, no Australian studies had used the perspective of
pregnant women to explore the information provision related to alcohol use and
pregnancy after the national alcohol guidelines changed to an abstinence
recommendation in 2009. Such information could provide insight into the
communication of this new public health message to the Australian population of

pregnant women.

2.6 Conclusion

In summary, internationally the prevalence of drinking during pregnancy varies
considerably, with many countries reporting rates of greater than 10% and some as high
as 80%. The body of literature available suggests that Australia is one of the countries
with a high prevalence of consuming alcohol during pregnancy, which may, in part, be
due to the Australian guidelines having accepted low-level from 2001 to 2009. Despite
the high prevalence of prenatal alcohol use there is no comprehensive model of the
factors that contribute to this behaviour. Information about potential predictors of
alcohol consumption during pregnancy is limited by the fact that most studies have been
conducted overseas and are of poor methodological quality. Within Australia, the
majority of studies have focussed on geographically isolated samples rather than
population-based samples when identifying the factors that contribute to the drinking

habits of pregnant women.

It is essential to gauge the reasons why Australian women have such a high prevalence
of drinking during pregnancy. At the outset of this thesis the impact of the changes in
the NHMRC alcohol guidelines for pregnancy[11] had not been examined, and the

understanding of what predicts the use of alcohol by pregnant women in Australia was
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limited. The first step to addressing this population health issue by reducing prevalence
of alcohol consumption in pregnancy is to identify high risk groups and the factors that
would need to be addressed by future interventions. Results of such research can then be
used to determine the best dissemination and implementation strategies to initiate
change (e.g. policy, education, service provider training, and/or public health messages).

2.7 Thesis aims

The overall objective of this thesis was to identify the components that would need to be
addressed to reduce alcohol use among pregnant Australian women to be in line with
the current recommendation that ‘not drinking is the safest option’. To do this, this
thesis aimed to examine alcohol use among pregnant Australian women in relation to

the alcohol guidelines for pregnancy. Specific major aims were to:

1. Assess the prevalence of alcohol use since the introduction of the 2009 NHMRC
alcohol guidelines that concluded that “not drinking is the safest option” during
pregnancy; and

2. ldentify the factors that contribute to alcohol consumption during pregnancy
within the Australian population.
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3 METHODS

This chapter outlines the methodological approach and methods that were utilised for

the overall thesis. It begins with an explanation of the mixed methods approach that was

chosen, that being a sequential explanatory design. It then briefly describes the

Australian Longitudinal Study on Women’s Health, before going into more detail about

the 1973-78 cohort from which participants were drawn. It concludes with a discussion

of ethical approval for the work contained in this thesis.

3.1 A mixed methods approach

Mixed methods research provides an opportunity to utilise the strengths of multiple
approaches, while counter balancing their weaknesses. The definitions and
terminologies used by mixed methods researchers are numerous and varied, so it is
critical that studies properly define the approach taken and the meaning used when
referring to mixed methods.[163] The following definition of mixed methods research
by Johnson, Onwuegbuzie and Turner (2007) was utilised for the body of work

presented in this thesis:

Mixed methods research is the type of research in which a researcher or
team of researchers combines elements of qualitative and quantitative
research approaches (e.g. use of qualitative and quantitative viewpoints,
data collection, analysis, inference techniques) for the broad purposes of
breadth and depth of understanding and corroboration.... A mixed method
program would involve mixing within a program of research and the mixing

might occur across a closely related set of studies. (p. 123)[163]
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This thesis used a mixed methods approach to provide a more thorough understanding
of the multiple components contributing to alcohol use during pregnancy within the
context of the Australian alcohol guidelines. There was a need to use a study design (i.e.
prospective longitudinal cohort) which would ensure a strong level of evidence and
generalisability to enable appropriate translation of the results. Additionally, the
findings needed to provide a deeper understanding of the factors contributing to alcohol
use during pregnancy in light of the 2009 alcohol guidelines that recommend
abstinence.[11] To better inform future research, policy and practice, it was important to
not only determine the magnitude of alcohol use during pregnancy, but to consider why
alcohol use continues into pregnancy. To answer the latter it was necessary to identify
population level predictors, as well as derive an explanation through more in-depth
exploration with women who had been pregnant after the 2009 alcohol guidelines were
released. Therefore, a pragmatic stance was taken to answer the research question, with
the decision that a mixed methods approach would work best to provide a practical,

usable answer to the research question.[164, 165]

A mixed methods sequential explanatory design using parallel samples was chosen for
this thesis project.[164-168] The design was sequential because the first component of
the project consisted of a quantitative approach (i.e. three separate analyses of
quantitative data; Chapters 4, 5 and 6), followed by a qualitative component (i.e. data
collection and analysis of individual interviews; Chapter 7), which provided further
explanation of the quantitative findings.[164, 168] The design was deemed explanatory
because the quantitative component of the thesis was considered the dominant approach,

which was then augmented by the later qualitative component.[164, 167, 168]

Ivankova, Creswell and Stick’s (2006) instructions for presenting mixed methods
sequential explanatory designs were used to create Figure 3.1: a diagram of the overall
study design.[168] The quantitative and qualitative data collection and analyses are
shown in rectangles, with the quantitative component capitalised to visually depict its
dominance in this thesis.[168] The ovals depict the phases of the study where the two
methods were integrated. The quantitative and qualitative approaches converged during
three main stages of the thesis project: the overall study design, the sampling evaluation
for the qualitative component, and in the final interpretation of the overall findings as

shown in the ovals of Figure 3.1.
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Phase Procedure Product
QUANTITATIVE Population-based Numeric data froma
data collection (prior to longitudinal surveys of prospective cohort
current body of work) the ALSWH 1973-78 study
cohort (1996, 2000, ALSWH dataset for
2003, 2006, 2009) 1973-78 cohort

Incorporating
QUANTITATIVE and
Qualitative
approaches in the
study design
(Chapter 3)

QUANTITATIVE
data analyses
(Chapters 4,5 and 6)

Connecting
QUANTITATIVE and
Qualitative phases

y

Qualitative data collection
(Chapter 7)

A 4

Qualitative data analysis
(Chapter 7)

Integration of
QUANTITATIVE and
Qualtative results
(Chapter 8)

Investigation of
previous literature and
different approachesto
identify pragmatic/
practical approach to
provide both breadth
and depth in answering
the research question

Data cleaning
Frequencies
Cross-sectional and
longitudinal data
analyses

Multivariate logistic
regressions (Chapters
4 and5)

Muttinomial logistic
regression (Chapter 6)

Random sampling of
interview participants
with a check after ten
interviews to ensure
variability based on
guantitative findings
was achieved

Semi-structured
individual telephone
interviews with 19
participants

Coding
Thematic analysis

Interpretation and
discussion of the
overall quantitative and
qualitative findings

Developed a mixed
methods sequential
explanatory design

Missing data and
imputation
Descriptive statistics
Odds ratio with 95%
confidence intervals

Variability among 19
interview participants
with respect to key
factors related to
alcohol use during
pregnancy

Interviewtranscripts
Text data

Codes
Themes and
subthemes

Major findings
Interpretation based on
relevant literature
Implications for policy
and practice

Future research

Figure 3.1 Mixed methods sequential explanatory study design for this thesis
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The design also included using parallel samples, which have been defined as different
samples drawn from the same population.[166] This sampling terminology was applied
to this thesis, as the individual study samples were all drawn from the 1973-78 cohort of
the ALSWH, which is described below in section 3.2.

One of the converging points of the quantitative and qualitative analyses in this thesis
was the quantitative evaluation of the random sampling frame for the qualitative
component (Chapter 7). Specifically, after ten individual interviews had been
conducted, characteristics associated with alcohol use during pregnancy from the
quantitative component (Chapters 4, 5 and 6) were investigated to ensure they were
represented among the women. Variability among the women with regards to these
characteristics, as well as other sociodemographic characteristics and alcohol use was
found to be sufficient so the random sampling technique was maintained. If the random
sampling technique had not been sufficient in attaining variability amongst the women
with regards to these characteristics, then a more purposive sampling technique would

have been employed.

Both quantitative and qualitative components of this mixed methods design used data
collected from participants of the ALSWH 1973-78 cohort. The quantitative
components utilised numerical data in the existing ALSWH databases. The data were
chosen as they allowed generalised claims to be made about the population. However,
the survey data were limited by the fact that the content and response formats were
defined by researchers, which may not have adequately reflected the complete
experiences of the participants. One such limitation of the surveys was that they did not
investigate participant’s awareness of the alcohol guidelines for pregnant women. For
the qualitative component, selected participants of the ALSWH 1973-78 cohort were
invited to take part in a qualitative substudy using in-depth individual interviews. This
approach was taken to provide a better understanding of the components contributing to
alcohol use during pregnancy within the context of the alcohol guidelines. Interviews
were used to elicit additional information that could not be found from ALSWH survey
data or the existing literature, particularly about the degree to which the 2009 alcohol
guidelines had been disseminated. It was believed that the qualitative findings would
add meaning to the quantitative findings relating to the prevalence and predictors of
alcohol use during pregnancy. The following section provides a brief overview of the
ALSWH and then describes the ALSWH 1973-78 cohort in more detail. Further
sampling methods for each individual analysis can be found in their respective chapters.
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3.2 The Australian Longitudinal Study on Women’s Health
(ALSWH)

The ALSWH is a population-based prospective cohort study, which recruited women in
1996 from three age groups (i.e.18-23, 45-50 and 70-75 years) in order to examine
women’s health and wellbeing across the life course. Women were recruited through the
national health insurer of Australian citizens and permanent residents, Medicare
Australia (formerly the Health Insurance Commission). Women were randomly
sampled using the Medicare database, with the exception that women in rural and
remote areas were intentionally oversampled to provide adequate participant numbers
for geographic comparisons. Identified women were sent a baseline survey and
information inviting them to participate in a longitudinal study. Over 40,000 women
consented to take part in the ALSWH. The cohorts were named by the relative birth
years of the three age groups: 1973-78 cohort (N=14,247), 1946-51 cohort (N=13,716)
and 1921-26 cohort (N=12,432). After the 1996 baseline survey, surveys were
alternatively sent out to the three cohorts at roughly three year intervals. Further details
of the ALSWH can be found on the ALSWH website (www.alswh.org.au) and in
previous publications.[169-172]

3.2.1 ALSWH 1973-78 cohort

The 1973-78 cohort was made up of a total of 14,247 women aged 18-23 in 1996 who
consented to participation, provided contact details and completed the ALSWH baseline
survey. An exact response rate was unable to be identified due to concerns with the
potential inaccuracy of the Medicare database.[171, 172] However, an estimated
response rate of approximately 41% has been reported.[170-172] When compared to
data of similarly aged women from the 1996 Australian Census, the 1973-78 cohort had
a slightly higher proportion of women with a tertiary education and lower proportions of

women who were employed or born outside of Australia (www.alswh.org.au).[171]

Overall, the cohort was considered to be reasonably representative of Australian women
within the age range.[170, 171]

The 1973-78 cohort has completed six surveys to-date, with data from Surveys 1
through 5 available at the time the quantitative analyses for this thesis were conducted.
Surveys have been conducted over the age span of 18-39 years, covering the prime
childbearing years for women. Retention rates for the follow-up surveys of the cohort

are contained in Table 3.1.
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Table 3.1 Retention rates at follow-up surveys for the ALSWH 1973-78 cohort

Total survey Retention
Survey Year Age (years) Total eligible

respondents rate
Survey 2 2000 22-27 14,116 9,688 67%
Survey 3 2003 25-30 13,887 9,081 65%
Survey 4 2006 28-33 13,557 9,145 68%
Survey 5 2009 31-36 13,337 8,199 62%
Survey 6 2012 34-39 13,131 8,010 61%

Over 20% of the attrition at Surveys 1 through 5, and 11% at Survey 6, was attributable
to an inability to contact the women. This was partly explained by Lee and colleagues
(2005), who noted that women from this cohort were of the age where they would move
house, change their names due to marriage, not necessarily register to vote or list their
telephone numbers and often travelled overseas.[172] Attrition at each survey time point
included women who were completely lost to follow-up, as well as those who filled out
some but not all surveys. Attrition within the cohort was found to relate to participant
characteristics, such as smoking and poor health.[173] However, these biases were not
found to significantly impact the associations between health and key characteristics,
such as smoking and education, suggesting that attrition within this cohort has not led to

any serious bias in the findings.[173]

Participants in the 1973-78 cohort were asked a range of questions about health and
wellbeing at each survey relating to: physical and mental health; life events; health
service use and satisfaction with health services; health behaviours and risk factors;
social determinants of health, such as partner abuse; time use; and socio-demographics.
Copies of the surveys can be found in Appendix E-I. The individual survey items used
for each analysis will be described in their corresponding chapters.

3.2.2 Ethical approval and conduct

Ethical approval for the ALSWH was granted by the University of Newcastle
(HO0760795) and the University of Queensland (2004000224). A certificate of approval
to conduct human research is contained in Appendix J. After receiving their invitation
from Medicare Australia, all participants in the 1973-78 cohort provided written
informed consent to participate in the longitudinal study. They were made aware that

they could withdraw from the study at any time. All data were housed on secure
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electronic servers at the Universities of Queensland and Newcastle. Participants’ survey
data were kept separately from their contact details. All participants were provided with
an ‘idalias’ (i.e. personal, numerical identification code) for the survey datasets. Only
the ALSWH data managers had access to the linked survey and personal data. Data

were only reported in a de-identified, aggregated manner.

Although there is a clear need for research examining alcohol use during pregnancy
among Indigenous Australian women, such research needs to adhere to strict ethical
procedures where the work is conducted with Indigenous communities to ensure it is
culturally safe and appropriate.[174] Due to the rules governing the nature of the data

utilised for this thesis (http://www.alswh.org.au/for-researchers/indigenous-policy),

Indigenous status was not able to be examined.

To gain access to the ALSWH data the investigators first outlined their research
proposal via an expression of interest, which was assessed by the ALSWH’s
Publications, Substudies and Analyses Committee. Once the analysis proposal had been
approved all investigators read and signed a memorandum of understanding for use of
the de-identified data that was provided. Quantitative analyses in this thesis were
approved by the ALSWH’s Publications, Substudies and Analyses Committee. The
qualitative substudy reported in this thesis attained approval from the ALSWH’s
Publications, Substudies and Analyses Committee and ethical clearance from the
University of Newcastle (H-2012-0153). The ethical approval for the qualitative
component (Chapter 7) of this thesis is contained in Appendix K. The data analyses
contained within this thesis were outlined in proposals A312, A312A and W085

(www.alswh.org.au/substudies-and-analyses/analyses).

Data from the quantitative and qualitative components of this thesis were kept on a
password protected computer. The consent forms for the qualitative study were kept in
locked filing cabinets at the University of Newcastle. To assure participant anonymity
for the qualitative component, the data was presented in a de-identified, aggregated
manner with all identifiable information being removed from reported quotes. More
information on the ethical procedures relating to the qualitative component can be found
in Chapter 7.

To ensure ethical conduct in disseminating results, reporting guidelines were utilised
when drafting the manuscripts for Chapters 4-7. For the quantitative studies (i.e.

Chapters 4-6), results were reported in accordance with the Strengthening the Reporting
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of Observational Studies in Epidemiology (STROBE) statement specific to cohort
studies.[175] For the qualitative study (i.e. Chapter 7), the RATS Guidelines were used
for quality reporting as required by BMC Public Health.[176]
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ABSTRACT

Background

In 2009, Australian alcohol guidelines for pregnancy changed from low to no alcohol
intake. Previous research found a high proportion of pregnant Australian women drank
during pregnancy; however, there has been limited investigation of whether pregnant
women comply with 2009 alcohol guidelines. The purpose of this study was to provide
an assessment of pregnant women’s compliance with 2009 Australian alcohol
guidelines and identify predictors of such compliance, including previous drinking

behaviour.

Methods

Cross-sectional analysis of prospective data from the 1973-1978 cohort of the
Australian Longitudinal Study on Women’s Health was conducted. Women aged 30-36
years who were pregnant at the 2009 survey and had data on alcohol use were included
(n =837). Compliance with 2009 alcohol guidelines for pregnancy was defined as no
alcohol intake. Predictors of compliance were analysed using multivariate logistic
regression, controlling for area of residence, in three separate models to account for
multicollinearity between measures of previous alcohol intake (compliance with 2001
guidelines; frequency and quantity; bingeing). Private health insurance, household

income, and illicit drug use were entered into all models and retained if significant.

Results

Seventy-two percent of pregnant women did not comply with the 2009 alcohol
guidelines and 82% of these women drank less than seven drinks per week, with no
more than one or two drinks per drinking day. The odds of complying with abstinence
increased by a factor of 3.48 (95% CI 2.39-5.05) for women who previously complied
with the 2001 alcohol guidelines and decreased by a factor of 0.19 (95% CI 0.08-0.66)
if household incomes were $36,400 or more. In other models the odds of complying
were lower for women who consumed alcohol before pregnancy at least weekly (OR =
0.40, 95% C1 0.25-0.63) or binged (OR > 0.18, 95% CI 0.10-0.31) and were higher for
those who abstained (OR = 45.09; 95% CI 8.63-235.49) prior to pregnancy.
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Conclusion

Most pregnant women did not comply with alcohol guidelines promoting abstinence.
Prior alcohol behaviour was the strongest predictor of compliance during pregnancy,
suggesting alcohol use should be addressed in women of child-bearing age. The study is
limited by the relatively short timeframe between the official introduction of the 2009
guidelines and the date the surveys were sent out. Widespread dissemination of the

guidelines may be necessary to help increase guideline compliance by pregnant women.

Keywords
Alcohol drinking, Guidelines, Health behaviour, Patient compliance, Pregnancy,
Prenatal care, Prevalence, Women's health

4.1 Background

Public health guidelines are intervention strategies aimed at bringing about health
behaviour change at a population level.[177] They synthesize the best available
evidence to assist healthcare providers and individuals to make informed decisions. The
constant nature of research means that public health guidelines change over time and
may vary by country, depending on culture and healthcare priorities. Change over time
and international discrepancy is very prominently demonstrated by the guidelines on
drinking alcohol during pregnancy. In Australia the 1992 alcohol guidelines suggested
women abstain from alcohol during pregnancy.[9] In 2001, these guidelines were

revised to condone low levels of drinking.[10]

The 2001 guidelines contained the following recommendations for pregnant women, or

those that may soon become pregnant:

may consider not drinking at all;
e most importantly should never become intoxicated:;

o if they choose to drink, over a week, should have less than 7 standard drinks,
AND, on any one day, no more than 2 standard drinks (spread over at least two

hours);

e should note that the risk is highest in the earlier stages of pregnancy, including

the times from conception to the first missed period.[10]
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In February 2009, the Australian guidelines were again changed to state that “not
drinking is the safest option™.[11] A draft of these 2009 guidelines was made available
for public consultation back in 2007 and was advertised in major newspapers, through
media coverage, and on the National Health and Medical Research Council’s
website.[11] Australia’s current guideline on abstinence during pregnancy is similar to
those in the US, Canada and Denmark,[69, 71, 178] but differs to the guidelines
promoted in the UK.[179]

Research assessing alcohol use under the previous guidelines found the vast majority
(around 80%) of Australian women did consume alcohol during pregnancy.[98-100]
Analysis from the Australian Longitudinal Study on Women’s Health (ALSWH) data
collected from 1996 to 2006 found that drinking during pregnancy occurred regardless
of a guideline change from abstinence (1992 to 2001) to low-level drinking (2001 to
2009).[98] Similarly, Danish research found no significant change in consumption
among pregnant women when guidelines changed in 1999 from abstinence to no more
than one drink per day.[180] Factors such as pre-pregnancy alcohol intake, smoking
during pregnancy and stage of pregnancy were found to be significant predictors of
compliance with alcohol guidelines.[98] Although previous alcohol consumption has
been found to be a consistent contributing factor to drinking during pregnancy[75] its
measurement in studies has not been consistent. Frequency,[112, 119, 126, 131]
quantity,[119, 125, 131] and binge episodes[110, 126] have all been used as measures
of previous drinking behaviour. However, previous compliance to alcohol guidelines
has not been independently assessed. A recent report investigated drinking behaviour of
Australian women in 2010, but did not account for alcohol consumption prior to
pregnancy.[181] To date, no studies have investigated whether pregnant Australian
women comply with the 2009 guideline to not drink during pregnancy, accounting for
previous alcohol intake.

The purpose of this project was to assess pregnant women’s compliance with 2009
Australian alcohol guidelines[11] and to identify determinants of compliance. Of
particular interest, we examined whether previous guideline compliance predicted

subsequent compliance to alcohol guidelines during pregnancy.

4.2 Methods

Population-based prospective data from women born between 1973 and 1978 (the
1973-1978 cohort) from the ALSWH were analysed cross-sectionally in 2011. Ethical
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clearance for the ALSWH was obtained from the Universities of Newcastle and
Queensland (Ethics approvals HO760795 and 2004000224). Women were originally
randomly sampled, with intentional oversampling from rural areas, through the national
health insurer (Medicare Australia) database in 1996 and invited to participate in a 20
year longitudinal study. The women were aged 18-23 years at the time of recruitment
and were broadly representative of women of the same age in the Australian
population.[170, 182] The cohort completed self-report surveys in 1996, 2000, 2003,
2006, and 2009. Further details of sampling and recruitment methods have been
reported elsewhere.[170, 182]

Cross-sectional analysis of data from survey five in 2009 was conducted for this project,
with survey four (2006) data utilized to identify previous behaviour. Women were
included in descriptive analyses if they had reported a pregnancy and completed alcohol
items at survey five (2009). Only women with self-reported pregnancies were included
in order to analyse women’s behaviour in the context of their knowledge of the
pregnancy. Further analyses that included measures of previous behaviours, such as
smoking and alcohol consumption, was limited to women that completed survey four
(2006).

The 2009 surveys were mailed out on the 31 March 2009 and on average were returned
within three months (range 0-14 months). About 58% of the original sample from the
baseline survey completed the 2009 survey. At the baseline survey, women who
completed the 2009 survey were more likely than non-responders to have never smoked
(54% vs. 45%) and had >12 years education (70% vs. 65%) [23]. However, there were
no differences between women who completed the 2009 survey and non-responders
with regards to age, marital status, or area of residence at baseline.[183] Based on
previous analyses of potential attrition bias within the ALSWH, it is highly unlikely that
attrition rates would have led to any significant bias in the relationships among the
variables.[173]

Health-related and sociodemographic factors were investigated in relation to alcohol
guideline compliance. Pre-pregnancy behaviours were only calculated for women who
were not pregnant or breastfeeding at survey four. Pre-pregnancy behaviours included:
frequency and quantity of alcohol use, and binge drinking status. Previous smoking
status and compliance with alcohol guidelines were also assessed for women that

completed survey four. Previous compliance for women who were not pregnant or
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breastfeeding at survey four was defined as those who had drank on average two or less
drinks per day, no more than 14 drinks per week, never more than four drinks on one
day, and had at least one alcohol free day a week.[10] Women who were pregnant or
breastfeeding at survey four were classified as compliant with alcohol guidelines if they
drank less than two drinks per day, had less than seven drinks per week, and had at least
one alcohol free day per week.[10] Abstainers were included in the assessment of
previous alcohol use as the national alcohol guidelines are intended for the population

as a whole.

Health-related characteristics from survey five that were investigated as potential
predictors of guideline compliance included: stage of pregnancy, parity, gravidity,
smoking status during pregnancy, and illicit drug use. Sociodemographic variables
included: highest educational attainment, marital status, employment status, household
income, rurality, and private health insurance. The quantity of alcohol use was not a
primary outcome for this analysis, but it was used to describe the non-compliant sample
of women. Quantity of alcohol use was measured by the item “On a day when you drink
alcohol, how many standard drinks do you usually have?” (1 or 2 drinks per day, 3 or 4
drinks per day, 5 to 8 drinks per day, 9 or more drinks per day). The latter three
categories were combined, and a category of “does not drink” was imputed for

participants who had answered “I never drink alcohol” on the alcohol frequency item.

4.2.1 Primary outcome

Pregnant women’s compliance with the 2009 Australian alcohol guidelines was the
primary outcome measure. As mentioned above, the 2009 guidelines had been made
available in draft form and were widely advertised in 2007.[11] Upon their release in
February 2009, the guidelines were disseminated to state and territory health
departments.[11] Compliance was defined as not drinking any alcohol while pregnant.
Participants were categorized as pregnant if they selected any of the following responses
to the question “Are you currently pregnant?”’: less than 3 months, 3 to 6 months, or
more than 6 months. Alcohol consumption was measured with the frequency item “How
often do you usually drink alcohol?” (I never drink, less than once a month, less than
once a week, on 1 or 2 days a week, on 3 or 4 days a week, every day). Pregnant women
were dichotomized, with only those answering “I never drink” classified as “compliant”

with 2009 guidelines;[11] all others were non-compliant.
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4.2.2 Statistical analysis

Analyses were conducted using SPSS (version 19.0). For all univariate analyses, data
were weighted by area of residence at survey one to account for purposeful
oversampling from non-urban areas. Pearson Chi-square tests were used to examine the
associations between compliance to alcohol guidelines and each sociodemographic and
health-related characteristic. Factors significantly related (p < 0.05) to compliance were
entered into multivariate logistic regression models using a backward stepwise approach
with a cut-point of 0.05. All models were adjusted for area of residence at baseline by
forcing it into the model at step one. Three models were run to account for
multicollinearity between measures of previous alcohol intake. The first model (Model
A) included women regardless of pregnancy or breastfeeding status at survey four. The
second and third models (Models B and C) pertain only to women who were not
pregnant or breastfeeding during survey four to enable measurement of pre-pregnancy
factors. Women with and without missing data were compared with regards to the
dependent variable, and potential bias in the dependent variable was investigated for
women purposefully excluded from models B and C compared with those included in
the models. These analyses of bias yielded no significant differences (results shown in
Appendix L).

4.3 Results

Figure 4.1 shows the selection process for the sample. The majority of pregnant women
(72%; n = 601) consumed alcohol and therefore were considered non-compliant. The
majority (82%; n = 491) of pregnant women that consumed alcohol had drank less than

seven drinks per week, with no more than one or two drinks per drinking day.
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Figure 4.1 Flowchart of sample selection from the Australian Longitudinal Study
on Women’s Health (ALSWH)

Table 4.1 contains the characteristics of pregnant women categorized by compliance
with alcohol guidelines. Compliant women were more likely to have lower household
incomes and were slightly less likely to be privately insured. Other sociodemographic
characteristics were similar between the two groups. Compliant women were more
likely to have never used illicit drugs, never binged on alcohol prior to pregnancy, been

non-drinkers before pregnancy, and previously complied with alcohol guidelines.
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Compliant women were less likely to have consumed alcohol at least once a week

before pregnancy.

Table 4.1 Sociodemographic and health-related characteristics? of pregnant

women (N=837) by compliance with 2009 alcohol guidelines[11]

Compliant Non-compliant Total p-value

Previous compliance with 2001 alcohol <0.01
guidelines (n=736)b

Non-compliant 76 (36%) 355 (68%) 431 (59%)

Compliant 136 (64%) 169 (32%) 305 (41%)
Frequency of pre-pregnancy alcohol <0.01
use (n=589)¢

Less than weekly or did not drink 123 (70%) 176 (43%) 299 (51%)

Atleast once a week 52(30%) 238 (58%) 290 (49%)
Quantity of pre-pregnancy alcohol use <0.01
(n=582)¢

Does not drink 40(23%) 2 (<1%) 42 (7%)

1 to 2 drinks per drinking day 88 (51%) 268 (65%) 356 (61%)

3 or more drinks per drinking day 44 (26%) 140 (34%) 184 (32%)
Pre-pregnancy binge status (n=583)¢ <0.01

Never binged or did not drink 101 (58%) 87 (21%) 188 (32%)

Binged less than once a month 45 (26%) 185 (45%) 230 (40%)

Binged once a month or more often 27 (16%) 138 (34%) 165 (28%)
Education - highest qualification 0.61
achieved (n=817)

Year 10 or lower 10 (4%) 19 (3%) 29 (4%)

Year 12 /trade/apprenticeship/ 70 (31%) 169 (29%) 239 (30%)

certificate/diploma

University degree 149 (65%) 400 (68%) 549 (68%)
Marital status (n=829) 0.68
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Compliant Non-compliant Total p-value
Married 198 (85%) 498 (83%) 696 (84%)
De facto 32 (14%) 90 (15%) 122 (15%)
Never married/separated/ 2 (1%) 9 (2%) 11 (1%)
divorced/widowed
Employment status (n=821) 0.25
No paid work 64 (28%) 139 (24%) 203 (25%)
Paid work 169 (73%) 449 (76%) 618 (75%)
Household income (n=766) <0.01
$0 - $36,399 17 (8%) 12 (2%) 29 (4%)
$36,400 - $77,999 44 (20%) 103 (19%) 147 (19%)
$78,000 - $155,999 115 (53%) 288 (52%) 403 (53%)
$156,000 or more 40 (19%) 147 (26%) 187 (24%)
Rurality (ARIA+; n=794) 0.17
Major cities 119(54%) 332 (61%) 451 (59%)
Inner regional 60 (27%) 133 (25%) 193 (25%)
Outer regional 37 (17%) 63 (12%) 100 (13%)
Remote or very remote 6 (3%) 14 (3%) 20 (3%)
Private health insurance (n=836) 0.03
No 62 (26%) 118 (20%) 180 (22%)
Yes 173 (74%) 483 (80%) 656 (79%)
Trimester (n=836) 0.18
First 37 (16%) 125 (21%) 162 (19%)
Second 91 (39%) 232 (39%) 323 (39%)
Third 108 (46%) 243 (41%) 351 (42%)
Parity (number of live births; n=743) 0.42
No previous live births 67 (31%) 150 (28%) 217 (29%)
One or more previous live births 147 (69%) 379 (72%) 526 (71%)
First pregnancy (Gravidity; n=823) 0.88
Primigravida (First pregnancy) 55 (24%) 144 (24%) 199 (24%)
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Compliant Non-compliant Total p-value
Multigravida (Previous pregnancies) 176 (76%) 448 (76%) 624 (76%)
Smoking status (n=836) 0.88
Non-smoker 229 (97%) 581 (97%) 810 (97%)
Smoker 7 (3%) 19 (3%) 26 (3%)
Previous smoking status (n=748) 0.55
Non-smoker 187 (87%) 472 (89%) 659 (88%)
Smoker 28 (13%) 61 (11%) 89 (12%)
Illicit drug use (n=836) <0.01
Never used 113 (48%) 191 (32%) 304 (36%)
Ever used 123 (52%) 409 (68%) 532 (64%)

2 All variables, except rurality, were weighted by area of residence to account for oversampling from rural
areas.

® Compliance to 2001 NHMRC alcohol guidelines regardless of pregnancy status.[10]

¢Only for women who were not pregnant or breastfeeding at survey 4 (N=596).

Table 4.2 contains the factors entered into multivariate models (Models A, B, and C) of
guideline compliance. After controlling for area of residence in Model A, pregnant
women were less likely to comply with alcohol guidelines if they had household
incomes of $36,400 or more. The odds of complying with guidelines during pregnancy
increased by a factor of 3.48 (95% CI 2.39- 5.05) for women who previously complied
with the 2001 alcohol guidelines.

In Model B (Table 4.2), only frequency and quantity of pre-pregnancy alcohol use
remained in the model. Pregnant women who had consumed alcohol at least once a
week before pregnancy were 56% less likely to comply with alcohol guidelines during
pregnancy relative to those drinking less than weekly. Quantity of pre-pregnancy
alcohol use was only significant when comparing abstainers to drinkers. Compared with
women who drank 1 to 2 drinks per drinking day, women who abstained prior to
pregnancy were 45 times more likely to comply with alcohol guidelines during
pregnancy. There was no significant difference in compliance between the two drinking
groups (1 to 2 drinks versus 3 or more drinks per drinking day).

For Model C (Table 4.2), pregnant women who had previously binged before pregnancy

had a decreased odds of complying with alcohol guidelines. The decrease in odds was
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significant regardless of the frequency of the binge behaviour (monthly or less than

monthly). The contributions of other factors to the model were not significant.

Table 4.2 Multivariate logistic regressions? of previous drinking behaviour on

pregnant women’s compliance with 2009 alcohol guidelines

Model A (n=611 out of 750 potential participants)®b

(Adjusted OR with 95% CI)

Previous compliance with 2001 alcohol guidelines
Non-compliant
Compliant
Household income
$0 - $36,399
$36,400 - $77,999
$78,000 - $155,999

$156,000 or more

Reference

3.48 (2.39-5.05)

Reference
0.26 (0.11-0.66)
0.26 (0.11-0.62)

0.19 (0.08-0.50)

Model B (n=479 out of 596 potential participants)¢

(Adjusted OR with 95% CI)

Frequency of pre-pregnancy alcohol use
Less than weekly or did not drink
Atleast once a week

Quantity of pre-pregnancy alcohol use
Did not drink
1 to 2 drinks per drinking day

3 or more drinks per drinking day

Reference

0.44 (0.29-0.69)

45.09 (8.63-235.49)
Reference

0.90 (0.57-1.42)

Model C (n=480 out of 596 potential participants)c

(Adjusted OR with 95% CI)

Pre-pregnancy binge status
Never binge or did not drink
Binge less than once a month

Binge once a month or more often

Reference
0.21 (0.13-0.34)

0.18 (0.10-0.31)

& All models were adjusted for area of residence to account for oversampling from rural areas. lllicit drug
use, private health insurance, and household income were entered into all models. Illicit drug use and
private health insurance were not significant in any of the models and household income was not
significant in Models B and C.

b All women that also completed 2006 survey regardless of pregnancy/breastfeeding status.
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¢ Only women who were not pregnant or breastfeeding at the 2006 survey.

4.4 Discussion

Most Australian women continue to drink during pregnancy despite a national guideline
that recommends abstinence. Measures of previous alcohol use were the strongest
predictors of compliance. Weekly or binge drinking and previously drinking more than
recommended predicted non-compliance with guidelines during pregnancy. Women’s
previous compliance with alcohol guidelines, regardless of pregnancy or breastfeeding
status at that time, meant they were three and a half times more likely to comply during
pregnancy. Contrary to previous research which found pre-pregnancy drinks per
drinking day to be a strong predictor of consumption during pregnancy,[131] this study
found the predictive value of quantity of alcohol consumed on a drinking day prior to
pregnancy was only applicable when comparing women who drank versus abstainers.
An increased quantity of alcohol per drinking day among those who did drink was not
itself predictive of guideline compliance in pregnancy. Frequency of pre-pregnancy
alcohol use, however, was strongly predictive of such compliance. This supports
previous research which found that the frequency, rather than the quantity, of pre-
pregnancy alcohol consumption is more useful in predicting alcohol use during
pregnancy.[112, 184] These findings may help to simplify the assessment of women of
childbearing age who may be at risk of consuming alcohol if they become pregnant by

focusing on how often they drink, rather than how much they usually drink.

By using prospective data before and during pregnancy, this population-based study
provided a broadly representative prevalence of pregnant women’s compliance with
alcohol guidelines. This is one of the first studies to assess whether the abstinence
recommendation in the 2009 guidelines has been adopted by pregnant women. It is
reasonable to assume that there may be some bias in this study’s estimates as only
women with a recognised pregnancy were included. Considering a larger proportion of
women drink during the pre-recognition phase of pregnancy,[78, 125, 129, 181] it is
likely that this exclusion criteria may have led to an overestimation of compliance. In
contrast to the 72% of women reporting drinking during pregnancy in this study, a
report based on the 2010 National Drug Strategy Household Survey (NDSHS) found
only 28% of Australian women over 31 reported drinking after pregnancy recognition,
while 57% drank during some stage of pregnancy.[181] It is possible that a proportion

of the 72% of non-compliant women in our study were consuming alcohol due to a lack
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of awareness of the revised alcohol recommendations due to the timing of the survey.
However, discrepancy between the current study and the findings from the NDSHS may
be partially attributed to a difference in measurement techniques. The ALSWH obtained
information at the time of pregnancy, whereas NDSHS used a retrospective recall of the
drinking behaviour that occurred in pregnancies within the past 12 months.[181] The
ALSWH utilised a larger sample of pregnant women (N = 837) in a more defined age
group (30— 36 years) compared with the sample of women in the NDSHS (n = 434) that

were relatively comparable in age (31 years or over).

Prior research found that 80% of Australian women were compliant with the 2001
alcohol guidelines which condoned low alcohol intake,[98] yet this study only found a
28% compliance rate with current guidelines. Given the majority (82%) of drinkers
drank at low levels, a higher proportion of this study’s sample would have been
classified as compliant with the 2001 alcohol guidelines. Similarly in the UK, where
pregnant women are told to avoid alcohol in the first trimester and then limit alcohol to
one to two drinks once or twice a week,[179] only 29% of women in their first trimester
complied with the recommendations of early abstinence, whereas 94% of women in
later pregnancy adhered to the low alcohol intake recommendation.[185] It appears that
in Australia and the UK pregnant women are far less likely to comply with
recommendations for no alcohol intake. In contrast, the US and Canada have maintained
strong consistent messages of alcohol abstinence for pregnant women and have found
that about 89% and 86% of pregnant women, respectively, complied with alcohol
guidelines.[186, 187] The high proportion of Australian women that continue drinking
during pregnancy suggests that there has not been a large scale uptake of the evidence-
based recommendation to abstain from alcohol. Previous research supports the notion
that guidelines do not necessarily impact drinking behaviour,[98, 180] emphasizing that
the creation of guidelines alone is not sufficient in altering population behaviour.

This study confirmed findings that previous alcohol consumption is one of the best
predictors of prenatal use of alcohol.[75, 98] Similarly, a recent Swedish study found
that higher pre-pregnancy scores on the Alcohol Use Disorders Identification Test
(AUDIT) were predictive of alcohol use during pregnancy.[188] In addition to the usual
forms of alcohol assessment found in the literature (i.e. frequency,[112, 119, 126, 131]
quantity,[119, 125, 131] and binge status[110, 126]) this study has taken a novel
approach by examining previous compliance to alcohol guidelines. By doing so, the

current study was able to show a pattern of non-compliant behaviour.
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4.4.1 Limitations

This study is limited by the age range (30-36 years) of participants. Considering the
mean age of Australian mothers is 30 years and there is a national trend of an increase
in the age of mothers,[189] the results are likely to be generalisable to a large proportion
of pregnant Australian women. There were missing data in some analyses; however,
analyses of bias yielded no significant difference in the outcome of interest due to
missing or excluded cases. Self-report may have led to response bias in the under-
reporting of alcohol use. However, self-report has been found to be more accurate than
physicians’ medical records in identifying prenatal alcohol use.[190] Furthermore, the
confidential nature in using a unique identifying code, as was done in this study, has
been found to be equally effective in obtaining a high rate of self-reported alcohol use

by pregnant women compared with using a purely anonymous technique.[191]

This study was within the confines of a large longitudinal study which led to one of the
major limitations. There was a relatively short timeframe between when the 2009
guidelines were introduced and when the surveys were sent out. However, draft
guidelines were available and widely publicised as early as 2007. Previous research
conducted in late 2008 to early 2009 has shown that health professionals were passing
on an abstinence message to pregnant clients, consistent with the 2009 guidelines.[153]
Additionally, participants on average took about three months to return their surveys,
with some taking up to 14 months. Seeing as how women were asked about their
alcohol use when they were pregnant, rather than asking them to recall their entire
pregnancy, it is believed that this study has gathered an accurate measure of drinking
during pregnancy at the time the surveys were completed, which occurred under the
2009 guidelines. Whether the guidelines were properly disseminated is a topic for
further research but does not limit the fact that the 2009 guidelines were in place when

the women were surveyed about their behaviour.

4.4.2 Practice implications

Alcohol behaviours should be assessed before women become pregnant because pre-
pregnancy alcohol use and previous compliance with guidelines predict whether
Australian women will comply with guidelines during pregnancy. General practitioners
(GPs) are ideally suited to assess alcohol intake in women of childbearing age. GPs are
the gatekeepers to the Australian healthcare system; 19% of their clients are women of

childbearing age (15-45 years) and average consultation times range from 14-15

57



minutes.[192] Best practice clinical guidelines suggest that pregnant women, or those
who may become pregnant, should be provided with information about potential
consequences of prenatal alcohol use in order to make an informed decision.[179, 193]
However, a random sample of Australian health professionals found that only a quarter
of providers routinely provided such information.[159] Awareness and familiarity of,
and attitudes towards clinical guidelines have been found to affect health professionals’

adherence to them.[194]

It may be necessary for policy makers to implement strategies to effectively disseminate
the alcohol guidelines for pregnant women to ensure they are both implemented by the
healthcare system and adopted by the general population. Such strategies may include
the use of local opinion leaders to address barriers and encourage best practice among
health professionals.[195] Additionally, mass media campaigns could be developed as
they have been found to be effective in other public health initiatives such as reducing
alcohol-related crashes[196] and increasing initiation of and positive attitudes towards
breastfeeding.[197] US authorities have suggested that in addition to mass media
campaigns other universal prevention strategies, such as policy-driven warning labels
on alcoholic beverages and other strategies to reduce overall consumption for the
population, may be useful in helping to prevent alcohol-exposed pregnancies.[198]
Studies from Scandinavian countries have reported that mass media is the number one
information source regarding alcohol use in pregnancy for pregnant women.[119, 199]
It has also been found that pregnant women believe a health professional could best
communicate this information[199] and women are comfortable discussing alcohol use
with healthcare providers.[153] Currently, no mass media campaign or other universal
prevention strategies exist in Australia to promote the most recent alcohol guidelines for
pregnant women, stressing not only a need for public health promotion but also the
importance of healthcare professionals in disseminating this public health message.

Based on the results of this study, GPs may find it useful to initiate a conversation about
alcohol use by asking women about their usual alcohol consumption (e.g. when not
pregnant) as a lead in to assessing their current alcohol use. If women report usually
drinking more than the recommended guidelines or usually drink on a weekly basis,
then the GP can use that context to provide them with information about the potential
consequences of alcohol use during pregnancy and the national recommendation for
abstinence. For women of childbearing age, healthcare providers could offer brief
motivational interviewing which has been found to reduce the risk of alcohol exposed
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pregnancies.[200] GPs may consider using educational and psychological interventions
for their pregnant clients, which have been found to assist pregnant women in

abstaining from alcohol.[201]

4.5 Conclusion

Proper dissemination of guidelines and recommendation uptake by pregnant women are
needed to ensure guideline compliance. However, more information is needed to
determine why so many pregnant women are not complying with the current alcohol
guidelines. It is not known whether women are aware of these guidelines and if so
whether compliance is due to a purposeful adherence to the guidelines or a result of
choosing to abstain for other reasons. Other countries with less conservative alcohol
guidelines may wish to confirm whether a pattern of non-compliance also exists among
pregnant women in their region. Additionally, dissemination, adoption, and promotion
of current alcohol guidelines are most likely inadequate given the present findings.
Further research is needed to understand the pathway that exists between policymakers
and pregnant women to determine why there is such a low rate of compliance with

alcohol guidelines.
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ABSTRACT

Objective
To identify predictors of antenatal alcohol consumption among women who usually

consume alcohol.

Design

Prospective cohort study.

Setting
Australian Longitudinal Study on Women’s Health (ALSWH).

Population or Sample
A total of 1969 women sampled from the ALSWH 1973-78 cohort.

Methods

Women were included if they were pregnant in 2000, 2003, 2006 or 2009. The
relationship between antenatal alcohol consumption and sociodemographics,
reproductive health, mental health, physical health, health behaviours, alcohol
guidelines and healthcare factors was investigated using a multivariate logistic

regression model.

Main outcome measures

Alcohol use during pregnancy.

Results

Most (82.0%) women continued to drink alcohol during pregnancy. Women were more
likely to drink alcohol during pregnancy if they had consumed alcohol on a weekly
basis before pregnancy (odds ratio [OR] 1.47; 95% confidence interval [95% CI] 1.13—
1.90), binge drank before pregnancy (OR 2.28; 95% CI 1.76-2.94), or if they were
pregnant while alcohol guidelines recommended low alcohol versus abstinence (OR
1.60; 95% CI 1.26-2.03). Drinking during pregnancy was less likely if women had a
Health Care Card (OR 0.63; 95% CI 0.45-0.88) or if they had ever had fertility
problems (OR 0.64; 95% CI 0.48-0.86).
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Conclusions

Most Australian women who drank alcohol continued to do so during pregnancy. Pre-
pregnancy alcohol consumption was one of the main predictors of antenatal alcohol use.
Alcohol guidelines, fertility problems and Health Care Card status also impacted

antenatal alcohol consumption.

Keywords

Alcohol drinking, health behaviour, pregnancy, women’s health.

5.1 Introduction

A large proportion of pregnant women in Australia,[98, 202] France[203] and the
UK,[185] have been found to consume alcohol during pregnancy. Heavy antenatal
alcohol use can cause a number of adverse birth outcomes.[31, 32, 34, 56] The effects
of low to moderate alcohol use are less clear.[58] Although a number of studies have
shown no harm,[56, 204] recent systematic reviews and meta-analyses reported that 30—
40 g of alcohol on one occasion, or 70 g/week, increases the risk of neurodevelopmental
problems and preterm birth.[58] Adding to the confusion, genetic factors appear to vary
the outcomes of antenatal alcohol use.[14, 205] To identify women at risk of alcohol-
exposed pregnancy and potential negative outcomes, there is a need to first determine

what factors predict alcohol consumption by pregnant women.

The literature has been inconsistent in identifying the predictors of antenatal alcohol
use. Studies have been limited by reliance on non-population-based samples,[95, 97,
112] univariate analysis,[32, 95, 97] retrospective measures[181] and inappropriate
comparison groups (e.g. women not of legal age to purchase or consume alcohol).[112]
To overcome individual study limitations, Skagerstrom et al.[75] conducted a
systematic review. Pre-pregnancy alcohol consumption and experience of abuse were
the only consistent predictors of antenatal alcohol use.[75] Unfortunately these findings
may not apply to all pregnant women because the included studies only sampled from
antenatal care populations. Australian studies suggest that factors such as older age,[95,
181] higher income,[95, 181] pre-pregnancy alcohol consumption,[98, 202] previous
pregnancy losses[97] and having a partner[95] increased a pregnant woman’s likelihood

of alcohol consumption.

There has yet to be an examination of a comprehensive set of multiple predictors in one

analysis using a population-based sample. Population-based studies have been
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conducted in Norway,[129] the USA,[110] Denmark[125] and Australia.[181] Their
results supported previous findings that previous alcohol consumption is a consistent
predictor of alcohol use during pregnancy;[75] however, previous consumption was not
measured in the Australian study. The Danish study examined a number of predictors of
binge drinking. None of the above studies examined a wide range of factors together
such as sociodemographics, reproductive health, mental health, physical health, health
behaviours, alcohol guidelines and healthcare factors to predict any alcohol use during
pregnancy. The purpose of this study was to identify the predictors of antenatal alcohol
consumption from a large range of potential variables among Australian women using

prospective data from a population-based cohort study.

5.2 Methods

5.2.1 Sample

This study used data from the Australian Longitudinal Study on Women’s Health
(ALSWH). The longitudinal study began in 1996 with the recruitment of three age
cohorts (women born between 1973 and 1978, 1946 and 1951, and 1921 and 1926).
Women were recruited via the national Australian health insurer, Medicare. Women
were randomly sampled, with the exception that women from rural and remote areas
were sampled at twice the rate. Informed consent was provided by all participants.
Surveys were mailed to the different cohorts on an interval basis every 3 years. Detailed
methods of the ALSWH have been previously published.[170, 172]

The sample for this study was drawn from the 1973-78 cohort. This cohort was aged
18-23 years when recruited in 1996 and were broadly representative of the population
of similarly aged Australian women at that time.[170] Participants completed surveys in
1996, 2000, 2003, 2006 and 2009, which have been referred to as surveys one, two,
three, four and five, respectively. Women were eligible for the current analysis if they
indicated that they were pregnant at survey two, three, four or five. The target survey
was defined as the first survey from surveys two to five in which the participant
reported being pregnant and the respective pregnancy was referred to as the target
pregnancy. This approach was taken to enable examination of pre-pregnancy behaviours
(such as alcohol use) based on previously completed surveys before the target survey.

Exclusion criteria for the current analysis are presented in Figure 5.1.
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Participants in the 1973-1978
ALSWH cohort that were
pregnant at Survey 2. 3, 4. or 5

N = 2496
> Pregnant at the previous survey
T~ -
Excluded: n = 130
N = 2366
Did not complete survey prior to the
P> survey with the target pregnancy
V) Excluded: n = 194
N=2172
No information or inadequate
< information on alcohol use
Excluded: n =40
N=2132
Non-drinkers of alcohol prior to
pregnancy
v Excluded: n = 163
Final sample
N = 1969

Figure 5.1 Flowchart of the sample obtained from the ALSWH 1973-78 cohort

5.2.2 Measures

Thirty-six variables were investigated as potential predictors of antenatal alcohol use.
The types of variables that were included in the analysis included sociodemographics,
reproductive health, mental health, physical health, health behaviours, alcohol
guidelines and healthcare variables. The variables and their response categories are
presented in Table 5.1 and in Supplementary material, Table S5.1 (Appendix M). As
some variables had slightly different wording or response formats in the different
surveys, it was necessary to harmonise the data by reformatting these variables. For
categorical variables, some categories were collapsed to prevent problems resulting
from small cell sizes. General practitioner (GP) use in the last 12 months was

categorised into tertiles at the different surveys and labelled as low, moderate or high
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use. A number of original items were reduced using exploratory factor analysis to create
composite scores for health symptoms (Appendix N) and perceived access to health care
(Appendix O). Fourteen symptoms comprised five factors representing; (i) menstrual
health (four symptoms); (ii) bowel health (three symptoms); (iii) head and back issues
(two symptoms); (iv) vaginal and urinary health (two symptoms); and (v) mental health
(three symptoms). The two variables about perceived access to health care were created
from six original access items. Access to general medical care included four items,
whereas access to after-hours or hospital care included two items. Possessing a Health
Care Card was considered an indicator of socio-economic status, as this card provided
additional government assistance for healthcare costs for recipients of other government

concessions.

Alcohol guidelines during the time of pregnancy were based on the Australian National
Health and Medical Research Council guidelines. The 1992[9] and 2009[11] guidelines
promoted abstinence, whereas the 2001[10] guidelines condoned light drinking. The
2001 guidelines recommended that pregnant women or those who may become

pregnant:
e ‘may consider not drinking at all;
e most importantly, should never become intoxicated;

o if they choose to drink, over a week, should have <7 standard drinks, AND, on

any 1 day, no more than two standard drinks (spread over at least 2 hour);

e should note that the risk is highest in the earlier stages of pregnancy, including

the time from conception to the first missed period.’[10]

Women who completed survey two (2000) or survey five (2009) were classified under
the ‘no alcohol’ guidelines, whereas women who filled out surveys three (2003) and
four (2006) were pregnant during the ‘low alcohol’ guidelines. Pre-pregnancy alcohol
consumption was measured with regards to frequency (‘How often do you usually drink
alcohol?’), quantity (‘On a day when you drink alcohol, how many standard drinks do
you usually have?”), and binge drinking (‘How often do you have five or more standard
drinks of alcohol on one occasion?’). Other pre-pregnancy measures included previous

mental health, physical health and smoking status.
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5.2.3 Primary outcome

The main outcome was alcohol use during pregnancy. For all women who reported a
pregnancy at the target survey, their alcohol consumption at that time was coded as
either ‘no alcohol intake’ or ‘some alcohol intake’. This was determined by using the
alcohol frequency item, which had the following response format: | never drink alcohol,
less than once a month, less than once a week, on 1 or 2 days a week, on 3 or 4 days a
week, on 5 or 6 days a week, everyday. Responses were dichotomised into ‘I never
drink alcohol’ versus all other responses. The frequency and quantity of alcohol use
were identified for descriptive purposes for participants that reported some alcohol
intake during pregnancy. The item used to identify the quantity of alcohol use had the
following response format originally: 1 or 2 drinks per day, 3 or 4 drinks per day, 5 to 8

drinks per day, 9 or more drinks per day.

5.2.4 Statistical analysis

Analyses were conducted using SPSS (version 19, SPSS Inc., Armonk, NY, USA).
Descriptive statistics were calculated for items in the target survey, except for pre-
pregnancy measures, which were taken from the survey before the target survey.
Univariate logistic regression was used to assess the relationships between alcohol use
during pregnancy and the 36 variables. All variables that demonstrated a statistically
significant (P < 0.05) association with the outcome variable were subsequently used in a
multivariate logistic regression model using a backwards stepwise approach with an
inclusion cut-off of P < 0.01. The prevalence of antenatal alcohol use was then
calculated for the different levels of the final predictors to see how it varied for each
predictor.

5.2.4.1 Missing data analysis

The majority (91.6%) of women did not have any missing observations on the 36
potential predictor variables, with approximately 1% of the sample having three or more
missing variables. The Pearson’s chi-square test that was run to examine the impact of
missing data was not statistically significant (v2 = 0.38, df = 1, P = 0.06), suggesting
that there was no bias in the outcome variable. Full Information Maximum Likelihood
estimation was then used to impute missing data, as this has been found to be less

biased and more efficient than other methods.[206]
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5.3 Results

Of the 2496 women who indicated that they were pregnant at survey two, three, four or
five, 1969 (78.9%) women were included in the analyses (see Figure 5.1). Of those
1969 participants, 388 (19.7%), 451 (22.9%), 612 (31.1%) and 518 (26.3%) were
pregnant at survey two, three, four or five, respectively. The women’s ages ranged from
22 to 37 years. Most participants had a tertiary education or higher (72.4%; n = 1426)
and were in a relationship with a partner (96.1%; n = 1893). About half of the women
lived in major cities (52.0%; n = 1024) and nearly two-thirds (64.1%; n = 1263) were
not at all or only somewhat stressed about money. Table 5.1 and Table S5.1 (Appendix

M) contain the descriptive characteristics of the 1969 participants.

Table 5.1 Significant univariate predictors of alcohol use during pregnancy for the
Australian Longitudinal Study on Women’s Health 1973-1978 cohort (N=1969)2

Univariate predictors n (%) OR (95% CI) p-value

Highest education attained

School certificate (year 10) or less 177 (9.0) 0.58 (0.39-0.87) 0.008*
Higher school certificate (year 12) 366 (18.6) 0.83 (0.59-1.17) 0.28
Trade/ apprenticeship/ certificate/ diploma 513 (26.1) 0.77 (0.57-1.04) 0.92
University degree 637 (32.4) Ref Ref
Higher university degree (e.g. Masters, PhD) 276 (14.0) 0.96 (0.65-1.40) 0.82

Violent relationship with a partner (ever)
No 1770 (89.9) Ref Ref
Yes 199 (10.1) 0.68 (0.48-0.97) 0.031*

Area of residence

Major cities 1024 (52.0) Ref Ref

Inner regional 570 (28.9) 0.83 (0.63-1.08) 0.16

Outer regional 305 (15.5) 0.70 (0.51-0.96) 0.029*

Remote/very remote 70 (3.6) 1.34 (0.65-2.75) 0.43
Age (mean * SD):

Years 29.6 £33 0.96 (0.93-1.00) 0.035*

General practitioner (GP) use
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Univariate predictors n (%) OR (95% CI) p-value

Low 1004 (51.0) Ref Ref

Moderate 505 (25.6) 1.28 (0.96-1.73) 0.10

High 460 (23.4) 0.75 (0.57-0.99) 0.040*
Health Care Card

No 1749 (88.8) Ref Ref

Yes 220 (11.2) 0.60 (0.44-0.84) 0.003*
Previous general health? (mean * SD):

Range 0-100; higher score is better rating of

general health 73.1+£19.1 1.01 (1.00-1.01) 0.016*
Problems with fertility (ever)

No 1636 (83.1) Ref Ref

Yes 333 (16.9) 0.61 (0.46-0.81) 0.001*
Illicit drug use (ever)

No 814 (41.3) Ref Ref

Yes 1155 (58.7) 1.31 (1.04-1.65) 0.022*
Previous frequency of alcohol consumption

Less than once a week 1116 (56.7) Ref Ref

Once a week or more 853 (43.3) 1.87 (1.46-2.39) <0.001*
Previous binge alcohol use

Never binged 491 (24.9) Ref Ref

Binged 1478 (75.1) 2.57 (2.02-3.28) <0.001*
Alcohol guidelines during pregnancy

No alcohol 906 (46.0) Ref Ref

Low alcohol 1063 (54.0) 1.64 (1.30-2.06) <0.001*

* p<0.05

2 Only includes women who consumed alcohol prior to pregnancy.

b From SF-36 subscales (General health).

A large proportion (82.0%; n = 1614) of the 1969 participants consumed some alcohol

during pregnancy, whereas the remaining 355 (18.0%) women indicated abstinence. Of

the women who were pregnant during the times that the alcohol guidelines promoted
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abstinence, 22.0% did not drink during pregnancy, whereas 14.7% of women under the

low-alcohol guidelines chose to abstain (P < 0.001).

The women who drank alcohol during pregnancy (n = 1614) reported low alcohol usage
(Table 5.2). Most often drinking no more than 1-2 days per week (90.3%; n = 1457)
and consuming one to two drinks per drinking day (76.9%; n = 1241).

Table 5.2 Alcohol consumption patterns during pregnancy (frequency by quantity)
from the Australian Longitudinal Study on Women’s Health 1973-1978 cohort?
(n=1614)

Quantity (drinks per drinking day)

Frequency
lor2 3or4 5 or more TOTAL

Less than once a month 538 (33.3%) 103 (6.4%) 45 (2.8%) 686 (42.5%)
Less than once a week 326 (20.2%) 72 (4.5%) 30 (1.9%) 428 (26.5%)
1 or 2 days/week 261 (16.2%) 57 (3.5%) 25 (1.5%) 343 (21.3%)
3 or 4 days/week 96 (5.9%) 26 (1.6%) 6 (0.4%) 128 (7.9%)

5 or 6 days/week 17 (1.1%) 8(0.5%) 1(0.1%) 26 (1.6%)

Everyday 3(0.2%) 0 (0%) 0 (0%) 3(0.2%)

Total 1241 (76.9%) 266 (16.5%) 107 (6.7%) 1614

2 Includes women who indicated consumption of alcohol during pregnancy.

Univariate logistic regression revealed the following 12 of 36 potential predictor
variables as significantly (P < 0.05) related to alcohol use during pregnancy (Table 5.1):
age, previous general health, highest educational attainment, area of residence, GP use,
possessing a Health Care Card, having had fertility problems, having ever been in a
violent relationship with a partner, ever using illicit drugs, frequency of previous
alcohol consumption, previous binge alcohol use and the alcohol guidelines that were in
place during pregnancy. These variables were then examined together in a multivariate
logistic regression model. Variables that were not found to be significantly related to

antenatal alcohol use are contained in Table S5.1 (Appendix M).

Factors retained in the final model of predictors of alcohol use during pregnancy are
shown in Figure 5.2. Prior drinking behaviour was found to have a significant impact on

drinking during pregnancy, even after controlling for other influencing factors.
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Predictors of

antenatal

alcohol use® OR (95% CI) Decreased Risk Increased Risk
Health Care

Card 0.63 (0.45-0.88) —

Fertility

problems 0.64 (0.48-0.86) ——

Weekly alcohol
use® 1.47 (1.13-1.90)

e
Binge alcohol
use® 2.28(1.76-2.94) Y
Low alcohol
guidelines 1.60 (1.26-2.03) P
0 05 1 15 2 25 3

Figure 5.2 Predictors of alcohol use during pregnancy among women from the
Australian Longitudinal Study on Women’s Health 1973-1978 cohort (N = 1969)2

2 Only includes women who consumed alcohol prior to pregnancy.

b Reference categories for categorical variables: Health Care Card = no card; Fertility problems (for 12
months or more) = no problems; Weekly alcohol use = less than once a week; Binge alcohol use = never
binge; Low alcohol guidelines = no alcohol.

¢ Alcohol use prior to pregnancy.

Women who drank weekly before pregnancy were around 50% more likely to continue
to drink during pregnancy than women who drank less than weekly (87.0% versus
78.1%, odds ratio [OR] 1.47, 95% confidence interval [95% CI] 1.13-1.90, P = 0.004).
Participants who indicated binge drinking before pregnancy were more than twice as
likely to consume alcohol during pregnancy compared with women who did not report a
previous history of binge drinking (85.9% versus 70.3%, OR 2.28, 95% CI 1.76-2.94, P
< 0.001). Women who were pregnant during the period of low-alcohol guidelines were
60% more likely to drink during pregnancy when compared with women who were
pregnant during the period of no-alcohol guidelines (OR 1.60, 95% CI 1.26-2.03, P <
0.001).

In contrast, pregnant women who had reported fertility problems were 36% less likely

to consume alcohol during pregnancy compared with women who did not report fertility
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problems (75.4% versus 83.3%; OR 0.64; 95% CI 0.48-0.86, P = 0.003). Compared
with women without a Health Care Card, women with a Health Care Card were 37%
less likely to drink during pregnancy (OR 0.63, 95% CI1 0.45-0.88, P = 0.008).

5.4 Discussion

5.4.1 Main findings

This study is the first to assess a wide range of predictors of drinking during pregnancy
among Australian women by using a population-based sample with prospective
measures of alcohol use and pregnancy. For women who drank alcohol before
pregnancy, the majority (82%) continued to drink during pregnancy. The probability of
women drinking during pregnancy increased if they had previously consumed alcohol
on a weekly basis or through binge drinking, or if they were pregnant during the time of
the low-alcohol guidelines. Possessing a Health Care Card or having reported fertility
problems reduced the likelihood of drinking during pregnancy. However, regardless of
the women’s characteristics the prevalence of alcohol use during pregnancy remained
high (over 70%).

The results suggest that conservative drinking guidelines may influence the behaviour
of pregnant women. However, even under the abstinence guidelines, 78% of women
continued to drink alcohol while pregnant. Considering this proportion appears to be
only slightly lower than the 85% of pregnant women consuming alcohol under the low
alcohol guidelines, it is understandable that previous studies have not detected a
significant change in drinking behaviour as a result of a change in alcohol
guidelines.[98, 180] Recent qualitative work by Holland et al. (2015) suggests that
women may not be aware of the NHRMC alcohol guidelines for pregnant women.[105]
More effective dissemination of guideline recommendations, such as mass media
campaigns, may be useful in reducing the high prevalence of antenatal alcohol use in

Australia that was observed under abstinence guidelines.

Similar to previous research,[125] this study found that women who had fertility
problems were less likely to consume alcohol during pregnancy. Whether this was due
to self-education, advice from a health professional, fear of potential negative outcomes,
or is reflective of a general adoption of a healthy lifestyle, is unknown and more
research is needed. There is some evidence to suggest that alcohol use may reduce a

woman’s chances of falling pregnant.[207, 208] Therefore, if a woman seeks help from
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a healthcare professional when having problems falling pregnant, she might be more
likely to be advised of the behavioural changes she can make to increase her chances of

conceiving as recommended by evidence-based guidelines and protocols.[209, 210]

Socio-economic status also appears to influence the risk of antenatal alcohol
consumption, as this study found that pregnant women with a Health Care Card (a
marker for lower income) were less likely to drink alcohol. This is consistent with
previous findings that some Australian healthcare professionals were more likely to
address alcohol use with women they saw to be at higher risk, such as those from lower
socio-economic backgrounds.[158] Additionally, previous research found that women
from higher-income groups are more likely to consume alcohol during pregnancy.[95,
181] Healthcare professionals have been found to be the preferred source for receiving
information about antenatal alcohol use.[199] Antenatal healthcare professionals should
avoid assumptions of their client’s knowledge, especially women of higher socio-
economic status, informing all pregnant women about alcohol use. Educational and
psychological interventions have been found to be effective strategies in reducing
alcohol consumption among pregnant women,[201] and could therefore be delivered by
healthcare professionals when warranted.

Risky and regular alcohol use by women of childbearing age who may become pregnant
should be addressed, as this study found that weekly alcohol intake and a tendency to
binge drink before pregnancy increased the likelihood of antenatal alcohol consumption.
This is consistent with the literature to date, which has found that pre-pregnancy alcohol
consumption is one of the best indicators of drinking during pregnancy.[75] Brief
motivational interviewing aimed at increasing effective contraception use and reducing
risky drinking could help to prevent alcohol-exposed pregnancies in this
population.[200] Considering the prevalence of unplanned pregnancies may range from
about 30 to 50%,[211, 212] such interventions would be ideal for primary prevention.
Additionally, advice for those planning on becoming pregnant should focus on the fact
that the first trimester is a particularly sensitive time, and teratogens such as alcohol

should be avoided to prevent risks to crucial development during this stage.[213]

5.4.2 Strengths and weaknesses
Including only previous drinkers in this study helped to ensure that the effects of pre-
pregnancy drinking were not inflated by the inclusion of non-drinkers. By using a large

population-based cohort study, a multitude of potential predictors could be investigated
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within one analysis, providing a comprehensive view of the determinants of alcohol
intake among a broad range of pregnant Australian women. The use of longitudinal data
meant that the impact that changing alcohol guidelines have had on women’s antenatal
alcohol use could be investigated. The results are strengthened by the fact that alcohol
use was measured at the same time as the women reported being pregnant, thereby
allowing us to identify those who drank during pregnancy without using a retrospective

measure or a specific question about alcohol consumed during pregnancy.

This study is not without limitations. Due to variations in survey items across time and
inconsistencies in the data, it was not possible to investigate certain variables that may
be of interest such as gravidity and stage of pregnancy. These factors have been
measured in previous studies with no consistent evidence to suggest that they would
have had a significant impact on the outcome.[75] The study was limited by its reliance
on self-report measures, which lends itself to bias. However, self-report has been found
to be more effective than other methods of assessing antenatal alcohol use, such as
medical reports.[190] Previous research has found self-report to be a reliable measure of
smoking among pregnant women when validated using biological measures.[214]
Considering the stigma about antenatal smoking, it is likely that women’s self-report is
also a good indicator of other behaviours. Observational cohort studies are often prone
to attrition bias. Previous analyses of this longitudinal study found that the relationships
between variables in the longitudinal study are unlikely to be significantly biased by
attrition rates.[173]

5.4.3 Interpretation

This study has provided a strong level of evidence for the predictive value of pre-
pregnancy drinking on antenatal alcohol use. The findings imply that women drinking
alcohol on a weekly basis or through risky episodic drinking are more likely to continue
drinking during pregnancy. Within the scope of the Hill’s criteria,[215] this association
is enhanced by the strength of the association (i.e. women who binged were over twice
as likely to continue drinking), the temporal relationship ensured by longitudinal data,
and the consistency with previous studies’ findings. It is also plausible that an
underlying biological component may be contributing to the association, as
neuroimaging studies have found differences in brain region activation between people
with different drinking behaviours.[216]
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5.5 Conclusion

Healthcare professionals play a vital role in advising women on health behaviours
before and during pregnancy to increase the likelihood of optimal outcomes. To ensure
that women can make informed decisions about alcohol use during pregnancy,
healthcare professionals should be providing all women with information about the
potential harms of alcohol use and the reasons why abstinence is safest, as currently
recommended by best-practice clinical guidelines.[179, 193] Further investigation
should explore the advice and information that women receive from healthcare
professionals, and the reasons why such a high proportion of Australian women

continue to consume alcohol during pregnancy.
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ABSTRACT

Background
Risky patterns of alcohol use prior to pregnancy increase the risk of alcohol-exposed
pregnancies and subsequent adverse outcomes. It is important to understand how

consumption changes once women become pregnant.

Objective
The aim of this study was to describe the characteristics of women that partake in risky
drinking patterns before pregnancy and to examine how these patterns change once they

become pregnant.

Methods

A sample of 1577 women from the 1973-78 cohort of the Australian Longitudinal
Study on Women’s Health were included if they first reported being pregnant in 2000,
2003, 2006, 2009 and reported risky drinking patterns prior to that pregnancy.
Multinomial logistic regression was used to determine which risky drinking patterns

were most likely to continue into pregnancy.

Results

When reporting risky drinking patterns prior to pregnancy only 6% of women reported
weekly drinking only, whereas 46% reported binge drinking only and 48% reported
both. Women in both binge categories were more likely to have experienced financial
stress, not been partnered, smoked, used drugs, been nulliparous, experienced a violent
relationship, and were less educated. Most women (46%) continued these risky drinking
patterns into pregnancy, with 40% reducing these behaviors, and 14% completely
ceasing alcohol consumption. Once pregnant, women who binged only prior to
pregnancy were more likely to continue (55%) rather than reduce drinking (29%). Of
the combined drinking group 61% continued to binge and 47% continued weekly
drinking. Compared with the combined drinking group, binge only drinkers prior to
pregnancy were less likely to reduce rather than continue their drinking once pregnant
(OR =0.37,95% C1 =0.29, 0.47).
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Conclusions
Over a third of women continued risky drinking into pregnancy, especially binge
drinking, suggesting a need to address alcohol consumption prior to pregnancy.

6.1 Introduction

Heavy alcohol use during pregnancy can have detrimental effects, such as Fetal Alcohol
Spectrum Disorders[26] and brain malformations.[217] However, the effects of low to
moderate antenatal alcohol use are inconclusive, making it difficult to identify a safe
level of use.[58-60] To complicate things further, it has been reported that the effects of
alcohol vary based on the pattern of consumption,[20] such that binge drinking (i.e. four
to five or more drinks per occasion) or drinking on a weekly basis (i.e. drinking at least
one standard drink a day per week) should be investigated when assessing antenatal

alcohol use.

Binge drinking episodes during pregnancy have been found to increase the risk of
adverse outcomes such as poor neurodevelopment,[59] birth defects and growth
restrictions,[213, 218, 219] mental health problems,[52] and fetal and infant
mortality.[21, 34] Other studies have not found a significant association between binge
drinking and certain child outcomes, such as intelligence, attention and executive
function.[204, 220] Frequent (i.e. weekly) antenatal alcohol consumption may also lead
to negative outcomes, as it has been found that as little as 70 grams of alcohol a week
(one standard drink per day) can increase the risk of child behavioral problems.[20]
Additionally, children’s 1Q may be negatively affected by genetic variations linked to
moderate antenatal alcohol intake of just one to six drinks per week during

pregnancy.[13]

Considering the complexity regarding the effects of alcohol consumption during
pregnancy and the inability to define a safe level of alcohol use, a number of alcohol
guidelines worldwide have recommended abstinence for pregnant women.[11, 69, 71,
178] One of the countries now recommending abstinence is Australia,[11] yet it is
estimated that 72% of pregnant women consume alcohol.[202] Rates of alcohol use
during pregnancy are also high in France[203] and the United Kingdom,[185, 221] but
not in other countries such as the United States[186] and Canada.[222] Previous
research has found that alcohol use prior to pregnancy, particularly binge and weekly
drinking, increase the risk of alcohol use during pregnancy.[75, 202, 223, 224] Binge

and weekly drinking before pregnancy can therefore be considered risky drinking
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patterns, putting women at risk of experiencing an alcohol-exposed pregnancy and

potential fetal harm.

It would be useful to establish if risky drinking patterns prior to pregnancy are modified
once women become pregnant and if not, identify the characteristics of women
engaging in these risky drinking patterns before pregnancy to enable early intervention.
Some studies have reported the proportions of these drinking behaviors before and
during pregnancy.[75, 129, 223] However, those studies did not clarify if women made
an effort to reduce their alcohol consumption by only ceasing these risky drinking
patterns while still consuming some alcohol or if they completely stopped
drinking.[124, 129, 224] Given the move of many developed countries towards
recommendations of abstinence during pregnancy, this is an important gap to fill.
Further, these previous studies used retrospective measures of alcohol use prior to
pregnancy, increasing the chances of recall bias.[124, 129, 224] No Australian studies
have yet investigated changes in risky drinking patterns from before pregnancy to
pregnancy. As a high proportion of Australian women continue to use alcohol during
pregnancy, there is a need to use prospective longitudinal data to investigate how risky
drinking patterns change once Australian women become pregnant.

The aims of this study were to: define the characteristics of women partaking in risky
drinking patterns prior to pregnancy; investigate if women modify their risky drinking
patterns once they become pregnant; and identify risky drinking patterns prior to

pregnancy that increase a woman’s risk of continuing the behavior into pregnancy.

6.2 Methods

6.2.1 Ethics Statement

Ethical clearance for the Australian Longitudinal Study on Women’s Health (ALSWH)
was obtained from the Universities of Newcastle and Queensland, Australia (ethics
approvals H0760795 and 2004000224, Appendix J). Women provided written informed

consent to participate in the study.

6.2.2 Sample
This study uses data from the ALSWH, which commenced in 1996. Using the national
health insurance database which provides universal healthcare to all Australian citizens

and permanent residents (Medicare), women were randomly sampled, with those from
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rural and remote areas sampled at double the rate of women from urban areas. Born
between 1973-78, 1946-51, and 192126, three age cohorts of women were sent mailed
invitations to participate. After the baseline survey in 1996, each cohort was mailed a
survey on an approximately three-year interval basis. More detailed methods can be
found on the longitudinal study’s website[182] or in previously published studies.[169,
170, 172]

The 1973-78 cohort data was used for this study. This cohort was broadly
representative of similarly aged Australian women at the time of recruitment.[170]
These women (aged 18-23 years in 1996) have completed five surveys to date — 1996,
2000, 2003, 2006, and 2009. Another survey was sent in 2012, but as data collection
and quality checks occur over approximately 18 months, the dataset was still being
finalized at the time of this study and could not be included in the analysis. Women who
first reported a pregnancy at a survey time point after 1996 were eligible for inclusion
into this study, with the survey prior to the index pregnancy being used to measure
behaviors and characteristics of women before pregnancy. Only women that reported
risky drinking patterns prior to pregnancy (i.e. weekly drinking, binge drinking, or both)
were included in the analysis. Figure 6.1 presents the sampling strategy with exclusion

criteria.
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Participants from the Australian Longitudinal Study on Women's
Health 1973-78 cohort who were pregnant in 2000, 2003, 2006 or
2009 survey
N=2496

Pregnant at the previous survey
Excluded: n =130

N=2300 Did not complete survey prior
to the survey with reported
pregnancy
Excluded: n=194
N=2172
No information or inadequate
information on alcohol use
Excluded: n =40
N=2132
Non- drinkers of alcohol before
pregnancy
Excluded: n =165
N=1967
Neither weekly and/or binge
drinking before pregnancy
Excluded: n =390
Final sample
N=1577

Figure 6.1 Flowchart of the sampling procedure

This includes the exclusion criteria used to draw the sample of women from the Australian Longitudinal
Study on Women’s Health 1973-78 cohort.

6.2.3 Measures

Pregnancy status was determined using a prospective measure at every survey which
asked ‘‘Are you currently pregnant?’’ Participant characteristics prior to pregnancy (i.e.
the survey before the index pregnancy) were examined in relation to risky drinking
patterns at that time. The sociodemographic and health-related characteristics that were
measured at the survey before pregnancy included: participant’s age, partner status,
highest educational attainment, area of residence, possession of private health insurance,
level of stress about money to gauge income management, ever having experienced a

violent relationship with a partner, having had a previous live birth, having had a Pap

82



Chapter 6: Risky Drinking Patterns Are Being Continued into Pregnancy: A Prospective Cohort Study

test in the last two years, ever having smoked or ever having used illicit drugs. The final

response categories for these characteristics can be seen in Table 6.1.

Table 6.1 Characteristics of women according to their risky drinking patterns

prior to pregnancy (N=1577)

Weekly Binge Weekly
only (n=99) only + Binge Total
(n=725) (n=753) (N=1577) P

Age (years, mean * SD) 28.64 25.60 27.07 26.49 0.56
+2.74 +3.50 +3.37 +3.51

n (%) n (%) n (%) n (%) P

Highest education attained

Higher school certificate (year 12) or 19 (19.2) 298 (41.1) 199 (26.4) 516 (32.7) <0.001

less

Trade/apprenticeship/certificate/ 16 (16.2) 199 (27.4) 164 (21.8) 379 (24.0)

diploma

University or higher university degree 64 (64.6) 228 (31.4) 390 (51.8) 682 (43.2)
Area of residence

Major cities 64 (64.6) 328 (45.2) 418 (55.5) 810 (51.4) <0.001

Inner regional 22 (22.2) 246 (33.9) 201 (26.7) 469 (29.7)

Outer regional/remote/very remote 13 (13.1) 151 (20.8) 134 (17.8) 298 (18.9)
Private health insurance

No 44 (444) 460 (63.4) 381 (50.6) 895 (56.1) <0.001

Yes 55 (55.6) 265 (36.6) 372 (49.4) 692 (43.9)
Income management stress

No stress or difficulty 85 (85.9) 562 (77.5) 602 (79.9) 1249 (79.2) 0.13

Stress and/or difficulty 14 (14.1) 163 (22.5) 151 (20.1) 328 (20.8)
Partner status

Not partnered 15 (15.2) 228 (31.4) 211 (28.0) 454 (28.8) 0.003

Partnered 84 (84.8) 497 (68.6) 542 (72.0) 1123 (71.2)
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Weekly Binge Weekly
only (n=99) only + Binge Total
(n=725) (n=753) (N=1577) P
n (%) n (%) n (%) n (%)
Violent relationship with a partner (ever)
No 95 (96.0) 622 (85.8) 663 (88.0) 1380 (87.5) 0.013
Yes 4 (4.0) 103 (14.2) 90 (12.0) 197 (12.5)
Pap test less than two years ago
(n=1573%)
No 21 (21.2) 162 (22.4) 157 (20.9) 340 (21.6) 0.79
Yes 78 (78.8) 562 (77.6) 593 (79.1) 1233 (78.4)
Illicit drug use - ever (n=1575%)
No 62 (62.6) 315 (43.6) 204 (27.1) 581 (36.9) <0.001
Yes 37 (37.4) 408 (56.4) 549 (72.9) 994 (63.1)
Smoking (ever)
No 74 (74.7) 391 (53.9) 385 (51.1) 850 (53.9) <0.001
Yes 25 (25.3) 334 (46.1) 368 (48.9) 727 (46.1)
Previous live births
None 71 (71.7) 560 (77.2) 666 (88.4) 1297 (82.2) <0.001
One or more 28 (28.3) 165 (22.8) 87 (11.6) 280 (17.8)

“Missing some cases.

Alcohol use items were measured at the survey when the woman was pregnant and at

the survey prior to her pregnancy. Weekly drinking was measured by collapsing the

answers to the question ‘‘How often do you usually drink alcohol?’’ into only two

responses - ‘at least once a week’ versus ‘less than once a week’. The ‘less than once a

week’ category was a combination of the response options ‘less than once a month’ and

‘less than once a week’. The ‘at least once a week’ category included response options

‘on 1 or 2 days a week’, ‘on 3 or 4 days a week’, ‘on 5 or 6 days a week’, and ‘every

day’. Binge drinking was measured by the survey item ‘‘How often do you have five or

more standard drinks of alcohol on one occasion?’” with responses categorized into
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‘never’ versus ‘ever’. The latter included the responses: ‘less than once a month’, ‘about
once a month’, ‘about once a week’, and ‘more than once a week’. The usual quantity of
alcohol consumption was measured by the item ‘‘On a day when you drink alcohol,

how many standard drinks do you usually have?’’ Responses to this item were ‘1 or 2
drinks per day’, ‘3 or 4 drinks per day’, ‘5 to 8 drinks per day’, and ‘9 or more drinks
per day’.

6.2.4 Primary Outcome

The primary outcome was change in risky drinking patterns from before pregnancy to
pregnancy. Risky drinking patterns before pregnancy were defined as drinking
behaviors that had been found in previous studies to increase a woman’s risk of
consuming alcohol during pregnancy.[75, 202, 223, 224] Risky drinking patterns were:
weekly drinking only (i.e. drinking at least once a week, no binge drinking); binge
drinking only (i.e. binge drinking, drinking less than once a week); or both weekly and
binge drinking (i.e. drinking at least once a week and binge drinking).

The three levels used to categorize the primary outcome of change in risky drinking
patterns from before pregnancy to pregnancy were ‘stopped’, ‘reduced’, or ‘continued’.
A change to complete abstinence from alcohol during pregnancy was defined as
‘stopped’. A ‘reduced’ change varied per risky drinking group. For those in the binge
only group, a change of drinking pattern from bingeing to alcohol use without bingeing
was classified as ‘reduced’. A change from drinking at least once a week to drinking
less than weekly was labeled as a ‘reduced’ change for the weekly drinking only group.
For the combined drinking group (binge and weekly), the term ‘reduced’ referred to
some alcohol use where either or both risky drinking patterns were ceased. Participants
that continued their risky drinking patterns were used as the reference group in
multivariate analyses. They were chosen as the reference group because they were
considered to be most in need of intervention, as they did not report a change in risky

alcohol consumption patterns once becoming pregnant.

6.2.5 Statistical Analysis

All statistical analyses were run using SPSS (SPSS, version 19). Descriptive statistics
were reported for sociodemographic and health-related characteristics in relation to the
three risky drinking patterns prior to pregnancy (e.g. weekly only, binge only, or both

binge and weekly) and were assessed using chi-square tests and Analysis of Variance
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(ANOVA), as appropriate. The distribution of usual quantity of alcohol use prior to
pregnancy was calculated for each risky drinking pattern to examine drinking habits
within groups. Characteristics that significantly differed between the three groups

(p,0.05) were considered in the following multivariate analyses.

The association between risky drinking patterns prior to pregnancy and change in
drinking behavior from before pregnancy to pregnancy was examined using
multinomial logistic regression. The outcome for the regression was the change in
drinking patterns, modeling the risk of stopping or reducing the risky drinking pattern
versus continuing such behavior into pregnancy. Unadjusted odds ratios were initially
calculated. Then the model was adjusted for participant characteristics, building the
model by controlling for characteristics significantly related to risky drinking patterns
prior to pregnancy. A final multinomial logistic regression model was conducted
controlling for all significant characteristics. Although it was not a main focus of this
analysis, the final model was adjusted to see if the change in Australian alcohol
guidelines for pregnant women (i.e. 1992: no alcohol, 2001: low alcohol, 2009: no
alcohol)[9-11] impacted the relationship between risky drinking patterns prior to

pregnancy and the change of drinking patterns once becoming pregnant.

6.3 Results

Of the 1577 participants included in the analysis, 19% reported a pregnancy in 2000,
23% in 2003, 32% in 2006 and 26% in 2009. Ninety-nine (6%) reported that before
pregnancy they consumed alcohol at least weekly without any binge drinking, 725
(46%) reported only binge drinking during this time, while 753 (48%) reported both
weekly and binge drinking patterns prior to pregnancy. The majority (94%) of
participants that were weekly drinking usually consumed no more than two drinks on a
drinking day, with the remaining 6% reporting three to four drinks per drinking day. Of
the participants in the binge only drinking group, on a drinking day 37% drank up to
two drinks, 35% drank three to four drinks, while the remaining 28% drank five or
more. The majority (51%) of participants in the combined drinking group reported
drinking up to two drinks on a drinking day, with 36% drinking three to four and 13%
drinking five or more drinks. Table 6.1 presents the participants’ characteristics prior to
pregnancy in relation to these drinking patterns. Overall the women were mostly highly
educated (43%), married or in a de facto relationship (71%), nulliparous (no previous

live birth; 82%), and lived in major cities (51%) prior to pregnancy. Compared to
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women in the weekly drinking group, women in both binge groups (i.e. binge only and
combined group) were more likely to have experienced a violent relationship, be
nulliparous, have smoked and used illicit drugs, and were less likely to be highly

educated, live in major cities, be partnered and have private health insurance.

Regardless of risky drinking patterns before pregnancy, fewer than 17% of the women
completely stopped these behaviors once they became pregnant, with most women
(46%) continuing these risky drinking patterns. Table 6.2 provides details of the
changes in participants’ risky drinking patterns from before pregnancy to pregnancy.

Table 6.2 Changes in risky drinking patterns from before pregnancy to pregnancy
(N=1577)

Change in drinking patterns

Drinking patterns before pregnancy Stopped Reduced Continued
n (%) n (%) n (%)

Weekly drinking only (n=99) 16 (16.2) 39  (394) 44  (44.4)

Binge drinking only (n=725) 114 (15.7) 212 (29.2) 399 (55.0)

Both weekly and binge drinking 95 (12.6) 377 (50.1) 281 (37.3)

(n=753)

Total 225 (14.3) 628 (39.8) 724 (45.9)

Most women (44%) who were only drinking weekly prior to pregnancy were likely to
continue this behavior when pregnant, with 16% of this group completely abstaining
from alcohol consumption while pregnant. The proportion of women who continued to
binge drink only during pregnancy was higher (55%), with a similar proportion
abstaining once pregnant (16%). Of the combined drinking group, 13% stopped
consuming alcohol during pregnancy, with 41% reducing weekly drinking and 26%
reducing binge drinking. Slightly less than half (47%) of the combined group continued
weekly drinking, whereas 61% of this group continued binge drinking into pregnancy.

Table 6.3 contains the results for the multinomial logistic regression models assessing
the association of risky drinking patterns prior to pregnancy and the change of such

behaviors once women became pregnant.
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Table 6.3 The association of risky drinking patterns prior to pregnancy with changes in these patterns during pregnancy

Unadjusted Model 12 Model 2P Model 3¢ Model 44 Final modele
OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

Reduced (versus continued)

Weekly + Binge 1 1 1 1 1 1

Weekly only 0.66 (042,1.04) 066 (042,1.04) 067 (042,1.06) 054 (0.34,087) 070 (0.44,1.12) 0.58 (0.36,0.94)
Binge only 040 (0.32,050) 040 (0.31,050) 039 (0.31,050) 036 (0.29,046) 041 0.33,0.52) 037  (0.29,047)
Stopped (versus continued)

Weekly + Binge 1 1 1 1 1 1

Weekly only 1.08 (0.58,2.00) 112 (0.60,2.07) 111 (0.60,2.07) 099 (0.53,1.85) 116 (0.62,2.15) 113 (0.60,2.14)
Binge only 085 (0.62,1.16) 080 (0.581.11) 084 (0.61,1.14) 082 (0.60,1.13) 088 (0.651.21) 081 (0.60,1.16)

2 Adjusted for highest education attained, area of residence, private health insurance.

® Adjusted for partner status, violent relationship with a partner (ever).

¢ Adjusted for illicit drug use (ever), smoking (ever).

d Adjusted for previous live births.

¢ Adjusted for highest education attained, area of residence, private health insurance, partner status, violent relationship with a partner (ever), illicit drug use (ever), smoking (ever),

and previous live births.
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Compared to women that consumed alcohol through both weekly and binge drinking
before pregnancy, those who binged only at that time were around 63% less likely to
reduce rather than continue their risky drinking patterns when pregnant (AOR = 0.37,
95% CI =0.29, 0.47). In other words, women who binged only were about two and a
half times more likely to continue rather than reduce this behavior when compared to
women in the combined drinking group. Women who were weekly drinking only rather
than both binge and weekly drinking before pregnancy were found to be 42% less likely
to reduce rather than continue (i.e. 1.7 times more likely to continue rather than reduce)
their drinking behavior once illicit drug use and smoking status were taken into account
(AOR =0.58, 95% CI = 0.36, 0.94). There was no evidence of a difference between
drinking pattern groups before pregnancy on the likelihood of stopping all alcohol
consumption in pregnancy. The alcohol guidelines that were in place during the
reported pregnancies did not significantly alter the relationship between risky drinking
patterns before pregnancy and the change of these patterns once becoming pregnant

[results not shown].

6.4 Discussion

By utilizing data from a population-based prospective cohort study, the results provide a
strong level of evidence to suggest that Australian women who participate in risky
drinking patterns before pregnancy are likely to continue these drinking patterns into
pregnancy. There is only a small likelihood that these women will completely abstain
from alcohol during pregnancy. Less than one in five women stopped consuming
alcohol once becoming pregnant, with no difference in stopping between the three
drinking categories. However, a substantial proportion of women made the move in the
right direction by reducing these risky drinking patterns when pregnant. Interestingly,
women partaking in both binge and weekly drinking were more likely to reduce their
drinking compared to those who only did one or the other. This may be due to the fact
that they had more opportunity to reduce as there were two behaviors they could change
rather than just one. However, further investigation is needed to understand why this

was the case.

Although some women took a positive step in reducing risky alcohol patterns once they
were pregnant, women who participated in binge drinking prior to pregnancy were the
least likely to do so. Even the women who partook in both risky drinking patterns (i.e.

weekly and binge) prior to pregnancy were less likely to reduce their binge drinking
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rather than their weekly drinking. These findings lend support to previous research from
France which found that binge drinking was more common than weekly drinking in
pregnant women,[203] perhaps due to limited change from binge drinking patterns prior
to pregnancy. The current findings may be reflective of the reported permissive view of
binge drinking among young women, particularly in the Australian context, which
conceptualizes binge drinking as an enjoyable behavior that plays a meaningful role in
socialization.[225] The documented ill effects of binge drinking are consistently being
demonstrated[226] and this study adds to this list the increased risk of an alcohol-

exposed pregnancy.

Women in the current study who binge drank prior to pregnancy appeared to be of a
lower socioeconomic status as reflected by their lower education status and lack of
private health insurance. Binge drinking in this group could be due to a difference in
knowledge and views, as previous examination of women’s perceptions of safe levels of
alcohol consumption found that the mean number of alcoholic drinks believed to be
acceptable on any one occasion seemed to reduce with higher socioeconomic
advantage.[148] Additionally, it has been reported that Australian women with lower
education levels are less knowledgeable about the negative impacts of alcohol use
during pregnancy.[161] These women may therefore require a more targeted
intervention aimed at increasing education and motivating change in alcohol use to
achieve abstinence or at the very least a reduction of binge drinking in response to
pregnancy. Previous research has found that motivational interviewing that focused on
contraception and alcohol use was effective in reducing the risk of alcohol-exposed
pregnancies among women of childbearing age.[200, 227] Considering that over 50% of
Australian women have reported experiencing an unplanned pregnancy,[211] it is
critical that prevention strategies be employed as early as possible either through

clinical intervention or public health schemes.

Also of interest was the finding that women who consumed alcohol before pregnancy
through weekly drinking only were found to be significantly less likely to reduce their
drinking behavior only after illicit drug use and smoking status were taken into account.
The findings from this group need to be interpreted with caution given the small sample
size (n = 99). Previous research found that the chances of continuing concurrent alcohol
use and smoking into pregnancy increased if women were heavier smokers prior to
pregnancy.[228] This may be due to the fact that women who smoke have been found to
have more tolerant attitudes towards drinking during pregnancy.[161] Therefore,

90



Chapter 6: Risky Drinking Patterns Are Being Continued into Pregnancy: A Prospective Cohort Study

drinking behavior should not be assessed in isolation, but rather routinely within the
context of other behaviors when trying to identify women at risk of continuing their
risky drinking behavior into pregnancy. These findings also lend weight to healthcare
professionals’ previous suggestions that alcohol use be assessed along with other health
behaviors.[158]

6.4.1 Limitations

The use of a self-report questionnaire lends itself to the potential for social desirability
bias. However, a previous study found that pregnant women accurately reported their
smoking, a behavior considered socially unacceptable, when compared to biological
measurements.[214] Additionally, self-reported alcohol use by pregnant women has
been found to be better than medical records for assessing antenatal alcohol
consumption.[190] Another limitation is that a validated instrument was not utilized to
assess alcohol use. The alcohol questions did assess frequency, quantity and binge
drinking, which are similar to the Alcohol Use Disorders Identification Test
consumption items (AUDIT-C),[229] which has been found to be effective in screening
alcohol use among pregnant women.[230] The main difference was that this cohort
study assessed alcohol in terms of the ‘usual’ amount that was consumed rather than in
the previous year as assessed by the AUDIT-C, which may have been beneficial in
reducing recall bias. The ALSWH utilized prospective measures of alcohol use and
pregnancy, rather than retrospectively collecting data in between surveys. This limits
recall bias, but also means that drinking behavior in between survey time points could
not be assessed. Therefore, pregnancies were limited to those that occurred at the
specified survey time points, where alcohol use during pregnancy could be measured.
Alcohol use at the previous survey was considered as one indicator of the women’s
alcohol use prior to pregnancy regardless of whether this changed over time.
Participants were not asked whether they had planned their pregnancies. However,
previous studies have found that whether a pregnancy is planned or unplanned does not
impact drinking behavior in the recognized phase of pregnancy,[124, 129] which is the
phase examined by this study.

6.4.2 Practice Implications
The findings of this study highlight the need for a primary prevention strategy to reduce
prenatal alcohol use by addressing risky drinking patterns, particularly binge drinking,

prior to conception. This study provides further support to existing clinical guidelines
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which promote alcohol consumption being addressed before pregnancy occurs.[193]
There is a dearth of evidence when it comes to assessing interventions to reduce the risk
of antenatal alcohol use before pregnancy.[231] However, using motivational
interviewing to reduce risky alcohol consumption and increase contraception among
women of childbearing age has been found effective in reducing the risk of alcohol-
exposed pregnancies.[200, 227] More research is needed to identify which strategies
would be most effective in reducing women’s risky drinking patterns prior to

pregnancy.

6.5 Conclusion

The majority of women with risky drinking patterns before pregnancy continued these
behaviors once they became pregnant. Although a number of women modified their
drinking habits by reducing risky drinking patterns, less than one in five women in this
sample completely abstained from alcohol once becoming pregnant, as currently
recommended by a number of guidelines worldwide.[11, 69, 71, 178] The substantial
number of women that continued these behaviors into pregnancy, particularly those who
binge drank, suggests that more needs to be done to address risky drinking behaviors in

women of childbearing age in an effort to avoid alcohol use during pregnancy.
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ABSTRACT

Background

A number of alcohol guidelines worldwide suggest that pregnant women should abstain
from alcohol. However, high prevalence rates of alcohol consumption during pregnancy
still exist. It is unknown whether there are problems with the dissemination of guideline
information that is potentially contributing to such consumption. This qualitative study
aimed to explore women’s perceptions of information they received about alcohol use

during pregnancy after the introduction of abstinence guidelines.

Methods

Nineteen women from the Australian Longitudinal Study on Women’s Health
(ALSWH) 1973-78 cohort that reported a pregnancy in 2009 were recruited for semi-
structured telephone interviews. The interviews were conducted until data saturation
was reached. Interviews were transcribed, then thematically analysed. ALSWH survey
data was used to augment the findings. The main outcome measure was women’s
perceptions of information received about alcohol use during pregnancy after the

introduction of the 2009 Australian guidelines promoting abstinence during pregnancy.

Results

Women reported a number of problems with the information about alcohol use during
pregnancy and with its dissemination. There were inconsistencies in the information
about alcohol use during pregnancy and in the advice provided. Mixed messages and
confusion about identifying a safe level of consumption had implications on women’s
decisions to drink or abstain during pregnancy. Women expressed a need for a clear,
consistent message to be provided to women as early as possible. They preferred that

the message come from healthcare professionals or another reputable source.

Conclusions

To make an informed decision about alcohol use during pregnancy, women must first
be provided with the latest evidence-based information. As this study found a number of
limitations with information provision, it is suggested that a systematic approach be
adopted by healthcare professionals, in line with best-practice guidelines, to ensure all

women are made aware of the alcohol recommendations for pregnancy.
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7.1 Background

Alcohol guidelines for pregnancy vary across countries ranging from abstinence to light
consumption.[68] Within Australia, these guidelines[9-11] have changed over the past
few decades as shown in Table 7.1. In accordance with other international
guidelines,[69, 71, 178] the current recommendation is alcohol should be avoided.[11]
A similar change occurred in Denmark, when in 2007 guidelines changed from
condoning low levels of alcohol use to abstinence.[232] Abstinence is promoted as
alcohol is a known teratogen with detrimental effects such as Fetal Alcohol Spectrum
Disorders.[23, 26] A safe level of consumption cannot be determined due to
inconsistent evidence on the effects of low to moderate alcohol use during

pregnancy.[58-60]

Table 7.1 Australian National Health and Medical Research Council alcohol
guidelines for pregnancy (1992, 2001, and 2009)

Year Guideline

1992 “that abstinence be promoted as desirable in pregnancy” (p. x)[9]
2001 “Women who are pregnant or who may soon become pregnant:
may consider not drinking at all;
most importantly should never become intoxicated;

if they choose to drink, over a week, should have less than seven standard drinks, AND, on

any one day, no more than two standard drinks (spread over at least two hours);

should note that the risk is highest in the earlier stages of pregnancy, including the times

from conception to the first missed period.” (p. 16)[10]

2009 “For women who are pregnant or planning a pregnancy, not drinking is the safest option.”

(p.5)[11]

Despite recommendations of abstinence, a high proportion of pregnant Australian
women still consume alcohol.[202] Previous research found women who drank alcohol
prior to pregnancy were more likely to consume alcohol when pregnant during low
alcohol guidelines compared to those pregnant during abstinence guidelines.[223] The

change in drinking behaviour could be attributable to a change in information pregnant
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women received, as a Danish study found that after a change from low to no alcohol
guidelines, there was an increased proportion (68% to 91%) of general practitioners
(GPs) that reported advising all pregnant women about alcohol.[232] It is not clear

whether this is the case in Australia.

Little research has examined the information about alcohol use provided to pregnant
women. A UK study found that interviewed participants (N = 20) described a lack of
clear information and conflicting messages about alcohol use during pregnancy, despite
views that a clear recommendation was needed to make informed decisions.[154] They
reported that minimal advice about alcohol was provided by their healthcare
providers.[154] Limited and inconsistent information about alcohol during pregnancy
provided by healthcare providers was also reported by 149 women from 20 focus
groups in the US.[152] Australian studies found women were exposed to mixed
messages and not always provided with information about the recommendations or
potential risks of alcohol use during pregnancy.[106, 146, 153] Those studies were
conducted prior to the 2009 Australian alcohol guidelines promoting abstinence, so
there is a need to explore the in-formation women have received since the introduction
of the abstinence recommendation. This can assist in identifying any potential issues
with the dissemination of information about the alcohol guidelines for pregnancy. It is
worth noting that although the guidelines were released in 2009, a draft version was
available in 2007 for public consultation and was advertised by the media and the
National Health and Medical Research Council’s website.[11] The purpose of this study
was to qualitatively explore Australian women’s perceptions of the information they
received about alcohol use during pregnancy after the re-lease of the 2009 abstinence

guidelines.

7.2 Methods

7.2.1 Selection of participants

Participants were sampled from the Australian Longitudinal Study on Women’s Health
(ALSWH), which began in 1996 with the recruitment of three age cohorts (i.e. 1973-78,
1946-51 and 1921-26). Women were randomly sampled for the ALSWH from the
national health insurance database, Medicare Australia, except women in rural areas
were sampled at twice the rate of the representative population in the area. The initial

sample for the ALSWH was broadly representative of similarly aged Australian
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women.[170, 182] Detailed ALSWH recruitment procedures were published
previously.[170, 182]

For this study, a subsample from the 1973—-78 ALSWH cohort was recruited. Women
were eligible if they reported being pregnant and had also completed alcohol items in
the 2009 survey when the women were aged 31-36 years, or at the 2012 survey when
the women were aged 34-39 years. These surveys coincided with the period that the
2009 alcohol recommendations for abstinence during pregnancy were in place. The
2009 survey was sent out on the 31st March 2009, after the abstinence guidelines had
been introduced in February 2009. A total of 860 women were eligible for this
substudy.

A blinded data manager randomly sampled groups of 10-30 women at a time using a
random numbers generator. Five staggered mailouts, which included an invitation letter,
information statement and consent form, were sent to 100 women between September
2012 and January 2013. Interested women either mailed back a signed consent form or
contacted the researchers by telephone or email expressing a willingness to participate.
Telephone calls to participants were made to schedule a date and time for the interview.
Interviews were conducted intermittently between October 2012 and May 2013.

After the first 10 interviews had been conducted, sample characteristics were run to
assess the sampling technique, which was found to be sufficient in achieving variability
amongst participants (e.g. drinkers and abstainers). The random sampling of participants
resulted in a sample with diverse characteristics, which allows for representativeness of
a topic to be achieved within qualitative studies.[233] Only women who contacted the
researchers and consented to participate were included in this substudy. Non-responders
were considered to be non-consenters. All consenters had reported pregnancies in the

2009 survey only.

7.2.2 Data collection and instruments

Women were invited to participate in semi-structured, audio-recorded, telephone
interviews. Telephone interviews allowed the researchers to interview women from
across Australia, which would not have been possible if face-to-face interviews were
chosen due to limited funding. Additionally, telephone interviews have been found to
provide a comfortable environment to build rapport and facilitate the disclosure of
personal information, resulting in high quality data.[234] Interviews were conducted

until data saturation was reached.[235] As the interviews were semi-structured, a list of
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questions (see the ‘List of questions used to guide the interviews’ section) was used to

guide the interviews but was not strictly followed as participants’ experiences varied,

which required a flexible approach to be taken during data collection. The length and

time of interviews were adapted to accommodate the participants’ schedules.

7.2.3 List of questions used to guide the interviews

100

Can you tell me about your last pregnancy? How was your last pregnancy?
How did you feel? How was your health?

What sort of advice or information were you given the last time you were

pregnant?

For example, what was the advice/info you were given about food or exercise?
Who gave you the advice/info?

Can you tell me about how was that conversation started?

During your most recent pregnancy what were you told about alcohol use during

pregnancy?

Can you tell me about conversations you might have had with different people

about drinking alcohol during pregnancy?

(if no mention of health care providers) What information did you receive from:

your GP? your midwife? your obstetrician?

How else did you get information about recommended alcohol use for pregnant

women?
Where did you get information? (books, websites etc?)

(If they didn’t get any information), Where do you think pregnant women find

out about the recommendations for alcohol use during pregnancy?

What sort of information/advice did you get/receive/find? What did you think

about the information?

How did the information affect your decision about what you would do during

pregnancy?

What sorts of other information or advice have you heard of other pregnant

women receiving?
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e And what do you think about that? How did they get that information?

e What other things would you like to say about drinking alcohol during
pregnancy?

e Could you please tell me more about that? Or could you please elaborate on
that?

To ensure consistency in data collection, only one researcher [AA] conducted all
interviews, which were carried out in a specified telephone interview room. Notes were
taken during the interviews, and a logbook was used after the interview to allow the
interviewer to reflect on what was said. The female interviewer was a PhD student, who
had been trained in qualitative techniques during her Bachelor of Psychology degree
and through additional qualitative courses offered by the Australian Consortium for

Social and Political Research.

Participant characteristics during their 2009 pregnancies were derived from the ALSWH
2009 survey. The items from the ALSWH survey that were used to describe participants
included sociodemographic characteristics and health behaviours as seen in Table 7.2.
To reduce the potential for bias, the interviewer was blinded to participants’ survey data
until after each interview. Interview data were linked with the survey data, which
allowed the researcher to avoid asking about participants’ alcohol consumption during

pregnancy or questions that were repetitive.

Table 7.2 Interview participants’ sociodemographic and health behaviour

characteristics during pregnancy (N = 19)

Characteristics at time of pregnancy (2009) n (%)

Marital status
Married 17 (89.5)

De facto 2(10.5)

Number of children

0 8 (42.1)
1 8 (42.1)
2 3 (15.8)
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Characteristics at time of pregnancy (2009) n (%)
Rurality
Major cities 10 (52.6)
Inner regional 4(21.1)
Outer regional 3(15.8)
Remote 2 (10.5)
Employment
No paid work 2 (10.5)
Part-time work (1-24 hours/week) 8 (42.1)
Full-time work (35-49+ hours/week) 9 (47.4)
Highest level of education
Year 12 or equivalent 2 (10.5)
Certificate / diploma 5(26.3)
University degree 9 (47.4)
Higher university degree 3(15.8)
Household annual income
No income 1(5.3)
$37,000 - $51,999 2(10.5)
$78,000 - $103,999 5(26.3)
$104,000 - $129,999 1(5.3)
$130,000 - $159,999 3(15.8)
$156,000 or more 7 (36.8)
Health Care Card (covers healthcare costs for government concession recipients)
No 17 (89.5)
Yes 2 (10.5)
Private health insurance
No 4(21.1)
Yes 15 (78.9)
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Characteristics at time of pregnancy (2009) n (%)
Smoking status
Never smoker 12 (63.2)
Ex-smoker 6 (31.6)
Smoker >= 20 per day 1(5.3)

[llicit drug use (ever)
Never used illicit drugs 8(42.1)
Used illicit drugs 11 (57.9)

Change in alcohol intake from before pregnancy to during pregnancy

Non drinker 3(15.8)
Drinker to abstainer 4(21.1)
Drinker decreased intake (i.e. decreased usual frequency and/or quantity) 10 (52.6)
Drinker same intake 1(5.3)
Unknown due to missing data 1(5.3)

Frequency of alcohol use during pregnancy

Did not drink alcohol 7 (36.8)
Less than once a month 6 (31.6)
Less than once a week 2 (10.5)
1 or 2 days per week 3(15.8)
3 or 4 days per week 1(5.3)

Quantity of alcohol use during pregnancy
Did not drink alcohol 7 (36.8)

1 or 2 drinks per day 12 (63.2)

7.2.4 Ethical considerations

The ALSWH was granted ethical clearance by the Universities of Newcastle and
Queensland (Ethics approvals H0760795 and 2004000224 in Appendix J) on the 26th
July 1995. Ethics clearance for this substudy including ALSWH participants was
provided on the 2nd May 2012 by the ALSWH Publications, Substudies and Analyses
Committee (project #W085) and on the 4th July 2012 by the University of Newcastle
(Ethics approval H-2012-0153 in Appendix K). Participants provided written or verbal
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informed consent, and were given an opportunity to ask questions at the beginning and
end of the interview. They were informed that they could stop the interview or withdraw
from the study at any time. It was made clear to participants that all data would be
reported in a de-identified manner. Although it was not expected that the interviews
would cause any distress, there were procedures in place to refer women to support

services if they became distraught during the interviews.

7.2.5 Data analysis

Descriptive statistics were conducted in SPSS (version 19) using the 2009 survey
reporting participant characteristics and alcohol intake during pregnancy. Data
measuring the usual frequency and quantity of alcohol use from 2006 and 2009 were
used to examine changes in drinking behaviour from before pregnancy to during

pregnancy.

Coming from a realist perspective, the interviewer decided to take a pragmatic approach
to analysing the data.[164, 165] Interviews were transcribed primarily by a transcription
company and checked by the interviewer [AA]. Data were managed using NVivo
10.[236] Transcripts were thematically analysed by one coder [AA]. Thematic analysis
was chosen as it has been described as a flexible and pragmatic analytic technique,
rather than being strictly defined by a particular theory or epistemology.[237] A
semantic level thematic analysis, focussing on the surface meanings of the data, was
utilised to answer the research question.[237] Due to the variability in participant
characteristics, particularly with respect to drinking behaviour during pregnancy, a wide
range of views was gathered and led to data saturation. Data saturation was reached
when the information from interviews became repetitive and no new relevant

information emerged.[235]

The coder used Braun and Clarke’s guide for thematic analysis, involving:
familiarisation with the data; initial code generation; developing potential themes;
reviewing themes with extracted data; clearly defining themes; and extracting data to
utilise as thematic examples in the manuscript.[237] The coder familiarised herself with
the data by having conducted the interviews, reviewing the transcripts after
transcription, and reading the transcripts multiple times before and during coding. The
coder read through transcripts sequentially and assigned codes to selections of text. The
coder kept a logbook during the coding process to describe the creation of themes from

grouping of the codes. Themes were generated inductively. As the analysis continued,
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potential themes were refined. A thematic skeleton was created to assess the themes in
relation to the relevant codes and quotes from the transcripts. Themes were defined, and
quotes that reflected the varying experiences and meanings from the data were chosen
for the manuscript. Throughout the analysis, the coder was supervised by the senior
investigator [DL], which involved meeting multiple times to review and discuss the
coding and thematic structures throughout the analytic process. Data were constantly
reviewed to ensure themes reflected participants’ narratives. The RATS guidelines were
used to make sure the manuscript adhered to quality reporting of a qualitative
study.[176]

7.3 Results

Nineteen women (19% of those approached) were interviewed. An additional two
women mailed back signed consent forms, but were unable to be contacted for
interviews after multiple attempts. None of the 81 non-participants (81% of those
approached) explicitly opted out of the study by actively declining participation.

Interviews lasted an average of 46 minutes, ranging from 20 to 78 minutes.

Sociodemographic and health behaviour characteristics for participants are included in
Table 7.2. Participants were aged 31-36 years (M = 33.73, SD = 1.77) when pregnant in
2009. At the 2009 survey, around half of the women were from major cities, worked
full time and had a university degree. During their 2009 pregnancies, 42% of the
women were pregnant with their first child, whereas the remaining 58% already had at
least one child. Most women altered their drinking behaviour from before pregnancy to
during pregnancy. Twelve women reported drinking alcohol during pregnancy (63%)
and seven abstained (37%). Of the twelve women who consumed alcohol during
pregnancy, the majority (67%) drank less than once a week and none of them usually

drank more than 1 or 2 drinks on a drinking day.

Themes

7.3.1 A faulty information delivery system

It was apparent from the outset of the analysis that no consistent message about alcohol
use was systematically provided to pregnant women. On the contrary, there were
multiple messages from a number of different information sources. This overarching

theme encompassed a number of subthemes describing faults in the information pool
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and pathways. Differences were seen between the amount of information obtained, the
recommendations about alcohol use during pregnancy, and the interpretation of the

recommendations.

7.3.1.1 Information overload versus no information

Most of the women described the amount of overall information provided during
pregnancy as overwhelming, particularly with their first child. Being overwhelmed had
consequences for women'’s ability to process the information, as one woman mentioned,
‘I disregarded a lot of the advice because I felt overwhelmed’ (Participant 11). The
women were given a range of information (e.g. healthcare choices, healthy lifestyle
factors) by a number of sources, such as books, media, formal education, healthcare
providers, family, friends, websites, and antenatal classes. Those who found conflicting
information between sources, would sometimes create a hierarchy, often relying on
healthcare providers to explain the discrepancies and as one woman mentioned, to just

steer me in the right direction’ (Participant 15).

Not all women were overwhelmed, with one woman feeling more comfortable with the

more information she got. Other women described a lack of information, particularly on
lifestyle factors such as alcohol use. Self-sourcing information in the absence of it being
provided was common, as one woman put it, ‘GP gave me nothing, obstetrician gave

me nothing... it's all about the pregnant me sourcing it’ (Participant 5).

Women differed in the amount of information they received about alcohol use during
pregnancy, with some getting recommendations from a number of sources and others
not getting told anything. Some women were provided with information by healthcare
providers, but generally not prior to or at pregnancy confirmation, but rather weeks later
at their first antenatal appointment closer to their second trimester. Those who were not
advised by a healthcare provider believed it was because they were non-drinkers or did
not ‘look like someone that would be swigging away at some alcohol every night’
(Participant 6). Many women did not receive as much information in subsequent
pregnancies compared with their first. Not receiving information had implications for

how they then made their decisions about whether or not to drink during pregnancy:

| don't remember getting any formal information, but I think I just had in my
head that, you know, healthy lifestyle is important, so | sort of ate well and
sort of didn't have three or four drinks if I went out for dinner or something.

I'd only have one or two, sort of take a bit more care of my health. | couldn't
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say where | got the reasoning for that. I think that's just a build-up of

information over my lifetime sort of thing. (Participant 9)

1t’s [alcohol advice for pregnancy] not promoted anywhere. To me, that’s a
bit of a concern for me, that women perhaps just aren’t getting the advice.
At least, if... you've got the advice and you've got the information, you can

make the decision. (Participant 10)

7.3.1.2 What is the recommendation anyways? Depends who you ask

It was common knowledge that heavy alcohol use was not recommended during
pregnancy, and that alcohol should be avoided during the first trimester. However, there
were discrepancies in the recommendation that women received about a safe level of

consumption, varying from abstinence to light consumption:

I have this really vivid image of, during my first pregnancy, ... [the GP]
saying that it’s now recommended that you don’t have any alcohol... in the

second one I'm sure that was reiterated. (Participant 16)

He [my obstetrician] did say that it's not ideal, but the odd glass here and
there wouldn't hurt. (Participant 17)

Some women were aware that recommendations had changed over time, believing this
reduced the strength of the message. When faced with this inconsistency, women
sometimes relied on personal experience or the experience of others to determine which

message they chose to believe:

They'll say small amounts of alcohol are okay. Then we go back to saying
no alcohol during the pregnancy. Women kind of think well hang on, I've
got lots of friends that did drink small amounts of alcohol during their
pregnancy and their kids seem fine. So they don't place as much importance
on that. (Participant 4)

Other messages regarding alcohol in general or other pregnancy issues often clouded the
message about alcohol use in pregnancy. Some women heard alcohol, particularly wine,
was beneficial because it contained antioxidants, promoted better sleep, and reduced
stress. One participant believed stress was more hazardous during pregnancy than
drinking alcohol, so she thought it was fine to have a glass of wine occasionally.
Alternatively, another woman could not see any benefits in consuming alcohol during

pregnancy.
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71.3.1.3 Interpreting a grey area: ‘no safe level’ versus ‘no harm shown’

A number of women discussed how information defining a safe level of alcohol use was
mixed. Some women expressed confusion or frustration about this, with one woman
stating, ‘7 just can’t see why there is that grey area’ (Participant 3). She could not
understand why the information was unclear because there was no reported benefit of
drinking during pregnancy. Another woman believed a grey area meant the evidence

was not strong enough to support a recommendation of abstinence:

If it was that it was absolutely detrimental and more than one glass could
kill the baby... and you had scientific evidence to back that up, well then
that's the message that should be communicated... But I think it's such a

grey area. (Participant 17)

Some of the women with science or health backgrounds understood the evidence for a
safe level of consumption is inconclusive. This grey area led to two main
interpretations. A number of women believed in a better safe than sorry approach, such
as ‘If you don't know what the result is, don't do it. It's as simple as that’ (Participant
2). Whereas, other women had a relaxed approach, reflected by one woman saying,
‘There is no research to suggest that a couple of drinks is okay or not... to me that

means that it's okay to have one or two now and then’ (Participant 7).

7.3.2 Improving the information delivery system

It became apparent during interviews that women had opinions on how to address faults
in the information delivery system. This second overarching theme was therefore
derived through further exploration of the first theme. Women believed a clear,
consistent message needed to be delivered early on by a reliable source, as described in

the three following subthemes.

7.3.2.1 Clear, consistent, and strong recommendation

Women believed the recommendation needed to remain consistent over time and be
clearly delivered. Women who thought the recommendation should be abstinence and
those thinking it should be low alcohol intake both believed that one message should be

chosen and continued:

Stick with that message and keep that message going for years, not just,

okay, this week it's that message and next week it's another. I think that's
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where people lose face... I think being consistent is really the only way to

continually get a message across. (Participant 8)

One woman did not think a single message was possible, believing recommendations
should be based on the individual. Although other women believed individual
differences were relevant, they still thought a clear message was needed. One reason for
this was to avoid individual interpretations, such as if the message was abstinence then
some women might decide one drink was safe, but if it was one drink was okay then
they may decide two drinks was alright. A straightforward message of abstinence was
suggested as a way of dealing with individual differences.

A number of women believed the message needed to be strong, with some suggesting
scare tactics to make it more tangible. Women educated about Fetal Alcohol Spectrum
Disorders thought visual depictions of children affected with these disorders could
shock women into abstaining. Other women believed scaring pregnant women could
cause undue stress, which could be harmful for the woman and fetus. Generally women

thought the message would have more impact if reasons for the message were included:

People need to be made aware of the effects of drinking alcohol during
pregnancy... People aren't just going to take it on face value. They need to

know, well what's going to happen if I do have it. (Participant 4)

7.3.2.2 A reliable source with a vast reach

The strength of the message was also thought to be influenced by the source of
information. Women viewed healthcare providers as reliable sources with expert
knowledge. A hierarchy among healthcare providers was described, but this varied
depending on the type of care received. A number of women thought doctors, primarily
obstetricians, were more knowledgeable then nurses and midwives, but other women
thought midwives knew more than doctors. Despite these discrepancies, most women

believed the alcohol message should be provided by healthcare providers:

The only cohesive factor in all that is the person that's giving you the
[health]care while you're pregnant. Because not all women will read books,
not all women have access to the internet... or use the internet. (Participant
5)

Additionally, women mentioned a need to utilise sources such as television, printed

media, social media and websites to raise awareness of the current recommendations,
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since they have changed over time. Such an approach was said to help ‘get rid of that
old thinking’ (Participant 9) from previous pregnancies, which may be outdated. Some
women expressed a need to target certain groups to ensure all women within Australian
society are aware of the alcohol recommendations for pregnant women. One woman
said information needed to be provided ‘in a lot of different locations that people of all
classes can access’ (Participant 15). Regardless of how they thought the message
should be delivered, women believed it should come from a reputable source to have an
impact. In addition to healthcare providers and healthcare bodies, the government and
universities were considered valid sources for passing on alcohol recommendations to

pregnant women.

7.3.2.3 Early information provision

Women believed advice about alcohol recommendations should be provided before the
first antenatal appointment, which was often late in the first trimester or the beginning
of the second trimester. They were aware that the first trimester is a crucial time for

development, so information was wanted early:

Your first 12 weeks, as you know, it's the most critical ... so you want to get
it[information] ... before that time. It's a bit late when you go to your doctor

for your eight week, 10 week scan. (Participant 2)

Women suggested information be provided when planning a pregnancy or at the GP
when getting a pregnancy confirmed. The women acknowledged that not all
pregnancies are planned, so they considered the GP visit for pregnancy confirmation a

critical teachable moment:

That's [the GP visit for pregnancy confirmation] when you're taking in the
most information... You're trying to learn everything. I think that's where

you need to really nail it and get the message across. (Participant 6)

Some women thought information about alcohol use in pregnancy should be part of
education in schools. The women thought it may deter students from having unprotected

sex while drinking alcohol, as well as making it common knowledge from a young age.
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7.4 Discussion

7.4.1 Main findings

This is the first study to investigate women’s perceptions of information they received
about alcohol use during pregnancy after the Australian alcohol guidelines were
changed from low drinking to abstinence in 2009. This bottom-up approach provided an
understanding of how alcohol guidelines have filtered down to pregnant women. Gaps
within the information pathways were identified, as were potential solutions to address
these gaps. It was apparent that for these women a number of inconsistencies existed
within the information delivery system in relation to alcohol use during pregnancy.
There was a lack of clarity in the available evidence and the advice provided, which in
turn impacted the ways in which women interpreted the recommendations about alcohol
use during pregnancy. Women expressed that a clear message about alcohol use and
pregnancy needed to be maintained over time and delivered early in pregnancy from a

reputable source.

7.4.2 Interpretation

Healthcare providers were believed to be an ideal source of information. This finding
coincides with an Australian survey that found over 90% of women believed healthcare
providers should assess alcohol use in pregnancy, provide information about the harms
of antenatal alcohol consumption and advise abstinence.[155] Internationally, studies
have found most women want a clear message about alcohol use in pregnancy from
healthcare providers.[152, 154, 199] Women in this study believed doctors should know
the latest research and would advise accordingly. This is worrisome considering
variations that have been reported in the levels of knowledge and behaviours of
healthcare providers with regards to recommendations for alcohol consumption during
pregnancy.[158, 159, 232, 238, 239] For example, within Australia less than half of
healthcare providers routinely assessed alcohol use during pregnancy, and less than a
third routinely provided information about the harms of antenatal alcohol use.[159, 160]
It is not surprising than to find variation among the women in this study with regards to
the information or advice they received from healthcare providers. Improved
translational efforts between policy makers, researchers and healthcare providers need
to occur, along with clarification about when alcohol use screening and

recommendations should be provided and by whom.
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Women in this study believed information about alcohol and pregnancy was needed
early, however this did not occur for many of them. Early information provision is
important because, although the teratogenic effects of alcohol can occur at any time,
there is an increased risk during the first trimester.[20, 213] Even guidelines that
condone light drinking in later pregnancy recommend abstinence in the first
trimester.[240] To provide information early, the primary care sector needs to be
involved. GPs are usually the first healthcare providers that pregnant women have
contact with, either to discuss planning a pregnancy or confirming a pregnancy.
However, around half of pregnancies are unplanned, potentially increasing the risk of
alcohol exposure during a critical phase of development.[100, 241] Clinical guidelines
recommend that GPs assess alcohol use and advise about potential adverse effects
during pregnancy not only when treating pregnant women or those planning a
pregnancy, but also when talking with women of child-bearing age who may become
pregnant.[149, 150] Multifaceted strategies aimed at increasing GPs’ adherence to these
guidelines should be considered, as strategies targeting multiple levels (e.g. individuals,

organisations, and society) are likely to be more effective than a single approach.[242]

To assist healthcare providers in advising women, and to satisfy women’s requests for
consistency expressed in this study and others,[152, 154] the recommendations about
alcohol use in pregnancy should be maintained over time. Variations in
recommendations caused confusion among women and were seen as lacking credibility.
These findings coupled with previous research that found women were less likely to
consume alcohol under abstinence guidelines[223] suggests that the current
recommendations should be upheld. Mass media campaigns could help raise awareness
of the official recommendations. These alternative strategies, particularly that target the
broader population, are critical given that in the face of conflicting messages about
alcohol, women in this study and others[154] relied on their previous pregnancy
experiences or that of others to determine a safe level of consumption during pregnancy.
This is problematic considering recommendations can change between pregnancies and
a number of women received little or no information during subsequent pregnancies.
Consistent information provision regardless of prior pregnancy experience is needed to

ensure equal access to the latest evidence-based information.
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7.4.3 Strengths and limitations

This study contained a small sample which may be considered as a limitation by some
readers. However, not only was data saturation reached, but the random sampling
technique ensured that a variety of women were represented in the study, particularly
both drinkers and abstainers during pregnancy. Such variability ensured that a variety of
perceptions was achieved. Consenters were not compared to non-consenters, as the
latter did not provide consent for their survey data to be included in this substudy.
Although the qualitative design of this study means that findings are not meant to be
generalisable, a number of results from this study were consist with those of
international qualitative[106, 146, 152-154] and quantitative studies.[155, 199]
Consistencies with previous research combined with the diversity among study
participants suggest conceptual generalisability was most likely achieved. In addition,
trustworthiness was also demonstrated by creating transparency throughout each stage
of the research process and keeping an ‘audit trail’ so that the study could be subject to
external scrutiny. Women who frequently consume heavy amounts of alcohol during
pregnancy were not represented in this study, as participants reported having no more
than two drinks on a drinking day. Although no formal inter-rater reliability measure
was applied, the coder discussed and reviewed the coding process and structure with the
senior investigator. Additionally, the existing qualitative and quantitative literature on
this topic was used to provide additional context when interpreting results. There was a
short timeframe between the 2009 alcohol guidelines being introduced (February 2009)
and the measurement of women’s pregnancies through the ALSWH survey (mailed out
31st March 2009). However, the draft guidelines were available as early as 2007 and a
media release promoting the new guidelines was sent out before the ALSWH survey
had been mailed out. Regardless of how the guidelines were disseminated, they were the

current guidelines at the time of the women’s pregnancies.

7.5 Conclusion

The discord between women’s expectations to receive information about alcohol use
early in pregnancy from their healthcare providers and the lack of consistent
information actually being provided could be addressed by introducing a multifaceted,
systematic approach to information delivery. Such an approach, particularly within the
primary care setting, could help ensure a clear and consistent message is sent through

this information channel which women believe to be a reliable source. Alcohol
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recommendations should be maintained over time to provide a stable platform for this
information provision to occur. Providing women with evidence-based information will

enable them to make informed decisions about drinking during pregnancy.
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8 THESIS DISCUSSION

This thesis provided one of the first assessments of alcohol use during pregnancy among
Australian women after the introduction of the 2009 NHMRC alcohol guidelines, which
altered the evidence-based recommendation to abstinence during pregnancy.[11] The
components contributing to alcohol consumption were examined using data from a
prospective cohort, to gain a public health perspective that took into account the
changes in Australian alcohol guidelines over time. The results of this mixed methods
thesis provide a strong level of evidence about the nature of the behaviour at a
population level, as well as first-hand information from women about the advice they
received on drinking during pregnancy. This chapter summarises the main findings and
contributions of this thesis, its strengths and limitations, and directions for future
research, policy, and practice.

8.1 Main findings

This thesis specifically aimed to:

3. Assess the prevalence of alcohol use since the introduction of the 2009 NHMRC
alcohol guidelines that concluded that “not drinking is the safest option” during
pregnancy; and

4. Identify the factors that contribute to alcohol consumption during pregnancy
within the Australian population.

In relation to these aims, the initial phase of this research involved a review of the
literature about prevalence and predictors of alcohol use during pregnancy (Chapter 2)

to identify gaps in the evidence-base prior to starting the primary research. First and
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foremost, there had yet to be an examination of the prevalence of alcohol use during
pregnancy since the change in Australian alcohol guidelines in 2009 from a low to no
intake recommendation. It was noted that a number of previous Australian studies had
reported a relatively high prevalence of alcohol consumption during pregnancy,
although mainly at low levels of intake, compared to international prevalence rates. The
factors contributing to such a prevalence were inconsistent both across and within
countries, partly due to the large variation in study design, population groups and
methodologies relating to how and when alcohol use was measured. Although one of
the strongest pieces of evidence, a systematic review of population based studies with
women during pregnancy, reported that the most consistent predictors of alcohol use
during pregnancy were pre-pregnancy alcohol use and exposure to abuse or
violence.[75] These factors, however, had not been comprehensively examined within
the Australian context in combination with other predictors reported in the international
literature. Another identified gap in the literature was the lack of detailed information
about Australian women’s perceptions and experiences of information and
recommendations about alcohol use in pregnancy since the revised guidelines were
released in 2009. Chapter 2 highlighted the need to provide population level evidence
about alcohol use during pregnancy in relation to the change of national alcohol

guidelines for pregnant women.

In light of the dearth of evidence, the first study (Chapter 4) primarily focussed on
addressing the first thesis aim. This was done by analysing prospective cohort data from
the ALSWH to determine the prevalence of alcohol use during pregnancy after 2009.
The findings indicated that 72% of Australian women engaged in some level of prenatal
alcohol use; although, it was found that the majority of women who consumed alcohol
did so within the low levels recommended by the previous 2001 NHMRC alcohol
guidelines.[10] This is consistent with the pre-2009 Australian prevalence rates reported
by other Australian studies.[98-100] As summarised in the literature review (Chapter 2),
Australian research based on national surveys and prospective cohort studies have
examined prevalence in tandem with, or after, the research presented in this thesis.
Those studies reported rates between 40-50% for alcohol consumption during
pregnancy after the release of the 2009 NHRMC alcohol guidelines, with some of the
studies suggesting that there has been a temporal reduction in the rates since then.[94,
107-109] As the data analysed in Chapter 4 was collected in the 2009 ALSWH survey,
the higher rate of consumption reported in this thesis compared to more recent
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Australian studies may be partially due to the time taken to disseminate the revised
recommendation.[243] Nevertheless, this thesis, in combination with the other work
conducted nationally, suggests that a substantial proportion of pregnant women in

Australia are consuming alcohol despite the recommendation for abstinence.

Further analysis within Chapter 4 contributed to the second aim of this thesis by
providing exploration of the determinants of compliance with the recommendation for
abstinence. The main results were consistent with the international literature suggesting
that pre-pregnancy alcohol consumption was the strongest predictor of drinking (i.e.
non-compliance with 2009 NHRMC alcohol guidelines) during pregnancy.[75, 98]
Additionally, the work presented in Chapter 4 provided a novel approach to examining
the relationship between previous alcohol use and alcohol use during pregnancy by
categorising alcohol use in relation to compliance with population guidelines aimed at
reducing alcohol related harm (i.e. compliant vs non-compliant with 2001 alcohol
guidelines versus 2009 alcohol guidelines). Previously gathered prospective data on
compliance with the 2001 NHRMC guidelines, regardless of pregnancy status, showed
that women who complied with guidelines previously were about three and a half times
more likely to comply later with the 2009 NHMRC guidelines while pregnant. Chapter
4 also provided more detail on the specific pre-pregnancy alcohol use behaviours that
put Australian women at an increased risk of prenatal alcohol consumption after the
2009 recommendations. The specific patterns of drinking included binge drinking (i.e.
five or more drinks on one occasion) and frequent (i.e. usual weekly) alcohol
consumption prior to pregnancy. These findings support those of Australian studies
conducted before the release of the 2009 guidelines, as well as the international
literature.[75, 98, 99, 224] In combination with previous findings, this suggests a need
to address alcohol use and behaviours prior to pregnancy; however, as that may not
always be possible (e.g. unplanned pregnancy), pre-pregnancy alcohol use should be
assessed during pregnancy as an additional means of gauging possible alcohol

consumption during pregnancy.

After identifying in Chapter 4 that previously reported high rates of alcohol use among
pregnant Australian women still existed after the introduction of the abstinence
recommendation, and that this was mainly determined by previous alcohol
consumption, the investigation of the second thesis aim was expanded (Chapter 5).
Further analysis was undertaken to clarify the predictors of alcohol use during
pregnancy specific to the Australian environment, taking into account changes to
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alcohol guidelines over time (i.e. abstinence in 1992, low intake in 2001, abstinence in
2009). This again was done via a comprehensive assessment of data from women from
the ALSWH, this time focusing on women who had consumed alcohol prior to
pregnancy. Within the scope of a range of variables that have inconsistently been found
to relate to alcohol use in pregnancy, the findings in conjunction with those in Chapter
4, indicated that pre-pregnancy binge drinking and weekly drinking were key
determinants of any alcohol intake in pregnancy. However, the most unique finding of
the research presented in Chapter 5 was that women who were pregnant under
Australian alcohol guidelines promoting abstinence were less likely to consume alcohol
in pregnancy compared to those under guidelines that condoned low levels of
consumption. These findings provide a strong level of evidence to support for behaviour

change in response to public health messaging through guidelines.

It became clear after the first two studies (Chapter 4 and Chapter 5) that further
investigation of the risky drinking patterns that contributed to alcohol consumption
during pregnancy was warranted. Therefore, Chapter 6 examined whether binge
drinking and weekly drinking patterns were continued into pregnancy, as research
indicates that this level of intake may result in negative pregnancy and birth
outcomes.[13, 20, 52, 59, 213, 218, 219] Less than 15% of women who reported weekly
and/or binge drinking prior to pregnancy fully ceased drinking once becoming pregnant.
Almost half (46%) of the women continued risky patterns of drinking alcohol into
pregnancy. Binge drinking was more likely to continue into pregnancy compared to
weekly drinking. Binge drinking prior to pregnancy was more prevalent among already
socially vulnerable women (e.g. experienced violence, lower socio-economic status,
smoked or used illicit drugs) compared to the women who reported weekly drinking
only (i.e. no bingeing) prior to pregnancy. This is consistent with other recent
Australian research, which found high risk drinking patterns more common among
women with other socio-demographic vulnerabilities, whereas regular low level
consumption was related to higher levels of education, income and age.[109, 138] These
findings highlight the fact that alcohol use and misuse does not occur in isolation, and
particular groups within the Australian population are at an increased risk of adverse
pregnancy outcomes as a result of higher alcohol used in combination with other risk

factors.

The quantitative results of this thesis provided a broad understanding of alcohol use

during pregnancy within the context of changing Australian guidelines. However, there
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was a need for further exploration to gain a deeper understanding of why such a high
proportion of women were continuing to consume alcohol in pregnancy while
abstinence was recommended. The qualitative interviews in Chapter 7 provided
valuable insight into this disconnect between the population health guidelines and the
population behaviour the guidelines aim to address. The key finding from Chapter 7
was obvious: there was a faulty information delivery system, with no clear, consistent
message in relation to alcohol use in pregnancy. This provided a glimpse into the degree
to which the 2009 NHRMC alcohol guidelines had filtered down to women who had
reported a pregnancy in the 2009 ALSWH survey. These findings have since been
supported by further qualitative research, which has reported a lack of awareness of the
2009 NHMRC guidelines and a lack of understanding of the specific harms of alcohol
use during pregnancy.[105] The other main finding of Chapter 7 was that women
wanted clear information from a reputable source to enable them to make informed
decisions about alcohol use in pregnancy. Due to the qualitative nature of the findings,
they are not generalisable to the larger population. However, these results in
combination with other qualitative and quantitative work in the field, showing a lack of
systematic information provision, particularly from healthcare providers, gives merit to
the validity of these findings.[106, 146, 152-155, 199] These findings highlight the need
to systematically inform women of childbearing age about the abstinence
recommendation and provide them with clear, consistent information about the evidence

supporting this recommendation.
To summarise the main findings of this thesis in relation to the two major aims:

1. This research found a large proportion of Australian women consumed alcohol
during pregnancy after the introduction of the 2009 NHMRC alcohol guidelines
promoting abstinence.

2. The strongest, most consistent determinant of continued alcohol use in
pregnancy was the pattern of pre-pregnancy alcohol use, with almost half of
women continuing their pre-pregnancy risky drinking behaviours (i.e. weekly
and/or binge drinking) into pregnancy. Having a national recommendation for
alcohol abstinence was conducive of lower rates of consumption. However, the
confusion, inconsistency and lack of clarity surrounding the information
provision in relation to alcohol use and pregnancy made it difficult for pregnant

women to make a fully informed decision about alcohol use.
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8.2 Contributions to the field

The work presented in this thesis was not conducted in isolation, but rather in a
whirlwind of political, research, and health practice related activity aimed at better
addressing alcohol use in pregnancy. This thesis coincided with work conducted by a
number of other Australian and international researchers in the field. Internationally, the
first International Conference on the Prevention of Fetal Alcohol Spectrum Disorder
(FASD) was held in 2013, resulting in The International Charter on Prevention of Fetal
Alcohol Spectrum Disorder for countries to take immediate action in efforts to prevent
FASD.[244] Additionally, in 2014 the World Health Organization released guidelines
for healthcare providers to promote evidence-based care provision in the assessment and
treatment of substance use in pregnancy.[151] Within Australia, the change to NHMRC
alcohol guidelines in 2009 to an abstinence message for pregnant women introduced a
large cultural shift away from a more tolerant recommendation allowing for low levels
of consumption. There has also been a push from the Australian government to address
FASD, which included the establishment of the Intergovernmental Committee on Drugs
(IGCD) Fetal Alcohol Spectrum Disorders (FASD) Working Party back in 2006, prior
to the most recent alcohol guidelines.[245] Subsequently, the Australian Government
Department of Health has introduced the Commonwealth FASD Action Plan to reduce
the impact of FASD from 2013-14 to 2016-17.[246] Within this action plan a key aim
was to increase the evidence-base and data on alcohol use in pregnancy, and to enable
better monitoring over time.[246] The results published as part of this thesis have
contributed to this needed evidence-base. The impact of this contribution is highlighted
by a Notice of Motion that was put forth to the Parliament of New South Wales to fund
prenatal services to better address alcohol use in pregnancy based on the findings
reported in Chapter 6 that a substantial portion of women were continuing binge

drinking patterns into pregnancy (Appendix D).

The Commonwealth also funded a campaign developed by the Foundation of Research
and Education (FARE) in 2014 called “Women Want to Know” to provide resources to
healthcare providers to assist them in routinely discussing alcohol use and pregnancy
with women.[247, 248] The need for the campaign was prompted by research, similar to
the findings presented in this thesis, which suggested the new message of abstaining
from alcohol during pregnancy was not clearly reaching its target audience.[248] New
antenatal care guidelines for addressing substance use in pregnancy at both the

Commonwealth and State levels have also been introduced over the course of this
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thesis.[149, 249, 250] These are just some of the major changes within the broader
community to provide some context for the relevance of the work presented in this

thesis.

There has been some exciting work conducted in Australia by other researchers in this
field. Particularly, a lot of work has been conducted around FASD prevention, detection
and clinical diagnosis, including that by the IGCD FASD.[245] In 2016, the Australian
Guide to the Diagnosis of Fetal Alcohol Spectrum Disorder (FASD) was released.[251]
Additionally, a number of researchers have focussed on subgroups within the
population who may be at a higher risk of heavy prenatal alcohol consumption and its
potential adverse effects.[156, 252-257] There is a definite need for attention to be
given to population groups at higher risk of FASD from consuming higher quantities of
alcohol, whether regularly or episodically. Appropriate, non-judgemental treatment and
support can be provided at the individual level, but changes might also be needed
around pricing and taxation, and regulation of sales to have the greatest impact on

reducing alcohol consumption at a population level.[258]

Some Australian research has taken a population-based approach to assess prenatal
alcohol use after the 2009 change in alcohol guidelines, similar to the approach
presented within this thesis. This has included the analysis of national surveys, such as
the 2010 and 2013 National Drug Strategy Household Surveys, the establishment of
new prospective cohort studies of pregnant women, such as the Asking QUestions about
Alcohol in pregnancy (AQUA) study, and analysis of cohort studies that began prior to
and collected data beyond the introduction of the 2009 alcohol guidelines. [94, 104,
107-109, 259] A couple of these studies have provided extra detail around alcohol use
in pregnancy, which was not able to be assessed using the ALSWH data, particularly
around the dose and timing of consumption during pregnancy in relation to pregnancy
awareness, with most pregnant women reducing their alcohol use after realising they
were pregnant.[104, 107] In line with the findings of this thesis, other Australian
research has also shown a reduced prevalence of prenatal alcohol consumption since the
2009 alcohol guidelines.[107-109] Taken together, there is a need for population-based
approach to reduce alcohol intake and provide a supportive environment for more
targeted interventions aimed at reducing the highest levels of individual burden from
alcohol use during pregnancy. One point of difference for this thesis, compared to other

Australian studies, is that prospectively gathered data were used to assess women’s pre-
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pregnancy behaviours, particularly previous alcohol consumption, in relation to their

alcohol use in pregnancy.

8.3 Strengths and limitations

This thesis has a number of strengths and limitations, most of which were discussed in
Chapters 4 through 7. Firstly, using a mixed methods approach for this body of work
provided both a breadth and depth of understanding alcohol use in pregnancy within the
context of changing Australian alcohol guidelines for pregnant women. Utilising both
quantitative and qualitative methodologies provided both generalisability of the
prevalence and predictors of alcohol use in pregnancy, as well as a more thorough
explanation of why it might be occurring under a message of abstinence. The
quantitative data analysis from a prospective population-based cohort provides a strong
level of evidence (i.e. Level Il evidence) according to the NHMRC, particularly since
randomised controlled trials would be impossible to ethically justify.[1] Additionally,
this study used repeated and consist measures of alcohol use and pregnancy over 13
years, creating an opportunity to examine the population behaviour when three different
alcohol guidelines for pregnant women had been in place. The three alcohol questions
that were asked in the ALSWH surveys were very similar to that in the AUDIT-C, a
validated tool that has been recommended by guidelines and government-commissioned
reports for use in pregnancy.[156, 229, 251, 260]. The longitudinal nature of the study
also allowed pre-pregnancy behaviour to be examined prospectively, reducing the recall
bias that is often inherent of studies assessing the impact of pre-pregnancy behaviours

on alcohol use in pregnancy.

Although there are a number of strengths to using a prospective study design to
investigate population-based behaviour, there are also limitations. A key limitation of
this thesis was that the ages of the participants were confined to a six-year range at each
survey. This meant that the post-2009 alcohol guideline prevalence reported in Chapter
4 only relates to women aged 30-36 years. However, as mentioned in Chapter 4, the age
of Australian mothers has increased, with 30 years the estimated average in 20009,
suggesting the results would be generalisable to a large proportion of Australian
women.[189] The data in this thesis was self-reported, which may lead to response bias,
particularly for behaviours seen as socially unacceptable (e.g. drinking during
pregnancy). However, such self-report questionnaires are more acceptable to pregnant

women than a face-to-face mode of data collection for alcohol use in pregnancy and are
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more reliable than medical records.[190, 261] Although a fairly comprehensive set of
potential predictors was examined in this thesis, the list was not exhaustive. Therefore,
the significance of a number of other factors potentially contributing to alcohol use in
pregnancy (e.g. specific attitudes, partner characteristics) could not be examined.
Considering this thesis included all factors that were consistently found by an
international systematic review of predictors of alcohol use in pregnancy, it is not
believed that the inclusion of other variables would have significantly altered the results
of this thesis.[75]

8.4 Future research

Although the scope of this study focusses on identifying what was happening at a
population level in regards to alcohol use and pregnancy, future research should
consider interactions between predictors of alcohol use in pregnancy. For example, one
study from Ukraine found an interaction in heavy paternal drinking and low levels of
satisfaction with the relationship, and maternal alcohol use.[262] There is also a need
for future research that is ongoing and consistently monitors population data to allow
tracking over time. This could reduce the limitations of comparing different studies that
all use different methods and measures of alcohol consumption. Finally, there is a need
to identify the best method for disseminating the national recommendation of
abstinence. There has been some effort to communicate the message, particularly
through providing information and resources to healthcare providers.[248, 251, 260,
263] Population health interventions may not be as effective, in terms of a large effect
size, as interventions targeting high-risk groups; however, they provide the opportunity
to reduce a substantial burden of disease through obtaining a smaller effect size over a
larger span of individuals.[264] Whether such interventions, such as mass media
interventions, would be effective with pregnant Australian women is hard to determine
and warrants further investigation. A 2015 critical review found there is a lack of
studies that have examined public health interventions aimed at reducing alcohol use by
pregnant women or increasing women’s knowledge of the implications of alcohol use in

pregnancy.[265]
8.5 Policy and practice implications
Examining alcohol use in pregnancy using population-based studies provides valuable

information for policy makers and healthcare organisations in regards to the scope of

123



the problem. By taking a mixed methods, bottom-up approach this thesis provides
valuable information for policy makers about the prevalence of alcohol use in
pregnancy in relation to the change in national alcohol guidelines, and the factors that
are predictive of drinking behaviour. Not only does alcohol consumption during
pregnancy appear to be widespread across society, but particular women are at
increased risk of continuing risky drinking patterns into pregnancy, which could lead to
complications or adverse events for the mother and fetus. This translates into additional
costs for society as a whole. At a population level, where such a prevalent drinking
culture exists in Australia, there cannot be an expectation of abstinence if pregnant
women are not supported in making an informed decision, through both information
provision and assistance in reducing alcohol consumption through political and

environmental regulation and legislation.

The findings in this thesis suggest that policy makers should keep a clear, consistent
recommendation over time regarding alcohol use in pregnancy. This provides a political
context that, based on the results presented in this thesis, appears to have some
influence on the population behaviour. However, taking into account the high
prevalence rate of prenatal alcohol consumption post-2009 guidelines and the in-depth
description of an ineffective information delivery system, the existence of guidelines
alone appears to be of little use if not communicated and implemented systematically to
address the behaviour. As this thesis found that risky drinking patterns, such as binge
drinking, are often continued into pregnancy, there is a clear need for policy makers to
address this issue to prevent alcohol-related harm during pregnancy. To do this, policy
makers should ensure adequate resourcing of healthcare services to address alcohol use

among women of childbearing age, especially for those drinking at risky levels.

Sparked by the growing body of evidence in this field of research, efforts have been
made by policy makers in recent years to address the gap between alcohol policy and
behaviour in pregnancy. The most apparent efforts include the Women Want to Know
public health initiative,[247, 248] new Commonwealth and State level antenatal care
clinical guidelines to address alcohol use,[149, 249, 250] and the Australian Guide to
the Diagnosis of Fetal Alcohol Spectrum Disorder (FASD).[251] All of these
population level strategies focus on disseminating the national recommendation for
abstinence via healthcare providers as the main agents for information delivery and
facilitators of behaviour change. The results of Chapter 7 not only provided contextual
reasoning for why such an approach is needed, but also the findings highlighted that
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from pregnant women’s perspectives this was the most appropriate way to improve the

information pathway.

In relation to practice, the results of this thesis support the need for systematically
assessing alcohol use during pregnancy and providing appropriate treatment due to the
prevalence of the behaviour at a population level. Such care is recommended by
antenatal care guidelines, which instruct healthcare providers to assess alcohol use
during pregnancy with a validated tool, provide brief advice about the potential harms
of alcohol use, and the recommendation that no alcohol is best and refer to specialist
services if necessary.[149, 249, 250] Taking into account the stigma associated with
drinking during pregnancy and the strong predictive value of pre-pregnancy alcohol
patterns as reported in this thesis, a pre-pregnancy history of alcohol consumption
should be taken during antenatal consultations as it may provide an indication of
exposure and potential underreporting of alcohol use in pregnancy.

There is also a need for primary prevention to prevent alcohol-exposed pregnancies due
to the consistent finding in this thesis that risky pre-pregnancy alcohol consumption
increases a woman’s risk of drinking during pregnancy. As advised in the 2016 best-
practice clinical guidelines for general practitioners, this includes providing women of
childbearing age with contraception to avoid unplanned pregnancies and routinely
assessing alcohol use and treating accordingly.[266] Detecting risky drinking patterns
prior to pregnancy and providing assistance to reduce or cease such alcohol use are the
ideal prevention mechanisms for FASD and other adverse outcomes associated with
alcohol use in pregnancy. For women who have already had at least one alcohol-
exposed pregnancy and at high risk of having another, additional investment could be
made in community-based interventions such as the Parent-Child Assistant Programs
(PCAP), which have been effective overseas in reducing alcohol consumption and
decreasing the likelihood that subsequent pregnancies would be exposed to
alcohol.[133, 267]

8.6 Conclusion

Alcohol use during pregnancy remains prevalent among Australian women, despite
national alcohol guidelines promoting abstinence as the safest approach. This is not
surprising given Australian’s large drinking culture, the lack of consistency in official
alcohol guidelines over time, the lack of evidence that low intakes during pregnancy is

harmful, and inconsistencies in information provision. What is surprising is the large
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proportion of women who continue risky drinking patterns into pregnancy, putting
themselves and their babies at an increased risk of harm. However, pregnant women
should not be made to feel guilt or shame, but rather supported and encouraged to make
positive behaviour changes for a healthy pregnancy. In order to do this, women need to
be provided with accurate, non-judgemental information about the potential harms of
alcohol use during pregnancy and advised that not drinking is the safest option.
Healthcare providers should have the resources and training available to assist them in
having this sensitive conversation. Alcohol use should be addressed as part of standard
antenatal care; however, an ideal time to increase awareness and address risky drinking
patterns is prior to pregnancy. Addressing alcohol use prior to pregnancy will benefit
both the woman, who, if binge drinking, is already risking her own health, as well as
any future fetus from being exposed to alcohol in utero during a critical window of
development. Although there is a need to address heavy alcohol use in vulnerable
groups of women, an overarching population based approach is also warranted to

culturally normalise abstinence from alcohol during pregnancy.
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APPENDIX A LICENSE AGREEMENT FOR CHAPTERS 4 AND 7

BioMed Central copyright and license agreement

In submitting a research article (‘article’) to any of the journals published by BioMed
Central Ltd ('BioMed Central’) I certify that:

1. | am authorized by my co-authors to enter into these arrangements.

2. | warrant, on behalf of myself and my co-authors, that:

a.

the article is original, has not been formally published in any other peer-
reviewed journal, is not under consideration by any other journal and does
not infringe any existing copyright or any other third party rights;

| am/we are the sole author(s) of the article and have full authority to enter
into this agreement and in granting rights to BioMed Central are not in
breach of any other obligation. If the law requires that the article be
published in the public domain, I/we will notify BioMed Central at the time
of submission upon which clauses 3 through 6 inclusive do not apply;

the article contains nothing that is unlawful, libellous, or which would, if
published, constitute a breach of contract or of confidence or of commitment
given to secrecy;

I/we have taken due care to ensure the integrity of the article. To my/our -
and currently accepted scientific - knowledge all statements contained in it
purporting to be facts are true and any formula or instruction contained in the
article will not, if followed accurately, cause any injury, illness or damage to

the user.

And | agree to the following license agreement:

BioMed Central Open Access license agreement

Brief summary of the agreement

Anyone is free:

e to copy, distribute, and display the work;

e to make derivative works;

e to make commercial use of the work;

Under the following conditions: Attribution
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e the original author must be given credit;
e for any reuse or distribution, it must be made clear to others what the license
terms of this work are;

e any of these conditions can be waived if the authors gives permission.

Statutory fair use and other rights are in no way affected by the above.

Full BioMed Central Open Access license agreement

(Identical to the 'Creative Commons Attribution License’)
License

THE WORK (AS DEFINED BELOW) IS PROVIDED UNDER THE TERMS OF
THIS BIOMED CENTRAL OPEN ACCESS LICENSE ("LICENSE"). THE WORK IS
PROTECTED BY COPYRIGHT AND/OR OTHER APPLICABLE LAW. ANY USE
OF THE WORK OTHER THAN AS AUTHORIZED UNDER THIS LICENSE IS
PROHIBITED.

BY EXERCISING ANY RIGHTS TO THE WORK PROVIDED HERE, YOU
ACCEPT AND AGREE TO BE BOUND BY THE TERMS OF THIS LICENSE. THE
LICENSOR GRANTS YOU THE RIGHTS CONTAINED HERE IN
CONSIDERATION OF YOUR ACCEPTANCE OF SUCH TERMS AND
CONDITIONS.

1. Definitions

a. ""Collective Work" means a work, such as a periodical issue, anthology or
encyclopedia, in which the Work in its entirety in unmodified form, along with a
number of other contributions, constituting separate and independent works in
themselves, are assembled into a collective whole. A work that constitutes a
Collective Work will not be considered a Derivative Work (as defined below)
for the purposes of this License.

b. *Derivative Work"' means a work based upon the Work or upon the Work and
other pre-existing works, such as a translation, musical arrangement,
dramatization, fictionalization, motion picture version, sound recording, art
reproduction, abridgment, condensation, or any other form in which the Work
may be recast, transformed, or adapted, except that a work that constitutes a

Collective Work will not be considered a Derivative Work for the purpose of
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this License. For the avoidance of doubt, where the Work is a musical
composition or sound recording, the synchronization of the Work in timed-
relation with a moving image (*synching™) will be considered a Derivative Work
for the purpose of this License.

"Licensor' means the individual or entity that offers the Work under the terms
of this License.

"Original Author™ means the individual or entity who created the Work.
"Work" means the copyrightable work of authorship offered under the terms of
this License.

"You' means an individual or entity exercising rights under this License who
has not previously violated the terms of this License with respect to the Work, or
who has received express permission from the Licensor to exercise rights under

this License despite a previous violation.

2. Fair Use Rights

Nothing in this license is intended to reduce, limit, or restrict any rights arising from fair

use, first sale or other limitations on the exclusive rights of the copyright owner under

copyright law or other applicable laws.

3. License Grant

Subject to the terms and conditions of this License, Licensor hereby grants You a

worldwide, royalty-free, non-exclusive, perpetual (for the duration of the applicable

copyright) license to exercise the rights in the Work as stated below:

a.
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to reproduce the Work, to incorporate the Work into one or more Collective
Works, and to reproduce the Work as incorporated in the Collective Works;

to create and reproduce Derivative Works;

to distribute copies or phonorecords of, display publicly, perform publicly, and
perform publicly by means of a digital audio transmission the Work including as
incorporated in Collective Works;

to distribute copies or phonorecords of, display publicly, perform publicly, and
perform publicly by means of a digital audio transmission Derivative Works;
For the avoidance of doubt, where the work is a musical composition:
Performance Royalties Under Blanket Licenses. Licensor waives the

exclusive right to collect, whether individually or via a performance rights
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society (e.g. ASCAP, BMI, SESAC), royalties for the public performance or
public digital performance (e.g. webcast) of the Work.

ii. Mechanical Rights and Statutory Royalties. Licensor waives the exclusive
right to collect, whether individually or via a music rights agency or designated
agent (e.g. Harry Fox Agency), royalties for any phonorecord You create from
the Work ("cover version™) and distribute, subject to the compulsory license
created by 17 USC Section 115 of the US Copyright Act (or the equivalent in
other jurisdictions).

f. Webcasting Rights and Statutory Royalties. For the avoidance of doubt,
where the Work is a sound recording, Licensor waives the exclusive right to
collect, whether individually or via a performance-rights society (e.g.
SoundExchange), royalties for the public digital performance (e.g. webcast) of
the Work, subject to the compulsory license created by 17 USC Section 114 of
the US Copyright Act (or the equivalent in other jurisdictions).

The above rights may be exercised in all media and formats whether now known or
hereafter devised. The above rights include the right to make such modifications as are
technically necessary to exercise the rights in other media and formats. All rights not
expressly granted by Licensor are hereby reserved.

4. Restrictions

The license granted in Section 3 above is expressly made subject to and limited by the

following restrictions:

a. You may distribute, publicly display, publicly perform, or publicly digitally
perform the Work only under the terms of this License, and You must include a
copy of, or the Uniform Resource Identifier for, this License with every copy or
phonorecord of the Work You distribute, publicly display, publicly perform, or
publicly digitally perform. You may not offer or impose any terms on the Work
that alter or restrict the terms of this License or the recipients' exercise of the
rights granted hereunder. You may not sublicense the Work. You must keep
intact all notices that refer to this License and to the disclaimer of warranties.
You may not distribute, publicly display, publicly perform, or publicly digitally
perform the Work with any technological measures that control access or use of

the Work in a manner inconsistent with the terms of this License Agreement.
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The above applies to the Work as incorporated in a Collective Work, but this
does not require the Collective Work apart from the Work itself to be made
subject to the terms of this License. If You create a Collective Work, upon
notice from any Licensor You must, to the extent practicable, remove from the
Collective Work any reference to such Licensor or the Original Author, as
requested. If You create a Derivative Work, upon notice from any Licensor You
must, to the extent practicable, remove from the Derivative Work any reference
to such Licensor or the Original Author, as requested.

b. If you distribute, publicly display, publicly perform, or publicly digitally
perform the Work or any Derivative Works or Collective Works, You must keep
intact all copyright notices for the Work and give the Original Author credit
reasonable to the medium or means You are utilizing by conveying the name (or
pseudonym if applicable) of the Original Author if supplied; the title of the
Work if supplied; to the extent reasonably practicable, the Uniform Resource
Identifier, if any, that Licensor specifies to be associated with the Work, unless
such URI does not refer to the copyright notice or licensing information for the
Work; and in the case of a Derivative Work, a credit identifying the use of the
Work in the Derivative Work (e.g., "French translation of the Work by Original
Author,"” or "Screenplay based on original Work by Original Author™). Such
credit may be implemented in any reasonable manner; provided, however, that
in the case of a Derivative Work or Collective Work, at a minimum such credit
will appear where any other comparable authorship credit appears and in a
manner at least as prominent as such other comparable authorship credit.

5. Representations, Warranties and Disclaimer

UNLESS OTHERWISE MUTUALLY AGREED TO BY THE PARTIES IN
WRITING, LICENSOR OFFERS THE WORK AS-IS AND MAKES NO
REPRESENTATIONS OR WARRANTIES OF ANY KIND CONCERNING THE
WORK, EXPRESS, IMPLIED, STATUTORY OR OTHERWISE, INCLUDING,
WITHOUT LIMITATION, WARRANTIES OF TITLE, MERCHANTIBILITY,
FITNESS FOR A PARTICULAR PURPOSE, NONINFRINGEMENT, OR THE
ABSENCE OF LATENT OR OTHER DEFECTS, ACCURACY, OR THE PRESENCE
OF ABSENCE OF ERRORS, WHETHER OR NOT DISCOVERABLE. SOME
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JURISDICTIONS DO NOT ALLOW THE EXCLUSION OF IMPLIED
WARRANTIES, SO SUCH EXCLUSION MAY NOT APPLY TO YOU.

6. Limitation on Liability

EXCEPT TO THE EXTENT REQUIRED BY APPLICABLE LAW, IN NO EVENT
WILL LICENSOR BE LIABLE TO YOU ON ANY LEGAL THEORY FOR ANY
SPECIAL, INCIDENTAL, CONSEQUENTIAL, PUNITIVE OR EXEMPLARY
DAMAGES ARISING OUT OF THIS LICENSE OR THE USE OF THE WORK,
EVEN IF LICENSOR HAS BEEN ADVISED OF THE POSSIBILITY OF SUCH
DAMAGES.

7. Termination

a. This License and the rights granted hereunder will terminate automatically upon
any breach by You of the terms of this License. Individuals or entities who have
received Derivative Works or Collective Works from You under this License,
however, will not have their licenses terminated provided such individuals or
entities remain in full compliance with those licenses. Sections 1, 2, 5, 6, 7, and
8 will survive any termination of this License.

b. Subject to the above terms and conditions, the license granted here is perpetual
(for the duration of the applicable copyright in the Work). Notwithstanding the
above, Licensor reserves the right to release the Work under different license
terms or to stop distributing the Work at any time; provided, however that any
such election will not serve to withdraw this License (or any other license that
has been, or is required to be, granted under the terms of this License), and this
License will continue in full force and effect unless terminated as stated above.

8. Miscellaneous

a. Each time You distribute or publicly digitally perform the Work or a Collective
Work, the Licensor offers to the recipient a license to the Work on the same
terms and conditions as the license granted to You under this License.

b. Each time You distribute or publicly digitally perform a Derivative Work,
Licensor offers to the recipient a license to the original Work on the same terms
and conditions as the license granted to You under this License.

c. Ifany provision of this License is invalid or unenforceable under applicable law,
it shall not affect the validity or enforceability of the remainder of the terms of

this License, and without further action by the parties to this agreement, such
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provision shall be reformed to the minimum extent necessary to make such
provision valid and enforceable.

No term or provision of this License shall be deemed waived and no breach
consented to unless such waiver or consent shall be in writing and signed by the
party to be charged with such waiver or consent.

This License constitutes the entire agreement between the parties with respect to
the Work licensed here. There are no understandings, agreements or
representations with respect to the Work not specified here. Licensor shall not be
bound by any additional provisions that may appear in any communication from
You. This License may not be modified without the mutual written agreement of

the Licensor and You.
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APPENDIX B LICENSE AGREEMENT FOR CHAPTER 5
JOHN WILEY AND SONS LICENSE
TERMS AND CONDITIONS

This Agreement between Amy E Anderson ("You™) and John Wiley and Sons (*John
Wiley and Sons™) consists of your license details and the terms and conditions provided
by John Wiley and Sons and Copyright Clearance Center.

License Number
License date
Licensed Content Publisher

Licensed Content Publication

Licensed Content Title

Licensed Content Author

Licensed Content Date
Licensed Content Pages
Type of use
Requestor type
Format
Portion
Will you be translating?

Title of your thesis / dissertation

Expected completion date
Expected size (number of pages)

Requestor Location

3996230911545
Nov 25,2016
John Wiley and Sons

BJOG: An International Journal of Obstetrics and

Gynaecology

Predictors of antenatal alcohol use among

Australian women: a prospective cohort study

AE Anderson,A] Hure,P Forder,JR Powers,F]
Kay-Lambkin,D]J Loxton

Jul 17,2013
9
Dissertation/Thesis
Author of this Wiley article
Print and electronic
Full article
No

ALCOHOL USE IN PREGNANCY: MIXED
METHODS APPLIED TO THE AUSTRALIAN
LONGITUDINAL STUDY ON WOMEN’S HEALTH

Dec 2016
200
Amy E Anderson
School of Medicine and Public Health

University of Newcastle
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Callaghan, New South Wales 2308
Australia

Attn: Amy E Anderson

Publisher Tax ID EU826007151
Billing Type Invoice
Billing Address Amy E Anderson

School of Medicine and Public Health
University of Newcastle
Callaghan, New South Wales 2308
Australia
Attn: Amy E Anderson

Total 0.00 AUD

TERMS AND CONDITIONS

This copyrighted material is owned by or exclusively licensed to John Wiley & Sons,
Inc. or one of its group companies (each a"Wiley Company") or handled on behalf of a
society with which a Wiley Company has exclusive publishing rights in relation to a
particular work (collectively "WILEY™"). By clicking "accept™ in connection with
completing this licensing transaction, you agree that the following terms and conditions
apply to this transaction (along with the billing and payment terms and conditions
established by the Copyright Clearance Center Inc., ("CCC's Billing and Payment terms

and conditions"), at the time that you opened your RightsLink account (these are

available at any time at http://myaccount.copyright.com).
Terms and Conditions

» The materials you have requested permission to reproduce or reuse (the "Wiley

Materials™) are protected by copyright.

» You are hereby granted a personal, non-exclusive, non-sub licensable (on a stand-

alone basis), non-transferable, worldwide, limited license to reproduce the Wiley

Materials for the purpose specified in the licensing process. This license, and any

CONTENT (PDF or image file) purchased as part of your order, is for a one-time
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use only and limited to any maximum distribution number specified in the license. The
first instance of republication or reuse granted by this license must be completed within
two years of the date of the grant of this license (although copies prepared before the
end date may be distributed thereafter). The Wiley Materials shall not be used in any
other manner or for any other purpose, beyond what is granted in the license.
Permission is granted subject to an appropriate acknowledgement given to the author,
title of the material/book/journal and the publisher. You shall also duplicate the
copyright notice that appears in the Wiley publication in your use of the Wiley Material.
Permission is also granted on the understanding that nowhere in the text is a previously
published source acknowledged for all or part of this Wiley Material. Any third party

content is expressly excluded from this permission.

» With respect to the Wiley Materials, all rights are reserved. Except as expressly
granted by the terms of the license, no part of the Wiley Materials may be copied,
modified, adapted (except for minor reformatting required by the new Publication),
translated, reproduced, transferred or distributed, in any form or by any means, and no
derivative works may be made based on the Wiley Materials without the prior
permission of the respective copyright owner.For STM Signatory Publishers clearing
permission under the terms of the STM Permissions Guidelines only, the terms of the

license are extended to include subsequent editions and for editions in other languages,
provided such editions are for the work as a whole in situ and does not involve the

separate exploitation of the permitted figures or extracts,

You may not alter, remove or suppress in any manner any copyright, trademark or other
notices displayed by the Wiley Materials. You may not license, rent, sell, loan, lease,
pledge, offer as security, transfer or assign the Wiley Materials on a stand-alone basis,

or any of the rights granted to you hereunder to any other person.

» The Wiley Materials and all of the intellectual property rights therein shall at all times
remain the exclusive property of John Wiley & Sons Inc, the Wiley Companies, or their
respective licensors, and your interest therein is only that of having possession of and
the right to reproduce the Wiley Materials pursuant to Section 2 herein during the
continuance of this Agreement. You agree that you own no right, title or interest in or to
the Wiley Materials or any of the intellectual property rights therein. You shall have no
rights hereunder other than the license as provided for above in Section 2. No right,

license or interest to any trademark, trade name, service mark or other branding
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("Marks") of WILEY or its licensors is granted hereunder, and you agree that you shall
not assert any such right, license or interest with respect thereto

» NEITHER WILEY NOR ITS LICENSORS MAKES ANY WARRANTY OR
REPRESENTATION OF ANY KIND TO YOU OR ANY THIRD PARTY, EXPRESS,
IMPLIED OR STATUTORY, WITH RESPECT TO THE MATERIALS OR THE
ACCURACY OF ANY INFORMATION CONTAINED IN THE MATERIALS,
INCLUDING, WITHOUT LIMITATION, ANY IMPLIED WARRANTY OF
MERCHANTABILITY, ACCURACY, SATISFACTORY QUALITY, FITNESS FOR
A PARTICULAR PURPOSE, USABILITY, INTEGRATION OR NON-
INFRINGEMENT AND ALL SUCH WARRANTIES ARE HEREBY EXCLUDED
BY WILEY AND ITS LICENSORS AND WAIVED BY YOU.

« WILEY shall have the right to terminate this Agreement immediately upon breach of

this Agreement by you.

» You shall indemnify, defend and hold harmless WILEY, its Licensors and their
respective directors, officers, agents and employees, from and against any actual or
threatened claims, demands, causes of action or proceedings arising from any breach of

this Agreement by you.

» IN NO EVENT SHALL WILEY OR ITS LICENSORS BE LIABLE TO YOU OR
ANY OTHER PARTY OR ANY OTHER PERSON OR ENTITY FOR ANY
SPECIAL, CONSEQUENTIAL, INCIDENTAL, INDIRECT, EXEMPLARY OR
PUNITIVE DAMAGES, HOWEVER CAUSED, ARISING OUT OF OR IN
CONNECTION WITH THE DOWNLOADING, PROVISIONING, VIEWING OR
USE OF THE MATERIALS REGARDLESS OF THE FORM OF ACTION,
WHETHER FOR BREACH OF CONTRACT, BREACH OF WARRANTY, TORT,
NEGLIGENCE, INFRINGEMENT OR OTHERWISE (INCLUDING, WITHOUT
LIMITATION, DAMAGES BASED ON LOSS OF PROFITS, DATA, FILES, USE,
BUSINESS OPPORTUNITY OR CLAIMS OF THIRD PARTIES), AND WHETHER
OR NOT THE PARTY HAS BEEN ADVISED OF THE POSSIBILITY OF SUCH
DAMAGES. THIS LIMITATION SHALL APPLY NOTWITHSTANDING ANY
FAILURE OF ESSENTIAL PURPOSE OF ANY LIMITED REMEDY PROVIDED
HEREIN.
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» Should any provision of this Agreement be held by a court of competent jurisdiction
to be illegal, invalid, or unenforceable, that provision shall be deemed amended to
achieve as nearly as possible the same economic effect as the original provision, and the
legality, validity and enforceability of the remaining provisions of this Agreement shall

not be affected or impaired thereby.

» The failure of either party to enforce any term or condition of this Agreement shall
not constitute a waiver of either party's right to enforce each and every term and
condition of this Agreement. No breach under this agreement shall be deemed waived or
excused by either party unless such waiver or consent is in writing signed by the party
granting such waiver or consent. The waiver by or consent of a party to a breach of any
provision of this Agreement shall not operate or be construed as a waiver of or consent

to any other or subsequent breach by such other party.

» This Agreement may not be assigned (including by operation of law or otherwise) by

you without WILEY's prior written consent.

» Any fee required for this permission shall be non-refundable after thirty (30) days

from receipt by the CCC.

» These terms and conditions together with CCC's Billing and Payment terms and
conditions (which are incorporated herein) form the entire agreement between you and
WILEY concerning this licensing transaction and (in the absence of fraud) supersedes
all prior agreements and representations of the parties, oral or written. This Agreement
may not be amended except in writing signed by both parties. This Agreement shall be
binding upon and inure to the benefit of the parties' successors, legal representatives,

and authorized assigns.

« In the event of any conflict between your obligations established by these terms and
conditions and those established by CCC's Billing and Payment terms and conditions,

these terms and conditions shall prevail.

» WILEY expressly reserves all rights not specifically granted in the combination of (i)
the license details provided by you and accepted in the course of this licensing
transaction, (ii) these terms and conditions and (iii) CCC's Billing and Payment terms

and conditions.

» This Agreement will be void if the Type of Use, Format, Circulation, or Requestor

Type was misrepresented during the licensing process.
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» This Agreement shall be governed by and construed in accordance with the laws of
the State of New York, USA, without regards to such state's conflict of law rules. Any
legal action, suit or proceeding arising out of or relating to these Terms and Conditions
or the breach thereof shall be instituted in a court of competent jurisdiction in New York
County in the State of New York in the United States of America and each party hereby
consents and submits to the personal jurisdiction of such court, waives any objection to
venue in such court and consents to service of process by registered or certified mail,

return receipt requested, at the last known address of such party.
WILEY OPEN ACCESS TERMS AND CONDITIONS

Wiley Publishes Open Access Articles in fully Open Access Journals and in
Subscription journals offering Online Open. Although most of the fully Open Access
journals publish open access articles under the terms of the Creative Commons
Attribution (CC BY) License only, the subscription journals and a few of the Open
Access Journals offer a choice of Creative Commons Licenses. The license type is

clearly identified on the article.
The Creative Commons Attribution License

The Creative Commons Attribution License (CC-BY) allows users to copy, distribute

and transmit an article, adapt the article and make commercial use of the article. The

CC-BY license permits commercial and non-
Creative Commons Attribution Non-Commercial License

The Creative Commons Attribution Non-Commercial (CC-BY-NC)License permits use,

distribution and reproduction in any medium, provided the original work is properly
cited and is not used for commercial purposes.(see below)

Creative Commons Attribution-Non-Commercial-NoDerivs License

The Creative Commons Attribution Non-Commercial-NoDerivs License (CC-BY-NC-

ND) permits use, distribution and reproduction in any medium, provided the original
work is properly cited, is not used for commercial purposes and no modifications or

adaptations are made. (see below)
Use by commercial "for-profit" organizations

Use of Wiley Open Access articles for commercial, promotional, or marketing purposes
requires further explicit permission from Wiley and will be subject to a fee.
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Further details can be found on Wiley Online Library
http://olabout.wiley.com/WileyCDA /Section/id-410895.html

Other Terms and Conditions:
v1.10 Last updated September 2015

Questions? customercare@copyright.com or +1-855-239-3415 (toll free in the US) or
+1-978-646-2777.
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CREATIVE COMMONS LEGAL CODE

ATTRIBUTION 4.0 INTERNATIONAL

Official translations of this license are available in other languages.

Creative Commons Corporation (“Creative Commons”) is not a law firm and does not
provide legal services or legal advice. Distribution of Creative Commons public
licenses does not create a lawyer-client or other relationship. Creative Commons makes
its licenses and related information available on an “as-is” basis. Creative Commons
gives no warranties regarding its licenses, any material licensed under their terms and
conditions, or any related information. Creative Commons disclaims all liability for

damages resulting from their use to the fullest extent possible.

Using Creative Commons Public Licenses

Creative Commons public licenses provide a standard set of terms and conditions that
creators and other rights holders may use to share original works of authorship and
other material subject to copyright and certain other rights specified in the public license
below. The following considerations are for informational purposes only, are not

exhaustive, and do not form part of our licenses.

Considerations for licensors: Our public licenses are intended for use by
those authorized to give the public permission to use material in ways
otherwise restricted by copyright and certain other rights. Our licenses are
irrevocable. Licensors should read and understand the terms and conditions
of the license they choose before applying it. Licensors should also secure
all rights necessary before applying our licenses so that the public can
reuse the material as expected. Licensors should clearly mark any material
not subject to the license. This includes other CC-licensed material, or
material used under an exception or limitation to copyright. More

considerations for licensors.
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Considerations for the public: By using one of our public licenses, a
licensor grants the public permission to use the licensed material under
specified terms and conditions. If the licensor’s permission is not necessary
for any reason—for example, because of any applicable exception or
limitation to copyright-then that use is not regulated by the license. Our
licenses grant only permissions under copyright and certain other rights
that a licensor has authority to grant. Use of the licensed material may still
be restricted for other reasons, including because others have copyright or
other rights in the material. A licensor may make special requests, such as
asking that all changes be marked or described. Although not required by
our licenses, you are encouraged to respect those requests where

reasonable. More considerations for the public.

Creative Commons Attribution 4.0 International Public License

By exercising the Licensed Rights (defined below), You accept and agree to be bound

by the terms and conditions of this Creative Commons Attribution 4.0 International

Public License ("Public License™). To the extent this Public License may be interpreted

as a contract, You are granted the Licensed Rights in consideration of Your acceptance

of these terms and conditions, and the Licensor grants You such rights in consideration

of benefits the Licensor receives from making the Licensed Material available under

these terms and conditions.

Section 1 — Definitions.

1. Adapted Material means material subject to Copyright and Similar Rights that is

2.

derived from or based upon the Licensed Material and in which the Licensed
Material is translated, altered, arranged, transformed, or otherwise modified in a
manner requiring permission under the Copyright and Similar Rights held by the
Licensor. For purposes of this Public License, where the Licensed Material is a
musical work, performance, or sound recording, Adapted Material is always
produced where the Licensed Material is synched in timed relation with a moving
image.

Adapter's License means the license You apply to Your Copyright and Similar
Rights in Your contributions to Adapted Material in accordance with the terms and

conditions of this Public License.
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11.

Copyright and Similar Rights means copyright and/or similar rights closely related
to copyright including, without limitation, performance, broadcast, sound recording,
and Sui Generis Database Rights, without regard to how the rights are labeled or
categorized. For purposes of this Public License, the rights specified in Section
2(b)(1)-(2) are not Copyright and Similar Rights.

Effective Technological Measures means those measures that, in the absence of
proper authority, may not be circumvented under laws fulfilling obligations under
article 11 of the WIPO Copyright Treaty adopted on December 20, 1996, and/or
similar international agreements.

Exceptions and Limitations means fair use, fair dealing, and/or any other exception
or limitation to Copyright and Similar Rights that applies to Your use of the
Licensed Material.

Licensed Material means the artistic or literary work, database, or other material to
which the Licensor applied this Public License.

Licensed Rights means the rights granted to You subject to the terms and conditions
of this Public License, which are limited to all Copyright and Similar Rights that
apply to Your use of the Licensed Material and that the Licensor has authority to
license.

Licensor means the individual(s) or entity(ies) granting rights under this Public
License.

Share means to provide material to the public by any means or process that requires
permission under the Licensed Rights, such as reproduction, public display, public
performance, distribution, dissemination, communication, or importation, and to
make material available to the public including in ways that members of the public
may access the material from a place and at a time individually chosen by them.

Sui Generis Database Rights means rights other than copyright resulting from
Directive 96/9/EC of the European Parliament and of the Council of 11 March 1996
on the legal protection of databases, as amended and/or succeeded, as well as other
essentially equivalent rights anywhere in the world.

You means the individual or entity exercising the Licensed Rights under this Public

License. Your has a corresponding meaning.

Section 2 — Scope.

1.
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a. Subject to the terms and conditions of this Public License, the Licensor hereby
grants You a worldwide, royalty-free, non-sublicensable, non-exclusive,
irrevocable license to exercise the Licensed Rights in the Licensed Material to:
i.reproduce and Share the Licensed Material, in whole or in part; and
li.produce, reproduce, and Share Adapted Material.

b. Exceptions and Limitations. For the avoidance of doubt, where Exceptions and
Limitations apply to Your use, this Public License does not apply, and You do

not need to comply with its terms and conditions.

13

Term. The term of this Public License is specified in Section 6(a).

o

Media and formats; technical modifications allowed. The Licensor authorizes
You to exercise the Licensed Rights in all media and formats whether now
known or hereafter created, and to make technical modifications necessary to do
so. The Licensor waives and/or agrees not to assert any right or authority to
forbid You from making technical modifications necessary to exercise the
Licensed Rights, including technical modifications necessary to circumvent
Effective Technological Measures. For purposes of this Public License, simply
making modifications authorized by this Section 2(a)(4) never produces Adapted
Material.

e. Downstream recipients.

i. Offer from the Licensor — Licensed Material. Every recipient of the Licensed
Material automatically receives an offer from the Licensor to exercise the
Licensed Rights under the terms and conditions of this Public License.

ii. No downstream restrictions. You may not offer or impose any additional or
different terms or conditions on, or apply any Effective Technological
Measures to, the Licensed Material if doing so restricts exercise of the
Licensed Rights by any recipient of the Licensed Material.

f.  No endorsement. Nothing in this Public License constitutes or may be construed
as permission to assert or imply that You are, or that Your use of the Licensed
Material is, connected with, or sponsored, endorsed, or granted official status by,
the Licensor or others designated to receive attribution as provided in Section
3(@)(1)(A)).

2. Other rights.
a. Moral rights, such as the right of integrity, are not licensed under this Public

License, nor are publicity, privacy, and/or other similar personality rights;
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however, to the extent possible, the Licensor waives and/or agrees not to assert
any such rights held by the Licensor to the limited extent necessary to allow You
to exercise the Licensed Rights, but not otherwise.

Patent and trademark rights are not licensed under this Public License.

To the extent possible, the Licensor waives any right to collect royalties from
You for the exercise of the Licensed Rights, whether directly or through a
collecting society under any voluntary or waivable statutory or compulsory
licensing scheme. In all other cases the Licensor expressly reserves any right to

collect such royalties.

Section 3 — License Conditions.

Your exercise of the Licensed Rights is expressly made subject to the following

conditions.

1. Attribution.

174

a.

If You Share the Licensed Material (including in modified form), You must:
retain the following if it is supplied by the Licensor with the Licensed Material:
A. identification of the creator(s) of the Licensed Material and any others

designated to receive attribution, in any reasonable manner requested by

the Licensor (including by pseudonym if designated);

a copyright notice;

a notice that refers to this Public License;

a notice that refers to the disclaimer of warranties;

mo O

a URI or hyperlink to the Licensed Material to the extent reasonably

practicable;

indicate if You modified the Licensed Material and retain an indication of any
previous modifications; and

indicate the Licensed Material is licensed under this Public License, and

include the text of, or the URI or hyperlink to, this Public License.

b. You may satisfy the conditions in Section 3(a)(1) in any reasonable manner

based on the medium, means, and context in which You Share the Licensed
Material. For example, it may be reasonable to satisfy the conditions by
providing a URI or hyperlink to a resource that includes the required

information.
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c. If requested by the Licensor, You must remove any of the information required
by Section 3(a)(1)(A) to the extent reasonably practicable.

d. If You Share Adapted Material You produce, the Adapter's License You apply
must not prevent recipients of the Adapted Material from complying with this

Public License.
Section 4 — Sui Generis Database Rights.

Where the Licensed Rights include Sui Generis Database Rights that apply to Your use

of the Licensed Material:

1. for the avoidance of doubt, Section 2(a)(1) grants You the right to extract, reuse,
reproduce, and Share all or a substantial portion of the contents of the database;

2. if You include all or a substantial portion of the database contents in a database in
which You have Sui Generis Database Rights, then the database in which You have
Sui Generis Database Rights (but not its individual contents) is Adapted Material;
and

3. You must comply with the conditions in Section 3(a) if You Share all or a

substantial portion of the contents of the database.

For the avoidance of doubt, this Section 4 supplements and does not replace Your
obligations under this Public License where the Licensed Rights include other
Copyright and Similar Rights.

Section 5 — Disclaimer of Warranties and Limitation of Liability.

1. Unless otherwise separately undertaken by the Licensor, to the extent possible, the
Licensor offers the Licensed Material as-is and as-available, and makes no

representations or warranties of any kind concerning the Licensed

Material, whether express, implied, statutory, or other. This includes, without
limitation, warranties of title, merchantability, fitness for a particular purpose, non-
infringement, absence of latent or other defects, accuracy, or the presence or absence of
errors, whether or not known or discoverable. Where disclaimers of warranties are not

allowed in full or in part, this disclaimer may not apply to You.

2. To the extent possible, in no event will the Licensor be liable to You on any legal
theory (including, without limitation, negligence) or otherwise for any direct,

special, indirect, incidental, consequential, punitive, exemplary, or other losses,
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3.

costs, expenses, or damages arising out of this Public License or use of the Licensed
Material, even if the Licensor has been advised of the possibility of such losses,
costs, expenses, or damages. Where a limitation of liability is not allowed in full or
in part, this limitation may not apply to You.

The disclaimer of warranties and limitation of liability provided above shall be
interpreted in a manner that, to the extent possible, most closely approximates an

absolute disclaimer and waiver of all liability.

Section 6 — Term and Termination.

1.

This Public License applies for the term of the Copyright and Similar Rights

licensed here. However, if You fail to comply with this Public License, then Your

rights under this Public License terminate automatically.

Where Your right to use the Licensed Material has terminated under Section 6(a), it

reinstates:

a. automatically as of the date the violation is cured, provided it is cured within 30
days of Your discovery of the violation; or

b. upon express reinstatement by the Licensor.

For the avoidance of doubt, this Section 6(b) does not affect any right the Licensor may

have to seek remedies for Your violations of this Public License.

3.

4.

For the avoidance of doubt, the Licensor may also offer the Licensed Material under
separate terms or conditions or stop distributing the Licensed Material at any time;
however, doing so will not terminate this Public License.

Sections 1, 5, 6, 7, and 8 survive termination of this Public License.

Section 7 — Other Terms and Conditions.

1.

The Licensor shall not be bound by any additional or different terms or conditions
communicated by You unless expressly agreed.

Any arrangements, understandings, or agreements regarding the Licensed Material
not stated herein are separate from and independent of the terms and conditions of

this Public License.

Section 8 — Interpretation.
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1. For the avoidance of doubt, this Public License does not, and shall not be interpreted
to, reduce, limit, restrict, or impose conditions on any use of the Licensed Material
that could lawfully be made without permission under this Public License.

2. To the extent possible, if any provision of this Public License is deemed
unenforceable, it shall be automatically reformed to the minimum extent necessary
to make it enforceable. If the provision cannot be reformed, it shall be severed from
this Public License without affecting the enforceability of the remaining terms and
conditions.

3. No term or condition of this Public License will be waived and no failure to comply
consented to unless expressly agreed to by the Licensor.

4. Nothing in this Public License constitutes or may be interpreted as a limitation
upon, or waiver of, any privileges and immunities that apply to the Licensor or You,

including from the legal processes of any jurisdiction or authority.

Creative Commons is not a party to its public licenses. Notwithstanding, Creative
Commons may elect to apply one of its public licenses to material it publishes and in
those instances will be considered the “Licensor.” The text of the Creative Commons
public licenses is dedicated to the public domain under the CCO Public Domain
Dedication. Except for the limited purpose of indicating that material is shared under a
Creative Commons public license or as otherwise permitted by the Creative Commons
policies published at creativecommons.org/policies, Creative Commons does not
authorize the use of the trademark “Creative Commons” or any other trademark or logo
of Creative Commons without its prior written consent including, without limitation, in
connection with any unauthorized modifications to any of its public licenses or any
other arrangements, understandings, or agreements concerning use of licensed material.

For the avoidance of doubt, this paragraph does not form part of the public licenses.
Creative Commons may be contacted at creativecommons.org.

Additional languages available: Bahasa Indonesia, Nederlands, norsk, suomeksi, te reo
Maori, ykpainceka, H AEE. Please read the FAQ for more information about official

translations.
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APPENDIX D NOTICE OF MOTION TO PARLIAMENT OF NEW
SOUTH WALES

PARLIAMENT OF NEW SOUTH WALES
LEGISLATIVE ASSEMBLY

FIRST SESSION OF THE FIFTY-FIFTH PARLIAMENT

NOTICE OF MOTION

25 March 2013

2955 — PRENATAL SERVICES IN RELATION
TO ALCOHOL CONSUMPTION

Ms SONIA HORNERY to move —

That this House:

1. Notes that researchers at the University of Newcastle have
conducted a study of 1,577 women who had risky alcohol
consumption patterns before pregnancy and found more
than half did not alter consumption levels after conception.

2. Notes that 55 per cent of women who reported a history of
binge drinking continued the practice during pregnancy.

3. Urges the Minister for Health to fund better prenatal

services to educate and support women in danger of risky

drinking behaviours during pregnancy.
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With Compliments 1" I ™

Sonia Hornery MP
State Member for Wallsend

Electorate Office:
3/30 Dan Rees Street, (PO Box 324) WALLSEND NSW 2287

Tel: (02) 4950 0955 Fax: (02) 4950 0977
Email: wallsend@parliament.nsw.gov.au
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APPENDIX E SURVEY 1 (1996) FOR THE AUSTRALIAN
LONGITUDINAL STUDY ON WOMEN’S HEALTH 1973-78
COHORT (18-23 YEARS)

women’s

health

austraiia

s

We want to hear from YOU

YOUR views and experiences are important

Please complete the survey and send it back to us soon!
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During THE PAST 4 WEEKS, have you had any of the following problems with
(Including your work outside the home and housework) or other regular

RESULT OF YOUR PHYSICAL HEALTH?
(Circle one number gn gach ling)

a Cut down on the amount of time you spent on
work or other activities

b Accomplished less than you would like
c Ware limited in the kind of work or other activities

d Had difficulty performing the work or other activities
(for exampla it took extra effort)

During the PAST 4 WEEKS, have you had any of the following problems with your work or
mmmmuAmmormvmoﬂommums(Mum

depressed or anxlous)?
(Circle one number on each ling)

a Cut down on the amount of time you spant on
work or other activities
b Accomplished less than you would ke

¢ Didn't do work or other activities as carefully as usual

During the PAST 4 WEEKS, to what extent has your

How much BODILY pain have you had during the
PAST 4 WEEKS?
(Circle one number only)

During the past four weeks,

work outside the home and housework)?
(Circle one number only)

g
g
£z

Yes

1

1
1
1

Yes

Not atall

Moderately
Quite a bit

No bedily pain
Very mild
Mild
Moderate
Severe

Very severa

Not at all
A littie bit

Moderately
Quite & bit

Extremely

daily
No

NN

No

L

M EWON - R R

N oW -
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9 For each question, please the one answer that comes closest to the way you have been
mmmauzmupmqm

Have you felt so down in the dumps that
nothing could cheer you up

Did you have a lot of energy

Did you feel womn out

Did you feel tired

10 During the PAST 4 WEEKS, how much of the Alofthetme 1
time has your PHYSICAL HEAL :
EMOTIONAL PROBLEMS Interfered with your ey 2
social activites (like visiting with friends, &mdhm 3
etc)? Afleothetme 4
(Circie one number only)
‘None of the time 5

" mmumumuumm

for you?
(Circle one number gn each ling)
rue true know talse false
1 2 3 4 5

a | seem to get sick a Mtle easier than other people

I expect my haalth 1o got worse 1 2 3 4 5
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women'’s health s about using health services
—

many times have you consulted the following
mmmmuumrumv oy sl e -
m number None Onceor Three or or  Seven

12

’i

Mmummm 0 1 2 3 4

Specialist doctor 0

“Altemative” health practitioner (eg chiropractor,
naturopath, acupuncturist, herbalist etc)

13 Here are some questions about your MOST RECENT
VISIT 1o a general practitioner. nunullpum.

each of the following?

one number
(Circie on each ine) P e
a The convenience of the locafion of the surgery 1 2 3 4 -]

c MMWMM

The visit overall 1 2 3 4 5
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14 hw&mmhmnmw Yo Yos, but Don't
1 2 3 “
15 Have you ever been told by a doctor that you have:
(Circie ane number on each ling)
Yes No
a Diabetes (high blood sugar) 1 2
c Hypertension (high blood pressura) 1 2
] ‘Asthma 1 2
a Othar major liness (Please specify on ling) 1 2
16 Have you ever been told by a doctor that you have
any sexually transmissible disease (STD)? —
(Circle one number on gach ling) : Don't want
Yeos No 10 anuwer
a Chlamydia 1 2 3
b Genital herpes 1 2 3
¢ Genital warts (HPV) 1 2 3
d Other STD (Please specify on fine) 1 2 3
17 This question is about health care
{Circle one number on each ling) Yes No
a Have mmnmhm
= 12“0“1‘8&?' 1 2
b mmmmwﬂw 1 2
e Do you have prvate health insurance for ancillary
services (eg dental, physiotherapy etc)? 1 2
18 During the PAST 4 WEEKS, how many different
dmmmh'nmu:l’”
mmww None One  Two  Three Fouror
more

Prescribed by & doctor 0 1 2 3 K

Bought without & prescription at the chemist, )
wamwm 0 1 2 3 4

For any chronic (long-term) iliness S Y S T ¢

o

o
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18 When did you last have a Pap test? | have never had a Pap test

A Pap test (cervical smear) is a routine Less than 2 years
test carried out by a doctor or nurse i
during an internal (vaginal) examination. £ 9 yene g0
(Circle one number only) More than 5 years ago
Not sure
20 Have you EVER had an abnormal Pap Yes No
(Circle one number only) ' 2
21 Are you currently pregnant? Yeos No Don’t know
(Circle orie number only) 1 2 3
22 How many times have you: Nevor Once Twice Three Fouror  Don't want
(Circle one number on each lne) times more times 1o snewor
a Been pregnant 0 1 2 3 4 5
b Had a miscarriage 0 1 2 3 + 5
o Had a termination 0 1 2 3 4 5
d 0 1 2 3 Bl 5

Given birth to a child

23 What sort of contraception do you use now?
(Circle ona number only)

Don't need to use any (eg pregnant or no sax)
Choosa not to use any (eg want fo be pragnant)

0 & WN -

Oral contraceptive pill
Caondoms
Other (Please specify on fine)
M&Mw&mhbﬂhnm Neverused 1
mewm Less thanone year 2
1 -4 years 3
Syearsormore 4
25 Are you using:
(Circle one number on each ling)
Yeos No
a condoms for STO/HIV prevention 1 2
b the oral contraceptive pill for reasons

186
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women’s health is about coping with common problems

26 a  inthe LAST 12 MONTHS have you had any of b lwmmmﬂh
the following: were you satisfied

Never arsly Sometimes bl- Yo Mo Nt
a  Allergles, hayfever, sinusitis 1 2 3 “ 1 2 3

187
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women’s health  is about coping with stress

27 Over the LAST 12 how stressed have umu-mmu Tife:
(”” m you your|

Not
‘ 3 b

| Anything else (Piease specify on line) 1

um wmummuummaomm
m’:mw h ‘..

joa An
oo B s o S~ S
h Ume time time time

&  Walking, exercise or working out 1 2 3 4 5

‘Smoking, using drugs or alcohol 1
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29 In the LAST 12 MONTHS, heve you -
(Circle one number on each line) experiencad any of the followin
. No

2

Birth of your first child. ' .

WMOMM"“ ) 3 -

Getting maried (or starting 1o live with someane) : -

ks

m.mm 3 »

‘Serious confiict between members of your ta ‘ "

b riciosa tamily member/close friend having trouble with al : "

q Death of a close friend 1 =

¥ w“mm 1 2

‘w Change in your type of work/ours/conditions/responsibilities at work : :
x  Disvessingharassmentatwok 1 2
: Loss of job 1 ”
= ST TR TN i =
“ . ROMCM I : 1 2
B0 Naeal dase (e, oo, rough, e Wcmmk ‘ :

ee mn.mm . .

| l

1"
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31 If you used to smoke, how long ago did you

give up smoking?
(Circle one number or write years on lne)
Within the fast 8 months 77
6 - 12 months ago 88
years ago

32a If you NOW smoke, how many cigareites 32b If you used to smoke, how many cigarettes

do you usually smoke in a day? u did you usually smoke in a day?
(Write number on fing) —1  (Write number on line)
a day —  aday
33 At what age did you start smoking?
(Write years on ling) - Nears
34 Have you ever smokad for six
ot daily Yos to
{Circie one number only) 1 2
35 How often do you usually drink alcohol?
(Circle one number only) | never drink alcohol
| drink rarely

Less than once a week
On 1 or 2 days & week
On 3 or 4 days a week
On 5 or 6 days a week

~N OO R W -

Every day
36 On a day when you drink aicohol, how 1 0r 2 drinks per day 1
many drinks do you usually have? 3 or 4 drinks per day 2
(Circle one number only) 5 - 8 drinks per day 3
9 or more drinks per day 4
37 How often do you have five or more Naver
drinks of alcohol on one occasion? Less than once a month

e e About once a month

About once a woek
More than once a week

M & WN -

12
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women’s health
-

38 How tall are you without shoes?

39 How much do you weigh without

clothes or shoes?

40 How would you describe yourself now?

(Circle ong number only)

41 When you were a child {say age 10) how

42 How much would you LIKE to weigh?

(Circie one number only)

43 Have you EVER dietod to lose weight?

(Circle one number only)

44 How often have you gone on a diet, (that
is, fimitad how much you ate) In order to
lose weight DURING THE LAST YEAR?

(Circte one number only)

cms OR ft

kgs OR

Very underweight

Slightly underweight
Average
Slightly overweight

Don't know

Very underweight
Underweight
Slightly underwaight

Slightty overweight
Overweight

Very overweight
Don't know

Over 5 kg mors
1 -5 kg more
Happy as | am

1-5kgless
6-10 kg less
Over 10 kg less

Yes
No

Never

1-4 times

5-10 times

Maore than 10 times

| am always on a diet to lose weight

13

@ NOUM AN -

DN OE N

L D s WN -

M s N -

is about healthy weight and shape

2
B |

.,
3
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52 Have you used any of the following to
CONTROL YOUR WEIGHT OR SHAPE?
(Circle one number on each ling)

Vomited on purpose after eating
Laxatives
Diurstics

Qa o ow

Fasting (not eating food for at least a day)

53 In a NORMAL week, how many times do

56 How often do you eat takeaway food?
(Circle one number only)

15

Yes, in the Yes, more than
pest month one month ago

-t b abh b
NN N

Never

Once a week

Two of three times a week
Four, five or six times a week
Once every day

More than once every day

Never

Once & week

Two or three times a week
Four, five or six times a week
Once avary day

More than once avery day

Naver

Once a week

Two or three times a week
Four, five or six times a week
Once every day

More than once every day

Never

Less than once a month
About once a month
About once a week
More than once a waek

Almost every day

O 0 a2 0N - I A o U E LN - uuw“;

o ;M s WON -
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women’s health

—

is about juggling time

57 Which of the following BEST describes your MAIN current employment status? If you are
mmmmmmmbmmm

(Circte one number only)
In full ime paid work
In part ime or casual paid work
Work without pay (eg in a family business)
Home duties only - no paid work
Studying
Unemployed - looking for work
Unpaid voluntary work
Unable to work due to sickness or injury
Other (Please spocily on fine)

58 How many hours do you normally spend in
all your PAID jobs each week?
(Gircte one number only)

1 - 15 hours
16 - 24 hours
25 - 34 hours
35 - 40 hours
41 - 48 hours
48 hours ot more

59 Do you normally do paid shift work?
(Circie one number only)
Yes 1
No 2

60 Do you normally do paid work at night?
(Circle ane number only)

Yes 1
No 2

;s WN -

61 Is your home your normal (“paid work")
work-place? (Circle one number only)

Yes

-

D 0N, EsEWN -

—= 62 How often do you feel rushed/pressured/
100 busy?

(Circle one number anly)
Evary day
A few times a waek
About onoe a week
About once & month

0o ON -

:
:
i

16
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OV v sy A YOUN SRR of B Hheri s s e
&  Domestic work {shopping. cooking, cleaning etc) 1 & & :

child care workar, enrolled nurse) 6

17

195



is about family and friends

women'’s health

67 Who lives with you?

1

No-ona, | hive alone

1

18
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women’s health  is about you and your life

g—
75 What is your date of birth? 78 Are you of Aboriginal or Torres Stralt islander
(Write date on line beiow) orlgin?
S £ g (Circle one number only)
Day Manth Year No 1
Aboriginal 2
N e, R ’
both full and part
schooling. Circle one number only) % "(&d. “mnm*"“'aw')y“ borm? '
Stil at school 1 Australia 1 ﬁi
Nevar attended school 2 United Kingdom 2
14 years of jess 3 Italy 3
1516 years 4 Groace 4
17 -18 years 5 New Zealand 5
18 years or oider 3 Vietnam 6
Other (Please specify on line) 7
77 Are you currently attending an
educational institution?
(Circle one number only) 81 If you were not born here, when did you first
No 1 arrive In Australia with the intention of living
hore for one year or more?
Yos, pan-time student 2 (Circle one number only)
Yos, full-time student 3 1575 or earller 1
1976 - 1085 2
78 What is the highest qualification you have 1986 - 1890 3
completed? 1891 or later 4
(Circle ona number only)
82 Do you usually speak a language other than
S U 1 English AT HOME?
(Year 10 or squivalent) 2 i il 3
mvl m” " ‘ ‘r‘ )
ot ot -y
T Yes, Greek 3
rade/apprenticeship
‘”m'm 4 Yes, Cantonese @
Certificate/diploma Yes, Mandarin 5
(eg Child Care, Technician) 5 Yes, German 6
University degree 8 Yes, Arabic 7
Higner University degree Yes, other (Please specify on fine) 8
(eg Grad Dip, Masters, PhD) 7

198
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83 How well do you speak English? 86 Which of the following best describes your

(Circle one number anly) housing situation? Da you live in:
Very well 1 (Circle one number only)
Wwell 2 A houss 1
Not well 3 Amw 2
Not at all 4 A caravan/tant/cabin/houseboat 3
Other (Please specify on lina) a
B84 What is your PRESENT marital status?
(Circle one number only)
pow— \ 87 In whose name Is the ownership/ purchasing
Detacto (opposite sex) 2 agreemont/ tenancy agreement?
Defacto (same sex) 3 (Circle one number only)
Separated 4 Selt 1
Divorced 5 Partned/spouse 2
Widowed 6 Partnet/spouse and self together 3
Never married 7 Parents or other family members 4
Salt and others 5
Not applicable )
How do you manage on the Income you Other (Please specify on line) 7
have available?
(Circle ona number only)
It Is impossible 1
It Is difficult all the time 2
It s difficult some of the time 3 88 What is your postcode?
It s not too bad Bl
5

It is sasy

21
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Thank you very much for taking the time to complete this survey.
Please fold the survey in half and place it in the reply-paid envelope.
DON'T FORGET TO ENCLOSE THE CONSENT FORM

as we will need this to contact you again.

You are a valuable contributor to this women'’s health research.
Don’t forget to let us know your new address if you move!
If you have any questions you can contact us by telephoning
1800 068 081 (This is a FREECALL number)

or writing to us at the address below.

women’s

australia

Awstralian Longitudinal Study n Women Heulth
@ S The Universisy of Newrastie, Callaghan NSW 2308, Phome (49 216 422 Pacsimile (49 217 415 emall. whpbiicr. newoastlo edu.au

202
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APPENDIX F SURVEY 2 (2000) FOR THE AUSTRALIAN
LONGITUDINAL STUDY ON WOMEN’S HEALTH 1973-78
COHORT (22-27 YEARS)

womien's

australia

secopuNia: " INEVMf o r

wome/BEr: /VENEEM2(0’ s

March 2000
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How to complete this survey

This is the second "main" survey for women in their 20's.
As the purpose of the project is to look at changes over time,

some of the questions are the same as those in the first survey.

Instructions:

« Use a blue/black biro or 28 pencil s TITTTCTT | —
« Do not fold or bend - PEITY n
= Erase mistakes fully

= Make no stray marks Please MARK LIKE THIS:

Please answer avery question you can. If you are unsure about how to answer a question, mark
the response for the closest answer to how you foe/,

Please read the instructions above each question very carefully. Some require you fo only answer
those options which are applicabl to you. Other gquestions require you to mark one answer on
each line. The questions may ako refer to different time periods.

Please write any comments or important /nformation on page 29 only. We are not
able to read comments written throughout the survey.

Example 1.
In general, would you say your health is:
{Mark one anly)

Excellent

Very good

& Good- You would mark this one il you think your Healh is good
Fair
Poor

Example 2.

What Is your postcode?

PRINT clearly in the boxes) 2 ' 3 0 l 8

If you need help to answer any questions, please ring 1800 068 081
P 2 (This s a Z'Eau /fumber}ng

* IF you are concerned about any of your health experfences and would fike some help, please
contact:

« Your nearest Women S Health Centre or Community Health Centre,

« Your general practitioner for advice about who would be the best person in your
community for you to talk to.

* Ifyou feel distressed NOW and would like someone to talk to, you could ring Liteline on
131114 (local call).

vy . AR il « second frvey foe vy Ay thelr 205 « page 3




women s health

Q1

b

Chapter 10: Appendices

s

How many times have you consulted a family doctor or another general practitioner (GP)
for YOUR OWN HEALTH in the LAST 12 MONTHS for:

l\'n'.?."- ornie gn 2ach line)
L3
] A §-4 -9 n-13 THan
NONE  OMCE  TWCE  TIMES WIS TMES  TMES WS TES
Pap tests, contraception,
routine pregnancy checks

All other reasons

How many times have you consulted a specialist doctor for YOUR OWN HEALTH in the
LAST 12 MONTHS?

[Mark one on each line

L3
3 4 $:5 79 n.2 THAN
WORE oscE TWiCE TIvES e nvEs MES TIRES

-

Pap tests, contraception,
routine pregnancy checks
All other reasons

Have you consulted the following people for YOUR OWN HEALTH in the LAST 12 MONTHS?

Mark all that apply)

Yas

A hospital doctor (eg in outpatients or casualty)

An allied health protessional (eg opfician, dentist, physiotherapist, counsellor etc)
An "alternative” health practitioner {eg naturopath, acupuncturist, herbalist efc)

A family planning service

A sexual health service

None of these people

Have you been admitted to hospital in the LAST 12 MONTHS for any of these reasons?
Mark gl that agply)

Normal childbirth

Problems during pregnancy

All other reasons

Not admitted

When you go to a General Practitioner s

Mark one gn each fine) MAETOF  SOVE- om
AMYS  THETIME TS NEVER

Do you go to the same place?
Do you usually see the same doctor?

wwiment § Amadth e - stovnd sirvey for wovmn (o chei O3 - pags 4

/s about using health services
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Q7

Q8

Q9

Here are some questions about your MOST RECENT VISIT to a general practitionar.
In terms of your SATISFACTION, how would you rate
each of the following: (Mark orig on £agh ling) EACRLLENT 6?& () Wk Kot

How long you waited to get an appointment

Length of time you waited in the waiting room

The amount of time you spent with the doctor

The doctor's explanation of your problem and treatment
The doctor's interest in how you felt about having the tests,
treatment or the advice given

Your opportunity to ask all the questions you wanted
The technical skills {thoroughness, carefulness,
competence) of the doctor

The personal manner (courtesy, respect, sensitivity,
friendliness) of the doctor

The cost to you of the visit

(Mark here if NO COST) '

The visit overall

In general, do you prefer to see a lemale doctor? (Mark one only)
Yes, always Yes, but only for certain things No Don't care

Thinking about YOUR OWN HEALTH CARE, ey oowt
how would you rate the lollowing now EKELRVT  GOCO G000 i POOR Kaow

(Mark pne on each ling)

Access to medical specialists if you need them
Access to a hospital if you need it

Access to after-hours medical care

Access to a GP who bulk bills

Access to a female GP

Hours when a GP is available

Number of GPs you have o choose from
Ease of seeing the GP of your choice

Ease of obtaining a Pap test

Access to a counselling service if you need it
Access to a Women's Health Centre or a Family
Planning Centre

Do you have a Health Care Card? Ths 15 a card that entitles you 1o discounts and assistance

wilh medical expenses. This (e nol the same as a

Yes No

Medicare card. (Mark one anly




Q 10 bo you have private health insurance for hospital cover? If not, mark the main reason why,

O 77 Do you have private health insurance for ancillary services (eg dental, physictherapy)?

Chapter 10: Appendices

(Mark ane only

Yes
No - because | can't afford the cost

No - because | don't think you get value for meney

No - because | don't think | need it
No - other reason

I not, mark the main reason why. (Mark ong «

Yes
No - because | can't afford the cost

No - because | don't think you get value for money

No - because | don't think | need it

No - because the services are not available where | live

No - other reason

Have you ever been lold by a doctor that you have:

{Mark all that aoply

Gestational diabetes (during pregnancy)
Insulin dependent (Type |) diabetes
Non-insulin dependent (Type Il) diabetes
Heart disease

Hypertension (high blood pressure) during pregnancy
Hypertension (high blood pressure) other than during pregnancy

Low iron (iron deficiency or anaemia)
Asthma

Postnatal depression

Depression (not postnatal)

Anxiety disorder

Endometriosis

Uninary tract Infection

Chronic fatigue syndrome
Chlamydia

Genltal herpes

Genital warts (HPV)

HIV or AIDS

Hepatitis B or C

Cancer (Please specify on page 29)
Other major illness (Please specify on page 29)
None of these conditions

niy)
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LAl

me—

women’s health isabout coping with common problems

« Allergies, hayfever, sinusifis ... .. .

(0] 5]
In tho LAST 12 MONTHS, have you hiad
any of the following: (Mark aif that soply
For ali that apply, answer columns A, 8 and &)

1 Headaches /migraines .

¢+ Severe liredness
r’ Backpam

« Unne that bums or stin

|/ Leaking uring .
17 Constipation

1 Haemorrhoids {piles)

1 Other bowel problems ...

| Vagiral discharge or imtation ...

I Premenstrual tension ...
! Ieqular periods ——
11 Severe partod pain

O Skin probl@ms ... .. iiiiiie i

J» Difficulty sieeping
f Depression ....

I Episodes of intense anxiety

(egpanicatiacks) . ... ............

» Palpitations (leeling that your
heart is racing ar fluttering in

your chest). ...

...............

.........................

if you dif seok

heip, please
mark If you
ware NOT
satisfied with
thal heip,

MU
WERE NOT S8/ KD

N -

I I have had none of these problems in the last 12 months

by ) boelth cusnulin - wverd sesvey e wornen MM@{-’?’?
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women's health s about how you are feeling

—

[he questions on this page ask only about NOW - how your health is NOW

QM

Q15

Qi6

o

]

o

o
c

h

and about how your health limits certain activities NOW.

In genaral, would you say your health is:
(Mark one only)
. Excellen

Very good

Good

Fair

Poor

Compared 1o one year ago, how would you rate your health in general now?
{Mark pne only)
Much better now than one year ago
Somewhal betier now than one year ago
About the same as one year ago
. Somewhal worse now than one year ago
~  Much worse now than one year ago

The following questions are about activities you might do during a typical day.
Does YOUR HEALTH NOW LIMIT YOU in these activities? If so, how much?

(Mark ang on each ling) il T —
o LW LD
AWTAUME AL
VIGOROUS activities such as running, lifting heavy objects, Y ' Y
participating in strenuous sports ... ... QY TTOVORRE R R U U TUL P ROSGRES, | [ n...,.',.. o .'.',','"..
MODERATE ACTIVITIES, such as moving a table, pushing o
a vacuum cleaner, bowling or playing golf .. ............oooooiiiin.s ; ..«:»........ ) SRS :
Lifting or carrying groceries .................... R Tt B0 Doy O Weiried 3
Climbing SEVERAL flights of stairs ... .. VORI RRARa D FLIOTCEORET 7 Srprbans C) sorRapiN 1 §
Climbing ONE flight of St@irs ... .....ccooooiiieniiin. rrvennsnres it ) Sharnind () »
R [ QRRE R A (R SR SRR ARG <o yob 1) Shanaias () Subaans L
Walking MORE THAN ONE Kilometre ..........ooooviviiiiiinimmiis 7y © EUOPURRY (.} JRRRRES,: )
Walking HALF 8 KIOMBI® . .........o.ooiioieeosisiieie e e faeis (2 nins ey £
WEING 100 MBS o3 cvinscorsnerss oo e arpaiond sp7eeo9 voenaivonsh ol WERTRRY (.3 SRS ES ()
Bathing or dressing yourself . ..., ... e C) hweaeT () sedunnn O

et A et
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Q17

QL ~n oW

Q78

~n W

QI

Q20

Q27

During the PAST 4 WEEKS, have you had any of the following problems with your
work (Including your work outside the home and housework) or other reguiar daily
activities AS A RESULT OF YOUR PHYSICAL HEALTH?

(Mark one on each line)

Cut down on the amount of time you spent on work or other activities

Accomplished less than you would like ‘ -
Were limited in the kind of work or other activites . . ...
Had difficulty performing the work or other activities

(for example it 100k extra effort) 3 YTy Ty

During the PAST 4 WEEKS, have you had any of the following problems with your
work or other regular daily activities AS A RESULY OF ANY EMOTIONAL PROBLEMS
(such as feeling depressed or anxious)?

(Mark one on each ling) vis N

Cut down on the amount of time you spent on work or other activities
Accomplished less than you would like
Didn't do work or other activities as carefully as usual

During the PAST 4 WEEKS, to what extent has your physical health or emotional
problems interfered with your normal social activities with family, friends, neighbours
ar groups?

(Mark one anly)

Not at all
Slightly
Maderately
Quite a bit
Extremely

How much BODILY pain have you had during the PAST 4 WEEKS?
(Mark one only}

Naone

Very mild
Mild
Moderate
Severe
Very severe

During the PAST 4 WEEKS, how much did PAIN interfere with your normal work
(including both work outside the home and housawork)?
{Mark ane only}

Not at all

A little bit
Moderately
Quite a bit
Extremely

wetiert § Bmalth alstralte - sravut sy Sor woimest i thea 204 - page ¥
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Q24
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- h
- r
s d

Q25

Q26

Chapter 10: Appendices

For each question, please give the one answer that comes closest to The way you have
been feeling. How much of the time during the PAST 4 WEEKS:
(Mark one on each line)

Did you fee! full of fife ... ..................
Have you been a very nervous person ... ........
l-iaveyouhnoodownhmdmupemmm |
could Cheer you Up ..o !
Have you felt caim and peaceful ... ... {
Did you have a lot ol energy ... ... P eERE R
Did you teel warn ot ... e
Have you been a happy person ... ...
Did youteeltited .. ...,
During the PAST 4 WEEKS, how much of the time has your PHYSICAL HEALTH OR
mmmwwnmmwmum-vmm.
rolatives, etc)? (Mark ane only)
Al of the lime o Alitle of the time
© Most of the time > None of the time
© Some of the time
How TRUE or FALSE is EACH of the following statements for you?
(Mark ane on sach line)
| seem to get sick a Mlle easier than other people ... . <
1 am as healthy as anybody | Know ... ......
I expect my health 1o get worse ... R A Rk S P <
My healthis excellent .............ccooiieiioiiiiiiiinnnns -
It you have any serious lliness, candition or disability, please write in the box below.
{

Do you regularly NEED help with dally tasks because of a long-term lliness or disabilily
(eg help with personal care, getting around, preparing meals etc)? (Mark gne anly)

o Yes <1 No
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womens health isabout sexual and reproductive health

Q27

a

Q28

Qn O

Q29

Q30

Q317

a

b

—

Your first menstrual period | | | yrs © Not appiicable
Your first sexual intercourse D:’ yrs Not applicable
Your first baby [T e Not applicable

The next question applies only if you have ever had a baby.

If you have never had a baby, please go to Question 29.

How would you rate the help you had in the FIRST 3 MONTHS, with your firsi baby.,
from the following:

(Mark one on each line) VERY LS T
BRI Geo G0co we OOV MARE DI

Partner

Family : a -

Friends . Chea SR O NS O RS

Health Services reerresrrnnsnsr DEEE L) IONTRS e} )

In the PAST 3 MONTHS, about how many times have you had a menstrual period?
(Mark ong anly)

None ~ One ~ Two ~ Three =~ Four Five or more

Which of these most closely describes your sexual orientation?
(Mark one only)

| am exclusively heterosexual

| am mainly heterosexual

| am bisexual

| am mainly homosexual (lesbian)

| am exclusively homosexual (lesbian)
| don't know

| don't want to answer

How many sexual partners have you had? (Write a number in the box. Write 0" if nane.)

Male sexual partners I:] ~ Don't want to answer

Female sexual partners [: ~ Don't want to answer

women  heokth avitradiy - sxood wurvey Bir wamzn i their 205 - page 11
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032
h

d

1

033

Which of the following apply to you NOW: (Mark ail that aoply)

'f'-' | don't need to use any contraceplion (eg pregnant or no sex)

| choose not 1o use any confraception (eg want 1o be pregnant)
_ | use the oral contraceptive pill for contraception
© | use the oral contraceptive pill for othet reasons
| use condoms for conlracepbon
I use condoms (or other barner methads) for pravention of infection
| use ancther method of contraception

For how many years in total have you EVER taken the oral contraceplive pill?
(Mark ong only)

Never 1 or lass 2 3 { 4 N -
6 7 8 G 10 or more

Are you currently progoant? Musrk gng only)

Yes No Don't know
How many times have you had each of the following? T L VR e ..
(Mark @l Mat appiy) o e i [ R
. F 4 v
Live birth (more than 36 weaks) vo e hhnas iihh s anaad o nanlll £ SRR () SRR O SUE O SRR €3)
Live premature birh (36 weeks Of 1888) . ... oociirns Clinres G amiee fieeen i )
BERLES v s aivvysrrrpasainoses casnessaansnserarnssssvengl CHEER O3 EEEEC SRS 1) SEERI ) |
M‘mmgﬂ. vt . o o4 o voreeonl T Enewy T Rabne Ciinneng i a.nnl';
Termination (abortion). A RRRRARNRRRRR I fand - fan] == Sl Gl O

When did you last have a Pap test? A Pap tes! (for corvical cancer) is i rouline test carmod out

Ly a doctor or nurse duning & infenil (vagingl) @xamination. (Mark one anly)
“ I have never had a Paptest —+ —go1o Q38
~+  Less than 2 yesrs ago
~» 2-5yearsago
More than 5 years ago
Not sure

Have you EVER had an abnormal Pap test? (Musk ane anly)
Yes No

Have you and your partner (current or previous) ever hod probisms with infertility (that
is, tried unsuccessiully 1o get pregnant for 12 months or more)? (Mark one only)

Never tried to get pregnant

No problem with infertility

Yes. but bave not sought halp/treatment

Yas, and have sought help/treatment

e b s - s oy o s o secs 1) pegy 12 e
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women s health /s about health habits

Q39

Q40

Q41

Q42

Q43

Q44

b

Q45

How tall are you withoul shoes?

{1 you are not sure, please '*—D cms OR D " [jj s

estimate)

How much do you weigh
without clothes or shoes? I_ | I kgs OR ’:[] slones l | | pounds

(i you are not sure, please
gstimate)

It you know your weight at birth, or can find out (eg ask your mother, or from your full
birth certificate), write it here.

Birth weight [T | l l(;rams OR ED pounds [:E] ounces

How much would you LIKE to weigh NOW? (Mark gne gnly)

Happy as | am 1-5kqgless
1 - 5 kg more 6- 10 kg less
Qver 5 kg more Over 10 kg less

How often have you gona on a diet (that is, limited how much you ate) in order to lose
weight DURING THE LAST YEAR? (Mark one only)

Never More than 10 times
1 -4 times | am always on a diet to lose weight
5-10times

Excluding pregnancy, in the last FOUR YEARS, how many times have you:
(Mark one on each ling)

Lost 5 kg or more on purpose
Lost 5 kg or more for any other reasen
Gained 5 kg or mere which was previously lost on purpose

In the PAST MONTH, how dissatisfied have you felt aboul:
(Mark one on each ling}

NOT AT ML SLIGHTLY MOCERATELY MARREDLY
[XSSATISFED IESSATISFED ISSATISFED [ISSATISFED

Your weight
Your shape

e ¥ Dol guatrally « cand srsey o womeo i thedr 20 < pagr 13



Q46

Q47

Q48

Q49

Q50

Chapter 10: Appendices

Have there been times when you fell that you have eaten what other people would regard
as an unusually large amount of food GIVEN THE CIRCUMSTANCES? (Mark one only)

Yes, in the Yes, more than No —+ IF 1O, —go 1o Q50

past month one month ago

During thase times of overeating, did you have a sense of having lost control over your
ealing, thal is, feeling that you couldn't stop eating once you had started? (Mark gne only)

e No == IF NO, sz

During the PAST MONTH, how often would you have overeaten and experienced loss of
control? (Mark one anly)

Every day

2 - 3 times a week
Once a week

Less than once a week

How long have you been doing this? (Mark one oniy)
3 months or less ~ 4-6 months ~ More than 6 months

In the LAST 12 MONTHS, have you used any of How often In the LAST
these methods 1o control your weight or shape? MONTH did you use each of
(Mark afl that aoply) thess methods to conirol your
(For ali that apply, answer columns A and B.) weight or shape?
(Mark all that apply)
YES, 1-3 1855

THAN
T=ELAST Evely TMES ONCE OME
QWATS Lo ANEK  AWEER  AWEEX

Ex3

Vigorous exercise
Vomited on purpose after eating
Used laxatives, diuretics or diet pills
Attended commercial weight loss program
(eqg Weight Walchers, Jenny Craig) o
¢ Meal replacements or slimming products
(eg Limmits, Herbalife) .
/' Cut down on size of meals or between
meal snacks .
£ Cut down on fats and/or sugars -
/1 Cut out meals (fasted)
/ Smoking “

Qn >N

I have not used any of these methods

wevme § Aezith muarrally ~ s Wy for woumen Bt thelr 200 - page 14
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Q57
Do you EXCLUDE any of the following food groups It YES, how long have you been
from your diet? (Mark a¥ (hat apply) excluding this lood group?
(Mark all that agpiy)

LESS Tt 1.8 VOSE THAN
YES 1¥iAR YiARS SYEMS

< Red meat {beef, lamb, pork)
0 Fish

¢ Poultry

7 Eggs, milk and milk products

© | do not exclude any of these food groups

053 During the PAST 4 WEEKS, how many ditferent types ol medication (eg tablets or

medicine) have you used which were 40
ot ™o THREE wRE

(Mark all that anply)

# Prescription medication for your nerves
(eq Valium, Serapax, Ducene efc)

{1 Prescription medication to help you sleep
(eg Normison, Mogadon etc)

¢ Prescription medication for depression
(eg Prozac, Aropax efc)

o Other medication prescribed by a doctor
(excluding the oral contraceptive pill)

¢ Other medication bought without a prescription at
the chemist, supermarket or health food shop

[ None of these medications

are half way thpg "
4°

The following sections are about other health habits, time use,
Your relationships and your future.

Often, there are no 'right’ or ‘wrong' answers - we are interested only in
your opinion or feelings.

If you feel uncomfortable about answering a question, fust leave it and go on
to the next one, but please try to tinish the survey if you can.

You may like to take a break now and do the second part later.

WTNY § ARRAN AisTralie » s surmy e wamen i their 201 - page 13
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053 How often do you currently smoke cigareties or any tobacco products? (Mark one only)
Daily —+ —gotoQ54a
At least weekly (but not daily) —+ — go to Q54b
Less often than weekly ] —
-+  gotoQ55
Not at all S
054 d It you smoke daily, on average PRINT 2 sumhe in e hoy
how many cigarettes do you cignrettes per day =+ — go (0 Q58]
smoke EACH DAY? [:I:D o RA>
b it you smoke, bul not daily, CUT e exribet I B B
on average how many cigaretles clgarettes per week
do you smoke PER WEEK? [:]:D
055 In your lifetime, would you have smoked at least 100 cigarettes (or equivalent)?
(Mark onie only)
Yes No =+ IFNO, — gotoQ59
056 Have you ever smoked daily? (Mark one only)
Yes No =+ IFNO, — gotoQ59
@57 At what age did you finally stop PRIN] e yriher 0 .
smoking daily? [:D years old
@58 A1 what age did you start PR TSesimaes iy G 300
smoking daily? ED years old
059 How often do you usually drink alcohol? (Mark one only)
I never drink alcohol —  goto Q62
Less than once a month ~ On3or4days aweek
Less than once a week On 5 or 6 days a week
On 1 or 2 days a week Every day
050 On a day when you drink alcohol, how many standard drinks do you usually have?

Q617

{Mark one only)

1 or 2 drinks per day 5 to 8 drinks per day
3 or 4 drinks per day 9 or more drinks per

How ofien do you have five or mora standard drinks of alcohal on one occasion?
{Mark one only)

Never About once a week
Less than once a month More than once a week
About once a month

wnteser I Realhy acatralia - soand siareey By women iy iedr 20% - page 16
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o

o

I
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o~

“

218

The following question asks about the use of drugs for NON-MEDICINAL purposes,
War want & know aboyl geneny pitems of use. Plesse d0 00t give deails of specifc Mstances of use.

If you have NEVER used any of these drugs. mark hore = u and go 1o 65

It “yes" to |, please answer Il and I, (AMark al that apply)

Marijuana (cannabis, hash, grass. dope. pot. yand)) .

Anaigesics (o Aspirin, Paracetamol, Mersyndof)

Amphetamines (eg speed, uppers, methylamphetamine, MDA)

Eosfasy/designer drugs (eg £, eccies, MOMA)...... ...
Bariturates (eg barbs, downers. purple heants) ...

T ORI PRRR A C USRS P PR PR PRPIPPPPRNG PG,

Have you ever: (Mark gne on each ine)
wwmmww

‘Shared a needle? . .

Have you ever usod any of the drugs listed above
in combination with: (Mark one on each ine)




065

i

066

a

b

d

Chapter 10: Appendices

I'he next two questions are about the amount of physical

acuvity vou did LAST WEEK.

HowmmylimdldyoudomhtypooluﬂvnyLWWEEK?

(Myoudﬂnoldoanacnwty Hoase write D'Anmebw:)

PN e cwehd 1 e b

Walking briskly (for recreation or exercise, or to get from
Moderate leisure activity (like social tennis, moderate
exercise classes, recreational swimming; dancing) .............. D] s

Vigorous leisure activity (that makes you breathe harder

or pull and pant, like aerobics, compelitive spor, vigorous

cycling, running, swimming) Fe e S Dj o
Vigorous household or garden chores (that make you

breathe harder or pult and pant) ....................... 3 [_—.D pias

If you add up all the times you spent in each aclivity LAST WEEK, how much time did you
spond ALTOGETHER doing each type of activity?
(If you oiidd not do an achvity, please witte 0" in the box, )

Walking briskly (for recreation or exercise, or 1o get from

Moderate leisure activity (like soclal tennls, moderate
exercise classes, recreational swimming, dancing) ... . ED hours Dj minutes

Vigorous leisure activity (thal makes you breathe harder
or puff and pant, like aerobics, compelitive sport, vigorous

cycling, running, swimming) . ... (L] reus [T mioues
Vigorous household or garden chores (ihat make you
breathe harder ar pulf and pant).................................... ED hours ED M.

Now think about all of the time you spend sitting during EACH DAY

while at home, at work, while getting from place to place or during

YOur spare time,

How many hours in total do you typleally spend sitting down while doing things like visiting
Iriends, driving, reading, watching telavision, or working at a desk or computar?

On a usual week DAY, M. - ED hours D:] .
Onausual weekend DAY ... .............ocooiiirieinins [:I:I nours EE] e

wwasiin b sl wreinlis - srvomed sevep for naicre v there AL - page 18
HE B
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women’s health isavout how you feel about yourself

’-

( )ﬁb‘ Please indicate how often each ol these statements apply to you:
(Mavk ane on dach ling)

@ | canusuallydependonothers ... . ..o sereisisi B
{» | am a very organised person . ...........
¢ Sometimes | wonder who | really am ...
« | have experienced some very close friendships .. ...
¢ My religlous or spiriiual beliels are stronger now than they

« Whenfaoedmthatasklﬁksloapp!ymysa"mw .................... ’

......

i | denve great pleasure in walching a child mastera new skill ... .,

| Most conflicts batween pecple can be resolved by discussion ... g
| lam quite seif-sulficient ...................o DATILTIRORRPEIEN C
& Ingeneral, | know what | wantoutoflife . ...

| often feel lonely even when there are othersaround me . ...

m Lifehasbeen goadlome ... .

1 | prefer & job that requires itle initiative® ... Veqaun O

...........................

o | genuinely enjoy work®

[z P!umhgiorhmagenamﬁwlaveqnmomm el

-------

* Job' and ‘work’ may refer to paid or unpaid work, volurileer work, or any other task or

chore which occupies your time.

()69 Thinking about your current appecach to life, please indicate how much you think each

statement describes your:

(Mark goe on gael (ne) % :'i! Wolbw, i "Sg
¢ In uncertain times, | usually expactihebest ... ... ..o e Y fey
{1 It something can go wrong for me, Wil .. S e e
¢ I'm always optimistic about my future . e (ot - {a} 3 S0ERRN ) hamita
o lhardly ever expect things logomy way ... ................. OB 0 s i
« | rarely count on good things happeninglome ... e fa o

[ Overall, | expect more good things 10 happan fo me than




Chapter 10: Appendices

Have you experienced any of the following evenis? A

it apply) YEL INTHE LAST
M) 12 MONTHS

Adar al
wan a

Major personal lliness

Major personal injury

Major surgery (not including dental work)

Birth of your first child

Birth of your second or later child

Having a chiid with a disability or serious illness
Starting a new, close personal relationship

Getting married (or starting to live with someone)
Problem or break-up In a close personal relationship
Divorce or separation

Becoming a sole parent

Increased hassles with parents

Serious conflict between members of your family
Parents getting divorced, separated or remarried
Death of partner or close family member

Death of a child

Stilibirth of a child

Miscarriage

Death of a close friend

Leaving home for the first time

Difficulty finding a job

Return to study

Beginning/resuming work outside the home

Change in your type of work'hours/conditions/responsibilities at work
Distressing harassment at work

Loss of job

Partner losing a job

Parent losing a job

Decreased income

Natural disaster (fire, floed, drought, earthquake etc) or house fire
Major loss or damage to personal property

Being robbed

Involvement in a serious accident

Being pushed, grabbed, shoved, kicked or hit

Being forced to take part in unwanted sexual activity
Legal troubles or involvement in a court case

Family member/close friend being arrested/in gaol
None of these events

S, MORE THAN
12 VIONTHS AGC

221



Q71

-~ > S Qn >N

~.

Q72

> = QW

N o~

Q73

QM

QOver the LAST 12 MONTHS, how stressed have you leit about the following areas ol your life:

(Mark one on each ling)

"ot MOTAAL  SOVEWWT  WORWEY  VEY  Eomaay

Health of family members > = : oy . [a] ..
Work/employment 8 C s} : O U
Living arrangements s = . - e S ) S
Study D REaeens C doase : ‘ ieiededs O Liaans
Relationship with parents Uil o Povnint D S O SIS O SRl O Sty o
Relationship with partner/spouse ... ol  [e} fey ol .
Relationship with other family members e
Relationship with friends ° < o o

Below is a list of the ways you might have fell or

behaved. Please Indicate how often you have mAaLy DOCASTNALLY
felt this way DURING THE LAST WEEK. Pl B S S i
(Mark one on each ling) fesitun,  OFTRETIVE  OFTHETIVE  THETIVE

T Ndbm QA 5-Tom

| was bothered by things that don't usually bother me - !

| had trouble keeping my mind on what | was doing G o

| felt depressed -

| felt that everything | did was an effort 122 O SRR O ST © TR ¢
| felt hopeful about the future O UISeH © favvss

| felt fearful oY, o) =

My sleep was restless n C o} o1m)

I was happy , = el e
| fettlonely . it 16300 NeNaeats © enaons o
I could not 'get going’ o) P {o}- ®,
I felt terrific ... ... KRR RRRRRRIRITS - L & F: < LR @Y 7)o ) ) 85 ¢

In the PAST WEEK, have you been feeling that life lsn't worth living? (Mark ore only)
Yes . No

In the PAST 6 MONTHS have you EVER deliberately hurt yourself or done anything that
you knew might have harmed or even killed you? (Mari ane only)

Yes ~ No

If you answered YES to either of the last 2 questions, you might like to talk to someone

about how you are feeling. You could ring Lifeline on 131114 (local call).

WY T il I sl - seeang unvey v wovmm Ay tivir 201 < page 271
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women s health

0,75 In the LAST WEEK, how much time In total did you spend doing the following things?

U

D

Q77

Q78

Chapter 10: Appendices

——

(Mark one on each line)
()

0O THS 115 16-8 B8
MY U Houks HOWS

Full time paid work

Permanent part-time paid work
Casual paid work

Home duties (own/Tamily home)

Work without pay (eg family business)
Studying

Unpaid voluntary work

Active leisure (eg sport) .

Passive leisure {eg TV, reading)

Do you normally do any of the tollowing kinde of work?
(Mark all that apoly

Paid shift work

Paid work at night

Paid wark from home

Run your own business

None of the above

Are you happy with the number of hours of paid work you do?

(Mark gne anly, éven if you have no paid work

Yes, happy as is — — go to Q80
No, would like to do more —+  go to Q79
No, would lke to do less  —-+  go to Q78

What is the main reason you would like to do fewer hours of paid work?
(Mark gne pnly

Child care

Other family reasons

Health reasons

Would like more time for letsure/for myselifto do other things

~+ —goto Q80

/s about juggling time
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@79 wWnatis the MAIN reason you do not do more hours of pald work?
(Mark pne only)
~ Can't find a suitable job (eg with right hours/suits my skills/nearby)
= Child care
~ Other family reasons
Health reasons
My spouse/partner prefers | don't work (more)
Language difficulties

080 Do you regularly provide unpald care or assistance (eg personal care, transport) to any
other person because of their long-term lliness, disabllity or frality?
(Mark one anly)

Yes

No
(87 Managing time Is often difficult, How often do you feel: o :;: e ‘:‘n"
{Mark gne on each line) DA AWEEK  AWEER  ANOWTH

# That you are rushed, pressured, toobusy? .. . 8] =) fe) =
41 That you have time on your hands that you don't know what
fo do with?

ext questions apply only If you have a child or children.

If you have no children, please go to Question 84,

Q82 Most parents need someone to care for their children when they cannol.
How satisfied are you with your child care arrangements? (Mark ong onily)

Very satistied - Satisfied ~ Dissatisfied ~ Very dissatisfied
~ Notapplicable —+ g0 to Q84

. A B
(@83 How often did you use child care in the LAST WEEK? M e
(Mark one In aach column if applicable) (g gt carn. (egionly,
A, Ve,
ceasges and 0 babysier)
Less than 5 hours per week RO IPOOIPOCORRORIRIR " $ 3 (s [
5 - 10 hours B T .
11 - 20 hours qareeys S558383 : Brsessss |
CF PN - casveviversrrrvrrsssrvissopaisisisissrivivisvsrrvsvie S Gl pimsnisdvrrvyry
OTE AT S0 OB e v eennennseerbactibosnininindersrssnissssssss RRERED C C

W § Al autralia « sEcond sliivew K wevmme o thfe 208 - jrage 23
" Em
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womens health

—

/s about family and friends

084 Who lives with yau? (Mark all that apply

d
b

Q86

087 This question Is about your relationship status based on your current living arrangements.

Yeos

No-one, | live alone
Partner/spouse

Own children

Someone else's children
Mother

Father
Step-mother/step-father
Brothers/sisters

Other adult relatives

Other adults who are not family members

| live in group accommodation (eg hall of residence, hostel etc)

If you have no children fiving with you, go to Q86.

it you have children living with you (your own or your partner’s}, how many are:

(Mark one an 2ach line}

Under 12 months
12 months - 5 years
6 - 12 years

13- 16 years,

These questions are about getiing on with other pecple.

Yos

™wo

Has anyone close to you tried to hurt you or harm you recently?

Are you sad or longly often?

Do you feel that nobody wants you around?
Does anyone in your family drink a lot of alcohol?
Are you afraid of anyone in your family?

Do you have enough privacy at home?

Have you ever been in a violent relationship with a partner/spouse?

Has anyone close to you called you names or put you down or made you feel bad recently?

None of the above

Are you: (Mark gne only)

Living in a registered marriage
Living in a de facto relationship
Not marmed

eunen § Medly duttrilia

g survey A wiveiet i thew 2Ot

page 24

Mark all that apply)
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Q88

Q89

Whalt is your FORMAL registered marital status?
(Mark ene only)

Never married

Married

Separated

Divorced

Widowed

People sometimes look 1o others lor companionship, assistance, or other types ol support
How often is each of the following kind of support available 10 you if you need it?
(Mark one on aach fing) WHE  ALUTTLE  SONE  MOST AL

OF THE OF TRE OF THE OF TRE OF THE
™ e ™ TvE TNE

Someone to help you if you are confined to bed

Someone to take you to the dector if you need it

Someone to share your mest private worries and fears with
Someone to turn to for suggestions about how to deal with
a personal problem

Someone to do something enjoyable with

Someone to love and make you feel wanted

Have you EVER experienced any lorm of physical, mental, emotional or sexual abuse
or violence, either as a child, in an adull relationship, or at any other time?

(Mark one aniy)

Yes
No )
Don't want to answer ~+ goto Q92

I YES, was the violence/abuse you experienced:
(Mark all that apply)

Yas

Physical abuse (eg pushed, grabbed, kicked, hit, shoved, slapped, shaken, restrained)
Severe physical violence (eg beaten up, thrown, choked, bumnt, threatened or attacked with
a fist, knife or gun)

Emotional abuse (eg called names, threats to harm or kill, humiliated, bullied, criticised,
locked up/isolated, refused access to work, medical care or money, told that your children or
pets would be harmed)

Sexual abuse (eg rape or attempted rape, sexual assault, fear of sexual assault, forced to
engage in unwanted sexual practices)

Harassment (eg stalking, Ioitering, interfering with property, offensive mail or telephone calls)



women s health

Chapter 10: Appendices

*

/s about you and your life

0.92 How offen have you moved your place of residence in the PAST 3YEARS? (Mark ane oaly)

Never —  Once 0 Twice 1 Three times or more

093 What is your postcode NOW? Djj]

(Write clearly In boxas provided)

PLEASE LET US KNOW YOUR NEW ADDRESS OR AN ADDRESS

094 What Is the HIGHEST qualification you have completed? (Mark ane only)

No formal gualifications
Year 10 or equivalent (eg School Certificate}
Year 12 or equivalent (eg Higher School Certificate)
= Trade/apprenticeship (eg hairdresser, chef)
~ Certificate/diploma (eg child care, technician)
= University degree
Higher university degree (eg Grad Dip, Masters, PhD)

WHERE WE CAN CONTACT YOU BY FILLING IN THE ENCLOSED CARD.

095 We would like to know YOUR main occupation NOW and that of both your main caregivers

while you were growing up. (If you are a student, mark the occupation you are studying for.)

(Mark one in each column)

Manager or administrator (eg magistrate, farm manager, general manager,
director of nursing, school principal} ... ..

Professional (eg scientist, doctor, registered nurse. allied heaith professional,

teacher, artist) ........ . _

Associate professional (eg technician, manager, youth worker, poloeofﬁoer) +

Tradesperson or related worker (eg hairdresser, gardener, florist) ... .
Advanced clerical or service worker (eg secretary, personal assistant, flight
atfondant; LW Slatk) L iisisssssssssesns i G s i i s sa e s

Intermediate clerical, sa!eso:semoewocker(equmsi word processing/data entry

operator, receptionist, child care worker, nursing assistant, hospitality worker)
Intermediate production or transport worker (eg sewing machinist, machine
ODOTEROE, DUS TAVAN 2.0 s0uss s nuasnuunaax i< ersososnsrnssrs(aessasasarass snsas
Elementary clerical, sales or service worker (eg tulmgfmaldem.pannng
inspector, sales assistant, telemarketer, housekeeper) ... ... .
Labourer or related worker (eq cleaner, factory worker, general farm hand,
kitchenhand) . .......... . PP, i

Nopaidjob ...
Don't know or not applicable TR e T eoexsavuras

A

B
MOTHER {
STEr
MOTHER

C
TATHER
STEP-
FATHER

women t Ivaith awatraléa - second surves for wommn in thedr 203 - pagz 25
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Q96

a

Q97

Q98

Q99

Q100

We are interested In the HIGHEST educational qualification of your parents (or othar main
careglvers while you were growing up).
(Mark one on gach ling)

0w nGHn
O UWALINT  EQUNSLINT  QUALBCATEN  PLoNs OteAnt oGt

Mother or step-mather
Father or step-father

Have you aver been unemployed and aclively seeking work? (Mark one only)
No, never
Yes, for a total of less than 6 months
Yes, for a total of 6 months to 12 months
Yes, more than 12 months

4  What Is the average gross (before tax) Income that you receive each week, Including
pensions, allowances and financial support from parents?

O What is the average gross (before tax) Income of your household (eg you and
your partner, or you and your parents sharing & house)?
(Mark one for yourseif and
one-for your hiousehold) A B

No income ;
$1-8119 (81-§6,239 annually) . . . . . . ... . . SN -
$120-$299 ($6,240-$15,999 annually) =

$300-$499 ($16,000-$25,999 annually)

$500-$699 ($26,000-$36,999 annually)

$700-$999 ($37,000-$51,999 annually)

$1,000-81,499 ($52,000-$77,999 annually)

$1,500 or more ($78,000 or more annually)

Don't know

Don't want to answer

| live alone (household income is the same as mine)

How many people (Including yourself),
are dependent on this household income? EI:]
(Wrize number in boxas)

DAY MONTH YEAR

What is your dato of birth? [ L] L | ] il[?[ l ]

(Wiite date in boxes)

worren§ Aegdth austraiie - scond wurvey for women a0 e 201 < page 27
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women's health  is about you and your future

Q101

Q2

Q103

Q104

Q105

Q106

N

—

When you are 35, would you like to be In: (Mark gne only)

Full-time paid employment
Part-time paid employment
Full-time unpaid work in the home
Self-employed/own business

When you are 35, what would be your ideal job? (Please specify in this box)

When you are 35, would you like 1o be: (Mark ane only)

Married
In a stable relationship but not married
Single (not in a stable relationship)

When you are 35, would you like to have: (Mark one only
No children 2 children
1 child 3 or more children

When you are 35, would you like to have more educafional quaiifications than
you have now? (Mark one only)

Yes No Not sure

In general, how satisfied are you with what you have achleved In each of the following
areas of your life? (Mark gne ¢n eagh ling)

vy 0% VERY
SATSFED SATISFED SATISFED SSATISFED

Work
Career

Study

Family relationships

Partner/closest personal relatonship
Friendships

Social activities

Motherhood/children
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Have we missed anything?

If you have ANYTHING else you would like to tell us, please write on the lines below.

Thank you for taking the time to comp/ete this survey.
Ifyou need help to answer any of the questions, ring our Freecall number 1800 068 081.

omin S alth aatralds - second sarvey for women i their 201 - page 29
" Em
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When you have completed the survey, please sign the
next page and send the survey back to us as soon as
possible. We will detach the consent form and store it in

a separate locked room.

1 §078% o post this bacy G
o
; %

Please let us know your new details if you move,

change your name or your telephone number.

If you have any questions you can contact us by telephoning
1800 068 081 (This is a FREECALL number)
or writing to us.
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CONSENT

1 consent to the researchers ‘'matching' the information provided in this
survey with that provided in the first survey (1996) so that any changes in
my health during the last four years can be noted.

Signature; l ] Date: [:I

Help us keep in touch!

Sometimes we lose touch with our participants. It would be helpful if you could give us
details of parents, a relative or friend who will be able to help us find you.

Name: I ]

Address:

Postcode:
5'#53& l Relationship to you: |
Nome: | |
Address: _

Postcode:
m:' | Relationship to you: |

Please compiete this box If you have filled in this survey on someone eke’s behalf. This
helps us to keep our records as accurate as possible.

Your name: | |
Relationsh

to participant: | |
Resson: | ]

Thank you for taking the time to fill in this survey.

woumen S Balth anartratia ~ seond vy for wonsn R the iy 207 - pagg 1N




Chapter 10: Appendices

T University of Newuasthe, Callaghan NSW 2308
R g Phone: 02 4921 8608, Fax: 02 4921 7415, Email: whasec @ mail le.ocke i
Web: hupnu newcastle o m'wha

u Australian Longitudinal Study on Women’'s Health

wovren § Sl austeally -setond survey foc mamen bt thet 204 - page 32
HE N
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APPENDIX G SURVEY 3 (2003) FOR THE AUSTRALIAN
LONGITUDINAL STUDY ON WOMEN’S HEALTH 1973-78
COHORT (25-30 YEARS)

woImen's

australia

secopia- ' SNEVMfor

womel/BEr, - VENEE20’ s

March 2000
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How to complete this survey

This is the second "main" survey for women in their 20's.
As the purpose of the project is to look at changes over time,

some of the questions are the same as those in the first survey.

Instructions:

* Use a blue/black biro or 28 pencil B T T T T )
« Do not fold or bend =

= Erase mistakes fully e X
= Make no stray marks Please MARK LIKE THIS: &

Please answer avéry question you can. If you are unsure about how {0 answer a question, mark
the response for the closest answer to how you feef,

Please read the nstructions above each question very carefully. Some require you fo only answer
those options which are applicable to you. Other questions require you to mark one answer on
ach line. The questions may ako refer to different time periods.

Please write any comments or important /nformation on page 29 only. We are not
able to read comments written throughout the survey.

Example 1.
In general, would you say your health is:
{Mark ane only)

Excellent

Very good

e Good- You would mark this one il you think your Health is good
Fair
Poor

Example 2.

What Is your postcode? 0

PRINT clearly in the boxes) [2 | 3 O 8

If you need help to answer any questions, please ring 1800 068 081
P 2 (This s a Z'Eau :umber)ng

* IF you are concerned about any of your health experfences and would fike some help, please
contact:

« Your nearest Women S Health Centre or Community Health Centre,

« Your general practitioner for advice about who would be the best person in your
community for you to talk to.

* I you feel distressed NOW and would like someone to talk to, you could ring Liteline an
131114 (local call).

v 5 At vt - secont! sy’ Roe vy A thelr 205 « page 3
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womens health  is about using health services

Q7

a

b

b

g

How many times have you consulled a family doctor or another general practitioner (GP)
for YOUR OWN HEALTH in the LAST 12 MONTHS for:

Mark orie o 2ach ine)
|3
3 A §-4 1-9 "2 T
Nime ONCE ™ Tiwes s s TIMES e 12 TivES
Pap tests, contraception,
routine pregnancy checks

All other reasons

How many times have you consulted a specialist doctor for YOUR OWN HEALTH in the
LAST 12 MONTHS?

(Mark one on each line
NeE
3 4 $:5 73 n-12 TH
NONE ascE TWICE TIVES s vEs TMES 12TES
Pap tests, contraception,
routine pregnancy checks
All other reasons

Have you consulted the following people for YOUR OWN HEALTH In the LAST 12 MONTHS?
Mark all that apply)
A hospital dactor (eg in outpatients or casualty)
An allied health professional (eg opfician, dentist, physiotherapist, counsellor etc)
An “alternative” health practitioner {eg naturopath, acupuncturist, herbalist etc)
A family planning service
A sexual health service
None of these people

Yas

Have you been admitted to hospital in the LAST 12 MONTHS for any of these reasons?
Mark !l that agply)

Normal childbirth

Problems during pregnancy

All other reasons

Not admitted

When you go to a General Practitioner T

Mark one gn each fine) WATIF  SOVE- L]
AMAYS  THETIME TS NEVER

Do yeu go to the same place?
Do you usually see the same doctor?

ma t 2 044 g lf2 oot vy for ety A phes L .o d
RIS § RO LSV - SO NiTHY NOIED (0 e N0 - ppy 4



Q7

Q8

Q9

Chapter 10: Appendices

Here are some questions about your MOST RECENT VISIT to a general practitioner,
In terms of your SATISFACTION, how would you rate
each of the following: (Mark one on £ach ling) PUCRLLENT a @0 e oot

How long you waited to get an appointment

Length of time you waited in the waiting room

The amount of lime you spent with the doctor

The doctor's explanation of your problem and treatment
The doctor's interest in how you felt about having the tests,
treatment or the advice given

Your opportunity to ask all the questions you wanted
The technical skills {thoroughness, carefulness,
competence) of the doctor

The personal manner (courtesy, respect, sensitivity,
friendliness) of the doctor

The cost to you of the visit

(Mark here if NO COST) t

The visit overall

In general, do you prefer to see a lemale doctor? (Mark one only)

Yes, always Yes, but only for certain things No Don't care

Thinking about YOUR OWN HEALTH CARE, e o
how would you rate the lollowing now EKELRVT GO0 G000 i ook Kow

Mark pne on each ling)

Access to medical specialists if you need them
Access to a hospital if you need it

Access to after-hours medical care

Access to a GP who bulk bills

Access to a female GP

Hours when a GP is available

Number of GPs you have o choose lrom
Ease of seeing the GP of your choice

Ease of obtaining a Pap test

Access to a counselling service if you need it
Access to a Women's Health Centre or a Family
Planning Centre

Do you have a Health Care Card? Tris 15 a card that entitles you to discounts and assistance

wilth medical expenses. This & nol the same as a

Yes No

Medicare card. (Mark one anly
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0/0 Do you have private health insurance for hospital cover? If not, mark the main reason why,
(Mark ane only)
Yes
No - because | can't afford the cost
No - because | don't think you get value for meney
No - because | don't think | need it
No - other reason

O 77T Do you have private health insurance for ancillary services (eg dental, physioctherapy)?
If not, mark the malin reason why. (Mark ope only)
Yes
No - because | can't afford the cost
No - because | don't think you get value for money
No - because | don't think | need it
No - because the services are not available where | live
No - other reason

O/',—? Have you ever been lald by a doctor that you have: VIS INTHE YES, VIDRE THAM
(Mark all that aoply
7 Gestational diabetes (during pregnancy)
o Insulin dependent (Type |) diabetes
- Non-insulin dependent (Type Il) diabetes
¢/ Heart disease
¢ Hypertension (high blood pressure) during pregnancy
! Hypertension (high blood pressure) other than during pregnancy
7 Low iron (iron deficiency or anaemia)

/1 Asthma
/ Postnatal depression
Depression (not postnatal)
& Anxiety disorder
" Endometriosis
/7 Unnary tract infection
/1 Chronic fatigue syndrome
o Chlamydia

/7 Genital herpes
7 Genital warts (HPV)
/' HIVorAIDS
5 Hepatitis Bor C
[ Cancer (Please specify on page 29)
17 Other major illness (Please specify on page 29)
¥ None of these conditions
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women’s health isabout coping with common problems

QI3 P
In the LAST 12 MONTHS, have you had

Chapter 10: Appendices

’“

For the i you did seok
any of the following: (Mark aif that soply problams heip, please
For all that apgly, answer columns A, B and &) you had, mark If you

did you ware NOT

seak halp? satisfied with

thal heip,
iy me om | R | et
L J L4 L v v
« Allergies, hayfever, sinusitis ... n] - SR
) Headaches/migraines ... .. ... I, ) -
¢+ Severe tiredness !
el Baekpain. vesessobn Lt ABROR ST RRNER SO TRl ¢ o 656 e - sonvind
« Urine that bums or stings ... X -
[ Loaking uring  uisiiciiessziisisia i O [RRNES ()T sasth [
- Constipaton ciivu . iivviiiaiiseiaiim G Baate ) - (w] A 3 {
It Haemorrhoids {piles) .. ... 0 o) o C
 Other bowel problems ... . Wb € (3341 CF vasid ... O (s
| Vaginal discharge orimitation ... .o C
I Premenstrualtension . ... ] CTTETRIY . RESOORE C
! Ireqular periods ... ......cooe i e G - ¢
111 Heavy periods . ISSUPPTN - (REmeA) PRSI -
11 Severe perfod pain b ) fRNds (- Kannp - NN - T L
O Skin probl@ms ... .. ceiie e i /M) R | - PEOREE
j» Difficulty.sleeping ...t o tel = FEeen Ve 3
(| Depression .,.. sasessherese i CIERRER(.) SRE (0] - PR B i R
I Episodes of intense anxiety
(eg panic AHACKS) .. ... ... . ... (e deCl s ... - R SRR [
» Palpitations (feeling that your
heart Is racing ar fluttering in
your chest). ... 1| 0. c
I 1 have had none of these problems in the last 12 months
m—-iwm-nwm_kn‘n_rmmmm)-'m? 'y -
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women's health s about how you are feeling

.

[he questions on this page ask only about NOW - how your health is NOW

and abourt how your health limits certain activiries NOW.

QM

(215

Qi6

o

b

d

o
o

h

rrrrrrini
~

In genarml, would you say your health is:
(Mark one anly)

Vary good

Good

Fair

Poor

Compared 1o one year ago, how would you rate your health in general now?
{Mark one oniy)
Much better now than one year ago
Somewhal better now than one year ago
About the same as one year ago
. Somewhal worse now than one year ago
~  Much worse now than one year ago

The following questions are about activities you might do during a typical day,
Does YOUR HEALTH NOW LIMIT YOU in these activities? If so, how much?

(Mark ong on aach ling) N na NI
o dme
VIGOROUS activities such as running, lifting heavy objects, 4 Y Y
participating in SreNUOUS SPOMS . ... ... ittt aiia et O ShSians O ".','.'.'m
MODERATE ACTIVITIES, such as moving & table, pushing Vrum
a vacuum cleaner, bowling or playing ol .. ...............ccooociiiiins ,-.«:......... S et i
LIfling OF CAMmying QIOCBIBS . ..vuvuiiisiierivivmrmrrmssisrrersysraseseans e e 0 SS=t k) 2
Climbing SEVERAL flights of stairs ... .. PR CRESRRaReaut FEBTCERRET W e mrnnns O usbibll O 8
CllmbingONEﬂigmofs(aim ............ TRy cerennneees 100D Shabared € bk ees C
ng, kneeling or S100pING .. ... TP, ) Shararas O auvaeay L
Waﬂdng MORE THAN ONE kilometre ...............coovvns D — y C GPeesieey . PR, )
Walking HALF a kilometre ................... _-
WaIKING 100 MBIES ...vvvvvvvivinssvsrssiomrmioeiorirers — ey fat
Bathing or dressing yourself ... ... iiii C) SRR 1) ssddnnns

M)MM ~ srvend ey fire senive o el 203 pa s
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Q17

oW

™

Q9

Q20

Q21

Chapter 10: Appendices

During the PAST 4 WEEKS, have you had any of the following problems with your
work (Including your work outside the home and housework) or other reguiar daily
activities AS A RESULT OF YOUR PHYSICAL HEALTH?

(Mark one on each line)

Cut down on the amount of time you spent on work or other activities

Accomplished less than you would fike

Were limited in the kind of work or other activities

Had difficulty performing the work or other activities

(for example it took extraeffort)

During the PAST 4 WEEKS, have you had any of the following problems with your
wark or ather reqular daily activities AS A RESULY OF ANY EMOTIONAL PROBLEMS
(such as feeling depressed or anxious)?

(Mark ane on each ling) vis N

Cut down on the amount of time you spent on work or other activities
Accomplished less than you would like
Didn't do work or other activities as carefully as usual

During the PAST 4 WEEKS, to what extent has your physical health or emotional
problems interfered with your normal social activities with family, friends, neighbours
ar groups?

(Mark one anly)

Not at all
Slightly
Maoderately
Quite a bit
Extremely

How much BODILY pain have you had during the PAST 4 WEEKS?
(Mark one only}

None

Very mild
Mild
Moderate
Severe
Very severe

During the PAST 4 WEEKS, how much did PAIN interfere with your normal work
(including both work outside the home and housawork)?
(Mark one only)

Not at all
A little bit
Moderately
Quite a bit
Extremely
wettert § faith aistrailte - svavut sy Sor woimess in thear 20 - page ¥
" EN
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()22 For each question, please give the one answer that comes closest to the way you have
been feeling. How much of the time during the PAST 4 WEEKS:
(Mark onre on each line) —

1T
Bl
{
1
?.
1
g

-3

Did you have a lotolenergy . ....................

...................................

3
:
:

&

During the PAST 4 WEEKS, how much of the time has your PHYSICAL HEALTH OR
EMOTIONAL PROBLEMS interfered with your soclal activities (iike visiting friends,
relatives, etc)? (Mark one only}

Al of the time o Alitle of the time

© Mostof the time. “+  None of the time

. Some of the time

()24 How TRUE or FALSE is EACH of the following statements for you?
(Mark ane on each ine)

@ | seem to get sick a Itlle easier than other people ,
I1 lam as healthy as anybody | know ... ... :

L L TR L P L PR T PP

d Myhealthisexcellent ....................c.o....cooiiiiiii. >

N
1
.
:
2
i

Q25 1 you have any serious iliness, candition or disability, pleass write in the box below.

{
(226 Do you regularty NEED help with dally tasks because of a long-term [liness or disability
(eg help with personal care, getting around, preparing meals etc)? (Mark gne anly)
- o Yes “1 No
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women s healtl isabout sexual and reproductive health

Q27

a

Q28

QO

Q29

Q30

Q317

a

b

—

Your first menstrual period | || yrs Not applicable
Your first sexual intercourse D:] yrs Not applicable
Your first baby 1] s Not applicable

The next question applies only if you have ever had a baby.

If you have never had a baby, please go to Question 29.

How would you rate the help you had in the FIRST 3 MONTHS, with your firsi baby.
from the following:
(Mark one.an each line)

Partner
Family
Friends sl : ORI . Lo ).
Health Services ! ) e}
In the PAST 3 MONTHS, about how many times have you had a menstrual period?
{Mark one only)
None = One — Two = Three  ~ Four Five or more

Which of these most closely describes your sexual orientation?
(Mark one only)

| am exclusively heterosexual

| am mainly heterosexual

| am bisexual

| am mainly homosexual (lesbian)

| am exclusively homosexual (lesbian)
| don't know

| don't want to answer

How many sexual partners have you had? (Write a number in the box. Write 0" if nane.)

Male sexual partners I:] ~ Don't want to answer

Female sexual partners [: ~ Don't want to answer

women { Meokth avitrsiay - sxood wurvey Bir womzn i their 20% - paze 11
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i
e |

()32 Which of the following apply to you NOW: (Mark ail that aoply)
- 7] m | don’t need to use any contraceplion (eg pregnant or no sex)
. h | choose not 1o use any confraception (eg want 1o be pregnant)
-— ¢ luse the oral contraceptive pil for contraception
- «  1usethe oral contraceptive pill for othet reasons
- ' | use condoms for contracepbon
- [ 1usecondoms (or other barner methads) for pravention of infection |
— 1 luseanother methoed of contraception |
|
()33 For how many years in total have you EVER taken the oral contraceplive pill? |
IMark ene only)
-— Never 1 or lass 2 3 o 4 -1
— 6 7 8 a 10 or mora
()34 Are you currently prognant? (Murk ang only)
- Yes No Don't know
()35  How many times have you had each of the following? o A A e 8
(Maek all that appiy) i i ) o
L Yy r . '
- " uv&bm ‘mmmuw”w fhrahassasiirciaimnacsnsc i P aNEARL L) SRiaa L dnanal D Saie L0
- B Live premature birth (36 Waeks OF I888) . .......oooimremrrirrony himmras ' pmpme Cdomaans (10 Suiak )
— T | e . LT T T T TR - Ry 1 ) nvg.-';’»oo”' um'l',
- (‘ wmmg‘. so ol . . shoens Rl S o fewaeng!, uuo'%'
- + Terminaton (awum} ieaniee Seamiaranansveesrul 5A:-1'1§:n D amrnn C 'on_q_.\“fuui“
()36 when did you last have a Pap test? A Pup ls! (for corvical cancer) is a foutine lest carmed out
Ly a toctor or nurse dunng a&n iInte:nil (vaging!) examinaton. (Mark one anly)
- “ I have never had a Pap test —+ —goo Q38
- ~»  Less than 2 years ago
- ~ 2-5yearsago
- - More than 5 years ago
- Not sure
()37 Have you EVER had an abnormal Pap test? (Mask ane only)
- ~ Yes © No
()35  Have you and your partner (current or previous) ever had probiems with infertility (that
is, tried unsuccessiully 1o get pregnant for 12 months or maore)? (Mark one only)
— Never tried to get pragnant
- No problem with inferfility
- Yes, but have not sought halp/treatment
- Yas, and have sought help/treatment
b il it s D - oy £ e
- -E B
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women s health

Q39

Q40

041

Q42

Q43

Q44

W

045

b

Chapter 10: Appendices

How tall are you withoul shoes?

(if you are not sure, please I_I_lj cms

estimate)

How much do you weigh
without clothes or shoes?
(I you are not sure, please
gstimate)

[T

/s about health habits

OR D t [:—[_— ins

OR II]Z%H‘,“-’.{ [:]_[ ‘!n-,’u.l"ls

It you know your weight at birth, or can find out (eg ask your mother, or from your full

birth certificate), write it here.

S——

Birth weight

|:r | larams OR ED pounds rﬁl_‘l ounces

How much would you LIKE to weigh NOW? (Mark ane only)

Happy as | am 1-5kg less
1 - 5 kg more 6- 10 kg less
Qver 5 kg more Over 10 kg less

How often have you gone on a diet (that is, limited how much you ate) in order to lose
weight DURING THE LAST YEAR? (Mark one only)

Never
1 -4 times
5-10times

More than 10 times
| am always on a diet to lose weight

Excluding pregnancy, in the last FOUR YEARS, how many times have you:

(Mark one an each ling)

Lost 5 kg or more on purpose
Lost 5 kg or more for any other reason

Gained 5 kg or more which was previously lost on purpose

In the PAST MONTH, how dissatisfied have you felt aboul:

(Mark one on each line)

L0 XUrery S v o thedr 20N

NOT A7 ML
[XSSATISFED
Your weight
Your shape
oo Hedh matrally
|

V-1 36 30RNDRE
WYE TMES TVES. TS
SLGHTLY MOCERATELY MRREDLY
HESSATISFED DXSSATISFED DISSATISFED
pagr 13
m
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Q46

Q47

Q48

Q49

Q50

8]

Have there been times when you fell that you have saten what other people would regard
as an unusually large amount of food GIVEN THE CIRCUMSTANCES? (Mark one only)

Yes, in the Yes, more than No —+ IF 1O, goto Q50
past month one month ago -

During these times of overeating, did you have a sense of having lost control over your
ealing, that is, feeling that you couldn’t stop eating once you had started? (Mark gne only)

Yes No == [F NO. |goto Q50

During the PAST MONTH, how often would you have overeaten and experienced loss of
contral? (Mark one anly)

Every day

2 - 3 times a week
Once a week

Less than once a week

How long have you been doing this? (Mark one oniy)
3 months or less . 4-6months ~ More than 6 months

In the LAST 12 MONTHS, have you used any of How often In the LAST
these methods 1o control your weight or shape? MONTH did you use each of
(Mark afl that apply) these methods to control your
(For ali that apply, answer columns A and B.) weight or shape?
(Mark all that appiy)
YES 13 LESSTHAN WOt
TELAST BER TMES  OWE OMCE M
12 WATHS A AMEX  AWEER  AMER AL
7 Vigorous exercise
01 Vomited on purpose after eating
¢ Used laxatives, diuretics or diet pills
o Attended commercial weight loss program

(eg Weight Walchers, Jenny Craig) J
¢ Meal replacements or slimming products
(eg Limmits, Herbalife) .
/" Cut down on size of meals or between
meal snacks .
£ Cut down on fats and/or sugars -
/) Cutout meals (fasted) =
/ Smoking . <

I have not used any of these methods

wevmaN Y Az it Juatrally ~ il Wuney dar women it thelr 200 - paye 14
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Q51

Do you EXCLUDE any of the following food groups It YES, how long have you been
from your diet? (Mark all that apply) excluding this lood group?
(Mark all that apely)

LESS Ty 1.5 VOSE THAN
YES TYIAR Yias § YEARS

< Red meat (beef, lamb, pork)
O Fish

¢ Poultry

o Eggs, milk and milk praducts

“ | do not exclude any of these food groups

052 During the PAST 4 WEEKS, how many ditferent types ol medication (eg tablets or

medicine) have you used which were i
ot ™o THIEE wRk

(Mark all that anply)

< Prescniption medication for your nerves
(eg Valium, Serapax, Ducene etc)

1 Prescription medication to help you sleep
(eg Normison, Mogadon etc)

¢ Prescription medication for depression
(eg Prozac, Aropax efc)

o/ Other medication prescribed by a doctor
(excluding the oral contraceptive pill)

¢ Other medication bought without a prescription at
the chemist, supermarket or health food shop

I None of these medications

40 are half way ¢hy Ugy

The following sections are about other health habits, time use,
your relationships and your future.

Often, there are no 'right’ or ‘wrong' answers - we are interested only in
your opinion or feelings.

If you feel uncomfortable about answerin;,a .%uest/bn, Just feave it and go on
to the next one, but please try to Iinish the survey if you can.

You may like to take a break now and do the second part later.

WTNY § ARl aatralie « seond sunwy for wamen ) thei 201 « page 13
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053 How often do you currently smoke cigareties or any tobacco products? (Mark one only)
Daily —+ —gotoQ54a
At least weekly (but not daily) —+ —go to Q54b
Less often than weekly ] =
-+ gotoQ55
Not at all 2
054 d It you smoke daily, on average PRINT 2 summhes in e o
how many cigarettes do you cigarettes per day =+ — go to Q58!
smoke EACH DAY? [:ED g0
&L if you smoke, bul not daily, PRINT S sxymbat In th bos
on average how many cigarettles clgarettes per week
do you smoke PER WEEK? [:ED
055 In your lifetime, would you have smoked at least 100 cigarettes (or equivalent)?
(Mark grie only)
Yes No =+ IFNO,  gotoQ59
055 Have you ever smoked daily? (Mark one only)
Yes No =+ IFNO, — gotoQ59
@57 At what age did you finally stop PRONT i Syriber 0 i o
smoking daily? [:D years old
@58 A1 what age did you start ERNT O iy e
smoking daily? D:] years old
059 How often do you usually drink alcohol? (Mark one only)
| never drink alcohol —  go 1o Q62
Less than once a month ~ On3or4days aweek
Less than once a week On 5 or 6 days a week
On 1 or 2 days a week Every day
050 On a day when you drink alcohol, how many standard drinks do you usually have?

Q67

(Mark one only)

1 or 2 drinks per day
3 or 4 drinks per day

5 to 8 drinks per day
9 or more drinks per

How often do you have five or mora standard drinks of alcohal on one occasion?

(Mark one only)

Never About once a week
Less than once a month More than once a week
About once a month

wareiesy I health asatradia - s sareey By women i i 20% - page 16
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-
()62 The following question asks about the use of drugs for NON-MEDICINAL purposes.
Wer want o know aboul geneny] paiterns of usa Plesse &0 00t give detaily of specifc Mstances of use.
If you have NEVER used any of these drugs. mark hore =4 = and go lo Q65 -

It yes" to |, please answer Il and I, (Mark all that apply)

o Marijuana (cannabis, hash, grass. dope. pot, yandi) . 1
b Anmigesics {eg Aspinn, Paracetamol, Mersyndef)
¢« Amphetamines (eg speed, uppers, methylamphetamine, MOA) -

Ir  Ecstasy/designer drugs (eg E. eccies, MDMA) ... ...

k  Bambiturates (eg barbs, downers. purple heans) ...
| Steroids ..

§
i
3
i
:

()34  Have you ever used any of the drugs listed above
in combination with: (Mark one on each ing)
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065

o

i

a

b

d

I'he next two questions are about the amount of physical

actuvity vou did LAST WEEK.

How many times did you do each type of activity LAST WEEK?
Only count the number of lirmes when the activily lasted for 10 ninutes or more.
(I you dicd not do an activity, esse wiite *07 i the ba. )

PN me el 1 e b

Walking briskly (for recreation or exercise, or o get from

PIBES IO PIACE) 1+ v v vuvrunsrrsnspasasssasarnsssssarsraiasssssssssonsevnr ED -
Moderate leisure activity (like social tennis, moderate

exercise classes, recreational swimming, dancing) .............. ED -

Vigorous leisure activity (that makes you breathe harder
or pull and pant, like aerobics, compelitive spor, vigorous
cycling, running, swimming) Dj -

Vigorous household or garden chores (that make you
breathe harder or pult and pant) ... ... ED piss

If you add up &l the times you spent in each aclivity LAST WEEK, how much time did you
spond ALTOGETHER daing each type of activity?
(I you ot ot oo an achvity, please witte 0" in the box, )

Walking briskly (for recreation or exercise, or 1o get from

PIROHE RIDINCOY o nimrnn v ik Ko S QAL G IRGIEEE RIS l_l_] hours L.l_l Wk

Moderate leisure activity (like soclal tennls, moderate
exercise classes, recreational swimming, dancing) ... .. [(T7] hous [T ] minutes

Vigorous leisure activity (thal makes you breathe harder
or puff and pant, fike aerobics, competitive sport, vigorous
cycling, running, SWIMMING) ... .., ... [ meus [] ] minutes

Vigorous household or garden chores (that make you
breathe harder or puff and pant)..........................c..oo.... (L Jrous [ ]| | mioutes

Now think about all of the time you spend sitting during EACH DA}

Q67

1

b

while at bome, at work; while getting from place to place or during

YOUr spare time,

How many hours in total do you typically spend sitting down while doing things like visiting
Iriends, driving, reading, watching television, or working at a desk or computer?

On a usual week DAY hotiys [ l ] minules

L1}
Onausual weekend DAY ... ... . . . [ I I"OUPG I] ]mmulcs,

m}m-rwu~umdmﬁtmn:wi!yp; "
HE B
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women’s health isavout how you feel about yourself

Q68

069

(]
h

o

p

Please indicate how often each ol these statements apply to you:

(Mavk ane on each ling)

| can usually dependonothers ... . ...
| am a very organised person T
Sometimes | wonder who | really am ...
| have experienced some very close friendships . ...

My religious or spiriiual beliels are stronger now than they

When faced with a problem, | am very good at devebplng
various solutions ..., J

Whenfacedmthatasklﬁhetoapp!ymwellw ................... ) bdath 0

| denve great pleasure in walching a child master a new skill

...................................

Most conflicts batween pecple can be resolved by discussion ... ..

| am quite seif-sufficient ................oooiiiiin %

In general, | know what | want aut of life <
| often feel lonely even when there are others around me

Life has been goad 0 Me: ... ...

| prater & job that requires little initative™ ... .

| genuinely enjoy work”® . ey
P!umhgforluhregenamﬁmisvewlrmoﬂam TS

.....

.......

* Job' and ‘work’ may refer to paid or unpaid work, volurleer work, or any other task or

chore which occupies your time.

Thinking about your current appeoach to lifa, please indicate how much you think each

statement describes you:
(Mark qne on goch (ine)

In uncertain times, | usually expectthe best .. ... ...,
It something can go wrong for me, twill
I'm always optimistic about my future s sasspns il
| hardly ever expect things 1o QO My way ... ............... .
| rarely count on good things happening 1o me

Overall, | expec! more good things 1o happan to me than
[ H RV SR O 5 R RaRRseaaa i

ATy
SEANH

-----

e © franleh awertivine md;!nkmmuhr”o-nly
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Q70

Have you experienced any of the following evenis? A
Mark all that apolv) YES N THE LAST
= 12 MONTHS

Major personal lliness

Major personal injury

Major surgery (not including dental work)

Birth of your first child

Birth of your second or later child

Having a child with a disability or serious illness
Starting a new, close personal relationship

Getting married (or starting to live with someone)
Problem or break-up In a close personal relationship
Divorce or separation

Becoming a sole parent

Increased hassles with parents

Serious conflict between members of your family
Parents getting divorced, separated or remarried
Death of partner or close family member

Death of a child

Stilibirth of a child

Miscarriage

Death of a close friend

Leaving home for the first time

Difficulty finding a job

Return 1o study

Beginning/resuming work outside the home

Change in your type of work/hours/conditions/responsibilities at work
Distressing harassment at work

Loss of job

Partner losing a job

Parent losing a job

Decreased income

Natural disaster (fire, flocd, drought, earthquake etc) or house fire
Major loss or damage to personal property

Being robbed

Involvement in a serious accident

Being pushed, grabbed, shoved, kicked or hit

Being forced to take part in unwanted sexual activity
Legal troubles or involvement in a court case

Family member/close friend being arrested/in gaol
None of these events

S, MORE THAN
12 VIONTHS ALC



Q71

>

\_\_}QQ -~ Qn

Q72

R, wdh awan N

Q73

QM

Chapter 10: Appendices

QOver the LAST 12 MONTHS, how stressed have you feit about the following areas ol your life:

(Mark one on gach ling)

Own health

Health of family members > 3

Work/empioyment G
Living arrangements (
Study

Money

Relationship with parants UL o Poninst s

Relationship with pariner/spouse
Relationship with other family members
Relationship with friends

Below Is a list of the ways you might have fell or
behaved, Please Indicate how often you have
fell this way DURING THE LAST WEEK.

(Mark one on each ling)

| was bothered by things that don't usually bother me
| had trouble keeping my mind on what | was doing

| felt depressed

| felt that everything | did was an effort

| felt hopeful about the future

| felt fearful

My sleep was restless

I was happy

| felt lonely

I could not 'get going’

| felt terrific

WOBNEY  WEY

STRESSED  STRESSED
SOVE  ORAMCOBWE  MOST
CRALTTE  AVOUNT  ORALLOF
FTETVE  OFTHETVME THETME
10w  Q-dem  5-T0m

In the PAST WEEK, have you been feeling that life lan't worth living? (Mark ore only)

Yes  No

In the PAST 6 MONTHS have you EVER deliberately hurt yourself or done anything that

you knew might have harmed or even killed you? (Mari ane only)

Yes ~ No

If you answered YES to either of the last 2 questions, you might like to talk to someone

about how you are feeling. You could ring Lifeline on 131114 (local call).

WD il JUNErRIN - seeand sievey By wovmm i tivir 201 < page 271
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womens health  is about juggling time
e

075 In the LAST WEEK, how much time In total did you spend daing the following things?
(Mark one on each ine)
001
DOTHS  1-15 f6-M X% B4
MTWETY  HOURS  MOURS  WOWRS  MOLRS  NoUlS

Full time paid work

1 Permanent part-time paid work

¢ Casual paid work

7 Home duties (own/Tamily home)

¢ Work without pay (eg family business)
/" Studying

& Unpaid voluntary work

/1 Active leisure (eg sport).
/ Passive leisure {eg TV, reading)

4

075 Do you normally do any of the following kinde of work?
(Mark all that apoly
a Paid shift work
o Paid work at night
Paid wark from home
a Run your own business
£ None of the above

077 Are you happy with the number of hours of paid work you do?

(Mark gne anly. even if you have no paidd work

Yes, happy as is —+ — goto Q80
No, would like to do more —+  go to Q79
No, would ke todo less -+  go to Q78

078 What is the main reason you would like to do fewer hours of paid work?
(Mark goe only
Child care
Other family reasons
Health reasons
Would like more time for leisure/for myselito do other things

-+ —goto Q80
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-
@79 wnat is the MAIN reason you do not do more hours of pald work?
(Mark png only)

Can't find a suitable job (eg with right hours/suits my skills/nearby) -—
~ Child care -
~  Other family reasons -
~ Health reasons -

My spouse/partner prefers | don't wark (more} -

Language difficulties -

080 Do you regularly provide unpald care or assistance (eg personal care, transport) to any
other person because of their long-term lliness, disabllity or frality?
(Mark gne pnly)
Yes -
No -
(87 wmanaging time Is often difficult. How often do you feel: o ;:: oo
{Mark gne on each line) DA AWEER  AWERR  ANOWTY et
Z That you are rushed, pressured, toobusy? =~ i O 5] =) te) 3 -
41 That you have time on your hands that you don't know what
fo do with? Y -
The next questions apply only If you have a child or children.
If you have no children, please go to Question 84,
082 Most parents need someone 1o care lor thelr children when they cannol.
How satisfied are you with your child care arrangements? (Mark ong only)

Very satistied - Satistied ~ Dissatisfied ~ Very dissatisfied -

" Notapplicable ~+ go to Q84 -
i A B
@83 How otten did you use child care in the LAST WEEK? Fovss o e
{Mari one in each column if applicable) {63 oty o, (eg vl
oo, Vs,
teastes an 244 badystery
Loa8 than'S RoUNS POrWaBK ... ...l s e s SRR ) R R -
5-10 hours R . S ¢ e -
11 - 20 hours oo SEPEOEN: (- 9% Bosesass ¢ -—
Q1 =ENOUE . o5 vovsvsrssrsrsrsrsrsssspspassisssssinininssrsyevesve SUNNINE QO P ttderearsy O -
MOTE AN S0 OIS 14 e eeeeeeenisnriaitiboneininssisrsrssnsesssasss RERRREY a - -
et § alth dutraiie « st sy K wemel o1 thofe QU8 < g 23

H ER bd
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womens health  isabout family and friends
—

084 Who lives with you? (Mark all that apply

Yoz

-— d No-one, | live alone
g b Partner/spouse
- ¢ Own children
- 7 Someone else's children
- le Mother
— f Father
- £ Step-mother/step-father
- h Brothers/sisters
- f Other adult relatives
- / Other adults whao are not family members
-— & llive in group accommodation (eg hall of residence, hostel etc)
If you have no children fiving with you, go to Q86.
085 it you have children living with you (your own or your partner’s), how many are:
(Mark one an gach iine} F0E
NONE ONE ™o THEEE DA NDRE
-— & Under 12 months
— {7 12 months - 5 years
- ¢ 6-12years
- o 13-16 years,
085 These questions are about getiing on with other people. (Mark all that apply)
L
-— 2 3 Has anyone close to you tried to hurt you or harm you recently?
- 2 Areyou sad or longly often?
- ¢ Do you feel that nobody wants you around?
- d Does anyone in your family drink a iot of alcohol?
- le Are you afraid of anyone in your family?
- f Do you have enough privacy at home?
-— & Have you ever been in a violent relationship with a partner/spouse?
- h Has anyone ciose to you called you names or put you down or made you feel bad recently?
— / None of the above
087 This question s about your relationship status based on your current living arrangements.
Are you: (Mark ane only)
- Living in a registered marriage
- Living in a de facto relationship
- Not marmed
et § oMY Qualrilia « pecand survey B waveies in the 208 - page 29
- | | I |
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Q88

Q89

Q90

Q97

b

Chapter 10: Appendices

What is your FORMAL registered marital status?
iMark one only)

Never married

Married

Separated

Divorced

Widowed

People sometimes look 10 others lor companionship, assistance, or other types ol support
How often is each of the following kind of support available 10 you if you need it?
(Mark one on each line WHE  AUTTIE  SONE st AL

OF THE OF TRE OF THE OF THE OFTHE
™ e ™ TivE TE

Someone to help you if you are confined to bed

Someone to take you to the dector if you need it

Someone to share your most private worries and fears with
Someone to turn to for suggestions about how to deal with
a personal problem

Someone to do something enjoyable with

Someone to love and make you feel wanted

Have you EVER experienced any lorm of physical, mental, emotional or sexual abuse
or violence, either as a child, in an adult relationship, or at any other time?

(Mark one anly)

Yes
m =
Don't want to answer ~+ —goto Q92

I YES, was the violence'nbuse you experienced:

(Mark all that apply

Yas

Physical abuse (eg pushed, grabbed, kicked, hit, shoved, slapped, shaken, restrained)
Severe physical violence (eg beaten up, thrown, choked, burnt, threatened or attacked with
a fist, knife or gun)

Emotional abuse (eg called names, threats to harm or kill, humiliated, bullied, criticised,
locked up/isolated, refused access to work, medical care or money, told that your children or
pets would be harmed)

Sexual abuse (eg rape or attempted rape, sexual assault, fear of sexual assault, forced to
engage in unwanted sexual practices)

Harassment (eg stalking, loitering, interfering with property, offensive mail or telephone calls)
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women s health  isabout you and your life
’
0.92 How offen have you moved your place of residence in the PAST 3YEARS? (Mark ane oaly)
- = Never = Once o Twice =1 Three times or more
- 93 What is your postcode NOW?
-— 0 (Write d::l:ty maxes provided) Dj:D
PLEASE LET US KNOW YOUR NEW ADDRESS OR AN ADDRESS
WHERE WE CAN CONTACT YOU BY FILLING IN THE ENCLOSED CARD.
094 What Is the HIGHEST qualification you have completed? (Mark one only)
- No formal gualifications
- Year 10 or equivalent (eg School Certificate}
- Year 12 or equivalent (eg Higher School Certificate)
— = Trade/apprenticeship (eg hairdresser, chef)
- ~ Certificate/diploma (eg child care, technician)
- = University degree
- Higher university degree (eg Grad Dip, Masters, PhD)
095 We would like to know YOUR main occupation NOW and that of both your main caregivers
while you were growing up. (if you are a student, mark the occupation you are studying for.)
(Mark one In each column) A 8 ¢
MOTHER | | FATHER |
sus | women | soee
— Manager or administrator (eg magistrate, farm manager, general manager,
- director of nursing, school principal} ... .. e O s © Bilse O
Professional (eg scientist. doctor, registered nurse. allied heaith professional,
- teacher, artist) ........ . ) e} | {e) | [=
— Assocnateprofewonal(egtechnnan manageryouthworket poloeofﬁeer)  Ta] le}.. [
- Tradesperson or related worker (eg hairdresser, gardener, florist) ... . O S O e O
Advanced clerical or service worker (eg secretary, personal assistant, flight
— attendant; lw.dlatld | iR GG S B RsS S STae 5 O sl O ides C
Intermediate clerical, sales or service worker (eq typist, word processing/data entry
- operator, receptionist, child care worker, nursing assistant, hospitality worker) SO SISO RS O
Intermediate production or transport worker (eg sewing machinist, machine
- ODOrAtor, DOS BRI s sswna e c GG EH SR AN S RA S F € (SRS NEAD W el e} [®
Elementary clerical, sales or service worker (eg filing/mall clerk, parking
— inspector, sales assistant, telemarketer, housekeeper) ... ... .. el el
Labourer or related worker (eq cleaner, factory worker, general farm hand,
- kitchenhand) ........... X A TRAI TGN ) PRI - fa: . (o} ' [o]
- N PO I oo oo oo N——— (5] o] = (=)
— Don't know or not applicable e} | e
ivomen t ivaith australéa - second survey for wommn in thedr 204 - page 25
— HE N
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Q96

a

Q97

Q98

Q99

Q100

Chapter 10: Appendices

We are interested In the HIGHEST educational qualification of your parents (or othar main
careglvers while you were growing up).
(Mark one on each ling)

AT ur 0 urTo
APLCARE ( YEAR IO YeAR 1}
DowT o COmpcat |

0 A HGHIA
oW UWALINT  EOUNSLINT  QUALRCATCN  DILoNa OteAn DGRt

Mather or step-mother
Father or step-father

Have you aver been unemployed and aclively seeking work? (Mark one only)
No, never
Yes, for a total of less than 6 months
Yes, for a total of 6 months to 12 months
Yes, more than 12 months

4 Whal is the average gross (before tax) income that you receive each week, Including
pensions, allowances and financial support from parents?

O What is the average gross (before tax) Income of your household (eg you and
your partner, or you and your parents sharing & house)?
(Mark one for yourseif and

one-for your hiousehold) A B

No income :
$1-8119(81-§6,23%annually) . . . ... ... s
$120-$299 ($6,240-515,999 annually) =

$300-$499 ($16,000-$25,999 annually)

$500-$699 ($26,000-$36,999 annually)

$700-$999 ($37,000-$51,999 annually)

$1,000-81.,499 ($52.000-$77,999 annually)

$1,500 or more ($78,000 or more annually)

Don't know

Don't want to answer

| live alone (household income is the same as mine)

How many people (Including yourself),
are dependent on this household income? m

(Wrize number in boxes)

t

What is your date of birth? [ Ui ] [ : ]] rLl I;

{Write date in boxes)

“F]

1

woren$ Aeaith austradie - second wrvey for wormen i thear 201 - paye
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womens health  isabout you and your future
a——

0707 When you are 35, would you like to be In: (Mark gne only)

Full-time paid employment
Part-time paid employment
Full-time unpaid work in the home
Self-employed/own business

0702 When you are 35, what would be your ideal Job? (Please specify in this box)

0703 When you are 35, would you like 1o be: (Mark ane only)

Married
In a stable relationship but not married
Single (not in a stable relationship)

0704 When you are 35, would you like to have: (Mark ane only

No children 2 children
1 child 3 or more children

0705 When you are 35, would you like to have more educafional quaiifications than
you have now? (Mark one oaly)

- Yes No Not sure

Q706 Ingeneral, how satistied are you with what you have achleved In each of the following
areas of your life? (Mark gne on gagh ling)

vaRy 0% VERY
MNSFED SATISFED SATISFED DSSATISFED

7 Work

O Career

¢ Study

Family refationships

Partner/closest personal relationship
" Friendships

Social activities

Trirrnni
Q.

O
e |

/1 Motherhood/children
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Have we missed anything?

If you have ANYTHING else you would like to tell us, please write on the lines below.

Thank you for taking the time to comp/ete this survey.
Ifyou need help to answer any of the questions, ring our Freecall number 1800 068 081.

oS heafeh autralds - ecorkd sarvey for wamen m their 201 - page 29
" EE -
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When you have completed the survey, please sign the
next page and send the survey back to us as soon as
possible. We will detach the consent form and store it in

a separate locked room.

ot to post this
& Q@W@% ”s @@@&, &3@

@@‘@ %,

Please let us know your new details if you move,
change your name or your telephone number.

Ifyou have any questions you can contact us by telephoning
1800 068 081 (This is a FREECALL number)
or writing to us.
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CONSENT

1 consent to the researchers ‘matching’ the information provided in this
survey with that provided in the first survey (1996) so that any changes in
my health during the last four years can be noted.

Signature; I ] Date: [:]

Help us keep in touch!

Sometimes we lose touch with our participants. It would be helpful if you could give us
details of parents, a relative or friend who will be able to hejp us find you.

Name: I ]

Address:

Postcode:
l';'l%g:: l Relationship to you: |
Neme: | J
Address: _

Postcode:
m:' [ Relationship to you: |

Please complete this box if you have filled in this survey on someone eke’s behalf. This
helps us to keep our records as accurate as possible.

Your name: [ ]
o [ ]
Resson: | ]

Thank you for taking the time to fill in this survey.

woumen $ Balth ditratia ~ srond Wy for wonsn iy theiy 201 - page 11
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The University of Newcastle, Callaghsn NSW 2308
3\ i Phone: 02 4921 8600, Fax: 02 4921 7415, Email: whasec @ mail sewcastle oche im
Web: hupnu2 sewcastle o e ha

u Australian Longitudinal Study on Women’'s Health

wovren § Szalth australls - sbond survey foc mamen Ot thelt 204 - page 32
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APPENDIX H SURVEY 4 (2006) FOR THE AUSTRALIAN
LONGITUDINAL STUDY ON WOMEN’S HEALTH 1973-78
COHORT (28-33 YEARS)

women’s

health

australia

—

Fourth survey for young women

2006
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How to complete this survey

As the purpose of the project is

This is the fourth "main™ survey for young women.

to look at changes over time, some of the

questions are the same as those in previous surveys.

Please answer every question you can. If you are unsure about how to answer a question,
mark the response for the

answer closest to how you feel.

Please read the instructions above each question carefully, Some require you o answer only
those options that are applicable to you. Other questions require you to mark one answer on

each line. The questions may

also refer to different time periods.

INSTRUCTIONS:

- Use a black/lue biro

- Do not fold or bend this survey
* Cross the boxes like this:

In general, would you say your health is:
one only)

(Mark
Exceallent

Very good
Good

Fair

Poor

oorOO0

* Print clearly in the boxes like this:

You wowld mark this one if you think your health is good

What is your postcode? 2N = >
(PRINT clearly in the boxes) [ T ] —_ ] O ] k= ]
» Correct mistakes like this:
When you go to a General Practitioner: Most of Bovha Rarely or
(Mark gpe on each line) Always the time times never
@ Do you go fo the same place? O ;] %1 0O

If you make & mistake simply scribble if out and
clearly mark the correct answer with a cross

266

If you need help to answer any

questions, please ring 1800 068 081

(This is a FREECALL number)
» If you are concerned about any of your health experiences and would like some help,

you may like to contact:

« your nearest Women's Health Centre or Community Heaith Centre;
« your General Practitioner for advice about who would be the best person in your

community to talk to,

# If you feel distressed now and would like someone to talk to, you couid ring

Lifeline on 13 11 14 (local call).

Page 2
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Chapter 10: Appendices

women’s health is avout using health services
e

How many times have you consulted the following people for your own health in

the last 12 months? (Mark one on each line)

More
than
12 34 56 79 1012 12
None times times Umes tmes times times
A specialist doctor [ O O (] O O O
Adentist O O O 0 (W (W] O
Have you consulted the following services for your own health in the last 12 months?
(Mark gne on each ling) Yes Mo
A hospital doctor (eg in outpatients or casually) O O
A midwife O O
A counsellor or other mental health worker ) O
A chiropractor O a
An osteopath () O
A massage therapist O O
An acupuncturist O O
A naturopath ! herbalist O O
Another alternative health practitioner (eg amatherapist_, hgrpeopa_th. ) O
reflexologist, iridologist)
A community nurse, practice nurse, or nurse practitioner O O
A physiotherapist O 0
How often have you used the following therapies for your own health in the last 12
months? (Mark gne on each ling)
Never Rarely Sometimes Often
Vitamins / Minerals O O O O
Yoga or meditation O O O O
Herbal medicines 0 0 0 O
Aromatherapy oils O 0 O O
Chinese medicines 0 O O O
Prayer or spiritual healing O O O O
Other alternative theraples 0O 0o O O
Have you been admitted to hospital in the last 12 months for any of these reasons?
(Mark gne on each line)
Yes No E
Normal childbirth O O
Problems during pregnancy 0 O
All other reasons O O
|

Page 3

267



268

Q7

2

SO N9 0 Bth

When you go to a General Practitioner: Mostof Some- Rarely

(Mark gne on each ling) Always thetime times or never
Do you go to the same place? O O O a
Do you usually see the same doctor? 8] O O a

Here are some questions about your most recent visit to a General Practitioner.
In terms of your gatisfaction, how would you rate each of the following?

(Mark gne on each ling) Very
Excellent good Good Fair

The amount of time you spent with the doctor
The doctor's explanation of your problem and treatment

The doctor’s interest in how you felt about having the
tests, treatment or the advice given

Your opportunity to ask all the questions you wanted

The technical skills (thoroughness, carefulness,
competence) of the doctor

The personal manner (courtesy, respect, sensitivity,
friendliness) of the doctor

The cost to you of the visit
{Mark here if No Cost —» [])

OO0 0OO0OO0O0D
OO0 OO0 DO0OD
OO OO0 OO0
OO0 OO0D0OoD
OO0 0o ooo§

In general, do you prefer to see a female doctor? (Mark gne only)
Yes, always

Yes, but only for certain things
No

Don't care

oooao

Thinking about your own health care, how would you rate the following now?
(Mark one on each ling) Very

Exceilent  good

§

Fair

g

Access to medical specialists if you need them
Access to a hospital if you need it

Access to after-hours medical care

Access to a GP who bulk bills

Access fo a female GP

Hours when a GP is available

Number of GPs you have to choose from

Ease of seeing the GP of your choice

Ease of obtaining a Pap test

Access fo a Women's Health Centre or a
Family Planning Centre

ODOoOoooooooo
0DoooooOooOoO
D0OooOooOoooo
ODOoOoooO0O0OoOo0
Dooooooooo
Dooooooooo§d
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Yes
No

Yes

No — because | can't afford the cost

No — because | don't think you get value for money
No ~ because | don't think | need it

No - another reason

Yes

No — because | can't afford the cost

No - because | don't think you get value for money

No — because | don't think | need it

No — because the sefvices are nol available where | live
No — another reason

Gestational diabetes {during pregnancy)

Insulin dependent (Type |) diabetes

Non-insulin dependent (Type 1) diabetes

Heart disease

Hypertension (high blood pressure) during pregnancy
Hypertension (high blood pressure) other than during pregnancy
Low iron (iron deficiency or anaemia)

Asthma

Bronchitis

Postnatal depression

Depression (not postnatal)

Anxiaty disorder

Endometriosis

Polycystic Ovary Syndrome

Urinary tract infection

A Sexually Transmitted Infection (eg chlamydia, genital herpes etc)
Cancer (please specify on page 30)

Other major physical iliness (please specify on page 30)

Other major mental illness (please specify on page 30)

None of these conditions

Page 5

Do you have a Health Care Card? This is a card that entitles you to discounts and assistance
with medical expenses. This is not the same as a Medicare card. (Mark gne only)

0
0

Do you have private health insurance for hospital cover? If not, mark the main reason

why. (Mark ane only)

()
O
O
O
0

Do you have private health insurance for ancillary services (eg dental, physiotherapy)?
If not, mark the main reason why. (Mark one only)

gooooao

In the last 3 years, have you been diagnosed or treated for: (Mark all that apply)
Yes, in the last 3 years

OoO000Oo00o0oOoOOoO0oOoo0oO0o0oOooo
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[ women’s health is about coping with
———

common problems
Q13 In the last 12 months, have you had any of the B if yes, did C If you did seek
:::;%«qug_:wm. For all that apply, l mﬁ::':hls :::52 rf';::ewerc
also answer columns B and C.) problem? not satisfed with
A that help.
n , ~ .
e g oo i | (e

a8  Allergies, hay fever, sinusitis [ O O O O a

b Headaches / migraines [ a a 0 ] (@]

c Severe tiredness [ O O a O o

d Stiff or painful joints [ O O O O O

e Backpain  [] O () () 0 O

f  Problems with one or both feet [ O ) O O o

g Urine that bums or stings  [J O O O O O

h Leakingurine [ (] O O 0 a

i Constipation [0 O (] O O a

i Haemorrhoids (piles) [ 0 O 0 O a

k Other bowel problems [ 0 O () 0 O

| Vaginal discharge orimtation [ O a O O a

m Premenstrual tension [ 0 a O O O

n Irregular periods [ 0 a O ) a

o Heavy periods [ O O O O a

p Severe period pain = [ 0 O 0 0O 0

q Skin problems [ O a (m] (] (]

r Difficulty sleeping [ O O O O O

s Depression [ 0 O (&) O 0

g CeE sy 0 O O o O o

u  Other mental health problems [0 O a O O (]

v mméﬁ?umﬁ O O O O O O

your chest)
|

Page 6
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= women’s health is about how you are feeling
"

The questions on this page ask only about now - how your heaith is now and about how your
health limits certain activities now.

Q14  In general, would you say your health is:

(Mark gne only)
Excellent ]
Very good a
Good O
Fair O
Poor O =
Q15 Compared to one year ago, how would you rate your health in general now?
(Mark one only)
Much better now than one year ago O
Somewhat better now than one year ago O
About the same as one year ago O
Somewhat worse now than one year ago O
Much worse now than one year ago |
Q16  The following questions are about activities you might do during a typical day.
Does your health now limit you in these activities? If so, how much?
one on gach line)
(Mark ! Yes Yes, No,
limited limited not limited
alot a little at all
= Vigorous activities such as running, lifting heavy objects, O O O
participating in strenuous sporis
b Moderate activities, such as moving a table, pushing a vacuum O O O
cleaner, bawling or playing golf
c Lifting or carrying groceries O ) O
d Climbing several flights of stairs O O O
e Climbing one flight of stairs O O O
f Bending, kneeling or stooping [l 0 0
g Walking more than one kilometre O () O
h Walking half a kilometre O O O
i Walking 100 metres (] 0 O
i Bathing or dressing yourself || O O
|
Page 7
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Q17 During the past 4 weeks, have you had any of the following problems with your work
(including your work outside the home and housework) or other regular daily activities

as a result of your physical health? (Mark one on each line)

a Cut down on the amount of time you spent on work or other activities
Accomplished less than you would like
c Were limited in the kind of work or other activities

Had difficulty performing the work or other activities
(for example it took extra effort)

0O ooos
O ooog

Q18 During the past 4 weeks, have you had any of the following problems with your work or
other regular daily activities as a result of any emotional problems (such as feeling
depressed or anxious)? (Markone on each line)

Yos
Cut down on the amount of time you spent on work or other activities (@]
Accomplished less than you would like 0

o

c Didn't do work or other activities as carefully as usual O

Q19 During the past 4 weeks, to what extent has your physical health or emotional
problems interfered with your normal social activities with family, friends, neighbours

or groups? (Mark one only)
Not at all
Slightly
Moderately
Quite a bit
Extremely

oooono

Q20 How much bodily pain have you had during the past 4 weeks? (Mark gng only)
None

Very mild

Mild

Moderate

Severe

Very severe

oooooo

Page 8
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Q21 During the past 4 weeks, how much did pain interfere with your normal work
(including both work outside the home and housework)? (Mark ong gnly)

Not at all
A littie bit
Moderately
Quite a bit
Extremely

ooooao

Q22 For each question, please give the one answer that comes closest to the way you have
been feeling. How much of the time during the past 4 weeks:

(Mark gne on each line) Al Most Agood Some  Alittle  None
of the ofthe bitofthe ofthe ofthe  of the
time time time time time time

a Did you feel full of life? [ ] O O ] 0
b  Have you been a very nervous person?
c Have you felt so down in the dumps
that nothing could cheer you up?
d Have you felt calm and peaceful ?
e Did you have a lot of energy?

.

Have you felt down?

Did you feel worn out?

T @

Have you been a happy person?
Did you feel tired?

Ek O 1R O 5Bl O BEE T
B 0180 8 O sEN O
& OGEN O B O BE O
EE O B0 E O NEE O
0308 058 o
EE O =) O (B O PiEs O

Q23 During the past 4 weeks, how much of the time has your
problems interfered with your social activities (like visiting friends, relatives, etc)?
(Mark gne only)
All of the time
Most of the time
Some of the time
A little of the time

None of the time |

ooooo

Q24  How true or false is each of the following statements for you?

(Mark gne on each line) Definitely Mostly Don't  Mostly Definitely
true true know false false
a 1 seem {0 get sick a little easier than other people O (] ] O O
b 1 am as healthy as anybody | know O O O O O
c | expect my health to get worse O (] O O O
d My health is excellent [ [} O () 0
m
Page 9
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m women's health is about sexual and
—— reproductive health

Q25  When did you last have a Pap test? A Pap test (for cervical cancer) is a routine lest carmed out
by a doctor or nurse during an internal (vaginal) examination.
(Mark gne only)
| have never had a Pap test
Less than 2 years ago
2 to less than 3 years ago
3 - 5 years ago
More than 5 years ago
Not sure

oooooo

Q26  Have you gver had an abnormal Pap test?

(Mark one only) Ve 0

No 0
Don't know O

Q27 Have you and your partner (current or previous) ever had problems with fertility - that is,
tried unsuccessfully for 12 months or more to get pregnant?
(Mark one only)
No, never tried to get pregnant

w No, had no problem with fertility
Yes, but have not sought help / treatment
Yes, and have sought help / treatment

ogooo

Q28  What forms of contraception do you use now?
(Mark all that apply]

| use the aral contraceptive pill

| use condoms

| use emergency contraception {eg morning after pill)
| use an implant (eg Implanon)

| use the withdrawal method

| use another method of contraception

| don't use contraception

@ ~"o a0 oo
ooooooo

Q29 For how many years in total have you ever taken the oral contraceptive pill? (Mark gne only)
None 1 orless 2 3 Bl 5 Gto® 10to 14 15 or more

O O () O a 0 a O 0

Page 10
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Since January 2004 the emergency contraceptive pill (or morning after pill) has been
available over the counter at pharmacies without needing to see a health professional.

Since 2004: (Mark gne only)

| have not tried to obtain the emergency contraceptive pill O
| have tried to obtain the emergency contraceptive pill and found it difficult to obtain O
| have tried to obtain the emergency contraceptive pill and found it to be readily available O
Do any of the following apply to you? (Mark gne on each ling) Vs o
1 am pregnant now / have recently had a baby O O
| am trying to become pregnant O O
| have had a tubal ligation O O
| have had a hysterectomy (| O
My partner has had a vasectomy O O
I have found out that | cannot have children d O
| have found out that my pariner cannot have children O a
| have no male sexual partners now O 0
| am using / have used In Vitro Fertilisation (IVF) O O
| am using / have used fertility hormones (eg Clomid) O O
Are you currently pregnant? (Mark gng only)
No O
Less than 3 months O =
3 to 6 months O
More than 6 months O
Don't know O
How many times have you had each of the following: (Mark one on each ling)
None One Two Three Four 5 or more
Live birth (more than 36 weeks) [ O (] (] O
Live premature birth (36 weeks or less) [ (]} O O (] O
Stilbith [0 (] 0O (=] (] ||
Miscamage [ O O O O O
Termination (aborbtz:; f'o;r wm:docal reams, O O o o 0 o
Termination (abortion) for other reasons I a O O O O
Ectopic pregnancy (tubal pregnancy) [ O O () (W] 0
n
Page 11
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Questions on the next 2 pages are for women who have given
birth to a child. If you have never given birth to a child go to Q40.

Q34 If you have ever given birth to a child, please write the date of each birth in the box.
(If you had twins, please write the dale twice.)

1 L1 2“, 3"
‘ﬂ 5'\ 6'\
™ 8"
Q35  Did you experience any of the following? (Mark all that apply on each ling)
Never R o R SRR B SR ™
experienced Child Child Child Child Child Child Child Child
this
a Caesarean section bm|ggi°tng O 0 0 0 0 0 0 0 0
Caesarean section after labour
b startad a O 0O 0o o o a (] 0
¢ Labour lasting more than 36 hours O £ G & G JE Rl GRS
d Episiotomy (cutting of vagina) OJ O Oo 0o o o o o o
e A vaginal tear requiring stitches [0 & = B o ] i b e [} a | o R i
Forceps or Ventouse suction
f (vacuum') a O O o o o a (] O
Medical removal of placenta
9 and/ or blood clots by hand - o oo oaoa0o = -

Excessive blood loss requiring
h axtra blood or fluid by drip
(IV infusion)

A low birth weight baby
i (weighing less than 2500 grams [ E CEE B B B B ENOIE

O
a
a
O
O
0
a
O
O

or 514 pounds)
J Epidural or spinal block [0 O 0 0o a o o o o
k Gas or injection for painrelief [ £ 8 B R OIET GE B LE
] |

Page 12
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Q36  How many complete months have you breastfed each of your children?

Chapter 10: Appendices

(Mark gne in each column for each of your children)

Less than one month

1 - 6 months

7 - 12 months

13 - 24 months

More than 24 months
Currently breastfeeding
Did not breastfeed

Q37  Thinking about the birth of your last child: (Mark one on each ling)

"

Child

(]

Oo0oO0oDooao

2
Child

0

Oooooaoano

3‘

Child

O

OOoO0OoOooao

‘I

Child

0

DoOoO0OoOoaQoao

a Were you entitied to paid matemity leave?
b Did you take paid maternity leave?
c Were you entitied to yppaid matemity leave?
d Did you take unpaid matemity leave?

Q38 After the birth of your last child, how soon did you go back to paid work? (Mark gne galy)

Less than 6 weeks after the birth
6 - 12 weeks after the birth

12 weeks to a year after the birth

More than a year after the birth
Did not go back to paid work

Q39  Are you currently on maternity leave?

(Mark one only)

O

Ooooao

Page 13
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Yes

0
O
o
o
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Child

Ooooaoao

O0O0a0Q
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Don't know

O oo
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Q40 Do you have children living with you Yes No
(your own, your partner’s, fostered etc)? e
(Mark gne only) o =
Q41 If you have children living with you (your own, your partner's, fostered etc), how many
are: (Mark one on each line) None One Two Three  Four or more
a Under 12 months? O O (] O O
b 12 months - 5 years? O O O 0 |}
c 6 - 12 years? O O (] O O
d 13 - 16 years? | O (] O O

Most parents need someone to care for their children when they cannot,
Formal child care includes before and / or after school care, long day care, lunilydaycam.ommndmtndpnschod.
Informal child care includes care by famdy, ds (paid or unpaid) and a baby sitter

Q42 Whether you use child care or not, please answer the following questions.
{Mark gne on each ling)

Yes No Don't know
a Is formal child care located in an area convenient to you? O O O
b Are formal child care places avaitable to you? 0 O O
c Is the cost of formal child care a problem for you? O O O
d Is informal child care available to you? 0 O O

Q43 Do you ever use child care (formal or informal)? (Mark one only)
Yes [ N O go'Ion?)'d?

Q44 In a normal week, how often do you usually use child care?

{Mark
Do not use this Less than More than
type of chiid care Shrs 5-10hrs 11-20lws  21-30hrs  31-40 hrs 40 hrs
a Formal Care O () O O a a O
b  Informal Care 0 O () (] a O a
Q45 In general, how satisfied are you with your child care arrangements?
(Mark
Do this
typolgtcm care utlvmod Satisfied Dissatisfiod dluv:ﬂ'ysﬂod
a Formal Care O a O O O
b Informal Care O O | O O
Q46 In general, how satisfied are you with the amount of child care you use?
(Mark one oo each ling)
| would like to 1 would like to | am satisfied with
use more hours use fewer hours the hours | use
a Formal Care O O O
b Informal Care ] O O
1] B
Page 14
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Q49

Qs2

- 0 o 0 T =

Chapter 10: Appendices

women ,S health is about health habits
—

How tall are you without shoes?
(if you are not sure, please estimate) cms OR ft ins

How much do you weigh without
clothes or shoes? If you are
pregnant now, write in the weight

you were in the month prior to kgs OR stones pounds

pregnancy.

(if you are not sure, please estimale)
How much would you |lke to weigh pow?

(Mark ane only)
Happy as | am
1 -5 kg more
Over 5 kg more
1-5kgless
6—10 kg less
Over 10 kg less

oooooo

How often have you gone on a diet (that is, limited how much you ate) in order to lose
weight during the last year? (Mark
Never
1-4times
5~ 10 times
More than 10 times
| am always on a diet to lose weight

goooo

In the past month, how dissatisfied have you felt about:

(Mark gne on each ling) Not at all Slightly Moderately Markedly
dissatisfled dissatsfled dissatisfied dissatisfied

Your weight O () 0 0 (] 0 a
Your shape O () 0 @] (] a 0O

During the past 4 weeks, have you used medications (eg tablets or medicine)
that were:

(Mark gil that apoly) Yes

Prescription medication for your nerves/anxiety (eg Valium, Serapax, Kalma, Ducene etc) [
Prescription medication to help you sleep (eg Temaze, Normison, Mogadon, Stiinox etc) [J
Prescription medication for depression (eg Zoloft, Aropax, Lexapro, Cipramil etc) [

Other medication prescribed by a doctor (excluding the oral contraceptive pill) [

Other medication bought without a prescription at the chemist, supermarket or heaith food shop [
None of these medications [

Page 15
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Q53  How often do you currently smoke Daily (m]

cigarettes or any tobacco
products? At least weekly {but not daily) O

Mark
Not at all a

Q54 a If you smoke daily, on average how many cigarettes do you smoke gach day?

PRINT the number in the box cigarettes per day

b If you smoke, but not daily, on average how many cigarettes do you smoke per week?

PRINT the number in the box cigarettes per week
Q55  In your lifetime, would you have smoked at least Yes No 7
i ival M no,
100 cigarettes (or equivalent)? (Mark pne only) O 0
Q56  Have you ever smoked daily? Yes No

Q57 At what age did you finally stop smoking daily?
{Write age in boxes) years old

Q58 At what age did you start smoking daily?
(Write age in boxes) years old

Q58 How often do you usually drink alcohol? (Mark gne only)

| never drink aicohol O On 3 or 4 days a week O
Less than once a month O On 5 or 6 days a week O
Less than once a week O Every day O
On 1 or 2 days a week (|}
Q60  On a day when you drink alcohol, how many standard drinks do you usually
have?
(Mari gne anly)
1 or 2 drinks per day O 5 to 8 drinks per day ]
3 or 4 drinks per day O 9 or more drinks per day O
Q61 How often do you have five or more standard drinks of alcohol on one occasion?
(Mark one only)
Never O About once a week O
Less than once a month O More than once a week O
About once a month O
| =l
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How many serves of vegetables do you usually eat each day?

(Mark gne only) 5 serves
None 1serve 23 serves 4 serves or more

A serve = half a cup of cooked vegetables or a

cup of satad vegeladies O O O O O

How many serves of fruit do you usually eat each day?

(Mark gne only) 5 sarves
Nona 1serve 23 serves 4 serves or more

A serve = one medium piecs or two small pieces
of fnat or one cup of diced pieces O O O () O

Remember that any information you give us is kept confidential.

The following question asks about the use of drugs for non-medicinal purposes.
We want to know about general patterns of use. Please do not give details of specific
instances of use.

If you have never used any of thess drugs, mark here and go to Q65 Never used —» []
If 'yes’ to A, please answer B and C. A B g Cc s
Mark all that apply) Ve you t
{ Have you gver At about what In the last 12
tried this? age did you first months?
Mark If yes try this? Mark if yes
) Manjuana O 0
{cannabis, hash, grass, dope, pot, yandi)
Amphetamines (eg speed, uppers, o )
methylamphetamine, MDA)
LSD {acid, trips) (] ()
Natural hallucinogens (eg magic mushrooms) (@] ()
Tranguillisers (eg tranks, sleepers, Mandrax, O 0O
Serapax, Rohypnol)
Cocaine (coke, crack, blow) ] O
Ecstasy / designer drugs (eg E, eccies, MDMA) O O
Inhalants (eg glue, petrol, solvents) (| ()
Heroin (smack, junk) 0 ()
Barbiturates (eg barbs, downers, purple hearts) O O
m
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l The next question is about the amount of physical activity you did [ast week.

Q65 Please state how many times you did each type of activity and how much time you spent
altogether doing each type of activity last week,
Only count activities that lasted for 10 minutes or more; add up all the times you spent in each
aclivity to get the total lime for each activily.

(If you did pot do an activity, please Number of Total time in this activity
write “0" in the boxes) times hours minutes
a Walking briskly (for recreation or exercise, or to
get from place to place)

Moderate leisure activity (like social tennis,

b moderate exercise classes, recreational swimming,
dancing)

Vigorous leisure activity (that makes you

c breathe harder or puff and pant like aerobics,
competitive sport, vigorous cycling, running,

swimming)

d Vigorous household or garden chores (that
make you breathe harder or puff and pant)

Now think about all of the time you spend sitting during each day while at home,
at work, while getting from place to place or during your spare time.

Q66 How many hours in total do you typically spend sitting down while doing things like
visiting friends, driving, reading, watching television, or working at a desk or computer?

On a usual week day hours minutes

On a usual weekend day hours minutes

The next question asks about physical activity in your main job (this could be paid work,
unpaid work, caring etc — whatever you spend most of your ‘working day' doing).

Q67  During your usual working day, how Allofthe Mostof Someof Alittleof Noneof
often do you do each of the following? time the time thetime thetime the time
a (Mark gne on each ling) Sitting O 0 O O O
b Standing 0 (] 0 () O
c Walking () [} (| O O
d Heavy iabour or physically demanding work 0 ] O 0 O
Q88  How often do you do each of the following? oy °'w;":k' e
(Mark one on each line) oncea 13times (4tmes oncea
Neover month amonth  a month) waoek
a Take a dog for a walk 0 O O O O
Walk, swim or cycle for exercise or fitness
b (not including walking a dog) o u o 0 O
Go 1o a gym, do aerobics or other vigorous
= exercise class u t » = =
Do Yoga, Tal Chi or similar (less vigorous)
exercise class L. L L - -
e Play competfitive sport (eg tennis, netball etc) O O O O )
| B
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women ,S health is about family and friends
a———

People sometimes look to others for companionship, assistance, or other types of

support. How often is each of the following kind of support available to you if you need it?

(Mark gne on each line)

Someone to help you if you are confined to bed

Someone you can count on to listen to you when
you need to lalk

Someone to give you good advice about a crisis
Someone to take you to the doctor If you need it
Someone who shows you love and affection
Someone to have a good time with

Someone to give you information to help you
understand a situation

Someane to confide in or talk to about yourself or
your probiems

Someone who hugs you
Someone to get together with for relaxation

Someone to prepare your meals if you are unabie
to do it yourself

Someone whose advice you really want

Someone to do things with to help you get your
mind off things

Someone to help with daily chores if you are sick

Someone to share your most private worries and
fears with

Someone to turn o for suggestions about how to
deal with a personal problem

Someone to do something enjoyable with
Somecne who understands your problems

Someone to love and make you feel wanted
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& women’s health s about how you feel
e

about yourself

Q7o Thinking about your current approach to life, please indicate how much you think each
statement describes you:

(Mark one on each line) Stronaly Strongly
disagree Disagree Neutral Agree agree

a In uncertain times, | usually expect the best O O O O O
b If something can go wrong for me, it will O O O O ]
c I'm always optimistic about my future O O | O O
d | hardly ever expect things to go my way (] O 0 O O
e | rarely count on good things happening to me O O (|| (] ()
f Overall, | expect more good things to happen to @ O 0 0 0

me than bad

Q71 Over the Jast 12 months, how stressed have you felt about the following areas of your life?

(Mark one on each line) Not Notatall Somewhat Moderately  Very  Extremely

applicable  stressed  stressed d stressed  stressed
a Own health O O O O O
b Heaith of family members O O O O O O
c Work { employment 0 (] O O O O
d Living arrangements ] 0 | O O O
e Study O 0 a (] 0 0
f Money (|| O O O O O
g Relationship with parents O O O O O O
h . m o O O O O
T e i o M o o 0 o o O
j Relationship with friends O 0O O O O O
k Motherhood / children 0 (] (8] O 0 O
& 2]
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[

Qr2 m:’o* you oxporl'orcod any of the following events? . :: st 12 Yes— ”;‘ ".: 2
a Major personal iliness (] (]
b Maijor personal injury O a
c Major surgery (not including dental work) (] 0
d Birth of a child O O
e Having a child with a disability or serious iliness O O
f Starting a new, close personal relationship (]} O
g Getting married (or starting to live with someone) O O
h Problem or break-up in a close personal relationship 0 0
i Divorce or separation O O
J Becoming a sole parent 0 0
k Increased hassles with parents O O
| Serious conflict between members of your family O ]
m Parents getting divorcad, separated or remarried O O
n Death of partner or close family member () O
o Death of a child (| O
p Stitbirth of a child O O
q Miscarriage O O
r Death of a close friend O |
s Difficulty finding a job O O
t Retum to study O O
u Beginning / resuming work outside the home O O
v Distressing harassment at work O O
w Loss of job (] O
x Partner losing a job () 0
y Decreased income O O
z  Natural disaster (fire, flood, drought, earthquake etc) or house fire O (8]
aa Major loss or damage to personal property O ]
bb Being robbed [} O
cc Involvement in a serious accident O 0
dd Being pushed, grabbed, shoved, kicked or hit () O
ee Being forced to take part in unwanted sexual activity () O
ff Legal troubles or involvement in a court case O O
gg Family member/ close friend being arrested / in gaol O O
hh None of these events a

w |
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Next are some specific questions about your health and how you have been feeling in
the past month. (Mark gne on each line)

Have you felt keyed up or on edge?

Have you been worrying a lot?

Have you been irritable?

Have you had difficulty relaxing?

Have you been sleeping poorly?

Have you had headaches or neck aches?

Have you had any of the following: trembling, tingling, dizzy spells,
sweating, diarrhoea or needing to pass urine more often than usual?

Have you been worried about your health?
Have you had difficuity falling asleep?

OO0 Oooooooosd
D0 0D OoOoopDoOog

Below Is a list of the ways you might have felt or behaved. Please indicate how often you
have felt this way during the last week.

(Mark one on each line) Rarely or none Some or a Occaslonally or a
of the time littte of the  moderate amount  Most or all
(less than 1 time of the time of the time
day) (1-2 days) (3-4 days) (5-7 days)
| was bothered bfxs tm%s btgg::onr:et O o o O
| had trouble keeping my m'mvtj azndglt:‘a; O O o 0O
| felt depressed O (] O O
| felt that everything | did was an effort O O O O
| felt hopeful about the future () | (@] (=]
| felt fearful O O | O
My sleep was restless O (] a 0
| was happy O O O O
| felt lonely O O O (H]
| could not ‘get going' O O a O
I felt terrific O 0 O a

In the past week, have you been feeling that life isn't worth living?
(Mark gne only) Yes [J No [

In the past 6 months, have you ever deliberately hurt yourself or done anything that you
knew might have harmed or even killed you?

(Mark one only) Yes [] No []

If you answered yes to either of the last 2 questions, you might like to talk to someone
about how you are feeling. You could ring Lifeline on 13 11 14 (local call).

286
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women’s health is avout juggling time
——

In a usual week, how much time in total do you spend doing the following things?

(Mark one on each line)

| don't

do this 1-15 16-24 2534 3540 4148 49 hours
activity hours hours hours hours hours or more

Active leisure
(eg walking, exercise, sport) = 0 a 0 O 0O

Passive leisure
(eg TV, music, reading, relaxing)

Full-time permanent paid work
Part-time permanent paid work

Casual paid work
(no paid holiday or sick leave)

Work without pay (eg family business)
Studying

Unpaid voluntary work

Home duties (own / family home)

Looking after your/ your partner's
children

G000 el Vel O Sl O Sk
O Oooo0 o oo o
O 0o0oo0 o oo o
003 0 808
O OoooO0O o oo o
L0 By Ol O BR 05 E

Managing time is often difficuit. How often do you feel:
(Mark gne on each line)

A few About About
Every times a once a once a
week month

That you have time on your hands that you

day week
That you are rushed, pressured, too busy? (| O O O
don’t know what to do with? o U

0 0

Are you happy with your share of the following tasks and activities?
(Mark gne on each ling)

Would like other Would prefer

Happy as family members another
itis to do more arrangement
Domestic work
{shopping, cooking, cleaning elc) o 0 g
Child care O O O
Caring for another adult
(who is elderly / disabled ! sick) o o o
Other household work ) 0 O
(gardening, home/car maintenance)
|
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Never

I don't
do this
activity

o O 0o
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women’s health is about you and your life
S
a8

Do you normally do any of the following kinds of paid work?
all that apply)

(Mark
| don't do any paid work ()
Paid shift work

Paid work with irregular hours

Paid work on short-term contract (less than one year)
Paid work in more than one job

Paid work at night

Paid work from home

Self employment

None of the above

Oopooooao

How secure or insecure do you feel about your paid job or jobs?

(Mark gne only)
1 worry ali the time about losing my job O

Sometimes | worry about losing my job O
| rarely or never worry about losing my job O
Don't know O

Are you happy with the number of hours of paid work you do?
(Mark gne only, even if you have no paid work)
Yes, happy as is (|
No, would fike to do more O
No, would like to do less ()

We would like to know your main occupation now. (Mark one only)
Manager or administrator (eg magistrate, farm manager, general manager,
director of nursing, schaol principal)
Professional (eg sclentist, doctor, registered nurse, allied health professional,
teacher, artist)
Associate professional (eg technician, manager, youth worker, police officer)
Tradesperson or related worker (eg hairdresser, gardener, florist)
Advanced clerical or service worker (eg secretary, personal assistant, flight
attendant, law cierk)
Intermediate clerical, sales or service worker (eg typist, word processing, data
entry operator, receptionist, child care worker, nursing assistant, hospitality worker)
Intermediate production or transport worker (eg sewing machinist, machine operator,
bus driver)
Elementary clerical, sales or service worker (eg filing / mail clerk, parking inspector,
sales assistant, telemarketer, housekeeper)
Labourer or related worker (eg cleaner, factory worker, general farm hand, kitchenhand)
No paid job

Are you currently unemployed and actively seeking work? (Mark goe only)
No O
Yes, unemployed for less than 6 months O
Yes, unemployed for 6 months or more O

Oo0oo0 0O 0o opoo o
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Do you regularly provide unpaid care or assistance (eg personal care, transport) to
any other person because of their long-term iliness, disability or frailty?
(Mark one only)
Yes [J
No [

Do you regularly need help with daily tasks because of a long-term iliness or disability
(eg help with personal care, getting around, preparing meals etc)?

{Mark one only)
Yes [ I
No O
What is your present marital status?
(Mark one only)
Nevermarried [J Separated [J
Married [J Divorced [
De facto (opposite sex) O Widowed 0O
De facto (same sex) [

Who lives with you?
(Mark gll that apply)

No one, | live alone
Partner / spouse

Own children

Someone else's children
Parents

Other adulls

ooooOooo

What is the highest qualification you have completed? (Mark gne anly)
No formal qualifications

Year 10 or equivalent (eg School Certificate)

Year 12 or equivalent (eg Higher School Certificate)
Trade / apprenticeship (eg hairdresser, chef)
Certificate / diploma (eg child care, technician)
University degree

Higher university degree (eg Grad Dip, Masters, PhD)

ooooooao

How many months have you been overseas in each of the following years:
(Mark

1986 1997 1998 1999 2000 2001 2002 2003 2004 2005

None O O O O (] () O () O O
Less than 2 months O O O O O O O O O O
2 -6 months O ] O (W] (] () O () O O
7 - 12 months O O O O O O O O O O
|
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The following questions ask about difficult situations you may have experienced.
Some people prefer not to answer questions of this nature.
If this is true of you, please go to Question 95,

Q91 Have you had a partner during the last 12 months?
(Mark one only)

Yes

O
No O <m(Gowom)

Q92  This question asks about situations with your partner. We would like to know if you
experienced any of the actions listed below and how often it happened during the past
twelve months.

(Mark gne on each line) Only Several Once! Oncel
My Partner: Never once times month week Dally
a Told me that | wasn't good encugh [ ] O O | ]
b Kept me from medical care [ O () O 0 (]
c Followedme [J (] () a O ()
d  Tried to turn my family, fiends & children againstme [J (] 0 o O (W)
o Locked me in the bedroom [ 0 () O 0 (]
f Slappedme [J 0 () @] O 0
g Forced me to take part in unwanted sexual activity [ O () (] O 0
h Told me that | was ugly [ O () ] O O
i Tried to keep me from seeing or talking to my family [ O O O O O
i Threwme [ O O 0 | O
k Hung around outside my house [ O O O O O
I Blamed me for causing their violent behaviour [ O O O (| O
m Harassed me over the telephone [ O O O O O
n Shookme [ 0 () a 0 O
o Harassed me atwork [ O O O O O
p Pushed, grabbed or shoved me [ W] O a O (W]
q Used a knife or gun or other weapon [ (] O O O O
o e R ren they gt soudbe 0 O 0 O O O
s Told me that | was crazy [ O O O O O
t Told me that no one would ever wantme [ O O O (| O
u Took my wallet and left me stranded [ O O O O O
v Hit or tried to hit me with something [ O () O O O
w  Did not want me to sacialise with my female friends [ O O O a (]
X Refused to let me work outside the home [ | () O O O
y Kicked me, bit me or hit me witha fist [ (] O O O O
> Tried to convince my friends, family or ‘ihv:'v?;smcr‘::; o 0 0 O 0 0
aa Told me that | was stupid [ | () O O O
bb Beatmeup [ O O O O O
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Qa3 As a child did you experience sexual abuse (eg forced to engage in unwanted
sexual practices such as unwanted touching, exposure or penetration)?

(Mark one only) Yes [J No O

Q94 Have you ever been In a violent relationship with a partner/spouse?

B
(Mark one only) Yes [0 No O

If you feel distressed about any experiences of violence and abuse and would like some
help to deal with this, please consider contacting one of the following:
* Your nearest Women's Health Centre or Community Health Centre
* Your General Practitioner for advice about who would be the best
person in your community to talk to
* A Lifeline counsellor on 13 11 14 (local call)

Q95 | have found that the following are beneficial to my sense of well-being:
(Mark ail that &,

Sensing an inner strength

Believing that overall what | am doing is worthwhile

Feeling at peace with my past

Feeling confident about whatever the future may bring

Having a belief in a higher power

Having a sense of connection with my environment

None of the above

@ -8 a0 o e
goooooaao

Q96  In the last 12 months, about how often did you use the internet for
information about health or health care?

(Mark one only)
About once a week or more often
About once a month
Less than monthly
| have not used the intemet for Information about health or health care
| do not use the internet

Oooooao

QS7  What is your main form of transportation?

(Mark gne on each line)
Private Public transport
vehicle (eg bus, train,
or taxi tram) Walking Bicycle Other

On a week day O O O O O
b On a weekend day O 0 0 [ 0
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Q98  What is your date of birth?
(Write date in boxes) 19

Day Month Year

Q99  What is your postcode?

a Whatis your RESIDENTIAL postcode?
(where you live)

b  What is the postcode of your POSTAL ADDRESS?
(if different from residential)

Q100 a What is the average gross (before tax) income that you receive each week,
including pensions, allowances and financial support from parents?

b What is the average gross (before tax) income of your household (eg you
and your partner, or you and your parents sharing a house)?
(Mark one for yourself and one for your household)

No Income

$1-$119 ($1-56,239 annually)

$120-$299 ($6,240-$15,999 annually)
$300-$499 ($16,000-825,999 annually)
$500-$699 ($26,000-$36,999 annually)
$700-$999 ($37,000-851,999 annually)
$1,000-81,499 ($52,000-$77,999 annually)
$1,500 or more (378,000 or more annually)
Don't know

Don't want to answer

I live alone (household income is the same as mine)

oooooooooo £e
Dnnmmmmcjnmmgv

Q101  How many people (including yourself), are dependent on
this household income?
(Write number in boxes)

Q102 How do you manage on the income you have available?
{Mark one only)

It is impossible

It is difficult all the time

It is difficult some of the time

It is not too bad

ooooag

It is easy

Page 28
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women ,S health is about you and your future
——

When you are 35, would you like to be in:
(Mark one only)

Full-time paid empioyment
Part-time paid employment
Full-time unpaid work in the home
Self-employed / own business

oooao

When you are 35, would you like to be:
(Mark one only)

Married
In a stable relationship but not marmied
Single (not in a stable refationship)

ooo

When you are 35, would you like to have:
(Mark gne only)

No children

1 child

2 children

3 or more children

oooao

When you are 35, would you like to have more educational qualifications than you have

now?
{Mark gne only)
Yes O
No |
Not sure O

In general, how satisfied are you with what you have achieved in each of the following

areas of your life?
(Mark ong on each line)

Work

Career

Study

Family relationships

Partner / closest personal relationship

Friendships

Social activities
Motherhood / children Mot appiicable  [J

Page 29
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Have we missed anything? If you have anything else you
would like to tell us, please write on the lines below.
You may also like to take a moment to check that you have
not missed any questions or pages.

Thank you for taking the time to complete this survey.

If you need help to answer any of the questions,
you can contact us by telephoning

1800 068 081 (Freecali)

When you have completed the survey, please sign the next page and
send the survey back to us as soon as possible. We will detach the
consent form and store it in a separate locked room.

Page 30
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Office use only - DO NOT DETACH.

Chapter 10: Appendices

Consent s

| consent to the researchers ‘matching’ the information provided in this
survey with that provided in previous surveys so that any changes in my
health can be noted.

Signature Date

Help us keep in touch!

Sometimes we lose touch with our participants. It would be helpful if you
could give us your mobile phone number and email address.

Moble | | T T T 1T TTTT]

Email [ ]

It would be helpful also if you could give us details of parents, a relative or
friend who would be able to help us find you.

Name | J

Address |

|
| Poo [T T T]

|
Phone nome) ([T 1)L T [ T 1 [ []
|

Relationship to you ]

Name

]
J
] Pose LT T 1)

Address

I
I
|
Phone (home) (l TDI [ ] [ ] [ TT]
|

Relationship to you |

Please complete this box if you have filled in this survey on someone
else's behalf. This helps us to keep our records as accurate as possible.

Your name | |
Relationship I ]
to participant
Reason | |
Page 31
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women’s
health

australia

Please post this back in the Reply Paid envelope provided.

Women's Health Australia

Reply Paid 70
HUNTER REGION MC NSW 2310

Please let us know your new details if you move,
change your name or your telephone number.

Freecall Number: 1800 068 081

Australian Longltudinal Study on Women's Heallh
The University of Newcastie, Callaghan NSW 2308
/ Phone: 02 4923 6872 Fax: 02 4923 6888 Email: whasec@newcastie.edu.au
T Web.  hitp:/iwww.newcastie edu.au/centre/wha
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APPENDIX I SURVEY 5 (2009) FOR THE AUSTRALIAN
LONGITUDINAL STUDY ON WOMEN’S HEALTH 1973-78

COHORT (31-36 YEARS)

women’s

health

australia

——

Fifth survey for the women
of the 1973-78 cohort

2009

297



298

. How to complete this survey -

This is the fifth survey for the women of the 1973-78 cohort.
As the purpose of the project is to look at changes over time, some of the
questions are the same as those in previous surveys.

Please answer every question you can. If you are unsure about how to answer a question,
mark the response for the closest answer to how you feel.

Please read the instructions above each question carefully. Some require you to answer
only those options which are applicable to you. Other questions require you to mark one
answer on each line. The questions may also refer to different time periods.

INSTRUCTIONS: « Use a black or blue biro
] . + Do not fold or bend this survey
Cross the boxes like this:

In general, would you say your health is: (Mark one only)

Excellent D
Very good D
Good BJ == You would cross this box if you think your health is good
Fair O
Poor D
Print clearly in the boxes like this:
What is your postcode?

(PRINT clearly in the boxes)

Correct mistakes like this:

When you go to a General Practitioner: Most of Some- Rarely or
(Mark one on each line) Always the time times never
Do you go to the same place? [ O

If you make a mistake simply scribble it out and
clearly mark the correct answer with a cross.

If you need help to answer any questions, please ring 1800 068 081
(This is a FREECALL number)

#* I you are concerned about any of your health experiences and would like some help, you may ke to contact:
* your nearest Women's Health Centre ar Community Health Centre
* your General Practitioner for advice about who would be the best person in your community for you to talk to.

#* If you feel distressed now and would like someone to talk to, you could ring Lifelne on 13 11 14 (local call).
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m women’s health
e

.),Q\“-‘—‘ How many times have you consulted the following people for your own health in
the last 12 months? (Mark cne on each line)

More
1-2 34 56 -9 1012 than
None times times times times times 12times
a A family doctor or another
General Practitioner (GP) u a . D a D U
b A specialist doctor D O D D O O O
aceist [0 0O 0O 0O O O 0O
go- Have you consulted the following services for your own health in the last 12 months?
(Mark gne on gach ling)

Yes No
a A hespltal doctor (eg in outpatients or casualty) O O
b A midvdfe O O
c A counselloe or other mental heaith worker O O
d A chiropractor O O
~ An osteopath D O
1 A massage therapist O O
9 An acupuncturist | 0O
h A naturopath / herbatist O O

i Another alternative health practitioner (eg aromatherapist, homeopath,
reflexologist, irdologist) O O
i A community nurse, practice nurse or nurse practitioner O O
K A physiotherapist O O

&_39& How often have you used the following therapies for your own health in the last 12 months?

(Mark one an each line)
Nover Rarely Sometimes Often
a Vitamins / minerais O m O O
b Yoga or meditation O O O O
¢ Herbal medicines (| || O 0O
d Aromatharapy oits O (] O O
¢ Chinese medicines C (| (| (N
{ Prayer or spiritual heating (| (| O O
g Other alternative theraples O O O O
&.- Have you been admitted to hospital in the last 12 months for any of these reasons?
(Mark one on gach line)
Yes No
a Normal childbirth .| 0
b Problems during pregnancy O O
< All other reasons O O
| |
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W When you go to a General Practitioner:

(Mark gne on sach line) Most of Ravely or
Always the time Sometimes nevar
a Do you go to the same place? O O (] O
b Do you usually see the same doctor? [} O O O

&ﬁas Here are some questions about your most recent visit to a General Practitioner.
In terms of your satisfaction, how would you rate each of the following?
(Mark one on each ling)

Very
Excellent good

O
a

a The amount of time you spent with the doctor
The doctor's explanation of your problem and treatment
The doctor's interest in how you felt about having the
teats, treatment or the advice given

Your opportunity to ask all the questions you wanted

The technical skills {thoroughness, carefulness,
competence) of the doctor

n T

! The personal manner (courtesy, respect, sensitivity,
friendliness) of the doctor

The cost 1o you of the visit

D

.gp- In general, do you prefer to see a female doctor? (Mark pne only)

m@sfl
0 'O B0 O 40

0 O fONoyoHD0 §
0O 0O EOH04000E ¥
0 O fOg0dog §

Yes, always O
Yes, but only for certain things ]
No d
Don't care a

Q8. Thinking about your own health care, how would you rate the following now?
(Mark gne.en each ling)

Excellent ::orl Good  Fair  Poor ::::4
s Accesstomedical specialistsifyounsedthem [ O O O O O
b Access to a hospital if you need it [] O O O O O
¢ Accesstoafterhousmedicalcare [ O O O O O
d Access toa GP whobulk bills ~ [] O O 0o o 0O
o Access to a fomale GP O O a | (| O
' HouswhenaGPisavalable [ [0 O O O 0O
9 Numberof GPsyouhavetochoosefom [ [ [0 O O O
h EasseofseeingtheGPofyourchoice [ [0 O O O O
i EssecfobtainingsPaptest [ [0 O O 0O O
|  Accessto Women's Health or Family Planning services ] O O 0o O O
K Access to maternal and child health services. ] HE am| (R EE Tl

| |
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W Do you have private health insurance for hospital cover? i not, mark the main reason why.

Chapter 10: Appendices

Do you have a Health Care Card? This is a card that entities you to di ts and
with medical expenses. This is not the same as a Medicare card. (Mark gne only)

Yes O
N O
(Mark ang gnly)
Yes

No - because | can't afford the cost
No ~ because | don't think you get vakse for money
No - because | don't think | need it

No - another reason

ooooao

M Do you have private health insurance for ancillary services (eg dental, physiotherapy)?
if not, mark the main reason why. (Mark one only!

Yes

(.

No - because | can't atiord the cost O
No - because | don't think you get visue for money O
No - because | don't think | need it O
No ~ because the services are not available where liive [}

No - another reason

O

&ﬁr In the last 3 years, have you been diagnosed or treated for; (Mark all that apply!
Please record conditions related to preg y (@ ional diab hypertension dunng
pregnancy, antenatal depression and postnatal depression) in the section ralating to pregnancy

X £ € C = % %090 0303 3 = Fewe = TO =00 0n 0w

later in the survey.

Insulin dependent (Type 1) diabetes

Non-nsulin dependent (Type 2) diabates

Haart diseass

Hypertansion (high bicod pressure)

Low iron (iron deficiency or anaemia)

Asthma

Bronchitis

Depeession

Anxiaty dsorder

Endormetrioss

Polycystic Ovary Syndrome

Urinary tract infection

Chlamydia

Genital harpes

Genital warts (HPV)

HIV or AIDS

Hepatitis Bor C

Skin cancer

Other cancer (Plaass spaclfy on page 30)

Other mayor physical iliness [Plasse specify on page 30)
Othar major mantal illness (Please specify on page 20)
Other sexually transmitted infection (Plasse spacify on page 30)
Other (Plaase spacify on page 30)

None of these conditions

Yes, in
the last 3

000000000000000000000000 3
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—

eﬂe- In the Jast 12 months, have you had any of the following: i yes, did you |f you did
(Mark ane on gach ling. For all that apply, - seek help for - seek help,
also answar columns B and C), * this problem? . please mark if

¢ « you were not
" satisfied with

- that help.

¢ 44

. Markhereil ' Mark here if

Some- : you I you were not
Never Raroly timos Often - didsockhelp .  satisfied
a Allergies, hay fever, sinusitis | o 0O = O : O
b Headaches/migiaines (] (0 0O 0O : 0O O
c seveetredness [ O O O: 0O O
d indigestion theartbur) [ [0 O [ : O (]
e Breavingditicuties [ O O O O O
' Stiff or painfuljoints ] BE EE (e O O
9 Baekpain [ O O O : O O
h Poblemswithoneorbothfeet [1 [ O [O : O O
i Urine that burns or stings O O O O O O
[ teaknguie [0 O 0O 0O: O a
K Constpsion [J (O O 0O : O O
I Heemormois(ples) [0 O 0O 0O : 0O O
m Oherbowelproblems [ O O O - O O
n Vaginal dischargeorimitation [ O O 0O O O
° Premenstrual tension ] Bk & L O O
b Irequiar poriods ] O 0O ‘O O O
q Heawypeiods [ O O O : O O
s sinpoblems [ O O 0O : O O
t Diicultysieeping [ 0O O 0O ¢ 0O O
u bepession [ 0O O 0O: 0O )
v Episodes of intense anxiety $
egpanicattacksy = 0O 0O O : O 0
w Othermentalheatthproblems [ [0 O 0O @ 0O ]
x I at your I .
il e B n S w S =
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&L" What is your date of birth? l
(Write date in boxes! q
Day Manth Year

:Q)b: What is your postcode?
a What is your RESIDENTIAL postcoda? Mark here If
{where you lve) living overseas O
b What s the postoode of your POSTAL ADDRESS?
(if dhifferent from resicential)

22«1"“’ When you are outside on a typical summer day, how often do you do the following things to protect
yourself from the sun? /(Mark one on each ling)
Nevar Rarely Sometimes Usually Always

a Wearahat [J 0O O O O
b Wear clothing that protects your skin [ O (] O O
[ Wear sunglasses D 0 O O O
d Stay in the shade when outdoors ] 0 0 0 O
e Apply sunscreen to face O O O O O
1 Apply sunscreen to exposed body parts [ O O O (]
% When did you last have: L Tt —
(Mark one on each fine) thantwo than3 35  than five
yoars  years  years  yoars
aga ago 8go ago  Never Notsure
F A Pap test? O O O O O O
b Your blood pressure checked? ] O O O O O
¢ Your skin checked (eg spots, lesions, moles)? [ i imE il m

agt.lr Have you ever had a vaccination for HPV {genital warts, cervical cancer)? (Mark ane only)

Yas 0
No 0 |

,28?- Please write down the names of all your medications, vitamins, supplements or herbal therapies that

you have taken in the last 4 weeks. Where possible, copy names from the packets.
(Please writé in block letters)

None [
a h
b i
c !
d k
L] |
f m
9 n
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The questions on this page ask only about now - how your health is now and about

how your health limits certain activities now.

l&;&»lw general, would you say your health is:

{Mark gne only)

Excallent O

Very good O

Good O

Fair O

Poor O

&du- Compared to one year ago, how would you rate your health in general now? (Mark ane only/

Much better now than one year ago a
Somewhat better now than one year ago O
About the same as one year ago O
Somewhat worse now than one year ago O
Much worse now than one year ago O

h?»;*"' The following questions are about activities you might do during a typical day.

-— e @ w o a4 n

lgaa- During the past 4 weeks, have you had any of the following problems with your work

a n T e

Does your health now limit you in these activities? If so, how much? (Mark one on each linel
Yos, Yes,

No,

limited  limited not limited

alot a little
Vigorous activities such as running, lifting heavy objects, participating n 0
strenuous sports

O

Modlerate activities, such as moving a table, pushing a vacuum cleaner,
bowling or playing golf

Lifting or carrying groceries

Chmbing several flights of stairs

Climbing one flight of stairs

Bending, kneeling or staoping

Walking more than one kilometre

Walking half 2 kilometre

Walking 100 metres

Bathing or dressing yourself

OO0ooooooo o
oooooooo o

O

gooooooo a

(including your work outside the h and h ork) or other regular daily activities

as a result of your physical health? (Mark gne oo each line!

7
w

Cut down on the amount of time you spent on work or other activities
Accomplished less than you would like
Were imited In the kind of work or other activities

Had difficulty performing the work or other activities
(for exampe it took extra effort)

0O ooo

O 0oOoos




% During the past 4 weeks, have you had any of the following problems with your work
or other regular daily activities as a result of any emotional problems (such as feeling

::q&l~ For each question, please give the one answer that comes closest to the way you have been
feeling. How much of the time during the past 4 weeks: (Mark ons on sach lina)

-—T | - o

Chapter 10: Appendices

depressed or anxious)? (Mark ane on gach fing)

Cut down on the amount of time you spent on work or other activities
Accomplished less than you would lixe
Didn't do work or other activities as carefully as usual

Yes

O
O
O

0
a
0

During the past 4 weeks, to what extent has your physical health or emotional problems
interfered with your normal social activities with family, friends, neighbours or groups?

{Mark ane only)
Not at all
Siightly
Moderately
Quite a bit
Extremely

ooooo

How much badily pain have you had during the past 4 weeks? /Mark gne only)

None
Very mild
Mild
Moderate
Severe

Very savera

oooooo

During the past 4 weeks, how much did pain interfere with your normal work {including both work

outside the home and housework|? (Mark ane only!

Not at all O
A little bit |
Moderately O
Quite a bit O
Extremely O

Did you feel full of lite?

Have you been a very nervous person?

Have you felt so down in the dumps that nothing
could cheer you up?

Have you felt calm and peaceful?

Did you have a lot of energy?

Have you felt down?

Did you fael worn out?

Have you been a happy person?

Ded you feel tred?

All ol
the

Ooooooo O oo

Mest Agood Some A little

ofthe bitofthe of the
timo time  time
LIl
Gl B
CI 1]
| 2 [ N |
L sl
O O 0O
L]
1 Lk O
|l ey 8

Oooooo O oo i

None
of the
time

oooooo 0 oo
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|
%MqtﬁowhwmmﬁdmmmM phys: prob
interfered with your social activities (like visiting friends, fdlt!m ml? lMart DLN_MM
Al of the time O Alitle of the time  [[]
Most of the time O None of the time O
Someofthetime  []

kg;m- How true or false is each of the following statements for you? (Mark one on each ling)

Definitely  Mostly Dont Mostly Definitely
true true know false false

a | seem to get sick a little easier than other peopte [} O (| O (]
b | am as healthy as anybody | know [ O O O O
¢ | expect my health to get worse [ O O O O
d My hoalth is excallent [ O O O O

g‘» Have you and your partner {current or previous| ever had problems with fertility - that is,
tried unsuccessfully for 12 months or more to get pregnant? (Mark one anly!

No, have never tried to get pregnant O =
No, have had no problem with fertility O
Yas, but have not sought help / treatment O
Yes, and have sought help / treatment O

g&&-r Have you ever had any of the following operations or procedures? (Mark one on gach lina)

Yes No

a Hysterectomy [ O
b One ovary removed (| 0
¢ Both ovaries removed O O
d Repalr of protapsed vagina, bladder or bowel N O
e Lumpectomy (removal of lump from breasts) I O
1 Breast blopsy (faking a sample of breast tissue) O O
g Cholecystectomy (gall bladder removed) O O
h Gastric banding (| O
i Cosmetic surgery O O
&_&7 Do any of the following apply to you? (Mark one on each ling) e ®
a 1 am pregnant now / have recently had a baby O O
b | am trying to become pregnant O O
¢ | have had a tubal ligation (| O
d 1 have had a hysterectomy [ O
o My partner has had a vasectomy O (|
{ | cannot have children O O
g My partner cannot have children O O
h My partner has a low or 2er0 sparm count O O
; I have no male sexual partners now O O
i I am using / have used In Vitro Fertilisation (IVF) O O
K | am using / have used fertility hormones {eg Clomid) O O

306



Chapter 10: Appendices

w What forms of contraception do you use now?(Mark ali that apply)

a 1 use a combined oral contraceptive pill (The Pill) O
b | use a progestogen only oral contraceptive pill {The Mini Pill) O
c I use the oral contraceptive pill but | don't know what type O
d | use condoms O
e | use emergency contraception (eg morning after pill) O
1 | use an implant (eg Implanon) O
9 I use the withdrawal method 0O
h 1 use a copper intrauterine device (ILUD) 0O
i | use a progestogen Intrauterine device (IUD) (eg Mirena) O
i 1 use an injection (eg Depo-provera) ]
k 1 use a safe period method (eg natural family planning, rhythm method, Bilkngs mhod. body D
temperature method, periodic abstinence)
| 1 use a vaginal ring (eg Nuvaring) O
m | use another method of contraception O
n I don't use contraception O
W,» Are you currently pregnant? (Mark one only)
No O More than 6 months |
Less than 3 months O Don't know O
310 6 months O
036 Have you ever been pregnant?
Yes [
No [0 => Ifnejgoto Gds
037 How many times have you had each of the following? (Mark ane on each line) Sor
None One Two  Three Four  more
a westn O O O 0O O O
b ssoith [0 0O O O O O
¢ Mscariage [0 O O 0O O 0O
d Termination [abortion) for medical reasons
e L1 [T LI TN |
E Termination (sbortion) for other reasons O O O o go o
! Ectopicpregnancyfiubalpregnancyy [0 [0 0O [O O O
w For your most recent pregnancy, were you: (Mark pne on esch ling) v::’:::‘

Yes. pregnancy
Yes, during following and following
Never prognancy hirth birth

a Given any information about emotional well being
(eq about depression, anxiety, parenting stress)?

b Asked any questions by a midwife, GP. child health
nurse or other professional about your emotional [ (| O O
well baing (eg given a questionnaire to complete)?
a

n
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O - 'nojgoto ads

T8 = 8 Q0" T o

k
|
m

Yes
Ne

If you have ever given birth to a child, please write the date of each birth in the box.

(If you had twins, please write the date twica)

™

"h

7"!

zm!

il

8&

- Did you experience any of the
following?
(Mark gl that apply on sach ling!

Premature birth

Caesarean section belore going into iabour
Caesarean section after labour started
Labour lasting more than 36 hours
Episiotormy (cutting of vaging)

A vaginal tear requirng stitches
Forceps or Ventousa suction (vacuum’)
Medical removal of placenta

and / or blood clots by hand

Excessive bicod loss requiring exira blood
o flud by drip {IV infusion)
A low birth weight baby
(weighing less than 2500 grams or 5 ¥ pounds)
Epidural or spinal block
Gas or injection for pain relief
Emotiona distress

gaap.w«. you diagnosed or treated for:
(Mark all that apply oa each line/

-0 060 O .

Antenatal depression?
Postnatal depression?
Antenatal ariety?
Postnatal anxiety?
Gestational diabetes?
Hypertension (high blood pressure)
during pregnancy?

experi-

3:.0
g

9“!

» P
this Child Child Child Child

o000 0 Ooobopooooao
o000 0 Oo0oobooooo
o000 O Oooooooo
oo o O Oo0ooooooa

0O 0oooo gy

0O ooooo 2«

3

o
4
=

O Oooooo

&l» How many complete months have you breastfed each of your children?
(Please write the number of MONTHS in the boxes)

"=
Child

2
Child

"
Child

"
Child

?
Child

12

&
Child

r
Child

o
Child Child
O 0O
o a
o o
O o
O o0
0 O
(I
O o
O 0o
(.
o a
O 0
(N
L
Child  Child
O 0
O 0
O 0
O 0O
O o
O 0
"
Child

o
child Child
O O
O O
o O
o O
O 0
o 0o
a o
o o
O 0
o0
g O
O 0O
a o
» e
Child Child
o a
o 0
O O
O o0
o a
a o
r
Child

2aq
=

oooo O Ooooooooa

o
e
&
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|
At the time of the birth of your last child were you employed (even if you were on leave)?
(Mark one only)
Yes O
N [
if you went back to paid work after the birth of your last child, how soon did you go back?
(Please write the number of MONTHS in the boxes)
Manths Not applicable [
- If you did NOT go back to paid work after the birth of your last child: No
(Mark one on each line!
a Are you currently on maternity leave? O 0O
Are you planning to go back to paid work? a O
&i” Thinking about the birth of your last child: (Mark pne on each ling! Yes No
8 Did you take paid matemity leave? O O
Did you take unpaid matemnity leave? 0 a

agﬂlw Do you have children living with you (your own, your partner's, fostered etc)? (Mark one only!

Yes O
No O - ifnoigeto a52

|
If you have c!iildnn living with you [your own, Four
r:':’rtpartnu s, fot:t«)od etc), how many are: None Oiie Two T | ‘cvmare
a Under 12 months? O O O (] ()
b 12 months - 5 years? O O O O 0O
c 6 - 12 years? O O [ O O
d 13- 16 years? o 0O O O O

WO spmeong (! [ 2N ney canno.
Formal child care inciudes before and / or after school care, long day care, family day care, occasional care
and preschool. Informal child care includes care by family, friends (paid or unpaid} and a paid babysitter,

Qﬁﬂ» Whether you use child care or not, please answer the following questions. Don't
(Mark ene on each line) Yes No know
a ts formal child care located in an area convenient to you? O O O
b Are formal child care places available to you? O 0O O
¢ Is the cost of formal child care a problem for you? M 0 0
d Is informal child care avallable to you? | O |
&&h- In a normal week, how often do you usually use child care? (Mark one on aach ling)
.‘,’,‘,""':. Less than More than
:ﬂ?::n Shres 5-10hes 11-20hrs 21-30hes 31-80hrs 4D hrs
a Formal care O O O O O O (]
b Informal care O O O O O O O

13
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&2& ~How tall are you without shoes? (if you are not sure, please estimata) cms

@ﬂn—lorwmud\doyouwdﬁawm»omcbm«shm? If you are
pregnant now, write in the weight you were in the month prior to kys
pregnancy. (If you are not suve, please astimare)

QB4 What is your waist measurement?
Ploase measure your waist while in your underwear. If possible, got
someone to help you take the messurement. Find your navs! (belly button)
and measure at that level. Be careful not to have the tape too tight. You
should be able to slip your littie finger under it comfortably. Write the
measurement to the nearest centimetre.
If you are pregnant now, write in your waist measurement for the
month prior to your pregnancy.

W’ Have you used any of these methods to lose weight or to control your weight or shape in the

last twelve months? (Mark one pi each ling!

Yes No
a Commercial weight loss programs 0 0
(eg Weight Watchers®, Lite n* Easy®, Suresiim®, Jenny Craig®)
b Meal replacements or slimming products (eg OPTIFAST®, Herbalife™ O O
g Exercise O O
d Cut down on the size of meals or between meal snacks O O
e Cut down on fats (low fat} and / or sugars O O
f Low glycaemic index (GI) diet O O
9 Diet book diets {eg Atking, Zone, CSIRO diet, Liver Cleansing diet) (| O
h Laxatives, diuretics or diet pills {eg Xenical®, Reductil®) [l O
i Fasting 0O ()
i Smoking O O
K Other O O
e_ﬁﬁw - How much would you fike to weigh now? (Mark one oniy)

Happy as | am O

1 -5 kg more O

Over 5 kg more O

1-5kg less 0O

6~ 10 kg less 0O

Over 10 kg less O

In the past month, how dissatisfied have you felt about:

(Mark one on each ling)

Not at all Slightly Moderately Markedly
dissatished dissatisfied dissatisfied dissatisfied
a Your weight D D L__] [:] D D D
b Your shape O O O O O (] O
|

14
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o1

062

063

w- On a day when you drink alcohol, how many standard drinks do you usually have? (Mark one only)

iggb How often do you have five or more standard drinks of alcohol on one occasion? (Mark one only)

_}ggl.—— At what age did you first have five or more drinks on one occasion? (Write age in boxes)

Chapter 10: Appendices

Dally O -> Gete@sea
At least weekly (out not dally) O = Goto b
Less often than weekly

O e .
Not at all O }_) W

PRINT the number In the box

~How often do you currently smoke cigarettes or any tobacco products? (Mark ane anly)

~a. If you smoke daily, on average how many cigarettes do you smoke each day?

cigarettes per day =P W

b. I you smoke, but not daily, on average how many cigarettes do you smoke per week?

No
[ - MneigetoGes

No
] = itnoieoto Goa
m

PRINT the number in the box cigarettes per week

In your lifetime, would you have smoked at least 100 cigarettes Yos

{or equivalent}? (Mark one only) |
Yos

Have you ever smoked daily? (Mark one only/ 0

At what age did you finally stop smoking daily? /Writs age in boxes! years old
Yes Ne

Have you tried to quit smoking in the last six months? O O

(Mark one only)

How often do you usually drink alcohol? (Mark one only/

| never drink atcohol O -)W' On 3 or 4 days a week

Less than once a month O On 5 or 6 days a week

Less than once a week O Every day

On 1 or 2 days a week O

1 or 2 drinks per day O 5 to 8 drinks per day
3 or 4 drinks per day O 9 or more drinks per day

Never O About once a week
Less than once a month O More than once & week
About once a month O

O
O

a
O

years old Have never drunk five or more drinks on one occasion (]

15

ooa
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Q68 How often did you have five or more ...L::“ m:‘. m“. m:";“
drinks on one occasion when you were: Never  amenth month wenk a week
a Sixteen years old O O O O O
b Seventeen years old O O O O O
G Eighteen years old O O O O O
d Ninateen years old O (| O O O
° Twenty years old O O O O O
f Twenty one years old D D D D D

Remember that any information you give us is kept confidential.

8&&- The following question asks about the use of drugs for non-medicinal

purposes.We want to know about general patterns of use, More than
Please do not give details of specific instances of use. :; :":.l;": ‘2':;:'” Nover
(Mark all that apply) :
B Have you tried Marijuana D 0 O
(cannabis, hash, grass, dope, pot, yandi)?
Have you tried any other llicit drugs
b (amphetamines, LSD, natural hallucinogens, tranquilisers, cocaine, D D D
ecstasy, inhalants, heroin or barbiturates)?
I The next question is about the amount of physical activity you did Jast week, ]

Q70 Please state how many times you did each type of activity and how much time you spent

- altogether doing each type of activity last week.
Only count activities that lasted for 10 minutes or more; add up all the times you spent in each activity to get
the total time for each activity. s 4 '
{lf you did pat do an activity, piease write ‘0" in the baxes) Total time in this activity

Number ! e~

of times hours  minutes
a Walking briskly
(for recraation or exercise, or to get from place to place)
b Moderate leisure activity
{like social tennis, moderate exercise classes, recreational
swimming, dancing)
c Vigorous leisure activity

(that makes you breathe harder or puff and pant like agrobics,
compatitive sport, vigorous cycling, running, swimming)

d Vigorous household or garden chores
({that make you breathe harder or puff and pant)

Now think about all of the time you spend sitting during each day while at home,
at work, while getting from place to place or during your spare time.

,:gm.r How many hours in total do you typically spend sitting down while doing things like
- visiting friends, driving, reading. watching television, or working at a desk or computer?

a On a usual week day hours minutes
b On a usual weokend day hours minutes
g
16

312



Chapter 10: Appendices

This section is about your usual eating habits over the past 12 months. Where possible give only
one answer per question for the type of food you eat most often. (If you can't decide which type you
have most often, answer for the types you usually eat.)

w How many pieces of fresh fruit do you

? O n U w

- e 0 a T o

usually eat per day? (Count % cup of diced
fruit, berrins or grapes as one piece)
(Mark gne only)

I don't eat fruit
Less than 1 piece of fruit per day
1 plece of frult per day
2 pleces of frult per day
3 pieces of frult per day
4 or more pleces of fruit per day
How many different vegetables do you
usually eat per day? (Count all types, fresh,
frozen or tinned) (Mark gne only)
Less than 1 vegetable per day
1 vegetable per day
2 vegetables per day
3 vegetables per day
4 vegetables per day
5 vegetables per day
6 or more vegetables per day
What type of milk do you usually use?
(Mark all that apply)
None
Full cream milk
Reduced fat milk
Skim milk
Soya milk

e L

§

R

How much milk do you usually use per day?

.9?29 How many slices of bread do you usually eat

.QQQQQQWH

per day? (lnclude ail types, fresh or toasted
and count one bread roll as 2 slices)

(Mark gne only)

Less than 1 slice per day

1 slice per day

2 slices per day

3 slices per day

4 slices per day

5-7 slices per day

8 or more slices per day

oooooono

1975» Which spread do you usually put on bread?

finclude flavoured milk and miik added to tes, .

coffes, cereal etc) (Mark gne only)

None
Less than 250 ml (1 large cup or mug)
Between 250 and 500 ml (1-2 cups)
Between 500 and 750 ml (2-3 cups)
750 ml {3 cups) or more
- What type of bread do you usually eat?
(Mark all that apply)
| don't eat bread
High fibre white bread
White bread
Wholemeal bread
Rye bread
Mudti-grain bread

ooogao

B o o)

1w

- o A 0 U o

v - 0 0o T o

(Mark all that apply)

| don’t usually use any fat spread
Margarine of any kind
Polyunsaturated margarine
Monounsaturated margarine

Butter and margarine blends
Butter
On average, how many teaspoons of sugar
do you usually use per day? (/nciude sugar

taken with tea and coffee and on breakfast
cereal ete) (Mark pne anly)

None

1 to 4 teaspoons per day

5 to 8 teaspoons per day

9 t0 12 teaspoons per day

More than 12 teaspoons per day

On average, how many eggs do you usually
eat per week? (Mark one only)

I don't eat eggs

Less than 1 egg per week
110 2 eggs per week

3 to 5 eggs per week

6 or more eggs per weak

ooooono

Oo00oaao

oooono

w— What types of cheese do you usually eat?

(Mark all that apply)
| don't eat cheese
Hard cheeses, eg parmesan, romano
Firm cheeses, eg cheddar, edam
Soft cheeses, eg camembert, brie
Ricotta or cottage cheese
Cream cheese
Low fat cheese

B O000000
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For each food shown on this page, indicate how much on average you would usually have
eaten at main meals during the past 12 months. When answering each question, think of the
amount of that food you usually ate, even though you may rarely have eaten the food on its

own. If you usually ate more than one helping, mark the box for the serving size closest to the
total amount you ate.

Q82: When you ate potato, did you usually eat:

| never ate potato O

il
100g B 150g C =
O O O O O
Less than A A Between A& B B BetweenB&C [ More than C

/083 When you ate vegetables, did you usually eat: | never ate vegetables O

1309 A

2509 B
O O O O
Less than A o Betwoon A& B B Betwoon BE C c More than C

084 When you ate steak, did you usually eat: | never ate steak O

€ ¢ )

- 1759 [

O O O (]

Less than A A Between AL B B BetweenB& C C More than C
Q85 When you ate meat or vegetable casserole, did you usually eat: | never ate casseroie O
1009 A 180g B ‘ 70g C A
O O O O 0O O O

Less than A A Between A& B B Between B&C c More than C
|
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(Mark gne on each ling}

yb Over the last 12 months, on average, how often did you eat the following foods?

2
fimes < s times  tioes

Jid Seeb

2
times  timas

3t

than 1

1

TIMES YOU HAVE EATEN

Caresl, Foods, Swosts & Snacks

O00000000000000000000a0
O00000000000000000000oog
00D000000000000000000
O00000goo0oo0oooooooooa
000000000000bOo0o0ooooo
000000000000000000000
00D00OOONNNN000000000

O00000000000000000000a0
doiooooobooooooaooooad
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j ! mm P
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T 8 T 0= DL = =8=F£C0aaCT s« w « 23

Dalry Products, Mast & Fish
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O0000o0000o00o0oa
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.....................................
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TIMES YOU HAVE EATEN

timos | time  times times

times  times
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per day
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per manth .
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wine and / or spirits? (Mark one on each el

Q875 Over the last 12 months, how often did you drin

8
:

If you do NOT drink alcohol, mark here and

2l
1.0

ff000o0ooo

...............

iifoooooo

...............

................

White wina (Include sparkling winas)
Fortified winas, port, sherry ate
Spirits, liqueurs ste
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1 can or stubby of beer = 2 glasses

1 large bottle beer (750 ml) = 4 glasses

1 bottle wine (750 ml) = 6 glasses
1 bottle of part or sherry {750 ml) = 12 glasses

When answering the next two questions, please convert the amounts you drink into glasses
using the examples given below. For spirits, liqueurs and mixed drinks containing spirits, please
count each nip (30 ml} as one glass,

gﬂ&» Over the last 12 months, on days when you were drinking, how many glasses of beer, wine

and [ or spirits altogether did you usually drink?

{Mark one onfy)

that you drank in 24 hours?
(Mark one onty/

Ten or

One Two Three Four Five Six Seven Elght Nine more
Toalnumberofgisssesperday [ [0 OO0 O O O O O O O

%B’“’" Over the last 12 months, what was the maximum number of glasses of beer, wine and / or spirits

2

34

56

-8 910 1112 13-4

Madmumrnumberofglassesper24hows [0 O O O O O O O O O

1516 1718 more

Questions 72 to 89 are from the Cancer Council of Victoria Food Frequency

Questionnaire and are used with their permission.

,©89.. Over the [ast 12 months, on average,
how often did you drink the following? -

_—- s .o AN Te

e == T O =0 Q0 T e

(Mark one on each ling?

Cola drinks - not dist (eg Coka)

Diat cota drinks (e Diet Coke™) -

Other carbonated (g fizzy / soft drinks) -
Cordials, fruit or sport drinks |

Milk or soya milk (including flavoured varieties) -
Frult or vegetania |uces -

Tea |

Horbal toa -

Coftee -

Water fincluding soda or plain mineral waten)

‘Less s 1403

DO00000000 »

1 2 2md SwE 1 2 Jarmom
. onge  times . fime  times  times  tests - lime  times  tmes
por month  * per woek ) pec day
£ ECEL G B Bl B CGE]
Ooo:000o0:00a0
8 I o B o [ o ) o G 0 o [ =
B moE EE B E B R
O 0.0 80 0 0:0 0 0
DO SIS RS TSR]
B ISR Bl O Blst) B E]
B EE E @ mlE) E (B
o S o e e O s O s R o [ = (02
CONCESORC N0 )

Over the last 12 months, how stressed have you felt about the following areas of your life?

(Mark one on each ling)

Owm heaith

Health of famity members

Work / employment

Living arrangements

Study

Maoney

Relaticnship with parents
Relationship with partner / spouse
Relationship with other family members
Relationship with friends
Matherhood / children

!M L Not at .i' Somwh;- Mmhnh‘ly Very ' E.nmm!y
O O O O O
O O O O O O
O O O O O O
(| O O a O O
O O a O O O
O a O O O a
O O O O O O
O a O O O a
a a a O a O
O a O O (] O
O ] O O O O

& B

~N
-
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m women’s health
—

(:9“"" People sometimes look to others for companionship, assistance, or other types of support.
How often is each of the following kind of support available to you if you need it?

(Mark oneg on sach line)
Nonsof Alitleof Someof Mostof Allofthe
the time  the time  the time  the time time
" Someone to help you if you are confined to bed O O O O O
b Someone you can count on to listen to you when

you need to talk

O O | O O
¢ Someone 10 give you good advice about a crisls O O O O O
d Somecne 10 take you to the doctor if you need it O O O (] O
. Someone who shows you love and affection [ O (| O O
f Someone to have a good time with O O O O O
9 Someone infarmati hel
e a1 LI O [
h Some ide inor
one to confide | Mtoabxjgmo; D D D 0 D
i Someone who hugsyou [ (] O O O
) Someone 1o get together with for relaxation 0 O O ] (|
k Someo| meais |f bia
ne to prepare your t:o:oa:tema 0O 0 0 0 0O
| Someone whose advice you really want O d O O (]
m S i with
omeone Lo do things whd:‘iyngu oth 0 0 0 | |
n Someone to help with daily chores i you are sick O O O O O
o Someone to shi i ies and
tuemyourmos!pmatewof:::;m D D D D D
P So for i about hi
Y G apeonapoien 0 0 O O O
q Someons to do something enjoyabie with ] O O O O
r Someone who understands your problems Od O O O O
5 Someone to love and make you feel wanted O a O 3 O

Thinking about your current approach to life, please indicate how much you think each
statement describes you:
disagree Disagree Neutral  Agree agree

8 In uncertain times, | usually expect the best I:] D [:] D D
b If something can go wrong for me, it will i | O O O
¢ I'm akways optimistic about my future O O O O O
d I hardly ever expect things to go my way O O O O O
o I rarely count on good things happening to me O O O (] a
! Overall, | o0

expect mone good things :::;,p::"b;: D 0 0O 0 O

| |
22
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women’s health @
"

Have you experienced any of the following events?
(Mark all that apply)

Major personal lliness

Major personal injury

Major surgery {not including dental work)

Birth of a child

Having a child with a disabllity or serious iliness
Starting a new, close personal relationship

Getting mamed (or starting to live with someone)
Problem or break-up in a close personal retationship
Diworce or separation

Becoming a scle parent

Increased hassles with parents

Senous conflict between members of your family
Parents getting divorced, separated or remarried
Death of partner or close family member

Death of a child

Stillbirth of a child

Miscamage

Death of a close friend

Difficulty finding a job

Return to study

Beginning / resuming work outside the home
Distressing harassment at work

Loss of job

Partner losing a job

Decreased income

Natural disaster {fire, flood, drought, earthqueke etc) or house fire
Major loss or damage 1o personal property

Being robbed

Involvement In a serlous accident

Being pushed, grabbed, shoved, kicked or hit

Being forced to take part in unwanted sexual activity
Legal troubles or involvermnent in a court case

Family member / close friend being arrested / in gaol
You or a family member invelved in problem gambling
None of these events

23
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Q95 In the past week, have you been feeling that life isn’t worth Yes No
living? (Mark one only) (] O
,096. In the past 6 months, have you ever deliberately hurt yourself o

or done anything that you knew might have harmed or even
killed you? (Mark gne only) O O

If you answered yes to either of the last 2 questions, you might like to talk to
someone about how you are feeling. You could ring Lifeline on 13 11 14 (local call).

Q97 Below is a list of the ways you might have felt or behaved. Please indicate how often you
. have felt this way during the last week. (Mark ane on esch line)

Rarely or Occasionally
none of the Someora  oramoderate

tisy listle of the  amount of the Most or afl of
{less than 1 time time the time
day) (1-2 days) {34 days) 5-7 days)
° | was bothered by things that don't usually bother me (| O O |
b | had trouble keeping my mind on what | was doing | O O O
¢ et depressed  [] O o O
d | telt that everything | did was an effort 0 0O 0 0
- | felt hopeful about the future (| O O O
f | felt fearful | O O O
9 My sleep was restless O O O O
h | was happy D D D [:]
i ety 0 O O O
j I could nat 'get going’ O 0 O O
k | feit terrific O 0 O |

Lgﬂ-‘ Next are some specific questions about your health and how you have been feeling in
the past month. (Mark one on each ling)

Yes No
a Have you felt keyed up or on edge? O O
b Have you been worrying a lot? O O
c Have you been iritable? O O
d Have you had difficulty relaxing? D D
o Have you been sleeping poorly? D D
f Have you had headaches or neck aches? D D
g Have you had any of the following: trembling, tingling, dizzy spells, 0 0
sweating, diarrhoea or needing to pass urine more often than ususal?
h Have you been womed about your health? O O
i Have you had difficulty falling asleep? O O
\,9‘;”3»— Do you regularly provide unpaid care or assistance (eg personal care, Yes No
o transport) to any other person because of their long-term illness, 0O O
disability or frailty? (Mark one only!
Q100 Do you regularly need help with daily tasks because of a long-term Yes No o
) iliness or disability (eg help with personal care, getting around, 0O D
preparing meals etc)? (Mark one only) =

24
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The following questions ask about difficult situations you may have experienced.
Some people prefer not to answer questions of this nature.
If this is true for you, please go to Question 104.

‘.g}ﬂt» Have you ever had a partner or spouse? (Mark gng only! 0 E -> W“

Q102 This guestion asks about situations you may have experienced with current or past partners.

T O =- oo &0 0 O w

— P wms

- 2 9 ¢ 3 3

N < % £ < ¢

bb

.,glﬂi\ Have you ever been in a violent relationship with a partner / spouse?

Yes

(Marck a3 many. as apply on esch ling) In the last  More than 12

My Partner: 1Zmonths monthsago  Never

Told me that | wasn’t good enough

Kept me from medical care

Foliowed me

Tried to turn my family, friends and children against me
Locked me in the bedroom

Slapped me

Forced me to take part in unwantad sexual activity
Told me that | was ugly

Tried to keep me from seeing or talking to my family
Threw me

Hung around outside my house

Biamed me for causing their violent behaviour
Harassed me over the telephone

Shook me

Harassed me at work

Pushed, grabbed or shoved me

Usad & knife or gun or other weapon

Became upset if dinner / housework wasn't done when they
thought it should be

Told me that | was crazy

Toki me that no one would ever want me

Took my wallet and left me stranded

Hit or tried to hit me with something

Did not want me to socialise with my female friends

Refused to let me work outside the home

Kicked me, bit me or hit me with a fist

Tried to convince my friends, family or children that | was crazy
Told me that | was stupid

Beat me up

0000000000 O Ooo0ooooo0oooooono
OFf 0000000000 O o0000000000000o0o0o

(Mark one only)

O0f 0000000000 O O0o0o0of0pofbnooooooooo

If you feel distressed about any experiences of violence and abuse and would like some
help to deal with this, pluu consider contacting one of the following:
* Your nearest Women’s Health Centre or Community Health Centre
* Your General Practitioner for advice about who would be the best person
in your community to talk to
* A Lifeline counsellor on 13 11 14 (local call).

25
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| The following questions ask about how you use your time

‘QAM- ‘Managing time is often difficult. How often do you feel: , About About

(Mark one on each line) Every timess  onces  oncea
day week week month Never
a That you are rushed, pressured, 100 busy? O O O 0 ]
b That you have time on your hands that you don't
know what to do with? O O O O O

&“--ln a usual week, how much time in total do you spend doing the following things?

(oot aain. ol ahT 115 1M 253 & 4148 9kours

activity hours hours hours hours hours  or more
: {eq wakking, exgtc‘ciivug,lm D D D D D D D
{eg TV. music, Mpmgiﬁﬁ O O O O O O O
c Full-time permanent paid work 7] O a O a O O
d  Part-time permanent paid work [ O (| a O O O
. Casual paid work ] | Od O O O O
' mmambaneg O O O O O O O
g Stuaying [ O O O O O O
h Unpaid voluntary work O O O O O 0 O
; {own / m .‘,’:,‘,‘:S:; O O (] (| O O O
' it kil AWy mp m)  ymy (m) m

6. In a sevan day week, on how many DAYS would you say you are AT Number of days
WORK (paid or unpaid)?

&I‘H‘ On average, on days when you are AT WORK (paid or unpaid), how Number of hours
many hours per day do you work?

19}” Please estimate how much time you spent SITTING in each of the following activities on your
fast WORKING day and on your last NON-WORKING day (weekend day or day off).

WORK DAY NON-WORK DAY
hours  minutes hours  minutes

a For TRANSPORT (eg in car, bus, tran etc)

Al WORK (eg sitting at a desk or using a

b computer)

c Watching TV
d Using a computer at home (email,

information, chatting)

R Other leisure activities (sociakzing, movies, etc,

but NOT including TV or computer use)

08 How much time did you spend SLEEPING P m——— - 3
on each of these days?
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w. Do you normally do any of the following kinds of paid work? (Mark all that apply)

I' dan’t do any paid work [0 =» Geto0112

Paid shift work

Paid work with irmegular hours

Pald work on short-term centract (less than one year)
Paid work in mare than one job

Paid work at night

Paid work from home

Seif employment

None of the above

- T e =0 Qa6 T o

ooopboooo

&u&» How secure or insecure do you feel about your paid job or jobs? (Mark one only) it
| worry all the time about lesing my job R
Sometimes | worry about lasing my job O
| rarely or never worry about losing my job [}
Don't know 0O

w Are you happy with the number of hours of paid work you do?
(Mark one anly. even If you have no paid work)

Yes, happy as 8 O
No, would like to do more O
No. would like to do less O

&h‘&» We would like to know your main occupation now (Mark one only)

Manager or administrator
(eg magistrate, farm manager, general manager, dwector of nursing, school principall

Professional (eg scientist, doctor, registered nurse, allied health professional, teacher, artist)
Associate professional (eg techniclan, manager, youth worker, police officer)
Tradesperson or related worker (eg halrdresser, gardener, flonst)

Advanced clerical or service worker
{eg secretary, personal assistant, flight attendant, law clerk)

Intermediate clerical, sales or service worker (eg typist, word processing / data entry operator,
Intermediate production or transport worker (eg sewing machinist, machine operator, bus driver)

Blementary clerical, sales or service worker
{eg filing / mail clerk, parking inspecter, sales assistant, telemarketer, housekeeper)

Labourer or refated worker (eg cleaner, factory worker, general farm hand, kitchenhand)
No paid job

IO EOSLN O 00430

,gg,u- Are you currently unemployed and actively seeking work? (Mark one only)
No O

Yes, unemployed far less than & months O
Yes, unemployed far 6 months or more O

27
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M.wm is the highest qualification you have completed? (Mark one only)
No formal qualifications
Year 10 or equivalent {eg School Certificate)
Year 12 or equivalent {eg Higher School Certificate)
Trade / apprenticeship (eg hairdresser, chef)
Certificate / diploma (eg child care, technician)
University degree
Higher university degree (eg Grad Dip, Masters, PhD) (|

oooooo

M»a What is the average gross (before tax) income that you receive each week, including
pensions, allowances and financial support from parents?

b What is the average gross (before tax) i of your h hold each week (eg you
and your partner, or you and your parents sharing a house?)
(Mark one for yourself and one for your household)

. Sell b, Household

No Income O O

$1-5119 ($1-86,239 annually) O B

$120-8299 ($6,240-$15,599 annually) O 0

$300-8499 ($15,600-525,999 annually) O O

$500-5699 ($26,000-836,399 annually) O O

$700-5999 ($36,400-851,299 annually) O O

$1,000-81,499 (852,000-877,999 annually) O O

$1,500-51.,999 ($78,000-$103,999 annually) B O

$2,000-$2,499 ($104,000-$129,929 annually) O O

$2,500-$2,999 ($130,000-$155,299 annually) || O

$3,000 or mare {$156,000 or mare annually) 0O O

Don't know O a

Don't want to answer O |

1ive alone (household income is the same as mine) O

&B.-«How many people (including yourself], are dependent on

this household income? (Write number in boxes) O

@ﬂ.- How do you manage on the income you have available? (Mark one anly)

It is impossible O
It is difficult all the time O
It is difficut some of the time O
Itis not too bad O
It is easy O

- How much of your gross (before tax) household income )
do you spend on your housing (eg rent, mortgage %
repayments)? (Write percentage in boxes)

28
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&2&- Which one of the following best describes your housing situation? (Mark ane only/

Private rental (includiong rent paid to real estate agents)
State Department of Housing public rental

Housing that comes with employment (eg Department of Defence,

Department of Education, mining company etc)

Owned home (with or without mortgage)
Living with parents / in-laws

What is your present marital status?
(Mark ane anly)

Naver married

Married

De facto (opposite sex)
De facto {same sex)
Separated

Divorced

Widowed

OoOoooonoo

Q1322 Who lives with you? (Mark ail that apply)

- o Q0 T

;59,3‘-* In general, how satisfied are you with what you have achieved in each of the following areas

S 9 = 2 O 0 O

No one, | live alone O
Partner / spouse O

Own children O

Someone else's children O
Parents 0O

Other aduits O

of your life? (Mask one on each ling)

Work
Career
Study
Family relationships
Partner / closest parsonal relationship
Friendships
Social activitles
Motherhood / children  [T] Nat applicable

29

Very
sotisfied

ooooooao

O

OoOooooooo

00O OO0

Satisfied

agoooooao

Very
Dissatisfied diysatisfied

OO0oooooao
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&“' Did someone help you fill in this survey? (Mark ane anly!

No O
Yes, but | told them the answers | wanted O
Yes, but the heiper answered for me using his / her own judgement O

Qg_.}ﬁ.- What was the MAIN reason for your needing help to fill in this survey? (Please describe)

Have we missed anything?
If you have anything else you would like to tell us, please write on the lines below.
You may also like to take a moment to check you have not
missed any questions or pages.

Thank you for taking the time to complete this survey.

If you need help to answer any of the questions,
you can contact us by telephoning
1800 068 081(Freecall)
When you have completed the survey, please sign the next page and send the survey back to us
as soon as possible. We will detach the consent form and store it in a separate locked room.
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Consent

| agree to the research team following health and other records relating 1o me, including hospital
and health sarvice use récords and cancer registers and other chronic conditions registers as:
described to me in the accompanying brochure. | also understand this means | agree to Medicare
releasing Information concerning services provided to me under Medicare, the Department of
Veterans' Affairs, the Pharmaceutical Benefits Scheme and the Repatriation Pharmaceutical
Benefits Scheme, including past infarmation, for the duration of the study, as outlined in the

enclosed brochure. (Mark one anly) Yes D No D
Please sign below and send the completed survey back to us in the envelope supplied as soon as
possible. We will detach the consant form and store it in a separate locked room,

| consent to the researchers ‘matching’ the information provided in this survey with that
given in previous surveys so that any change in my health can be noted,

Signature: Date: / /

What is your Maiden Name? (Please print in the boxes)

FEEsFEEN TRy N

Have you remembered to measure your waist?

PR Page 14 Question 54.

Help us keep in touch

Sometimes we lose touch with our participants. It would be helpful if you could give us your
mobile phone number and email address.

peesa | | | |11 ]]]

Email | ]

It would be helpful also, if you could give us details of parents, a relative or friend who will be
able 1o help us find you, after checking that the relative or friend is happy for you to provide
these details,

Neme: | |
S | [ooe]  frees] | [ |

phone: (| [ | | [ | [ | ][ ]yeesee |

|| |
;‘m’nl Suits Peatcode

pose | | DI | [ [ [ [ ][ [ |
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women’s

health

australia

Please post this back in the Reply Paid envelope provided.

Women's Health Australia I I I
Reply Paid 70
Hunter Region MC

NSW 2310

Please let us know your new details if you move,
change your name or your telephone number.

Freecall Number 1800 068 081

Australian Longitudinal Study
& on Women's Health ﬁ

I'he University of Newcastle, Callaghan NSW 2308,
NEWCASTLE Phone: 02 4913 8872 Fax: (02 4913 8388 THE UNIVERSITY
AuTAALIA OF QUEENSLAND

AUSTRALTA

Email: whasec@newcastle.edu.au
Web: www.alswh.org.au
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HUMAN RESEARCH: AUSTRALIAN LONGITUDINAL STUDY

ON WOMEN’S HEALTH

HUMAN RESEARCH ETHICS COMMITTEE E E

THE UNIVERSITY OF

NEWCASTLE

AULTRALIA

APPROVAL TO CONDUCT HUMAN RESEARCH

To Chief Investigator or Project
Supervisor:

Ce Co-investigators / Rescarch Students:

Re Protocol:

Date:
Reference No:

Associate Professor Deb Loxton

Doctor Meredith Tavener
Professor Gita Mishra

Professor Julie Byles

Dr Leigh Tooth

Professor Annette Dobson
Associate Professor Jayne Lucke
Professor Christina Lee

Associate Professor David Sibbritt
Associate Professor Nancy Pachana
Professor Wendy Brown
Australian longitudinal study on women's
health

20-Aug-2012

H 076 0795

Thank you for your recent application to the University of Newcastle Human Research
Ethics Committee (HREC) requesting a certificate of approval for the protocol identified

above,

A Certificate of Approval is enclosed Details of previous approvals for Initial, Renewal and

Vanation applications are also included on the certificate.

The Certificate and this advice are to be retained

They are important documents

« Note any comments related to the approval.

»  Where the HREC is the lead or primary HREC, if the research requires the
use of an Information Statement, ensure the Reference No. is inserted into the
complaints paragraph in the approved document(s) prior to distribution to

potential participants.

o  Where the research s the project of a higher degree candidate, it is the
responsibility of the project supervisor to ensure that the candidate receives this

approval advice,
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Conditions of Approval

This approval has been granted subject to you complying with the requirements for
Monitoring of Progress, Reporting of Adverse Events, and Variations to the Approved

Pratocol as detmled below.

PLEASE NOTE:

In the case where the HREC has "noted” the approval of an External HREC, progress
reports and reports of adverse events are to be submitted to the External HREC only. In the
case of Variations to the approved protocol, you will apply to the External HREC for
approval in the first instance and then Register that approval with the University's HREC,

o Monitoring of Progress

Other than above, the University is obliged to monitor the progress of rescarch projects
involving human participants to ensure that they are conducted according to the protocol as
approved by the HREC. The Certificate of Approval identifies the period for which
approval is granted and your progress report schedule. A progress report is required on an
annual basis, you will be advised when a report is due.

«  Reporting of Adverse Events

I, Itis the responsibility of the person first named on the Certificate to report
adverse events,

2. Adverse events, however minor, must be recorded by the investigator as observed
by the investigator or as volunteered by a participant in the research. Full details are
to be documented, whether or not the investigator, or his‘her deputies, consider the
event to be related to the research substance or procedure.

3. Serious or unforeseen adverse events that occur during the research or within six (6)
months of completion of the research, must be reported by the person first named
on the Certificate to the (HREC) by way of the Adverse Event Report form within
72 hours of the occurrence of the event or the investigator receiving advice of the
event.

4. Serious adverse events are defined as:
o Causing death, life threatening or serious disability.
Causing or prolonging hospitalisation.
Overdoses, cancers, congenital abnormalitics, tissue damage, whether or not
they are judged to be caused by the investigational agent or procedure.
o Causing psycho-social and/or financial harm. This covers everything from
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perceived invasion of privacy, breach of confidentiality, or the diminution
of social reputation, to the creation of psychological fears and trauma.
Any other event which might affect the continued ethical acceptability of
the project.

5. Reports of adverse events must include:

> 0 O Q

)

Q

Participant's study identification number;

date of birth;

date of entry into the study:

treatment amm (if applicable);

date of event:

details of event;

the investigator's opinion as to whether the event is related to the rescarch
procedures; and

action taken in responsc to the event.

6. Adverse cvents which do not fall within the definition of serious, including those
reported from other sites involved in the research, are to be reported in detail at the
time of the annual progress report to the HREC.

» Variations to approved protocol

If you wish to change, or deviate from, the approved protocol, you will need to submit an
Application for Vaviation to Approved Human Research, Variations may include, but are
not limited to, changes or additions to investigators, study design, study population,
number of participants, methods of recruitment, or participant information/consent
documentation. Variations must be approved by the (HREC) before they are
implemented except when Registering an approval of a vanation from an external HREC
which has been designated the lead HREC, in which case you may proceed as soon as you
receive an acknowledgement of your Registration.

Linkage of ethics approval to a new Grant

HREC approvals cannot be assigned to a new grant or award (ie those that were not

identified on the application for ethics approval) without confirmation of the approval from

the Human Research Ethics Officer on behalf of the HREC.

With best wishes for a successful project.

Professor Allyson Holbrook
Chair, Human Research Ethics Committee
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For communications and enquiries:
Human Research Ethics Administration

Research Services

Research Office

The University of Newcastle
Callaghan NSW 2308

T+61 2492 18999
F+61249217164

Linked University of Newcastle administered funding:
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HUMAN RESEARCH ETHICS COMMITTEE
Certificate of Approval

@

THE UNIVERSITY OF

NEWCASTLE

AUSTRALIA

Apphicant: (first named in application) Associate Professor Deb Loxton

Doctor Meredith Tavener

Professor Gita Mishra

Professor Julie Byles

Dr Leigh Tooth

Professor Annette Dobson
Associate Professor Jayne Lucke
Professor Christina Lee

Assaciate Professor David Sibbrint
Associate Professor Nancy Pachana
Professor Wendy Brown

Protocol: Australian longitudinal study on women's health

Co-Investigators / Research Students:

In approving this protocol, the Human Research Ethics Committee (HREC) 15 of the opinton
that the project complics with the provisions contained in the National Statement on Ethical
Conduct in Human Research, 2007, and the requirements within this University relating to
human rescarch,

Note: Approval is granted subject to the requirements set out in the accompanying document
Approval to Conduct Human Research. and any additional comments or conditions noted
below.

Details of Approval
HREC Approval No: 11 076 0795 Date of Initial Approval: 26-Jul-1995
Approval

Approval will remain valtd subyect to the siubwmissson, amd sansfactory assessmens. of aanual progress roports. If the
approval of ae Extermal HREC has been “noved™ the approval peiod iy as determined iy that HREC

Progress reports due: Annually,
I thve apgreoval of an External HREC has heen “noted”, the eeporting period ix as defermined by thae HREC.

Approval Details
Variation

14-May-2008

Variation for submission of

1. ALSWH Older-aged Cohort Survey 5. This incorporates minor amendments from the
pilot version of Survey 5 to the main version.
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2. ALSWH Older-aged Cohort Survey 5 Letter, This incorporates refinement of wording
relating to data linkage from the pilot version to the main version.

3. Revised Reminder and Thank You cards to reflect change in follow-up protocols.
Targeted reminder to non-responders and thank you slip to all respondents after majority of
surveys returmned,

Approved
The Committee ratified the approval granted by the Deputy Chair on 12-Feb-2008 under
the provisions for expedited review.

Initial Application

Approved

16/11/94

The proposal is approved in principle subject to full details of information/consent
documents and data linkage being submitted 1o and approved by the Committee. Sub-

studies undertaken will require separate ethics approval, as you indicated in your
application.

19.8.98

APPROVAL RENEWED for a further three-year period on the basis of information
contained in the application for renewal of ethics approval and Professor Dobson's covering
letter of 14 July 1998,

19.9.01
Approval granted for a further three years.

10.11.04
Approval renewed for a further three-year period,

12,12.07

Approval renewed for a further three (3) year period.
Progress Report / Renewal

Approved

Variation

10-Dec-2008

Variation to:

1. Provide a telephone reminder to the Younger 5 pilot cohort,

2. Change the title of the participant groups to '1973-78 cohort', '1946-51 cohort' and "1921-
26" cohort,

- 1973-78 Pilot Cohort: Telephone Reminder Script, Version |, undated
Approved
Variation
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13-Apr-2009
Variation for submission of the ALSWH Younger-aged Cohort Survey 5.
Approved

Variation
09-Jul-2008
Variation to:

1. Write to participants who do not respond to the consent question within the
questionnaire, and ask if they would like to respond to this missed question
(ALSWH Letter 1, Version 2 dated 30 May 2008),

2. Telephone participants (only those of whom have already consented to be contacted by
the researchers), to remind them of any omissions within their returned guestionnaire and, if
appropriate, to ask them to respond to the consent question within the questionnaire.

3. Write to participants who have not signed the survey, and ask them il they would add
their signature.
(ALSWH Letter I, Version 2 dated 30 May 2008),

4. Write to participants who have missed both the consent section and the signature section
within the guestionnaire, to ask them to complete the final page.
(ALSWH Letter |. version 2 dated 30 May 2008)

5. Write to participants who have not completed the surveys and who have withdrawn by
mail, to ask for their consent to link their past survey data with other datasets.
(ALSWH Letter 2, Version 2 dated 30 May 2008)

6. Write to participants who have withdrawn their participation by telephone, and who have
not completed a survey. to ask them to complete a consent form for data linkage if they
appear to be amenable to such a request.

(ALSWH Letter 2, Version 2 dated 30 May 2008).

Approved
Variation
16-Sep-2009
Variation to:

1. Allow Medicare Australia to send out a letter on behalf of the researchers to women who
the ALSWH have lost contact with. Medicare Australia will link the ALSWH 1Ds of these
participants to their Medicare address and send out mailing packages on behalf of the
researchers, Medicare will receive any Return to Sender mail and will inform ALSWH of
this,

2. Include the following mailing packages for each Cohort:

a. 1921-1925 Cohort:
1. Small window-faced envelope from Medicare with their reply-paid address:
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ii. Letter from Medicare explaining this process and reminding participants of their original
involvement with ALSWH;

iii. Letter from ALSWH providing information about the project and contact details;

iv. Change of details card; and

v. Small ALSWH reply-paid envelopes.

b. 1946-51 Cohort.
As per a above.

¢. 1973-78 Cobort:

i. Copy of the 2009 survey for the women of the 1973-78 cohort.

ii. Large window-faced envelope from Medicare with their reply-paid address:

iii. Letter from Medicare explaining this process and reminding participants of their original
involvement with ALSWH;

iv. Letter from ALSWH providing information about the project and contact details;

v. Change of details card; and

vi. Large ALSWH reply-paid envelopes.

Approved

The Commirtee ratified the approval granted by the Chair on 27 August 2009 under the
provisions for expedited review.

Variation

16-Sep-2009

Variation to undertake a reminder process for non-responders in the 5th wave of surveys
issued to the 1973-78 Cohort. Reminders will be in the form of either: 2) Reminder text
message to mobile phones; b) email to those participants who have not recorded a mobile
phone number ar whose text message was undeliverable; or ¢) telephone tor those
participants who are not contactable via mobile or email and who have not returned their
survey.

Approved

The Committee ratified the approval granted by the Chair on 27 August 2009 under the
provisions for expedited review.

Variation

15-Jul-2009

Variation to:

1. Conduct the ALSWH 1946-51 Cohort Pilot Survey 6.

2. Amend the Information Brochure and Consent Form to include information on, and
request permission for, data linkage (as previously approved for the other cohorts).

3. Include the Evaluation Sheet for pilot participant feedback.

4. Include reminder process - leaflet after 4 weeks and telephone call after 12 weeks (as
previously approved for the other cohorts).

Approved
The Committee ratified the approval granted by the Deputy Chair on 23June 2009 under the
provisions for expedited review
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Variation
17-Feb-2010
Vanation to:

1. Change the method of delivering the bulk text message reminders to the 1973-78 Cohont
(approved by HREC Aug 2009) from via University IT Services to via MessageMedia.

2. Amend the wording of the text message to reflect that participants can now reply via text
message. New wording is "Dear Women's Health Australia participant we've not heard
from you since sending our last survey. Maybe you've maved? Please reply or call
180006808 1. Thanks WHA"

Approved

Variation

17-Mar-2010

Variation for submission of the ALSWH Sixth Survey for the Women of the 1946-51 Cohort
(2010)

Approved

The Committee ratified the approval granted by the Deputy Chair on 24.2.2010 under the
provisions for expedited review

Variation

16-Jun-2010

Variation to use social networking sites (Facebook and MySpace) to track participants lost
to contact where all other avenues of recontact have been exhausted and where participant
names and dates of birth match publicly available profile information. A private message
will be sent to matched profiles inviting them to contact the ALSWH team.

Approved

The Committee ratified the approval granted by the Chair on 28/05/10 under the Provisions
for expedited review,

Variation

18-Aug-2010

Variation to:

I. Conduct the ALSWH 1921-26 Cohort Pilot Survey 6 (Sixth Survey for Women over 80
20H).

2. Add a new process involving linkage of ALSWH data with the National Centre for
Social Applications of Geographic Information Systems (GISCA) Geocoded Data.

3. Submit the current Pilot Invitation Letter and the Evaluation Sheet for pilet participant
feedback.

Approved

The Committee ratified the approval granted by the Chair on 27/07/10 under the provisions
for expedited review,

Variation

21-Jul-2010

Vanation to use SMS reminders for non-respondents across all participant cohorts.
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Approved

Variation

16-Feb-2011

Variation for submission of the ALSWH Sixth Survey for Women of the 1921-26 Cohort
2001

Approved

The Committee ratified the approval granted by the Chair on 03/02/11 under the provisions
for expedited review.

Variation

17-Aug-2011

Vanation to seck current approval from the HREC to access the Australian Electoral
Commission's (AEC's) Commonwealth Electoral Roll records for the purpose of locating
participants who have left their last known address and whose current address details are
unable to be identified through other means. The data items to be requested from the AEC

include Electoral Roll information for all female electors nationally, including name,
address, gender and age range in three bands (33-38, 60-65 and 85-90).

Approved
Variation
20-Oct-2010
Vanation to:

1. Add Professor Gita Mishra (University of Queensland) to the research team.

2. Link this project with the NHMRC-funded 'Centre for Research Excellence in Women's
Health in the 21st Century’ (G1000941).

Approved

Variation
20-Jul-2011
Vanation to:

1. Increase the frequency of surveys for the 1921-26 cohort with a shortened version of the
standard survey to be conducted every six months (in addition to the standard 3-year
survey).

2. In addition to the pen-paper survey, participants will take part in a short telephone
interview to measure cognitive function using Gallo and Breiner's (1995) 21-item Modified
Telephone Interview of Cognitive Status (TICS-M).

- Six Monthly Survey Invitation Letter for 1921-26 Cohort (submitted 13/04/2011)
- Sixth Monthiy Survey for Women of the 1921-26 Cohort

- TICS-M

- Evaluation Sheet

Approved

The Committee ratified the approval granted by the Chair on 31/05/11 under the provisions
for expedited review.
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Variation

16-Feb-2011

Variation to update the data storage and data sccurity methods for the data collected by the
Austratian Longitudinal Study on Women's Health (ALSWH),

Approved

The Committee ratified the approval granted by the Chairon 25/01/11 under the provisions
for expedited review,

Variation
19-0O¢1-2011
Variation to:

1. Introduce the use of a bulk email message to participants who are 'lost’ or ‘in tracking'
and who have provided an email address,

2. Amend the message content of the previously approved bulk text message used for
participant tracking.

Approved

The Committee ratified the approval granted by the Chair on 04/10/11 under the provisions
for expedited review.

Variation
16-Nov-2011
Variation to:

1. Pilot the ALSWH Sixth Swrvey for the Women of the 1973-78 Cohort.

2. Trial the acceptability of online survey completion. Participants in the pilot will be
separated into two groups with one group offered paper survey completion (as per standard
protocol) and the other group asked to complete the survey online via Survey Monkey.
Participants completing the survey online will enter an ALSWH assigned code to identify
their survey responses, rather than the standard identifying information recorded on the
paper-hased surveys.

For paper-based survey group:
- Brochure

- Change of Details Form

- Reminder Flyer

- Ematl Reminder

- Survey Evaluation Form

- Thank You Flyer

For online survey group:

- Initial Email Invitation (v2, submitted 07/10/2011)

- Brochure

- Change of Details Form

- Paper version of Imitial Invitation where there is no response to email (v2, submitted
07/10/2011)

- Paper version of Inital Invitation where no email address is present (v2, submitted
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07/10/2011)

- Email Reminder (v2. submitted 07/10/2011)

- Survey Evaluation Form

Approved

The Commintee ratified the approval granted by the Chair on 27/10/1 1 under the provisions
for expedited review,

Variation

17-Nov-2010

Variation to use Medicare Australia to assist with tracking ongoing participants whose
contact details have changed, Participants will be sent a letter via Medicare Australia with a
request to complete a change of details form to be returned to the researchers.

- Covering Letter from Medicare Australia
- Letter from the ALSWH
- Change of Details Card

Approved

The committee ratified the approval granted by the Deputy Chair on 13/10/10 under the
provisions for expedited review.,

Variation

16-Nov-2011

Variation to introduce a standard response strategy for the 1921-26 cohort in situations
where a panticipant’s nominated contact requests that the participant be withdrawn, without
prior consultation with the participant and in the absence of reported cognitive impairment.

- Telephone Scripts (submatted 06/10/2011)

Approved

The Commuttee ratified the approval granted by the Human Research Ethics Officer on
21/10¢1 1 under the provisions for expedited review.

Variation

22-Feb-2012

Vaniation to send an email reminder to participants who have partiaily completed their
online survey informing them that they can stitl complete it on the same device on which it
was commenced.

Approved

The Committee ratified the approval granted by the Human Research Ethics Officer on the
16th of January 2012 under the provisions for expedited review.

Variation

20-Jun-2012

Variation for the use of publicly available information provided on Faccbook and MySpace
to assist with tracking participants whose mail is ‘retumed to sender’ or whose telephone
and email contact details are no longer current.

Approved

The Commitiee ratified the approval granted by the Human Research Ethics Officer on 11th
May 2012 under the provisions for expedited review.
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Variation
18-Apr-2012
Vanation to:

1. Add Dr Meredith Tavener to the research team.
2. Conduct the Sixth Survey for the Women of the 1973-178 Cohort.

2. Provide participants in this cohort with the option of completing the survey either online,
or in hard copy format. The online survey software (llume) will allow incoming participant
data to be housed on ALSWH servers,

Approved

The Committee ratified the approval granted by the Chair on the 28th of March 2012 under
the provisions for expedited review.

Variation

19-0ct-2011

Variation to:

|. Conduct the six-monthly survey with the ALSWH main 1921-26 cohort.

2. Administer the Telephone Interview for Cognitive Status Modified (TICS-M) to
participants once they have returned their completed survey,

3. Add a new question to the previously piloted six-monthly survey covering a description
of the participant's housing situation.

- Six-monthly Survey for Women of the 1921-26 Cohort

- Cover/Invitation Letter

- Telephone Interview for Cognitive Status for ALSWH 1921-26 Cohort

Approved

The Committee ratified the approval granted by the Chair on 23/09/1 1 under the provisions
for expedited review,

Variation

22-Feb-2012

Variation to wdentify a random sample of 120 members of the 1946-51 cohort and ask them
about their attitudes 1o a snowball sampling methodology to recruit a male cohort. The
women will be sent a letter with a consent form inviting them to take part in a telephone
interview to discuss their attitudes to, and support of|, recruitment of & male cohort drawn
from their social networks, but particularly focussing on husbands/partners,

- Information Statement: Explonng recruitment of male cohort (version submitted
20001/12)
- Consent Form: Exploring recruitment of male cohort (version 1, submitted 10/01/12)

Approved

The Commuttee ratified the approval granted by the Human Research Ethics Officer on the
30th of January 2012 under the provisions for expedited review.
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Variation

20-Jun-2012

Variation to amend the online survey front screen by removing the phrase ‘I consent to the
researchers ‘matching' the information provided in this survey with that given in previous
surveys so that any change in my health can be noted'.

As this is a longitudinal project, participants have already agreed to their ongoing survey
responses being matched.

- Online Survey cover sereen, version submitted 24,5.2012

Approved

The Committee ratified the approval granted by the Deputy Chair on 4th June 2012 under
the provisions for expedited review.

Variation

22-Feb-2012

Variation to send the group who were originally allocated to completing a paper survey a
reminder and brochure which includes the option for them to complete the survey online.
This will be sent via email to participants with these details provided, or via letter.

- Email Reminder (submitted 16/01/12)
- Reminder Letter (submitted 16/01/12)

Approved

The Committee ratified the approval granted by the Deputy Chair on the 17th of January
2012 under the provisions for expedited review.

Variation

14-Dec-2011

Variation to send a letter to women who participated in the pilot phase of the survey for the
older cohort to acknowledge that the Telephone Interview of Cognitive Status (TICS) was
not e¢ffective for this population,

Approved

The Committee ratified the approval granted by the Human Rescarch Ethies Officer and the
Chair on the | 1th of November 2011 under the provisions for expedited review.

Variation

22-Feb-2012

Variation to amend the online change of details form to include the option to provide details
of alternate contacts (eg, family members, friends).

Approved

The Committee ratified the approval granted by the Deputy Chair on the 20th December
2011 under the provisions for expedited review.

Variation

19-Sep-2012

Varnation to conduct a pilot study involving a sample of 400 parous women in the 1973-78
cohort, The women will be invited to participate in an online survey to discuss their
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attitudes to, and support of, the potential recruitment of their children to the Next
Generation Study (G2),

- Information Statement: Next Generation (G2) Pilot Study. version submitted 15.8.2012
- The Next Generation (G2) Pilot Study: Children of the 1973-1978 Cohort Questionnaire,
version submitted 15.8.2012

Approved

Authorised Certificate held in Research
Services
Professor Allyson Holbrook
Chair, Human Rescarch Ethics Committee
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HUMAN RESEARCH ETHICS COMMITTEE E E

THE UNIYERSITY OF

NEWCASTLE

AUSTRALIA

Notification of Expedited Approval

19 .Ch'ef lnvcs.ugn‘tor " Associate Professor Deb Loxton
Project Supervisor:
Doctor Alexis Hure

Ce Co-investigators / Research Mrs Frances Kay-Lambkin

—— Miss Amy Anderson

Re Protocol: Women's perceptions of information they received about
alcohol use during pregnancy

Date: 04-Jul-2012

Reference No: H-2012-0153

Date of Initial Approval: 04-Jul-2012

Thank you for your Response to Conditional Approval (minor amendments) submission
to the Human Research Ethics Committee (HREC) seeking approval in relation to the
above protocol.

Your submission was considered under Expedited review by the Ethics Administrator.

I am pleased 1o advise that the decision on your submission is Approved effective 04-Jul-
2012

In approving this protocol, the Human Research Ethics Committee (HREC) is of the
opinion that the project complies with the provisions contained in the National Statement
on Ethical Conduct in Human Research, 2007, and the requirements within this University
relating to human research,

Approval will remain valid subject to the submission, and satisfactory assessment, of
annual progress reports, If the approval of an External HREC has been "noted” the
approval period is as determined by that HREC.

The full Committee will be asked to ratify this decision at its next scheduled meeting, A
formal Certificate of Approval will be available upon request. Your approval number is H-
2012-0153,

If the research requires the use of an Information Statement, ensure this number is
inserted at the relevant point in the Complaints paragraph prior to distribution to
potential participants You may then proceed with the reseurch.
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Conditions of Approval

This approval has been granted subject to you complying with the requirements for
Monitoring of Progress. Reporting of Adverse Events. and Variations to the Approved
Protocol as detailed below.

PLEASE NOTE:

In the case where the HREC has "noted" the approval of an External HREC, progress
reports and reposts of adverse events are 1o be submitted to the External HREC only. In the
case of Varations to the approved protocol, or a Renewal of approval, you will apply to the
External HREC for approval in the first instance and then Register that approval with the
University's HREC.

+  Monitoring of Progress

Other than above, the University is obliged to monitor the progress of research projects
involving human participants to ensure that they are conducted according to the protocol as
approved by the HREC. A progress report is required on an annual basis. Continuation of
your HREC approval for this project is conditional upon receipt, and satisfactory
assessment, of annual progress reports, You will be advised when a report is due.

« Reporting of Adverse Events

1. Itis the responsibility of the person first named on this Approval Advice to report
adverse events,

2. Adverse events, however minor, must be recorded by the investigator as observed
by the investigator or as volunteered by a participant in the research. Full details are
to be documented, whether or not the investigator, or hisher deputies, consider the
event to be related to the research substance or procedure,

3. Serious or unforeseen adverse events that occur during the research or within six (6)
months of completion of the research, must be reported by the person first named on
the Approval Advice to the (HREC) by way of the Adverse Event Report form
within 72 hours of the occurrence of the event or the investigator receiving advice
of the event.

4. Serious adverse events are defined as:

o Causing death, life threatening or serious disability.

o Causing or prolonging hospitalisation.

o Overdoses, cancers, congenital abnormalities, tissue damage, whether or not
they are judged to be caused by the investigational agent or procedure,

o Causing psycho-social and/or financial harm, This covers everything from
perceived invasion of privacy, breach of confidentiality. or the diminution of
social reputation, to the creation of psychological fears and trauma.

o Any other event which might affect the continued ethical acceptability of the
project.

5. Reports of adverse cvents must include:

o Participant’s study identification number;

o date of birth;

o date of entry into the study:

o treatment arm (if applicable):
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o date of event;

o details of event;

o the investigator's opinion as to whether the event is related to the research

procedures; and
o action taken in response to the event.
6. Adverse events which do not fall within the definition of serious or unexpected,

including those reported from other sites involved in the research, are to be reported
in detail at the time of the annual progress report to the HREC,

« Variations to approved protocol

If you wish to chunge, or deviate from, the approved protocol, you will need to submit an
Applicarion for Variation 1o Approved Hwman Research. Vanations may include, but are
not limited to, changes or additions to mvestigators, study design, study population, number
of participants, methods of recruitment, or participant information/consent documentation.
Variations must be approved by the (HREC) before they are implemented except
when Registering an approval of a variation from an external HREC which has been
designated the lead HREC, in which case you may proceed as soon as you receive an
acknowledgement of your Registration.

Linkage of ethics approval to a new Grant

HREC approvals cannot be assigned to a new grant or award (1e those that were not
identified on the application for ethics spproval) without confirmation of the approval from
the Human Research Ethics Officer on behalf of the HREC.

Best wishes for a successful project.
Professor Allyson Holbrook
Chair, Human Research Ethics Committee

For communications and enquiries:
Human Research Ethics Administration

Research Services

Research Integrity Unit

HA 148, Hunter Building

The University of Newcastle

Callaghan NSW 2308

T +61 2492 18999

F 461249217164
uman-Ethics @newcastle.edu.uu

Linked Univerxity of Newcastle administered funding:
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HUMAN RESEARCH ETHICS COMMITTEE 6 E

THE UNIVERSITY OF

NEWCASTLE

AUSTREALIA

Notification of Expedited Approval

;‘:J(.:h"’f Hyestigator: ot Associate Professor Deb Loxton
ject Supervisor:

Ce¢ Co-investigators / Research Doctor Alexis Hure

1 Mrs Frances Kay-Lambkin
e Miss Amy Anderson
He Pioiocols Women's perceptions of information they received about
alcohol use during pregnancy
Date: 23-Aug-2012
Reference No: H-2012-0153

Thank you for your Variation submission to the Human Research Ethics Committee
(HREC) seeking approval in relation to a vanation to the above protocol.

Variation to extend the source of recruitment for this project to include women in the
ALSWH 1973-78 cohort who indicated they were pregnant at survey 5 (2009) or survey 6
(2012,

- WHA Covering Letter, Information Statement and Consent Form (v3, dated 27/07/2012)
Your submission was considered under Expedited review by the Chair/Deputy Chair,

I am pleased to advise that the decision on your submission is Approved effective 23-Aug-
2012

The full Committee will be asked to ratify this decision at its next scheduled mecting. A
formal Certificare of Approval will be available upon request.

Note - this approval hays bee granted on the basiy of an asswrance that for women who
reported pregnancy in the 2012 survey, only those who were 64 months pregnant at the
time of the survey will be eligible to avoid directly targeting women who are still pregnant
at the time of this study.

Professor Allyson Holbrook
Chair, Human Research Ethics Committee

For communicarions and enquiries:
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Human Research Ethics Administration

Rescarch Services
Research Integrity Unit

HA 148, Hunter Building
The University of Newcastle
Callaghan NSW 2308

T 461 2492 18999

F+61 249217164

ul -1

Linked University of Newcastle administered funding:

Funding body|Funding project e First namad Investigator|Grant Ref
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HUMAN RESEARCH ETHICS COMMITTEE &

THE UNIVERITY OF

NEWCASTLE

AURTRALIA

Notification of Expedited Approval

To Chief Investigator or

Proicc R Associate Professor Deb Loxton
yject Supervisor:

oo oo Doctor Alexis Hure
gfu g;;::\csugalurs / Research Mrs Frances Kay-Lambkin

o Miss Amy Anderson

o Women's perceptions of information they received about

e Prosoool: alcohol use during pregnancy
Date: 04-Jul-2012
Reference No: H-2012-0153
Date of Initial Approval: 04-Jul-2012

Thank you for your Response to Conditional Approval (minor amendments) submission
to the Human Research Ethics Committee (HREC) secking approval in relation to the
above protocol,

Your submission was considered under Expedited review by the Ethics Administrator.

I am pleased 1o advise that the decision on your submission is Approved effective 04-Jul-
2012

In approving this protocol, the Human Research Ethics Committee (HREC) is of the
opinion that the project complies with the provisions contained in the National Statement
on Ethical Conduct in Human Research, 2007, and the requirements within this University
relating to human research,

Approval will remain valid subject to the submission, and satisfactory assessment, of
annual progress reports. If the approval of an External HREC has been "noted” the
approval period is as deternuned by that HREC.

The full Committee will be asked to ratify this decision at its next scheduled mecting. A
formal Certificare of Approval will be available upon request. Your approval number is H-
2012-0153,

If the research requires the use of an Information Statement, ensure this number is
inserted at the relevant point in the Complaints paragraph prior to distribution to
potential participants You may then proceed with the research.
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Conditions of Approval

This approval has been granted subject to you complying with the requirements for
Monitoring of Progress. Reporting of Adverse Events. and Variations to the Approved
Protocol as detailed below.

PLEASE NOTE:

In the case where the HREC has "noted" the approval of an External HREC, progress
reports and reposts of adverse events are te be submitted to the External HREC only. In the
case of Vanations to the approved protocol, or a Renewal of approval. you will apply to the
External HREC for approval in the first instance and then Register that approval with the
University's HREC.

Monitoring of Progress

Other than above. the University is obliged to monitor the progress of research projects
involving human participants to ensure that they are conducted according to the protocol as
approved by the HREC. A progress report is required on an annual basis. Continuation of
your HREC approval for this project is conditional upon receipt, and satisfactory
assessment, of annual progress reports, You will be advised when a report is due,

5.

Reporting of Adverse Events

It is the responsibility of the person first named on this Approval Advice to report
adverse events,

Adverse events, however minor, must be recorded by the investgator as observed
by the investigator or as volunteered by a participant in the research. Full details are
to be documented, whether or not the investigator, or his/her deputies, consider the
event to be related to the research substance or procedure,

Sertous or unforeseen adverse events that occur duning the research or within six (6)
months of completion of the research, must be reported by the person first named on
the Approval Advice to the (HREC) by way of the Adverse Event Report form
within 72 hours of the occurrence of the event or the investigator receiving advice
of the event.

Serious adverse events are defined as:

o Causing death, life threatening or serious disability.

o Causing or prolonging hospitalisation.

o Overdoses, cancers, congenital abnormalities, tissue damage, whether or not
they are judged to be caused by the investigational agent or procedure,

o Causing psycho-social and/or financial harm, This covers everything from
perceived invasion of privacy, breach of confidentiality, or the diminution of
social reputation, to the creation of psychological fears and trauma.

o Any other event which might affect the continued ethical acceptability of the
project.

Reports of adverse events must include:
o Participant's study identification number:
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o date of birth;

o date of entry into the study;

o treatment arm (if applicable):

o date of event;

o details of event:

o the investigator’s opinion as to whether the event is related Lo the research
procedures: and

o action taken in response 1o the event.

6. Adverse events which do not fall within the definition of serious or unexpected,
including those reported from other sites involved in the research, are to be reported
in detail at the time of the annual progress report to the HREC,

« Variations to approved protocol

I you wish to change, or deviate from, the approved protocol, you will need to submit an
Application for Variation to Approved Human Research. Vanations may include, but are
not limited to, changes or additions to investigators, study design, study population, number
of participants, methods of recruitment, or participant information/consent documentation.
Variations must be approved by the (HREC) before they are implemented except
when Registering an approval of a varistion from an external HREC which has been
designated the lead HREC, i which case you may proceed as soon as you receive an
acknowledgement of your Registration.

Linkage of ethics approval to a new Grant

HREC approvals cannot be assigned to a new grant or award (ie those that were not
identified on the application for ethics approval) without confirmation of the approval from
the Human Research Ethics Officer on behalf of the HREC,

Best wishes for a successful project.

Professor Allyson Holbrook
Chair, Human Research Ethics Committee

For communications and enquiries:

Human Research Ethics Administration

Research Services

Research Integrity Unit

HA 48, Hunter Building
The University of Newcastle
Callaghan NSW 2308

T +61 2492 18999
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F+612492 17164
Human-Ethics @ newcastle,cdu.an

Linked University of Newcastle administered funding:

Funding body|Funding project 1o First named Invastigator|Grant Fof
OIS DUV LRSS PVIIRGS DOWE e e NS awor [WTeL Yo
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APPENDIX L RESULTS OF MISSING DATA ANALYSIS FOR

CHAPTER 4
MODEL A MISSING
Case Processing Summary
ICases
\Valid Missing Total
N Percent |N Percent |N Percent
Alc Preg Guideline 836 5.9% 13405.572 94.1%  [14241.572 |100.0%

[Compliance * Model A
Missing Status
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Alc Preg Guideline Compliance * Model A Missing Status Crosstabulation

Model A Missing
Status
Missing  [Included
|data Model A [Total
Alc Preg Guideline NoncompliantCount 141 459 600
|compliance % within Alc Preg [23.5%  [76.5%  [100.0%
Guideline
Compliance
Std. Residual 3 -1
Compliant  Count |51 185 236
% within Alc Preg |21.6% 78.4% 100.0%
Guideline
Compliance
Std. Residual -4 2
Total Count 192 644 836
% within Alc Preg |23.0% 77.0% 100.0%
Guideline
Compliance
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Asymp. Sig. |[Exact Sig. (2- [Exact Sig. (1-

\Value (df (2-sided) sided) sided)
|Pearson Chi-Square 3422 1 559
[Continuity Correction® |.243 1 622
Likelihood Ratio 345 1 557
|Fisher's Exact Test .585 313
Linear-by-Linear 342 1 559
Association
N of Valid Cases 836

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 54.20.

b. Computed only for a 2x2 table

MODEL B MISSING
Case Processing Summary

ICases

\Valid Missing Total

N Percent [N Percent |N Percent
Alc Preg Guideline 683 4.8% 13558.572 [95.2%  |14241.572 |100.0%
|Compliance * Model B
Missing
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Alc Preg Guideline Compliance * Model B Missing Crosstabulation

Model B Missing

Included in
Missing [Model B [Total
Alc Preg Guideline  NoncompliantCount 130 356 486
li -
|compliance % within Alc Preg  [26.7% [73.3%  100.0%
Guideline
Compliance
Std. Residual 2 -1
Compliant  Count 49 148 197
% within Alc Preg  |24.9% [75.1% 100.0%
Guideline
Compliance
Std. Residual -4 2
Total Count 179 504 683
% within Alc Preg  |26.2% [73.8% 100.0%
Guideline
Compliance
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Asymp. Sig. |Exact Sig. (2- |Exact Sig. (1-
\Value [df (2-sided) sided) sided)
|Pearson Chi-Square 2552 1 614
[Continuity Correction® |.167 1 .683
Likelihood Ratio 257 1 612
|Fisher's Exact Test .633 343
Linear-by-Linear 255 1 614
Association
N of Valid Cases I683

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 51.63.

b. Computed only for a 2x2 table

MODEL B EXCLUDED

Case Processing Summary

ICases

\Valid Missing Total

IN Percent [N Percent [N Percent
Alc Preg Guideline |658 4.6% 13583.572 195.4%  |14241.572 (100.0%
Compliance * Model B
Excluded
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Alc Preg Guideline Compliance * Model B Excluded Crosstabulation

Model B Excluded
Excluded
Included in [from Model
ModelB |B Total
Alc Preg Guideline NoncompliantCount 356 114 470
|compliance % within Alc Preg [75.7%  [24.3%  [100.0%
Guideline
Compliance
Std. Residual -2 4
Compliant  Count 148 40 188
% within Alc Preg [78.7% 21.3% 100.0%
Guideline
Compliance
Std. Residual 3 -.6
Total Count [504 154 658
% within Alc Preg [76.6% 23.4% 100.0%
Guideline
Compliance
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Asymp. Sig. [Exact Sig. (2- [Exact Sig. (1-
\Value [df (2-sided) sided) sided)
|Pearson Chi-Square .665% 1 415
[Continuity Correction® |.509 1 476
Likelihood Ratio 674 1 412
|Fisher's Exact Test 476 239
Linear-by-Linear .664 1 415
Association
N of Valid Cases I658

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 44.00.

b. Computed only for a 2x2 table
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MODEL C MISSING

Case Processing Summary

ICases

\alid Missing Total
N Percent [N Percent [N Percent
Alc Preg Guideline 682 4.8% 13559.572 195.2%  |14241.572 (100.0%
[Compliance * Model C
Missing
Alc Preg Guideline Compliance * Model C Missing Crosstabulation
Model C Missing
Missing  [Included in
|data Model C  [Total
Alc Preg Guideline NoncompliantCount 130 356 486
|compliance % within Alc Preg [26.7%  [73.3%  [100.0%
Guideline
Compliance
Std. Residual 3 -.2
Compliant  Count 48 148 196
% within Alc Preg |24.5% 75.5% 100.0%
Guideline
Compliance
Std. Residual -4 3
Total Count 178 504 682
% within Alc Preg [26.1% 73.9% 100.0%
Guideline
Compliance
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Asymp. Sig. |[Exact Sig. (2- [Exact Sig. (1-
\Value |df (2-sided) sided) sided)
|Pearson Chi-Square 3702 1 543
[Continuity Correction® |.262 1 .609
Likelihood Ratio 373 1 542
|Fisher's Exact Test .565 .306
Linear-by-Linear .369 1 544
Association
N of Valid Cases |682

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 51.16.

b. Computed only for a 2x2 table

MODEL C EXCLUDED

Case Processing Summary

ICases

\Valid Missing Total

N Percent [N Percent [N Percent
Alc Preg Guideline 658 4.6% 13583.572 [95.4%  |14241.572 |100.0%
Compliance * Model C
Excluded
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Alc Preg Guideline Compliance * Model C Excluded Crosstabulation

Model C Excluded

Excluded
Included in [from Model
[ModelC |C Total
Alc Preg Guideline NoncompliantCount 356 114 470
|compliance % within Alc Preg [75.7%  [24.3%  [100.0%
Guideline
Compliance
Std. Residual -.2 4
Compliant  Count 148 40 188
% within Alc Preg [78.7% 21.3% 100.0%
Guideline
Compliance
Std. Residual 3 -.6
Total Count [504 154 658

% within Alc Preg [76.6% 23.4% 100.0%
Guideline

Compliance
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Asymp. Sig. [Exact Sig. (2- |Exact Sig. (1-
\Value [df (2-sided) sided) sided)
|Pearson Chi-Square .665% 1 415
[Continuity Correction® |.509 1 476
Likelihood Ratio .674 1 412
|Fisher's Exact Test 476 239
Linear-by-Linear .664 1 415
Association
N of Valid Cases |658

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 44.00.

b. Computed only for a 2x2 table
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APPENDIX M SUPPLEMENTARY MATERIAL TABLE S5.1 FOR

CHAPTER 5

Table S5.1 Non-significant univariate predictors of alcohol use during pregnancy
for the Australian Longitudinal Study on Women’s Health 1973-1978 cohort

(N=1969)
Non-significant predictors n (%) OR (95% CI) p-value
Partner status
Partnered 1893 (96.1) Ref Ref
Not partnered 76 (3.9) 1.37 (0.76-2.30) 0.32
Stress about money
Not applicable or not at all stressed 418 (21.2) Ref Ref
Somewhat stressed 845 (42.9) 1.21 (0.89-1.63) 0.22
Moderately stressed 429 (21.8) 1.08 (0.77-1.52) 0.66
Very stressed 199 (10.1) 1.14 (0.74-1.77) 0.55
Extremely stressed 78 (4.0) 0.88 (0.49-1.58) 0.66
Continuity of care (same GP)
Rarely or Never 41 (2.1) 1.21 (0.50-2.92) 0.67
Sometimes 201 (10.2) 1.02 (0.68-1.52) 0.93
Most of the time 1048 (53.2) Ref Ref
Always 679 (34.5) 0.84 (0.65-1.07) 0.16
Private health insurance
No 819 (41.6) Ref Ref
Yes 1150 (58.4) 1.22 (0.97-1.54) 0.09
Perceived access to general medical care 41+1.1 0.95 (0.86-1.06) 0.36
(mean * SD): Range 1-6; higher score better
perceived access
Perceived access to after-hours or hospital 43+1.2 1.02 (0.93-1.13) 0.63

care (mean * SD): Range 1-6; higher score

better perceived access

Number of diagnoses/conditions (last 3-4
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Non-significant predictors n (%) OR (95% CI) p-value
years) 1112 (56.5)  Ref Ref
None 635 (32.2) 0.92 (0.72-1.19) 0.54
One 222(113) 080 (0.56-1.14) 0.22
Two or more
Menstrual Symptoms (mean * SD): Range 0-4; 1.4+0.6 1.09 (0.90-1.32) 0.37
higher number more often symptom
Bowel symptoms (mean * SD): Range 0-4; 1.4+05 0.88 (0.71-1.09) 0.25
higher number more often symptom
Head and back symptoms (mean + SD): Range 2.3+ 0.8 0.98 (0.85-1.14) 0.80
0-4; higher number more often symptom
Vaginal and urinary symptoms (mean * SD): 1.4+0.5 1.00 (0.81-1.23) 0.97
Range 0-4; higher number more often
symptom
Depression
No 1825 (92.7) Ref Ref
Yes 144 (7.3) 1.24 (0.77-1.98) 0.37
Anxiety
No 1892 (96.1) Ref Ref
Yes 77 (3.9) 1.20 (0.64-2.25) 0.57
Previous mental health? (mean + SD): Range 0- 71.8 + 16.2 1.01 (1.00-1.01) 0.81
100; higher score is better rating of mental
health
Level of stress last 12mths not including 56+38 1.01 (0.98-1.04) 0.43
money (mean * SD): Range 0-36; higher score
more stress
Mental health symptoms (mean * SD): Range 1.3+05 1.16 (0.89-1.51) 0.26
0-4; higher number more often symptom
Miscarriages
None 1530 (77.7) Ref Ref
One 343 (17.4) 1.01 (0.74-1.37) 0.96
Two or more 96 (4.9) 0.83 (0.50-1.38) 0.47
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Non-significant predictors n (%) OR (95% CI) p-value

Stillbirths

None 1955 (99.3) Ref Ref

One or more 14 (0.7) 2.87(0.38-22.05) 0.31
Pregnancy problems (in last 12mths)

No 1735 (88.1) Ref Ref

Yes 234 (11.9) 0.94 (0.66-1.34) 0.74
Premature births

None 1882 (95.6) Ref Ref

One or more 87 (4.4) 0.64 (0.39-1.05) 0.07
Previous live births

None 996 (50.6) Ref Ref

One 713 (36.2) 0.85(0.67-1.09) 0.21

Two 223 (11.3) 1.13 (0.76-1.68) 0.55

Three or more 37 (1.9) 1.09 (0.45-2.64) 0.86
Pap tests

Less than two years ago 1567 (79.6) Ref Ref

Two or more years ago 372 (18.9) 0.95 (0.71-1.27) 0.74

Never/ not sure 30 (1.5) 0.71 (0.30-1.68) 0.44
Previous smoking

Non-smoker 1526 (77.5) Ref Ref

Smoker 443 (22.5) 1.13 (0.85-1.49) 0.41
Previous quantity of alcohol consumption

1 or 2 drinks per day 1084 (55.1) Ref Ref

3 or 4 drinks per day 582 (29.6) 1.22 (0.94-1.60) 0.14

5 or more drinks per day 303 (15.4) 1.18 (0.84-1.65) 0.34

* p<0.05

2 Only includes women who consumed alcohol prior to pregnancy.
b From SF-36 subscales (Mental health).
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APPENDIX N CHAPTER 5 EXPLORATORY FACTOR
ANALYSES FOR HEALTH SYMPTOMS

Statistical analysis

To determine if there was an underlying factor structure to reduce the number of items
measuring the women’s reported health-related symptoms in the past 12 months,
exploratory factor analysis was used separately on the data for women who responded at
surveys two, three, four, or five. Exploratory factor analyses were run on all four
surveys using the principal components method with a varimax (i.e. orthogonal) rotation
for 19 items. Missing data were excluded based on a pairwise method. Decisions about
which variables to exclude in the final factor analyses were determined by interpreting
the results from all four surveys. Any variables with a factor loading of less than 0.50
on any factor for at least two surveys, or variables with cross-loadings greater than 0.30
on two or more factors for at least two surveys were excluded from the final factor
analyses. Variables that had a communality score of less than 0.30 on at least two
surveys were also excluded. A factor loading of 0.50 or greater suggests that about 25%
of the variance in the item is explained by the factor, therefore meeting practical
significance.[268] Additionally, a cross-loading criteria of greater than 0.30 was chosen
as this has been suggested as a minimum loading for practical significance for samples
sizes of 350 or more.[268]

Results

Initial factor analyses

The initial factor analyses extracted four factors with Eigenvalues > 1.0 from survey
two, five factors from survey five, and six factors from surveys three and four. Tables 1
to 4 show the results of the initial factor analyses for surveys two through four. The
items relating to bowel, urinary, or vaginal problems loaded together on some surveys,
but separately on others. Theoretically it makes more sense that bowel problems are

separate to urinary and vaginal problems.

Five items were removed from the final factor analyses as they did not meet the factor
loading criteria set forth above. The item “skin problems” did not have a factor loading
of 0.50 or greater on any factor for four of the surveys, and at surveys two and five its

communality score was less than 0.30. Two items dealing with sleep, “severe tiredness”
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and “difficulty sleeping”, had cross-loadings of greater than 0.30 on at least two factors
for all four surveys. “Allergies/hayfever/sinusitis” had cross-loadings of greater than
0.30 for at least two factors at survey five, did not have a minimum factor loading of
0.50 at survey two, and was placed in a factor with “skin problems” in three of the
surveys. The final item that was removed was “leaking urine” as it did not have a factor
loading of greater than 0.50 on any factor at surveys three and four. Another item,
“other bowel problems”, was considered for exclusion due to cross-loadings on surveys,
but it was believed this would be fixed by removing the “allergies/hayfever/sinusitis”
and “skin problems” items that it had cross-loaded with on a separate factor at two
surveys, so the item was kept for final analyses. Based on the four initial factor analyses
and theoretical considerations, it made sense to impose a five factor structure on all four

surveys and re-run with the 14 variables of interest.
Final factor analyses

The final factor analyses was run at each survey with a forced five factor structure for
14 items, with the five items mentioned above excluded from all analyses. The final
factor structures can be seen in Tables 5 through 8. There were good indicators of
factorability across the final analyses, with all Bartlett’s Test of Sphericity having p’s <
0.01, and Kaiser-Meyer-Olkin Measures of Sampling Adequacy of 0.85, 0.78, 0.79, and
0.79 for surveys two, three, four, and five, respectively. Using a five factor structure

explained more than 58% of the total variance for each of the surveys.

Pearson’s correlation coefficients were significant among all items, across all surveys
with all p’s < 0.001. At survey two the observed correlations ranged from 0.10 to 0.56.
The ranges for the observed correlations for the other three surveys were 0.03 — 0.62,
0.03 - 0.65, and 0.04 — 0.65.

Menstrual symptoms

The first factor in all final analyses accounted for over 23% of the total variance for
each survey. The factor had four items with high factor loadings, which all related to
menstrual symptoms. The items included “severe period pain”, “heavy periods”,
“irregular periods”, and “premenstrual tension”. The items’ factor loadings were all
high, ranging from 0.80 — 0.85, 0.79 — 0.83, 0.63 — 0.67, 0.56 — 0.64, respectively.

Communality scores for all four items across the four surveys ranged from 0.36 to 0.73.

Mental health symptoms
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A total of three items loaded highly onto a factor relating to mental health symptoms.
This factor accounted for approximately 10% of the total variance for each survey.
Communality scores for all three items on this factor ranged from 0.48 to 0.73. The item
“episodes of intense anxiety” had the highest factor loadings across the surveys, ranging
from of 0.83 to 0.84. “Depression” had the second highest loadings of 0.71 — 0.74,
followed by “palpitations” with a range of 0.66 — 0.70.

Bowel symptoms

The third factor for each analysis accounted for about 8 — 9 % of the total variance. This
factor related to bowel symptoms, and included three items: “haemmorrhoids”,
“constipation”, and “other bowel problems” with factor loadings for each ranging from
0.72 -0.76, 0.69 — 0.72, and 0.57 — 0.67, respectively. Communality scores ranged
from 0.38 to 0.59 for the three items.

Head and back symptoms

Two items, “headaches/migraines” and “back pain”, loaded together on a factor relating
to head and back symptoms. Approximately 7% of the total variance was explained by
this factor for each survey, with all communality scores greater than 0.56. The item
“headaches/migraines” had factor loadings between 0.76 and 0.79. “Back pain” loaded
on the factor across the surveys with a score of 0.73 — 0.77.

Urinary and vaginal symptoms

The final factor, accounting for about 7% of the total variance for each analysis,
included two items regarding urinary and vaginal symptoms: “urine burns or stings” and
“vaginal discharge/irritation”. The two items had communality scores between 0.46 and
0.72. The urinary item had factor loadings between 0.82 and 0.87. The vaginal item had
a factor loading range of 0.63 — 0.73.
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Table 1. Initial factor structure from survey two

IComponent

Communality
1 2 3 4
Haemorrhoids 643 1426
Leaking urine 610 105 [117 |151 420
|Constipation 595 1149 |166 |165 }430
|Urine burns or stings 571 100 191 1373
|Other bowel problems 551 195 1348
\Vaginal discharge/irritation 513 |205 121 (149 }342
Severe period pain 791 151 | 664
Heavy periods 172|780 1651
Irregular periods 127 622|112 1416
[Premenstrual tension 120 [568  |232 (236 447
Skin problems 164|323 226 144 }203
|[Episodes of intense anxiety 210 123 [766 646
Depression 11 (175 720 163  |588
[Palpitations 272|116 |[632 1489
[Difficulty sleeping 215|575  |.347  |500
Headaches/migraines 730  }548
Severe tiredness 147|138 |.356 [623  }556
Back pain 160 141 (612 }429
Allergies/hay fever/sinusitis 77 431 1229

Shaded rows show items not meeting factor loading criteria
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Table 2. Initial factor structure from survey three

ICom ponent

Communality
1 2 3 4 3) 6
|Heavy periods .830 . 709
Severe period pain .816 113 124 ) 704
[Premenstrual tension .607 |.201 |.106 121|236 1498
Irregular periods .602 -.112 1392
|[Episodes of intense anxiety .822 1689
[Depression 141|725 |.182 1585
[Palpitations .661 111 474
[Difficulty sleeping .164 480 |.466 1488
|Headaches/migraines 716 121 1538
[Back pain 663 |121 1469
Severe tiredness 158 |.310 |.615 |120 1521
[Constipation JA21 (117 (173 697 [.162 1573
[Haemorrhoids 697 -110 }510
|[Other bowel problems 162 .608 261 474
|[Urine that burns or stings .798 1648
\Vaginal discharge or irritation |.157 |.116 144 (665 (141 1526
|Leaking urine 228 |312 |447 |-.184 }385
Allergies/hay fever/sinusitis 130 842 728
Skin problems 216 |221 119 1309
437

Shaded rows show items not meeting factor loading criteria
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Table 3. Initial factor structure from survey four

IComponent

Communality

1 2 3 4 3) 6
Heavy periods .828 107 714
Severe period pain  |.816 [114 |126 110 .709
Irregular periods .625 1409
[Premenstrual tension |.621 [203 [112 103|212 500
Episodes of intense  |.105 [.819 .690
anxiety
Depression 162 732|178 .599
|Palpitations 620 [112 101 427
Back pain 696 [.123 512
Headaches/migraines |.112 .687 139 512
Severe tiredness 106|313 |.667 |.140 578
Difficulty sleeping 203 [459 [.485 .502
Haemorrhoids 735 -127 | 562
[Constipation 119 169 |697 |177 .575
|Other bowel problems 175 555 344 1460
Urine that burns or 797 .646
stings
\Vaginal discharge or |.132 130 |.664 |158 513
irritation
Leaking urine 173 |.306 488 .373
Allergies/hay 161 .815 .692
fever/sinusitis
Skin problems 246|210 512 .378
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Shaded rows show items not meeting factor loading criteria
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Table 4. Initial factor structure from survey five

Component Communality
1 2 B ¥ p

Heavy periods .840 723
Severe period pain .822.115 119 707
[Premenstrual tension .666(.187 .139.157}531
Irregular monthly periods .632 .106 1415
Episodes of intense anxiety (eg panic .816 677
attacks)

Depression .133[.740 153 1595
|Palpitations .618 1404419
Difficulty sleeping .210[.482(.136 |.423 1475
Haemorrhoids (piles) 711 1518
|[Constipation 104 .6651.1981.152}.520
Leaking urine 520 1174303
|Other bowel problems .168(.377 .322}278
Headaches/migraines 104 .708].1101.529
Back pain .2051.626 1445
Severe tiredness .122.315.199|.622 1541
Allergies, hayfever, sinusitis - [.361{.624}574

226

Urine that burns or stings .102[.193 .598}417
\/aginal discharge or irritation 176 .395 4991442
Skin problems .268/.192 .331}.232

Shaded rows show items not meeting factor loading criteria
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Final Five Factor Structures for All Five Survey

Table 5. Final factor structure for survey two*

IComponent ICommunaI
I T R T
Severe period pain .795 676
Heavy periods 791 664
Irregular periods .641 445
|Premenstrual tension 561 457
Episodes of intense anxiety .827 726
Depression .708 578
|Palpitations .699 555
Haemorrhoids 137 564
|Constipation .687 567
|Other bowel problems 672 497
Headaches/migraines .790 650
Back pain 733 595
Urine burns or stings .820 | 710
\Vaginal discharge/irritation .732 |620

* Forced five factor structure
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Table 6. Final factor structure for survey three*

IComponent

Communal
r b B kB Y
Heavy periods .837 711
Severe period pain 827 .710
|Premenstrual tension 628 487
Irregular periods 594 .362
|[Episodes of intense anxiety 844 727
Depression 725 575
|Palpitations .698 .524
|Constipation 718 .587
Haemorrhoids 717 .519
|Other bowel problems .605 1406
|Urine that burns or stings .848 724
\Vaginal discharge or irritation .694 1561
Headaches/migraines .781 1635
Back pain .754 1603

* Forced five factor structure
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Table 7. Final factor structure for survey four*

IComponent ICommunality
1 2 3 4 3)
Heavy periods .837 720
Severe period pain .825 716
Premenstrual tension .637 493
Irregular periods .626 399
|[Episodes of intense anxiety .839 726
Depression 732 585
|Palpitations .662 486
Haemorrhoids 744 544
|Constipation 721 588
|Other bowel problems 578 379
Back pain 174 632
Headaches/migraines 761 618
|Urine that burns or stings 8411713
\Vaginal discharge or irritation 695|556

* Forced five factor structure

377



Table 8. Final factor structure for survey five*

IComponent

Communali
L kB ok B P

Heavy periods .846 729
Severe period pain .829 715
|Premenstrual tension 673 1531
Irregular monthly periods .640 1419
|[Episodes of intense anxiety (eg panic .838 715
attacks)

Depression 736 .582
|Palpitations .663 479
Haemorrhoids (piles) 756 576
|Constipation 707 .579
|Other bowel problems 571 .384
Back pain 764 .618
Headaches/migraines 763 .617
|Urine that burns or stings .868 }462
\Vaginal discharge or irritation .628 |517

* Forced five factor structure
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APPENDIX O CHAPTER 5 EXPLORATORY FACTOR
ANALYSES FOR PERCEIVED ACCESS TO HEALTH CARE

Statistical Analysis

Exploratory factor analysis was conducted to determine if there was an underlying
factor structure for women’s perceived access to medical care. This analysis used data
from surveys two through five for all respondents. The response categories for
perceived access were as follows: 1=poor, 2=fair, 3=don’t know, 4=good, 5=very good,
and 6=excellent. The response category “don’t know” was placed near the midpoint
between “fair” and “good” to address any uncertainty as to its meaning in relation to the

other response categories.

Exploratory factor analyses of eight items were run on all four surveys using the
principal components method with a varimax rotation. The pairwise method was used to
exclude missing data. Results from all four surveys were used when deciding which
variables should be included in the final factor analyses. Exclusion criteria included:
any variable that did not have a factor loading of 0.50 on at least one factor for at least
two surveys; variables that had cross-loadings on two or more factors of greater than
0.30 for at least two surveys; and variables that had a communality score of less than
0.30 on at least two surveys. These criteria have been previously recommended as

minimum factor loadings for practical significance in large sample sizes.[268]

Results

Initial Factor Analyses

Tables 1a through 4a contain the initial factor structures derived from surveys two
through five. Two factors were extracted from the initial factor analyses with
Eigenvalues > 1.0 for surveys two, three and four. However, the initial factor structure
for survey five resulted in only one factor being extracted with an Eigenvalue > 1.0,
with a second factor having an Eigenvalue=.996. A two factor structure was forced

upon the remaining analyses.

The two underlying factors in three of the surveys represented women’s perceived
access to general medical care and that of after-hours or hospital medical care. Across
the four surveys there was one item, “access to a GP that bulk bills”, that met the

exclusion criteria for all four surveys by having a communality score of less than 0.30
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on all four surveys and not having a minimum factor loading of .50 on surveys two and
three. Another item, “hours when a GP is available”, was also problematic for surveys
two, three and four where it had cross-loadings of greater than 0.30 on the two factors.
Therefore, this item was not included in the factor analyses that were re-run with the

seven remaining items for the four surveys.

Results of re-running the factor analyses can be seen in Tables 1b through 4b. Based on
these analyses another item, “access to medical specialists”, ended up with cross-
loadings of greater than .30 on the two factors in all four surveys. Therefore, this item

was removed and the analyses were re-run, resulting in the final factor structures.
Final factor analyses

The final factor structures can be seen in Tables 5 through 8. The two factor structure
accounted for 65.44%, 66.47%, 68.71%, and 68.46% of the total variance in the data at
surveys two, three, four, and five, respectively. There indicators of factorability were
good for all surveys’ final factor structure, with all Bartlett’s Test of Sphericity
significant at a level of p <0.01, and Kaiser-Meyer-Olkin Measures of Sampling
Adequacy of 0.82, 0.82, 0.83, and 0.84 for surveys two, three, four, and five,

respectively.

There were significant (p < 0.001) Pearson’s correlation coefficients among all the
items at each survey. Correlation coefficients ranged from 0.28 - 0.56 at survey two,
0.30 - 0.56 at survey three, 0.32 - 0.59 at survey four, and 0.35 - 0.58 at survey five.

Perceived access to general medical care

Four items loaded highly on the general medical care factor, which accounted for over
49% of the total variance for each survey. This included the times “number of GPs you
have to choose from”, “ease of seeing the GP of your choice”, “access to a female GP”,
and “ease of obtaining a pap test”. The factor loadings of these items ranged from 0.70 -
0.78 at survey two, 0.69 - 0.78 at survey three, 0.69- 0.80 at survey four, and 0.69 - 0.79
at survey five. Communality scores for the items loading on this factor ranged from
0.52 - 0.69 across the surveys. For survey five there was cross-loadings of greater than

.30 on the item “ease of obtaining a pap test”. However, considering this was only an

issue at one survey, the item was kept in and the final factor structure was maintained.
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Perceived access to after-hours or hospital medical care

Across all four surveys, the second factor accounted for over 14% of the total variance.
A total of two items loaded highest on the after-hours or emergency medical care factor.
The item “access to a hospital if you need it” had factor loadings ranging from 0.84 -
0.86 across the surveys. The other item, with a factor loading range of 0.84 - 0.85 across
surveys two through five was “access to after-hours medical care”. The communality

scores for these two items ranged from 0.76 - 0.78 across the surveys.

Table 1a. Initial factor analysis for survey 2

IComponent ICommunality

1 2
Access GP choice recoded 763 198 1622
Access Num GPs recoded 754 243 .628
Access female GP recoded 736 .166 .569
Access GP hours recoded 670 349 571
Access pap test recoded .652 .148 447
Access bulk bill recoded 471 274 1297
Access hospital recoded 158 .846 .740
Access after hours recoded 257 761 .645
Access medical specialists .304 725 .618
recoded

Shaded rows show items not meeting factor loading or communality criteria
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Table 1b. Second factor analysis for survey 2

IComponent ICommunality

1 2
Access GP choice recoded 770 224 1643
Access Num GPs recoded .760 270 1650
Access female GP recoded 739 191 1583
Access pap test recoded .703 161 1520
Access hospital recoded 162 .848 746
Access after hours recoded 213 174 1645
Access medical specialists recoded .306 731 1628

Shaded rows show items not meeting factor loading or

communality criteria
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Table 2a. Initial factor analysis for survey 3

IComponent ICommunality

1 2

Access GP choice recoded .781 .188 .645
Access Num GPs recoded .755 251 .634
Access female GP recoded .750 146 .584
Access GP hours recoded .684 .335 .580
Access pap test recoded .632 .245 1459
Access bulk bill recoded 416 .164 .200
Access hospital recoded 184 .847 752
Access after hours recoded .266 .754 .639
Access medical specialists 293 .736 .628
recoded

Shaded rows show items not meeting factor loading or communality criteria
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Table 2b. Second factor analysis for survey 3

ICommunality

Component

1 2
Access GP choice recoded 775 214 .646
Access female GP recoded 773 162 624
Access Num GPs recoded .759 273 651
Access pap test recoded .692 .238 535
Access hospital recoded .189 .843 747
Access after hours recoded .209 776 .646
Access medical specialists recoded .303 736 .634

Shaded rows show items not meeting factor loading or

communality criteria

384




Table 3a. Initial factor analysis for survey 4

Chapter 10: Appendices

ICom ponent

ICommunality

1 2

Access GP choice recoded 792 184 .662
Access Num GPs recoded .755 297 .658
Access female GP recoded .738 213 .590
Access GP hours recoded 124 307 1619
Access pap test recoded .612 319 AT7
Access bulk bill recoded 524 .106 .286
Access hospital recoded 174 870 788
Access medical specialists .286 .756 .654
|recoded

Access after hours recoded .284 741 .630

Shaded rows show items not meeting factor loading or communality criteria
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Table 3b. Second factor analysis for survey 4

IComponent

ICommunality

1 2
Access GP choice recoded 789 192 1660
Access female GP recoded 787 190 1656
Access Num GPs recoded .780 285 1690
Access pap test recoded 691 274 553
Access hospital recoded 189 .863 .780
Access after hours recoded 224 778 1656
Access medical specialists recoded 330 733 .646

Shaded rows show items not meeting factor loading or

communality criteria
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Table 4a. Initial factor analysis for survey 5

IComponent ICommunality

1
Access Num GPs recoded .783 .612
Access GP hours recoded 769 591
Access GP choice recoded 732 .536
Access female GP recoded 723 522
Access medical specialists recoded .700 490
Access pap test recoded .690 476
Access hospital recoded .690 475
Access after hours recoded .689 474
Access bulk bill recoded 529 .280

Shaded rows show items not meeting factor loading or communality criteria
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Table 4b. Second factor analysis for survey 5

Component ICommunality
1 2

Access female GP recoded .784 212 1660

Access GP choice recoded 779 .200 1646

Access Num GPs recoded 77 299 1693

Access pap test recoded .685 .302 561

Access hospital recoded 220 .853 776

Access medical specialists recoded 315 762 .680

Access after hours recoded .246 .760 1638

Shaded rows show items not meeting factor loading or

communality criteria
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Table 5. Final factor structure for survey 2

S

IComponent

ICommunality

1 2

Access GP choice recoded 779 .645
Access Num GPs recoded 771 .653
Access female GP recoded 748 .585
Access pap test recoded .700 516
Access hospital recoded .855 770
Access after hours recoded .840 757
Table 6. Final factor structure for survey 3

IComponent Communality

1 2
Access female GP recoded .783 1628
Access GP choice recoded .780 1646
Access Num GPs recoded .766 1653
Access pap test recoded .692 537
Access hospital recoded .846 765
Access after hours recoded 844 . 759
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Table 7. Final factor structure for survey 4

IComponent

ICommunality

1 2

Access female GP recoded 798 1660
Access GP choice recoded 793 1659
Access Num GPs recoded 791 1692
Access pap test recoded 691 557
Access hospital recoded .857 . 784
Access after hours recoded 847 770
Table 8. Final factor structure for survey 5

Component ICommunality

1 2
Access female GP recoded .793 1662
Access GP choice recoded .786 1647
Access Num GPs recoded 782 1694
Access pap test recoded .687 .304 1565
Access after hours recoded .843 . 768
Access hospital recoded .842 773

Shaded rows show items not meeting factor loading or

communality criteria
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