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[bookmark: _GoBack]Survey on the Impact of Childhood Coronary Anomalies on Pregnancy 

Thank you for your participation in this survey. Your thoughtful answers will provide us with critical  information about the impact of pregnancy on women with coronary disease since childhood. If you have any questions about this survey please contact Michelle Keir at 416-340-4800 x6419 or email michelle.keir@uhn.ca
__________________________________________________________________________________________
Part I. Background
1. In what year were you born? __________

2. Which of the following coronary anomalies do you have?
· Childhood Kawasaki Disease
· Coronary Artery Fistula
· Anomalous Origin of a Coronary Artery
· Other_________________________(specify please)

Part 2.  Fertility and Gynecological  History

1. Have you ever been pregnant? circle   yes  or  no 
	If yes, how many times?________________________________
	If no, have you ever tried to become pregnant? circle   yes  or  no 

2. Have you ever had difficulties getting pregnant?
· Yes (please describe ___________________________________________________)
· No
· I have never tried to become pregnant

3. Have you ever used birth control pills?
· Yes (name of pill ______________________________)
· No


4. Are you CURRENTLY using oral contraceptives?
· Yes ( if yes, which one  _________________________________)
· No

5. Have you ever had any concerns about your ability to have children?
· Yes (Please describe ___________________________________________________)
· No

6. Has a doctor ever told you that you should not get pregnant or should abort a pregnancy because of your heart  condition?
· Yes (Please describe ___________________________________________________)
· No



7.  Have you ever experienced any issues with infertility?
· Yes
· No

8. Have you ever been evaluated for infertility concerns?
· Yes (please describe the outcome ______________________________________)
· No

9. Have you ever used assisted reproductive technology?
· Yes, I took hormones to increase ovulation (Please list________________________)
· Yes, I used a donor egg
· Yes, I used a donor sperm
· Yes, I used in vitro fertilization
· Yes, I used in vitro fertilization and preimplantation genetic diagnosis	
· Yes, I used in vitro fertilization
· No, I have never used assisted reproductive technology.

10. Are you planning future pregnancies?
· Yes
· No (Why not? ______________________________________________________)
__________________________________________________________________________________________________

Part 3. Family history and Pregnancy History, PART A.

1. Have you ever had a miscarriage?
· Yes  (How many and what year did they occur?_______________________________________)
· No

2. If you have had a miscarriage(s), how far along/ how many weeks gestational age were you when you miscarried? 
_______________

3. If you have had a miscarriage(s),  are you aware of any reasons for your miscarriage (s)? Have you been given a medical reason for your miscarriage? ____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

4.  Have you ever had an elective termination of a pregnancy?
· Yes ( How many?__________________________________)
· No 

5. Have you ever a termination for medical reasons (therapeutic termination)?
· Yes
· No

6. How many children have you given birth to:  __________


7. Did you know that you had coronary disease before you considered having children?
· Yes
· No

8.  If you did know that you had coronary disease prior to having children, did it affect your decision to have children?
· Yes:  If yes, how did it affect your decision? ________________________________________
_____________________________________________________________________
_____________________________________________________________________

· No:  If no any comments? _______________________________________________________
_____________________________________________________________________

9.If you did NOT know that you had coronary disease prior to having children, do you think that knowing you had coronary disease would have affected your decision to have children?

a. Yes:  If yes, how did it affect your decision? ________________________________________
_____________________________________________________________________
_____________________________________________________________________
b. No:  If no any comments? _______________________________________________________
_____________________________________________________________________
_______________________________________________________________________________
Part 4. Pregnancy History, PART B. 

1. Did you smoke (at all) during your pregnancies?
· Yes (how often, how much___________________________________)
· No

2. Did you take any medications for your coronary disease during pregnancy? For example: Aspirin, Coumadin (warfarin), heparin injections, etc.
· Yes (Please list____________________________________________________________
_____________________________________________________________________________________
· No
* If yes, did you start and stop taking the medications during your pregnancy? When and why? 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. What was your age when you gave birth to your first child?
· <18
· 18-21
· 21-29
· 30-35
· 36-40
· 41-45
· >45

8. During any of your pregnancies did any of the following apply to you (please indicate which pregnancy):
A. Abnormal sonogram or ultrasound finding?
· Yes, explain _______________________________________________
· No
B. Any bleeding or spotting?
· Yes, explain_______________________________________________
· No
C. Gestational Diabetes?
· Yes, at what point during your pregnancy? ______________________________
· No
D. High blood pressure?
· Yes
· No
E. Protein in your urine?
· Yes, explain ___________________________________________________________
· No
F.  Stroke or TIA during pregnancy?
· Yes, when/ #of time did this occur? ___________________________________________
· No
G. Premature labor ?
· Yes, how far along were you? ____________________________
· No 
H. Kidney Failure?
· Yes, explain ____________________________________________________________
· No (Did you have any kidney problems? ______________________)
I. New or increased chest pain with exercise?
· Yes, explain _____________________________________________________________
· No
J. New or increased shortness of breath with exercise?
· Yes
· No
K. Heart Palpitations? (New or increased amount, please indicate.)
· Yes, explain ___________________________________________________________________
· No
L. Diagnosed with any heart issues? (If so, please indicate what kind.)
· Yes ___________________________________________________________________
· No
M. Required cardiac investigations or interventions during pregnancy?
· Echocardiogram
· Exercise Treadmill Test
· Cardiac CT Scan
· Cardiac MRI
· Cardiac catheterization
· Intervention, please describe:_______________________________________________________ _______________________________________________________________________________
· None


N. Were you told that any of your babies were small for gestational age (age at delivery ie. 36-40 weeks)?
· Yes ( _________________________________)
· No
Baby #1: Gestational Age ________________________  Birthweight ______________________
Baby #2: Gestational Age ________________________  Birthweight ______________________
Baby #3: Gestational Age ________________________  Birthweight ______________________
Additional (Gestational age & birthweight) _____________________________________________________________________________________
O. Did you deliver:
· vaginal delivery (# ___________________)
· planned c/s  (# and why? _____________________________________________________)
· Emergency c/s (# and why?____________________________________________________)

_________________________________________________________________________________________________

Part 5. Post-birth. 
1. Did your baby or babies have any birth defects?
· yes (indicate which pregnancy_____________________________________________)
· no

2. Did the baby or babies have any problems at birth?
· yes ( please indicate which pregnancy _______________________________________)
· no

5. Do any of your children have any developmental issues? Please indicate what kind.
· yes ( please indicate what kind _____________________________________________________)
· no

6. Did you have any medical problems after the baby was born? Please list for each pregnancy
· Pregnancy1    _______________________________________________________________

· Pregnancy 2   _______________________________________________________________

· Pregnancy 3   _______________________________________________________________

· Pregnancy 4   _______________________________________________________________

Additional pregnancies ______________

7. Did you require any percutaneous or surgical interventions after delivery? (for example, coronary artery stenting, bypass surgery, pacemaker or device implantation, blood thinners, etc.)
· yes ( please indicate which pregnancy and describe _________________________________________________________________________________________________________________________________________________________________________)
· no



We would like your permission to contact the family physician/obstetrician that cared for you during your pregnancy to obtain additional medical information. Please check off the appropriate box below indicating your choice to allow us to communicate with your physician or primary care provider.

The study doctor may request medical information about my pregnancies from my family doctor or obstetrician. 
 YES  Signature _____________________________           NO
 If yes, please provide the name and city of your GP/Obstetrician:
________________________________________________________________________________


                                                     THANK YOU!!!!
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