
Appendix 1.

Survey of Gastrointestinal Function
1.   Do you feel that your child currently has gastrointestinal (bowel) problems on a regular basis (more than 2 times a month)?

□ Yes 


□ No (go to question 18)


□ Don’t know (go to question 18)

2. Does your child have any of the following gastrointestinal problems?







           
Yes
     No
      Don’t know

a.
Vomiting ……………………………
□
□

□
b.
Diarrhea ………………………………  
□
□              
      □
c.
Loose stools ……………………………
□
□

□
d.
Constipation ……………………………
□
□

□
e.
Loose stools alternating with constipation …
□
□

□
f.
Abdominal pain with meals ……………
□
□

□
g.
Abdominal pain relieved by defecation ….
□
□

□
h.
Pain on stooling ………………………….
□
□

□
i.
Gas………………………………
□
□

□
j.
Other ………………………………………
□
□

□
Specify ______________________


If yes for any condition in question 15, please complete questions 16 and 17.  


If no or don’t know for all the above conditions, go to question 18.      
3.  How old was your child when the problem started? Please respond for each condition you checked “Yes” in question 15.

. 
Condition


Age Problem Started

Example: __diarrhea__

___32__ months   or   _______ years

1. _________________

_______ months   or   _______ years
2. _________________

_______ months   or   _______ years
3. _________________

_______ months   or   _______ years
       

4. _________________

_______ months   or   _______ years
5. _________________

_______ months   or   _______ years
4. How often does your child have the problem? Please respond for each condition you checked “Yes” in question 15.

. 
2-4 times 
   1-2 times        3-6 times
Daily
         Don’t
Condition

per month
   per week         per week                     
         know
1. ___________________□

□
          □
         □


□
2. ___________________□

□
          □
         □


□
3. ___________________□

□
          □
         □


□
4. ___________________□

□
          □
         □


□
5. ___________________□

□
          □
         □


□
5.  Do you feel that your child had gastrointestinal symptoms in the past that are not present now? 

□ Yes 


□ No (go to question 21)


□ Don’t know (go to question 21)

6. In the past 30 days, has your child used stool softeners, laxatives or fiber supplements?

□ Yes 


□ No (go to question 24)


□ Don’t know (go to question 24)

7. What was the name of the product(s)? 

___________________________________________________________________________
___________________________________________________________________________
8. How many times during the month did your child use the product(s)?

Product 1 _________

Product 2 _________


Product 3 _________
9. Does your child vomit more than once a month when not associated with an illness?

□ Yes 


□ No (go to question 26)


□ Don’t know (go to question 26)

10. What seems to cause the vomiting? Check all that apply.

□ Crying  


□ Stress


□ Certain smells


□ Eating too quickly 


□ Eating too much


□ Reflux


□ Other: ______________________________________________________________

□ Don’t know
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