
	[bookmark: _GoBack]FOLLOW-UP SURVEY,  V3, 16APR17
STUDY ID #______________ STAFF INITIALS:______________DATE _____/_____/_______ 
(day/month/year)  

	THIS SURVEY IS TO BE COMPLETED BY THE MOTHER OF THE INFANT 4 WEEKS AFTER HOSPITAL DISCHARGE. 

Hi. This is [NAME]. I am part of the research team on the cup feeding study you participated in at KATH about one month ago. We mentioned during the in-hospital part of the study that we would call you a month after you left the hospital to see how you are doing. Is now a good time to talk? This will take about 5-10 minutes of your time. 

	
	

	
	SECTION A. INFANT HEALTH
	
	

	
	
	
	

	1.
	How is your infant doing? 
	
	CHECK IF INFANT IS DECEASED	

	
	


	
	

	
	[IF INFANT IS DECEASED, TELL THEM YOU ARE SORRY AND END THE INTERVIEW]
	
	

	
	
	
	

	2.
	How would you rate your infant’s health
	
	EXCELLENT	
VERY GOOD	 GOOD	 POOR	
VERY POOR	

	
	
	
	

	
	SECTION B. BREAST MILK EXPRESSION
	
	

	
	
	
	

	3.
	What was your infant given to drink in the past 24 hours?  
Anything else?  [MARK ALL THAT APPLY]



	
	BREAST MILK	
MILK (OTHER THAN BREAST MILK)	 PLAIN WATER	
SUGAR OR GLUCOSE WATER	 GRIPE WATER	
SUGAR-SALT-WATER SOLUTION	 FRUIT JUICE	
INFANT FORMULA	 PORRIDGE	
OTHER: ________________________	

	
	
	
	

	4.
	Are you currently expressing breast milk?
	
	YES	→ (SKIP TO 4.A) 
NO	→ (SKIP TO 4.D)

	
	
	
	

	
	4.A
	IF YES: How many times have you expressed breastmilk in the past 24 hours?
	
		
	


 


	
	
	
	

	
	4.B
	In the past 24 hours what method did you use to express your breastmilk? [CHECK ALL THAT APPLY]
	
	HAND EXPRESSION	→ (SKIP TO 5)
PUMP	 
OTHER:___________________________	

	
	
	
	
	

	
	4.C
	What brand of pump did you use?
	
	



	
	
	
	
	→ (SKIP TO 5)

	
	
	
	

	
	4.D
	IF NO: How many weeks old was your baby when you stopped expressing breast milk?
	
		
	

	WEEKS


 





	
	
	
	

	
	SECTION C. BREASTFEEDING
	
	

	
	
	
	

	5.
	Are you currently breastfeeding your baby?
	
	YES	
NO	 DON’T KNOW/REFUSED	

	
	
	
	

	6.
	How many times have you breastfed your baby in the past 24 hours?
	
		
	


 


	
	
	
	

	7.
	Have you exclusively breastfed your baby since you left the hospital? This means you have only given your baby your breast milk and no other food or milk.
	 
	
	YES	
NO	
DON’T KNOW/REFUSED	

	
	

	
	SECTION D. FEEDING TOOL USED MOST OF THE TIME

	
	

	8.
	Have you used any cup, bottle or other item to feed your baby since hospital discharge? [ASK AGAIN IF NO, JUST TO MAKE SURE]

	
	YES	
NO	→ (SKIP TO 18) 
DON’T KNOW/REFUSED	→ (SKIP TO 18)

	
	
	
	

	9.
	Which feeding  cup, bottle or other item have you used most of the time since hospital discharge?


	
	NIFTY	
MEDICINE CUP	
GHANA CUP	
BOTTLE	
OTHER: __________________________	

	
	




	
	

	10.
	Why did you use the [TOOL LISTED ABOVE] most of the time? MARK ALL THAT APPLY
	
	EASY/CONVENIENT	
SAFE	
LESS SPILLAGE	
IT WAS FREE/I HAD IT	
NOT STRESSFUL	
SOFT/LIKED THE MATERIAL	
OTHER: __________________________	

	
	
	
	

	11.
	Are you still using the [TOOL]?
	
	YES	→ (SKIP TO 11.C)
NO	→ (SKIP TO 11.A)

	
	
	
	

	
	11.A
	If NO, how old was your baby the last time you used the [TOOL]?

	
			
	
	
	
	

	WEEKS
	
	DAYS





DON’T KNOW/REFUSED	

	
	
	
	

	
	11.B
	When you used the [TOOL] the most, how many times per day did you use the [TOOL]?
	
		
	


 

(SKIP TO 12)

	
	
	
	

	
	11.C
	If YES, how many times often have you use this [TOOL] in the past 24 hours?
	
		
	


 


	
	
	
	

	12.
	Overall how much did you like using the [TOOL] to feed your baby?

	
	LIKE A LOT	
LIKED/OK	
NEUTRAL	
DIDN’T LIKE	
REALLY DIDN’T LIKE	

	
	
	
	

	
	SECTION E.  OTHER TOOL USED TO FEED BABY

	
	
	
	

	13.
	What other cup, bottle or other item have you used to feed your baby since hospital discharge? 

[IF THEY MENTION MORE THEN ONE, ASK:]
Which of these did you use the most? 

USE THIS ANSWER AND ONLY SELECT ONE TOOL. 



	
	NIFTY	
MEDICINE CUP	
GHANA CUP	
BOTTLE	
I HAVE NOT USED ANY OTHER	→ (SKIP TO 18)
I HAVE USED ALL EQUALLY	
OTHER: __________________________	

	
	
	
	

	14.
	Why did you use this [TOOL]?

	
	EASY/CONVENIENT	
SAFE	
LESS SPILLAGE	
IT WAS FREE/I HAD IT	
NOT STRESSFUL	
SOFT/LIKED THE MATERIAL	
OTHER TOOL NOT CLEAN	
OTHER: __________________________	

	
	
	
	

	15.
	Are you still using the [TOOL]? 
	
	YES	→ (SKIP TO 15.C)
NO	→ (SKIP TO 15.A)

	
	
	
	

	
	15.A
	If NO, how old was your baby the last time you used the [TOOL]?

	
			
	
	
	
	

	WEEKS
	
	DAYS





DON’T KNOW/REFUSED	

	
	
	
	

	
	15.B
	When you used the [TOOL] the most, how many times per day did you use the [TOOL]?
	
		
	


 

(SKIP TO 16)

	
	
	
	

	
	15.C
	If YES, how many times often have you use this tool in the past 24 hours?
	
		
	


 


	
	
	
	

	16.
	Overall how much did you like using the [TOOL] to feed your baby?

	
	LIKE A LOT	
LIKED/OK	
NEUTRAL	
DIDN’T LIKE	
REALLY DIDN’T LIKE	

	
	
	
	

	
	SECTION F.  OTHER TOOL USED TO FEED BABY
	
	

	
	
	
	

	17.
	What other cup, bottle or other item have you used to feed your baby since hospital discharge? 

[IF THEY MENTION MORE THEN ONE, ASK:]
Which of these did you use the most? 

IF THEY HAVE USED ANOTHER TOOL, THEN ASK SECTION D QUESTIONS USING ANOTHER PAGE.



	
	NIFTY	
MEDICINE CUP	
GHANA CUP	
BOTTLE	
I HAVE NOT USED ANY	
OTHER: __________________________	

	
	
	
	

	18.
	Is there anything you would like to tell us about this cup or anything else?
	
	YES	
NO	 

	
	
	
	


Comments:
_____________________________________________________________________________________________________


	
	FORM NOT COMPLETED.

	
	WHY?
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THIS SURVEY IS TO BE COMPLETED BY THE MOTHER OF THE INFANT 4 WEEKS AFTER HOSPITAL DISCHARGE.


 


 


 


Hi. This is [NAME]. I am part of the research team on the cup feeding study you participated in at KATH about one month 


ago. We mentioned during the in


-


hospital part of the study that we would call you a month after you left the hospital to 


see how you are


 


doing. Is now a good time to talk? This will take about 5


-


10 minutes of your time. 


 


 


 


 


SECTION A. INFANT HEALTH


 


 


 


 


 


 


 


1.


 


How is your infant doing? 
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.
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[IF INFANT IS DECEASED, TELL THEM YOU ARE SORRY 


AND END THE 
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How would you rate your infant’s health
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What was 


your infant


 


given to drink in the past 24 


hours?  


 


Anything else?  [MARK ALL THAT APPLY]
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Are you currently expressing breast milk?
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IF YES: How many times have you expressed 


breastmilk in the past 24 hours?
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F OLLOW - U P  S URVEY ,     V 3,   16 APR 17   STUDY   ID   #______________   STAFF   INITIALS:______________ DATE   _____/_____/_______    (day/month/year)     

THIS SURVEY IS TO BE COMPLETED BY THE MOTHER OF THE INFANT 4 WEEKS AFTER HOSPITAL DISCHARGE.       Hi. This is [NAME]. I am part of the research team on the cup feeding study you participated in at KATH about one month  ago. We mentioned during the in - hospital part of the study that we would call you a month after you left the hospital to  see how you are   doing. Is now a good time to talk? This will take about 5 - 10 minutes of your time.   

  

 SECTION A. INFANT HEALTH    

    

1.  How is your infant doing?    CHECK IF  I NFANT IS  D ECEASED   ................................ .   

        

 [IF INFANT IS DECEASED, TELL THEM YOU ARE SORRY  AND END THE  INTERVIEW]    

    

2 .  How would you rate your infant’s health   E XCELLENT   ................................ .............................    V ERY  G OOD   ................................ ...........................    G OOD   ................................ ................................ ....    P OOR ................................ ................................ .....    V ERY  P OOR   ................................ ............................   

    

 SECTION B. BREAST MILK EXPRESSION    

    

3 .  What was  your infant   given to drink in the past 24  hours?     Anything else?  [MARK ALL THAT APPLY]         B REAST  M ILK   ................................ .........................    M ILK  ( OTHER THAN BREAST MILK ) ...........................    P LAIN  W ATER   ................................ ........................    S UGAR OR  G LUCOSE  W ATER   ................................ ...    G RIPE  W ATER   ................................ ........................    S UGAR - S ALT - W ATER  S OLUTION   .............................    F RUIT  J UICE ................................ ............................    I NFANT  F ORMULA   ................................ ..................    P ORRIDGE ................................ ..............................    O THER :   ________________________   ...........   

    

4 .  Are you currently expressing breast milk?   Y ES   ................................ ............  ?   ( SKIP   TO   4 .A )     N O ................................ .............  ?   ( SKIP   TO   4 . D )  

    

 4 .A  IF YES: How many times have you expressed  breastmilk in the past 24 hours?   

  

     

    

