



NIOSH-Administered Current Employee Health Questionnaire for Veterinary Setting


Interviewer: ________________ 			Interview Date: __ __/__ __/__ __ __ __										           (Month) (Day) (Year)

Unique ID: _________________
         (assigned by study personnel)

Section I: Identification and Demographic Information

1.   Date of Birth: 						__ __/ __ __/__ __ __ __
(data collection system to calculate age)				(Month)     (Day)            (Year)

IF >=18 years old: CONTINUE 
IF <18 years old: STOP

2. What is your ethnicity? 			1.____ Hispanic or Latino
2.____ Not Hispanic or Latino
3.____ Prefer Not to Answer/Decline
3. What is your race (Select all that apply)?
1.____ American Indian or Alaska Native
2.____ Asian
3.____ Black or African American
4.____ Native Hawaiian or Other Pacific Islander
5.____ White
6.____ Prefer Not to Answer/Deline


4. What is your sex?						1.___ Female
	2.___ Male
	



1. 
5. What is the highest grade or level of school you have 
completed or the highest degree received?		1.____ 8th grade or less
2.____ 9th-12th grade (no diploma)
3.____ High school graduate (diploma)
4.____ GED or equivalent
5.____ Some college (no degree)
6.____ Associate’s degree: occupational, technical, or vocational program
7.____ Associate’s degree: academic (general education)
8.____ Bachelor’s degree (example: BA, AB, BS, BBA)
9.____ Master’s degree (example: MA, MS, MEng, Med, MBA)
10.___ Professional school degree (example: MD, DDS, DVM, JD)
11.___ Doctoral degree (example: PhD, EdD)

Section II. Work Information
I’m now going to ask you about your current job and work history in the veterinary profession.

6. What is your current job title in the veterinary profession? 		_______________________

6.1  If “veterinary technician” or “nurse,” are you licensed by
your state? 							1.____ Yes     0.____ No

7. How long have you worked in the veterinary profession? 			 Years	
										______ Months

8. How many hours per week, on average, do you currently 
work in the veterinary profession? (Please include overtime.)		 Hours per week



Unique ID: 
9. Have you ever worked in the surgery suite in the veterinary profession? 												1.____ Yes     0.____ No 
IF YES:
9.1 How long have you worked in the surgery suite? 		______ Years	
									______ Months

9.2 Have you worked in the surgery suite in veterinary profession in the past 12 months? 									1.____ Yes     0.____ No 
IF YES:
9.2.1. In the past 12 months, how many hours a week did you
 usually work in the surgery suite during surgical procedures? 		 Hours a week

9.3. What is your most recent role during surgical procedures? (select all that apply) 				1. _____ Surgeon
		2. _____ Anesthesia
		3. _____ Surgery tech/assistant
		4. _____ Other ___________________________________

9.4. During surgical procedures, is anesthesia gas turned on before
or after the patient is hooked up to the anesthesia machine? 		1._____ Before 
									2._____ After
9._____ Don’t know  

9.5. After surgical procedures, is anesthesia gas turned off before
 or after the patient is disconnected from the anesthesia machine?	1._____ Before 
									2._____ After
9._____ Don’t know  
 
 
9.6. During surgical procedures, what percentage of patients who receive gas anesthesia are intubated with an endotracheal tube each week? 		1.______0-25%
2.______26-50%
3.______51-75%
4.______76-100%
9.______Don’t know

9.7.  For surgical procedures where an endotracheal tube is 
used, how often were you required/instructed to inflate the 
endotracheal tube cuff?				1. ____Every surgical procedure
                                                                                                2.____ Some surgical procedures
3.____ Never
9.____ Don’t know

                        IF “Every surgical procedure” or “Some surgical procedures”
9.7.1. Is the endotracheal tube cuff inflated before or after 
the anesthesia gas is turned on? 				1.____ Before 
2.____ After
3.____ At the same 
            time 
9.____ Don’t know

10. In the past 12 months, have you worked in the treatment area while a dental procedure was being performed? 						1.____ Yes     0. ____ No

	IF YES:				
10.1 In the past 12 months, how many hours a week did you 
work in the treatment area while a dental procedure was 
being performed? 						 Hours per week

11. Have you ever assisted with or performed dental procedures in the veterinary profession?  				          						1.____ Yes     0.____ No

IF YES:
11.1 How long have you assisted with or performed dental 
procedures in the veterinary profession? 			____ Years	
									____ Months

11.2  Have you assisted with or performed dental procedures in the veterinary profession in the past 12 months? 							1.____ Yes     0.____ No 

IF YES:
11.2.1. In the past 12 months, how many hours a week did 
  you usually assist with/perform dental procedures? 		____ Hours per week

11.3. What is your most recent role during dental procedures? 	(Select all that apply)				1. _____ Anesthesia
		2. _____ Dental prophylaxis
		3. _____ Dental surgery
		4. _____ Other ___________________________________

11.4. During dental procedures, is anesthesia gas turned on 
before or after the patient is hooked up to the anesthesia machine? 	1.____ Before  
									2.____ After	
									9.____ Don’t know  

11.5. After dental procedures, is anesthetic gas turned off 
before or after the patient is disconnected from the anesthesia 
machine? 								1.____ Before  
									2.____ After 
									9.____ Don’t know  

11.6. For dental procedures where an endotracheal tube is used, 
 how often were you required/instructed to inflate the 
 endotracheal tube cuff?				1. ____ Every dental procedure
2. ____ Some dental procedures
3. ____ Never
9. ____ Don’t know

IF “Every dental procedure” or “Some dental procedures”
11.6.1 Is the endotracheal tube cuff inflated before or 
after the anesthesia gas is turned on? 			1.____ Before 
2.____ After
3.____ At the same time 
9.____ Don’t know

12. In the past 12 months, have you recovered an animal 
from anesthesia? 						1.____ Yes     0. ____ No

IF YES:
12.1 In the past 12 months, how many hours a week did 
you usually spend recovering animals from anesthesia? 		 Hours per week


13. Have you ever filled the anesthetic gas vaporizer? 		1.____ Yes     0. ____ No

IF YES:
13.1 How many times a week do you fill the anesthetic gas
 vaporizer?  										

13.2 What personal protective equipment (PPE) do you 
wear while filling the anesthetic gas vaporizer?		____ Gloves
____ Goggles/eye protection    
____ Surgical mask 	
____ N95 respirator 
____ Half-mask respirator
____ Powered air-purifying respirator (PAPR)
____ Other:_____________
	IF HALF-MASK RESPIRATOR:
	13.2.1. Do you use gas and vapor filters with the half-mask respirator?
 1.___ Yes    0. ___ No    2. ___ Don’t Know

14. Is there a waste anesthetic gas scavenging system 
at your clinical veterinary practice?		1.___ Yes    0. ___ No    2. ___ Don’t Know

IF YES:
14.1. When is the waste anesthetic gas scavenging
system checked for proper functioning?	1.____ Before each anesthetic procedure
2.____ Before starting anesthetic procedures each day
3.____ Daily, but not necessarily before starting anesthetic procedures each day
4.____ Weekly
5.____ Don’t know
6.____ Other (specify):________
					
14.2. Is there a waste anesthetic gas scavenging 
system preventive maintenance program? 	1.___ Yes    0. ___ No    2. ___ Don’t Know

IF YES:
14.2.1 Who performs the preventive 
maintenance? (Select all that apply.)		1.____ Contractor
2. ____ Myself
3. ____ Lead technician
4. ____ Chief of staff (veterinarian)
5. ____ Any staff veterinarian
6. ____ Office manager
7. ____ Don’t know
8.____ Other (specify):_____

14.3. Have you received training from your employer
on how to use the scavenging system?				1.____ Yes     0. ____ No

15. Have you received training from your employer 
on the potential health effects of anesthetic gases?			1.____ Yes     0. ____ No


16. Have you received training from your employer on the proper personal protective equipment (PPE) to use during anesthesia procedures? 			          1.____ Yes     0. ____ No


17.  What PPE do you wear during anesthesia procedures?	_____ Gloves
_____ Goggles/eye protection
_____ Surgical mask 
_____ N95 respirator 
_____ Half-mask respirator
_____ Powered air-purifying respirator (PAPR)
_____ Other:_____________

IF HALF-MASK RESPIRATOR:
	17.1 Do you use gas and vapor filters with the half-mask respirator?
 1.___ Yes    0. ___ No    2. ___ Don’t Know

18. Do you perform mask or chamber induction using an inhalational 
anesthetic?							1.____ Yes	0. ____ No

19.  Do you ever detect the odor of an inhalational anesthetic during your work?		
1.____ Never
2.____ Sometimes
3.____ Frequently
	
IF SOMETIMES OR FREQUENTLY: 
19.1. Which procedures are you doing when you smell anesthetic gases? 
								1. ____ Surgical procedures
								2. ____ Dental procedures
3. ____ Filling the anesthetic gas vaporizer
4. ____ Mask or chamber induction


20. During an average work week, do you use cleaning, disinfecting, 
or sterilizing agents at your veterinary clinic?		1.____ Yes	0. ____ No

IF YES:
20.1 Do you clean, disinfect, or sterilize any of the 
following at your veterinary clinic? 
(Select all that apply.)			1.____ Animal cages, kennels, or runs
2.____ Litter boxes
3.____ Bird cages
4.____ Barn stalls
5.____ Other area(s) containing animal wastes (specify)

6.____ Medical equipment/instruments
7.____ Surfaces, such as examination tables, surgery tables, and counters

IF ANY SELECTED:
20.1.1. What cleaning product(s) do you use most often 
when performing this cleaning, disinfecting, or 
sterilizing? (Brand names or chemical names 
are acceptable.) ____________________________________________________________


21. Did you perform or work near anesthesia procedures today?  1.____ Yes     0. ____ No

IF YES:
21.1 What anesthesia gas did you use today? 
1. ______ Sevoflurane
2. ______ Isoflurane
3. ______ Desflurane
4. ______ Other __________________


22. During your shift today, did you fill the anesthetic gas vaporizer? 												1._____Yes     0. ____ No

IF YES:
22.1 What anesthesia gas did you use today for the vaporizer? 
1. ______ Sevoflurane
2. ______ Isoflurane
3. ______ Desflurane
4. ______ Other __________________


23. During your shift today, did you use any cleaning products? 												1.____ Yes     0. ____ No
IF YES:
23.1. What cleaning products did you use? ____________________________________


Form Approved
OMB No. 0920-XXXX
Exp. Date XX/XX/20XX
	                                                                                                                    Unique ID: 


Public reporting burden of this collection of information is estimated to average 20 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not required to respond to a collection of information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden to - CDC/ATSDR Reports Clearance Officer; 1600 Clifton Road NE, MS H21-8, Atlanta, Georgia 30333 ATTN: PRA (0920-XXXX).

Section III: Health Information				
I’m going to ask you some questions about your health. The answer to many of these questions will be “Yes” or “No.” If you are in doubt about whether to answer “Yes” or “No,” then please answer “No.” 
24. During your shift today, did you have any of the following symptoms? Please do not include symptoms that you think were from a cold, respiratory infection, or stomach flu.

	Symptom
	Did you have this symptom during your shift?
	Did you have this symptom when you arrived at work today?
	Did this symptom worsen during your shift?
	What task(s) were you doing when the symptom first started (or worsened if you had this symptom when you arrived at work today)?

	Headache
	  no     yes →
	   no     yes
	   no     yes
	

	Dizziness
	  no     yes →
	   no     yes
	   no     yes
	

	Irritability
	  no     yes →
	   no     yes
	   no     yes
	

	Fatigue
	  no     yes →
	   no     yes
	   no     yes
	

	Drowsiness
	  no     yes →
	   no     yes
	   no     yes
	

	Difficulties with judgment or coordination
	  no     yes →
	   no     yes
	   no     yes
	

	Any breathing trouble, including shortness of breath, cough, wheezing or whistling in the chest, or chest tightness
	  no     yes →
	   no     yes
	   no     yes
	

	Eye problems, including watery or itchy eyes or stinging or burning eyes
	  no     yes →
	   no     yes
	   no     yes
	

	Nose problems, including stuffy, itchy, or runny nose; sneezing; or stinging or burning nose
	  no     yes →
	   no     yes
	   no     yes
	

	Throat irritation (dry, sore, burning throat) or hoarseness
	  no     yes →
	   no     yes
	   no     yes
	

	Nausea
	  no     yes →
	   no     yes
	   no     yes
	

	Vomiting 
	  no     yes →
	   no     yes
	   no     yes
	

	Other symptom, please specify:
 
	  no     yes →
	   no     yes
	   no     yes
	




25. In the past 12 months, did you have any of the following symptoms while at work? Please do not include symptoms that you think were from a cold, respiratory infection, or stomach flu.

	Symptom
	In the past 12 months, did you have ______?
	When you are away from work, is this symptom the same, worse, or better?
	Is there anything at your workplace that causes or aggravates this symptom?

	
	
	Same
	Worse
	Better
	

	Headache
	  no     yes →
	
	
	
	

	Dizziness
	  no     yes →
	
	
	
	

	Irritability
	  no     yes →
	
	
	
	

	Fatigue
	  no     yes →
	
	
	
	

	Drowsiness
	  no     yes →
	
	
	
	

	Difficulties with judgment or coordination
	  no     yes →
	
	
	
	

	Any breathing trouble, including shortness of breath, cough, wheezing or whistling in the chest, or chest tightness
	  no     yes →
	
	
	
	

	Eye problems, including watery or itchy eyes or stinging or burning eyes
	  no     yes →
	
	
	
	

	Nose problems, including stuffy, itchy, or runny nose; Sneezing; or stinging or burning nose
	  no     yes →
	
	
	
	

	Throat irritation (dry, sore, burning throat) or hoarseness
	  no     yes →
	
	
	
	

	Nausea
	  no     yes →
	
	
	
	

	Vomiting 
	  no     yes →
	
	
	
	

	Other symptom, please specify:
 
	  no     yes →
	
	
	
	




Next, I am going to ask about some of your medical history.
26. Have you ever been told by a physician or other health professional that you had any of the following conditions? (Select all that apply.)
	Conditions
	Month and year of first diagnosis? (mm/yyyy)
	Thought to be
work-related?

	Hay fever or nasal allergies
	  no     yes →
	__  __ / __ __ __ __
	   no     yes

	Animal-related allergies
	  no     yes →
	__  __ / __ __ __ __
	   no     yes

	Eczema, dermatitis, or skin allergy
	  no     yes →
	__  __ / __ __ __ __
	   no     yes

	Sinusitis or sinus infections
	  no     yes →
	__  __ / __ __ __ __
	   no     yes

	Chronic bronchitis
	  no     yes →
	__  __ / __ __ __ __
	   no     yes

	Asthma
	  no     yes →
	__  __ / __ __ __ __
	   no     yes

	IF YES: 
Do you still have asthma?
	  no     yes →
	   no     yes

	Have you had an asthma attack in the last 12 months?
	  no     yes →
	   no     yes

	Are you currently taking any medicine including inhalers, aerosols, or tablets for asthma?
	   no     yes
	

	Kidney problems
	  no     yes →
	__  __ / __ __ __ __
	   no     yes

	Liver problems
	  no     yes →
	__  __ / __ __ __ __
	   no     yes

	Cancer
	  no     yes →
	__  __ / __ __ __ __
	   no     yes

	IF YES: What type of cancer:
	Most recent diagnosis for this type:
__  __ / __ __ __ __
	   no     yes

	IF YES: What type of cancer:
	Most recent diagnosis for this type:
__  __ / __ __ __ __
	   no     yes



Reproductive history
27. Do you have any concerns related to your work in the veterinary profession about you or your partner’s ability to get pregnant or to carry a pregnancy to term? 															1.____ Yes     
0.____ No
9.____ Don’t know
8.____ Refused to answer
IF YES:
27.1 Please describe:			__________________________________________

28. Have you or your partner ever been pregnant?
1.____ Yes  
0.____ No   
9.____ Don’t know     
8.____ Refused to answer    

	IF YES: 
28.1. How many times have you or your partner been pregnant?   __________

28.2. How many live births have you or your partner had?  __________

28.3. Since working in the veterinary profession, how many times have you or your partner been pregnant?   __________
28.4. Since working in the veterinary profession, how many live births have you or your partner had? _______

29. Since working in the veterinary profession, have you or your partner ever tried to become
      pregnant for more than 1 year without becoming pregnant?	
1.____ Yes  
0.____ No   
3. ____ I have worked in the medical profession for less than a year
9. ____ Don’t know     
8. ____ Refused to answer     

Section IV: Tobacco Use Information

I’m now going to ask you a few questions about tobacco use.

30. Have you ever smoked tobacco cigarettes? 
(Choose NO if less than 20 packs of cigarettes
     	in a lifetime or less than 1 cigarette a day for 1 year.) 		1.___ Yes	0.___ No

	IF YES:
	30.1 How old were you when you first started smoking regularly?	_____Years old

	30.2 Over the entire time that you have smoked, what is the average
	        number of cigarettes that you smoked per day?			_____Cigarettes/day

	30.3 Do you still smoke cigarettes?				1.___ Yes	0.___ No

		IF NO:
		30.3.1	How old were you when you stopped smoking 
			cigarettes regularly?					______Years old


Section V: Electronic Cigarette Information

Finally, I’m now going to ask you a few questions about electronic cigarettes (e-cigarettes) and other electronic vaping products for nicotine use. These include electronic hookahs (e-hookahs), vape pens, e-cigars, and others. These products are battery-powered and usually contain liquid. The liquid may contain ingredients like nicotine and flavors such as fruit, mint, or candy.

31. Have you used an e-cigarette or other electronic vaping  
product 100 times or more over your entire life?		1.___ Yes	0.___ No
IF YES:
31.1 How old were you when you first used an e-cigarette or
other electronic vaping product?					_____ Years old

31.2 Over the entire time you have used e-cigarettes or other 
electronic vaping products, how often on average did 
you use them?					1.___ Every day or nearly every day
							2.___ Less than every day but one or    
          									more days per week
                                                                                                3.___ Less than one day per week
					    	
31.3 During the past 30 days, on how many days did you 
 use e-cigarettes or other electronic vaping products?		_____ Number of days 
(RANGE: 0 – 30)
	
IF 0 DAYS:
31.3.1 How old were you when you stopped using 
e-cigarettes or other electronic vaping products?		 _____ Years old
	

Thank You for Participating!





