
Supplementary file S1.  
SOCIODEMOGRAPHIC AND CLINICAL CHARACTERISTIC QUESTIONNAIRE

                ESKAPE PROJECT

Patient Number	[image: ][image: ][image: ]  Date of Patient


















                         mm	        dd	yyyy
Protocol Number                                                              Institution Code














Form Week                           * Seq. No. [image: ] ** Step No. [image: ]     Key Operator Code











A. SOCIODEMOGRAPHIC
GENDER
1. What is your gender?					(Check one box)
a.	Male.								[image: ]
     	b.         Female.							[image: ]
  AGE
2. What is your age?					(Check one box)
a.	0-17.							[image: ]
b.	18-24.							[image: ]
c.	25-34.							[image: ]
d.	35-44.							[image: ]
e.	45-54.							[image: ]
f. 	55-64.							[image: ]
g.	65 and Above.						[image: ]
   MARITAL STATUS 
3. What is your marital status?				(Check one box)
a.	Single.							 [image: ]
b.	Married.						 [image: ]
c.	Divorced.						 [image: ]
d.	Widowed.						[image: ]

  
 RELIGION
4. What is your Religion?					    (Check one box)
a.	Christianity.						[image: ]
b.	Judaism.						[image: ]   
c.	Islam.							[image: ]   
d.	Buddhism						[image: ]   
e.	Hinduism.						[image: ]   
  CURRENT LOCATION
5. What is your current location?					   		 (Check one box)
a.	Kisumu East Sub-County.				[image: ] 
b.	Kisumu West Sub-County.				[image: ]
c.	Kisumu Central Sub-County.				[image: ] 
d.	Seme Sub-County.					[image: ] 
e.	Nyando Sub-County.					[image: ]
f. 	Nyakach Sub-County.					[image: ]
g.	Muhoroni Sub-county.				[image: ]


EDUCATION
6. What is the highest level of education you have completed?       (Check one box)
i. Primary,	[image: ]	   
ii. Secondary.	[image: ]	   
iii. College.	[image: ]	   
iv. None.	[image: ]	   

HOUSING
7. How many people are currently living in your household, including yourself?		
8. Please describe the home where you live.
(Check “Yes” or “No” for each question. Check “Yes” to all that apply.)

	
	Yes
	No

	a. It is owned or being bought by you (or someone in the household). 
	
	

	b. It is rented for money by you (or someone in the household). 
	
	

	c. It is occupied without payment or money or rent. 
	
	

	d. I live with friends. 
	
	

	e. I live with family.
	
	

	f.	I have no permanent residence. 
	
	

	g. I live in a correctional facility (jail, prison)
	
	


INSURANCE
9. How do you pay for your health care?
(Check “Yes” or “No” for each question. Check “Yes” to all that apply.)

	
	Yes
	No

	a. Government funding (Medicaid, Medicare, NHIF, etc.)
	
	

	b. Private insurance.
	
	

	c.  Self-pay, out of pocket 
	
	



JOB
10. Do you work for pay outside the home?		 
[image: ] Yes	                                                                                                                 [image: ]  No 
11. Check the box that best corresponds to your current work situation.
(Check “Yes” or “No” for each question.)

	
	Yes
	
	No

	a. Working full time.
	
	  
	

	b. Working part time.
	
	
	

	c. Unemployed 
	
	
	

	d.	Currently in school.
	
	
	




INCOME
12. What is your total combined family income for the past 12 months, before taxes, from all sources, wages, public assistance/benefits, help from relatives, alimony, and so on?
If you don’t know your exact income, please estimate.
           (Check one box)
a. Less than Ksh. 5,000.	 [image: ]
b. Ksh.5, 000 – Ksh.19, 999.	 [image: ]
c. Ksh.20, 000 - Ksh.49, 999.	 [image: ]
d. Ksh.50, 000 - Ksh.99, 999.	 [image: ]
e. Ksh.100, 000 - Ksh.149, 999.	 [image: ]
f. More than Ksh.150, 000.	 [image: ]
g. Don’t know.	 [image: ]
h. Chose not to answer.	 [image: ]



B. CLINICAL CHARACTERISTIC

DIABETIC HISTORY
1. When you were first diagnosed with diabetes? 
Year 	
If the year not known, estimate duration of diabetes (years) _______

2. Please list all medication(s) you take, including dosage :




3. If you take a medication that requires injecting, where do you give your injection?..................... 

3a. Do you rotate sites with each injection? (Answer only if you answered 3 above)
Yes 			[image: ]
		No  		             [image: ]

3b. Any problems with sites (lumping, pitting, etc.)? 	

4. Do you check your blood sugar? 
Yes 			 [image: ]
		No   			 [image: ]	 
                   If Yes how frequently? …………….



5. Type of DM
	Type 1      	[image: ]
	Type 2      	[image: ]
	Unknown  	[image: ]

6. Do you know what your diabetic control is?
Yes  				[image: ]
No   				[image: ]

	6a. If yes, do you know your Radom Blood Sugar or fasting blood sugar value (morning blood
 Sugar before you eat) - Should be confirmed on the records 
		Radom Blood Sugar value: _____  
Fasting Blood Sugar value: _____

7. Do you have high blood pressure? 
Yes 			 [image: ]
No  			 [image: ]

8. Do you have numbness, tingling, or signs of diabetic neuropathy in your feet? 
Yes 			 [image: ]
No  			 [image: ]

9. Do you have kidney disease related to your diabetes (also called nephropathy?) 
Yes  			[image: ]
No  		             [image: ]
	


10. Are you on cholesterol-lowering medication? 
Yes  			[image: ]
No   			[image: ]

11. Do you have knowledge or understanding about the risk of diabetic foot infections? 
Yes 			 [image: ]
		No   			 [image: ]

12. Have you ever had a history of a diabetic foot infection?  
Yes  			 [image: ]
		No     			 [image: ]
		Unknown		 [image: ]



LIFE STYLE
13. Do you exercise regularly?
Yes 		 [image: ]
		No  		 [image: ]

About how many times a week?	

Types of exercise	

Usual time of day and length of time:				 

Problems with exercise-related low blood sugar reactions?
Yes 		  [image: ]
		No 		  [image: ]
14. Do you smoke? 
      		      Yes	 [image: ]
	     No	  [image: ]	 
  14a. If Yes for how long? ________and how many cigarettes per day _______
15. Do you consume alcohol?
Yes		  [image: ]
		No		   [image: ]	 
15a. If Yes for how long? _______and how much do you consume per day ______


FOOT HYGIENE
1. How frequently do you examine (inspect) your foot?
More than once a day.		[image: ]
Once-daily.			[image: ]
4-6 time weekly.			[image: ]
Once a week or less.		[image: ]
2. How frequently do you check shoes before you put them on?
Often.				[image: ]
Sometimes.			[image: ]
Rarely.			             [image: ]
 Never.				[image: ]
3. How frequently do you wash your feet?
More than once daily.		[image: ]
Once-daily.			[image: ]
Most days a week.		[image: ]
Few days a week.		[image: ]

4. How frequently do you dry in between toes after washing?
Always.			[image: ]
Often.				[image: ]
Sometimes.			[image: ]
Never.				[image: ]
5. Do you use moisturizing cream on feet?
Yes			       	 [image: ]
		No 				 [image: ]


6. If yes how frequently do you put moisturizing cream on your feet and toes?
Daily.				[image: ]
Once a week.			[image: ]
About once a month.		[image: ]
Never.				[image: ]
FOOT SELF-CARE BEHAVIOURS
1. Walk in sandals/slippers.
Most of the time.		[image: ]
Sometimes.			[image: ]
Rarely.				[image: ]
Never.				[image: ]
2. Walk in shoes without socks
Most of the time.		[image: ]
Sometimes.			[image: ]
Rarely.				[image: ]
Never.				[image: ]

3. Change socks.
More than once a day.			[image: ]
Everyday.				[image: ]
Weekly.				[image: ]

4. Walk bare foot around the house
 Yes				            [image: ]
		  No   					[image: ]

5. Walk bare foot outside the house
Yes  					[image: ]
		No   					[image: ]
6. Put feet near the fire
Yes  					[image: ]	 
		No   					[image: ]	 

THANKS FOR YOUR TIME
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