
VA DIABETES FOOT CARE SURVEY

SECTION 1:  INTRODUCTION

Survey Instructions

· Please complete the entire survey as carefully and honestly as you can.

· There are 8 sections.  Please answer every question (unless you are asked to skip questions because they don’t apply to you).

· Some questions may seem unnecessary or like questions you have already answered.  There are small but important differences among the questions, so it is very important that you answer each one.

· This survey is intended to take about 20-25 minutes to finish.  Because your careful attention to each question will help us gather the most accurate information, please take breaks between sections if you feel the need.

· Your comments are welcome.  Please write them on the back of the survey.

1.
Has a doctor or nurse ever told you that you have diabetes?  (check one)
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(  a)  Yes                      
How long have you had diabetes? ……………               years



Check here if the first time that you were told that you had 




diabetes was within the past 12 months? ……………



Go to the next page.



(  b)  No  








	For Study Staff
	

	Patient ID   ___  ___  ___  ___  
	Site  ___  ___


	SECTION 2:  GENERAL HEALTH AND DIABETES CARE


1. Today's date:
___  ___  /  ___  ___  /  ___  ___


     mo             day            year

2.
In general, would you say your health is:  (check one)

(   
a)  Excellent 
(
d)  Fair



( 
b)  Very good


(   
e)  Poor

· c)  Good

3. Compared to 12 months ago, how would you rate your health in general now?  (check one)


(   
a)  Much better now  
 

( 
d)  Somewhat worse now 

(   
b)  Somewhat better now 
(   
e)  Much worse now

(  c)  About the same

4. Are you confined to a wheelchair?

(   a)  Yes                        
Go to Page 3, Question 6.


(   b)  No
Go to the next page.

5. The following items are about activities you might do during a typical day.  Does your

health now limit you in these activities?  If so, how much?  (circle one number on each line)
	
	
	
	Yes, I Am
	Yes, I Am
	No, I Am 

	
	
	
	LIMITED
	LIMITED
	NOT LIMITED

	
	
	
	a Lot
	a Little
	at All

	a)


	Vigorous activities, such as running, lifting heavy objects, participating in strenuous sports

	
	
	
	

	
	
	
	1
	2
	3

	b)
	Moderate activities, such as moving a table, 

pushing a vacuum cleaner, bowling, or playing golf

	
	
	
	

	
	
	
	1
	2
	3

	
	
	
	
	
	

	c)
	Lifting or carrying groceries

	
	1
	2
	3

	
	
	
	
	
	

	d)
	Climbing several flights of stairs

	
	1
	2
	3

	
	
	
	
	
	

	e)
	Climbing one flight of stairs

	
	1
	2
	3

	
	
	
	
	
	

	f )
	Bending, kneeling or stooping

	
	1
	2
	3

	
	
	
	
	
	

	g)
	Walking more than a mile

	
	1
	2
	3

	
	
	
	
	
	

	h)
	Walking several blocks

	
	1
	2
	3

	
	
	
	
	
	

	i )
	Walking one block

	
	1
	2
	3

	
	
	
	
	
	

	j )
	Bathing or dressing yourself

	
	1
	2
	3


6. Are you able to see the bottoms (soles) of both your feet?  (check one)
(  a)  Yes 

(  b)  No    (((  If no, check all the reasons that apply:
	(   Poor vision 6b1
	(   Joint, arthritis, hip or knee problems 6b3

	(   Overweight 6b2 
	(   Other  (specify ________________ ) 6b4



7. Has a doctor or nurse ever told you that you had the following?  (check all that apply)

	(
	a)  Nerve damage in your feet or legs
	
	(
	 h)  Stroke

	(
	b)  Problems with circulation in your feet or legs
	
	(
	  i)   Cancer

	(
	c)  Sores (ulcers) on your feet that did not heal 
	
	(
	  j)   Kidney failure

	
	     in one month
	
	
	

	(
	d)  Heart attack
	
	(
	 k)  Chronic lung disease

	(
	e)  Congestive heart failure
	
	(
	 l)  Problems with depression

	(
	 f)  Surgery to fix narrowed blood vessels in your 
	
	(
	m)  Problems with drugs or alcohol

	
	     heart
	
	
	

	(
	g)  Surgery to fix narrowed blood vessels in your 
	
	
	

	
	     feet or legs
	
	
	


8. In the past 12 months, how often have you had any of the following symptoms or problems?  (check one box on each line)
	
	
	Never
	Sometimes
	Often

	a)
	Numbness of your feet
	(
	(
	(

	b)
	Tingling sensation (pins & needles) in your feet
	(
	(
	(

	c)
	Burning pain in your feet
	(
	(
	(

	d)
	Problems with your balance or falling
	(
	(
	(

	e)
	Pain in your thigh or calf muscles when walking 

that is relieved with a few minutes rest
	(
	(
	(


9. In the past 12 months, have you had any of the following on either foot?
	
	
	Yes
	No

	a)
	Callus(es)  (very thick skin)
	(
	(

	b)
	Corn(s)  (thick skin, that may be painful or irritating, usually on the little toe, tops of toes or between toes)
	(
	(

	c)
	Thick toenail(s)  (toenails that are difficult to trim)
	(
	(

	d)
	Ingrown toenail(s)  (toenail that grows into flesh)
	(
	(

	e)
	Athletes' foot  (fungal disease on feet)
	(
	(

	f)
	Cracks (fissures) on heel(s)
	(
	(

	g)
	Foot ulcers (sores that did not heal in one month)
	(
	(


10. Check if you now have any of the foot problems pictured below.
	a)  Hammer or Claw Toes
	b)  Bunion
	c)  Charcot Foot 

	(Cocked-up toes)
	(Large, displaced great toe joint)
	(Fractures and dislocations in any of  the 5 marked areas that resulted in size and shape changes to your foot)
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	( Yes     ( No
	(  Yes     ( No
	(  Yes     ( No


11. Have you ever had an amputation of a toe, foot, part, or all of your leg?


(  a)  No

  Go to Section 3 below.

(  b)  Yes
If yes, check which side(s) of the body:

	
	Right
	Left

	a)  Toe(s) only
	(
	(

	b)  Part or all of a foot
	(
	(

	c)  Leg, below the knee
	(
	(

	d)  Leg, above the knee
	(
	(


· Was this amputation a result of trauma or military injury?

(  Yes    (  No

SECTION 3:  YOUR SELF FOOT CARE

1. In the past 4 weeks, how often have you done the following activities for your feet?

(check one response for each line)

	
	
	Daily
	Several Times a Week
	Once a Week
	Once or Twice a Month
	Not at All

	a)
	Looked at the bottom of feet for cuts, calluses and sores
	(
	(
	(
	(
	(

	b)
	Checked between toes for cracks in the skin
	(
	(
	(
	(
	(

	c)
	Washed feet
	(
	(
	(
	(
	(

	d)
	Soaked feet for more than 10 minutes
	(
	(
	(
	(
	(

	e)
	Tested the water temperature with your hand or elbow before putting feet in water
	   (
	(
	(
	(
	(

	
	
	Daily
	Several Times a Week
	Once a Week
	Once or Twice a Month
	Not at All

	
	
	
	
	
	
	

	f)
	Dried between toes after washing
	(
	(
	(
	(
	(

	g)
	Used lubricants (lotion) on your feet
	(
	(
	(
	(
	(

	h)
	Filed calluses
	(
	(
	(
	(
	(

	i)
	Trimmed nails
	(
	(
	(
	(
	(

	j)
	Checked inside of shoes for rough edges or objects
	(
	(
	(
	(
	(

	k)
	Wore stockings with your shoes
	(
	(
	(
	(
	(

	l)
	Changed  your shoes during the day
	(
	(
	(
	(
	(

	m)
	Walked barefoot or in stockings inside your house
	(
	(
	(
	(
	(

	 n)
	Walked barefoot outside
	(
	(
	(
	(
	(


2. Who did the following foot care for you in the past 12 months?  (check all that apply)
	
	

	I Did
	Family Member
	VA Person
	Non-VA Person
	No One

	 a)
	Look at the bottom of my feet for cuts, calluses and sores
	(
	(
	(
	(
	(

	 b)
	Check between my toes for cracks in 

the skin
	(
	(
	(
	(
	(

	 c)
	File my calluses
	(
	(
	(
	(
	(

	 d)
	Trim my nails
	(
	(
	(
	(
	(

	 e)
	Check the inside of my shoes for rough edges or objects
	(
	(
	(
	(
	(


	SECTION 4:  EDUCATION ABOUT YOUR FEET


1. How much have you ever been taught about taking care of your feet?

	
	
	Nothing at All


	A Little Bit


	Some, But Would Like to Know More


	Enough



	a)
	Checking your feet regularly
	(
	(
	(
	(

	b)
	Keeping your feet clean
	(
	(
	(
	(

	c)
	How to choose proper shoes
	(
	(
	(
	(

	d)
	Wearing shoes or slippers at all times
	(
	(
	(
	(

	e)
	How to keep your skin moist
	(
	(
	(
	(

	f)
	Using a special mirror to see the bottom of  your feet
	(
	(
	(
	(

	g)
	Avoiding very hot and very cold temperatures to your feet
	(
	(
	(
	(

	h)
	Gently filing calluses
	(
	(
	(
	(

	i)
	Cutting nails according to the shape of your toe
	(
	(
	(
	(

	j)
	Not cutting corns and calluses with scissors or knives
	(
	(
	(
	(

	k)
	Not using drugstore chemicals or other remedies not ordered by your provider
	(
	(
	(
	(

	l)
	When to call a health care provider if you have a foot ulcer
	(
	(
	(
	(

	m)
	Whom to call if you have a foot ulcer
	(
	(
	(
	(


2. Check any of the following that kept you from taking the care of your feet in the last 12 months.  (check all that apply)
	(
	a)
	I didn't know what to do
	(
	h)
	I didn't have a foot stool

	(
	b)
	I know what to do, but I didn't know

how to do it
	(
	i)
	I couldn't remember to do it

	(
	c)
	I didn't have time
	(
	j)
	I needed professional help

	(
	d)
	I couldn't afford it
	(
	k)
	I needed help from family and friends

	(
	e)
	I didn't have the right shoes
	(
	l)
	I didn't think it was important

	(
	f)
	I didn't have the right shoe inserts
	(
	m)
	I couldn't see well enough to do it

	(
	g)
	I didn't have a mirror
	(
	n)
	I couldn't comfortably reach my feet 

to do it


3. Which of the following professionals provided education or information about your feet 

in the past 12 months?  (check all that apply)
	
	
	How Often?

	
	
	Once
	More than Once

	
	
	(1)
	(2)

	(   
	a)  Primary care provider
	(
	(

	(   
	b)  Foot doctor  (podiatrist, surgeon)
	(
	(

	(
	c)  Member of the diabetes care team  

     (nurse, doctor, educator)
	(
	(

	(
	d)  Rehabilitation specialist  

     (physical therapist, kinesiologist, prosthetist, 

     orthotist)
	(
	(


	SECTION 5:  YOUR PROFESSIONAL FOOT CARE




1. In the last 12 months, in what health care settings did you get your foot care?  

(check only one)



(   a)  VA  ((((((((((((((((    
Go to Page 10, Question 2.    


(   b)  Other Health Care Organization(s)  ((    
Go to Page 12, Question 1. 


(   c)  Both VA and Other Organization(s)  ((    
Go to Page 10, Question 2.       


(   d)  I did not get foot care  ((((((((   
Go to Page 12, Question 1. 
2. During the last 12 months, did the professional you saw for your foot care at the VA …

(circle one in each row)

	
	
	YES, more than once
	YES, at least once
	NO

	a)
	 Ask you about numbness or tingling in your feet
	1
	2
	3

	b)
	 Look at your feet with your shoes and socks off
	1
	2
	3

	c)
	 Examine the tops and the bottoms of your feet
	1
	2
	3

	d)
	 Look between your toes
	1
	2
	3

	e)
	 Test the feeling in your feet with a tuning fork or
	1
	2
	3

	
	 monofilament  (a bendable nylon “fiber” on a handle)
	
	
	

	f)
	 Shave your calluses
	1
	2
	3

	g)
	 Trim your toenails
	1
	2
	3

	i)
	 Look at your shoes
	1
	2
	3

	j)
	 Tell you how to select proper shoes
	1
	2
	3


3. In the last 12 months, which of the following VA professionals took care of your feet?  

(Foot care includes examining your feet, toenail and callus care.)  (check all that apply and estimate the number of clinic visits to each)
	

	
	Total number of visits to provider in past 12 months

	(
	a)  Primary care provider  (((((((((((((((((((
	________

	(
	b)  Foot doctor  (podiatrist, surgeon)  ((((((((((((((
	________

	
	     (  If you saw a foot doctor more than once, was it the                         same foot doctor at each visit?

      ( Yes              ( No               ( Doesn't apply to me


	

	(
	c)  Member of the diabetes care team  (nurse, doctor, educator)  ((
	________

	(
	d)  Rehabilitation specialist  (physical therapist, kinesiologist, 

     prosthetist, orthotist)  ((((((((((((((((((((
	________




4. In the last 12 months, have your VA foot care provider(s) involved you in making decisions


about your foot care?  (check one) 

·  a)  Yes, enough involvement.



(   b)  Yes, some but not enough involvement.




(   c)  No

5. Are there any VA services you now need for your foot care that you are not receiving?


( a)  No                            




( b)  Yes    (((   
If yes, please list or describe them for us:





________________________________________________





 
________________________________________________





 
________________________________________________

	     
SECTION 6:  YOUR FOOTWEAR


1. In the past 4 weeks, what percent of the time that you were out of bed did you wear…


House slippers



   _____%


Shoes your doctor ordered
    

   _____%


Other shoes


    

   _____%


Sandals or thongs

    

   _____%


Go barefoot or in stockings


   _____%



Total




    

     100  %
2. Do you have difficulty fitting into shoes from regular stores? 


(  a) Yes       


(  b) No
3. Do you know who to contact for problems with your shoes?  



(  a) Yes       


(  b) No
4. Has a health care provider recommended that you wear a certain type of footwear within 

the last 12 months?  (check one)

(  a)  No 

Go to Page 14, Question 1.



(  b)  Yes
Go to the next question.

5. What footwear was recommended?  (complete for all footwear that applies)
	Recommended
	
	If recommended, did you already have this footwear?
	If recommended, did you get some or more of this footwear?

	( No 5a1
	( Yes
	Off the shelf shoe inserts  

(like Dr. Scholls)  (((((
	( Yes 5a2
	( No (((
	( Yes 5a3
	( No

	( No 5b1
	( Yes
	Custom shoe inserts (orthotics) 

(made for your feet)  ((((
	( Yes 5b2
	( No (((
	( Yes 5b3
	( No

	( No 5c1
	( Yes
	Better casual and everyday shoes  ((((((((((
	( Yes 5c2
	( No (((
	( Yes 5c3
	( No

	( No 5d1
	( Yes
	Better shoes for exercise  (
	( Yes 5d2
	( No (((
	( Yes 5d3
	( No

	( No 5e1
	( Yes
	Extra-depth shoes  (extra wide and deep in the toe area, available in some stores)  (
	( Yes 5e2
	( No (((
	( Yes 5e3
	( No

	( No 5f1
	( Yes
	Custom shoes  (made to fit your feet exactly)    ((((
	( Yes 5f2
	( No (((
	( Yes 5f3
	( No


6. In the last 12 months, have you worn the shoes your doctor recommended?

·  a)  Yes, all the time.
·  b)  Yes, most of the time.
·  c)  Yes, some of the time.
(   d)  No  ((  If no, what prevents you from wearing the shoes your doctor ordered? (check all that apply)
· The shoes hurt my feet       
( The shoes make my feet hot

· The shoes don't fit well

( I don't like the way the shoes look 


( 
I didn't buy the shoes

( The shoes wore out and were not replaced

· Other  (specify  __________________________________________ )

7. Who paid for the shoes your doctor recommended?  (check all that apply)
( a)  VA        ( b)  Medicare        ( c)  Private health insurance        ( d)  You or your family

	SECTION 7:  SATISFACTION WITH VA FOOT CARE


1. How strongly do you agree with the following statements about the foot care you received  in the last 12 months from the VA?  (circle one answer in each row)
	
	
	Strongly Disagree
	Disagree
	Neither Disagree Nor Agree
	Agree
	Strongly Agree
	Not Applicable

	a)
	 I can get a foot care   appointment in a reasonable amount of time
	1
	2
	3
	  4
	5
	6

	b)
	I can get my foot care and diabetes care on the same day
	1
	2
	3
	  4
	5
	6

	c)
	I can get my nails cut when I request it
	1
	2
	3
	  4
	5
	6

	d)
	I can get my calluses trimmed when I request it
	1
	2
	3
	  4
	5
	6

	e)
	I know whom to call if I have a problem with my feet
	1
	2
	3
	  4
	5
	6

	f)
	I know where to go to get my toe nails trimmed
	1
	2
	3
	  4
	5
	6

	g)
	I know where to go if I have a foot ulcer
	1
	2
	3
	  4
	5
	6

	h)
	I know where to go for care if I have a circulation problem in my feet or legs
	1
	2
	3
	  4
	5
	6

	i)
	I know when to call for help with a problem about my feet
	1
	2
	3
	  4
	5
	6

	j)
	I see the same foot doctor all the time
	1
	2
	3
	  4
	5
	6

	
	
	Strongly Disagree
	Disagree
	Neither Disagree Nor Agree
	Agree
	Strongly Agree
	Not Applicable

	
	
	
	
	
	
	
	

	k)
	I don't like being assigned foot doctors in training
	1
	2
	3
	  4
	5
	6

	l)
	I receive conflicting information and advice about my feet
	1
	2
	3
	  4
	5
	6

	m)
	The foot care providers at my facility work well as a team
	1
	2
	3
	  4
	5
	6

	n)
	I am given choices in days for my next foot care visit
	1
	2
	3
	  4
	5
	6

	o)
	If I miss an appointment someone calls me
	1
	2
	3
	  4
	5
	6

	p)
	I am satisfied with the explanations my health care provider has given me about my foot problems
	1
	2
	3
	  4
	5
	6

	q)
	I am satisfied with the current treatment of my feet
	1
	2
	3
	  4
	5
	6

	r)
	Special footwear is readily available when I need it
	1
	2
	3
	  4
	5
	6

	s)
	I am not satisfied with the footwear provided for me
	1
	2
	3
	  4
	5
	6

	t)
	I would like more frequent    foot care
	1
	2
	3
	  4
	5
	6


	SECTION 8:  INFORMATION ABOUT YOU

The following questions ask general information about you.


1. What is your age?   _______  Years
2. Are you …  (check one)
(   a)  Male
(   b)  Female

3. What is your racial background?  (check one)


· a)  White

( d)  Alaska Native or Inuit
      (

g)  Indian/Pakistani

( b)  African American  
(
 e)  American Indian

(

h)  Other

·  c)  Asian            
(
 f)  Pacific Islander
4. Please indicate whether you are …  (check one)
· a)   Latino or Hispanic       
(  b)   Non-Latino


5. How tall are you without your shoes?







feet     inches

6. How much do you weigh now?





                          pounds


7. Have you ever smoked more than 100 cigarettes in your life?    


(  a)  No
  

Go to Question 8.


(  b)  Yes   


 
If yes, how old were you when you started smoking?   _____  Years

(
While you were smoking, what was the average number of 


packs per day that you smoked?  



 


_____  packs / day   or    _____  cigarettes / day    




 
(

Do you currently smoke?









(  a)  Yes

(  b)  No   (  
If no, how old were you when you stopped                smoking?   ______  Years

8. How many years of formal schooling have you completed?  (check one)
         
(    
a)  8 or less years                     
( 
c)  12 years
(   e)  16 or more years
      
(    b)  9 – 11 years          
( 
d)  13 – 15 years
9. Are you enrolled in Medicare?  (check all that apply)
· a)  No


(  b)  Yes, Part A   (((         

(  c)  Yes, Part B    (((
    

10. In addition to VA health coverage, what other kinds of health insurance coverage do you


currently have?  (check all that apply)
( a)  None (only have VA Health Coverage)
( 
d)  US Forces (Champus, Tri-Care)

( b)  Medicaid

( e)  Don’t know


( c)  Private insurance 





  (through employer or family member)
11. What was your total household income (income from all sources) during the past 12 months?  (please remember that your answers are completely confidential)
(  a)  $10,000 or less
( d)  $20,001 to $25,000
( g)  $35,001 to $40,000
( b)  $10,001 to $15,000   
( e)  $25,001 to $30,000   
( 
h)  $40,001 to $50,000
( c)  $15,001 to $20,000             
( f)  $30,001 to $35,000
( 
 i)  More than $50,000

12. Did someone else help you complete this survey?  (check one)

( a)  Yes  
( b)  No

Thank you for your help with this survey!  Please make your comments on the back.
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Please return only this page of the survey in the 


enclosed self-addressed envelope.





Thank you for your help.





Have you received Medicare in the last 12 months?





(  a) Yes         (  b) No
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