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Target Population and sampling
The target population of Entred 3 included all adults living in European France who were beneficiaries of the two main health insurance schemes, covering approximately 92% of the population living in France. People living with diabetes were identified using a validated algorithm [1] based on reimbursments for oral or injectable antidiabetic treatments (code Anatomical Therapeutic Chemical [ATC] A10) on at least three different dates (or two dates in the case of large packaging). 
Individuals were randomly selected according to a two-stage stratified sampling design. Firstly, control keys of unique personal identification social security number were randomly selected. Secondly, a random sample of individuals was selected for each control key. Exclusion criteria were death before sampling, having a temporary social security number, having an unreported or invalid postal address, not residing in European France and residing in a nursing home. 
Survey design
The survey was conducted using a multimodal data collection protocol. Participants initially received a postal invitation to complete a web-based questionnaire. A telephone interview, using a shortened version of the questionnaire, was then offered to those who had not responded online. This phone questionnaire was followed by the mailing of a detailed postal questionnaire. In case of non-response to phone or online questionnaires, the detailed postal questionnaire was sent to all remaining non-responders. In case of non-response, several additional postal-follow up were undertaken.
Collected data
Self-reported data collected by questionnaire were complemented by extractions from the French National Health Data System - SNDS over a 10-year period prior to the sampling.
The data source according to the type of information is described in the table below :
	Type of information
	Questionnaires
	SNDS – National health data system or other administrative database

	Demographic characteristics
	X
	X

	Socioeconomic characteristics
	X
	

	Health literacy
	X
	

	Diabetes duration
	X
	

	Antidiabetic treatment
	
	X

	Healthcare consumption (care practioners visits, drugs, hospital stays...)
	
	X



Weighting and treatment of total non-response
Administrative data were available for respondants and non-respondants (auxiliary information). Total non-response was addressed using reweighting methods, which involved increasing the sampling weight of respondents to account for non-respondents and thus minimize selection bias [2].
Weights were calculated to produce estimates for all individuals who responded to a questionnaire. These weights accounted for the complex sampling weight and were adjusted to consider total non-response based on various available auxiliary data. These weights were based on sex, age, and antidiabetic treatments, supplemented by geographic birthplace and contextual geographical data, including a deprivation index (FDep) and Information related to diabetes (health status and healthcare utilization) available in the SNDS. The probability of participating in the survey was first modeled using logistic regression, retaining variables that were significantly associated with participation at a 5% threshold among all available auxiliary data. Homogeneous response groups (GRH) [3] were then formed using the quantile score method. Sampling weights were multiplied by the inverse of the observed response rate within each GRH to obtain a corrected weight for non-response. Finally, calibration on the margins of the target population was performed considering sex, age group, and antidiabetic treatments.
Specifically for participants completing the phone- or web-based questionnaire, an adjustment factor was calculated as the inverse of the probability of participating via these modes compared to a postal questionnaire, as estimated using logistic regression. Variables retained in the model were those significantly associated with participation in a phone/web questionnaire at a 5% significance threshold, based on self-reported information. The final weights for participants using telephone or web questionnaires were obtained by multiplying the initial weights by this adjustment factor.
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