Questionnaire Form
DETERMINATION OF NUTRITION LITERACY STATUS IN INDIVIDUALS WITH DIABETES AND EVALUATION OF THE EFFECT OF LITERACY LEVEL ON NUTRITIONAL STATUS

Survey No: …………………. (To be filled out by the interviewer)
Date: …./…./2022

I.DESCRIPTIVE AND HEALTH-RELATED INFORMATION

1. Year of Birth: ………………….. (Information on ID will be used)
2. Gender: 
1. Male 
2. Female
3. What is your educational status?
1. Illiterate 
2. Literate 
3. Primary School 
4. Middle School 
5. High School 
6. Undergraduate 
7. Graduate
4. What is your marital status? 
1. Single 
2. Married 
3. Divorced - living separately 
4. Widowed
5. What is your occupation? 
1. Housewife 
2. Civil Servant 
3. Worker 
4. Retired 
5. Unemployed 
6. Other (please specify): ………………………
6. How many years have you had diabetes? ……….
7. Which of the following diseases do you have in addition to diabetes? (You may select more than one.)
1. I don’t have any disease 
2. Diabetes 
3. Insulin Resistance 
4. Impaired Glucose Tolerance 
5. Hypertension 
6. Hypertriglyceridemia 
7. Hyperlipidemia/Hypercholesterolemia 
8. Heart Disease 
9. Hypothyroidism 
10. Other (please specify): …………………………………………
8. Which medical treatment do you use? 
1. Insulin 
2. Oral antidiabetic drugs 
3. Both insulin and oral antidiabetic drugs
9. What type of insulin do you use? How many different medications do you regularly use every day? (……………)
10. What are these medications? (……………………………………………………………)
11. Have you used or are you currently using any vitamin-mineral supplements in the past year?
1. Yes, I use regularly 	
2. Yes, I use irregularly 3. No
12. Do you smoke? (Those who smoke at least once a day will be considered “yes”; less than that will be “no”)
1. Yes 	
2. No 	
3. I quit
15. Do you consume alcohol? 
1. Yes 
2. No 
3. I drink socially



II. EATING HABITS AND PHYSICAL ACTIVITY
16. How many meals do you consume per day? ……… Main, ……… Snacks
17. Do you skip main meals? 
1. Yes 
2. Sometimes 
3. No
18. If your answer is yes/sometimes, which main meal do you usually skip?
1. Breakfast 
2. Lunch 
3. Dinner
19. Do you skip snacks? 
1. Yes 
2. Sometimes 
3. No
20. If your answer is yes/sometimes, which snack do you usually skip? 
1. Mid-morning 
2. Afternoon 
3. Night
21. Do you eat outside the home? 
1. Yes 
2. No

III. ANTHROPOMETRIC MEASUREMENTS, BODY COMPOSITION AND ABDOMINAL OBESITY
Body Weight (kg) :
Height (cm) :
Waist Circumference (cm): 

IV. BIOCHEMICAL FINDINGS
Biochemical Parameter: 
HbA1c: 



Self-Perceived Food Literacy Scale

	
	Never
	Rarely 
	Sometimes 
	Yes, usually 
	Yes, always

	I. Food Preparation Skills
	
	
	
	
	

	1-Can you prepare fresh vegetables in different ways? For example, by baking, steaming, frying or in different styles?
	1
	2
	3
	4
	5

	2-Do you find it difficult to prepare a meal with more than five fresh ingredients?
	1
	2
	3
	4
	5

	3-Can you change a recipe yourself? For example, when one of the ingredients is missing?
	1
	2
	3
	4
	5

	4-Can you cook fish in different ways? (For example, grilling, frying, steaming, etc.)
	1
	2
	3
	4
	5

	5-Can you prepare a meal with fresh ingredients? That is, without pre-packaged and processed foods?
	1
	2
	3
	4
	5

	6-Can you understand the quality of fresh foods by looking, smelling or touching them? For example, meat, fish or fruit?
	1
	2
	3
	4
	5

	II. Resistence and Resistance
	
	
	
	
	

	7-Can you say "no" to tasty snacks even if you want to? (For example, birthday treats or fast food)
	1
	2
	3
	4
	5

	8-Imagine being in a place where you see and smell tasty food. Can you resist the urge to buy them? (For example, at a bus stop, gas station or bakery/bakery?)
	1
	2
	3
	4
	5

	9-Can you eat healthy when you are stressed?
	1
	2
	3
	4
	5

	10-Do you choose foods according to your mood? For example, when you are sad or bored?
	1
	2
	3
	4
	5

	11-Can you continue to eat healthy even if your daily routine changes? For example, when you have an unexpected guest or when you are very busy during the day, etc.
	1
	2
	3
	4
	5

	12-Do you eat an entire packet of chips, cookies or chocolate in one go?
	1
	2
	3
	4
	5

	III-Types of Healthy Snacks
	
	
	
	
	

	13-Do you take healthy snacks such as fruit or nuts with you when you go on a trip?
	1
	2
	3
	4
	5

	14-Do you eat vegetables as a snack?
	1
	2
	3
	4
	5

	15-Do you eat fruit as a snack?
	1
	2
	3
	4
	5

	16-Do you keep healthy snacks for yourself at home? For example, nuts, carrots, tomatoes, cucumbers?
	1
	2
	3
	4
	5

	IV-Social and Conscious Eating
	
	
	
	
	

	17-When you eat with others, do you find it important to eat together at the table?
	1
	2
	3
	4
	5

	18-If you are with others, do you find it important to eat dinner together?
	1
	2
	3
	4
	5

	19-Do you engage in other activities such as reading, working, or watching TV while eating?
	1
	2
	3
	4
	5

	V. Examining Food Labels
	
	
	
	
	

	20-Do you compare the calories, fat, sugar, or salt content of different products?
	1
	2
	3
	4
	5

	21-Do you check the labels of products to find out the calorie content, fat, sugar, or salt content?
	1
	2
	3
	4
	5

	VI-Daily Nutrition Plan
	
	
	
	
	

	22-If you are going to eat something, do you think about what you are going to eat for the rest of the day?
	1
	2
	3
	4
	5

	23-If you are going to eat something, do you consider what you have eaten earlier that day?
	1
	2
	3
	4
	5

	VII-Spending on Healthy Food
	
	
	
	
	

	24-Do you buy healthier foods such as vegetables, fruits, or whole grain products, even if they are a bit expensive?
	1
	2
	3
	4
	5

	25-Even if your budget for food is limited, do you buy healthier foods such as vegetables, fruits, or whole grains?
	1
	2
	3
	4
	5

	VIII-Having Healthy Food
	
	
	
	
	

	26-Do you keep four or more bags of chips, crackers, or salty snacks in your home/workplace?
	1
	2
	3
	4
	5

	27-Do you keep four or more bags of candy, cookies, or chocolate in your home/workplace?
	1
	2
	3
	4
	5

	28-Do you keep four or more bottles of sugary/sweetened beverages or sugary lemonade/soda in your home/ workplace?
	1
	2
	3
	4
	5

	29-Do you keep four or more cartons/boxes/bottles of fruit juice in your home/workplace?
	1
	2
	3
	4
	5








Quality of Life Short Form (SF-36)

1-Which of the following descriptions is true about your general health? Please give one answer.
 Excellent
 Very good
 Good
 Average (not bad)
 Poor
2-How would you rate your general health compared to a year ago?
 Much better than a year ago
 A little better than a year ago
 About the same
 A little worse than a year ago
 Much worse than a year ago

HEALTH AND DAILY ACTIVITIES
3-The questions below are about the things (activities) you can do in a day.
	Does your health limit these activities? If so, how much?
	Yes, very limited 
	Yes, somewhat limited 
	No, not limited at all

	a) Strenuous activities, such as running, lifting heavy objects, participating in strenuous sports, etc.
	
	
	

	b) Moderate activities, such as lifting a table, pushing a vacuum cleaner, participating in light sports, etc.
	 
	 
	 

	c) Heavy lifting and carrying
	 
	 
	 

	d) Climbing multiple flights of stairs
	 
	 
	 

	e) Climbing a single flight of stairs
	
	
	

	f) Leaning forward, squatting, or kneeling
	 
	
	

	g) Walking more than two kilometers
	
	
	

	h) Walking one kilometer
	
	
	 

	i) Walking 100 meters
	
	 
	

	j)  Bathing and dressing independently
	
	 
	



