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OBJECTIVE — To review reliability, validity, and normative data from 7 different studies,
involving a total of 1,988 people with diabetes, and provide a revised version of the Summary
of Diabetes Self-Care Activities (SDSCA) measure.
RESEARCH DESIGN AND METHODS — The SDSCA measure is a brief self-report
questionnaire of diabetes self-management that includes items assessing the following aspects
of the diabetes regimen: general diet, specific diet, exercise, blood-glucose testing, foot care,
and smoking. Normative data (means and SD), inter-item and test-retest reliability, correlations between the SDSCA subscales and a range of criterion measures, and sensitivity to
change scores are presented for the 7 different studies (5 randomized interventions and 2
observational studies).
RESULTS — Participants were typically older patients, having type 2 diabetes for a number
of years, with a slight preponderance of women. The average inter-item correlations within
scales were high (mean = 0.47), with the exception of specific diet; test-retest correlations were
moderate (mean = 0.40). Correlations with other measures of diet and exercise generally supported the validity of the SDSCA subscales (mean = 0.23).
CONCLUSIONS — There are numerous benefits from standardization of measures across
studies. The SDSCA questionnaire is a brief yet reliable and valid self-report measure of diabetes self-management that is useful both for research and practice. The revised version and
its scoring are presented, and the inclusion of this measure in studies of diabetes self-management is recommended when appropriate.
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ecause the vast majority of the day-today care inherent in diabetes is handled by patients and their families
(1,2), there is an important need for reliable
and valid measures of diabetes self-management (3–6). Such measures are useful both
for clinicians and educators treating individual patients and for researchers evaluating new approaches to care. Self-report is by
far the most practical and cost-effective
approach to self-care assessment, and yet is
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often seen as undependable. This article
summarizes data drawn from 7 different
studies on the norms, reliability, validity, and
sensitivity to change of the Summary of Diabetes Self-Care Activities (SDSCA) measure,
a brief self-report instrument for measuring
levels of self-management across different
components of the diabetes regimen (7).
Generalizing from past research on diabetes self-management is made difficult by
the heterogeneity of self-care measures used.
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The least defensible of these is the practice of
using measures of diabetes control, such as
glycated hemoglobin or physicians’ judgments, as indicators of patients’ self-care
behaviors (5,8–10). Direct methods, including observation of skills such as glucose testing and monitoring (e.g., by pill counts and
activity monitors), are labor-intensive and
subject to reactivity (10). Patients’ selfreports are also open to bias but can be
made more reliable (11); for example, by
asking specific, nonjudgmental questions in
interviews (12) or questionnaires (13).
Moreover, the extent to which participants’
self-reports of self-care are vulnerable to
biases such as social desirability can be
assessed with measures that tap constructs,
such as the tendency to give self-reports that
are self-deceptive (highly desirable but honestly held), and impression management
(the conscious tendency to give highly desirable self-reports) (14,15).
Diabetes self-care includes a range of
activities (e.g., self-monitoring of blood glucose, eating a low-saturated-fat diet, and
checking one’s feet) and it is now well established that these different components do
not correlate highly (16–18). Because selfcare is multidimensional, it is necessary to
assess each component separately rather
than to combine scores across components
(10). However, earlier self-report measures
of diabetes self-care, such as the Diabetes
Regimen Adherence Questionnaire (19)
and the self-report measure of compliance
developed by Cerkoney and Hart (20) and
used in several subsequent studies (13,21,
22), combined responses across the different regimen areas to produce a total adherence or compliance score. In contrast, the
self-report measure developed by Orme and
Binik (18), adapted from the Rand Corporation diabetic adherence questionnaire
(23), assessed the frequency with which
behaviors were performed for 5 separate
self-care areas. Similarly, Johnson et al. (24)
developed a 24-h recall interview to address
13 aspects of the diabetes regimen that form
4 independent factors: exercise, injection,
diet type, and eating/testing frequency (25).
The original SDSCA measure (7)
assessed 5 aspects of the diabetes regimen:
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general diet, specific diet, exercise, medication taking, and blood-glucose testing. More
recent studies using the scale have also
included items on foot care and smoking.
Similar to the Rand Corporation questionnaire, respondents report on the frequency
with which they performed various activities over the previous 7 days. The SDSCA
assesses levels of self-care and not adherence or compliance to a prescribed regimen
because of the difficulties associated with
identifying, for a given patient, a specific
unchanging standard against which behavior should be compared (10,26,27).
This article reports on the use of the
SDSCA in 7 recent studies in which SDSCA
data have not previously been reported,
involving 1,988 people with diabetes
(28–34). Given earlier studies using this
measure (35–37), including a survey of
2,000 people with diabetes across the U.S.
(38), the SDSCA is probably the most widely
used self-report instrument for measuring
diabetes self-management in adults. Moreover, the measure has been successfully
adapted for adolescents with type 1 diabetes
(39–41). The measure has undergone various modifications, so it is timely to review
these developments and provide an updated
version based on the accumulated findings
and experience of past studies.
RESEARCH DESIGN AND
METHODS
Overview of studies
Of the 7 studies, 5 were interventions and
2 (30,31) were observational. Of the 5
intervention studies, only 1 was a groupbased study and targeted both diet and
exercise (33). The remaining interventions,
all targeting various aspects of dietary
change, were delivered one-on-one by
either research staff (32), dietitians and
research staff (28,29), or clinical staff (34).
The intervention studies were conducted in a variety of settings. Two (31,33)
were conducted at Oregon Research Institute; 1 (32) was conducted in the offices of
2 internists who were part of a large medical
group; 1 study (29) included 39 physicians
from 12 medical practices and was conducted in a hospital wellness center setting;
1 study was conducted in an HMO primary
care setting (34); and 2 studies (28,30) were
conducted via the Internet. Three (28,30,31)
of the studies were convenience samples,
whereas 4 (29,32–34) were more representative, drawing respondents from lists of primary care patients.
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The SDSCA has been administered as a
self-completion questionnaire in paperand-pencil form (31,33,34), via a touchscreen computer (29,32), and over the
Internet (28,30).
Statistical analysis
Statistical software package SPSS for Windows version 9.0 (SPSS, Chicago) was used
for all analyses. The characteristics and normative data for each study sample are
expressed as means ± SD and percentages.
The SDSCA scales are based on items that,
in some studies, were worded, responded
to, and scored slightly differently from each
other. Some of the variations in items were
based on the time frame of the study, such
as looking at the previous month instead of
the previous 7 days. Most of the wording
differences between studies were trivial. In
studies conducted during the early 1990s,
we worded the first diet item as follows:
“Over the last 7 days, how often did you
follow your recommended diet?” In more
recent studies, we have changed from recommended “diet” to recommended “eating
plan.” To provide more standardization
across the 7 studies, all response formats
were converted to percentages. For example, a 5-point scale with the anchors 1 =
never through 5 = always was converted to
percentages as follows: 1 = 0, 2 = 25, 3 =
50, 4 = 75, and 5 = 100%. Pearson’s correlation coefficients were computed to evaluate the magnitude of association between
baseline and post-test (test-retest) and
between SDSCA scales and criterion variables (validity coefficients). Inter-item correlations were also used to assess
relationships among items within a scale
(inter-item correlations). Inter-item correlations were chosen rather than coefficient
 because coefficient  is influenced by
both the number of items as well as the
relationship among items. We wanted to
use an index that was independent of number of items because the various SDSCA
scales had different numbers of items and
some scales had a small number of items.
Sensitivity to change was assessed 2
ways. First, we calculated a responsiveness
index as described by Kristal et al. (42).
Responsiveness scores are similar to effect
size measures (43) in that they compare
change in an intervention condition with
change in a control condition, and larger
scores are better. For the randomized intervention studies, the mean change in the
control group was subtracted from the
mean change in the intervention group and

divided by the square root of the sum of the
variances of change scores in the control
and intervention groups. Second, 2-tailed
Student’s t tests were used to evaluate
change from baseline to post-test assessment among participants in the treatment
condition of each intervention study that
targeted change on a given behavior.
RESULTS — All of the participants were
adults, and the large majority had type 2
diabetes for a number of years. The mean
ages of the 7 samples ranged from 45 to 67
years of age and average diabetes duration
ranged from 6.3 to 13.0 years (Table 1). In
6 of the 7 studies, there were slightly more
women than men. The proportion of participants taking insulin ranged widely from
15.5 to 67%. The means and SDs for each
subscale for each study provide information for comparative purposes (higher percentages indicate better self-care on all
scales). These means show considerable
consistency across studies with patients
typically reporting higher levels of dietary
than exercise self-care, and the highest levels of self-care reported for medication taking and blood-glucose testing. Mean levels
computed across all 7 studies (weighted for
sample size) for each scale were as follows:
general diet: mean = 58.6, SD = 28.7, n =
1,409; specific diet: mean = 67.5, SD =
16.9, n = 973; exercise: mean = 34.3, SD =
31.9, n = 883; blood-glucose testing: mean
= 69.0, SD = 34.9, n = 685; medication taking: mean = 95.0, SD = 15.4, n = 218; and
foot care: mean = 47.1, SD = 21.4, n = 407.
The internal consistency of the scales,
assessed by average inter-item correlations,
was acceptable (mean = 0.47) except for
specific diet, which was consistently unreliable (r = 0.07–0.23). Test-retest correlations over 3–4 months were examined for
the observational studies and for control
groups in the intervention studies. All but
3 were significant, although the magnitude
of these correlations tended to be moderate
(mean r = 0.40, r = –0.05 [for medications]
to 0.78 [for glucose testing]). Correlations
among the SDSCA scales measuring different regimen behaviors in each study (not
shown in Table 1 but available from the
authors) were generally low and consistent
with previous research (mean r = 0.23).
The SDSCA subscales were correlated
with participant characteristics within each
study (age, insulin status, sex, number of
comorbid conditions, and diabetes duration). Overall, there were very few significant
correlations. Only one trend emerged across
DIABETES CARE, VOLUME 23, NUMBER 7, JULY 2000
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Table 1—Sample characteristics, reliability estimates, normative data, and test-retest results

Study
Glasgow et al.,
1992 (33)

Glasgow et al.,
1998 (32)

Glasgow et al.,
1999 (30)

Glasgow and
Toobert, 2000
(29)

Glasgow et al.,
2000 (31)

Wagner et al.
1999 (34)

n

Sample characteristics

105 100% type 2 diabetes
Mean age = 67, SD = 5 years
63% women
27% on insulin
Mean diabetes duration = 9.4, SD = 8.6 years
Mean education level = partial college
Mean SES = 2.9 (scale 1–5 with 5 highest)
Ethnicity not collected
201 79.4% type 2 diabetes
Mean age = 62, SD = 11 years
60% women
67% on insulin
Mean diabetes duration = 13, SD = 11.1
years
Mean occupation level = semiskilled
Mean education level = partial college
96.8% Caucasian
260 63.0% type 2 diabetes
Mean age = 45, SD = 12 years
49% women
54% on insulin
Mean duration = 9.5, SD = 10.7 years
Income, education not collected
87.7% Caucasian

321 100% type 2 diabetes
Mean age = 59, SD = 9 years
57% women
15.5% on insulin
Mean duration = 6.3, SD = 6.2
Employment = 53.6% not working (retired)
Mean occupation = semiskilled
Mean SES = 2.2 of 5 (5 is highest class)
90.2% Caucasian
65 100% type 2 diabetes
Mean age = 62, SD = 11 years
51% women
Mean duration = 8.5, SD = 8.2 years
Mean income = $10,000–$29,999
91.3% Caucasian

876 % type 2 diabetes (Not collected)
Mean age = 66, SD = 14.9 years
51.8% women
% on insulin (not asked)
Mean duration = 9.5, SD = 9.2 years
Average income = $15,000–$24,999
(n = 100)

Reliability estimates
Items Inter-item
Scale*
(n) correlations (r)
General diet
Specific diet
Exercise
Blood-glucose
testing
Medications
Foot care
% Smokers
Cigarettes/day
General diet
Specific diet
Exercise
Blood-glucose
testing
Medications
Foot care
% Smokers
Cigarettes/day
General diet
Specific diet
Exercise
Blood-glucose
testing
Medications
Foot care
% Smokers
Cigarettes/day
General diet
Specific diet
Exercise
Blood-glucose
testing
Medications
Foot care
% Smokers
Cigarettes/day
General diet
Specific diet
Exercise
Blood-glucose
testing
Medications
Foot care
% Smokers
Cigarettes/day
General diet
Specific diet
Exercise
Blood-glucose
testing
Medications
Foot care

2
3
3
2
1
N/C
N/C
N/C
2
3
3
2

0.66
0.20
0.72
0.75

N/C
5
N/C
N/C
2
3
2
N/C

64.9 ± 21.2
77.8 ± 11.9
55.2 ± 32.4
73.0 ± 35.1

Test-retest
Interval
r
3 months

0.58†
0.42‡
0.42‡
0.30§

3 months

0.55†
0.47†
0.55†
0.64†

96.3 ± 15.9%

0.57
0.23
0.80
0.69

1
N/C
N/C
1
2
3
1
1

Average values

67.0 ± 20.8
78.3 ± 16.5
39.1 ± 33.0
77.5 ± 30.7
99.8 ± 8.9
10.1%
110119 cigarettes

0.71
0.17

55.8 ± 32.4
63.4 ± 20.0
32.7 ± 33.1
64.5 ± 42.4

0.24

31.6 ± 17.4
13.8%

0.67
0.11
0.47

48.1 ± 30.8
62.9 ± 17.8
24.7 ± 27.9

N/C

3 months

0.67†
0.61†
0.42†

N/C
N/C
15.0%
N/C
N/C
N/C
N/C
2

0.69

81.6 ± 29.7

0.78†

N/C
5

0.30

29.4 ± 17.9
6.4%
19.3 ± 11.6 cigarettes
64.8 ± 32.2

0.46‡

1
1
N/C
1
1
N/C
1

4 months

N/C

0.55†

1.6 ± 0.8 h
3.8 ± 2.7 days/week

0.44†
0.71†

6.6 ± 1.5 days/week
4.8 ± 2.4 days/week

0.05
0.47†
continued on page 946
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Table 1—Continued

Study
Wagner et al.,
1999 (continued)
Feil et al., 2000
(28)

n

Sample characteristics

Reliability estimates
Items Inter-item
Scale*
(n) correlations (r)

96.7% Caucasian

% Smokers

160 100% type 2
Mean age = 59.3, SD = 9.4
53.1% women
% on insulin = 35.6
Mean duration =10.3, SD = 7.8 years
% finished college = 25.7
Mean income = $30,000–$50,000
100% Caucasian

Average values

Test-retest
Interval
r

N/C

Cigarettes/day N/C
General diet
2
Specific diet
3
Exercise
1
Blood-glucose 2
testing
Foot care
2
Medications
2
% Smokers
Cigarettes/day N/C

0.67
0.07
0.70
0.29
0.23

52.2 ± 34.7
62.3 ± 18.3
39.4 ± 32.9
59.6 ± 36.7
71.6 ± 28.8
94.3 ± 15.0
12.7%

3 months

0.25
0.45§
0.47‡
0.59†
0.08

Average values are mean percentages ± SD unless otherwise specified. *For scale items, see the APPENDIX; wording varied slightly across studies. †P  0.001; ‡P  0.01;
§P  0.05. N/C, Not collected; SES, socioeconomic status.

the studies: in 4 of the 7 studies, older people had better scores on general diet and this
correlation was modest (range 0.18–0.20).
Social desirability was assessed in only 1 of
the 7 studies (33) and correlated moderately with general diet (r = 0.35), specific
diet (r = 0.29), and glucose testing (r =
0.30), but less so with exercise (r = 0.12) and
medication taking (r = 0.16).
Table 2 shows the correlations between
the dietary and exercise subscales and criterion variables. For dietary comparisons, criterion measures were derived from 3- or
4-day food records, food-frequency questionnaires (42,44), the Food Habits Questionnaires (45), and the Block Fat Screener
(46). For exercise, comparisons were with
the Stanford 7-Day Recall (47), the Physical
Activity Scale for the Elderly (48), exercise
self-monitoring data (33), or attendance at
an exercise class. These correlations were all
significant and some of the dietary correlations were as high as those reported
between much longer state-of-the-art measures. Table 2 also shows the sensitivity to
change of the SDSCA subscales assessed
using the responsiveness index (42), where
available. Responsiveness to change results
varied widely and ranged from small to
large. Student’s t tests evaluating pre-to-post
change among intervention conditions
revealed significant improvement on
SDSCA scales in 6 of the 9 comparisons.
CONCLUSIONS — Together, these 7
studies demonstrate that the SDSCA is a
multidimensional measure of diabetes selfmanagement with, for the most part, adequate internal and test-retest reliability, and
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evidence of validity and sensitivity to
change. The small number of significant
correlations between the SDSCA subscales
and participant characteristics demonstrates that the SDSCA can be generalized
to different diabetes subpopulations including insulin status, sex, number of comorbid
conditions, and diabetes duration.
Test-retest reliability was moderate
across these studies and may be an underestimate. Four of the 5 studies in which it was
assessed were interventions and, for these
control groups, the assessment process itself
constitutes a modest self-monitoring intervention. Moreover, by having volunteered
for a randomized control trial, these participants have demonstrated a commitment to
making behavioral changes. Both of these
factors could have produced some behavioral changes over the test-retest interval in
these patients, resulting in lowered stability.
Alternatively, it may be that self-care behaviors vary over time in response to changing
personal and environmental factors.
The validity estimates for diet and exercise were based on multiple methods of
self-report (e.g., food records and self-monitoring). Previous studies have reported significant correlations of SDSCA subscales
with other criterion measures (7). Together,
these correlations are evidence for the validity of this self-report scale, although more
correlations with other criteria and for additional SDSCA subscales should be examined in future studies. Like many other
self-report measures of self-care behavior
(49), the SDSCA seems to be subject to
some social desirability bias. Therefore,
administration of a measure and adjust-

ment for response set bias is recommended.
The 7 studies reported here had several
limitations. All were studies of adults with
diabetes, although they included a large
age range. However, the SDSCA has been
used successfully with people as young as
12 years of age (40). Other than a study by
Ruggiero et al. (38), data are lacking from
samples including significant numbers of
minority participants.
The specific diet scale was the least
internally reliable of the subscales. This finding is consistent with earlier factor analytic
work by Johnson et al. (25), which failed to
identify a single multi-item factor for diet. It
appears that, like the diabetes regimen itself,
the various components of a healthy diet are
not highly correlated, and to obtain an accurate assessment of eating patterns, it is necessary to measure these components
separately. This can be done in brief with the
individual items from the SDSCA depending
on the dietary targets of the intervention or
treatment program.
The inconsistent number of questionnaire items and constructs in each of the 7
studies constitutes a weakness of this analysis. However, in spite of shifting numbers of
items and constructs throughout the 18
years of research with this instrument, the
validity and reliability are remarkably stable.
Revised SDSCA Scale
On the basis of these data, a revised version
of the SDSCA is provided in the APPENDIX,
along with the scoring method. The revised
SDSCA consists of a core set of 11 items
that have all been used in previous studies
along with the expanded list of 14 addiDIABETES CARE, VOLUME 23, NUMBER 7, JULY 2000
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Table 2—Validity coefficient (r) and sensitivity to change for the diet and exercise scales of the SDSCA sensitivity to change

Study/scale

Criterion variables

r

Average of Block Fat Screener and food record: caloric intake

0.23†

Glasgow et al., 1992 (33)
General diet
Specific diet

Responsiveness
index

Within-group
change*

0.43

0.032‡

0.03

0.308

0.05

0.580

0.33

0.004†

Average Block Fat Screener and food records: % calories from fat 0.25†
Exercise
Min per day (Stanford Recall)
Attendance
Exercise self-monitoring

0.20‡
0.22‡
0.58§

Glasgow et al., 1998 (32)
General diet
Kristal FHQ total score

0.53§

4-day food record percent calories from fat
Kristal FHQ total score

0.33§
0.52§

Kristal FHQ total score
Block Fat Screener total score

0.54§
0.34§

Kristal FHQ total score
Block Fat Screener total score

0.44§
0.29§

Specific diet

Glasgow and Toobert, 2000 (29)
General diet

Specific diet

Glasgow et al. (In press) (31)
General diet
Block Fat Screener total score
Specific diet
Block Fat Screener total score
Feil et al., 2000 (28)
General diet
Block Fat Screener total score
Kristal FHQ total score
Specific diet
Kristal FHQ total score
Block Fat Screener total score

NA
0.51§
NA
0.51§

0.05

0.087

0.09

0.000§

0.04

0.005†

NA
NA

0.03
0.31§
0.27§
0.01
0.28§
0.40§

0.000§

0.000§

*P values for t tests evaluating pre- to postchange among intervention conditions; †P  0.01; ‡P  0.05; §P  0.001. FHQ, Food Habits Questionnaire.

tional questions that may be of use to
researchers or clinicians. The revised version of the SDSCA differs from the versions
tested in each of the 7 studies in that the
scoring is simplified, and the best items are
retained. Criteria used for selecting items
for the revised version were as follows: 1)
consistency in mean values across studies,
2) sufficient variability and lack of ceiling or
floor effects, 3) temporal stability, 4) internal consistency, 5) predictive validity, 6)
sensitivity to change, 7) ease of scoring, and
8) ease of interpretation.
The revised version also includes items
on foot care adapted from Litzelman et al.
(49), an important aspect of the diabetes
regimen that was not included in the original SDSCA. It also includes items on cigarette smoking. Although not usually viewed
DIABETES CARE, VOLUME 23, NUMBER 7, JULY 2000

as part of the diabetes regimen, given the
greatly increased risk of cardiovascular diseases among diabetes patients (50), it is
important to know a patient’s smoking status so that appropriate advice can be given.
(The scales on foot care and smoking would
need to be modified or deleted for children
with diabetes.)
Three other changes have been made
in the revised version of the SDSCA and
are as follows: 1) the recommended version does not include questions on medication taking because of strong ceiling
effects and a lack of variability among
respondents contributing to lowered testretest reliability for these items (Table 1); 2)
in spite of the moderate-to-high validity of
the specific diet scale, we have suggested
dropping the scale from the revised version

because it lacks internal consistency; and
3) one of the specific diet questions, “On
how many of the last 7 days did your
meals include sweets?” has been modified
because it no longer adequately reflects
current standards of medical nutrition
therapy (51), which focuses on flexibility
in meal planning and counting carbohydrates. To bring this diet item up to date,
we have refocused this item on carbohydrates rather than sweets and added it to
the list of expanded items.
To simplify the scoring and interpretation of the revised SDSCA Scale, we propose using the metric “days per week”
instead of percentages. Therefore, comparisons of data based on the new questionnaire with previous research would need to
be converted to percentages.
947

Self-care measure

The strengths of the 11 core items of the
revised SDSCA include their brevity and
ease of scoring, which make them practical
to use both clinically and in research. Their
use in past research provides valuable information on norms, reliability, and validity,
against which new data can be evaluated.
The revised questionnaire is preliminary,
and it needs replication and use in other
samples. We have deliberately placed the
SDSCA in the public domain and encourage
its use.
Additional self-care items are also provided that address questions of clinical interest, but for which little or no reliability and
validity data are available. Six additional
items address self-care recommendations.
These may be useful for clarifying patient
understanding of self-management goals, as
well as for evaluating congruence between
perceived recommendations and reported
levels of self-care (adherence). The expanded
version of the SDSCA may be used when a
particular question is of interest to study
investigators or when time permits.
APPENDIX

Diet
How many of the last SEVEN DAYS have
you followed a healthful eating plan?
1

2

3

4

5

6

7

On average, over the past month, how
many DAYS PER WEEK have you followed
your eating plan?
0

1

2

3

4

5

6

7

On how many of the last SEVEN DAYS did
you eat five or more servings of fruits and
vegetables?
0

1

2

3

4

5

6

7

On how many of the last SEVEN DAYS did
you eat high fat foods such as red meat or
full-fat dairy products?
0
948
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2

0 1 2 3 4 5 6 7
On how many of the last SEVEN DAYS did
you participate in a specific exercise session
(such as swimming, walking, biking) other
than what you do around the house or as
part of your work?
0

3

4

5

6

7

1

2

3

4

5

6

7

Blood Sugar Testing
On how many of the last SEVEN DAYS did
you test your blood sugar?
0

1

2

3

4

5

6

7

On how many of the last SEVEN DAYS did
you test your blood sugar the number of
times recommended by your health care
provider?
0

The Summary of Diabetes Self-Care
Activities
The questions below ask you about your
diabetes self-care activities during the past
7 days. If you were sick during the past 7
days, please think back to the last 7 days
that you were not sick.

0

Exercise
On how many of the last SEVEN DAYS did
you participate in at least 30 minutes of
physical activity? (Total minutes of continuous activity, including walking).

1

2

3

4

5

6

7

Foot Care
On how many of the last SEVEN DAYS did
you check your feet?
0

1

2

3

4

5

6

7

On how many of the last SEVEN DAYS did
you inspect the inside of your shoes?
0

1

2

3

4

5

6

7

Smoking
Have you smoked a cigarette—even one
puff—during the past SEVEN DAYS?
0. No
1. Yes. If yes, how many cigarettes did
you smoke on an average day?
Number of cigarettes:
Additional Items for the Expanded Version
of the Summary of Diabetes Self-Care
Activities.
Self-Care Recommendations
1A. Which of the following has your health
care team (doctor, nurse, dietitian, or
diabetes educator) advised you to do?
Please check all that apply:
 a. Follow a low-fat eating plan
 b.Follow a complex carbohydrate diet
 c. Reduce the number of calories you

eat to lose weight
 d.Eat lots of food high in dietary fiber
 e. Eat lots (at least 5 servings per day)
of fruits and vegetables
 f. Eat very few sweets (for example:
desserts, non-diet sodas, candy bars)
 g.Other (specify):
 h.I have not been given any advice about
my diet by my health care team.
2A. Which of the following has your health
care team (doctor, nurse, dietitian or
diabetes educator) advised you to do?
Please check all that apply:
 a. Get low level exercise (such as walking) on a daily basis.
 b.Exercise continuously for a least 20
minutes at least 3 times a week.
 c. Fit exercise into your daily routine
(for example, take stairs instead of
elevators, park a block away and
walk, etc.)
 d.Engage in a specific amount, type,
duration and level of exercise.
 e. Other (specify):
 f. I have not been given any advice
about exercise by my health care
team.
3A. Which of the following has your health
care team (doctor, nurse, dietitian, or
diabetes educator) advised you to do?
Please check all that apply:
 a. Test your blood sugar using a drop of
blood from your finger and a color
chart.
 b.Test your blood sugar using a
machine to read the results.
 c. Test your urine for sugar.
 d.Other (specify):
 e. I have not been given any advice
either about testing my blood or
urine sugar level by my health care
team.
4A. Which of the following medications
for your diabetes has your doctor prescribed? Please check all that apply.
 a. An insulin shot 1 or 2 times a day.
 b.An insulin shot 3 or more times a
day.
 c. Diabetes pills to control my blood
sugar level.
 d.Other (specify):
 e. I have not been prescribed either
insulin or pills for my diabetes.
Diet
5A. On how many of the last SEVEN DAYS
did you space carbohydrates evenly
through the day?
0

1

2

3

4

5

6

7
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Medications
6A. On how many of the last SEVEN
DAYS, did you take your recommended diabetes medication?
0

1

2

3

4

5

6

7

OR
7A. On how many of the last SEVEN DAYS
did you take your recommended
insulin injections?
0

1

2

3

4

5

6

7

8A. On how many of the last SEVEN DAYS
did you take your recommended number of diabetes pills?
0

1

2

3

4

5

6

7

Foot Care
9A. On how many of the last SEVEN DAYS
did you wash your feet?
0

1

2

3

4

5

6

7

10A. On how many of the last SEVEN
DAYS did you soak your feet?
0

1

2

3

4

5

6

7

11A. On how many of the last SEVEN
DAYS did you dry between your toes
after washing?
0

1

2

3

4

5

6

7

Smoking
12A. At your last doctor’s visit, did anyone
ask about your smoking status?
0. No
1. Yes
13A. If you smoke, at your last doctor’s
visit, did anyone counsel you about
stopping smoking or offer to refer you
to a stop-smoking program?
0. No
1. Yes
2. Do not smoke.
14A. When did you last smoke a cigarette?
 More than two years ago, or never
smoked
 One to two years ago
 Four to twelve months ago
 One to three months ago
 Within the last month
 Today
Scoring Instructions for the Summary
of Diabetes Self-Care Activities
Scores are calculated for each of the five
DIABETES CARE, VOLUME 23, NUMBER 7, JULY 2000

regimen areas assessed by the SDSCA: Diet,
Exercise, Blood-Glucose Testing, FootCare, and Smoking Status.
Step 1:
For items 1–10, use the number of
days per week on a scale of 0–7. Note
that this response scale will not allow
for direct comparison with the percentages provided in Table 1.

3.
4.
5.
6.

Step 2: Scoring Scales
General Diet = Mean number of days
for items 1 and 2.
Specific Diet = Mean number of days
for items 3, and 4, reversing item 4
(0=7, 1=6, 2=5, 3=4, 4=3, 5=2, 6=1,
7=0).
Given the low inter-item correlations for
this scale, using the individual items is
recommended.
Exercise = Mean number of days for
items 5 and 6.
Blood-Glucose Testing = Mean number
of days for items 7 and 8.
Foot-Care = Mean number of days for
items 9 and 10.
Smoking Status = Item 11 (0 = nonsmoker, 1 = smoker), and number of
cigarettes smoked per day.
Scoring for Additional Items
Recommended regimen = Items 1A 4A, and items 12A - 14A, no scoring
required.
Diet = Use total number of days for
item 5A.
Medications = Use item 6A - OR - 7A
AND 8A, use total number of days for
item 6A, use mean number of days if
both 7A and 8A are applicable.
Foot-Care = Mean number of days for
items 9A - 11A, after reversing 10A
and including items 9 and 10 from the
brief version.
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