Supplementary File 1. Treatment Adherence and Characteristics Questionnaire
Answering the questions below realistically is important for determining the quality and characteristics of the treatment you received and your adherence to it. You are kindly asked to indicate, among the options provided for each question, the one that best applies to you.
We thank you in advance for your interest and assistance, and we wish you a speedy recovery.
1. Did you experience any problems during your antibiotic treatment?
1. Yes       2.No
2. If you experienced a problem during treatment, what was it? (You may select more than one answer.)
1. Development of an antibiotic-related adverse effect
2. Problems related to drug administration (e.g. intravenous catheter occlusion, extravasation of the drug, soft-tissue problems with intramuscular/gluteal administration)
3. Being unable to complete the full doses of the medication / receiving an incomplete dose of treatment
4. High cost of treatment
5. Being unable to continue my daily life
6. Other ………………………………… (please specify)
3. What is your reason for receiving your treatment on an outpatient basis? (You may select more than one answer.)
1. My own preference
2. My physician's recommendation
3. Poor physical conditions of the hospital
4. Lack of available beds in the hospital
5. Other ………………………………… (please specify)
4. Did you pay attention to the timing of your treatment?
1. Yes, I received all my doses on time
2. Except for 1–2 doses, I received all doses on time
3. I received my 4–6-dose treatment improperly
4. For most of my treatment I could not keep to the timing
5. I did not pay attention to my treatment times at all
5. Were there any treatment doses you were unable to receive during your treatment?
1. No, I completed all my doses
2. I could not receive 1–2 doses of my treatment
3. I could not receive 4–6 doses of my treatment
4. I could not receive less than half of my treatment doses
5. I could not receive more than half of my treatment
6. What was your reason for being unable to adhere to the treatment times or doses? (You may select more than one answer. If you received your treatment doses regularly, you may skip this question.)
1. The distance to the healthcare facility where I received my treatment
2. The requirement to make a payment in order to have my treatment administered
3. Problems related to the person administering my treatment (for those receiving treatment at home)
4. Difficulties in obtaining the medication
5. Problems finding a healthcare centre to administer the treatment
6. The intensity of my daily work/tasks
7. Other ………………………………… (please specify)
7. Did you make any payment to a healthcare facility or healthcare worker in order to receive your treatment?
1. Yes         2. No
8. If your answer is yes, where/to whom did you make the payment?
1. To a private healthcare facility
2. To the healthcare personnel coming to my home to administer the treatment
3. To a non-healthcare person administering the treatment
4. Other ………………………………… (please specify)
9. Did you need wound dressing during your treatment?
1. Yes           2.No
10. If you needed wound dressing, how were your dressings performed during treatment?
1. At home, by healthcare personnel administering my treatment for a fee
2. At home, by my relatives
3. At the healthcare facility where I received my treatment, for a fee
4. At the healthcare facility where I received my treatment, free of charge
5. My dressings were not performed regularly

