Supplement 1: Online survey questionnaire 

* Mandatory question

1. *Do you currently use cues to improve your gait and balance? 
Yes/No

a. If not, please state why you do not use cues:

b. If yes, which of the following cues do you use? For each cue you use, please indicate on a scale of 1 to 10 the degree to which the cue improves or worsens your gait and balance. (0=Worsens, 10=Improves)

Auditory metronome 
0 1 2 3 4 5 6 7 8 9 10

Laser


0 1 2 3 4 5 6 7 8 9 10

Vibrating metronome
0 1 2 3 4 5 6 7 8 9 10

Walking stick 

0 1 2 3 4 5 6 7 8 9 10

Stripe on the floor
0 1 2 3 4 5 6 7 8 9 10

Other:​​​​​​​​​​​​​​​​​​____________
0 1 2 3 4 5 6 7 8 9 10

2. How willing would you be in wearing smart glasses in the following situations? (0=Completely unwilling, 10=Completely willing)

House 


0 1 2 3 4 5 6 7 8 9 10

Outside

0 1 2 3 4 5 6 7 8 9 10

Busy environment
0 1 2 3 4 5 6 7 8 9 10

In general

0 1 2 3 4 5 6 7 8 9 10

Comments:________________________________________________________________

3. How comfortable are you in using new technologies such as smart phones (e.g. iphone), tablets (e.g. ipad), etc.? (0=Completely uncomfortable, 10=Extremely comfortable) 

0 1 2 3 4 5 6 7 8 9 10

Comments:______________________________________________________________

4. How often do you use smartphones or tablets (e.g. iphone, ipad)? 

Daily / 1-5 days per week / Less than once per week / A few times per month / Never

Other: _____________________

Comments:______________________________________________________________

5. Would you like smart glasses to automatically give cues or to have manual control over when cues are given? (0=Completely automatic, 10=Complete controlled by the user)

0 1 2 3 4 5 6 7 8 9 10

Comments:______________________________________________________________

6. What is an acceptable price for smart glasses? How much would you be willing to pay should it improve your gait and balance? 

Less than €50 / Less than €100 / Less than €200 / Less than €300 / Less than €400 / Less than €500 / More than €500

Comments:______________________________________________________________

7. What sort of functions or characteristics do you expect in smart glasses?

8. *Would you like to participate as a test subject for our research? Yes/No

9. *May we contact you with more follow up questions on this subject? Yes/No

If so, please provide your contact information:

Name: 


__________________________________

Telephone number:
__________________________________

E-mail address:
__________________________________

10. Personal details:

Age:

__________________________________


Gender: 
Male / Female

Living situation:
Alone /
Cohabitate / Other

Profession:
__________________________________

Number of years with the symptoms of Parkinson’s disease: ________

11. Do you have other health problems besides Parkinson’s disease?
Yes/No

If so, which _______________________________________________________________

12. Which of the following therapies do you currently use? (Check all that applies)

Medication / Light therapy / Deep brain stimulation / Physiotherapy  Other:__________________________________

13. Do you have any issues with your eyesight?

None / Wear glasses / Underwent Laser eye surgery / Some form of visual impairment

Other:__________________________________

14. Do you have any issues with your hearing?

None / Have some form of deafness / Use hearing aid

Other:__________________________________

15. To what extent does Parkinson’s impair you in the following situations?

(0=No effect, 10=Extremely debilitating)

At work

 
0 1 2 3 4 5 6 7 8 9 10

At home


0 1 2 3 4 5 6 7 8 9 10

Daily life


0 1 2 3 4 5 6 7 8 9 10

Comments:______________________________________________________________

16. Which of the following symptoms do you experience (Check all that applies)?

Tremor / Difficulty with walking / Difficulty with maintaining balance / Freezing / Poor coordination / Sleep disturbances

Other:__________________________________

Comments:______________________________________________________________

17. Under which circumstances (e.g. time of day, specific activities, etc.) do you experience problems with freezing or starting, maintaining, or stopping a movement?

18. Other remarks or suggestions: 
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