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Post course IBS self-assessment survey 

Try to answer the following questions according to how you felt over the past month.  They will guide you in your 
self-assessment and also help you to ascertain your progress.  

Symptoms 

1. Are you experiencing diarrhoea?    

 Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

2. Are you experiencing constipation?  

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

3. Are you experiencing stomach cramps?   

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10 

4. Are you experiencing abdominal pain?  

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

5.  Are you experiencing nausea?  

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

6. Are you experiencing bloating?  

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

7. Are you experiencing gassiness or wind?  

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

8. Do you feel weak or tired?  

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

9. Do you feel better after exercising? Yes/ No .  
 

10. Do you feel worse after exercising?   

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

11. Do you feel better after eating? Yes/ No .  
 

12. Do you feel worse after eating?  

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

13. How long has IBS been a problem for you? ___________________ 
14. What percentage of time are you aware of your symptoms? ___________________ 
15. What do you think is causing your symptoms? ___________________ 
16. When are your symptoms most likely to occur? ___________________ 
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Thoughts and Feelings 

17. Do you worry about doing too much?  

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

18. Do you worry about not being able to control your bowels?  

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

19. Do you worry about passing wind in public?  

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

20. Do you worry that your pain is a sign of a rare disease that the doctors haven't been able to identify yet?  

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

21. Do you worry about going somewhere and not knowing where the toilet is?  

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

22. Do you worry about the shape or consistency of your stools?  

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

23. Do you worry about having an accident in public?  

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

24. Do you worry when you don’t have a bowel movement?  

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

25. Do you worry about how your symptoms get in the way of doing the things you need to do?  

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

26. Do you worry about the negative effects of certain foods?  

Please rate severity from 0 [none] to 10 [high]   0. 1. 2. 3. 4. 5. 6. 7. 8. 9. 10  

Behaviour 

27. Do you spend excessive amounts of time on the toilet? Yes/ No ___________________ 
28. Do you make yourself go to the toilet even when you haven’t experienced the reflex to go? Yes/ No  
29. Do you check your stools regularly? Yes/ No  ___________________ 
30. Do you have irregular meals and mealtimes?  Yes/ No ___________________ 
31. Do you miss work because of your symptoms? Yes/ No ___________________ 
32. Can you carry out your household chores? Yes/ No ___________________ 
33. Is your social life restricted due to your symptoms? Yes/ No ___________________ 
34. Do you exercise regularly? Yes/ No ___________________ 
35. Do you have a good sleep pattern? Yes/ No ___________________ 
36. Are your close relationships affected by your symptoms? Yes/ No ___________________ 

 



3 
 

General 

37. Do you feel discouraged or depressed? Yes/ No ___________________ 
38. Are you satisfied with your relationships? Yes/ No ___________________ 
39. Do you get enough emotional support from your partner? Yes/ No/n/a ___________________ 
40. Can you express yourself openly within your relationships? Yes/ No ___________________ 
41. Do you have any financial worries? Yes/ No ___________________ 
42. Are you worried about your children in any way? Yes/ No/ n/a___________________ 
43. Do you feel you have enough challenges in your life? Yes/ No______________ 
44. Do you feel you have too many challenges in your life? Yes/ No______________ 
45. Overall, are you happy in your work? Yes/ No /n/a ___________________ 

 

Now that you have completed the IBS self-management course you may have a better picture of the impact IBS has 
had on your life and how this may have changed from before attending the course.  It will also help you identify the 
areas that you are still struggling with and help you to set further goals using the strategies you have learnt on the 
course.  

Think about the values based goals you set yourself at the start of the course – do you feel any nearer to achieving 
these goals?  Rate yourself from 1 (not anywhere near) to 10 (achieved) ________________ 

If you still want to achieve these goals what do you need to do to get nearer to achieving your goal? Jot down 
some action points:  

1. 

2. 

3. 

 

Are there any further values based goals you would like to add now? What things in your life would you like to 
change?    How would you like your life to change?  

Jot down some goals:  

1. 

2. 

3. 
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