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[bookmark: _Toc230170522]Optional Pre-Post Survey Questions
In this document we provide additional questions that may be added to your surveys to gather information to support local delivery. WIHA asks that you do not remove or alter any of the WIHA-required questions. If you do choose to add additional questions to your survey, please do so on a separate sheet so these questions are not returned when submitting your WIHA-required pre- and post-surveys. 
Added questions can help show program impact to your board, community partners, community members, funders, and more. 
Questions below are separated by program. 
[bookmark: _Toc230170523]General
(POST) Please answer the following about your class:
	 
	Very Dissatisfied 
	Dissatisfied 
	Okay 
	Satisfied 
	Very Satisfied 

	How satisfied are you with the workshop curriculum? 
	 
	 
	 
	 
	 

	How satisfied are you with the workshop location? 
	 
	 
	 
	 
	 

	How satisfied are you with the workshop time? 
	 
	 
	 
	 
	 

	How satisfied are you with the workshop leader? 
	 
	 
	 
	 
	 



(POST) Would you recommend the workshop to others? 
	r Yes	r No		

(POST) What did you find most valuable about this workshop?  

(POST) Comments on the workshop overall: 
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Healthy Living with Chronic Pain
(PRE) Because of a physical, mental, or emotional condition…
	 
	Yes 
	No 

	Are you limited with any activities? 
	r
	r

	Do you have serious difficulty concentrating, remembering, or making decisions?  
	r
	r

	Do you have difficulty doing errands alone such as visiting a doctor’s office or shopping?  
	r
	r

	Do you have serious difficulty walking or climbing stairs? 
	r
	r

	Do you have difficulty dressing or bathing? 	 
	r
	r



(PRE and POST) On a scale of 1 to 10, how sure are you that you can manage your condition, so you can do the things you need and want to do? 
Not sure	 1	2	3	4	5	6	7	8	9	10 Totally
at all											      sure


[bookmark: _Toc230170525]Healthy Living with Diabetes
(PRE) Because of a physical, mental, or emotional condition…
	 
	Yes 
	No 

	Are you limited with any activities? 
	r
	r

	Do you have serious difficulty concentrating, remembering, or making decisions?  
	r
	r

	Do you have difficulty doing errands alone such as visiting a doctor’s office or shopping?  
	r
	r

	Do you have serious difficulty walking or climbing stairs? 
	r
	r

	Do you have difficulty dressing or bathing? 	 
	r
	r



(PRE and POST) On a scale of 1 to 10, how sure are you that you can manage your condition, so you can do the things you need and want to do?
Not sure	 1	2	3	4	5	6	7	8	9	10 Totally
at all											      sure

(PRE) What type of diabetes do you have?
rType 2     rType 1		rPre-diabetes	rGestational diabetes

(PRE) What is your height? 	___ Feet ____ Inches	
(PRE) What is your weight? _________ lbs

(PRE and POST) Confidence about doing things
For each of the following questions, please circle the number that corresponds with your confidence that you can do the tasks regularly at the present time.
	a. How confident do you feel that you can eat your meals every 4 to 5 hours every day, including breakfast every day? 
 
	Not at all                                        Very 
1  2  3  4  5  6  7  8  9  10 

	b. How confident do you feel that you can follow your diet when you have to prepare or share food with other people who do not have diabetes? 
 
	Not at all                                        Very 
1  2  3  4  5  6  7  8  9  10 

	c. How confident do you feel that you can choose the appropriate foods to eat when you are hungry (for example, snacks)?  
 
	Not at all                                        Very 
1  2  3  4  5  6  7  8  9  10 

	d. How confident do you feel that you can exercise 15 to 30 minutes, 4 to 5 times a week? 
 
	Not at all                                        Very 
1  2  3  4  5  6  7  8  9  10 

	e. How confident do you feel that you can do something to prevent your blood sugar level from dropping when you exercise? 
 
	Not at all                                        Very 
1  2  3  4  5  6  7  8  9  10 

	f. How confident do you feel that you know what to do when your blood sugar level goes higher or lower than it should be? 
	Not at all                                        Very 
1  2  3  4  5  6  7  8  9  10 

	g. How confident do you feel that you can judge when the changes in your illness mean you should visit the doctor? 
 
	Not at all                                        Very 
1  2  3  4  5  6  7  8  9  10 

	h. How confident do you feel that you can control your diabetes so that it does not interfere with the things you want to do? 
 
	Not at all                                        Very 
1  2  3  4  5  6  7  8  9  10 



Please select the comment that best reflects how you feel after taking the workshop:
r “I feel more confident in my ability to manage my diabetes than I did before taking the workshop”
r “I feel the same amount of confidence in managing my diabetes as I did before taking the workshop”
r “I feel less confident about my ability to manage my diabetes than I did before taking the workshop”
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Living Well with Chronic Conditions
(PRE) Because of a physical, mental, or emotional condition…
	 
	Yes 
	No 

	Are you limited with any activities? 
	r
	r

	Do you have serious difficulty concentrating, remembering, or making decisions?  
	r
	r

	Do you have difficulty doing errands alone such as visiting a doctor’s office or shopping?  
	r
	r

	Do you have serious difficulty walking or climbing stairs? 
	r
	r

	Do you have difficulty dressing or bathing? 	 
	r
	r



(PRE and POST) On a scale of 1 to 10, how sure are you that you can manage your condition, so you can do the things you need and want to do?
Not sure	 1	2	3	4	5	6	7	8	9	10 Totally
at all											      sure

[bookmark: _Toc230170527]Mind Over Matter: Healthy Bowels: Healthy Bladder
(PRE) Because of a physical, mental, or emotional condition…
	 
	Yes 
	No 

	Are you limited with any activities? 
	r
	r

	Do you have serious difficulty concentrating, remembering, or making decisions?  
	r
	r

	Do you have difficulty doing errands alone such as visiting a doctor’s office or shopping?  
	r
	r

	Do you have serious difficulty walking or climbing stairs? 
	r
	r

	Do you have difficulty dressing or bathing? 	 
	r
	r



(PRE and POST) On a scale of 1 to 10, how sure are you that you can manage your condition, so you can do the things you need and want to do?
Not sure	 1	2	3	4	5	6	7	8	9	10 Totally
at all											      sure

(PRE and POST) How many pads do you use in 24 hours (one day and one night)? _________
Please select the type(s): 	rLiners	rPads		rDepends

(PRE and POST) About how much money do you currently spend on your bladder or bowel symptoms (pads, depends, wipes, etc.) per month? 	$____________


(PRE and POST) Do you plan to discuss your bladder or bowel symptoms with a healthcare provider in the next six months? 	rYes 	rNo 	rI don’t have symptoms

(PRE and POST) Bowel symptoms and how they impact your life: How often have you experienced the following conditions during the past 4 weeks?
	  
	Never 
no episodes in the past 4 weeks  
	Rarely 
1 in the past 4 weeks  
	 Sometimes  
More than 1 in the past 4 weeks, but less than 1 a week  
	Weekly 
1 or more a week, but less than 1 a day  
	Daily 
1 or more episodes a day  

	A.  Accidental bowel leakage of solid stool?  
	  
	  
	  
	  
	  

	B.  Accidental bowel leakage of liquid stool? 
	  
	  
	  
	  
	  

	C.  Accidental bowel leakage of gas? 
	  
	  
	  
	  
	  

	D.  How often did these situations alter your lifestyle? 
	  
	  
	  
	  
	  



(PRE and POST) During the past 4 weeks, did you…
a. Need to wear a pad or plug? 					rYes	rNo
b. Take constipation medicine? 					rYes	rNo
c. Lack ability to defer defecation for 15 minutes? 		rYes	rNo

(PRE and POST) Bladder Symptoms: Many people leak urine some of the time. Over the PAST FOUR WEEKS, on average: 
a. When does urine leak? (please check all that apply) 
rNever – urine does not leak
rLeaks while you are physically active/exercising
rLeaks before you can get to the bathroom
rLeaks while readjusting clothing after urinating
rLeaks before you cough or sneeze
rLeaks for no obvious reason
rLeaks when you are asleep
rLeaks all the time


[bookmark: _Toc230170528]Physical Activity for Lifelong Success (PALS)
(PRE and POST) As described in the PALS program, planned exercise is moderate-to-vigorous physical activity that is intentional for the purpose of improving health. Planned exercise does not include your normal daily activities like cooking, cleaning, gardening, etc. As you think about the definition of planned exercise, please answer the questions below:
a. In the past week, how many days have you participated in planned exercise _______
b. In the past week, how many total minutes have you been physically active in planned exercise? _____

[bookmark: _Toc230170529]Stand Up for Your Health
(PRE and POST) Please respond to each question or statement by marking one box per row
	 
	 
	Without any difficulty 
	With a little difficulty 
	With some difficulty 
	With much difficulty 
	Unable to do 

	a. 
PFA15 
	Are you able to stand up from an armless straight chair? 
	 
	 
	 
	 
	 

	b. 
PFC41 
	Are you able to sit down in and stand up from a low, soft couch? 
	 
	 
	 
	 
	 

	c. 
PFC39 
	Are you able to stand without losing your balance for several minutes? 
	 
	 
	 
	 
	 

	d. 
PFC6R1 
	Are you able to walk a block (about 100 meters) on flat ground? 
	 
	 
	 
	 
	 

	e. 
PFA23 
	Are you able to go for a walk of at least 15 minutes? 
	 
	 
	 
	 
	 




(PRE and POST) On a typical day, how many hours per day do you spend sitting doing activities such as watching TV, reading, using a computer, doing hobbies, etc.?  
 
______hours   _____minutes 

(PRE and POST) Do you spend more, about the same, or less time standing up and moving throughout the day than you did before the workshop? 
r More 		r About the same		r Less 
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When asking about falls, include text: “The next few questions ask about falls. By a fall, we mean when a person unintentionally comes to rest on the ground or another lower level.”
(PRE and POST): Since this program began, how many times have you fallen? ____________________ (If 0, go to __)

(PRE and POST): If you fell in the past 3 months: 
a. How many of these falls caused an injury? _________ (By an injury, we mean the fall caused you to limit your regular activities for at least a day or caused you to go see a doctor.)
b. Did you tell anyone, such as a family member, friend, or healthcare provider about this fall, whether or not it resulted in an injury? 	rYes 	rNo
c. What happened after you fell and had an injury? (Check all that apply)
rWent to the emergency room		rWas admitted to the hospital
rVisited my Primary Care Physician 	rDid not seek medical care

(PRE and POST): How fearful are you of falling? 
rNot at all	rA little 	rSomewhat	rA lot

(PRE and POST): During the last 4 weeks, to what extent has your concern about falling interfered with your normal social activities with family, friends, neighbors, or groups? 
rNot at all	rSlightly 	rModerately 		rQuite a bit		rExtremely

(PRE and POST): Please check the box that tells us how sure you are that you can do the following activities: 
	How sure are you that: 
	Not at all sure 
	Somewhat sure 
	Neutral 
	Sure 
	Very Sure 

	a. I can find a way to get up if I fall 
	 
	 
	 
	 
	 

	b. I can find a way to reduce falls 
	 
	 
	 
	 
	 

	c. I can increase my flexibility 
	 
	 
	 
	 
	 

	d. I can increase my physical strength 
	 
	 
	 
	 
	 

	e. I can become more steady on my feet 
	 
	 
	 
	 
	 



(PRE and POST): What best describes your activity level?
r Vigorously active for at least 30 minutes, 3 times per week
r Moderately active at least 3 times per week
rSeldom active, preferring sedentary activities

(POST): Please tell us your thoughts about the program. Check one box for each question.
	As a result of this program: 
	Strongly Agree 
	Agree 
	Disagree 
	Strongly Disagree 

	A.  I feel more comfortable talking to my health care provider about my medications and other possible risks for falling 
	 
	 
	 
	 

	B.  I feel more comfortable talking to my family and friends about falling 
	 
	 
	 
	 

	C.  I feel more comfortable increasing my activity 
	 
	 
	 
	 

	D.  I feel more satisfied with my life 
	 
	 
	 
	 

	E.  I would recommend this program to a friend or relative 
	 
	 
	 
	 

	F. I have reduced my fear of falling 
	 
	 
	 
	 

	G. I plan to continue to exercise 
	 
	 
	 
	 

	H. I have made safety modifications in my home, such as installing grab bars or securing loose rugs. 
	 
	 
	 
	 



(POST): Since the program began, what have you done to reduce your chance of a fall? Check all that apply 
rTalked to a family member or friend about how I can reduce my risk of falling
rTalked to a health care provider about how I can reduce my risk of falling
rHad my vision checked
rHad my medications reviewed by a health care provider or pharmacist
rParticipated in another fall prevention program in my community

[bookmark: _Toc230170531]Walk with Ease
(PRE and POST) On a scale of 1 to 10, how sure are you that you can manage your condition, so you can do the things you need and want to do? 
Not sure	 1	2	3	4	5	6	7	8	9	10	Totally 
at all												 sure

(PRE and POST) How confident are you in managing your arthritis, joint pain, or stiffness symptoms?
Not sure	 1	2	3	4	5	6	7	8	9	10	Totally 
at all												 sure

(PRE and POST) How many days per week do you walk? _______________

(PRE and POST) How many minutes each of those days do you walk? _______________

(PRE and POST):
	As a result of the program… 
	Very well 
	Fairly Well 
	A little 
	Not at all 

	a. Learned basic information about arthritis  
	 
	 
	 
	 

	b. Increased my understanding of the rationale and principles of exercise for people with arthritis  
	 
	 
	 
	 

	c. Increased my knowledge about walking in a safe and comfortable manner? 
	 
	 
	 
	 

	d. Increased my knowledge about how to do warm-up and cool-down exercises 
	  
	 
	 
	 

	e. The problem solving strategies were useful to me 
	 
	 
	 
	 

	f. The self-test tools were useful to me 
	 
	 
	 
	 

	g. The contract and walking diary tool was useful to me 
	 
	 
	 
	 

	h. I am happy with the length of the program  
	 
	 
	 
	 

	i. The Walk with Ease program fulfilled my expectations 
	 
	 
	 
	 

	j. I am satisfied with the program 
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