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The Barthel ADL Index 

Date: 

Bowels 
0 = Incontinent 

1 = Occasional accident 
2 = Continent 

Bladder 
0 = Incontinent or catheterised & unable to manage 

1 = Occasional accident (max 1 per 24 hours) 

2 = Continent (for over 7 days) 

Grooming 
0 = Needs help 

1 = Independent, face / hair / teeth / shaving 

Toilet 
0 = Dependent 

1 = Needs some help but can do semething 

2 = Independent 

Feeding 
0 = Unable 

1 = Needs help cutting, spreading butter etc. 
2 = Independent 

Transfer 
0 = Unable 
1 = Major help (1-2 people, physical 
2 = , Minor help (verbal or physical) 

3 = Independent 

Mobility 
0 = Unable 
1 = Wheelchair independent, including corners etc. 

2 = Walks with help of one person (verbal or physical) 
3 = Independent, (but may use any aid, e.g. stick) 

Dressing 
0 = Dependent 
1 = Needs help, but can do half unaided 
2 = Independent 

Stairs 
0 = IJ nable 
1 = Needs help (verbal, physical, carrying aid) 
2 = Independent, up and down 

Bathing 
0 = Dependent 

1 = independent 

Total 
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Abbreviated Mental Study 

Please fill in the date (day/month) 

1. 

2. 

l 
Hospital No: Study No: 

Adm I Day7-10 I Interim Optional _[ 

Di~_ch I I I I .... .I / / _[--~._~,~ ,- 

Time (to the nearest hour) ...................................... 

3. Give address for recall at end of test. This should 

be repeated by the patient to ensure it has been 

,5. 

heard correctly. 

42 West Street ...................................................... 

Year ........................................................................ 

Name of institution ................................................. 

[]     0     [3     0     [] 

6. Recognition of two persons, 

(Doctor, Nurse etc.) ................................................ 

7, Date of birth, (day & month sufficient) ................... 

8. Year of the First World War .................................... 

9. Name of the Present Monarch ................................ 

10. Count backwards 20 to 1 ....................................... 

[] [] 0 [] 

[] [] 0 [] 

0 [] [] [] 

0 [] CI []~ 

Don’t forget the address for recall 

Total Score 

If assessment not possible, please give reason 

Coma 

NDysphasia 

Refusal 

Other 

Specify 

Centre: 
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EVALUATION 

MOVEMENT 

I.Turning/Rolling 

RAG ~ AT BEST 

2.Up/down Bed 

3.in to bed 

4. Out of bed 

5.Sit to 
Sta~:~d/Standing 

6.On/Off 
Toilet/Commode 

7.In/Out of Chair 

8.Walking 

9. Bath/Shower 

Signalure of 

Assessor 

Print Name 

Designation 

Date of: 
ASSf2SSIII~2111 

EVALUATION 
AT WORST 

RE-EVALUATION 
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