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Barthel Index

Primary Disciplinary Field(s): Rehabilitation Medicine, Occupational Therapy, Geriatrics, Nursing

1. Core Definition

The Barthel Index (BI), sometimes referred to as the Maryland Disability Index, is a widely used

and validated ordinal scale employed primarily in medical and rehabilitation settings to measure a

patient's ability to execute Activities of Daily Living (ADLs) and functional mobility tasks. It

provides a standardized, quantitative assessment of the degree of assistance an individual

requires to perform these fundamental activities of self-care. This tool is instrumental in assessing

the functional status of patients, particularly those recovering from acute conditions such as

strokes, spinal cord injuries, or managing long-term chronic illnesses, helping clinicians predict

discharge potential and track progress over time.

The underlying purpose of the BI is to standardize the evaluation of disability and dependence

across different clinical populations. By using a structured scoring system, it allows healthcare

professionals from various disciplines--including physical therapists, occupational therapists, and

nurses--to communicate effectively and consistently about a patient's functional capabilities. The

index focuses specifically on the essential tasks necessary for maintaining basic personal care and

mobility, deliberately excluding more complex instrumental activities of daily living (IADLs), such as

managing finances or shopping. The resulting cumulative score is a critical metric for defining

appropriate care plans, allocating institutional resources, and establishing realistic therapeutic

goals.

2. Etymology and Historical Development

The Barthel Index was first conceived and developed in the early 1960s by Dorothea Barthel, a

U.S. psychologist, in collaboration with Dr. Florence Mahoney. Barthel worked at the Chronic

Disease Hospital in Baltimore, Maryland, and sought to create a simple, reliable measure that

could consistently track functional improvement or decline in patients undergoing rigorous

rehabilitation, particularly those with neuromuscular disorders and severe physical impairment. The

initial objective was to measure the effectiveness of rehabilitation interventions objectively,

replacing anecdotal assessment with empirical data.

The original index, published in 1965, established the foundational ten domains of function and

utilized a highly specific scoring rubric that resulted in a total possible score of 20 points. However,

recognizing the need for greater measurement sensitivity and broader clinical application, the index

underwent subsequent modifications. The most common and widely utilized version today is the

modified Barthel Index, which scales the scores to a maximum total of 100 points. This

ARABPSYCHOLOGY.C
OM

https://en.wikipedia.org/wiki/Activities_of_daily_living
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6689725/
https://scales.arabpsychology.com/?p=66460
https://scales.arabpsychology.com
https://scales.arabpsychology.com


BARTHEL INDEX 3

PSYCHOLOGICAL SCALES scales.arabpsychology.com

modification improved the scale's psychometric properties, making it easier to interpret across

various cultural and clinical environments and solidifying its position as a gold standard in the

functional assessment landscape.

3. Key Characteristics: The 10 Domains of Function

The BI evaluates functional independence across ten specific, weighted domains. These domains

are carefully selected to reflect the essential tasks required for independent self-care and basic

mobility. Each domain is scored based on whether the patient is fully independent, requires some

assistance (minor or moderate physical or verbal prompting), or is fully dependent on others for the

task.

The ten activities are weighted differently in the 100-point scale to reflect the relative importance

and complexity of the tasks related to overall independence. For example, mobility and transfers

often carry higher maximum point values than activities like grooming or bathing.

Bowel Control: Assessment of continence and management of evacuation.

Bladder Control: Assessment of continence and management of urination, including use of

devices if necessary.

Grooming: The ability to perform personal hygiene tasks, such as washing face, combing hair,

and brushing teeth, without help.

Toilet Use: Independence in managing clothing, hygiene, and transfers during the act of toileting.

Feeding: Ability to cut food, scoop, and bring food to the mouth independently.

Transfer (Bed to Chair): The ability to safely move between a bed and a chair or wheelchair,

requiring minimal or no physical assistance.

Mobility (Walking/Wheelchair): The ability to ambulate a specified distance (e.g., 50 yards) or

propel a wheelchair, if applicable.

Dressing: Ability to put on and take off clothes, including the management of fastening devices

like zippers, buttons, and shoes.

Stairs: The capacity to safely ascend and descend a flight of stairs.

Bathing: Independence in washing the entire body, regardless of whether the method is a tub,

shower, or sponging.

4. Scoring and Interpretation

Scoring the Barthel Index requires systematic observation or reliable reporting of the patient's

performance in each of the ten activities. It is critical that the assessment reflects what the patient

actually does, rather than what they are theoretically capable of doing. The level of assistance

provided--whether physical contact, verbal cues, or supervision--determines the points awarded for

that specific item.
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In the most commonly used 100-point iteration, a score of 100 indicates total independence across

all functional domains, signifying that the patient requires no assistance whatsoever in performing

basic ADLs. Conversely, a score of 0 indicates complete dependence. Scores are typically

grouped into clinical categories indicating the severity of dependence: a score of 0-20 is often

categorized as total dependence, 21-60 as severe dependence, 61-90 as moderate dependence,

and 91-99 as slight dependence. As established by the developers, the higher the total score

achieved, the greater the individual's functional independence and the stronger their

capacity to live autonomously.

Sequential BI scores are essential for evaluating the effectiveness of ongoing rehabilitation

interventions. The minimum detectable change (MDC) is a crucial metric used in conjunction with

the BI to ensure that observed changes in scores are clinically meaningful and not simply due to

measurement variability. Significant positive changes over a treatment course provide empirical

evidence of successful recovery and guide discharge planning to ensure that the patient is placed

in the most appropriate level of post-acute care.

5. Significance and Impact

The Barthel Index has maintained its status as one of the most significant and frequently cited

instruments in health outcomes research and clinical practice globally. Its enduring impact stems

from its parsimonious design, coupled with proven high reliability and validity across diverse patient

populations, including those recovering from stroke, major trauma, and progressive neurological or

musculoskeletal conditions. Its simplicity provides a standardized framework, facilitating precise

communication among various members of the multidisciplinary care team.

Beyond its application in individual patient care, the BI is crucial for larger epidemiological studies,

resource planning, and healthcare policy development. Researchers frequently integrate BI scores

as primary outcome measures in clinical trials investigating the efficacy of new therapeutic

approaches or rehabilitation programs. Furthermore, healthcare administrators utilize population-

level BI data to assess the societal burden of disability, plan resource allocation for long-term care

facilities, and objectively determine eligibility criteria for community support services, thereby

influencing public health policy related to aging and disability management.

6. Debates and Criticisms

Despite its widespread utility, the Barthel Index is subject to certain limitations and debates within

the clinical community. A key criticism often cited is the presence of a ceiling effect, particularly in

patients who are nearing full functional recovery. Because the BI assesses only the most basic

ADLs, it may lack the sensitivity required to detect subtle, yet important, functional improvements in

high-functioning individuals. For these patients, especially those transitioning back to complex
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community living or competitive work roles, alternative scales like the Functional Independence

Measure (FIM) or specialized Instrumental Activities of Daily Living (IADLs) scales are often

deemed more appropriate adjuncts.

Another area of contention involves the inherent subjectivity sometimes involved in the scoring

process. While designed for objectivity, the assessment often relies on the patient's self-report or

the interpretation of a single assessor's observation, which can introduce inter-rater variability if

training is insufficient. Critics also note that the BI primarily measures performance capability within

a clinical context and often fails to adequately account for essential contextual or environmental

factors. These factors, such as the availability of adaptive equipment, home modifications, or

caregiver support, profoundly influence a person's actual independence in their daily life setting,

meaning a high BI score achieved in a controlled rehabilitation unit may not translate perfectly to

functional independence at home.

Further Reading
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