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Can the ICF be used as a rehabilitation outcome measure?
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Purpose: The categories of the International Classification of
Functioning , Disability and Health (ICF) could potentially
be used as components of outcome measures. Literature
demonstrating the psychometric properties of ICF categories is limited.
Objective: Determine the agreement and reliability of ICF
activities of daily living category scores and compare these
to agreement and reliability of the Functional Independence
Measure (FIM) item scores.
Method: Two investigators independently reviewed the clinical notes to score the ICF activities of daily living categories,
of 100 patients using ICF qualifiers with additional scoring guidelines. The percentage agreement, interrater and
intrarater reliability were compared with the matched FIM
items scored by a separate set of two investigators using
the same methodology. Kappa Statistic was calculated using
Med Calc.
Results: ICF interrater reliability as indicated by Kappa values ranging from 0.42 to 0.81 was moderate or better for the
eleven self care and mobility categories. The language ICF
categories and problem solving generally have fair agreement, with Kappa values ranging from 0.21 for receiving
verbal messages to 0.44 for basic social interactions. Absolute agreement was above 72% for all categories. Reliability
and agreement of the FIM items was generally lower than
the corresponding ICF categories.
Conclusion: The inter-rater and intra-rater reliability and
agreement of the ICF activities of daily living categories
were comparable or better than the corresponding FIM
items. The results of this study provide an indication that the
ICF categories could be used as components of rehabilitation
outcome measures.
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ibility of results; rehabilitation.
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Introduction
The International Classification of Functioning, Disability
and Health (ICF) has been available for about 10 years. It
was primarily developed as a comprehensive classification to
describe human functioning. As the ICF is very comprehensive
it has not been taken up in routine clinical practice. ICF core
sets (1, 2) which contain only the ICF categories relevant to a
particular health condition, have been developed for several
health conditions to facilitate uptake of the ICF in clinical
practice. Aligning outcome measures with the various cate
gories contained in the ICF (3–5) and the development of
ICF checklists (6) have also increased the utility of the ICF in
routine practice. More recently, outcome measures based on
the ICF categories have been suggested as feasible (7, 8, 9).
Rehabilitation medicine is the branch of medicine that deals
with restoring or improving human functioning. The ICF could
potentially be the framework for describing patients who re
quire rehabilitation interventions. If relevant ICF categories
could be used as parts of an assessment tool it would allow
patient function to be assessed over a much broader spectrum
than is now the case. Currently a large range number of assess
ment tools are used in rehabilitation, but the most commonly
used activity of daily living (ADL) measures are the Functional
Independence Measure (FIM) (10) and the Barthel ADL Index
(11). The FIM is an 18 item instrument. Each item is assessed
against a 7 point ordinal scale. The highest score of 7 signifies
independence. The lowest score of 1 signifies total dependence.
The FIM and Barthel are particularly important in rehabilita
tion medicine. The main focus for rehabilitation inpatients is to
improve independence and safety in basic ADLs and mobility.
Over the last 20 years, ADL measures have been increasingly
used to compare outcomes of different therapies and different
rehabilitation units (12). More recently, they have been used
as the basis for subacute patient classification and funding
systems (13, 14). ADL measures which include more domains
could increase the scope of assessment tools and classifications.
The ICF is an international classification with over 1,400
categories related to human functioning and is available in
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multiple languages. As ICF categories are a comprehensive
description of human functioning it is worthwhile exploring
their suitability as basic elements for assessment tools. The ICF
includes qualifiers to quantify the nature of any problems. The
qualifiers range from 0, indicating no problem, to 4, indicating
total problem. If the qualifiers can be shown to have acceptable
psychometric properties, then this can potentially transform
ICF categories into elements of ICF assessment tools. If mi
nor modifications to the qualifier definitions are required to
improve reliability of ratings, this should also be explored.
The ICF copyright is owned by the WHO, therefore the ICF
is freely available and can be used by any country worldwide
without charge. Any ICF based ADL measures would also
be free of charge. This has significant advantages for nonindustrialised and developing countries, ensuring that their
resources are directed mainly to frontline healthcare rather than
diverting health dollars and resources to owners of copyrighted
ADL instruments. The WHO/World Bank World report on dis
ability (15) suggests that more ICF based outcome instruments
should be developed for this reason.
In order to develop a useful and validated outcome measure,
the test–retest reliability, interrater and intra-rater reliability,
internal consistency, criterion and construct validity, content
validity, face validity, floor and ceiling effects and responsive
ness (16) should be described. Responsiveness of ICF categories
has been demonstrated in a small sample of patients with a lower
limb amputation utilising an ICF based mobility measure (9).
On this background, comparing the agreement and reliability
of ICF ADL categories with an established, widely used ADL
outcome measure such as the FIM, would allow comparison
and assist in the development or rebuttal of an argument that
ICF categories and qualifiers could be used as component of
more comprehensive outcome measures. Interrater and intra
rater reliability are important components of validity.
There are four published papers on the reliability of ICF
qualifiers. One paper reviews the test–retest reliability (17),
the second paper reviews the interrater as well as the intrarater
reliability (18) and the other two papers review the interrater
reliability only (19, 20). All studies conclude that the reliability
is quite low. This corresponds to our experience in a pilot study
in preparation for this study, in which we did not use further
descriptors apart from the qualifiers as described in the WHO
ICF publication (21).
The aim of this study is to determine the interrater and
intrarater reliability of ICF categories corresponding to the
ADL aspects addressed by the FIM items, and to compare that
reliability to the FIM.
It was not intended to replicate the FIM as an ICF outcome
tool but rather to compare the reliability of the FIM items to
the corresponding ICF categories.
Method
The list of ICF categories was created by following established and
published linkage rules to match properties in outcome measures to
the ICF (3, 22). A conversion table was drawn up by listing the 18
FIM items and linking them to the most appropriate ICF codes. It was
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not possible to directly replicate all the items included in the FIM.
Thirteen of the 18 FIM items could be linked directly.
The FIM item of eating incorporates drinking, but in the ICF these
are two separate items, so both ICF categories were included in the
ICF list.
The 3 FIM items for transfer are best matched by category d410,
Changing basic body position. This is defined as: “getting into and
out of a body position and moving from one location to another such
as getting out of a chair to lie down on bed, and getting into and out
of position of kneeling or squatting”. As the scores in the 3 transfer
items in the FIM are closely related, combining the items is warranted.
A separate analysis on the correlation and the agreement between the
FIM transfer items was performed to support this.
The other category which includes transfers in the ICF is d420,
Transferring while sitting, which is defined as: “moving from one
surface to another, such as sliding along a bench or moving from bed to
chair without changing body position”. This item was initially included
in our ICF based ADL tool for the pilot study, but was subsequently
excluded as it only applies to a small number of our patients, such as
those learning to transfer with a sliding board.
In the pilot study including 30 patients, the items Receiving nonver
bal communication and Producing nonverbal communication were not
relevant to the patients as they communicated verbally, so these items
were not included in further analysis. These items would, however,
be relevant for the subgroup of the population with expressive and
receptive dysphasia.
The final ICF assessment tool which was developed contains 17
ICF categories. The categories are detailed in Table I with the relevant
FIM items listed adjacent.
The agreement between two raters on the pilot project using the
original ICF qualifier definitions was mainly poor to fair. Only 3
categories reached moderate agreement. Refinements of qualifier
definitions were made in an attempt to increase the reliability of some
of the ICF categories (Table II). Additional guidelines for scoring
were developed based on the clinical knowledge of the authors and
parameters used in established outcome measures. Details for itemspecific scoring guidelines are included in Appendix I.
Two investigators, who did not know the patients, independently
reviewed and scored each of the 100 patients on each ICF category

Table I. Functional Independence Measure (FIM) items and the
corresponding International Classification of Functioning, Disability
and Health (ICF) categories with ICF numeric code and name
FIM item

ICF code

ICF item

Eating

Eating
Drinking
Caring for body parts
Washing oneself
Dressing

Stairs
Comprehension

d550
d560
d520
d510
d540
as above
d530
b620
b525
d410
as above
as above
d4500
d465
d4551
d310

Expression
Social interactions
Problem solving
Memory

d330
d710
d175
b144

Grooming
Bathing
Dressing upper body
Dressing lower body
Toileting
Bladder management
Bowel management
Bed/chair/wc transfer
Toilet transfer
Tub/shower transfer
Walking

Toileting
Urination functions
Defecation functions
Changing basic body position
Walking
Moving around using equipment
Climbing;
Communicate receive spoken
messages
Speaking
Basic interpersonal interactions
Solving problems
Memory functions

Can the ICF be used as a rehabilitation outcome measure?
Table II. Adaptation of International Classification of Functioning,
Disability and Health (ICF) Qualifiers to be used as a general guide
for scoring
ICF
qualifier
score

ICF description

0
1

Mildly impaired

2
3

Moderate impaired
Severe

4

Complete impairment

Description used to improve
reliability
Independent
One person is required for set
up or supervision
Stand by or minimum
assistance
Moderate assistance
Maximal assistance or 2
people are required
Total assistance

on admission and discharge. The admission score was based on the
entries in the patient’s clinical record during the first 3 days of the
admission. In the week following discharge, the last 3 days of entries
in the medical records were reviewed and each ICF item was again
scored, providing the discharge score. If there was no reassessment
in the days prior to discharge – it was assumed that the function was
at the level last recorded. The admission scores were not available
for review by the investigators at the time of rating the discharge
performance. Scores were recorded in paper form and the data entered
into a database by a non-clinical member of staff. The investigators
were not involved in providing day to day treatment for the patients,
so the scores were based solely on the clinical record. A second set of
two investigators independently used the same process to score each
patient on each item of the FIM. This set of investigators was FIM
trained and credentialed. The raters did not have prior knowledge
of the patient. In all cases, the score was assigned using the lowest
function recorded in the 3 days after admission or the 3 days prior
to discharge. Both the admission and the discharge scores were used
in the analysis of reliability. All investigators had full access to the
patient file and patient identifiers. However, as they did not know the
patient this was unlikely to influence patient ratings. The process is
shown graphically in Fig. 1.
One investigator from the ICF team and one investigator from the
FIM team reviewed all the files after a period of about 3 months and

Fig. 1. Flowchart demonstrating time points for International Classifi
cation of Functioning, Disability and Health (ICF) and Functional
Independence Measure (FIM) scoring.
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rescored the patients using the same method as described above to
determine the intrarater reliability.
The study was carried out in a 36 bed general rehabilitation unit.
The unit casemix consists of approximately 33% stroke patients, 33%
orthogeriatric rehabilitation patients and approximately 33% other
general rehabilitation patients, including deconditioning following
acute illness and geriatric nonspecific physical problems. The mean
age is around 70 years, with a mean length of stay of around 25 days.
One hundred consecutive patients admitted to the ward from March
1 2011 were included in the study. Patients who had a length of stay
of less than 5 days, or who had an unplanned discharge back to acute
care and who were not readmitted within 5 days for the completion of
their rehabilitation programme were excluded from the study.
For all FIM items and ICF categories the individual ratings of the two
raters were compared for interrater reliability. For intrarater reliability
the two scores at different time points were compared. Two statistical
tools were used to rate agreement. Raw agreement was determined as
the percentage of the scores which were the same between, the two
scores for intrarater agreement, and the two raters for interrater agree
ment. The unweighted Kappa Statistic and the confidence intervals
(CIs) were used to quantify statistical agreement for both intrarater
and interrater agreement.
To evaluate the validity of the concept of the 3 transfer items being
combined, pairwise agreement and Spearman’s rho were calculated
comparing the transfer items. The intraclass correlation coefficient
(absolute agreement) for the 3 variables with CIs was also determined.
All statistical analyses were performed using MedCalc.
Ethics approval was obtained for this study. As no personal informa
tion was gathered and there was no risk involved in this study, waiver
of patient consent was granted by the institutional ethics committee.
This ensured a complete sample, reducing sampling bias.

Results
No personal data are available regarding the cohort of patients
included in this study.
Seven patients were excluded from the study as they were
unplanned transfers out of the unit. No clinical data is available
for comparison, but it would be expected that these patients
were no different from the other patients.
Detailed results of interrater and intrarater agreement and
reliability for ICF categories and FIM items using unweighted
Kappa values are presented in Tables III and IV.
When interpreting Kappa statistics, we used the published
definitions with values less than 0 representing poor agree
ment, 0.00–0.20 = slight, 0.21–0.40 = fair, 0.41–0.60 = moder
ate, 0.61–0.80 = substantial, and 0.81–1.00 = almost perfect
agreement (23).
Generally, the interrater reliability of both the ICF and the
FIM are in the moderate to substantial agreement range.
Interrater agreement ranged from 68% to 93% for the ICF
categories. For the FIM items interrater agreement ranged
from 48% to 89%. Intrarater agreement ranged from 73% to
93% for ICF categories and 31% to 97% for the FIM items.
The ICF self care and mobility categories have a moderate
or higher level of interrater agreement with Kappa values
ranging from 0.42 for urination functions to 0.81 for climbing
stairs. The ICF categories stair climbing has almost perfect
agreement. The categories for eating, caring for body parts,
washing, dressing, toileting, changing basic body position and
walking have substantial interrater agreement.
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Table III. Agreement, Kappa values and 95% confidence intervals (CIs) for interrater and intrarater reliability for the International Classification
of Functioning, Disability and Health (ICF) categories

ICF Item

ICF
interrater %
agreement

ICF interrater
reliability
Kappa

ICF interrater
95% CI

Eating
Drinking
Caring for body parts
Washing oneself
Dressing
Toileting
Urination functions
Defecation functions
Changing basic body position
Walking
Moving around using equipment
Climbing
Receiving messages
Speaking
Basic interpersonal interactions
Solving problems
Memory functions

90
85
84
82
80
81
84
92
76
73
68
88
93
92
86
73
85

0.73
0.47
0.71
0.71
0.72
0.68
0.42
0.53
0.63
0.60
0.53
0.81
0.21
0.30
0.44
0.36
0.42

0.61 to 0.84
0.30 to 0.63
0.62 to 0.80
0.63 to 0.80
0.64 to 0.80
0.60 to 0.77
0.28 to 0.57
0.38 to 0.68
0.54 to 0.72
0.50 to 0.69
0.43 to 0.63
0.73 to 0.87
0.00 to 0.40
0.08 to 0.52
0.28 to 0.60
0.24 to 0.50
0.27 to 0.58

ICF Intrarater
% agreement

ICF intrarater
reliability
Kappa

ICF intrarater
reliability
confidence
interval

93
92
83
84
87
80
85
93
84
83
78
88
95
92
82
73
85

0.80
0.72
0.72
0.70
0.81
0.65
0.42
0.57
0.76
0.75
0.68
0.81
0.54
0.37
0.38
0.45
0.57

0.70 to 0.90
0.60 to 0.84
0.63 to 0.80
0.60 to 0.80
0.75 to 0.88
0.56 to 0.74
0.27 to 0.57
0.39 to 0.76
0.69 to 0.84
0.68 to 0.83
0.60 to 0.77
0.73 to 0.90
0.30 to 0.78
0.15 to 0.60
0.26 to 0.50
0.34 to 0.56
0.42 to 0.71

CI: confidence interval.

The language ICF categories and problem solving generally
have fair agreement, with Kappa values ranging from 0.21 for
receiving verbal messages to 0.44 for basic social interactions.
This is in line with published findings about several outcome
tools including the FIM (24), where language and cognitive items
were found to be less reliable than self care and mobility items.
The intrarater reliability demonstrated near perfect agree
ment for eating, dressing and climbing stairs and substantial
agreement for: drinking, caring for body parts, washing, toilet

ing, changing basic body position, walking and moving around
using equipment. As with interrater agreement, the urination
functions had less agreement. Language and cognitive ICF
categories generally had a similar or higher level of intrarater
agreement compared to interrater agreement. All were at
the level of fair agreement. Basic personal interactions and
memory had moderate agreement.
For all ICF categories the percentage of raw agreement was
higher than 80% except for changing basic body position,

Table IV. Agreement, Kappa values and 95% confidence intervals (CIs) for interrater and intrarater reliability for the Functional Independence
Measure (FIM) items

ADL activity

FIM interrater
% agreement

FIM
interrater
reliability
Kappa

FIM interrater
95% CI

FIM intrarater
percentage
agreement

FIM intrarater
reliability
Kappas

FIM intrarater
95% CI

Eating
Caring for body parts
Washing oneself
Dressing upper body
Dressing lower body
Toileting
Urination functions
Defecation functions
Bath shower transfer
Bed/Chair/Wheelchair transfer
Toilet transfer
Walking short distances
Climbing
Comprehension
Speaking
Basic personal interactions
Solving problems
Memory

85
80
81
50
77
86
55
48
89
75
67
77
75
63
77
65
48
73

0.68
0.70
0.76
0.39
0.72
0.60
0.33
0.20
0.63
0.69
0.56
0.71
0.65
0.37
0.12
0.17
0.09
0.22

0.54 to 0.82
0.58 to 0.80
0.67 to 0.85
0.28 to 0.50
0.63 to 0.81
0.50 to 0.71
0.20 to 0.46
0.07 to 0.39
0.53 to 0.73
0.60 to 0.79
0.45 to 0.67
0.62 to 0.80
0.54 to 0.76
0.23 to 0.52
–0.16 to 0.40
–0.03 to 0.37
–0.06 to 0.24
–0.00 to 0.45

97
97
84
86
84
89
31
90
93
95
93
93
94
90
94
94
94
95

0.91
0.95
0.94
0.95
0.93
0.85
0.10
0.85
0.90
0.94
0.91
0.92
0.92
0.81
0.84
0.84
0.82
0.87

0.82 to 1.01
0.89 to 1.01
0.88 to 1.00
0.90 to 1.01
0.87 to 0.99
0.77 to 0.94
–0.04 to 0.24
0.75 to 0.94
0.84 to 0.98
0.89 to 1.00
0.84 to 0.98
0.85 to 0.98
0.85 to 0.99
0.70 to 0.93
0.70 to 0.98
0.70 to 0.98
0.67 to 0.98
0.75 to 1.00

ADL: activities of daily living.
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Table V. Comparison of scores in the 3 Functional Independence Measure
transfer items

Comparison
Bed/Chair/WC
transfer
vs Toilet transfer
Bath/Shower
transfer
vs Toilet transfer
Bath/Shower
transfer
vs Bed Chair/WC
transfer

Positive
Spearman’s Agreement difference
Rho
%
%

Negative
difference
%

0.829

72

20

8

0.950

90

7

3

0.816

71

10

19

walking, and moving around using equipment, although these
categories showed moderate or substantial agreement by the
Kappa statistic. Solving problems also had poor agreement on
the Kappa statistic (Table V).
Pairwise comparison of the transfer items showed correla
tion as determined by spearman’s rho of between 0.816 and
0.950. Absolute agreement between the items ranged from
71% to 90%. The 3-way intraclass correlation coefficient on
single measures was 0.89 (95% CI, 0.86 to 0.91). The 3 way
correlation coefficient on mean measures was 0.96 (95% CI,
0.95 to 0.97).
Discussion
Using the qualifiers as published in the ICF without any further
modification generally resulted in fair to poor inter-rater and
intrarater reliability in our pilot study and previously published
studies (17–20). This was explicable by the difficulty of trans
lating percentages or broad terminology into exact terms used
for rating the patients. For the purpose of this study we chose
to give some clearer definitions to some of the qualifiers. The
scoring guidelines we used were very simple and easy to follow
and would be easy to translate into other languages. We accept
that this is a modification to the ICF as published, but feel this
is one way which could be considered to improve agreement
of ICF category scores. Other ways may be to reduce the
qualifiers to fewer response options to potentially 2 or 3 only,
as has also been suggested by others (17), and further studies
with this approach would be worthwhile.
The level of inter-rater agreement suggests that most self
care and mobility ICF categories are sufficiently reliable to
be used in an outcome tool. The interrater agreement in our
study was considerably higher than the 50% interrater agree
ment found in a previous study on stroke patients (19) and
the 44% found in a study on patients with low back pain (20).
The Kappa values in our study are also higher than the median
Kappa values of 0.41 and 0.22 in the studies quoted above. The
unweighted Kappa values in this study are generally higher
than the weighted Kappa values published in a study on patients
in geriatric care (17).
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Urination functions and defecation functions have only
moderate agreement according to the Kappa values but high
percentage agreement. The Kappa values may be low because of
the Kappa Paradox. It was generally felt that reasonably robust
definitions had been developed for these items. In comparison,
3 studies also showed lower Kappas for the body function items
compared to the activity and participation items (17, 19, 20).
Lack of clarity of definitions for scores may have contributed
to low agreement in some ICF categories. This is particularly
likely in those ICF categories where both interrater and intra
rater reliability is low, as in speaking. Review and possibly
further refinement of the definitions for each score of the ICF
would be warranted.
As all the scores were based on the entries in the patients’
files, it is possible that in some instances the medical record
does not contain sufficient information to allow the patient to
be allocated an ICF category or a FIM score with certainty, and
that this has resulted in a lack of agreement in some cases. It is
particularly likely that this is the case where the reliability is
low in both interrater and intrarater reliability of the FIM item
and ICF category scores as is the case for urination functions.
Review of our clinical documentation may assist in further
improvement of these categories.
Comparing the interrater reliability of individual categories
between the ICF ADL categories and the FIM items shows that
in most cases they are comparable, with both the percentage
of agreement and the Kappa values generally being higher in
the ICF categories. Notably, defecation function, speaking and
the cognitive items had lower interrater reliability in the FIM.
The intrarater reliability of the FIM was near perfect, with
Kappa values greater than 0.80 for all items except urination
functions. This supports an underlying robustness of the FIM
as an outcome measure in standardised, highly skilled and
experienced raters. The FIM rater used for this study was an
experienced clinician who is our facility FIM trainer. Like
many experienced therapists, however, part of their role is
administration, so generally this person would not assess many
of the FIM scores in our clinical day to day practice. To have
such experienced people available to perform the scoring for
the majority of patients is not a realistic option.
That the intrarater reliability in the FIM items is higher
than the ICF categories is not surprising as experience with
an outcome measure should result in better reliability. As ICF
categories have not been previously used as scoring tools, and
the clinicians involved in the ICF scoring had not used the ICF
prior to involvement in this study, it is likely that intra-rater
reliability (and probably interrater reliability) would increase
over time with practice. Okochi et al. (17) demonstrated that
the experience of the clinicians also affected the interrater
reliability, with clinicians with more than 8 years of experi
ence having achieving better reliability than those of lesser
experience. In this study both the raters collecting data for the
interrater reliability part of the study had more than 8 years
clinical experience.
Potentially, the results would be different if the scoring was
done by direct patient observation rather than scoring from the
J Rehabil Med 45
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patients’ files. In particular we note that this deviates from the
normal recommended procedure for scoring the patient on FIM
items. Scoring from the clinical notes introduces potential con
founders, such as the thoroughness of the clinical file review,
the interpretation of ambiguously worded descriptions and the
problem of less than complete documentation. A further step
in determining the reliability of ICF categories would be to
repeat a similar study by direct patient observation. However,
we feel that for the purpose of this study this is balanced by
eliminating clinical performance based variations, particularly
for the intrarater reliability component of the study.
While the FIM scores in this study were not obtained in the
manner recommended in the FIM manual, we feel that by us
ing a standardised format basing scores on the medical records
would not significantly affect the scores between the differ
ent raters or the two scores obtained by the individual rater.
This rationale is supported by the high percentage of absolute
agreement in both the interrater and the intrarater assessments.
Intrarater reliability can be increased by individuals who
remember previous scoring. This problem is difficult to elimi
nate, but we consider that having 3 months between scores and
performing admission and discharge scores independently of
each other for each of 100 patients would minimise the con
tribution of remembered scores.
The combination of 3 FIM transfer items was supported by
the high correlation between the 3 items on pairwise compari
son as well as the intraclass correlation coefficient of 0.96.
Not being able to link some other FIM items, or having the
two ICF categories of eating and drinking in the ICF instead
of the one FIM item for eating would not have any effect on
the reliability of the individual categories items tested.
In conclusion, the interrater and intrarater reliability and
agreement of the ICF ADL categories measured were compa
rable or better than the comparable FIM items.
The results of this study provide an indication that the ICF
categories could be used as components of rehabilitation
outcome measures. The benefit of this approach is that as the
ICF is a very broad classification, there is potential to use its
metric properties for the development of significantly more
encompassing outcome instruments than we currently use.
While further work is required on other psychometric prop
erties of ICF qualifiers and ICF based measures, based on the
demonstrated reliability in this study, there is a potential to
develop clinical assessment tools using ICF categories.
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Appendix I
D 540 Dressing
• If UBD and LBD differ – consider the limitation of whole body e.g. UBD = 0, LBD = 3 score 2 (give more weight to the greater impairment)
D620 Urination (continence)
• Continent or continent with use of pads/device independently = 0
• Needs supervision with pads/device or timed toileting = 1
• Assist with pads/device (continent) = 2,
• Assist but incontinent (less often than daily) = 3
• Assist but incontinent (daily) = 4
D525 Defaecation functions
• Continent or continent with independent use of pads = 0
• Continent with aperients or timed toileting = 1
• Assist with pads/enemas = 2
• Assist but incontinent (less than daily) = 3
• Assist but incontinent (daily) = 4
D420 Transfer while in sitting
• Only applicable if the goal is sliding transfers, e.g. Whilst wheel chair dependent
D4500 Walking (distance plus level of assistance)
• Independent 50+m +/- aid = 0
• Walk 15–50m +/- aid = 1
• Independent 15+m +/- aid = 2
• Supervision/Min assistance = 1
• Mod assistance = 2
• Two assistance = 3
• More than 2 assistance = 4
D465 Moving with equipment
• As above
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