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The Barthel Index is a widely used tool for assessing an individual's ability to perform activities of daily living (ADLSs) on a scale of 0-100. It evaluates functions such as feeding, bathing, continence, mobility, and dressing across 10 items. The index has been shown to have good internal consistency and validity in measuring functional status in elderly
patients following cerebrovascular events. Studies using the Barthel Index have demonstrated its usefulness in predicting mobility at three months, early mortality, and longer-term outcomes. It has also been used to monitor functional changes in stroke patients receiving inpatient rehabilitation. The index is reported as a robust and widely used scale
assessing performance across 10 domains of individual function, including feeding, bathing, grooming, dressing, bowel control, bladder control, toileting, chair transfer, ambulation, and stair climbing.
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Studies using the Barthel Index have demonstrated its usefulness in predicting mobility at three months, early mortality, and longer-term outcomes. It has also been used to monitor functional changes in stroke patients receiving inpatient rehabilitation. The index is reported as a robust and widely used scale assessing performance across 10 domains
of individual function, including feeding, bathing, grooming, dressing, bowel control, bladder control, toileting, chair transfer, ambulation, and stair climbing.

The Barthel Index has been criticized for its limitations, such as being unable to distinguish between causes of functional deterioration. However, it remains a valuable tool in assessing frailty and disability, with significant practical consequences for mortality predictions. The Barthel Index assesses a person's ability to perform daily tasks, such as
personal hygiene, self-bathing, feeding, and mobility. The score ranges from 0 to 100, with lower scores indicating dependence and higher scores indicating independence. The index is widely used in rehabilitation settings to measure functional status in patients after cerebrovascular events. The Barthel Index has been associated with longer hospital
stays and higher mortality rates in patients with heart failure. It is often used retrospectively as a baseline index and prospectively up to five years post-injury, but most commonly at three to six months. The Katz Index of Independence in Activities of Daily Living assesses functional areas such as bathing, dressing, toileting, mobility, continence, and
feeding. The scale uses dichotomous scoring for each function, with higher scores indicating greater independence.
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AMNEX A-1
MODIFIED BARTHEL INDEX (MBI
(SHAH, VANCLAY & COOPER, 1988)
FUNCTIONAL ITEM DESCRIPTICN REMARKS
FEEDING
Dependent in all aspects and nesds to be fed o |o | o0

Can mamnipuiate an eaing device, usually 8 Spoon, DUt ©ome-ons must 5
provide active assistance during the meal

P¥
(5]

Anbe b0 fesd s&if with Supervision. AssiStance is required with
aLs0ciated tasks Such &% putting milk/sugar to drink, sait, pepper 5| 5|5
SRreading Dulter. tuming a plate or olher ~set up™ activibes

InQépEndencs m Iesqing with repared iy Sacept wilh fulling meat
OpEning drink carton. jar hd atc. Présence of anotnar person is not i i ] i
régueren

The parion can feed s& from 3 trany o table when food is within
reach. The person must put on an assistance device If nesded, cut the wliol e
food, and use sall and pepper, spread butter ete_ o desired

PERSOMAL HYGIENE (CRODMING)

LUinae 10 atbend to persanal myadiena and |5 depend=nt in all aspacis 0 ] 1]

Asst s required in all aspacts of personal ygiense, but able to make
SOMmE contritutions

SOMe assctanc & 5 required in one or more steps of personal mygiane 3 3 3

The person i$ able 1o Conouct persondd mygiens DUR requires min, asst
Defore and'or afer the Hperathon

The parson can 'wash own hands and face, comi hair, Clean teeth &
shawve Males must be able 19 use army kind of razor bul must nsedd e
Diade. Or plug in the razor wanoR asst. 5 well 35 retminss i from the = x5 5
dgrawericabinel Females must apply 0wn makelp, but need not braid
oF sbyle her hair

DRESSING

The person is dependent in all aspects if dressing and is unable ta
participate inihe actnity o |o|o

The persgn & able 1o paticipate (0 some degree, but is dependent in L 2 2
il Fspects of Jréssng

ALsisiance.is nessad in putting on, andior removing any clothing 51 6]5
biin. &sst s requined with fastening clothing &g butions, Tips, bra alsls
shoEs, #ic
al
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The index has been shown to have good internal consistency and validity in measuring functional status in elderly patients following cerebrovascular events. Studies using the Barthel Index have demonstrated its usefulness in predicting mobility at three months, early mortality, and longer-term outcomes. It has also been used to monitor functional
changes in stroke patients receiving inpatient rehabilitation. The index is reported as a robust and widely used scale assessing performance across 10 domains of individual function, including feeding, bathing, grooming, dressing, bowel control, bladder control, toileting, chair transfer, ambulation, and stair climbing. The Barthel Index has been
criticized for its limitations, such as being unable to distinguish between causes of functional deterioration. However, it remains a valuable tool in assessing frailty and disability, with significant practical consequences for mortality predictions. The Barthel Index assesses a person's ability to perform daily tasks, such as personal hygiene, self-bathing,
feeding, and mobility. The score ranges from 0 to 100, with lower scores indicating dependence and higher scores indicating independence. The index is widely used in rehabilitation settings to measure functional status in patients after cerebrovascular events. The Barthel Index has been associated with longer hospital stays and higher mortality
rates in patients with heart failure. It is often used retrospectively as a baseline index and prospectively up to five years post-injury, but most commonly at three to six months. The Katz Index of Independence in Activities of Daily Living assesses functional areas such as bathing, dressing, toileting, mobility, continence, and feeding. The scale uses
dichotomous scoring for each function, with higher scores indicating greater independence. Both the Barthel Index and the Katz Scale are used to measure patient outcomes in rehabilitation settings. The Barthel Index is particularly useful in predicting mobility at three months, early mortality, and longer-term outcomes. The Katz Scale is commonly
used in conjunction with other outcome measures, such as the Eq5D and FIM. Changes during inpatient rehabilitation programmes are typically measured using the Functional Independence Measure (FIM). This 18-item ordinal scale assesses cognitive and motor function across two main dimensions. To utilize the FIM effectively, training is required,
and membership in the database allows for comparative scoring across the United States. The FIM was the most widely used metric in 50 studies, primarily from US and Israeli institutions.
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Barthel Index Scoring Form

PPatient Narme: Rater Karme
FEEDING

0 = unable

5 = needs help cutting, spreacing butter, efc., or
regquires modified diet

10 = independent

BATHING
0 = dependent
5 = independent (or in shawer)

GROOMING

0 = newds to help with personal care

5 = independent face/Mair/teeth/shaving
({implements provided)

DRESSING

0=

5 = pewds help but can do about half unaided
10 = independent (including buttons, zips, laces,
)

BOWELS

0 = incontinent (or needs to be given enemas)
5 = occashkonal accident

10 = continent

TOILET USE

0 = dependent

3 = needs some help, but can g9 semething alone
10 = independent (on and off, dressing, wiping)

TRANSFERS (BED TO CHAIR AND BACK)
0 = unable, no sitting balance

5 = major help (oné or two people, physical), can

sit
10 = minor help (verbal or physical)
15 = independent

MOBILITY (ON LEVEL SURFACES)

0 = immobile or < 50 yards

5 = wheelchair independent, including cormers, =
50 yards

10 = walks with help of one person [verbal or
physical) » 50 yarcs

15 = indepandent (but may use any ald; for
examphe, stick) > 50 yards

STAIRS

0 = unable

5 = needs help (verbal, physical, carrying aid)
10 = independent

BLADDER

0 = incontinent, or catheterized and unable to
manage alone

5 = oocasional aockdent

10 = continent

@ www.jfmpe.com

www.jfmpc.com/articles/2016/5/4/
images/JFamMedPrim...

Images may be subject to copyright. Learn More

SEE MORE

m

RELATED IMAGES

<

AR

Barthel index purpose.

The Barthel Index is a widely used tool for assessing an individual's ability to perform activities of daily living (ADLSs) on a scale of 0-100. It evaluates functions such as feeding, bathing, continence, mobility, and dressing across 10 items. The index has been shown to have good internal consistency and validity in measuring functional status in elderly
patients following cerebrovascular events. Studies using the Barthel Index have demonstrated its usefulness in predicting mobility at three months, early mortality, and longer-term outcomes. It has also been used to monitor functional changes in stroke patients receiving inpatient rehabilitation. The index is reported as a robust and widely used scale
assessing performance across 10 domains of individual function, including feeding, bathing, grooming, dressing, bowel control, bladder control, toileting, chair transfer, ambulation, and stair climbing. The Barthel Index has been criticized for its limitations, such as being unable to distinguish between causes of functional deterioration. However, it
remains a valuable tool in assessing frailty and disability, with significant practical consequences for mortality predictions. The Barthel Index assesses a person's ability to perform daily tasks, such as personal hygiene, self-bathing, feeding, and mobility. The score ranges from 0 to 100, with lower scores indicating dependence and higher scores
indicating independence. The index is widely used in rehabilitation settings to measure functional status in patients after cerebrovascular events. The Barthel Index has been associated with longer hospital stays and higher mortality rates in patients with heart failure. It is often used retrospectively as a baseline index and prospectively up to five
years post-injury, but most commonly at three to six months. The Katz Index of Independence in Activities of Daily Living assesses functional areas such as bathing, dressing, toileting, mobility, continence, and feeding. The scale uses dichotomous scoring for each function, with higher scores indicating greater independence. Both the Barthel Index
and the Katz Scale are used to measure patient outcomes in rehabilitation settings. The Barthel Index is particularly useful in predicting mobility at three months, early mortality, and longer-term outcomes. The Katz Scale is commonly used in conjunction with other outcome measures, such as the Eq5D and FIM. Changes during inpatient
rehabilitation programmes are typically measured using the Functional Independence Measure (FIM). This 18-item ordinal scale assesses cognitive and motor function across two main dimensions. To utilize the FIM effectively, training is required, and membership in the database allows for comparative scoring across the United States. The FIM was
the most widely used metric in 50 studies, primarily from US and Israeli institutions. Due to its extensive use, patient numbers can range up to 40,000. The scale was predominantly employed in cohort studies, both prospective and retrospective, as a single score or to analyse relative changes during an inpatient stay. The FIM has been used to
measure longer-term function, often spanning two to six months post-injury, but also extending up to four years. To overcome the ceiling effect of the FIM, the Montebello rehabilitation factor is sometimes utilised. The reliability of the FIM has been demonstrated in the proximal femoral fracture population through direct patient assessments and
proxy responses from carers or relatives via telephone administration. However, concerns have been raised regarding the specificity of the FIM, particularly with regards to its correlation with mobility scores. Additionally, the relevance of including factors such as continence in the FIM has been questioned for the proximal femoral fracture
population. In contrast, the Barthel Activities of Daily Living (ADL) Index is a more comprehensive measure that focuses on activities of daily living and mobility.
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Activity Seore

0 = unabie

FEEDING 5 = needs help cutting. spreading buller. 6. o requires modiied diet 5
19 = indopencent

0 = gepancant
BATHING Q
& = Indepandent (ar in shower)

0 = needs 10 halp with persenal care

5= prowidod)
0 = depencent

DRESSING & = nnads holp bul can do about hall unaided 5
10 = independent (inchuding bufions. zips, laces, sic.}

1 = inconlingnt (of eeds 10 ba givin enemas)

5 = oocasional accicent 5

10 = continent

0 = incontinen, of cathsterized and unable o manage alone

BLADDER & = cocasional accident 5

10 = continant

0 = dependant

TOILET USE S = ngeds soma haip, but can oo something alone

@«

10 = independent (on and o, dressing, wiging)

0 = Unable, no sitting balance

TRANSFERS
(BED TO CHAIR
AND BACK)

5. major help (one or two pecple, physicai), can sit

10 = minas halp fwarbal of physical)

15 = indapendant

0 = immbile of < 50 yards

MOBILITY 5= whasichair independen, including comers, > 50 yards
(ON LEVEL 5
SURFACES) 10 = walks with heip ot one person {verbal or physical] > 50 yards

15 = indopandent (but may use any id; for example, stick) > 50 yards
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Barthel index purpose.

The Barthel Index is a widely used tool for assessing an individual's ability to perform activities of daily living (ADLs) on a scale of 0-100. It evaluates functions such as feeding, bathing, continence, mobility, and dressing across 10 items. The index has been shown to have good internal consistency and validity in measuring functional status in elderly
patients following cerebrovascular events. Studies using the Barthel Index have demonstrated its usefulness in predicting mobility at three months, early mortality, and longer-term outcomes. It has also been used to monitor functional changes in stroke patients receiving inpatient rehabilitation.

The index is reported as a robust and widely used scale assessing performance across 10 domains of individual function, including feeding, bathing, grooming, dressing, bowel control, bladder control, toileting, chair transfer, ambulation, and stair climbing. The Barthel Index has been criticized for its limitations, such as being unable to distinguish
between causes of functional deterioration. However, it remains a valuable tool in assessing frailty and disability, with significant practical consequences for mortality predictions. The Barthel Index assesses a person's ability to perform daily tasks, such as personal hygiene, self-bathing, feeding, and mobility. The score ranges from 0 to 100, with
lower scores indicating dependence and higher scores indicating independence. The index is widely used in rehabilitation settings to measure functional status in patients after cerebrovascular events. The Barthel Index has been associated with longer hospital stays and higher mortality rates in patients with heart failure. It is often used
retrospectively as a baseline index and prospectively up to five years post-injury, but most commonly at three to six months. The Katz Index of Independence in Activities of Daily Living assesses functional areas such as bathing, dressing, toileting, mobility, continence, and feeding. The scale uses dichotomous scoring for each function, with higher
scores indicating greater independence. Both the Barthel Index and the Katz Scale are used to measure patient outcomes in rehabilitation settings. The Barthel Index is particularly useful in predicting mobility at three months, early mortality, and longer-term outcomes. The Katz Scale is commonly used in conjunction with other outcome measures,
such as the Eq5D and FIM. Changes during inpatient rehabilitation programmes are typically measured using the Functional Independence Measure (FIM). This 18-item ordinal scale assesses cognitive and motor function across two main dimensions. To utilize the FIM effectively, training is required, and membership in the database allows for
comparative scoring across the United States. The FIM was the most widely used metric in 50 studies, primarily from US and Israeli institutions. Due to its extensive use, patient numbers can range up to 40,000. The scale was predominantly employed in cohort studies, both prospective and retrospective, as a single score or to analyse relative
changes during an inpatient stay. The FIM has been used to measure longer-term function, often spanning two to six months post-injury, but also extending up to four years. To overcome the ceiling effect of the FIM, the Montebello rehabilitation factor is sometimes utilised. The reliability of the FIM has been demonstrated in the proximal femoral
fracture population through direct patient assessments and proxy responses from carers or relatives via telephone administration. However, concerns have been raised regarding the specificity of the FIM, particularly with regards to its correlation with mobility scores. Additionally, the relevance of including factors such as continence in the FIM has
been questioned for the proximal femoral fracture population. In contrast, the Barthel Activities of Daily Living (ADL) Index is a more comprehensive measure that focuses on activities of daily living and mobility. Although initially introduced in 1965, the modified Barthel Index with its 100-point assessment of independence in 10 ADL activities
provides a finer discrimination between ratings. Assessment of living activities was conducted using the Barthel Index and Lawton-Brody scale. The Barthel Index measures independence in 10 areas, including bathing, dressing, and transfers, with scores ranging from 0 to 100. The Lawton-Brody scale assesses instrumental living activities, such as
shopping and medication management, with scores from 0 to 17. Both measures are sensitive to the impact of cancer on functional ability. 1. Ambeskovic M, Roseboom TJ, Metz GAS. Transgenerational effects of early environmental insults on aging and disease incidence. Neurosci Biobehav Rev 2020; 117:297-316. 2. World Health Organization.
Rehabilitation in health systems. Geneva. Licence: CC BY-NC-SA 3.0 IGO; 2017. 3.
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Modified Barthel Index

The Barthel Index is a widely used tool for assessing an individual's ability to perform activities of daily living (ADLSs) on a scale of 0-100. It evaluates functions such as feeding, bathing, continence, mobility, and dressing across 10 items. The index has been shown to have good internal consistency and validity in measuring functional status in elderly



patients following cerebrovascular events. Studies using the Barthel Index have demonstrated its usefulness in predicting mobility at three months, early mortality, and longer-term outcomes. It has also been used to monitor functional changes in stroke patients receiving inpatient rehabilitation. The index is reported as a robust and widely used scale
assessing performance across 10 domains of individual function, including feeding, bathing, grooming, dressing, bowel control, bladder control, toileting, chair transfer, ambulation, and stair climbing. The Barthel Index has been criticized for its limitations, such as being unable to distinguish between causes of functional deterioration. However, it
remains a valuable tool in assessing frailty and disability, with significant practical consequences for mortality predictions. The Barthel Index assesses a person's ability to perform daily tasks, such as personal hygiene, self-bathing, feeding, and mobility. The score ranges from 0 to 100, with lower scores indicating dependence and higher scores
indicating independence. The index is widely used in rehabilitation settings to measure functional status in patients after cerebrovascular events. The Barthel Index has been associated with longer hospital stays and higher mortality rates in patients with heart failure. It is often used retrospectively as a baseline index and prospectively up to five
years post-injury, but most commonly at three to six months. The Katz Index of Independence in Activities of Daily Living assesses functional areas such as bathing, dressing, toileting, mobility, continence, and feeding.

The scale uses dichotomous scoring for each function, with higher scores indicating greater independence. Both the Barthel Index and the Katz Scale are used to measure patient outcomes in rehabilitation settings. The Barthel Index is particularly useful in predicting mobility at three months, early mortality, and longer-term outcomes. The Katz Scale
is commonly used in conjunction with other outcome measures, such as the Eq5D and FIM. Changes during inpatient rehabilitation programmes are typically measured using the Functional Independence Measure (FIM). This 18-item ordinal scale assesses cognitive and motor function across two main dimensions.

To utilize the FIM effectively, training is required, and membership in the database allows for comparative scoring across the United States.

The FIM was the most widely used metric in 50 studies, primarily from US and Israeli institutions. Due to its extensive use, patient numbers can range up to 40,000. The scale was predominantly employed in cohort studies, both prospective and retrospective, as a single score or to analyse relative changes during an inpatient stay. The FIM has been
used to measure longer-term function, often spanning two to six months post-injury, but also extending up to four years. To overcome the ceiling effect of the FIM, the Montebello rehabilitation factor is sometimes utilised. The reliability of the FIM has been demonstrated in the proximal femoral fracture population through direct patient assessments
and proxy responses from carers or relatives via telephone administration. However, concerns have been raised regarding the specificity of the FIM, particularly with regards to its correlation with mobility scores. Additionally, the relevance of including factors such as continence in the FIM has been questioned for the proximal femoral fracture
population.

In contrast, the Barthel Activities of Daily Living (ADL) Index is a more comprehensive measure that focuses on activities of daily living and mobility. Although initially introduced in 1965, the modified Barthel Index with its 100-point assessment of independence in 10 ADL activities provides a finer discrimination between ratings. Assessment of living
activities was conducted using the Barthel Index and Lawton-Brody scale. The Barthel Index measures independence in 10 areas, including bathing, dressing, and transfers, with scores ranging from 0 to 100. The Lawton-Brody scale assesses instrumental living activities, such as shopping and medication management, with scores from 0 to 17. Both
measures are sensitive to the impact of cancer on functional ability. 1. Ambeskovic M, Roseboom T], Metz GAS. Transgenerational effects of early environmental insults on aging and disease incidence.

Neurosci Biobehav Rev 2020; 117:297-316. 2. World Health Organization. Rehabilitation in health systems. Geneva.

Licence: CC BY-NC-SA 3.0 IGO; 2017. 3. European Physical and Rehabilitation Medicine Bodies Alliance. White book on physical and rehabilitation medicine (PRM) in Europe. Chapter 1. Definitions and concepts of PRM. Eur J Phys Rehabil Med 2018; 54:156-165. 4. Laferton JA, Kube T, Salzmann S, Auer CJ, Shedden-Mora MC. Patients’ expectations
regarding medical treatment: a critical review of concepts and their assessment. Front Psychol 2017; 8:233. 5. World Health Organization. International classification of functioning, disability and health: ICF. World Health Organization; 2001. 6. Di Carlo A, Lamassa M, Franceschini M, Bovis F, Cecconi L, Pournajaf S, et al..; Italian Study Group on
Implementation of Stroke Care. Impact of acute-phase complications and interventions on 6-month survival after stroke. A prospective observational study.

PLoS One 2018; 13:e0194786. 7. Beqaj S, Térshnjaku EET, Qorolli M, Zivkovic V. Contribution of physical and motor characteristics to functional performance in children and adolescents with down syndrome: a preliminary study. Med Sci Monit Basic Res 2018; 24:159-167.

8. AlHuthaifi F, Krzak J, Hanke T, Vogel LC. Predictors of functional outcomes in adults with traumatic spinal cord injury following inpatient rehabilitation: a Here is a paraphrased version of the provided text: The following studies were conducted to investigate various aspects related to rehabilitation, particularly in the context of stroke survivors. A
review published in J Spinal Cord Med in 2017 analyzed predictors of upper limb recovery after stroke. Another study published in Clin Rehabil in 2012 examined sociodemographic and sub-acute clinical indicators that affect community ambulation among stroke survivors. A study published in Eur J Phys Rehabil Med in 2019 looked at the relationship
between community ambulation and sociodemographic factors, as well as sub-acute clinical indicators. Research conducted by Damiani et al. in Medicine (Baltim) in 2021 explored community ambulation among individuals with lower limb amputation. Parallel reliability studies were performed to compare the functional independence measure (FIM)
and the Barthel ADL index, published in Disabil Rehabil in 2000. The European Physical and Rehabilitation Medicine Bodies Alliance also released a white book on physical and rehabilitation medicine in Europe, which touched on specificities and challenges of science and research in this field. Additionally, studies were conducted to improve the
sensitivity of the Barthel Index for stroke rehabilitation, published in J Clin Epidemiol in 1989. Research was also conducted on trade-offs between effectiveness and efficiency in post-acute rehabilitation units, as well as long-term prediction of functional outcome after stroke using single items of the Barthel Index at discharge from rehabilitation
centers. Studies were also performed to identify factors influencing functional outcome at discharge from intensive rehabilitation units, published in Am J Phys Med Rehabil in 2021. Data on patients undergoing rehabilitation programs was collected and analyzed, as well as studies on the application of the modified Barthel index in clinical practice,
particularly in Korea. Finally, research was conducted to measure activities of daily living after ischemic stroke using Rasch analysis of the modified Barthel Index, published in Medicine (Baltim) in 2021. The validity and reliability of the modified Barthel Index (MBI) were studied in various populations with stroke. Studies showed that the MBI was a
reliable tool for measuring functional ability after stroke (24-25). The sensitivity and specificity of the MBI were also evaluated, and it was found to be sensitive to changes in functional ability (26). Rasch analysis validated both the Barthel Index (BI) and the modified BI (MBI) for use in hospitalized acute stroke elderly patients (23). Several studies
compared the test-retest reliability of the BI and MBI. One study found that the BI had better test-retest reliability than the MBI, while another study showed no significant difference between the two indices (24-25). The validity and reliability of a performance evaluation tool based on the MBI were also evaluated, and it was found to be valid and
reliable for use in stroke patients (25). The sensitivity of the BI and MBI was evaluated in various studies. One study found that the BI had a high sensitivity for detecting changes in functional ability after stroke (27). Another study found that the MBI had better sensitivity than the BI for detecting changes in functional ability (28). In addition to the
validity and reliability of the BI and MBI, several studies also examined the impact of sex and gender on stroke outcomes. One study found that women were more likely to experience poststroke depression than men (29). Another study found that poststroke depression was associated with poorer functional outcomes in both men and women (30).
Finally, several studies evaluated the effectiveness of various rehabilitation interventions after stroke. One study found that early rehabilitation combined with virtual reality training improved muscle strength, mood state, and functional status in patients with acute stroke (34). Another study found that high-intensity stepping training during inpatient
stroke rehabilitation improved functional outcomes (33). A study examining early supported discharge for stroke survivors found that clinical and psychosocial factors can influence hospital length of stay. The analysis revealed that patients who exceeded target lengths of stay during inpatient rehabilitation had certain characteristics, such as higher
motor function scores at admission. Another study looked into the effectiveness of telerehabilitation for stroke survivors, concluding that it can be a valuable tool for post-stroke rehabilitation. Additionally, research has shown that early mobilization after total hip or knee arthroplasty can reduce hospital length of stay and improve patient outcomes.



