
 



 



 



 



 



 



 



 



 



APPENDIX 8 
BERG BALANCE SCALE 

 
1. Purpose 

The Berg’s utility includes grading different patients’ balance abilities, monitor functional balance over time 

and to evaluate patients’ responses to treatment. 

 
2. Content 
The Berg is a test of 14 items; it is performance based and has a scale of 0-4 for each item (higher score for 

independent performance) with a maximum score of 56. 

The Berg is considered the gold standard assessment of balance with good intra-rater reliability and inter-rater reliability and good 
internal validity. 

 
 
 
3. Assessment 

1. Sitting to standing 
INSTRUCTIONS: Please stand up.  Try not to use your hands for support 

   
 4 able to stand without using hands and stabilize independently 
 3 able to stand independently using hands 
 2 able to stand using hands after several tries 
 1 needs minimal aid to stand or to stabilize  
       0 needs moderate or maximal assist to stand 
 
2. Standing unsupported 

INSTRUCTIONS:  Please stand for two minutes without holding 
 
4 able to stand safely for 2 minutes  

 3 able to stand for 2 minutes with supervision 
 2 able to stand for 30 seconds unsupported 
 1 needs several tries to stand for 30 seconds unsupported 

0 unable to stand for 30 seconds unassisted 
  
3. Sitting with back unsupported but feet supported on floor or on a stool 

INSTRUCTIONS:  Please sit with arms folded for 2 minutes 
 
4 able to sit safely and securely for 2 minutes 

 3 able to sit for 2 minutes under supervision 
 2 able to sit for 30 seconds 
 1 able to sit for 10 seconds 

0 unable to sit without support for 10 seconds 
 

4. Standing to sitting 
INSTRUCTIONS:  Please sit down 
 
4 sits safely with minimal use of hands 

 3 controls descent by using hands 
2 use back of legs against chair to control descent 

 1 sits independently but has uncontrolled descent 
0 needs assistance to sit 
 

5. Transfers 



INSTRUCTIONS: Arrange chair(s) for a pivot transfer.  Ask subject to transfer one way toward a 
seat with armrests and one way toward a seat without armrests.  You may use two chairs, (one 
with and one without armrests), or a bed and a chair. 
 
4 able to transfer safely with minor use of hands 

 3 able to transfer safely definite need of hands 
2 able to transfer with verbal cueing and/or supervision 

 1 needs one person to assist 
       0 needs two people to assist or supervise to be safe 
 

6. Standing unsupported with eyes closed 
INSTRUCTIONS: Please close your eyes and stand still for 10 seconds 

  
 4 able to stand 10 seconds safely 
 3 able to stand 10 seconds with supervision 
 2 able to stand 3 seconds 

1 unable to keep eyes closed 3 seconds but stays steady      
0 needs help to keep from falling 

 
7. Standing unsupported with feet together 

INSTRUCTIONS:  Place your feet together and stand without holding 
 
4 able to place feet independently and stand for 1 minute safely 
3 able to place feet together and stand for 1 minute with supervision 

 2 able to place feet together independently to hold for 30 seconds 
 1 need help to attain position but able to stand 15 seconds feet together 

0 needs help to attain position and unable to hold for 15 seconds 
 

8. Reaching forward with outstretched arm while standing 
INSTRUCTIONS:  Lift arm to 90º.  Stretch out your fingers and reach forward as far as you can.  (Examiner places 
a ruler at end of fingertips when arm is at 90º.  Fingers should not touch the ruler while reaching forward).  The 
recorded measure is the distance forward that the finger reaches while the subject is in the most forward lean 
position.  (When possible, ask subject to use both arms when reaching to avoid rotation of the trunk.) 

 
4 can reach forward confidentially >25 cm (10 inches) 

 3 can reach forward >12.5 cm safely (5 inches) 
 2 can reach forward >5cm safely (2 inches) 
 1 reaches forward but needs supervision 

0 loses balance while trying/requires external support 
 

9. Pick up object from the floor from a standing position 
INSTRUCTIONS:  Pick up the shoe/slipper, which is placed in front of your feet. 
 
4 able to pick up slipper safely and easily 

 3 able to pick up slipper but needs supervision 
2 unable to pick up, reaches 2-5cm (1-2 inches) from slipper, keeps balance 
1 unable to pick up and needs supervision while trying 

       0 unable to try/needs assist to keep from losing balance or falling 
 

10. Turning to look behind over left and right shoulders while standing 
INSTRUCTIONS: Turn to look directly behind you over toward left shoulder.  Repeat to the right.  Examiner may pick 

an object to look at directly behind the subject to encourage a better twist turn. 
 
4 looks behind from both sides and weight shifts well 

 3 looks behind one side only, turn to other side demonstrates less weight shift 
2 turns sideways only but maintains balance 

 1 needs supervision when turning 
0 needs assist to keep from losing balance or falling 
 



10. Turn 360 degrees 
INSTRUCTIONS:  Turn completely around in a full circle.  Pause.  Then turn a full circle in the other direction. 

 
4 able to turn 360 degrees safely in 4 seconds or less 
3 able to turn 360 degrees safely one side only in 4 seconds or less 

 2 able to turn 360 degrees safely but slowly 
 1 needs close supervision or verbal cueing 

0 needs assistance while turning 
 
  12.    Placing alternate foot on step or stool while standing unsupported 

INSTRUCTIONS: Place each foot alternately on the step/stool.  Continue until each foot has 
touched the step/stool four times. 
 
4 able to stand independently and safely and complete 8 steps in 20 seconds 

 3 able to stand independently and complete 8 steps >20 seconds 
 2 able to complete 4 steps without aid with supervision 
 1 able to complete >2 steps needs minimal assist 

0 needs assistance to keep from falling/unable to try 
 
  13.    Standing unsupported one foot in front 

INSTRUCTIONS:  (DEMONSTRATE TO SUBJECT) 
Place one foot directly in front of the other.  If you feel that you cannot place your foot directly in 
front, try to step far enough ahead that the heel of your forward foot is ahead of the toes of the 
other foot.  (To score 3 points, the length of the step should exceed the length of the other foot 
and the width of the stance should approximate the subject’s normal stride width) 
 
4 able to place foot tandem independently and hold 30 seconds 

 3 able to place foot ahead of other independently and hold 30 seconds 
2 able to take small step independently and hold 30 seconds 
1 needs help to step but can hold 15 seconds 

       0 loses balance while stepping or standing 
 
   14.   Standing on one leg 

INSTRUCTIONS: Stand on one leg as long as you can without holding. 
 
4 able to lift leg independently and hold >10 seconds 

 3 able to lift leg independently and hold 5 – 10 seconds 
2 able to lift leg independently and hold ≥ 3 seconds 
1 tries to lift leg, unable to hold 3 seconds but remains standing independently 

       0 unable to try or needs assist to prevent fall 
 
TOTAL SCORE        (Maximum = 56) 
 
 
Interpretation of Berg Scores 
Please take note that these values are based on the Berg score alone and the patient mobilising without the 
assistance of a walking device. They do not take into account other falls risk factors 
 

• A score of 45 or less indicates a greater risk of falls 
• In the range of 56-54 each 1 point drop was associated with a 3-4% increase in falls risk 
• In the range of 54-46 each point drop was associated with a 6-8% falls risk 
• Below 36 falls risk is close to 100% 
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APPENDIX 9 

 
 
 
 

Timed Up & Go Test (TUG) 
 
 
 
Directions: 
 
The timed “Up and Go” test measures, in seconds, 
the time taken by an individual to stand up from a 
standard arm chair, walk a distance of 3 meters, 
turn, walk back to the chair and sit down.   The 
subject wears their regular footwear and uses their 
customary walking aid.  
 
  
 
 
 
 
 
 
 
 
 
 
 
 

 
The test should be completed within 14 seconds 

 
 
 

 
 
 

Instructions to the Patient: 
 

“When I say ‘Go’, I want you to stand 
up and walk to the line, turn and  

then walk back to the chair and sit 
down again. 

Walk at your normal pace.” 
 
 



APPENDIX 10 

Get Up & Go Test (GUG) 
 
 
 
Directions: 
 
The Get “Up and Go” test assesses  an individuals ability to stand up 
from a standard arm chair, walk a distance of 3 meters, turn, walk 
back to the chair and sit down.   The subject wears their regular 
footwear and uses their customary walking aid. Individuals fail the 
test if they are unable to perform or complete the test, or have 
difficulty or demonstrate unsteadiness performing any component of 
the test. 
 
  
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Instructions to the Patient: 
 

“When I say ‘Go’, I want you to stand 
up and walk to the line, turn and  

then walk back to the chair and sit 
down again. 

Walk at your normal pace.” 
 
 



APPENDIX 11 
Five times Sit to Stand Test: 

 
Method: 
Use a straight back chair with a solid seat that is 16” high. Ask participant to sit on the 
chair with arms folded across their chest.   
 
Instructions: 
“Stand up and sit down as quickly as possible 5 times, keeping your arms folded across 
your chest.”   
 
Measurement: 
Stop timing when the participant stands the 5th time. 
 
Outcomes: 

• (Guralnik 2000) 
Inability to rise from a chair five times in less than 13.6 seconds is associated with 
increased disability and morbidity 
 

•  (Buatois, et al., 2008) 
The optimal cutoff time for performing the FTSS test in predicting recurrent 
fallers was 15 seconds (sensitivity 55%, specificity 65%).  2,735 subjects aged 65 
and older in an apparently good state of health were tested.   
 

• (Bohannon, 2006) 
Metaanalysis results “demonstrated that individuals with times for 5 repetitions of 
this test exceeding the following can be considered to have worse than average 
performance”  (Bohannon, 2006) 

o 60‐69 y/o  11.4 sec 
o 70‐79 y/o  12.6 sec 
o 80‐89 y/o  14.8 sec 
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APPENDIX 12 
 
                                  Falls Efficacy Scale  
 
Name_________________________________  
Date__________________________________  
On a scale from 1 to 10, with 1 being very confident and 10 being not confident at all, 
how confident are you that you do the following activities without falling?  
Activity  Score  

1 very confident  
10 not confident at all  

Take a bath or shower  
Reach into cabinets or closets  
Walk around the house  
Prepare meals not requiring carrying heavy or hot objects  

Get in and out of bed  
Answer the door or telephone  
Get in and out of a chair  
Getting dressed and undressed  
Personal grooming (i.e. washing your face)  

Getting on and off of the toilet  
Total Score  

 
A total score of greater than 70 indicates tha the person has a fear of falling 
 
Source: Tinetti, M., Richman, D., Powell, L. (1990). Falls Efficacy as a Measure of Fear of Falling. Journal 
of Gerontology. 45;239 
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