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Baseline Functional Status 

What is baseline functional status? 

Baseline functional status is defined by two core concepts: 

1. Functional status – This refers to the behaviours necessary to maintain independence in 

daily life and encompasses physical, cognitive, and social functioning 1. Functional status 

measures include mobility, activities of daily living (ADLs), instrumental ADLs (IADLs), and 

cognition.  

2. Baseline – Temporally, baseline functional status is defined as a patient’s ability to 

perform basic and instrumental ADLs two weeks prior to onset of the current 

illness/presenting complaint 1–12.  The identified duration of time is used so as to 

eliminate possible effects of the illness causing a change in function 1. 

Why is baseline functional status important? 

For older adults, retrospective reports of functional capacity can help to predict future 

outcomes. Interpreting functional status in the context of an individual’s baseline is of 

considerable prognostic importance 13.  

For example, when considering an older adult’s admission to hospital, functional ability can be 

quite variable during the course of an acute illness and it is critical that it be interpreted within 

the context of an individual’s baseline 11,14.  Not only does this provide an opportunity to 

eliminate possible effects of the illness causing admission, but the relative change in function 

between baseline and admission also acts as a powerful predictor of mortality and other health 

related outcomes 9–12.   Without this knowledge, providers are inherently limited in their ability 

to identify and treat contributing sub-acute conditions, develop appropriate approaches to 

intervention, and mitigate long-term, life-altering functional loss 5,6. 

Individual care planning must first consider whether recovery to baseline is likely and then 

subsequently how that might fit with patient and carer preferences 3. 

 

How is baseline functional status determined? 

At present, there is no gold standard in practice for determining an older adult’s baseline 

functional status.  Different opportunities exist to help introduce a consistent and standard 

means to assessing baseline function across the continuum.  One possibility involves use of the 

Clinical Frailty Scale (CFS).  The CFS is a well-recognized scale used to grade an individual’s 

degree of frailty that is scored based on an older adult’s baseline health state15. In September 

2020, Kenneth Rockwood, MD and Olga Theou, PhD published a guide for using the CFS 

(https://cgjonline.ca/index.php/cgj/article/view/463/577) which describes the scale as a 

“judgement-based measure of an individual’s baseline state”15.   It is critical to note that the 

authors clearly identify that the CFS must be used carefully and in combination with clinical 

judgement15.  The article provides additional resources that could be used in conjunction with 

the CFS, including a paper on the Pictorial Fit-Frail Scale (https://www.dal.ca/sites/gmr/our-

https://cgjonline.ca/index.php/cgj/article/view/463/577
https://www.dal.ca/sites/gmr/our-tools/pictoral-fit-frailty-scale.html
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tools/pictoral-fit-frailty-scale.html)16.  The Pictorial Fit-Frail Scale is currently being evaluated to 

determine if it can be used to facilitate the initial assessment of baseline function3.   

Through implementation of the Assess and Restore Guideline, 201417 and the Rehabilitative Care 

Alliance’s (RCA) Direct Access Priority Process (DAPP)18, the North East Specialized Geriatric 

Centre (NESGC) developed a process for determining an individual’s baseline functional status 

as the cornerstone of restorative potential.  An example of a ‘Baseline Functional Assessment’ 

was developed through quality improvement efforts in the acute care hospital environment: 
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The following set of questions helps to identify and summarize specific changes in functional 

status that an individual has experienced: 

 

 

Baseline Functional Status 

Has there been a change?  

Have you noticed a 

"change in your ability 

to do things you were 

previously able to do?” 

E.g. walk, bath, groom, 

etc. 

 NO - Important proactive opportunity to consider 

interventions aimed at prevention and/or maintenance.  

Depending on the individuals trajectory (e.g. healthy 

ageing, end of life), further goal setting may be indicated 

(e.g. medical management, prevention of functional 

decline, goals of care, transition planning). 

 YES – Regardless of location within the healthcare 

continuum, it is critical to gain further information about 

the change to inform the most appropriate trajectory of 

care based on individual need. 

What has changed? 

 Basic Activities of Daily Living (ADL) – e.g. dressing, grooming, bathing, toileting 

 Mobility – e.g. ambulation, transfers, stairs, falls 

 Instrumental ADL (IADL) – e.g. meal preparation, medication management, cleaning, 

driving, groceries 

 Cognition 

When did it change? 

 Acute - Less than 6 weeks  

 Sub-Acute - Within 3 months  

 Chronic/Gradual - Within 1 year  

 Chronic - 1 year or more  

Why did it change? 

 Acute event e.g. stroke, ABI, amputation 

 Functional decline due to a reversible condition e.g. acute medical illness 

 Functional decline due to a non-reversible condition e.g. terminal illness, disease 

progression 

 Other e.g. social, environmental factors 
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NESGC has also developed an infographic to facilitate knowledge translation and 

implementation within clinical environments: 
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