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JHH Acute Care Function Score
INSTRUCTIONS

Introduction
The Johns Hopkins Hospital Function Acute Care Score is designed to measure basic functiond



outcomes in the acute care setting while demanding little time from the tester. This functionad measureis
an adaptation of the FIM (Functiona Independence Measure), developed by the UDS (Uniform Data
Service) for rehabilitation patient populations. [1,2] The Johns Hopkins Hospital Physical Medicine and
Rehabilitation physica thergpy research committee has adapted the FIM to dlow its use in the acute
care stting for measuring basic functiona changesin ardatively short number of trestments. The FIM is
utilized in rehabilitation settings, and has 18 sections covering sdf care, bladder/bowel management,
communication, socid cognition, and functiond mobility.[1] Asthe literature search was conducted for
an appropriate acute care functiona outcomestool, the FIM became dttractive for severa reasons. It is
one of the most widdy used toolsin measuring rehabilitation outcomes, it has sections which are directly
pertinent to occupationd therapy and physical therapy, it has been shown in multiple sudiesto have high
reliability and validity [3,4,5,6] and it isclinicaly practical. Had there been afunctiona outcome scae
aready designed for an acute care population such as ours, we would have tested it, but none
existed.[7]

The PT research committee performed atria of the three PT oriented functiona mohility scores
aswritten in the FIM (Transfers, Locomoation, and Elevations), and found it not senditive enough to
patient changes in the acute care setting. For example, there were concernsthat if a patient could not
walk at least 150 feet, then the highest score would be merely a2 out of 7 (7 being complete unassisted
independence), and if a patient progressed from awalker to a cane, it would not be indicated by the
score. So we adapted these three activities to include scoring of changesin assstive device,
furthermore, with locomotion and eevations (dairs) aone, adaptations include scoring of distance as
wel. Thisnew scdeisdgnificantly differernt from the FIM and is called the Johns Hopkins Hospital
Function Acute Care Score (JHH-FACYS). The second tria with the new adaptations in place seemsto
indicate a much more sendtive tool which is more appropriate for the acute care patient population seen
a JHH.

In contemporary rehabilitation medicine, it is necessary to measure and record trendsin
outcomesin which our interventions play arole. The datafrom these types of studies are useful for
clinicd evauation and prediction of outcomes, for example the number of necessary trestments per
diagnosis and expected functiona ability at discharge. The FACS by al meansis not intended to
measure every aspect of PT practice, but rather to measure basic functiona changes across multiple
diagnoses in the acute care setting. 1t is designed to be gpplicable to any inpatient where basic function
isanissue. The activities scored are Smply Transfers from bed to chair, Locomotion, and Stairs.
Within each activity, level of assistance needed and assistive device used are identified, and for
locomotion and dairs, distance isidentified aswell. At the time of thiswriting there are no JHH
inpatient populations where this measure is not appropriate. 1n the future it may cometo light that there
are more gppropriate outcome measures for certain patient populations such as those with largely
psychologic related diagnoses (i.e. Geriatrics group, Chronic pain group). Thistool isnot designed to
be used for patients trested in the JHH outpatient clinic (unless later Satistics show a ggnificant
population or group to measure such as CVA, MS, TBI). Thisisbecauseit is not gpplicable to patients
where outcomes other than basic function are the issue. For example, an otherwise hedthy orthopedic



outpatient being treated only for elbow range of motion deficit usudly does not have issues related to
transfers, ambulation and gairs.

Thismeasureisintended to be clinicaly practica, and thus consume a minima amount of
therapist time. Any hedth care provider who has been trained and has passed the FACS competency
(written and demondtration) can usethistool. The FACS can be used at any time during a patient=s
acute care inpatient admission, but it will be required to be recorded upon Physicd Therapy Initid
Evaduation and Discharge beginning April 15, 1996. (Although practice scores should be begun outside
of the medical record after the department inservice March 5, 1996.)

Usage Guidelines

The activities scored are: Transfers, Locomotion, and Stairs. It isimportant to read and commit
to memory the descriptions of each activity scored so that the patients= scores reflect only that which is
in the description. In the course of learning, the Activity Guide Sheets are designed to aid in scoring

(page 5).

The activity being scored must actually be directly witnessed on the specified day by ahedth
care provider who istrained in the JHH FACS. If a patient=s score seems to be between two levels,
he/she is given the lower score. Thisis gpplicable to dl activities (trandfers, locomotion, and airs), and
al measures (assistance, assstive device, and distance).

Each activity scored takes into consideration a weighed measure of the amount of assstance
required by the patient and the percentage of patient effort put forth into the activity (thiswill be
abbreviated as Aassstance@. Each activity score dso identifies the assstive device used. Also taken
into account is the distance the patient travelsin Locomotion and Stairs.

Thefird part isthe leve of assstance. The assstance level can be scored between 0 and 7.

When scoring Alevel of assistance,@weigh the level of effort the patient makes in balance with the
amount of assistance required by the patient. The score can not be purely the physica therapisti=s effort,
or of the number of people asssting with the activity, Snce these vary depending upon the people giving
assistance for any given patient. Asoutlined on the Activity Guide Sheets, the leve of patient effort is
balanced with the assistance required in the following way:

Aperformslessthan 25%@-  ATotd assstance@

Aperforms 25-49%@ - AMaxima assstance@

Aperforms 50-74%@ - AModerate assistance@

Aperforms 75% or more@ - AMinimd contact assstance@
(Other categories include supervision and independence - see Activity Guide Sheets)
Sdlecting the gppropriate level requires the same type of decison making that therapists often makein
diginguishing Asupervison@from Acontact guard,@or Aminimal ass stlance@from Amoderate
assistance.@If a patient seemsto fal between two levels, the score given is the lower of the two (asin




al the scoring). Inthe origind FIM score, this method of grading has been shown to be reliable with
trained testers, and we expect it to be so in the FACS as well.

The second part of each activity scored is the assistive device. The assstive device level takes
into account usage of a cane, crutches, etc. The cane category includes straight or quad canes. The
waker category includes standard walkers, rolling walkers and hemiwalkers. In certain Stuationsin
acute care an 1V poleis utilized as atype of assgtive device, this should be scored in the walker
category. (** Ason the Activity Guide Sheets, AD@= Anone/other, @meaning none of the listed
assdtive devices. walker, crutches, cane. However, AD@may be used in the specid circumstance
when specia adaptive equipment is used such as diding board for transfer, specid seating for W,
prosthesisor orthosis. If thisisthe case, please note in the margin the adaptive device(s) being used.)

Thethird and last part in the score is for the distance traveled (for locomotion and airs). An
example of how to score an activity would be, looking at the Activity Guide Sheets for assistance (page
5): if apatient walked with supervision with crutches a distance of 60 feet her score would be L 5/B/C
(Amb). When firgt using the FACS, it may be helpful to utilize the FACS Training Score Sheet (page
9), where the level of assstance is circled, then the assstive device and distance are written in their
respective columns (please write next to the score AIE@or ADC@).

When seeing a patient, the progression for scoring which is easest to follow is
1.) Choose an activity (Transfers, Locomotion, or Stairs).
2.) Identify the assstance level (weighed with the percent of patient effort).
3.) Determine the assstive device.
4.) Observe (for locomotion and stairs) the distance traveled.
5.) Choose the next activity, and begin the score again

If an activity can not be measured because of safety reasons or the patient requires tota
assstance, it is scored a 1/0/0. If apatient can not be scored because his’lher evauation was
interrupted (i.e. taken to radiology, etc) the score is a 0/0/0 for each activity not observed (i.e.
locomotion: 0/0/0). It isimportant to obtain the complete score with al three activities whenever

possible.

Some find usage guidelines, when scoring the Locomotion activity, the mode must be identified.
Whed chair or Ambulation must be identified as the primary means of locomotion. If both are utilized
equaly, then identify both in the locomation category (on the top of the column of the score sheet).

It isdso important to alow the patient to give hisher best effort with dl activities. This means
for example that if able, the patient should be allowed to walk at least 150 feet snce this would be equd
to the highest score for ambulation distance. If thisis not alowed, then the patients= given levd of
function will not accuratdly reflect ther ability.



Therapist Expectations
All three activities are to be assessed and scored in the JHH FACS upon initid evaluation and
discharge. One score sheet per patient should be used for both evauation and discharge information.
This score sheet dso includes some very basic information such as tota number of treatments and
referring service (true service, not billing code service, see page 10). Theinitia evauation information
should be completed a thetime of |E and the score sheet should be stapled to the PT copy of the |E.
Then upon discharge, the FACS form is to be completed with the DC score and filed with the normal
PT records. Thisinformation is not desgned to be filed any where except in the PT filesin Oder one.
If for some unusud reason athergpist does not have a score form, the following format should be
followed (Where T isfor trandfers, L isfor locomation, and S for sairs. Please note that the Transfers
score has only two parts because distance is moot, and is therefore not measured.):
T(/)
L (//): ()Amb. ()Wec.
S/J1)



Activity Guide Sheets



ACTIVITY GUIDE SHEET
TRANSFERS. BED, CHAIR, WHEEL CHAIR: includesall aspectsof transferringto or from supinein bed and coming
to astanding postion if walking is the typical mode of locomotion - to chair (or to w/c if is primary mode of locomotion).
NOHELPER
7/0 Compl ete Independence--If walking, approaches, sits down and gets up to astanding position from aregular
chair;  transfersto or from bed (supine)to chair. Performs safely.

If in awheelchair, approaches a bed or chair, locks brakes, liftsfoot rests, removes an
rest if necessary, and performs either a standing pivot or sliding transfer (without board) to supine or returns.
Performs safely.
6/- Modified Independence--Requires adaptive device such as a prostheses or orthosis, uses assistive device,
special  seat or chair; or sliding board or takes mor e than reasonabletime or there are safety considerations.
6/A Walker
6/B Crutches
6/C Cane
6/D None/Other**

HELPER
5- Supervision or Setup--Requires supervision (e.g.,standby, cuing for safety, or coaxing) or setup (positioning
sliding board, moving foot rests, etc.)
5/A Walker
5/B Crutches
5/C Cane
5/D None/Other**
4- Minimal Contact Assistance--Subject performs 75% or more of transferring tasks.
4/A Walker
4/B Crutches
4/C Cane
4/D None/Other**
- M oderate Assistance--Subject performs 50% to 74% of transferring tasks.
3/IA Walker
3B Crutches
3/C Cane
3/D None/Other**
2/- Maximal Assistance--Subject performs 25% to 49% of transferring tasks.
2/IA Walker
2/B Crutches
2/C Cane

2/D None/Other* *

1/0 Total Assistance--Subject performs less than 25% of transferring tasks. Or patient isunable or unsafeto perform
transfer.

0/0 The tester unable to observe activity at thistime because of unforeseen interruptions, etc. Please notein margin
why unableto observe atransfer.

** see page 3, paragraph 1



ACTIVITY GUIDE SHEET

LOCOMOTION: Check most frequent mode of locomation. If both are about equal, check Amb and Wc.
() Amb=ambulation, ()Wc=Wheelchair. (Note: to achievelevel 6 with Wc, must perform additional maneuvering tasks as

listed.)
NOHELPER
7/0/0  Complete Independence--Walks a minimum of 150 feet without assistive devices. Does not use any type of
wheelchair or assistive device. Performs safely.
6/-/- Modified Independence--Walks using a prosthesis on leg or orthosis, using assistive device, or takesmore
than reasonabletime or there are safety considerations.
If not walking, operates manual or electric wheelchair independently; turns around,;
maneuvers the chair to atable, bed, toilet; negotiates at least 3% grade; maneuvers on rugs and over door &
6/A/-  Walker 6/-/A  Between 5to 24 feet
6/B/-  Crutches 6/-/B  Between 2510 49 feet
6/C/- Cane 6/-/C  Between 50 to 149 feet
6/D/-  None/Other** 6/-/D  Atleast 150 feet
HELPER

5-/- Supervision-- If walking or wheelchair requires standby supervision, cuing for safety, or coaxing. Wc

unable to negotiate as on level 6.

5/Al-  Walker 5-/A Between 5to 24 feet

5B/-  Crutches 5-/B  Between 2510 49 feet

5/C/-  Cane 5-/C  Between 50 to 149 feet

5/D/-  None/Other** 5-/D  Atleast 150 feet

4-/- Minimal Contact Assistance-- If walking or wheelchair, subject performs 75% or more of locomotion
effort.

4/Al-  Walker 4/-/A  Between 5to 24 feet

4/B/-  Crutches 4/-/B  Between 25 to 49 feet

4/C/-  Cane 4/-/C  Between 50to 149 feet

4/D/-  None/Other** 4/-/D  Atleast 150 feet

3-/- M oderate Assistance--If walking or wheelchair, subject performs 50% to 74% of locomotion effort.

3/A/l- Walker 3-/A  Between 5to 24 feet

3B/-  Crutches 3-/B Between 2510 49 feet

3/C/- Cane 3-/IC  Between 50 to 149 feet

3/D/-  None/Other** 3-/ID  Atleast 150 feet

2/-/- Maximal Assistance--If walking or wheelchair, subject performs 25% to 49% of locomotion effort.

2/IAl-  Walker 2/l-/A  Between 5to 24 feet

2/B/-  Crutches 2/-/B Between 2510 49 feet

2IC/-  Cane 2/-/IC  Between 50 to 149 feet

2/D/-  None/Other** 2/-ID  Atleast 150 feet

1/0/0  Total Assistance--If walking or wheelchair, subject performs less than 25% of effort. Or patient is unable

unsafe to perform locomotion.

(0]

0/0/0  Thetester unableto observe activity at thistime because of unforeseen interruptions, etc. Please notein the



margin the reason why unabl e to observe locomotion. **see page 3, paragraph 1
ACTIVITY GUIDE SHEET

STAIRS: Goes up and down oneflight (12 to 14 stairs) or half of aflight (6 to 7) indoors.

7/0/0

6/-/-

6/A/-
6/B/-
6/Cl-
6/D/-

NOHELPER
Complete Independence--Goes up and down at least one flight of stairs without any type of handrail or
support. Performs safely.

Modified Independence--Goes up and down stairs requiring prosthesis or orthosis, using assistive device, or
takes morethan reasonabletime or there are safety consider ations.

Crutches 6/-/A 67 stairs
Handrail 6/-/D  12-14 + airs
Cane
None/Other**
HELPER
Supervision--Requires standby supervision, cuing for safety, or coaxing to go up and down stairs.
Crutches 5-/A 67 stairs
Handrall 5-/D  12-14+ stairs
Cane
None/Other**

Minimal Contact Assistance--Subject performs 75% or more of effort to go up and down one stairs.

Crutches 4-/A 67 stairs
Handrail 4-/D  12-14+ stairs
Cane

None/Other* *

M oderate Assistance--Performs 50% to 74% of the effort to go up and down stairs.

Crutches 3-/A 67 sairs
Handrail 3-/ID  12-14+ sairs
Cane

None/Other* *

Maximal Assistance--Performs 25% to 49% of stair climbing effort to go up and down stairs.

Crutches 2-IA 67 stairs
Handrail 2/-ID  12-14 + stairs
Cane

None/Other* *

Total Assistance--Performs lessthan 25% of the effort. Or patient is unable or unsafe to perform elevations.

Thetester unable to observe activity at thistime because of unforeseen interruptions, etc. Please notein the
margin the reason why unable to observe elevations.

see page 3, paragraph 1



JHH FACS TRAINING Tester: Sarvice, Pt. Name: Hx.#/Pat. Com#.
SCORE SHEET
(*copy as needed) Pt. Dx.: Eval. Date; D/C Date: Totd# Rx.s: D/C=dto:
Transfers Locomotion Stairs
Assistance Assistance Assdive Digtance Assigtance Assdive Digtance
------------------ Device Device
--Amb=( ) We=(
)
6 6 6
5 5 5
4 4 4
3 3 3
2 2 2
0 0 0 0 0 0 0 0
circle A = waker circle A = waker A=5-24 circle A = crutches A = 67 stairs
one B = crutches one B = crutches B =25- 49 one B = handrail D =12 -14 stairs +
above C =cane above C =cane C=50- 149 above C =cane
D = none/other D = none/other D =150+ D = none/other




Please circle assistance level for each activity, then enter assistive device and distance codes in appropriate columns. Please also check (Amb)ulation and/or
(W)heel(c)hair under locomotion. Thistraining sheet is designed to put both |1E and DC scores on the same sheet; therefore, please write next to your scores
AlE@or ADC.@ Refer to Instruction Sheet and Activity Guide sheets for further information. Copy this training sheet as needed.



Example FACS AOfficial @Score sheet

11



FACS Score Sheet
For PM and R Use only

FACS I.E. PM&
R
Use Only
Trans Locom Stair
Amb We
Assist A Dev Assist A Dev Dist Assist A Dist
Dev
7 7 7 FACS D.C.
6 6 6 PM& R
5 A 5 A A 5 A A Use Only
4 B 4 B B 4 B D Trans Locom Stair
3 [@ 3 [@ [@ 3 [@ Amb We
2 D 2 D D 2 D Assist A Dev Assist A Dev Dist Assist A Dev Dist
1 1 1 7 S 7
0* 0* 0* 5 5 5
Instr: Circle appropriate itemin each column. 5 A 5 A A 5 A [ A
* Please indicate below nature of interrupted score. > = > et
2 D 2 D D 2 D
1 1 1
0* 0* 0*
*

Instr: Circle appropriate itemin each column.
* Please indicate below nature of interrupted score.

Patient name:

Therapist scoring |.E.:
Dateof |.E.:

Therapist scoring D.C.:
Date of D.C.: Patcom #:

Total #Rx'sat D.C.: HX #:
Date of |.E.:

DC'd to (please circle one)
Home HomePT Rehab NH
b AcuteRehab OP  Hospice

12
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