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Quantitative Clinical Rheumatology

Saving Time and Improving Care with a
Multidimensional Health Assessment Questionnaire: 
10 Practical Considerations

Most rheumatologists suggest they can recognize the extent of
a patient’s functional disability and pain without a formal
questionnaire to provide quantitative data. They are correct:
just as most physicians can recognize a fever without formal-
ly measuring temperature or tachycardia without formally
measuring heart rate. But wouldn’t any conscientious physi-
cian feel more comfortable saying that “the fever is down” or
“the pulse is slower” with quantitative information, even
though a few more seconds are needed?

Imagine further a physician who does not measure blood
pressure in a person with hypertension or hemoglobin A1C in
a person with diabetes, citing that she or he “did not have
time” or the “staff would not cooperate.” Yet these are the rea-
sons cited by rheumatologists for not measuring physical
function and pain on a patient questionnaire (Table 1), the
simplest and most effective measure to assess and monitor the
status of a person with rheumatic disease.

Most rheumatologists’ impressions concerning patient
questionnaires are derived from lengthy questionnaires
designed for clinical research. Research questionnaires may
require 15–30 minutes for a patient to complete and generally
cannot be reviewed or scored easily during standard clinical
care, adding a burden without adding to care. Even the most
widely available questionnaire, the Health Assessment
Questionnaire (HAQ), while easily completed by patients in
5–10 minutes, involves 2 sides of a page, and is difficult to
review and score in standard care by most rheumatologists,
with a few notable exceptions1.

Patient questionnaires designed for standard care and with
the following features can save time for the clinician and
improve the quality of patient visits2-4: (1) completed by most
patients in 5–10 minutes; (2) scanned (“eyeballed”) by a cli-
nician in 5–10 seconds; (3) designed to facilitate scoring,
often with scoring templates on the questionnaire; (4) scored
and available to enter into a flow sheet in 10–20 seconds; and
(5) informative for patients with all rheumatic diseases. Such
questionnaires are easy to include in a regular clinic visit.
Almost all the work is done by the patient, not the physician
or staff. The physician spends only a few valuable seconds
reviewing the data2-4, which can save time and improve the
quality of patient visits.

These considerations have led to the development of a one-
page multidimensional HAQ (MDHAQ)5,6. One side (Figure
1) includes 10 activities of daily living, 3 items to assess psy-

chological distress, visual analog scales (VAS) for pain, glob-
al status and fatigue, and scores for change in status and morn-
ing stiffness. The other side (Figure 2) may include a review
of systems, the Rheumatoid Arthritis Disease Activity Index
(RADAI), self-report joint count7, recent medical events, and
demographic data. This essay summarizes practical consider-
ations in use of the MDHAQ.

1. Use a questionnaire designed for standard care, not for
research (although the information is often quite useful for
research). Substantial differences exist between question-
naires for research versus clinical care2-4 as noted above, just
as differences may exist between measurement of rheumatoid
factor or antibodies to cyclic citrullinated peptides in a
research versus clinical setting. There is no need for a patient
in standard care to complete a lengthy questionnaire designed
for clinical research or clinical trials, which may require
10–30 minutes to complete, and is not amenable to rapid “eye-
ball” review and/or scoring by the clinician. 

2. Orient the staff regarding the importance of patient ques-
tionnaires in patient care, and mean it. Patient questionnaires
streamline the flow of information from patient to physician
with quantitative data concerning the primary concerns of
patients: functional disability, pain, fatigue, psychological dis-
tress, and global status. If office staff members are made
aware of the importance to the physician of a questionnaire
that can recognize whether a patient is better, worse, or the
same over time, they respond positively. However, if a ration-
ale is presented that questionnaires are being used for
research, documentation, reimbursement, collaboration with

Table 1. What are the 3 most important resistance points when implement-
ing patient questionnaires in standard clinical care? Responses of about 600
rheumatologists on keypads at a meeting to introduce adalimumab to the
European market. Data concerning 3 responses normalized to 100%.

Response Option %

Takes too much time 87
Staff will not cooperate 63
Patient will not cooperate 39
No experience—never tried 36
Don’t know how to interpret results 33
Measures do not change enough to be helpful 24
Patient results are not valid data 18
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Figure 1. A version of a multidimensional health assessment questionnaire (MDHAQ) designed for use in standard medical care, including scores for physi-
cal function, psychological distress, pain, morning stiffness, global status, self-report functional class, change in status, fatigue, and disease activity from the
RA Disease Activity Index (RADAI) self-report joint count. Side 2 of the MDHAQ (opposite) includes a review of systems, RADAI self-report joint count,
recent medical events, and demographic data. Questionnaire available at: www.mdhaq.org. © Health Report Services, Nashville, TN, USA.
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colleagues, any reason other than better and more efficient
care, staff members (and patients) lose interest and resent the
apparent extra work.

3. The questionnaire should be part of the office infrastructure
and should be completed by every patient (with any diagnosis)

at every visit (the only efficient distribution system). Many
rheumatologists suggest that patient questionnaires be used
only for certain patients, such as those with rheumatoid arthri-
tis, or periodically, say, every 6 months. This approach gener-
ally fails in standard care: (a) it is virtually impossible to

Figure 2. The course of a 61-year-old man with RA first seen 11/4/03. At presentation, his score for functional status was 0.8, pain 9.6,
and global status 8.9. Initial therapy with methotrexate 10 mg/wk and prednisone 3 mg/day resulted in a dramatic decrement in these
scores over 2 months, with a score for functional status 0, pain 0.3, and global status 0.3. The patient was quite stable for 6 months
from 1/3/04 to 9/28/04. When seen on 12/28/04, he had experienced a substantial flare over a month, with an increase in pain score
from 0.6 to 6.0 and global status from 1 to 5.5. At that point, adalimumab was added and he was given a Depo-Medrol injection. When
he returned 2 months later on 2/8/05, his scores had once again reverted to near remission status. His erythrocyte sedimentation rate
(ESR) was 43 and C-reactive protein (CRP) was 30. On 1/13/04, his ESR and CRP normalized to 8 and 3, respectively.
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organize distribution of questionnaires selectively and
inevitably, certain patients will be missed; (b) a simple
MDHAQ is useful for all people with all rheumatic dis-
eases8,9, as functional disability, pain, fatigue, and/or psycho-
logical distress are common to all rheumatic diseases; (c)
questionnaire data only at periodic intervals may miss impor-
tant changes in patient status that should be recognized for
better care. If there is a reason for a visit, there is a reason for
a questionnaire. 

4. The questionnaire should ideally be completed in the wait-
ing room, not the examination room. Most patients spend at
least 10 minutes in the waiting room before seeing a rheuma-
tologist and often much longer. This is the time when it is
most desirable for the patient to complete a questionnaire,
although the questionnaire may, of course, be completed in the
examination room. Completion before the encounter helps
focus concerns for patients, and provides information to the
physician at the time of care. An office that functions effi-
ciently can schedule patients 10 minutes earlier to include
time for completion of a patient questionnaire.

5. Let the patient do the work: the office staff should do as lit-
tle as possible. Some data, such as diagnosis, are ascertained
more accurately by health professionals than by patients10.
However, most data concerning physical function, pain,
fatigue, and global status are ascertained more accurately by
patient self-report than by health professionals11. When a
patient completes a questionnaire, there is only a single
observer. If a health professional is introduced into the
process, a second observer is included, and reproducibility of
the information is reduced, rather than enhanced. About 20%
of patients need help from office staff or a family member to
complete a questionnaire which is provided willingly12,13.
Nonetheless, the more of the questionnaire completed by the
patient, the more accurate and reproducible it is likely to be,
and the less staff time involved in ascertaining the information.

6. The questionnaire should include a “constant” region of
physical function, pain, and global status and may also
include “variable” region measures within a one-page for-
mat. All versions of the MDHAQ (available at website
www.mdhaq.org) include a constant region, analogous to
immunoglobulins, of physical function, pain, and global sta-
tus, the 3 patient self-report measures from the American
College of Rheumatology (ACR) core data set14, as well as
highly recommended and optional variable regions (Table 2).
Highly recommended variable regions include scales for psy-
chological distress, fatigue, change in status, morning stiff-
ness, and a RADAI self-report joint count (Table 2). Optional
variable regions include a review of systems, list of medica-
tions used, recent medical events, demographic data, and
physician assessment of global status (Table 2, Figures 1 and
2). One of the authors (YY) includes a physician note on a
one-page, 2-sided form and physician-administered joint
counts on a different page. All MDHAQ formats allow ascer-

tainment of most factual information, which may occupy up to
50% of a usual visit, within a few seconds at a glance by the
clinician.

7. The clinician should review the questionnaire with the
patient. Improvement of the quality and efficiency of a patient
visit through a patient questionnaire depends on an “eyeball”
review by the physician, generally with the patient. The 5 sec-
onds for such a review gains information that would often
involve 5 minutes of query, and greater efficiency is
inevitable.

8. Scoring templates are useful on the questionnaire.
Questionnaires without formal scoring can be helpful to rec-
ognize functional disability, pain, and other problems.
However, formal quantitative information enhances care,
analogous to measurement of vital signs. All current MDHAQ
versions have scoring templates to allow a health profession-
al to formally depict a quantitative number for each scale
within 15 seconds, directly on the questionnaire. The 10 activ-
ities of daily living can be quickly totaled without a calcula-
tor; the total is divided by 10 as a 0–3 score, with scores com-
parable to the HAQ. The VAS are presented as 21 circles,
rather than a traditional 10 cm scale, to facilitate scoring with-
out a ruler. One version of the MDHAQ includes an arithmetic
scale of 0–10 below the circles, and a logarithmic scale above
the circles, as the logarithmic scale has been found to be more
sensitive to distinguish active from control treatment in cer-
tain clinical trials (Koch and Pincus, unpublished data).
Although the format of labeling each circle may appear quite
busy, the inclusion of only a few numbers along the visual
analog scale tends to lead patients to cluster responses prima-
rily in labeled circles.
9. Flow sheets can be very helpful, although not necessary.
Convenient entry onto a flow sheet along with selected labora-
tory tests and medications (Figure 3) organizes information to
track scores serially on one page. This information provides an
overview at a glance of the patient’s course, a cost-effective
procedure. Flow sheets and scoring are not a requirement: obvi-
ously, different physicians organize information differently.

10. It is not necessary to use a computer to record the data:
do not overuse technology. Computers, hand-held devices,

Table 2. Three types of components of the MDHAQ for standard clinical
care: required, strongly encouraged, and optional.

“Constant” Variable Variable
(Required) (Strongly Encouraged) (Optional)

Physical function Psychological distress Review of systems
Pain Fatigue Medications used
Patient global Change in status Recent medical events

Morning stiffness Physician global
RADAI self-report joint Physician note on 2 page 
count form

Assessor joint count
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scanners, etc., may be incorporated in collection of patient
questionnaires in standard care. However, the advantages may
be specious, with costs generally considerably greater than
pencil and paper. Technology should be used only to the com-
fort level of the rheumatologist. There is no need for a clini-
cian to computerize the data. Most clinicians do not comput-
erize laboratory or medication data, and paper and pencil flow
sheets are easily managed.

We use an electronic format (different for each of us)
requiring a minute or less per patient to enter patient ques-
tionnaire data, and saving at least this amount of time by
organizing the data. This practice has been implemented suc-
cessfully in 2 busy private practices with minimal hassle over
more than one (MB) and 4 (YY) years, respectively.

DISCUSSION
One concern raised by rheumatologists is that self-report
quantitative data may be influenced by nonspecific factors
beyond a patient’s rheumatic disease, reducing specificity of
scores for pathophysiological processes. That is true, but
many measures in rheumatology are influenced by nonspe-
cific variables. For example, a rise in an erythrocyte sedi-
mentation rate (ESR) may be due to infection rather than a
disease flare, just as a rise in pain score may be due to acute
back pain or a fracture, rather than disease flare. The
MDHAQ (or any measure) never replaces a careful history
and physical examination. The clinician must always inter-
pret any quantitative data, whether from a laboratory, ques-
tionnaire, or any source, on the basis of all relevant informa-
tion when formulating clinical decisions.

Clinicians may ask how one can recognize a clinically
meaningful change in an individual patient from information
on the HAQ or MDHAQ. Published data suggest that changes
of about 10% (0.25 units on a 0–3 HAQ or MDHAQ15 or
1–1.5 units on a 0–10 VAS16) are clinically meaningful.
However, clinically meaningful changes may vary in different
patients and different settings. Again, analogy to an ESR
appears relevant. If a baseline ESR is 50, does a clinically
meaningful change require reduction to 40, 30, or 20? A 0.25
unit change in a 0–3 HAQ or MDHAQ score in a 75-year-old
patient from 1.0 to 0.75 might be quite clinically meaningful,
while a similar reduction in a 35-year-old athletic individual
may not be clinically meaningful. Experience with question-
naires, as with any clinical measurement, enhances capacity to
interpret the information.

Patient questionnaire scores for physical function remain
the most informative quantitative data for patient status from
one visit to the next. Patient questionnaires, not a joint count,
radiographic score, or laboratory test, also provide the most
significant predictors of all severe longterm outcomes in
patients with RA, including functional status17,18, work dis-
ability19-21, costs22, joint replacement surgery23, and prema-
ture death1,17,24-29. If quantitative data are recorded, an oppor-
tunity for documentation and more rational monitoring is

gained, along with enhanced efficiency of patient care. If no
data are recorded, this opportunity is lost and can never be
replaced. We suggest that all rheumatologists would find it
valuable to ask all patients to complete a questionnaire, such
as the MDHAQ, our personal preference, at all standard clin-
ical care visits.
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