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The patient medical history is far more prominent in clinical decisions for rheumatology than for 

many common chronic diseases in which a gold standard biomarker, such as blood pressure or 

serum glucose, is applicable to diagnosis and management of all individual patients.1 

Components of a subjective patient history may be recorded as structured, quantitative, standard, 

protocol-driven, scientific self-reported data on a patient questionnaire rather than as narrative 

descriptions.2,3 

The multidimensional health assessment questionnaire (MDHAQ) includes RAPID3 (routine 

assessment of patient index data), a 0–30 index of three 0–10 visual numeric scales (VNS) of 

physical function, pain and patient global assessment (see Figure 1).4,5 In about five seconds, 

RAPID3 gives information for rheumatoid arthritis (RA) similar to disease activity score 28 

(DAS28) or the clinical disease activity index (CDAI), which require about 100 seconds to 

score.6 The ACR has endorsed RAPID3 as an outcome measure for RA, and it appears as widely 

used in U.S. clinical practice as any quantitative clinical index, perhaps in part because it is 

informative to monitor all rheumatic diseases studied.7-9 



 

(click for larger image) Figure 1: Brief Guide to 4 MDHAQ Indices 

Many clinicians, pharmaceutical companies, patient advocacy groups and even the ACR website 

have extracted only RAPID3, which constitutes about 30% of the MDHAQ, for use—limiting 

the questionnaire’s clinical value. The full MDHAQ content includes a VNS for fatigue; a self-

reported RADAI (RA disease activity index) painful joint count, which is useful in many 

rheumatic diseases; a 60-symptom checklist to serve as a review of systems and help clinicians 

recognize potential adverse events of medications; and recent medical history queries.4,10-12 In 

fact, the full MDHAQ adds considerable incremental information to RAPID3 and requires only 

5–10 minutes of the patient’s time to complete vs. 2–5 minutes to complete only the RAPID3 

section, ultimately saving time for both the doctor and patient.6Example: Recent reports have 

documented that fibromyalgia assessment screening tools (FAST) on the MDHAQ, composed of 

the 60-symptom checklist, RADAI self-report painful joint count, and pain VNS and/or fatigue 

VNS, agree more than 80% with the polysymptomatic distress scale, a different questionnaire 

that constitutes the formal, revised 2011 fibromyalgia criteria.13-15 

The full MDHAQ adds considerable incremental information to RAPID3 & takes just 5–10 

minutes of the patient’s time to complete. 

We present here a case report that illustrates three new applications of the MDHAQ involving 

RAPID3 and the 60-symptom checklist: 1) RAPID3 is informative to document substantial 

clinical improvement in a patient with a non-rheumatic disease, pulmonary fibrosis, based on 

routine MDHAQ completion in the rheumatology clinic waiting area; 2) the symptom checklist 

on a remote electronic MDHAQ, completed at home by a patient, can recognize adverse events 

to a medication; and 3) weekly remote electronic MDHAQ completion without face-to-face 

visits can be effective to document resolution of adverse events and subsequent clinical 

improvement.  

Case Report 
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A 78-year-old man with pulmonary fibrosis was referred to a rheumatologist on Jan. 19, 2018, 

because of a positive rheumatoid factor test. His joint examination was normal. Although 

reassured he did not have RA, he asked to be monitored by both a rheumatologist and a 

pulmonologist.  

All patients with all diagnoses seen in the rheumatology division at Rush University Medical 

Center complete an MDHAQ at all routine visits. At the patient’s first visit, his RAPID3 score 

was 14/30 (high severity = 12–30), his fatigue score on the 0–10 VNS was 7/10, and he reported 

10/60 symptoms (see Figure 2, below).6 He was treated with low-dose prednisone and 

methotrexate, experiencing substantial clinical improvement over the next six months, which 

was documented on the MDHAQ. On Aug. 2, the RAPID3 score was 3.5/30 (low severity = 3.1–

6.0), his fatigue score was 2/10, and he reported 6/60 symptoms (see Figure 2, below), although 

he continued to require low-level oxygen. 

On Aug. 15, his pulmonologist discontinued low-dose prednisone and methotrexate and 

prescribed 267 mg pills of pirfenidone (Esbriet), an anti-fibrotic agent, escalated over three 

weeks: three pills the first week, six the second and nine the third (see Figure 2, below).16 His 

next rheumatology appointment was scheduled for October. 

On Sept. 24, the patient telephoned the rheumatologist to report many new problems, although 

his pulmonary status was mostly unchanged—continuing to require oxygen. The rheumatologist 

sent the patient an electronic MDHAQ for completion at home to characterize his clinical status 

quantitatively for comparison with the Aug. 2 report. His new RAPID3 score was 19.5/30 vs. 

3.5/30 on Aug. 2, his fatigue score was 9/10 vs. 2/10, and he reported 15/60 vs. 6/60 symptoms 

(see Figure 2). Seven of the nine new symptoms (not reported on Aug. 2) were among 16 

adverse events listed for pirfenidone on the manufacturer’s website (see Figure 3). These 

included weight loss, anorexia, unusual fatigue, abdominal pain, indigestion, heartburn and 

insomnia (see Figure 2). 



 

(click for larger image) Figure 2: Patient’s MDHAQ Results over 2018 

The rheumatologist advised discontinuation of pirfenidone, reinstatement of 10 mg/day of 

prednisone and remote electronic MDHAQ monitoring two and five days later, with a plan for a 

face-to-face visit if no improvement was apparent. Five days later, his RAPID3 had improved 

from 19.5/30 to 8/30 and his fatigue score improved from 9/10 to 4/10 (see Figure 2).  

Weekly remote electronic MDHAQ monitoring was instituted, which documented clinical 

improvement according to RAPID3 and resolution of most pirfenidone-related symptoms over 

the next 10 weeks (see Figure 2). 

A brief retrial of pirfenidone was followed by an increase of the RAPID3 score to 6.0 and was 

discontinued in a timely manner (see Figure 2, opposite). On Dec. 28 (after methotrexate was 

reinstated), the patient’s RAPID3 was 4.2/30, his fatigue score was 2.0/10, and he reported 6/60 

symptoms. 

Discussion 
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(click for larger image) Figure 3: Side Effects of Esbriet (Pirfenidone)* 

In this report, we present three new applications of the MDHAQ. First, RAPID3 documented 

substantial improvement over six months in a patient with a non-rheumatic disease, pulmonary 

fibrosis, based on usual routine MDHAQ completion in the clinic waiting area. RAPID3 may be 

useful in many non-rheumatic diseases. All ambulatory individuals wish to be as functional and 

pain free as possible and experience overall well-being, reflecting the three RAPID3 

components, which are identical to the RA core data set. 

Second, a remote electronic MDHAQ documented adverse events to a medication, pirfenidone, 

as substantially elevated RAPID3 and fatigue VNS scores, and seven new specific symptoms 

(see Figure 2, opposite) which were listed as adverse events for pirfenidone (see Figure 3, above 

right). A face-to-face visit did not appear mandatory, because he reported an unchanged 

pulmonary situation and virtually all new symptoms could be attributed to the pirfenidone (and 

possible withdrawal from low-dose prednisone and methotrexate). Discontinuation of 

pirfenidone, reinstatement of 10 mg prednisone, contact if symptoms were worsening and remote 

electronic MDHAQ review two days later appeared reasonable to avoid further acute stress to an 

elderly patient who required continuous oxygen therapy. Clear improvement two and five days 

later were documented on the remote electronic MDHAQ symptom checklist, which would not 

have been available if only RAPID3 were queried. 

Third, weekly remote electronic MDHAQ monitoring was effective to document clinical 

improvement according to RAPID3 and resolution of many symptoms according to the MDHAQ 

symptom checklist over 12 weeks, between Sept. 24 and Dec. 28 (see Figure 2, opposite).  
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Remote electronic monitoring cannot be applied to all patients. The patient in this case was 

highly intelligent and reliable, and a plan for a face-to-face visit if his clinical status worsened 

seemed reasonable. Weekly remote electronic MDHAQ monitoring could be a useful screening 

procedure for many (but not all) patients. Completion of a weekly electronic MDHAQ was 

estimated by the patient to involve about 10 minutes, or a total of two hours over 12 weeks, less 

than the door-to-door time required for a single face-to-face clinic visit.  

The flow sheet of MDHAQ data available to the rheumatologist had considerable relevant 

information about the patient, perhaps as much or more than other doctors who conducted face-

to-face visits without MDHAQ data. Nonetheless, no reimbursement to the rheumatologist was 

possible for weekly contact with the patient—sometimes with telephone feedback and sometimes 

with no feedback when it appeared unnecessary. Perhaps new payment procedures may be 

proposed in the future for improved management strategies that don’t involve face-to-face visits. 

Note: The remote electronic MDHAQ monitoring was not conducted through the electronic 

medical record (EMR), but using software for which certification is pending. The patient was 

instructed not to include private medical information (e.g., name, date of birth, medical record 

number) on the remote MDHAQ used in his care. Having all patient care information in one 

EMR would appear to be optimal, but the many administrative complexities and limitations of 

the EMR may render this difficult and detract from optimal patient care.17 Summary information 

and the flow sheet were entered into the EMR as PDF files, which may have required less time 

than manipulating the EMR to incorporate the information. 

Adverse events to medications are reported to be associated with 5% of U.S. hospital admissions, 

10% in the elderly.18 Systematic remote electronic questionnaires appear cost effective and 

broadly acceptable to patients with cancer, diabetes, and pulmonary and psychiatric diseases.19 A 

recent report indicated timely recognition of adverse events in oncology patients using remote 

electronic monitoring of symptoms.20 Remote, weekly MDHAQ monitoring as a routine 

procedure for patients who initiate high-risk medications could proactively alert clinicians to 

early recognition of adverse events, including the possible need for a face-to-face visit, 

overcoming a current requirement for a telephone or “My Chart” contact or awaiting report by 

the patient at the next visit. This strategy could help reduce the high prevalence, morbidity and 

mortality of adverse events in current medical care.   
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