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ABSTRACT
RAPID3 (routine assessment of pa-
tient index data) is an index found 
within a multi-dimensional health as-
sessment questionnaire (MDHAQ) for 
routine clinical care, composed only of 
3 self-report scores for physical func-
tion, pain, and patient global estimate, 
each scored 0–10, for a total of 0–30.  
RAPID3 is correlated significantly with 
DAS28 (Disease Activity Score) and 
CDAI (Clinical Disease Activity Index), 
and distinguishes active from control 
treatments as efficiently as these indices 
in clinical trials involving adalimumab, 
abatacept, certolizumab, infliximab, and 
rituximab. Many versions of an elec-
tronic RAPID3 (eRAPID3) have been 
developed, which are incompatible with 
one another, as seen for electronic medi-
cal records (EMR). Therefore, opportu-
nities are lost to pool data from many 
sites for advancement of patient care 
and outcomes. Interfaces for linkage to 
EMRs and pooling of data are available 
as Health Level Seven (HL7) standards, 
FHIR (Fast Health Interoperability Re-
sources), and innovative open platforms 
like SMART (Substitutable Medical 
Apps, Reusable Technology), but many 
eRAPID3 versions do not have this ca-
pacity. RAPID3 scores may be elevated 
in many patients due to damage or dis-
tress, rather than, or in addition to, in-
flammation, a problem that also affects 
DAS28, CDAI, and all RA indices which 
include a patient global estimate, even if 
they include a formal joint count. A full 
MDHAQ, of which RAPID3 is a compo-
nent, provides clues to the presence of 
damage, and/or distress and adds much 
further information, with no more work 
for the health professional and little 
more time for the patient. A RheuMet-
ric physician checklist of global scores 
for inflammation, damage, and distress 
is also useful to recognise damage and/
or distress, but not available with most 
available eRAPID3 versions. Many 

eRAPID3 versions also are limited by 
the absence of flowsheets to monitor 
scores over time, the absence of strate-
gies to convey data to health profession-
als to improve care, and the absence 
of advanced features for patients and 
doctors which are available in some 
versions of an eRAPID3. It is recom-
mended that eRAPID3 should include 
a full MDHAQ, RheuMetric checklist, a 
longitudinal flowsheet of scores, and a 
defined strategy for management of the 
data to be available to the physician for 
improved patient care, to enhance value 
and quantitative interpretation of RAP-
ID3 scores.  

RAPID3 (routine assessment of patient 
index data) (1-3) is an index found 
within a multi-dimensional health as-
sessment questionnaire (MDHAQ) (4-
7), for routine clinical care (8). RAPID3 
includes the 3 self-report scores among 
7 rheumatoid arthritis (RA) core data 
set measures (9), physical function, 
pain, and patient global estimate, each 
scored 0–10. Initial scoring included 
division of a raw 0–30 total score by 3 
for a 0–10 score (2), to be comparable 
to a 0–10 disease activity score (DAS)
(10, 11). It was found, however, that 
a 0–30 RAPID3 score required only 
about 5 seconds to calculate, compared 
to about 10 seconds as a 0–10 score (to 
divide by 3) (12). Therefore, the 0–30 
total score has been used in more than 
10 published reports since 2010 (1, 3, 
6, 12-21). Four severity (rather than 
activity) levels are recognised, which 
are comparable to the DAS28 and clini-
cal disease activity index (CDAI) (22): 
high = >12, moderate = 6.1-12, low = 
3.1-6 and remission = ≤3 (2).

A. Development of RAPID3
RAPID3 on the MDHAQ was de-
veloped from the original HAQ (23), 
based on results seen in completion 
by every patient (with all diagnoses) 
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in routine clinical care (6-8). Changes 
leading to MDHAQ/RAPID3 were 
based on clinical value and feasibility 
in usual clinic workflow (8). Validity, 
reliability, methodological and techni-
cal considerations were analysed rigor-
ously (7, 8, 24, 25), but were not pri-
mary initial considerations. 
An index of multiple measures (26) is 
needed in RA and other rheumatic dis-
eases because no single “gold standard” 
measure is available for diagnosis and 
assessment of all individual patients 
(27, 28). Most gold standard measures 
are biomarkers, such as blood pressure 
in hypertension, haemoglobin A1C in 
diabetes, which dominate clinical deci-
sions in these chronic diseases (29). By 
contrast, RA is unique among 8 com-
mon chronic diseases in that a patient 
history contributes more than 50% of 
information for clinical decisions in di-
agnosis and management, according to 
a survey of 313 physicians (29).  Patient 
questionnaire scores may be viewed as 
extending “subjective” (30) narrative 
descriptions of patient history compo-
nents to quantitative, standard measures, 
which meet criteria for “scientific” data, 
similar to laboratory tests (6, 31, 32).  
Traditional indices for RA such as a 
DAS (10, 11) and CDAI (22), include 
a formal count of swollen and tender 
joints. Simplification of a joint count for 
greater feasibility in routine care from 
a traditional assessment of  5 variables 
– swelling, tenderness, pain on motion, 
limited motion, and deformity – scored 
0, 1, 2, or 3 in 68 joints (33), to a 28-joint 
count for 3 variables - swelling, tender-
ness or pain on motion, and limited mo-
tion or deformity, scored as “normal” or 
“abnormal” (34, 35), reflected an inter-
est in pragmatic clinical measurement 
(36-38). Critics of the 28 joint count note 
the absence of some abnormal joints, 
such as toes in RA and psoriatic arthritis 
(39, 40); however, selection criteria of 
the 28 included joints were correlations 
with other measures and recognition of 
changes over time, rather than whether 
the joints are abnormal (34, 35). Any 
composite measure that includes com-
ponents that are less likely to change 
dilutes significance for prognosis, moni-
toring, and/or outcome assessment. 
Despite simplification of the joint 

count, and textbook recommendations, 
most rheumatologists do not perform a 
formal quantitative joint count at most 
routine care visits (41, 42), unless re-
quired for clinical trials, other clinical 
research, to obtain a therapy for a pa-
tient therapy, or reimbursement. Fur-
thermore, joint counts present many 
limitations (43, 44), including poorer 
reproducibility than patient question-
naire scores (43-45). 
A 28-joint count was performed routine-
ly by the author at all RA patient visits 
through the mid-1990s, when it was rec-
ognised gradually that patient question-
naire scores at each visit appeared to 
provide quantitative data for clinical de-
cisions to render formal joint count data 
unnecessary. It is very important to dis-
tinguish if a patient might have, say, 1 
vs. 11 swollen joints, or 2 vs. 12 swollen 
joints, but it is not necessarily important 
to know if a patient had 1 vs. 2 or 11 vs. 
12 swollen joints. Recognition of 1 vs. 
11 swollen joints requires fewer than 15 
seconds for a careful joint examination, 
while recognition of 11 vs. 12 swollen 
joints requires about 90 seconds for a 
formal joint count, which may not be 
needed at most visits. It should be em-
phasised that a joint examination has 
always remained included as a critical 
component of the encounter.
A “treat-to-target” strategy with tight 
control has emerged as the standard of 
care for RA over the last 2 decades (46, 
47). Implementation of treat-to-target 
requires quantitative assessment for 
clinical decisions concerning intensifi-
cation of treatment. The possibility that 
an index without formal joint counts 
might be informative in RA had been 
suggested on the basis of monitoring of 
individual scores for physical function, 
pain, and patient global estimate in rou-
tine care over many years. A medical 
record note by the author in 1991 stated 
“the patient has scores of less than 1 
for physical function, pain, and patient 
global estimate, indicating near-remis-
sion status.” Since most rheumatolo-
gists do not perform formal joint counts 
at most visits (41, 42), it appeared that 
an index without formal joint counts 
might provide an unmet need for rou-
tine care of patients with RA.
Analyses of whether an index of only 

patient self-report measures might pro-
vide data similar to a DAS28, CDAI or 
other indices initially were performed 
by Drs Gary Koch and Ingrid Amara 
in a database of RA core data set meas-
ures from 4 clinical trials, ARMADA, 
DE011, DE019, and STAR (48, 49), 
graciously provided by Abbott Labo-
ratories (now AbbVie).The goal was 
to develop an index that would mimic 
as closely as possible the DAS28. Al-
though many candidate indices with 
various weighting schemes were ana-
lysed, simple 0-30 RAPID3 scores from 
3 0–10 scores for physical function, 
pain, and patient global estimate distin-
guished active from control treatments 
as efficiently as DAS28 or CDAI, and 
were correlated significantly with these 
indices. More elaborate indices which 
included joint counts and/or physician 
global estimates did not add incremen-
tal value to simple RAPID3 (2, 50), and 
were less feasible. Data from clinical 
trials  involving abatacept (51), certoli-
zumab (17), infliximab (52, 53), and 
rituximab (54) further supported the 
capacity of RAPID3 to distinguish ac-
tive from control treatments similarly to 
DAS28 and CDAI.  

B. An electronic RAPID3 (eRAPID3)
Widespread adoption of an electronic 
health record (EHR), and evidence of 
the value of RAPID3 in clinical trials 
and clinical care (8) has led to devel-
opment of a number of versions of an 
electronic RAPID3 (eRAPID3). An 
eRAPID3 enhances opportunities for 
the convenience of a patient competing 
a RAPID3 at home or any site. At the 
same time, complexities in design and 
use of an eRAPID3 are recognised, as 
discussed below:

1. An eRAPID3 is not necessarily more 
efficient than a paper version. Scoring a 
paper RAPID3 requires approximately 
5 seconds (12) – less time than several 
iphone Apps observed by the author.  
These Apps are advantageous in their 
capacity to calculate the score; how-
ever, more time is expended entering 
data vs. calculating the score. Even if an 
additional 5–10 seconds are needed to 
enter individual components and RAP-
ID3 scores from a paper version into 
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an EMR, the total professional time is 
likely to be less than for an eRAPID3.

2. An eRAPID3 should incorporate how 
the scores might be managed so that a 
physician or other health professional 
will have the information to improve 
care and outcomes for the patient. Un-
fortunately, many eRAPID3 versions 
do not include management strategies 
beyond the patient’s computer or de-
vice. An eRAPID3 can add to burdens of 
workflow in clinical care, without adding 
meaningfully to doctor-patient commu-
nication, if a strategy to convey scores 
in a feasible manner to the appropriate 
health professional is not included. 

3. Flowsheets to monitor status over 
time increase the value of RAPID3 
considerably, particularly in the mid-
range of scores from about 6–12. Many 
eRAPID3 versions, however, do not in-
clude provision for flowsheets. A paper 
flowsheet to monitor RAPID3 scores 
is far more useful for clinical care, its 
original purpose, than a single eRA-
PID3 score.

4. RAPID3 scores may be elevated on 
the basis of patient problems other than 
inflammation, notably joint or other 
organ damage and/or distress based on 
fibromyalgia, depression, etc., with no 
evidence of inflammation or substantial 
joint damage. RAPID3 functions very 
well in clinical trials in which patients 
are selected for the absence of exten-
sive joint damage or fibromyalgia. The 
problem of high index scores due to 
damage or distress with little inflamma-
tion affects not only RAPID3, but any 
index that includes a patient global as-
sessment and tender joint count, as seen 
for CDAI, DAS28, and all widely-used 
RA indices (8). 

5. The full MDHAQ provides consid-
erable information concerning possible 
damage and distress, which may help to 
explain poor responses to therapies (55), 
and adds little extra effort for the patient 
and none for the health professional. A 
patient requires about 5–10 minutes to 
complete a full MDHAQ (not the new 
patient version) (8) which includes 
RAPID3, versus about 2–5 minutes for 

RAPID3 only. Patients generally wait 
10 minutes to see a rheumatologist, so a 
full MDHAQ, which can provide clues 
to fibromyalgia which are not available 
from only RAPID3  (56-58), adds mini-
mal burden for the patient while provid-
ing considerable incremental informa-
tion to facilitate doctor-patient commu-
nication and documentation that might 
require 10 minutes of professional time.  

6. The capacity to exchange data seam-
lessly with an electronic medical re-
cord (EMR), using Health Level Seven 
(HL7) standards like FHIR (Fast Health 
Interoperability Resources) and innova-
tive open platforms like SMART (Sub-
stitutable Medical Apps, Reusable Tech-
nology) (8), greatly enhances the value 
of an eRAPID3. Very few eRAPID3 
versions, however, include this capacity. 
Implementation of HL7 and SMART on 
FHIR requires collaboration with EMR 
vendors, and rheumatology often is not 
a priority for EMR activities.

7. Multiple varied IT platforms of an 
eRAPID3 have been developed, per-
petuating a major limitation of the EMR 
in general (59), and neglecting a major 
opportunity of information technology 
to pool data for improvement of patient 
care and outcomes. The same platform 
could facilitate pooling of scores from 
multiple sites, even without HL7 and 
SMART on FHIR. Such information 
could be invaluable if, say, 500 rheu-
matologists collect data concerning rare 
diseases such as systemic sclerosis and 
vasculitis with a common eRAPID3 
data platform.

8. Most eRAPID3 versions seen by 
the author do not include other value-
added features of an  electronic MD-
HAQ/RAPID3 described elsewhere in 
this volume (8). These features include 
a report of the patient’s full medical 
history on an MDHAQ to a doctor in 
a medical record format, to be entered 
directly into an EMR without typing or 
dictation (saving 5–15 minutes for the 
doctor). Another report is available to 
the patient in a patient-friendly format 
to update and correct medical history 
information for future visits. Other fea-
tures include a patient-controlled, pass-

word-protected website for the patient 
to store her/his MDHAQ medical his-
tory information, so the patient could 
provide intake questionnaire informa-
tion to any doctor without completing 
different questionnaires at each differ-
ent setting.  Although these features are 
not easily implemented immediately 
without HL7 and SMART on FHIR, the 
future capacity to introduce them is not 
found in most eRAPID3 versions. 

9. While an index is required to com-
pare individual patients for status and 
change in status as individual patients, 
single scores of components of indi-
ces function more effectively than the 
index itself as prognostic markers. For 
example, functional status on an MD-
HAQ is the most significant predictor 
of severe RA outcomes of mortality and 
work disability, more significant than 
pain, global estimate, laboratory tests 
or radiographs (8, 60). RAPID3 scores 
dilute the prognostic value of physical 
function in prognosis. The 3 component 
scores should be reported in addition to 
RAPID3, but some eRAPID3 versions 
do not include this feature. 
 
10. Some eRAPID3 versions are con-
siderably more user-friendly and work-
flow-friendly than others. All electronic 
versions of RAPID3 are not identical in 
providing meaningful advances for pa-
tient care, just as seen with EMRs, web-
sites, and any electronic media.In one 
case, RAPID3 was scored incorrectly, 
which would prevent accurate compari-
sons to other sites, even with an EMR 
interface and HL7 and SMART on 
FHIR (which are not available in this 
version anyway).    

11. A RheuMetric physician checklist 
adds considerably to interpret RAPID3, 
by including 4 0–10 physician global 
visual analoue scale (VAS) estimates 
for overall global status, and 3 sub-
scale estimates for degree of reversible 
findings – inflammation, infection, ir-
reversible signs – organ damage, and 
distress – fibromyalgia, depression, hy-
pochondriasis, etc. (61, 62). Quantita-
tive interpretation of RAPID3 scores is 
enhanced considerably by availability 
of RheuMetric data. 
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The above 11 caveats suggest that 
while an electronic RAPID3 can pro-
vide valuable opportunities, careful 
analysis of complexities of implemen-
tation should be considered. An eRAP-
ID3 is not necessarily an advance. The 
author suggests consideration of a full 
MDHAQ, a RheuMetric rheumatolo-
gist checklist, and flow sheets, to pro-
vide considerable further clinical value 
for electronic versions of RAPID3. 

References
  1.	PINCUS T, BERGMAN MJ, YAZICI Y: RAP-

ID3-an index of physical function, pain, and 
global status as “vital signs” to improve care 
for people with chronic rheumatic diseases. 
Bull NYU Hosp Jt Dis 2009; 67: 211-25.

  2.	PINCUS T, SWEARINGEN CJ, BERGMAN M, 
YAZICI Y: RAPID3 (Routine Assessment of 
Patient Index Data 3), a rheumatoid arthritis 
index without formal joint counts for routine 
care: proposed severity categories compared 
to disease activity score and clinical disease 
activity index categories. J Rheumatol 2008; 
35: 2136-47.

  3.	PINCUS T: Pain, function, and RAPID scores: 
vital signs in chronic diseases, analogous to 
pulse and temperature in acute diseases and 
blood pressure and cholesterol in long-term 
health. Bull NYU Hosp Jt Dis 2008; 66: 155-
65.

  4.	PINCUS T, SOKKA T, KAUTIAINEN H: Further 
development of a physical function scale on 
a MDHAQ [corrected] for standard care of 
patients with rheumatic diseases. J Rheuma-
tol 2005; 32: 1432-9.

  5.	PINCUS T, SWEARINGEN C, WOLFE F: To-
ward a multidimensional Health Assessment 
Questionnaire (MDHAQ): assessment of ad-
vanced activities of daily living and psycho-
logical status in the patient-friendly health 
assessment questionnaire format. Arthritis 
Rheum 1999; 42: 2220-30.

  6.	PINCUS T, CASTREJON I: MDHAQ/RAPID3 
Scores: Quantitative Patient History Data in 
a Standardized “Scientific” Format for Opti-
mal Assessment of Patient Status and Qual-
ity of Care in Rheumatic Diseases. Bull NYU 
Hosp Jt Dis 2011; 69: 201-14.

  7.	PINCUS T, MACLEAN R, YAZICI Y, HAR-
RINGTON JT: Quantitative measurement of 
patient status in the regular care of patients 
with rheumatic diseases over 25 years as a 
continuous quality improvement activity, 
rather than traditional research. Clin Exp 
Rheumatol 2007; 25 (6 Suppl. 47): 69-81.

  8.	PINCUS T: Electronic multidimensional 
health assessment questionnaire (eMDHAQ): 
past, present and future of a proposed single 
data management system for clinical care, re-
search, quality improvement, and monitoring 
of long-term outcomes. Clin Exp Rheumatol 
2016; 34 (Suppl. 101): S17-33.

  9.	BOERS M, TUGWELL P: The validity of 
pooled outcome measures (indices) in rheu-
matoid arthritis clinical trials. J Rheumatol 
1993; 20: 568-74.

10.	van der HEIJDE DM, van ‘t HOF M, van RIEL 
PL, van de PUTTE LB: Validity of single vari-
ables and indices to measure disease activity 
in rheumatoid arthritis. J Rheumatol 1993; 
20: 538-41.

11.	PREVOO ML, van ‘t HOF MA, KUPER HH, van 
LEEUWEN MA, van de PUTTE LB, van RIEL 
PL: Modified disease activity scores that 
include twenty-eight-joint counts. Develop-
ment and validation in a prospective longi-
tudinal study of patients with rheumatoid 
arthritis. Arthritis Rheum 1995; 38: 44-8.

12.	PINCUS T, SWEARINGEN CJ, BERGMAN MJ et 
al.: RAPID3 (Routine Assessment of Patient 
Index Data) on an MDHAQ (Multidimen-
sional Health Assessment Questionnaire): 
agreement with DAS28 (Disease Activity 
Score) and CDAI (Clinical Disease Activity 
Index) activity categories, scored in five ver-
sus more than ninety seconds. Arthritis Care 
Res (Hoboken) 2010; 62: 181-9.

13.	PINCUS T, YAZICI Y, BERGMAN MJ: RAPID3, 
an index to assess and monitor patients with 
rheumatoid arthritis, without formal joint 
counts: similar results to DAS28 and CDAI 
in clinical trials and clinical care. Rheum Dis 
Clin North Am 2009; 35: 773-8, viii.

14.	PINCUS T, ASKANASE AD, SWEARINGEN 
CJ: A multi-dimensional health assessment 
questionnaire (MDHAQ) and routine assess-
ment of patient index data (RAPID3) scores 
are informative in patients with all rheumatic 
diseases. Rheum Dis Clin North Am 2009; 
35: 819-27, x.

15.	PINCUS T: Can RAPID3, an index without 
formal joint counts or laboratory tests, serve 
to guide rheumatologists in tight control of 
rheumatoid arthritis in usual clinical care? 
Bull NYU Hosp Jt Dis 2009; 67: 254-66.

16.	PINCUS T: Is a self-report RAPID3 score a 
reasonable alternative to a DAS28 in usual 
clinical care? J Clin Rheumatol 2009; 15: 
215-7.

17.	PINCUS T, FURER V, KEYSTONE E, YAZICI 
Y, BERGMAN MJ, LUIJTENS K: RAPID3 
(Routine Assessment of Patient Index Data 
3) severity categories and response criteria: 
Similar results to DAS28 (Disease Activity 
Score) and CDAI (Clinical Disease Activity 
Index) in the RAPID 1 (Rheumatoid Arthri-
tis Prevention of Structural Damage) clinical 
trial of certolizumab pegol. Arthritis Care 
Res (Hoboken) 2011; 63: 1142-9.

18.	PINCUS T, YAZICI Y, CASTREJON I: Pragmat-
ic and Scientific Advantages of MDHAQ/ 
RAPID3 Completion by All Patients at All 
Visits in Routine Clinical Care. Bull NYU 
Hosp Jt Dis 2012; 70 (Suppl. 1): 30-6.

19.	CASTREJON I, BERGMAN MJ, PINCUS T: 
MDHAQ/RAPID3 to recognize improve-
ment over 2 months in usual care of patients 
with osteoarthritis, systemic lupus erythema-
tosus, spondyloarthropathy, and gout, as well 
as rheumatoid arthritis. J Clin Rheumatol 
2013; 19: 169-74.

20.	PINCUS T: RAPID3, an index of only 3 pa-
tient self-report core data set measures, but 
not ESR, recognizes incomplete responses to 
methotrexate in usual care of patients with 
rheumatoid arthritis. Bull Hosp Jt Dis (2013) 
2013 ;71: 117-20.

21.	CASTREJON I, PINCUS T, WENDLING D, 

DOUGADOS M: Responsiveness of a simple 
RAPID-3-like index compared to disease-
specific BASDAI and ASDAS indices in 
patients with axial spondyloarthritis. RMD 
Open 2016; 2: e000235.

22.	ALETAHA D, SMOLEN J: The Simplified Dis-
ease Activity Index (SDAI) and the Clinical 
Disease Activity Index (CDAI): a review of 
their usefulness and validity in rheumatoid 
arthritis. Clin Exp Rheumatol 2005; 23 (Sup-
pl. 39): S100-8.

23.	FRIES JF, SPITZ P, KRAINES RG, HOLMAN 
HR: Measurement of patient outcome in ar-
thritis. Arthritis Rheum 1980; 23: 137-45.

24.	PINCUS T, YAZICI Y, BERGMAN M: A prac-
tical guide to scoring a Multi-Dimensional 
Health Assessment Questionnaire (MD-
HAQ) and Routine Assessment of Patient 
Index Data (RAPID) scores in 10-20 seconds 
for use in standard clinical care, without rul-
ers, calculators, websites or computers. Best 
Pract Res Clin Rheumatol 2007; 21: 755-87.

25.	PINCUS T, OLIVER AM, BERGMAN MJ: How 
to collect an MDHAQ to provide rheumatol-
ogy vital signs (function, pain, global status, 
and RAPID3 scores) in the infrastructure of 
rheumatology care, including some miscon-
ceptions regarding the MDHAQ. Rheum Dis 
Clin North Am 2009; 35: 799-812, x.

26.	GOLDSMITH CH, SMYTHE HA, HELEWA A: 
Interpretation and power of a pooled index. 
J Rheumatol 1993; 20: 575-8.

27.	PINCUS T, SOKKA T: Complexities in the 
quantitative assessment of patients with 
rheumatic diseases in clinical trials and clini-
cal care. Clin Exp Rheumatol 2005; 23 (Sup-
pl. 39): S1-9.

28.	PINCUS T, YAZICI Y, SOKKA T: Complexi-
ties in assessment of rheumatoid arthritis: 
absence of a single gold standard measure. 
Rheum Dis Clin North Am 2009; 35: 687-97, 
v.

29.	CASTREJON I, MCCOLLUM L, TANRIOVER 
MD, PINCUS T: Importance of patient his-
tory and physical examination in rheumatoid 
arthritis compared to other chronic diseases: 
Results of a physician survey. Arthritis Care 
Res (Hoboken) 2012; 64: 1250-5.

30.	WEED LL: Medical records that guide and 
teach. N Engl J Med 1968; 278: 652-7 concl.

31.	PINCUS T: Are patient questionnaire scores 
as “scientific” as laboratory tests for rheuma-
tology clinical care? Bull NYU Hosp Jt Dis 
2010; 68: 130-9.

32.	PINCUS T, CASTREJON I: Are patient self-
report questionnaires as “scientific” as bio-
markers in “treat-to-target” and prognosis in 
rheumatoid arthritis? Curr Pharm Des 2015; 
21: 241-56.

33.	DECKER JL: American Rheumatism Asso-
ciation nomenclature and classification of 
arthritis and rheumatism (1983). Arthritis 
Rheum 1983; 26: 1029-32.

34.	FUCHS HA, BROOKS RH, CALLAHAN LF, 
PINCUS T: A simplified twenty-eight-joint 
quantitative articular index in rheumatoid 
arthritis. Arthritis Rheum 1989; 32: 531-7.

35.	FUCHS HA, PINCUS T: Reduced joint counts 
in controlled clinical trials in rheumatoid ar-
thritis. Arthritis Rheum 1994; 37: 470-5.

36.	PINCUS T, SCHUR PH, ROSE JA, DECKER 
JL, TALAL N: Measurement of serum DNA-



S-53

Electronic RAPID3 / T. Pincus

binding activity in systemic lupus erythema-
tosus. N Engl J Med 1969; 281: 701-5.

37.	NICASSIO PM, WALLSTON KA, CALLAHAN 
LF, HERBERT M, PINCUS T: The measure-
ment of helplessness in rheumatoid arthritis. 
The development of the arthritis helplessness 
index. J Rheumatol 1985; 12: 462-7.

38.	CALLAHAN LF, BROOKS RH, SUMMEY JA, 
PINCUS T: Quantitative pain assessment for 
routine care of rheumatoid arthritis patients, 
using a pain scale based on activities of daily 
living and a visual analog pain scale. Arthri-
tis Rheum 1987; 30: 630-6.

39.	FRASER AD, van KUIJK AW, WESTHOVENS R 
et al.: A randomised, double blind, placebo 
controlled, multicentre trial of combination 
therapy with methotrexate plus ciclosporin 
in patients with active psoriatic arthritis. Ann 
Rheum Dis 2005; 64: 859-64.

40.	COATES LC, FitzGERALD O, GLADMAN DD et 
al.: Reduced joint counts misclassify patients 
with oligoarticular psoriatic arthritis and miss 
significant numbers of patients with active 
disease. Arthritis Rheum 2013; 65: 1504-9.

41.	PINCUS T, SEGURADO OG: Most visits of 
most patients with rheumatoid arthritis to 
most rheumatologists do not include a for-
mal quantitative joint count. Ann Rheum Dis 
2006; 65: 820-2.

42.	ANDERSON J, CAPLAN L, YAZDANY J et al.: 
Rheumatoid arthritis disease activity meas-
ures: American College of Rheumatology 
recommendations for use in clinical practice. 
Arthritis Care Res (Hoboken) 2012; 64: 640-
7.

43.	SOKKA T, PINCUS T: Joint counts to assess 
rheumatoid arthritis for clinical research and 
usual clinical care: advantages and limita-
tions. Rheum Dis Clin North Am 2009; 35: 
713-22, v-vi.

44.	PINCUS T: Advantages and limitations of 
quantitative measures to assess rheumatoid 
arthritis: joint counts, radiographs, labora-
tory tests, and patient. Bull NYU Hosp Jt Dis 
2006; 64: 32-9.

45.	UHLIG T, KVIEN TK, PINCUS T: Test-retest 
reliability of disease activity core set meas-
ures and indices in rheumatoid arthritis. Ann 
Rheum Dis 2009; 68: 972-5.

46.	TURCHETTI G, SMOLEN JS, KAVANAUGH 
A, BRAUN J, PINCUS T, BOMBARDIERI S:   
Treat-to-target in rheumatoid arthritis: clini-

cal and pharmacoeconomic considerations. 
Introduction. Clin Exp Rheumatol 2012; 30 
(Suppl. 73): S1.

47.	SMOLEN JS, ALETAHA D, BIJLSMA JW et al.: 
Treating rheumatoid arthritis to target: rec-
ommendations of an international task force. 
Ann Rheum Dis 2010; 69: 631-7.

48.	PINCUS T, CHUNG C, SEGURADO OG, AM-
ARA I, KOCH GG: An index of patient re-
ported outcomes (PRO-Index) discriminates 
effectively between active and control treat-
ment in 4 clinical trials of adalimumab in 
rheumatoid arthritis. J Rheumatol 2006; 33: 
2146-52.

49.	PINCUS T, AMARA I, SEGURADO OG, BERG-
MAN M, KOCH GG: Relative efficiencies of 
physician/assessor global estimates and pa-
tient questionnaire measures are similar to 
or greater than joint counts to distinguish 
adalimumab from control treatments in rheu-
matoid arthritis clinical trials. J Rheumatol 
2008; 35: 201-5.

50.	PINCUS T, BERGMAN MJ, YAZICI Y, HINES 
P, RAGHUPATHI K, MacLEAN R: An index 
of only patient-reported outcome measures, 
routine assessment of patient index data 
3 (RAPID3), in two abatacept clinical tri-
als: similar results to disease activity score 
(DAS28) and other RAPID indices that in-
clude physician-reported measures. Rheuma-
tology (Oxford) 2008; 47: 345-9.

51.	PINCUS T, HINES P, BERGMAN MJ, YAZICI 
Y, ROSENBLATT LC, MacLEAN R: Proposed 
severity and response criteria for Routine As-
sessment of Patient Index Data (RAPID3): 
results for categories of disease activity and 
response criteria in abatacept clinical trials.   
J Rheumatol 2011; 38: 2565-71.

52.	PINCUS T, ZELINGER D, BOLCE RJ: High/
moderate versus low activity/remission 
patient proportions are similar according 
to DAS28 (disease activity score), CDAI 
(clinical disease actviity index) and RAPID3 
(routine assessment of patient index data) in 
ATTRACT and ASPIRE Infliximab (INFX) 
clinical trials in patients with rheumatoid ar-
thritis (RA) [abstract]. Ann Rheum Dis 2009; 
68 (Suppl. 3): 433.

53.	PINCUS T, RICHARDSON B, STRAND V, 
BERGMAN MJ: Relative efficiencies of the 7 
rheumatoid arthritis Core Data Set measures 
to distinguish active from control treatments 

in 9 comparisons from clinical trials of 5 
agents. Clin Exp Rheumatol 2014; 32 (Suppl. 
85): S47-54.

54.	BERGMAN MJ, REISS W, CHUNG C, WONG P, 
TURPCU A: Composite Indices Using 3 or 4 
Components of the Core Data Set Have Sim-
ilar Predictive Ability to Measure Disease 
Activity in RA: Evidence from the DANC-
ER and REFLEX Studies. Autoimmune Dis 
2013; 2013: 367190.

55.	TYMMS K, ZOCHLING J, SCOTT J et al.:    
Barriers to optimal disease control for rheu-
matoid arthritis patients with moderate and 
high disease activity. Arthritis Care Res 
(Hoboken) 2014; 66: 190-6.

56.	CALLAHAN LF, PINCUS T: A clue from a self-
report questionnaire to distinguish rheuma-
toid arthritis from noninflammatory diffuse 
musculoskeletal pain. The P-VAS:D-ADL 
ratio. Arthritis Rheum 1990; 33: 1317-22.

57.	DeWALT DA, REED GW, PINCUS T: Further 
clues to recognition of patients with fibro-
myalgia from a simple 2-page patient multi-
dimensional health assessment questionnaire 
(MDHAQ). Clin Exp Rheumatol 2004; 22: 
453-61.

58.	PINCUS T, HASSETT AL, CALLAHAN LF: 
Clues on the MDHAQ to identify patients 
with fibromyalgia and similar chronic pain 
conditions. Rheum Dis Clin North Am 2009; 
35: 865-9, xii.

59.	WACHTER RM: The Digital Doctor: Hope, 
Hype, And Harm At The Dawn Of Medi-
cine’s Computer Age. New York: McGraw-
Hill Education; 2015, 330 pages.

60.	SOKKA T, ABELSON B, PINCUS T: Mortality 
in rheumatoid arthritis: 2008 update. Clin Exp 
Rheumatol 2008; 26 (Suppl. 51): S35-61.

61.	BERGMAN MJ, CASTREJON I, PINCUS T: 
RHEUMDOC: a one-page RHEUMatology 
DOCtor form with four physician global esti-
mates for overall status, inflammation, dam-
age, and symptoms based on neither inflam-
mation nor damage. Bull Hosp Jt Dis (2013). 
2014; 72: 142-7.

62.	CASTREJON I, GIBSON KA, BLOCK JA, 
EVERAKES SL, JAIN R, PINCUS T: RheuMet-
ric a physician checklist to record patient 
levels of inflammation, damage and distress 
as quantitative data rather than as narrative 
impressions. Bull Hosp Jt Dis (2013). 2015; 
73: 178-84.


