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ABSTRACT

A patient history generally provides the
most important information in diagnosis
and management of patients with most
rheumatic diseases, including osteoar-
thritis (OA). Patient history components
can be expressed as quantitative, struc-
tured, “scientific” data, rather than
“subjective” narrative descriptions, us-
ing patient self-report questionnaires.
The Western Ontario McMaster (WOM-
AC) questionnaire is used in all OA clin-
ical trials, and the health assessment
questionnaire (HAQ) in all rheumatoid
arthritis (RA) clinical trials, as “dis-
ease-specific” questionnaires. However,
both questionnaires include scores for
physical function function and pain;
physical function scores are correlated
highly significantly at r=0.78 in both RA
and OA patients, while WOMAC pain
scores are correlated with HAQ visual
analogue scale (VAS) pain scores at
r=0.73 in OA and r=0.71 in RA. There-
fore, the WOMAC and HAQ may be
regarded as largely “generic” question-
naires, at least for people with arthritis.
Since it is not feasible to ask patients
with different diagnoses to complete dif-
ferent care questionnaires in busy clini-
cal settings, a single multidimensional
HAQ (MDHAQ), derived from the HAQ
and largely similar and informative in
all rheumatic diseases, has been used in
all rheumatology patients in several set-
tings. The MDHAQ also has been incor-
porated into two OA clinical trials, with
virtually identical results to the WOM-
AC. In routine clinical care, MDHAQ
scores have documented that the disease
burden of OA is comparable to RA in
terms of scores for pain, physical func-
tion, and RAPID3 (routine assessment
of patient index data) an index of pain,
function and patient global assessment.
Further observations indicate capacity

of the MDHAQ to recognise fibromy-
algia similarly to formal fibromyalgia
criteria, as well as the ineffectiveness of
opioids in OA, and similar prevalence
of depression and other psychological
issues in OA to RA. These findings also
illustrate the value of a database of MD-
HAQ data for retrospective analysis of
serendipitous observations from routine
clinical care.

Introduction

A patient history generally provides the
most important information in diagnosis
and management of patients with most
rheumatic diseases. In a survey of 313
physicians (154 rheumatologists and
159 primary care physicians), rheuma-
toid arthritis (RA) was the only disease
among 8 for which a patient history
among 5 elements of a clinical encoun-
ter — the others were vital signs, physical
examination, laboratory tests, and ancil-
lary studies — was noted to account for
50% of clinical decisions in diagnosis
and management (1). [Hypertension was
dominated by vital signs, diabetes and
hyperlipidaemia by laboratory tests, and
pulmonary fibrosis, ulcerative colitis,
congestive heart failure and lymphoma
by ancillary studies (1)].

Osteoarthritis (OA) was not included
in the physician survey (1). Nonethe-
less, patient history information may
be even more prominent in the man-
agement of OA than of RA for at least 2
reasons: a) Most people develop radio-
graphic OA with aging, which often is
asymptomatic (2) or not explanatory of
patients symptoms, as seen with radio-
graphic changes in the cervical spine in
patients with fibromyalgia. b) No bio-
marker has been shown to be informa-
tive in routine patient management of
OA (3), while biomarkers are of value
in management of some patients with
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RA. Of course, biomarkers clearly are
required to better understand pathogen-
esis and develop new treatments for all
rheumatic (and other) diseases, but are
quite limited at this time to recognise
clinical improvement or worsening in
OA (3) [and overrated in RA (4, 5)].
The patient history traditionally has
been regarded as “subjective,” and less
informative than physician-generated
and high-technology ‘“objective” data
(6). However, patient history informa-
tion may be transformed from narrative
descriptions to quantitative, protocol-
driven data as scores on patient self-
report questionnaires (7, 8). This pro-
cess applies the “scientific method,” the
basis for modern medical care, to com-
ponents of the patient history. Patient
self-report questionnaire scores provide
“scientific” data, similar to laboratory
tests, but as informative and often more
informative for clinical decisions in di-
agnosis and management (1, 7).

Patient self-report questionnaire physi-
cal function scores and comorbidities
are significant prognostic variables for
mortality in OA (9), as in RA (10), re-
flecting clinical similarities of OA and
RA (11-13), as discussed in detail in
another article in this supplement (13).
Poor physical function scores are as
significant as smoking to predict pre-
mature mortality in an elderly normal
population (14). Improvement of physi-
cal function may be regarded as an
important public health agenda, more
amenable to change than smoking ces-
sation and weight control, for which
the rheumatology community may be
an important source of information and
advocacy.

Many patient questionnaires have
been developed over the last 30 years
initially as “disease-specific” instru-
ments for assessment of RA, OA, and
other conditions. The health assessment
questionnaire (HAQ) was developed to
assess RA (15) and the Western Ontario
McMaster Universities Osteoarthritis
Index (WOMAC) questionnaire was
developed to assess OA (16) as disease-
specific questionnaires. Both question-
naires include 2 scores for physical
function and pain among 3 measures;
the third score is a patient global as-
sessment on the HAQ and stiffness on
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the WOMAC. The WOMAC has been
incorporated into most OA clinical tri-
als and clinical research, and the HAQ
into most RA clinical trials and clinical
research over the last 3 decades.
Although developed as “disease-spe-
cific” patient questionnaires, scores for
WOMAC function and HAQ function
are correlated highly significantly at
r=0.78 in both RA and OA patients, and
WOMAC pain scores with HAQ visual
analogue scale (VAS) pain scores at
r=0.73 in OA and r=0.71 in RA (17).
These correlations are quite high for
any two clinical measures [for refer-
ence, a correlation of erythrocyte sedi-
mentation rate (ESR) with C-reactive
protein (CRP), two biomarkers that are
often used interchangeably in RA clini-
cal trials is 0.50 (18)]. The data indicate
“generic” properties of the WOMAC
and HAQ in patients with many rheu-
matic diseases (19), a property that
appears to apply to derivatives of the
HAQ, such as HAQii (20) and mul-
tidimensional HAQ (MDHAQ) (21-
23) (which are largely identical to the
HAQ other than some physical func-
tion items). Furthermore, the results
of two OA clinical trials indicate virtu-
ally identical results according to the
MDHAQ and WOMAC (24, 25). The
MDHAQ, as well as the HAQ, appears
informative in all rheumatic diseases in
which it has been studied (23, 26-29),
including in OA (13).

This review presents 3 sections: a) A
summary of 3 patient questionnaires
used in OA research, the WOMAC,
used in all OA clinical trials and most
OA clinical research, as well as the
HAQ, used in all RA clinical trials and
most RA clinical research, and MD-
HAQ, used in routine care for most re-
ported evidence that disease burden in
OA is similar in OA and RA (11, 12,
29). b) Data from clinical trials which
illustrate the value of the MDHAQ to
assess and monitor patients with OA
(24-26). ¢) Some further applications of
the MDHAQ in routine care to recog-
nise similar burden of disease in OA and
RA (11-13), clues to fibromyalgia (30),
the relative ineffectiveness of opioids in
OA (31), and similar prevalence of de-
pression and other psychological issues
in OA and RA (21).

MDHAQ in osteoarthritis / T. Pincus et al.

L. Self-report questionnaires
widely-used in clinical trials,

clinical research and clinical

care of patients with OA

A brief description of questionnaires
which have been used in clinical trials,
clinical research, and clinical care of
patients with OA, the WOMAC, HAQ,
and MDHAAQ, is presented below (Figs.
1-3, Table I):

a. Western Ontario and McMaster
Universities Osteoarthritis Index
(WOMAC)

The WOMAC (16) (Fig. 1, Table I) was

reported in 1988 and has become the

“gold standard” for assessment of pa-

tients with OA. The WOMAC scores 3

dimensions: pain, stiffness, and physi-

cal function with 5, 2, and 17 queries,
respectively. A Likert version of the

WOMAC is rated on an ordinal scale

of 0 to 4, with lower scores indicating

lower levels of symptoms or physical
disability. Each subscale is summated

to a maximum score of 20, 8, and 68,

respectively.

An index score or global score may be

calculated by summing the scores for

the 3 subscales. A visual analogue scale

(VAS) version of the WOMAC is also

available, as in Figure 1. The question-

naire is self-administered, requires about

5 to 10 minutes to complete, and has

been translated into many languages.

b. The health assessment
questionnaire (HAQ)

The health assessment questionnaire
(HAQ) (15) (Fig. 2, Table 1) was re-
ported in 1980, and has been incor-
porated into almost all clinical trials
and most clinical research in RA over
the last 3 decades. The HAQ physical
function scale includes 20 activities
of daily living (ADL), grouped into 8
categories of 2 or 3 each, scored on a
0-3 scale (0 = without any difficulty, 1
= with some difficulty, 2 = with much
difficulty, 3 = unable to do). The physi-
cal function score is the mean 0-3 score
of the highest ADL score for each of
the 8 categories, termed the HAQ dis-
ability index (HAQ-DI).

The short, or 2-page HAQ comprises
only the HAQ-DI and two 0-10 cm vis-
ual analogue scales (VAS) for pain and
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MDHAQ in

WOMAC Osteoarthritis Index (R745)

We are interested in the amount of pain, stiffness, and the difficulty in physical function that you are currently
experiencing from your arthritis. Please give your answers by putting a mark on the horizontal line. If you put your
mark at the left-hand end of the line, then you are indicating that you have no pain. If you place your mark at the
right-hand end of the line, then you are indicating that your pain is extreme.

1. The following questions concern the amount of pain you currently experience in your hips or knees. FOR OFFI!
For each situation, please enter the amount of pain that you have experienced in the last 48 hours. USE ONLY

How much pain do you have?
a. Walking on a flat surface. No | | Extreme
Painl 1 Pain
1a
b. Going up or down stairs. No | | Extreme
Pain 1 Pain 1b
c. Atnight while in bed. No | | Extreme
Pain! 1 pain 1c
d. Sitting or lying. No | | Extreme
Pain! ! Pain 1d
©. Standing upright No | | Extromo
Pain | 1 Pain o
2. The following questions concern the amount of joint stiffness (not pain) you have
experienced in the last 48 hours In your hips or knees. Stiffness is a sensation of restriction
or slowness in the ease with which you move your joints.
f. How severe is your stifiness after first awakening in the moming?
No | | Extreme
Stiffness | 1 Stiffness —
g. How severe is your stifiness after sitting, lying, or resting later in the day? 2
No | Extreme
Stiffness I 1 stiffness
2
3. The following questions concern your physical function. By this we mean your ability to move
around and to look after yourself. For each of the following activities, please indicate the degree
of difficulty you have experienced from arthritis of the hips or knees in the last 48 hours.
h. Desconding stairs. No | | Extromo
Difficutty | 1 Difficulty
3h
i Ascending stairs. No | | Exteme [ ——
Difficulty T | Difficulty 3
i
j. Rising from sitting. No | | Extreme
Difficulty I 1 Difficulty N
k. Standing. No | | Extromo
Difficulty ' 1 Difficulty -

Copyright 1982: Dr. Nicholas Bellamy. All rights reserved.
PLEASE TURN TO THE OTHER SIDE ]

WOMAC Osteoarthritis Index (continued) FOR OFFICEH
USE ONLY
I. Bending to floor. No| | Extreme
Difficulty | | Difficulty
3
m. Walking on flat surface. No | | Extreme
Difficulty | | Difficulty
3m
n. Getting in/out of car. No | | Extreme
Difficulty | | Difficulty 3n
0. Going shopping No | | Extreme
Difficulty | 1 Difficulty | —55—
p. Putting on socks/ No | | Extreme
Difficulty I I Difficulty | —35—
q. Rising from bed No | | Extreme
Difficulty [ I Diffiulty | —3—
. Teking off socks/ No | | Extreme | ——
stockings. Difficulty | | Difficulty N,
s. Lying in bed. No | Extremo —_—
Difficulty | | Difficulty
3s
t. Getting in‘out of bath No | | Extreme
Difficulty T 1 Difficulty |
3t
u. Sitting. No | | Extreme _
Difficulty [ 1 Difiiculty
3u
v. Getting on/off toilet. No | | Extreme
Difficulty I 1 Difficulty
3v
w. Heavy domestic duties. No | | Extreme
Difficulty I 1 Difficulty
3w
x. Light domestic duties. No | | Extreme
Difficulty T 1 Difficulty
av
Now we would like you to think again about each of the above symptoms which you have just rated. Then select
one pain item, one stiffness item, and one physical function item which are most important to you. Indicate
your selections by circling the appropriate item b to select only one pain item, one stiffness
item, and one physical function item. Thank you.
Copyright 1982: Dr. Nicholas Bellamy. All rights reserved.
Patient Name: Date: Doctor: (R745)

Fig. 1. WOMAC osteoarthritis index used in all clinical trials in patients with osteoarthritis.
Source: ref. (16) Bellamy et al.: Validation study of WOMAC: a health status instrument for measuring clinically important patient relevant outcomes to anti-

rheumatic drug therapy in patients with osteoarthritis of the hip or knee.

WOMAC queries may be presented to patients as a Lickert scale or visual analogue scale (VAS). This version involves VAS.

HEALTH ASSESSMENT QUESTIONNAIRE (R621-HAQ-2)

Please check the response which best describes your usual abilities OVER THE PAST WEEK:

Without ~ With SOME  With MUCH  UNABLE To
ANY Difficulty Difficulty

Difficulty
DRESSING & GROOMING
Are you able Lo
Dress yoursell, ncluding tying shoelaces and [1] 1 2 3
doing buttons?
Shampoo your han? (1] 1 2 3
ARISING
Are you able to
Stand up from a straght chaw? o 1 2 3
Getin and out of bed? o 1 2 3
EATING
Are you able ta
= Cut your meat? 1] 1 2 3
- Lift & full cup or glass 1o your mouth? ] 1 2 3
- Open a new milk carton? o 1 2 3
WALKING
Are you able to.
Walk outdoors on flat ground? o 1 2 3
Climb up five steps? o 1 2 3

Please check any AIDS OR DEVICES that you usually use for any of these activities:

Cane Devices used for dressing (button hook, zipper pull,
long-handled shoe hom, etc.)

Walker Built up or special utensils

Crutches Special or built up chair

Wheelchair Other (Specify. }

Please check any categories for which you usually need HELP FROM ANOTHER PERSON:

Dressing and Grooming Eating
Arising ‘Walking

Considering all the ways in which illness and health conditions may affect you at this
time, please indicate below how you are doing:

VERY VERY
WELL FOORLY

Fig. 2. Health Assessment Questionnaire (HAQ). Source: ref. (15) Fries et al.:

Please check the response which best describes your usual abilities OVER THE PAST WEEK

Without With SOME ~ With MUCH UNABLE T|
ANY Difficulty Difficulty Do
Difficulty
HYGIENE
Are you able 1o
Wash and dry your body? (1] 1 2
- Take a tub bath? o 1 2
Get on and off the toilet? 0 1 2
REACH
Are you able to
Reach and get down a 5 pound object (such as 0 1 2
a bag of sugar) from just above your head?
Bend down to pick up clothing from the floor? 1] 1 2
GRIP
Are you able to
Open car doors? 0 1 2
- Open jars which have previously opened? 0 1 2
Turmn faucets on and ol ? 1] 1 2
ACTIVITIES
Are you able to
Run emands and shop? [1] 1 2
- Get in and out of a car? 0 1 2
Do chores such as vacuuming of yard work? 0 1 2

Please check any AIDS OR DEVICES that you usually use for any of these activities:

Raised toilet seat Bathtub bar

______Bathtub seat ___ Built up or special utensils
Jar opener (for jars previously opened) Special or built up chair
Other (Specify: )

Please check any categories for which you usually need HELP FROM ANOTHER PERSON:
Hygiene Gripping and opening things
Reach Errands and cheres
We are also interested in leaming whether or not you are affected by pain because of your illness.
How much pain have you had because of your iliness IN THE PAST WEEK?
Place a vertical (1) mark on the line to indicate the severity of the pain:

NO } SEVERE
PAIN PAIN

Measurement of patient outcome in arthritis.

S-102

Clinical and Experimental Rheumatology 2019



. Pincus et al.

MDHAQ in osteoarthritis /

MDHAQ® (Multi-Di ional Health A tQ . Please check (V) if you have experienced any of the followina gyer the last month;

1aire) (M801.04 NP2)

5.
—Feue in your throat __Paralysis of ams of legs FOR OFFICE|
__Weight gain (>10 Ibe) —_Numbness or tingfing of amis of legs | USE OMLY
This e includh i not available from blood tests, X-rays, or any source other — Weight loss (=10 Ibs) :-sm) breath __Fainting spedls TR
than you. Plaase try to answer each question, aven if you do not think it is related to you at this Feeling ckkly —Swwelling of hards 3 (0-80)
time. Try to complete h If, but if ed help, pl k. —hiadaches i the chest Swrelling of arkies
me. Iry to compl as much as you can yourselr, You ne p; please ask, There are no Unusuol fatigue __Heart pounding (palpations)  _ Swelling In other joints
right or wrong answers, Please answer exactly as you think or feel. Thank you. Swollen glands Troubie swallowing Joink pain
i —_Loss of appetite __Heartburn or stomach gas __Back pan
1. Please check () the ONE best answer for your abilities at this time: FOR OFFICE __Skin rach or hives —Stomech pain or cramps —_Neck pain
th b USE ONLY —Unusual bruising or bleeding  — Nausoa __Use of drugs not sold In stores FASTZE
Without Witl Wil UNABLE [0 o o101 Other skin probloms “Vomiting Smoaking cigarettes (6,16,16)
OVER THE LAST WEEK, were you able to: ANY SOME MUCH To Do _:)n-\-‘ hals Constipation Modo than 2 alcohobe dinks por day
Difficulty Difficulty Difficulty Y Eyes __Diewrhea __Depression - feeling blus
i i —Other eye problems Dark or bloody stools Ardety - fecling nervous
a Eoﬁ; Ecursc\fs inchuding tying shoelaces and o . » 3 :o:cmz v;:: hearing Problams with wination Problems with thinking
. R I — —Ringing In the sans Gynecological (female) problems __ Problems with mem
b, Get in and out of bed? 0 1 2 3 Stuffy nose el el e e Whn oy
c. Lift a full cup or glass to your mouth? 0 1 2 3 _i‘f‘f"ﬁ In :‘h“ mouth Losing your balance __Sewual problems
d. Walk outdoors on flat ground? 0 1 2 3 —Dry mouth Muscle pain, aches, or cramps Buming in sex organs
—_Problems with smell or taste Muscle weakness Problems with sockal activities
&. Wash and dry your entire body? 0 1 2 3 — —
f, Bend down to pick up dothing from the floer? 0 1 2 3 Please check (V) here if you have had none of the above over the last month:
8 ‘Tum reguler foucets on and olf? 0 t 2 3 6. Whe kenad In th Ing OVER THE LAST WEEK, did you feel stiff? O No [ Yes
h. Get in and out of a car, bus, train, or airplane? 0 1 2 3 - Whah you awakens * Morning e
i. Walk two miles or three kilometers, if you wish? 0 1 2 3 I[r“,r:"”””"l::‘:‘:_j'l:::I‘:\":“ 1-1’:}-::‘:’-:.1“‘““ e number ol mintes - ortours
J. Particpate in recreational activities and sports .
as you would like, if you wish? o 1+ __2 ___3 7. How do you feel TODAY compared to ONE WEEK AGO? Please check (+) only one.
k. Get a good night’s sleep? 0 11 2.2 33 | 2PNic10) O Much Better (1), O Bettor (2), U tho Same (3], O Worse (), 1 Much Worse {5) than one woek age
|. Deal with feelings of amdety or being nervous? 0o 11 22 33 8. How often do you exercise aerobically (sweating, increased hoart rate, shortriess of breath) for at least
m.Deal with feelings of depression or feeling blue? 0 1.1 22 33 onerhalf hour (30 minutos)? Please check (] only one. ’
0 3 0r mote tmes a week (3), O 1-2 tmes per week (2), [0 1-2 tmes par month (1),
2. How much pain have you had because of your condition OVER THE PAST WEEK? by 1 Do not exerciss reguiarly (0), 1 Cannct axerclss due 1o dsabilty/handicap (9)
Pleasa indicate balow how severa your pain has been: D 9. How much of a problem has UNUSUAL fatigue or tiredness been for you OVER THE PAST WEEK?
NOOOCOCOOODOOOOOOOOCOO0OOCOO0COC 0O PAINASBAD FATIGUEIS OO OO0OCOCO000CO0O00000O0O0 0O FATIGUEISA
PAIN o0 05 10 15 20 35 30 35 40 45 S0 85 60 &5 70 75 &0 &S 90 @5 1w AS IT COULD BE NOPROBLEM 0 05 10 15 20 25 30 35 40 45 50 55 &0 &5 70 75 &0 &5 90 95 10 MAJOR PROBLEM
RAPID3& 10. Over the last 6 months have you had: [Please check (\ ]
. 0 \ al 5 i(s) of arthritis or other maedication
3, Please place a check (V] in the appropriate spot to indicate the amount of pain you L] ONo QYas An eporation or naw iinass Qves  Changels) o
1 - N Oives. Medical emergency or stay overnight in hospital n.-ao Oves Change(s) of address
are having today in each of the joint areas listed below: ONo Oves A fall, broken bone, or ot ONe Oves Changels) of marital status
More Wi Moderae Severs Mone _ Mild _Moderale Severe Oho v An paortant sew sympls Ot Olves & dhuties, quit work, retived
ONo Oves Side effect(s) of any medication ONo  OYes nsurance, Medicore, etc.
2. LEFTFINGERS OO0 0O1 O2 O3 LRIGHTFINGERS OO0 O1 02 O3 |n, OMNo Oves ;rlok':\.utﬁlﬁlcs reuar Ofo Oves e o ot doctor
oo 01 ©O2 O3 oo o1 oz O3 Pleasa explain any "Yes™ answer below, or indicate any other health matter that affacts you:
cLEFTELBOW 00 O1 O2 O3 kLRIGHTELBOW D0 O1 02 03 |H8==12
d. LEFTSHOULDEROO0O O1 O2 O3 |.RIGHT SHOULDER O0 0O1 oz O3 |Ms=61-1
o LERT HIP o o1 02 O3 m. RIGHT HLP o o1 02 03 L8=316 SEX: O Female, 0 Male ETHNIC GROUP: O Astan, O Black, O Hispani, 0 White, 0 Other
L. LEFT KNEE oo o1 02 03 0. RIGHT KNEE gc D1 D2 D3 feg MARITAL STATUS: O Single, 0 Maria, O Divorcad, O Widowed, O Separated
0. LEFT ANKLE Oo O1 o2 O3 ©. RIGHT ANKLE oo 0O1 oz 03 |R=s3 Your O Ho el th ber of f school ha Jeted
our Ocoupation ____ Pleasecircle the numl years of school you have completed:
. P " - - . :
hLEFTTOES .00 01 02 03 e RGTTOES 00 01 02 03 Work Status: O Full-time, O Port-time, O Disabled 12 3 4 56 7 8 91
4. NECK oo oi o2 O3 [ BACK oe o1 o2 O3 O Homamaker, O Self-Employec, CRetired, 11012 13 14 15 16 17 18 19 20
RADAI 0 Seeidng work, O Other Please write your  weight: height: ____
b e S thdtemas botow hows you ara daumpr | o didans may sffect you st this Your Name Date of Birth P odays Date __"Me
" P ¥ e D Page 2012 Thank you for completing this questionnaire to help keep track of your medical care. M801.04NP2
VRY OO OOQO00000000Q0000000000 VERY FOR OFFICE USE ONLY: [ have reviewed the questionnsire responses
WELL 0 05 L0 L5 20 25 30 35 40 45 50 55 60 65 70 75 B0 85 90 95 10 POORLY Date: Signature.
Page 1 of 2 PLEASE TURN TO THE OTHER SIDE MB01.04 NP2 COpTghe: Mkl MGy SAAICRS 1L, Teephone BIS-475 301

Cogyright: Medical Hstory Services LLC, Telephone 615-479-5303

Fig. 3. Multi Dimensional Health Assessment Questionnaire.
Sources: ref. (21) Toward a multidimensional Health Assessment Questionnaire (MDHAQ): assessment of advanced activities of daily living and psycho-
logical status in the patient-friendly health assessment questionnaire format.
(22) Further development of a physical function scale on a MDHAQ for standard care of patients with rheumatic diseases.

patient global assessment (15). Physi-
cal function, pain, and patient global
assessment are the 3 patient self-report
measures among the 7 RA core data set
measures (32, 33). The HAQ-DI has
proven useful in routine clinical care,
and also has been translated into many
languages.

c. A multidimensional HAQ
(MDHAQ)

The MDHAQ (Fig. 3, Table I) is de-
scribed in greater detail, both because it
is less known than WOMAC and HAQ,
and because it is the instrument used in
the 2 most recent studies documenting
a similar disease burden in OA and RA
(11-13). The MDHAQ was developed
initially after introducing the HAQ
into routine clinical care in 1980, a few
weeks after publication of the HAQ,
as a possible advance for clinical care,
much as a new laboratory test.

The clinic receptionist was instructed to
ask each patient with RA to complete

Clinical and Experimental Rheumatology 2019

the HAQ in the waiting area before see-
ing the rheumatologist. It quickly be-
came apparent that the goal to have each
RA patient complete the HAQ was fea-
sible only if the receptionist requested
all patients (with any diagnosis), rather
than selected RA patients, to complete
the questionnaire. Although initially an
unexpected finding, the questionnaire
was found to be informative in patients
with all rheumatic diseases, which was
subsequently documented in later re-
ports (23,28, 34-36).

A number of changes were initiated on
the HAQ, based on the developer’s ex-
perience in developing a radio immu-
noassay for DNA antibodies (37-39),
and managing a clinical immunology
laboratory, in which minor changes
of the ionic strength or pH of a buffer
were made to improve the sensitiv-
ity and specificity of an assay without
documenting these changes. The evolu-
tion of the HAQ into the MDHAQ over
25 years from 1980-2005 differed from

most patient questionnaires such as the
WOMAC and HAQ, which resulted
from research efforts with psychomet-
ric testing prior to use (40).

Development was based on principles
of continuous quality improvement
(CQI) (40), incorporating features that
appeared useful in clinical care and
feedback from patients, rather than as
a research activity, although psycho-
metric criteria for validity and reliabil-
ity were met (21, 22), and advances in
clinical research results emerged (11-
13,28, 29, 41-45). After recognition of
physical function as far more signifi-
cant than laboratory tests or imaging
data in the prognosis of work disability
and premature mortality in RA (46-50),
it was felt appropriate to include a pa-
tient questionnaire as a requirement for
each visit, analogous to a laboratory
test used in clinical care (51). Since the
MDHAQ was developed in the clinic,
feasibility and provision of clinically-
relevant information were emphasised.
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Details of development of the MDHAQ
has been presented in several reports
(21, 22, 51-53); and features on the
MDHAQ not found on the HAQ are
summarised in Table I and below:

The physical function scale includes
10 items, 8 from the original HAQ, one
from each HAQ category, and 2 com-
plex activities, “walk 2 miles or 3 kilo-
meters,” and “participate in recreation
and sports as you would like” (21, 22);
the 10 activities are scored 0-3, with a
0-30 total function score, converted to
0-10 (21, 22). This change was made
during the 1990s, as clinical status of
rheumatology patients had improved
since the 1970s when the HAQ was
developed (21), and scores of “zero”
(floor effects) reported by 23% of pa-
tients on the MHAQ and 16% of pa-
tients on the HAQ, while function was
not entirely normal in most patients,
and a score of zero was reduced to <5%
on the MDHAQ (21).

Three mental health queries were add-
ed in the user-friendly HAQ format,
concerning sleep quality, anxiety and
depression, scored 0-3.3, rather than
0-3, to provide a 0-9.9 “psychological
HAQ” (21, 22). These items and other
features of the MDHAQ are similar
to the content of some more generic
questionnaires such as the Short Form
36 (SF-36) (54) and Patient-Reported
Outcomes Measurement Information
System (PROMIS29) (55, 56), which
include more extensive items concern-
ing psychological distress.

The VAS for pain and patient global as-
sessment were converted to visual nu-
merical scales (VNS) of 21 circles, each
numbered at 0.5 intervals, for ease of
scoring and photocopying (which often
changes slightly the length of a 10 cm
line) by a health professional (52, 57).
RAPID3 (routine assessment of patient
index data), a 0-30 composite index
of three 0—10 scales for physical func-
tion, pain, and patient global estimate
(58, 59), was developed; RAPID3 is
scored in about 5 seconds [compared to
42 seconds for the HAQ-DI (60)], and
is correlated significantly in RA with
the disease activity score (DAS28) and
clinical disease activity index (CDAI)
(59, 61).

A 0-10 fatigue VNS was added (62)
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Table I. Comparison of the Western Ontario McMaster (WOMAC), health assessment
questionnaire (HAQ), multidimensional health assessment questionnaire (MDHAQ).

Contents Features WOMAC HAQ MDHAQ
First report 1988 1980 1999
Patient completion 5-10 mins 5-10 mins 5-10 mins
Basic items # Activities of daily living 17 items 20 items 10 items
Pain 5 items 10 cm VAS 21 circle VNS
Patient global VAS No 10 cm VAS 21 circle VNS
Stiffness 2 items No Mins AM stiffness
Further items of Change in global status No No 1 week
patient status Fatigue No No 21 circles
Psychological items ~ Anxiety, No No 1 item
Depression No No 2 items
Sleep quality No No 1 item
Role items Social role No No No
Work capacity No No 1 item
“Medical” items  Self-report painful joint count No No 0-54 scale
Symptom checklist No No 60 symptoms
Medical history No No Yes
Demographic data No No Yes
Social history No No Yes
Indices Index for clinical status No No RAPID3
Index for fibromyalgia No No FAST3
Index for adverse events No No Yes
Additional features  Scoring templates No No Yes
MD scan (“eyeball”) 10-15 secs 30 seconds 10-15 secs
Time to score ? 41.8 seconds 5 seconds

because fatigue is a common problem
in rheumatology care (62, 63).

A painful joint count according to the
rheumatoid arthritis disease activity
index (RADAI) (64) was incorporated
and modified to include neck and back
on a 0-3 scale for a total of 0-54 (8,
65); the RADAI is useful to moni-
tor inflammatory joint disease even
beyond RA (65), but, ironically, very
high scores suggesting involvement of
almost all joints provide a clue to fibro-
myalgia (30, 66).

A 60-symptom checklist can serve as a
review of systems, but high numbers of
symptoms also provide clues to fibro-
myalgia (8, 30, 66, 67).

Medical history information concerns
morning stiffness, change in status, ex-
ercise status, recent illness, falls, hospi-
talisation, change in medication, adverse
events of medication, and new symp-
toms (8).

Demographic information, including
age, marital status, occupation, work
status, and formal education level are
included (Fig. 3, Table I).

A 4-page version, which serves as a
standard medical “intake” question-

naire, concerning past illnesses, sur-
gery, family history, allergies, medica-
tions and demographic data (41).

MDHAQ information can improve
documentation, and facilitate a focus
on issues of concern to the patient and
physician for higher quality visits with
better communication, saving time for
both (68). Furthermore, the MDHAQ
has been used in OA clinical trials with
results comparable to a WOMAC, and
databases of MDHAQ data from routine
clinical care have been used to docu-
ment similarity of disease burden in OA
and RA, clues to the presence of fibro-
myalgia, recognition of ineffectiveness
of opioids in OA, and similar levels of
depression and psychological distress in
OA and RA, as presented below.

I1. Use of the MDHAQ in OA

clinical trials based on observations

in routine clinical care

a. Documentation that self-report data
in OA are more sensitive to change
in clinical status than observer-
assessed data

In the mid-1980s, a clinical trial was

conducted to compare the results of 2
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Fig. 4. Change in clinical status in an osteoarthritis crossover clinical trial to compare diclofenac/misoprostol to acetaminophen over 6 weeks each accord-

ing to 3 self-report questionnaires. Source: ref. (24).

forms of aspirin in the management of
OA (26). At that time, the traditional
measures chosen by the pharmaceuti-
cal company sponsor to assess possible
efficacy included pain on active mo-
tion, pain on passive motion, joint ten-
derness, joint swelling, joint crepitus,
and walking time (26) (Table II).

An investigator (TP) suggested the
inclusion of a modified version of the
HAQ (15) termed the MHAQ (69),
which was being used in routine care
and appeared informative in patients
with all rheumatic diseases (35, 40).
Although there was some initial re-
sistance, based on the HAQ being re-
garded as a “disease-specific” instru-
ment for RA, the sponsor agreed to
add this measure to the clinical trial
protocol. The results indicated median
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“improved status” according to the 7
traditional observer-reported measures
of 23% (range 3-43%) versus 43%
(range 12-59%) for the patient-report-
ed measures, and median “unchanged
status” for the traditional observer-
reported measures of 73% (range
47-90%) versus 25% according to the
MDHAQ patient-reported measures
(26). Significant correlations were seen
between the observer-reported physical
measures and self-report questionnaire
measures, indicating that both types of
measures detect similar information
(26) (Table II).

These observations may be regarded as
a “proof of concept” study that patient
self-report questionnaires appear valid,
sensitive, and more informative than
traditional observer-reported measures

in OA. A brief report was published in
1988 (26), ironically the same year as
the publication of the WOMAC (16).
It was appropriate that the WOMAC
became the “gold standard” instrument
of choice for OA, based on extensive
psychometric analyses of validity and
reliability in the original and subse-
quent reports (70-72), while further de-
velopment of the MHAQ was pursued
in routine clinical care (36, 51).

At this time, it would be unthinkable
to perform a clinical trial or any clini-
cal research in OA without a WOMAC,
but inclusion of a patient questionnaire
did not begin until the mid-1980s.
The findings further indicate that the
HAQ and its derivative MHAQ and
MDHAQ appear quite informative to
describe clinical status and changes in
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OA. Ultimately, the MDHAQ has been
used in recent years to document pro-
spectively the similar disease burden in
OA compared to RA (11-13).

b. Two osteoarthritis clinical trials

in which the results appear quite

similar according to MDHAQ

pain scores, WOMAC, and SF 36

questionnaires
In the late 1990s, a multicentre, cross-
over clinical trial was conducted to
compare the efficacy of diclofenac/mis-
oprostol (Arthrotec) to acetaminophen
in ambulatory patients with OA of the
hip or knee (24), who had Kellgren/
Lawrence radiographic grade 24 (73)
and a score of >30 mm on a 100-mm
visual analogue pain scale (74, 75). Pa-
tients were randomised to one of two
groups in a crossover design to receive
either medication for 6 weeks each. The
primary outcome was the WOMAC tar-
get joint, the validity of which had been
established in OA clinical trials.
In addition, patients were assessed ac-
cording to the MDHAQ pain VAS and
the SF 36 bodily pain score. The SF-
36 is a 36-item “generic” patient self-
report questionnaire (54), with 8 scales
grouped as 4 physical component sum-
mary (PCS) scores — vitality, physical
function, bodily pain, general health,
and 4 mental component summary
(MCS) scores — physical role function,
emotional role function, social role
function, and mental health. In contrast
to most other scales such as the WOM-
AC, HAQ and MDHAQ), higher scores
indicate better status, e.g. a score of
100 is equivalent to no disability and
zero to maximum disability. Based on
lessons learned in the earlier OA clini-
cal trial, no investigator-reported meas-
ures were included in the study (24).
In 227 patients, significantly higher lev-
els of improvement were seen for pa-
tients treated with diclofenac/misopros-
tol compared to those treated with aceta-
minophen (Fig. 4). Results were virtu-
ally identical according to the WOMAC,
MDHAQ pain VAS, or SF-36 bodily
pain scores (higher scores on the SF 36
indicate better status, unlike WOMAC
and MDHAQ) (Fig. 4). The data suggest
that any of the 3 questionnaires could
be used to assess patients with OA, to
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Table II. Changes over 4 weeks of 19 patients with osteoarthritis of the knee according to
observer- reported physical measures and patient self-report questionnaire measures.

% Poorer % Unchanged % Improved
status status status

Observer-reported Physical Measures

Pain on active motion 3 73 23
Pain on passive motion 13 63 23
Joint tenderness 7 73 20
Joint swelling 13 73 13
Joint crepitus 7 90 3
Walking time 17 48 34
Observer global assessment 10 47 43
Patient Self-report Questionnaire Measures

ADL Difficulty Scale 28 25 47
ADL Dissatisfaction Scale 40 17 43
ADL Pain Scale 28 13 59
Visual analogue pain scale 39 32 29
Patient global self-assessment 16 72 12

Source: ref. (28) Brooks ez al. 1988 Use of self-report activities of daily living questionnaires in osteoarthritis.

document in detail that diclofenac/mis-
oprostol was rated as “better” or “much
better” by 57% of the 174 patients who
provided such ratings for both treatment
periods, while acetaminophen was rated
as “better” or “much better” by 20% of
these patients, and 22% reported no dif-
ference (p<0.001) (24).

A subsequent clinical trial with a simi-
lar design was conducted to compare
6 weeks treatment of celecoxib versus
acetaminophen versus a placebo arm
according to either the targeted joint
WOMAC or an MDHAQ pain VAS
(SF-36 was not included) (25). Results
indicated superior efficacy for celecoxib
compared to acetaminophen compared
to a placebo according to both WOM-
AC target joint and MDHAQ pain VAS.
Again, results were similar according
to either measure, although changes ac-
cording to the MDHAQ pain VAS gen-
erally were greater than according to the
WOMALC target joint (25).

In routine clinical care, it is not feasible
to attempt to use different questionnaires
in different patients with different diag-
noses. Furthermore, scores for patient
functional status, pain, fatigue, morn-
ing stiffness and other measures can be
most informative as a baseline measure
at an initial visit of a “new” patient,
when the patient often does not have a
diagnosis, particularly before seeing the
rheumatologist. Availability of baseline
initial visit scores is desirable, particu-
larly as maximum improvement in pa-
tient status often is seen within the first

3 months of rheumatologic care. This
goal can be accomplished most feasibly
by using the same questionnaire in all
new (and return) patients.

Unexpected observations from
MDHAQ used in routine care,
stored in databases, and analysed
retrospectively to provide new
insights into OA

OA is as severe as RA

Five studies reported between 1989
and 2019 are among 8 reports reviewed
elsewhere in this supplement (13),
which document that disease burden ac-
cording to the MDHAQ is substantial in
OA and comparable to RA (11, 12, 17,
27, 35, 36). Four of these studies were
based on data collected in routine care
and analysed retrospectively (11, 12,
35, 36); one involved prospective anal-
yses of the initial visits of new patients
with OA or RA (or other rheumatic dis-
eases), and follow-up visits 2 months
later (29). The primary focus to analyse
properties of the MDHAQ at sites at
which all patients are asked to complete
an MDHAAQ at all visits to inform clini-
cal decisions.

A pain VAS was higher in OA compared
to RA in 10/11 patient groups in these
reports, while MDHAQ physical func-
tion and RAPID3 were slightly higher
in RA in studies before 2009 and higher
in OA in later reports [see (13)]. There-
fore, disease burden of pain and func-
tional disability appear generally similar
in OA to RA. In addition, the findings
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with or without FM according to the 2011 revised

matoid arthritis disease activity index self-report

painful joint count, “MDHAQ-SSS”: sum of fatigue, problems with thinking/memory, good night
sleep, headaches, stomach pain/cramps and depression; “MDHAQ-WPI”: self-report painful joint

count including back and neck (0-54), divided by 3;

“MDHAQ-PSD”: the sum of “MDHAQ-SSS” and

“MDHAQ-WPI”; MDHAQ-FM3P: FAST3P cumulative index including pain, self-report painful joint
count and symptom checklist; MDHAQ-FM3F: FAST3F cumulative index including fatigue, self-
report painful joint count and symptom checklist; MDHAQ-FM4: FAST4 cumulative index including
pain, fatigue, self-report painful joint count and symptom checklist. Source: ref. (30).

reflect the potential value of using iden-
tical patient questionnaire measures in
all patients at all visits in routine care
settings, analogous to using the same
laboratory tests such as erythrocyte
sedimentation rate (ESR) or C-reactive
protein (CRP) in all rheumatic diseases,
and maintaining a database of the results
for later analyses.

Recognition of fibromyalgia in

OA and other rheumatic diseases
Early observations in routine clinical
care indicated that patients with high,
often the highest, scores on certain
MDHAQ scales were seen in patients
with fibromyalgia (76). Some observ-
ers suggested that these phenomena
indicated that patient questionnaires
were highly limited (or entirely use-
less) in clinical rheumatology. Several
fibromyalgia-specific ~ questionnaires
were developed (77-79), and the 2011
and 2016 updated criteria for fibromy-
algia are based exclusively on patient
questionnaire scores for widespread
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pain and somatic symptoms (80-82).
Of course, as noted, “disease-specific”’
questionnaires may add important in-
sights in research settings concerning
mechanisms, which are not available
from more generic questionnaires, but it
is not feasible in routine care to ask the
clinic staff to give different question-
naires to patients with different diagno-
ses, as noted above. Therefore, another
approach might be to use information on
the MDHAQ that might provide clues to
the presence of fibromyalgia.

In 1990, it was reported that high scores
for pain and low scores for physical
function provided a clue to fibromyal-
gia (76). In 75 patients with fibromy-
algia and 75 control patients with RA
(matched for age and sex), a ratio of
0-10 pain VAS (PVAS) to 1-4 scores
for difficulty in activities of daily liv-
ing (DADL) <3 were seen in 67% of
RA patients versus 28% of patients with
non-inflammatory diffuse musculoskel-
etal pain, while ratios >5 were seen in
27% of patients with non-inflammatory
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diffuse musculoskeletal pain, but no pa-
tients with RA (76).

In 2004, it was recognised that scores on
a 0-10 fatigue VAS and 0—60 symptom
checklist were significantly higher in 78
patients with fibromyalgia than in 149
patients with RA (66). Patients with fi-
bromyalgia also had a lower ESR than
patients with RA, but patients with fi-
bromyalgia were distinguished from pa-
tients with RA by patient questionnaire
data as effectively as by the ESR (66).
The relative acceptance of RAPID3 by
the rtheumatology community suggest-
ed the possibility of a further MDHAQ
index that might be useful in fibromy-
algia. Such an index has been reported
recently as a FAST (fibromyalgia as-
sessment screening tool) index (30, 83).
Over a 6-month period, the one-page
questionnaire used to score the revised
2011 fibromyalgia criteria (80) termed
a polysymptomatic distress scale (PSD)
[composed of a symptom severity
scale (SSS) and widespread pain index
(WPI)], was added to the MDHAQ in
566 patients seen in routine care for
comparison with the MDHAQ scales.
The MDHAQ items showing the high-
est agreement with the 2011 fibromyal-
gia criteria according to the “area under
the curve” (AUC) on receiver operator
characteristic (ROC) curves were com-
piled into FAST indices (30, 83).

The highest AUC were seen, in order,
for 60 symptom checklist, RADAI
self-report painful joint count, pain
VAS, and fatigue VAS (30, 83). All
FAST indices include the 60 symptom
checklist and RADALI self-report pain-
ful joint count; FAST3-P adds a pain
VAS score, FAST3-F a fatigue VAS
score, and FAST4 both pain and fa-
tigue VAS scores (30, 83). Results of
ROC curves indicate an AUC greater
than 0.9, as high agreement as seen in
clinical medical measures (Fig. 5). Cut
points of symptom checklist =16, pain-
ful joint count =16, pain VAS =6 and
fatigue VAS =6 were identified as pro-
viding optimal sensitivity and specific-
ity. Scores are 1 point each for com-
piling into 0-3 FAST3 indices or a 0—4
FAST4 index; scores of =2 for FAST3
and =3 for FAST4 (45, 83) are in agree-
ment with the 2011 fibromyalgia crite-
ria at levels greater than 80% (30, 83).
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Table III. Responses to 202 patients with osteoarthritis to the query: “Which drug was most

helpful for your arthritis?”

Drug no. of patients  no. of patients Percentage of Percentage of
who took who named patients who all patients who
this drug this drug named a drug named this drug

“most helpful” “most helpful” “most helpful”
who named
this drug
Non-steroidal anti-inflammatory drugs (NSAIDs)
Ibuprofen (Motrin, 223 40 20% 13%
Advil, Nuprin)
Naproxen (Naprosyn, 177 28 14% 9%
Naprolyn, Aleve)

Nabumetone (Relafen) 80 18 9% 6%

Diclofenac (Voltaren) 63 15 7% 5%

Piroxicam (Feldene) 54 11 5% 4%

Etodolac (Lodine) NA 10 5% 3%

Arthrotec NA 8 4% 3%

Oxaprozin (Daypro) 54 8 4% 3%

Aspirin 113 5 2% 2%

Indomethacin 28 4 2% 1%

Flurbiprofen 20 4 2% 1%

Salsalate (Disalcid) 7 4 2% 1%

Sulindac (Clinoril) 33 2 1% 1%

Tolmetin 7 2 1% 1%

Ketoprofen (Orudis) 25 2 1% 1%

Diclofenac (Cataflam) NA 1 <1% <1%

Fenoprofen (Nalfon) NA 1 <1% <1%

Total, NSAID 161 80% 54%

Analgesic drugs

Acetaminophen 210 31 16% 10%

Other analgesics NA 1.5% 1.5%

Tylenol with codeine (#3) NA 3 1.5% 1.5%

Hydrocodone NA 2 1% 1%

Darvocet NA 2 1% 1%

Total, analgesic drugs 41 20% 14%

Grand total 202 100% 67%

Source: ref. (30) Preference for non-steroidal anti-inflammatory drugs versus acetaminophen and
concomitant use of both types of drugs in patients with osteoarthritis.

Table IV. Mean scores of 162 patients with rheumatoid arthritis and 63 patients with osteo-

arthritis on MDHAQ 3 psychological items.

Patients with ... n Sleep Anxiety Depression Total
Rheumatoid arthritis 162 2.13 1.69 1.66 1.82
Osteoarthritis 63 1.97 1.67 1.66 1.77

Source: ref. (21) Toward a multidimensional Health Assessment Questionnaire (MDHAQ): assessment
of advanced activities of daily living and psychological status in the patient-friendly health assessment
questionnaire format. Data are mean scores on a 0-3 scale.

Further studies appear needed to deter-
mine an optimal FAST index — or the
possibility that different scores may
be optimal in different situations. The
proportion of patients with fibromyal-
gia on both the PSD 2011 fibromyalgia
criteria questionnaire and FAST indices
on the MDHAQ was higher in OA than
in RA or systemic lupus erythematosus
patients, emphasising again the signifi-
cant disease burden of patients in with
OA (Schmukler, manuscript in prepa-
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ration). The MDHAQ again appeared
to provide unexpected value to better
characterise patients with OA.

Poor results in use of opioids
compared to NSAIDs in the
management of OA

Introduction of selective cyclooxyge-
nase2 (Cox2) inhibitor non-steroidal
anti-inflammatory drugs (NSAIDs) in
1999 initially was regarded as a major
advance in OA therapeutics, with effi-

cacy comparable to traditional NSAIDs
and lesser likelihood of adverse gas-
trointestinal events. However, by the
early 2000s, a significantly higher rate
of cardiovascular events was recog-
nised as associated with these drugs
compared to traditional NSAIDs (84).
This phenomenon led to withdrawal of
several Cox 2 selective drugs from the
market, and recommendations to avoid
those that remained in favour of alter-
natives, including opioids.

Over the decade from 2001-2011, OA
patients were treated with a substan-
tially lower likelihood of any type of
NSAID (Cox-2 selective or not) ac-
companied by a concomitant substan-
tial increase in opioids (85). Several
studies documented that falls and frac-
tures were 3—4 times more likely in OA
patients who took opioids compared to
those who took NSAIDs (85-87). Fur-
thermore, evidence was presented that
opioids did not appear efficacious for
many patients, including a Cochran
systematic review of randomised trials
showing a 0.7 cm improvement on a
pain VAS, below the minimal clinically
important difference of 0.9 cm (88).
Further details concerning the use of
opioids in OA and general issues with
contemporary opioid crisis at this time
are beyond the scope of this article. We
do point out that a survey of OA patients
reported in 2000 indicated that 80% of
202 OA patients responded to a query
concerning which drug that was “most
helpful for your arthritis” by naming an
NSAID (including 20% ibuprofen and
14% naproxen), while only 20% named
an analgesic drug (including 16%
acetaminophen and fewer than 4% an
opioid (Table II) (31). These data were
assembled using a simple questionnaire
amended to an MDHAQ), similar to the
fibromyalgia criteria PSD to the MD-
HAQ in recent studies (30, 83).

Of course, an extensive Cochran re-
view provides considerably stronger
evidence than a simple survey of 202
patients. Nonetheless, the conclusion
that opioids are unlikely to be effective
for most OA patients, with both limited
efficacy and frequent adverse events,
appears quite similar. The results of
the patient survey appear never to have
been cited in discussions of the limited
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value of NSAIDs and adverse events
of Cox-2 selective inhibitors, with
possible alternative therapies for OA.
Perhaps the substantial increase in the
use of opioids for OA might have been
lesser if this information had been more
widely known.

It is possible that greater respect for
data from patients exists at this time
than 2 decades ago. In any event, the
findings provide another example that
one can gain informative clinical data
from patients using simple question-
naires.

Recognition of similar levels of
depression and psychological distress
in patients with osteoarthritis as in
patients with rheumatoid arthritis

As noted above, the MDHAQ intro-
duced 3 psychological items in the user-
friendly HAQ format, in large part to
reduce “floor effects”, i.e. scores of O
in 23% of patients on the MHAQ and
16% on the HAQ, to less than 5% (21,
22). Mean 0-3 scores in the initial 1999
MDHAQ report for 3 specific queries
concerning sleep quality were 2.13 in
patients with RA and 1.97 in patients
with OA; scores for anxiety were 1.69
in RA and 1.67 in OA; and scores for
depression were 1.66 in both RA and
OA (Table IV) (21). Mean overall psy-
chological distress scale scores were 1.8
in RA and 1.77 in OA (Table IV) (21).
These observations again reinforce
the similarity of OA to RA (21). Mean
scores for depression in patients with
OA and overall psychological distress
scores were higher than seen in patients
with vasculitis or scleroderma, which
are regarded as severe rheumatic dis-
eases (21). The data emphasise again
that OA is a severe rheumatic disease,
and a need for change in perception by
the medical community and general
public concerning OA.

In conclusion, scores on an MDHAQ
have documented the severity of OA,
comparable to RA in consequences of
functional disability and pain, clues to
recognition of fibromyalgia, poor re-
sults compared to NSAIDs in treatment
of OA, and psychological distress in OA
versus RA. Advantages of MDHAQ in
routine care include the feasibility of
using the same patient questionnaire
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for all patients with all diagnoses, and
the MDHAQ has proven informative in
all rheumatic diseases in which it has
been studied (7, 23). The primary use
of the MDHAQ is to inform clinical
decisions in patient care, but additional
creation of a long-term database can
provide quantitative data which are not
available from a non-quantitative, non-
structured medical history, laboratory
tests, imaging data, or other informa-
tion in the medical record.
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