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A B S T R A C T   

Background: Patient global assessment (PATGL) is a component of rheumatoid arthritis (RA) and spondyloar
thritis (SpA) activity indices, reflecting inflammation in selected clinical trial patients. In routine care, PATGL 
often may be elevated independently of inflammatory activity by fibromyalgia (FM) and/or depression, leading 
to complexities in interpretation. A feasible method to screen for FM and/or depression could help to clarify 
interpretation of high PATGL and index scores, including explanation of apparent limited responses to anti- 
inflammatory therapies. 
Patients and Methods: Patients with RA or SpA in routine care in Barcelona, Chicago, and Sydney complete a 2- 
page multidimensional health assessment questionnaire (MDHAQ) in 5–10 min. The MDHAQ includes PATGL 
and three indices, RAPID3 (routine assessment of patient index data) to assess clinical status, FAST4 (0–4 fi
bromyalgia assessment screening tool) and MDS2 (0–2 MDHAQ depression screen). PATGL was compared for 
each diagnosis at each site and pooled data in FAST4 positive (+) vs negative (-) and/or MDS2+ vs MDS2- 
patients using medians and median regressions. 
Results: Median PATGL was 5.0 in 393 RA and 175 SpA patients; 2.0–3.0 in 305 (58.9%) FAST4-,MDS2- patients, 
5.5–6.0 in 71 (13.7%) FAST4-,MDS2+ patients, 7.0–7.5 in 50 (9.7%) FAST4+,MDS2- patients, and 7.0–8.0 in 92 
(17.8%) FAST4+,MDS2+ patients. Positive FAST4 and/or MDS2 screens were seen in 41% of patients. Results 
were similar in RA and SpA at 3 settings on 3 continents. 
Conclusion: Median 0–10 PATGL varied from 2-3/10 to 5.5-8/10, according to negative vs positive screening for 
FM and/or depression on a single MDHAQ for busy clinical settings.   

Abbreviations: ASDAS, Ankylosing spondylitis disease activity score; AxSpA, axial spondyloarthropathy; CDAI, clinical disease activity index; DAPSA, Disease 
activity in psoriatic arthritis; DAS28, disease activity score 28; FAST4, fibromyalgia assessment screening tool; FM, Fibromyalgia; HADS-D, Hospital anxiety and 
depression scale - depression; MDHAQ, multidimensional health assessment questionnaire; MDS2, MDHAQ depression screen; PATGL, patient global assessment; 
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Key messages 

What is already known on this topic: Patient global assessment 
(PATGL), a component of most indices to assess patients with inflam
matory rheumatic diseases, distinguishes active from control treatments 
in selected clinical trial patients as significantly as any measure, but may 
be elevated in the presence of little or no inflammation by joint damage 
and comorbidities, notably fibromyalgia and/or depression. Fibromy
algia and/or depression are easily recognized in some patients but often 
are underrecognized, particularly when not screened for quantitatively 
in most long-term rheumatology databases. Elevated index scores 
resulting from elevated PATGL by fibromyalgia and/or depression may 
lead to inappropriate interpretation of index scores in certain patients. 

What this study adds: Positive screening for fibromyalgia and/or 
depression on a multidimensional health assessment questionnaire 
(MDHAQ), seen in 41% of patients with rheumatoid arthritis (RA) or 
spondyloarthritis (SpA), elevates median 0–10 PATGL from 2-3 to 5.5-8, 
half its range, as great a difference as often seen with therapeutic in
terventions. Recognition of these comorbidities may explain apparent 
poor responses to anti-inflammatory therapies and prevent possible 
inappropriate escalation of therapies in certain patients. 

How this study might affect research, practice or policy: Quan
titative screening for fibromyalgia and/or depression is difficult if 
multiple patient questionnaires are required, but feasible in busy routine 
care clinical care or research settings using the MDHAQ, which is 
completed by patients in 5–10 min and scored in 20–30 s. The findings 
may be useful toward promotion of quantitative assessment of joint 
damage and patient distress in routine care and long-term databases, 
and provide a rationale for public health and rheumatology messages 
toward for earlier diagnosis and treatment. 

Introduction 

Patient global assessment (PATGL) is a component of many indices to 
assess rheumatic diseases, including DAS28 (disease activity score 28), 
CDAI (clinical disease activity index), and RAPID3 (routine assessment 
of patient data index) in rheumatoid arthritis (RA) [1–4]; ASDAS 
(ankylosing spondylitis disease activity score) in axial spondyloarthritis 
(AxSpA) [5]; DAPSA (disease activity in psoriatic arthritis) [6] in pso
riatic arthritis (PsA), and other indices. In RA clinical trials, PATGL 
distinguishes active from control treatments as efficiently as joint counts 
and laboratory tests [7], and is effective in AxSpA and PsA [8] disease 
status ascertainment. However, only 5–25% of all RA patients seen in 
routine care meet inclusion criteria for clinical trials (other than trials 
for selected patients, e.g., early arthritis) [9,10]. 

In routine care, PATGL may frequently be elevated by comorbidities 
such as joint damage as osteoarthritis [11–13], fibromyalgia (FM) [14] 
and depression [15], which can easily be diagnosed in some patients, but 
are underrecognized in many others [16,17]. Elevated PATGL in pa
tients with little inflammatory activity may complicate interpretation of 
indices and a treat-to-target strategy in RA [18], AxSpA [19], and PsA 
[19,20]. Controversy has existed concerning apprpropriate levels of 
PATGL in rheumatology indices and remission criteria [21–23]; 
recently, PATGL was raised from 1 to 2/10.to meet ACR/EULAR Boolean 
criteria for remission [24]. 

Although elevated PATGL in patients with inflammatory rheumatic 
diseases and comorbid FM and depression has been described in many 
reports, relatively little information is available concerning the magni
tude of the elevations. Furthermore, most reports have incorporated at 
least two questionnaires to recognize FM and depression, such as the 
2011 FM criteria patient questionnaire [25], and a depression scale such 
as PHQ 9 (patient health questionnaire 9) [26] and/or HADS-D (hospital 
anxiety and depression scale – depression) [27]. It is generally not 
feasible for patients to complete two questionnaires in busy routine 
rheumatology care settings. 

A multidimensional health assessment questionnaire (MDHAQ) is 

completed by most patients in 5–10 min, and has been incorporated in 
many routine care settings to be completed by all patients at all visits 
[28]. The MDHAQ includes PATGL and two indices, FAST4 (fibromy
algia assessment screening tool) [29,30] and MDS2 (MDHAQ depression 
screen) [31], which agree more than 80% with reference questionnaires 
[25-27,29-31], In this report, we analyze PATGL in routine care patients 
with RA, AxSpA and PsA according to positive or negative 
MDHAQ-derived FAST4 and MDS2 indices. 

Patients and methods 

Patients 

The study is a cross-sectional retrospective analysis of data collected 
in routine clinical care. All patients (with all diagnoses) seen for rheu
matology care at Liverpool Hospital in Sydney, NSW, Australia and at 
Rush University in Chicago, IL, USA are asked to complete an MDHAQ at 
each visit [28]. Unselected patients with primary ICD10 diagnoses of 
RA, AxSpA, or PsA, assigned by the treating physician, who had avail
able PATGL, were studied retrospectively. In 2017, the revised 2011 FM 
criteria questionnaire [25] was added to the MDHAQ at both settings 
[28]). The FM questionnaire was completed only by English-language 
speaking patients. The HADS (hospital anxiety and depression scale) 
[27] was added in Liverpool in 2020. 

In the Hospital Clinic of Barcelona, Spain, a study was conducted in 
routine care between November 2018 and February 2019 to evaluate the 
validity of MDHAQ depression scores compared to reference PHQ-9 [26] 
and HADS-D [27]. Results led to development of a cumulative 2-item 
MDHAQ MDS2 index [initially termed MDHAQ–Dep [31]] which 
agrees >80% with PHQ-9 and HADS-D, similar to agreement of PHQ-9 
and HADS-D with one another [31]. 

Patient questionnaires 

The MDHAQ [32] (Supplementary Fig. 1) is a two-page single-sheet 
questionnaire developed in routine care over 25 years from the Stanford 
health assessment questionnaire (HAQ) according to principles of 
continuous quality improvement [33]. The MDHAQ queries 10 physical 
function items on a 0–3 scale for a total of 0-30, divided by 3 for a 0-10 
score [28]. Three psychological items for sleep quality, anxiety and 
depression are queried in the patient-friendly HAQ format [28,32]. Pain, 
patient global assessment (PATGL), and fatigue are assessed on 0–10 
visual numeric scales (VNS), with 21 circles in increments of 0.5 units 
[28]. A self-report painful joint count, modified from a rheumatoid 
arthritis disease activity index (RADAI) [34], adds neck and back to the 
16 joints in the original RADAI, for 18 joints scored 0–3 giving a total of 
0–54 [35]. A 60-symptom checklist (60 symptoms) queries “Yes/No” 
responses to common symptoms, including depression, and can be used 
as a review of systems and to recognize adverse events to medications 
[36]. The MDHAQ also queries other medical history information as well 
as demographic data [28] (Supplementary Fig. 1). 

Three indices within the MDHAQ are RAPID3, FAST4, and MDS2. 
RAPID3 is a 0–30 total of 0–10 scores for physical function, pain, and 
PATGL [28], and has been found informative to assess clinical status in 
patients with all diseases studied [36–38]. FAST4 is a composite cu
mulative index; one point each is assigned for pain VNS≥6, fatigue 
VNS≥6, RADAI≥16/54, and 60-symptoms≥16/60 [29,30]; FAST4 
≥3/4 indicates a positive FM screen [29,30]. MDS2 is a 0–2 cumulative 
index, reported initially as MDHAQ-Dep [31], based on a response 
≥2.2/3.3 on a 0–3.3 HAQ depression query OR a positive check for 
depression on the 60-symptom checklist. MDS2 ≥1/2 is a positive 
screen; PHQ-9>10, HADS-D ≥ 8, and MDS2>1 agree 81.7%− 83.3% 
with one another [31]. 
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Rheumatology indices 

Two hypothetical models of DAS28 [2], CDAI [3], RAPID3 [39], 
ASDAS [5], and DAPSA [6] results were calculated based on PATGL of 3, 
5, 7: a. “extreme,” i.e., all other measures except ESR and CRP were 0, b. 
“realistic,” i.e., expected minimum levels of other index measures if 
PATGL=3, 5, or 7. Indices and categories were calculated arithmetically 
for CDAI and RAPID3, and from websites http://www.das-score.nl, 
https://www.asas-group.org, and https://www.mdapp.com. 

Institutional approval 

In Barcelona, each participant gave written consent, as approved by 
the Hospital Clinic Universitari de Barcelona Ethics Committee (Reg. 
HCB/2019/0024). In Chicago, the Rush University Institutional Review 
Board (IRB) waived patient consent to complete an MDHAQ, as the 
questionnaire is regarded as a component of quality in routine care; the 
IRB approved the addition of the revised 2011 FM criteria questionnaire 
for routine care, and approved retrospective review of deidentified 
routine care questionnaires (14,090,502-IRB02-AM03). In Liverpool, 
the study was approved by the district Human Research and Ethics 
Committee (LNR/13/LPOOL/370 Local project number 13/229LNR). 
All patients consented to the use of their anonymized data for research, 
including publication. The study was conducted in accordance with the 
Helsinki Declaration. 

Patient and public involvement 

There was no patient or public involvement in the study design of a 
retrospective cross-sectional analysis of data collected in routine clinical 
care 

Statistical analyses 

Analyses were performed separately for data from Barcelona, Chi
cago, and Liverpool, and for pooled data from the three settings. 

Descriptive statistics were computed for age, gender, and years of edu
cation in patients with primary ICD 10 diagnoses of RA, AxSpA, PsA, and 
pooled spondyloarthritis (All SpA = AxSpA + PsA). Medians and inter
quartile ranges (IQRs) for PATGL were computed for each of the three 
diagnoses and all SpA, separately for each setting and pooled data from 
the 3 settings in all patients. Medians and IQRs for PATGL were further 
computed according to positive (+) and/or negative (-) FM screening by 
FAST4 [29,30] and/or depression screening by MDS2 [31] criteria, and 
the proportions with positive FAST4 and MDS2. No imputation for 
missing data were performed. Differences between medians of PATGL 
with corresponding 95% confidence intervals (CI) for the comparisons 
between positive and negative FAST4 and/or MDS2 were estimated 
from median regression models; the models for the pooled analyses also 
included the setting. 

Medians and IQRs for PATGL also were computed according to the 
revised 2011 FM criteria [25] in patients from Chicago and Liverpool 
(not available from Barcelona), and HADS-D [27] from Barcelona and 
Liverpool (not available from Chicago). Medians and IQRs for PATGL 
were computed for Liverpool data according to both positive and/or 
negative FM screening by the revised 2011 FM criteria [25] and 
depression by HADS-D criteria [27] resulting in 4 categories. Statistical 
analyses were performed using SAS software, version 9.4(SAS Institute 
Inc., Cary, NC). 

Results 

Patients 

The study included 568 patients, 170 from Barcelona, 102 from 
Chicago, and 296 from Liverpool (Table 1), 393 with RA, 64 AxSpA, and 
111 PsA, collectively 175 with all SpA (Table 1); all patients had PATGL 
data available, more than 80% of patients who had been asked to 
complete an MDHAQ. The patients with RA were older than those with 
SpA. 

Table 1 
Demographic data concerning patients with rheumatoid arthritis (RA), psoriatic arthritis (PsA), axial spondyloarthropathies (AxSpA) and total spondyloarthropathies 
(SpA) (PsA + AxSpA = SpA) from 3 settings on 3 continents, Barcelona Spain, Chicago USA, and Liverpool Australia.  

Variable Rheumatoid arthritis 
(RA) 

Psoriatic arthritis 
(PsA) 

Axial spondyloarthropathy 
(AxSpA) 

Total Spondyloarthropathies (All 
SpA) 

Total 

Three settings pooled      
N (%) 393 (69.2) 111 (19.5) 64 (11.3) 175 (30.8) 568 (100) 
Age (years), median (IQR) 58.9 (49.1, 68.6) 54.1 (47.3, 64.2) 49.3 (37.8, 61.1) 53.5 (42.1, 63.4) 56.9 (47.3, 

67.6) 
Education (years), median 

(IQR) 
12.0 (10.0 15.0) 12.0 (10.0, 15.0) 12.5 (10.0 16.0) 12.0 (10.0, 15.0) 12.0 (10.0, 

15.0) 
Female, N (%) 323 (82.4) 57 (51.4) 28 (43.8) 85 (48.6) 408 (72.0) 
Barcelona, Spain      
N (%) 102 (60.0) 34 (20.0) 34 (20.0) 68 (40.0) 170 (100) 
Age (years), median (IQR) 57.7 (51.4, 68.1) 55.1 (48.1, 62.5) 54.0 (43.5, 66.0) 54.7 (47.2, 65.6) 56.6 (49.6, 

67.5) 
Education (years), median 

(Q1, Q3) 
11.0 (8.0, 15.0) 10.0 (8.0, 14.0) 12.0 (9.0, 14.0) 10.0 (8.0, 14.0) 10.0 (8.0, 

14.0) 
Female, N (%) 84 (82.4) 19 (55.9) 13 (38.2) 32 (47.1) 116 (68.2) 
Chicago, IL, USA      
N (%) 78 (76.5) 13 (12.7) 11 (10.8) 24 (23.5) 102 (100) 
Age (years), median (Q1, Q3) 57.0 (41.0, 68.0) 48.0 (39.0, 65.5) 40.0 (32.0, 50.0) 42.0 (33.0, 64.0) 55.0 (37.0, 

67.0) 
Education (years), median 

(IQR) 
15.0 (14.0, 17.0) 15.0 (12.0, 16.0) 16.0 (16.0, 18.0) 16.0 (12.0, 17.5) 16.0 (14.0, 

17.0) 
Female, N (%) 75 (96.2) 10 (76.9) 6 (54.5) 16 (66.7) 91 (89.2) 
Liverpool, NSW, AUS      
N (%) 213 (72.0) 64 (21.6) 19 (6.4) 83 (28.0) 296 (100) 
Age (years), median (IQR) 59.9 (49.2, 69.2) 54.0 (47.5, 64.5) 45.2 (34.4, 59.4) 52.1 (41.2, 61.9) 57.7 (47.6, 

68.1) 
Education (years), median 

(IQR) 
11.0 (10.0, 14.0) 12.0 (10.0, 15.0) 13.0 (12.0, 16.0) 12.0 (10.0, 15.0) 12.0 (10.0, 

14.0) 
Female, N (%) 164 (77.4) 28 (43.8) 9 (47.4) 37 (44.6) 201 (68.1)  
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Median PATGL and proportion of FAST4 positive or MDS2 positive 
patients according to diagnosis 

Median PATGL in the 3 diagnosis categories in the 3 settings and the 
pooled data was 5.0 (Table 2). Median PATGL in RA was 4.8 in Barce
lona, 5.0 in Chicago, 5.0 in Liverpool. Median PATGL in all SpA (pooled 
AxSpA + PsA) was 6.0 in Barcelona, 3.0 in Chicago, 4.5 in Liverpool 
(Table 2). 

Among these 568 patients, 518 (91.2%) with complete data for 
calculation of FAST4 and MDS2, included 169 (99.4%) from Barcelona, 
92 (90.2%) from Chicago, and 257 (86.8%) from Liverpool (Table 3). 
The proportion of patients with RA or SpA, respectively, who were 
positive for FAST4 was 26.6% and 29.1% in the pooled data, similar at 3 
sites (Table 2). The proportion with RA or SpA, respectively, who were 
positive for MDS2 was 29.4% and 34.9% in the pooled data, again 
similar at 3 sites (Table 2). Results according to 2011 revised FM 
criteria, PHQ-9 or HADS-D, each available in only 2 of the 3 settings, 
were quite similar to results according to FAST4 and MDS2, respectively 
(Table 2). 

Median PATGL according to whether patients screened positive for 
fibromyalgia and/or depression 

Median PATGL in 376 patients who were FAST4 negative was 3.0 in 
RA, 3.0 in PSA, 3.5 in AxSpA, and 3.0 in all SpA (Table 3). By contrast, 
median PATGL in 142 FAST4 positive patients was 8.0 in RA, 8.0 in PsA, 
7.0 in AxSpA, and 8.0 in all SpA. Median PATGL in 355 MDS2 negative 
patients was 3.5 in RA, 3.0 in PSA, 3.5 in AxSpA, and 3.0 in all SpA 
(Table 3). By contrast, median PATGL in 163 MDS2 positive patients was 
7.0 in RA, 7.0 in PsA, 6.5 in AxSpA, and 6.8 in all SpA (Table 3). Patterns 
were similar at the 3 settings (chi-square=5.15, p = 0.52), with variation 
explained in part by small numbers of patients. 

Median PATGL in 305 patients (58.9%) who were both FAST4 and 
MDS2 negative was 3.0 in RA, 2.0 in PsA, 3.0 in AxSpA, and 2.5 in all 
SpA (Table 3). Median PATGL in 71 patients (13.7%) who were FAST4 
negative and MDS2 positive was 5.5 in RA, 6.0 in PSA, 6.0 in AxSpA and 
6.0 in all SpA. Median PATGL in 50 patients (9.7%) who were FAST4 
positive and MDS2 negative was 7.5 in RA, 7.5 in PsA, 7.0 in AxSpA, and 
7.3 in all SpA. Median PATGL in 92 patients (17.8%) who were FAST4 
positive and MDS2 positive was 8.0 in RA, 8.0 and PSA, 7.0 in AxSpA, 

and 8.0 in all SpA (Table 3). Among all 213 patients who were either 
FAST4 or MDS2 positive, 33.3% were positive for only MDS2, 23.5% for 
only FAST4, and 43.2% for both FAST4 and MDS2 (Table 3). 

Analyses also were performed according to the reference revised 
2011 FM criteria and HADS-D for comparisons with the FAST4 and 
MDS2 indices, respectively, in a subset of 114 RA and 62 SpA in patients 
from Liverpool (Table 4). Median PATGL was 3.0 and 2.3 in 60.2% of RA 
or SpA patients, respectively, who were negative for both reference 
questionnaires (Table 4), compared to 3.0 and 2.5, respectively, in 
60.3% of patients according to FAST4 and MDS2 (Table 3). Levels of 
PATGL appeared similar according to positive or negative FAST4 
(Table 3) or revised 2011 FM criteria (Table 4), or positive or negative 
MDS2 (Table 3) or HADS-D (Table 4). 

Discussion 

Data in this report indicate that median values of PATGL are sub
stantially elevated from 2-3/10 to 5.5-8/10 (or 20-30/100 to 55-80/ 
100) in patients with RA, PsA, AxSpA, and all SpA, who screened 
negative vs positive for FM and/or depression. This observation is not 
new, but the report provides three possible advances: a. The MDHAQ 
provides a feasible, pragmatic single questionnaire to screen for FM 
according to FAST4 [29,30] which agrees >90% with reference revised 
2011 FM criteria [25,29,30], and for depression according to MDS2 
[31], which agrees >80% with PHQ9 [26] and HADS-D [27,31], (as well 
as to assess clinical status by RAPID3) in patients with any rheumatic 
disease. The MDHAQ is completed by patients in 5–10 minutes and 
scored by clinicians in 20–30 seconds, and obviates a need for multiple 
questionnaires in each patient and different questionnaires for different 
diseases, which are not feasible in busy clinical settings. b. The impact of 
FM or depression on 0–10 PATGL is documented quantitatively, with 
0–10 PATGL 2–3-fold higher (up to 5 units, half the range of the 0–10 
scale) in patients who screen negative vs positive for FM and/or 
depression, a profound difference generally as great or greater than seen 
with most therapeutic interventions. c. Positive quantitative screening 
for FM and depression on the MDHAQ was seen in 41.2% of patients, 
10–15% for either index and 15–20% positive for both indices, without 
additional questionnaires. 

Analyses in this report indicated considerable similarity in patients 
with 3 inflammatory arthritides at 3 settings on 3 continents, including 

Table 2 
Median patient global assessment scores (PATGL) and proportion of patients positive for FAST4 (fibromyalgia assessment screening tool), MDS2 (MDHAQ depression 
screen), revised 2011 fibromyalgia criteria, and HADS-D (hospital anxiety and depression scale –depression).  

Primary diagnosis 
according to physician 

Total 
(%) * 

Median PATGL 
(IQR) 

FAST4 FM Positive 
N (%) 

MDS2 Positive 
N (%) 

FM 2011 Criteria Positive 
N (%) 

HADS-D or PHQ-9 Positive 
N (%)# 

Three settings pooled n ¼ 568      
Rheumatoid arthritis 393 (69.2%) 5.0 (2.0, 7.0) 95 (26.6%) 115 (29.4%) 66 (22.7%) 71 (32.9%) 
Psoriatic arthritis 111 (19.5%) 5.0 (1.8, 7.0) 34 (32.7%) 40 (36.7%) 21 (27.3%) 28 (31.8%) 
Axial spondyloarthropathy 64 (11.3%) 5.0 (2.5, 7.0) 14 (23.0%) 20 (31.7%) 7 (23.3%) 18 (42.9%) 
Total Spondyloarthropathies 175 (30.8%) 5.0 (2.0, 7.0) 48 (29.1%) 60 (34.9%) 28 (26.2%) 46 (35.4%) 
Barcelona, Spain n ¼ 170      
Rheumatoid arthritis 102 (60.0%) 4.8 (2.0, 6.5) 27 (26.5%) 33 (32.7%) NA 34 (33.3%) 
Psoriatic arthritis 34 (20.0%) 6.3 (3.0, 7.0) 14 (41.2%) 15 (44.1%) NA 13 (38.2%) 
Axial spondyloarthropathy 34 (20.0%) 5.8 (3.0, 7.0) 11 (32.4%) 13 (38.2%) NA 16 (47.1%) 
Total Spondyloarthropathies 68 (40.0%) 6.0 (3.0, 7.0) 25 (36.8%) 28 (41.2%) NA 29 (42.6%) 
Chicago, IL, USA n ¼ 102      
Rheumatoid arthritis 78 (76.5%) 5.0 (2.0, 7.0) 18 (25.0%) 18 (23.1%) 11 (14.1%) NA 
Psoriatic arthritis 13 (12.7%) 3.0 (1.0, 6.0) 4 (33.3%) 4 (33.3%) 4 (30.8%) NA 
Axial spondyloarthropathy 11 (10.8%) 3.0 (2.0, 5.5) 2 (22.2%) 2 (18.2%) 3 (27.3%) NA 
Total Spondyloarthropathies 24 (23.5%) 3.0 (1.5, 5.8) 6 (28.6%) 6 (26.1%) 7 (29.2%) NA 
Liverpool, NSW, AUS n ¼ 296      
Rheumatoid arthritis 213 (72.0%) 5.0 (2.0, 7.5) 50 (27.3%) 64 (30.2%) 55 (25.8%) 37 (32.5%) 
Psoriatic arthritis 64 (21.6%) 4.5 (1.0, 7.0) 16 (27.6%) 21 (33.3%) 17 (26.6%) 15 (27.8%) 
Axial spondyloarthropathy 19 (6.4%) 4.0 (2.0, 6.5) 1 (5.6%) 5 (27.8%) 4 (21.1%) 2 (25.0%) 
Total Spondyloarthropathies 83 (28.0%) 4.5 (2.0, 7.0) 17 (22.4%) 26 (32.1%) 21 (25.3%) 17 (27.4%) 

NA indicates that data on the item was not collected at the specific setting. 
# Barcelona has data for PHQ-9 and Liverpool for HADS-D. 
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identical median PATGL for all diagnoses of 5.0 (Table 2). Differences 
between diagnoses and settings were neither clinically important nor 
statistically significant. Agreement of FAST4 with the 2011 FM criteria 
questionnaire and MDS2 to PHQ-9 and HADS-D (Table 4) adds further 
evidence of validity of the MDHAQ indices. 

A possible impact of elevated PATGL scores on rheumatology index 

scores was analyzed according to two hypothetical models of minimum 
DAS28, CDAI, RAPID3, ASDAS, and DAPSA, with categories calculated 
based on PATGL of 3, the median in FAST4-,MDS2- patients; 5, the 
median in all patients; or 7, the median of FAST4+,MDS2+ patients, in 
two categories: a. “extreme,” i.e., all other index measures except ESR/ 
CRP were 0, b. “realistic,” i.e., minimum expected clinical levels of other 

Table 3 
Median patient global assessment scores (PATGL) and (interquartile ranges) according to positive or negative FAST4 (fibromyalgia assessment screening tool) or MDS2 
(MDHAQ depression screen).  

Primary diagnosis according to 
physician 

FAST4 Neg MDS2 Neg FAST4 Pos MDS2 Pos FAST4 Neg 
MDS2 Neg 

FAST4 Neg 
MDS2 Pos 

FAST4 Pos 
MDS2 Neg 

FAST4 Pos 
MDS2 Pos 

Three settings pooled n ¼ 376 n ¼ 355 n ¼ 142 n ¼ 163 n ¼ 305 
(58.9%) 

n ¼ 71 
(13.7%) 

n ¼ 50 
(9.7%) 

n ¼ 92 
(17.8%) 

Rheumatoid arthritis 3.0 (1.3, 
5.5) 

3.5 (1.3, 
6.0) 

8.0 (7.0, 9.0) 7.0 (5.0, 8.5) 3.0 (1.0, 
5.0) 

5.5 (3.6, 6.5) 7.5 (6.5, 8.5) 8.0 (7.0, 9.0) 

Psoriatic arthritis 3.0 (1.0, 
5.5) 

3.0 (1.0, 
6.0) 

8.0 (6.5, 9.0) 7.0 (5.3, 8.5) 2.0 (1.0, 
4.5) 

6.0 (4.5, 6.5) 7.5 (6.5, 9.0) 8.0 (6.8, 9.5) 

Axial spondyloarthropathy 3.5 (2.0, 
6.0) 

3.5 (2.0, 
5.8) 

7.0 (6.5, 8.0) 6.5 (4.8, 8.3) 3.0 (2.0, 
5.0) 

6.0 (2.5, 7.0) 7.0 (7.0, 8.0) 7.0 (6.5, 10.0) 

Total Spondyloarthropathies 3.0 (1.0, 
5.5) 

3.0 (1.0, 
6.0) 

8.0 (6.5, 9.0) 6.8 (5.0, 8.5) 2.5 (1.0, 
5.0) 

6.0 (4.0, 6.5) 7.3 (6.8, 8.5) 8.0 (6.5, 10.0) 

Barcelona, Spain n ¼ 117 n ¼ 108 n ¼ 52 n ¼ 61 n ¼ 90 
(53.3%) 

n ¼ 27 
(16.0%) 

n ¼ 18 
(10.7%) 

n ¼ 34 
(20.1%) 

Rheumatoid arthritis 3.3 (1.5, 
5.0) 

3.5 (1.5, 
5.5) 

8.0 (6.0, 8.5) 7.5 (5.0, 8.5) 3.0 (1.0, 
4.5) 

5.5 (3.6, 6.8) 6.0 (5.5, 7.0) 8.5 (8.0, 8.5) 

Psoriatic arthritis 4.3 (1.4, 
6.3) 

4.0 (1.0, 
6.5) 

7.8 (6.5, 9.0) 6.5 (6.0, 8.5) 2.0 (0.5, 
4.0) 

6.0 (6.0, 6.5) 7.0 (6.5, 8.0) 8.5 (5.8, 9.5) 

Axial spondyloarthropathy 3.5 (2.0, 
6.5) 

3.5 (2.0, 
6.0) 

7.0 (6.5, 10.0) 7.0 (6.5, 9.0) 3.0 (1.0, 
5.5) 

6.8 (6.3, 8.0) 7.5 (7.0, 8.0) 7.0 (6.5, 10.0) 

Total Spondyloarthropathies 4.0 (1.8, 
6.5) 

3.5 (1.4, 
6.5) 

7.5 (6.5, 9.0) 6.5 (6.0, 8.8) 3.0 (0.8, 
5.0) 

6.5 (6.0, 7.0) 7.3 (6.5, 8.0) 7.5 (6.5, 10.0) 

Chicago, IL, USA n ¼ 69 n ¼ 70 n ¼ 23 n ¼ 22 n ¼ 60 
(65.2%) 

n ¼ 9 
(9.8%) 

n ¼ 10 
(10.9%) 

n ¼ 13 
(14.1%) 

Rheumatoid arthritis 3.3 (1.0, 
6.0) 

4.0 (1.3, 
7.0) 

8.3 (7.0, 9.5) 7.0 (5.5, 7.8) 3.0 (1.0, 
6.0) 

6.0 (3.5, 7.0) 8.5 (8.0, 9.5) 7.0 (7.0, 9.0) 

Psoriatic arthritis 2.5 (1.0, 
3.8) 

2.0 (1.0, 
4.5) 

10.0 (4.0, 
10.0) 

7.0 (3.5, 
10.0) 

2.0 (1.0, 
4.5) 

3.0 (3.0, 
3.0)* 

NA 10.0 (4.0, 
10.0) 

Axial spondyloarthropathy 2.0 (1.0, 
5.0) 

3.0 (2.0, 
5.5) 

7.0 (7.0, 7.0)* 4.0 (1.0, 7.0) 2.5 (2.0, 
5.0) 

1.0 (1.0, 
1.0)* 

7.0 (7.0, 
7.0)* 

7.0 (7.0, 7.0)* 

Total Spondyloarthropathies 2.0 (1.0, 
4.5) 

2.5 (1.0, 
5.0) 

7.0 (7.0, 10.0) 5.5 (3.0, 
10.0) 

2.0 (1.0, 
4.5) 

2.0 (1.0, 3.0) 7.0 (7.0, 
7.0)* 

8.5 (5.5, 10.0) 

Liverpool, NSW, AUS n ¼ 190 n ¼ 177 n ¼ 67 n ¼ 80 n ¼ 155 
(60.3%) 

n ¼ 35 
(13.6%) 

n ¼ 22 
(8.6%) 

n ¼ 45 
(17.5%) 

Rheumatoid arthritis 3.0 (1.0, 
5.5) 

3.5 (1.0, 
6.5) 

8.0 (7.0, 9.0) 7.0 (5.0, 8.5) 3.0 (1.0, 
5.0) 

5.5 (4.5, 6.5) 7.5 (7.0, 8.0) 8.0 (7.0, 9.0) 

Psoriatic arthritis 2.8 (1.0, 
5.0) 

2.5 (1.0, 
5.0) 

8.0 (7.5, 9.0) 8.0 (5.5, 8.0) 2.0 (0.5, 
5.0) 

5.3 (2.8, 6.8) 9.0 (7.0, 9.5) 8.0 (8.0, 8.5) 

Axial spondyloarthropathy 4.0 (2.0, 
5.5) 

4.0 (2.0, 
5.5) 

6.5 (6.5, 6.5)* 4.0 (2.5, 6.5) 4.0 (2.0, 
5.5) 

3.3 (1.5, 6.5) NA 6.5 (6.5, 6.5)* 

Total Spondyloarthropathies 3.0 (1.0, 
5.0) 

3.0 (1.0, 
5.0) 

8.0 (7.0, 9.0) 7.0 (4.5, 8.0) 2.5 (1.0, 
5.0) 

4.5 (2.0, 6.8) 9.0 (7.0, 9.5) 8.0 (7.0, 8.5) 

Neg = Negative, Pos = Positive. 
* Only one patient available in this category. 

Values were rounded to one decimal place. 

Table 4 
Median and interquartile ranges for patient global assessment scores (PATGL) and (interquartile ranges) according to positive or negative revised 2011 fibromyalgia 
criteria and/or HADS-D (hospital anxiety and depression scale–depression) in patients with rheumatoid arthritis (RA) and total spondyloarthropathies (all SpA) in 
patients from Liverpool, Sydney, Australia.  

Primary diagnosis according to physician All non-missing FM2011 and HADS-D FM2011 Neg 
HADS-D Neg 

FM2011 Neg 
HADS-D Pos 

FM2011 Pos 
HADS-D Neg 

FM2011 Pos 
HADS-D Pos 

Liverpool, NSW, AUS n ¼ 176 n ¼ 106 
(60.2%) 

n ¼ 26 
(14.8%) 

n ¼ 16 
(9.1%) 

n ¼ 28 
(15.9%) 

Rheumatoid arthritis 114 3.0 (1.0, 5.0) 6.0 (3.5, 7.3) 7.5 (7.5, 8.0) 7.5 (6.0, 8.5) 
Total Spondyloarthropathies 62 2.3 (1.0, 5.5) 6.0 (3.5, 8.5) 7.0 (2.5, 8.0) 8.5 (5.5, 10.0) 
Primary diagnosis according to physician All non-missing FM2011 and HADS-D FM2011 Neg HADS-D Neg FM2011 Pos HADS-D 

Pos 
Liverpool, NSW, AUS n ¼ 176 n ¼ 132 n ¼ 122 n ¼ 44 n ¼ 54 
Rheumatoid arthritis 114 3.5 (1.5, 6.0) 3.5 (1.5, 6.0) 7.5 (6.0, 8.5) 7.0 (5.0, 8.0) 
Total Spondyloarthropathies 62 3.0 (1.0, 5.8) 3.0 (1.0, 6.0) 7.5 (5.5, 8.5) 8.0 (4.5, 8.5) 

Neg = Negative, Pos = Positive. 
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index measures if PATGL=3, 5 or 7 (Table 5). If PATGL=3, remission 
was possible in the “extreme” models for DAS28, RAPID3 and DAPSA, 
low for CDAI and ASDAS3; in the “realistic” models, minimum activity/ 
severity was “low” or “moderate.” If PATGL=5, minimum activity/ 
severity was “low” for all indices in the "extreme" models, and “mod
erate” for all but CDAI in the “realistic” models. If PATGL=7, “low” 
activity/severity was seen in the “extreme” models for all indices other 
than RAPID3, and “moderate activity/severity” in the “realistic” models 
for all indices (Table 5). 

Patient global assessment is as efficient as swollen joint count (SJC) 
or tender joint count (TJC) to distinguish active from control treatments 
in RA clinical trials [7]. However, eligibility for clinical trials generally 
includes only a small fraction of all RA patients [9,10]. Furthermore, 
clinical trial patients typically are selected for high inflammatory ac
tivity and the absence of comorbidities; overall, fewer than 25%, and 
sometimes fewer than 10%, meet inclusion criteria [9,10]. 

Patients seen in routine care generally are more likely to have joint 
damage, fibromyalgia and/or depression than clinical trial patients 
[40]. As with any clinical measure, PATGL requires interpretation by a 
knowledgeable physician or other health professional in formulating 
clinical decisions, as all clinical measures may be impacted (or not) by 
comorbidities. For example, ESR may be elevated by neoplasms or in
fections, in addition to inflammatory activity. The capacity to recognize 
FM and/or depression on a single 2-page MDHAQ may enhance inter
pretation of PATGL in clinical care. 

It may appear disappointing that median PATGL remains 5.0 in 
recent years. PATGL may have reflected primarily inflammatory activity 
in the past, particularly in patients selected for clinical trials [9], while 
joint and other organ damage and distress due to FM and/or depression, 
remain common in patients seen in routine care [40]. Perhaps new 
strategies, including public health and clinical messages toward earlier 
treatment [41] and awareness of comorbidities, are needed for optimal 
treatment of RA. 

Several important limitations are seen in this study. First, only 3 
settings are studied, although similar variation in PATGL according to 
positive and/or negative screening for FM and/or depression in patients 
with different diagnoses in 3 different settings in 3 continents suggest 
possible generalizability. Second, data concerning physical examina
tion, laboratory variables, and imaging were not available, and only 
hypothetical model scores are presented to characterize a possible 
impact of these variables on indices. Nonetheless, several reports indi
cate that DAS28 is substantially elevated in patients with joint damage 
[12], FM [14], or depression [42], and a PATGL of 5 precludes "remis
sion" according to most indices, and even “low disease activity” if any 
other measure is minimally elevated (Table 5). Third, some patients did 
not complete all items on the MDHAQ to analyze complete data; how
ever, about 80% provided complete data, and that seems preferable to 
no quantitative data in routine care concerning possible FM and/or 
depression. Fourth, the FAST4 and MDS2 indices studied are validated 
for screening rather than diagnosis, although the reference question
naires with which they agree strongly are correlated with diagnosis 
[25–27]. Fifth, the PATGL query concerned global health for which re
sponses may differ from an arthritis-specific query [43–46]. French el al 
describe a mean score of 41.4 in a general health format and 43.0 in an 
arthritis-specific format; the 2 queries were correlated significantly at r 
= 0.74 [44], in the range of test retest reliability of core data set mea
sures [46]. Khan et al. noted that the two formats “are individually not 
equivalent [but] can be used interchangeably for calculating composite 
indices for RA activity and assessment [with] excellent concordance in 
DAS28, CDAI and RAPID3 indices and greater than a 80% absolute 
agreement (kappa 0.75–0.84)" [45]. Differences of 3–5 fold (30–50% of 
the scale) described in the current report are considerably greater than 
differences described between the 2 formats of PATGL, but it would be of 
interest to examine the magnitude of differences using an 
arthritis-specific PATGL. 

In summary, quantitative 2–3-fold elevations of PATGL according to 

Table 5 
Minimum level of DAS28-ESR, CDAI, RAPID3 ASDAS-ESR and DAPSA according to PATGL of 3, 5 and 7 in patients with inflammatory arthritis and extreme (all other 
measures 0 or normal) or (somewhat) more realistic scores with minimal scores of other measures and indices if PATGL is 3.  

Measures Indices for RA Index for AxSpA Index for PsA  
DAS28-ESR CDAI RAPID3 ASDAS-ESR DAPSA  

Extr Real Extr Real Extr Real Extr Real Extr Real 
SJC 0 1 0 1 – – – – 0 2 
TJC 0 2 0 2 – – – – 0 4 
DOCGL – – 0 2 – – – – – – 
ESR 20 20 – – – – 20 20 – – 
CRP – – – – – – – – 0.5 0.5 
FN – – – – 0 1 – – – – 
Pain VNS – – – – 0 4 – – 0 3 
Back pain – – – – – – 0 3 – – 
Peripheral pain – – – – – – 0 1 – – 
Morning 

Stiffness 
-– – – – – – 0 1 – – 

PATGL: 3/10 2.52L 3.59M 3 M 8L 3 R 8 M 1.6L 2.0L 4 R 13L 
PATGL: 5/10 2.80L 3.87M 5 L 10L 5 L 10M 1.8L 2.2M 6 L 15M 
PATGL: 7/10 3.08L 4.15M 7 L 12M 7 M 12 H 2.1 L 2.4M 8 L 17H 
Indices Levels of… 
Categories: DAS28-ESR CDAI RAPID3 ASDAS-ESR* DAPSA 
Remission ≤2.6 ≤2.8 ≤3 <1.3 0–4 
Low 2.6–3.2 2.9–10 3.1–6 1.3–2.1 5–14 
Moderate 3.2–5.1 10.1–22 6.1–12 2.2–3.5* 15–28 
High >5.1 >22 >12 >3.5* >28 

Abbreviations: PATGL= patient global assessment (L = low, M = median, H = high, R = remission), RA = rheumatoid arthritis, AxSpA = axial spondyloarthropathy, 
PsA= psoriatic arthritis, DAS28-ESR = disease activity score 28 erythrocyte sedimentation rate, CDAI = clinical disease activity index, RAPID3 = routine assessment of 
patient index data, ASDAS = ankylosing spondylitis disease activity score, DAPSA = disease activity in psoriatic arthritis, Extr = extreme hypothetical index score - all 
other measures 0 except ESR and CRP, Real = More realistic hypothetical index score of minimum values of other measures if PATGL is 5, NA = Not applicable, i.e., not 
included in the index, SJC = swollen joint count, TJC = tender joint count, DOCGL = physician global assessment, CRP = C-reactive protein, FN = physical function, 
PN = Pain, to distinguish active from control treatments in RA. 

* =ASDAS categories are remission, low, high, and very high. 
– = Individual measure is not included in the index 

Categories of indices are also coded by color: high, moderate, low, remission. 
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positive screening for FM and/or depression was documented in patients 
with RA or SpA. Availability of PATGL, RAPID3 and screens for FM and 
depression within a single MDHAQ completed by most patients in 5–10 
min provides a feasible approach for busy clinical settings. The capacity 
to screen easily and quantitatively for FM and depression could enhance 
interpretation of PATGL for improved clinical decisions and patient 
outcomes. 

Supplementary materials 

Supplementary material associated with this article can be found, in 
the online version, at doi:10.1016/j.semarthrit.2022.152151. 

References 

[1] van der Heijde DM, van ’t Hof M, van Riel PL, van de Putte LB. Development of a 
disease activity score based on judgment in clinical practice by rheumatologists. 
J Rheumatol 1993;20(3):579–81. 

[2] 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. 
Development and validation in a prospective longitudinal study of patients with 
rheumatoid arthritis. Arthritis Rheum 1995;38(1):44–8. 

[3] Aletaha D, Smolen J. The Simplified Disease 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(5 Suppl 39):S100–8. 

[4] 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(11):2136–47. 

[5] van der Heijde D, Lie E, Kvien TK, Sieper J, Van den Bosch F, Listing J, et al. 
ASDAS, a highly discriminatory ASAS-endorsed disease activity score in patients 
with ankylosing spondylitis. Ann Rheum Dis 2009;68(12):1811–8. 

[6] Schoels M, Aletaha D, Funovits J, Kavanaugh A, Baker D, Smolen JS. Application of 
the DAREA/DAPSA score for assessment of disease activity in psoriatic arthritis. 
Ann Rheum Dis 2010;69(8):1441–7. 

[7] 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(5):47–54. 

[8] Smolen JS. Treat to target in rheumatology: a historical account on occasion of the 
10th anniversary. Rheum Dis Clin North Am 2019;45(4):477–85. 

[9] Sokka T, Pincus T. Most patients receiving routine care for rheumatoid arthritis in 
2001 did not meet inclusion criteria for most recent clinical trials or american 
college of rheumatology criteria for remission. J Rheumatol 2003;30(6):1138–46. 

[10] Zink A, Strangfeld A, Schneider M, Herzer P, Hierse F, Stoyanova-Scholz M, et al. 
Effectiveness of tumor necrosis factor inhibitors in rheumatoid arthritis in an 
observational cohort study: comparison of patients according to their eligibility for 
major randomized clinical trials. Arthritis Rheum 2006;54(11):3399–407. 

[11] Radner H, Smolen JS, Aletaha D. Comorbidity affects all domains of physical 
function and quality of life in patients with rheumatoid arthritis. Rheumatology 
(Oxford) 2011;50(2):381–8. 

[12] Ruiz-Medrano E, Espinosa-Ortega HF, Arce-Salinas CA. The effect of concomitant 
hand osteoarthritis on pain and disease activity in patients with rheumatoid 
arthritis. Clin Rheumatol 2019;38(10):2709–16. 

[13] Gessl I, Popescu M, Schimpl V, Supp G, Deimel T, Durechova M, et al. Role of joint 
damage, malalignment and inflammation in articular tenderness in rheumatoid 
arthritis, psoriatic arthritis and osteoarthritis. Ann Rheum Dis 2021;80(7):884–90. 

[14] Duffield SJ, Miller N, Zhao S, Goodson NJ. Concomitant fibromyalgia complicating 
chronic inflammatory arthritis: a systematic review and meta-analysis. 
Rheumatology (Oxford) 2018;57(8):1453–60. 

[15] Hider SL, Tanveer W, Brownfield A, Mattey DL, Packham JC. Depression in RA 
patients treated with anti-TNF is common and under-recognized in the 
rheumatology clinic. Rheumatology (Oxford) 2009;48(9):1152–4. 

[16] Wolfe F, Michaud K. Outcome and predictor relationships in fibromyalgia and 
rheumatoid arthritis: evidence concerning the continuum versus discrete disorder 
hypothesis. J Rheumatol 2009;36(4):831–6. 

[17] Matcham F, Rayner L, Steer S, Hotopf M. The prevalence of depression in 
rheumatoid arthritis: a systematic review and meta-analysis. Rheumatology 
(Oxford) 2013;52(12):2136–48. 

[18] Smolen JS, Aletaha D, Bijlsma JW, Breedveld FC, Boumpas D, Burmester G, et al. 
Treating rheumatoid arthritis to target: recommendations of an international task 
force. Ann Rheum Dis 2010;69(4):631–7. 

[19] Smolen JS, Braun J, Dougados M, Emery P, Fitzgerald O, Helliwell P, et al. Treating 
spondyloarthritis, including ankylosing spondylitis and psoriatic arthritis, to 
target: recommendations of an international task force. Ann Rheum Dis 2014;73 
(1):6–16. 

[20] Zhang AD, Kavanaugh A. Treat to target in psoriatic arthritis. Rheum Dis Clin 
North Am 2019;45(4):505–17. 

[21] Rasch L, Boers M, Lems W, van Schaardenburg D, Proudman S, Hill CL, et al. 
Patient perspective on remission in rheumatoid arthritis: validation of patient 
reported outcome instruments to measure absence of disease activity. Semin 
Arthritis Rheum 2021. 

[22] Felson D, Lacaille D, LaValley MP, Aletaha D. Re-examining remission definitions 
in rheumatoid arthritis: considering the 28-joint disease activity score, C-reactive 
protein level and patient global assessment. Ann Rheum Dis 2022;81(1):4–7. 

[23] Aletaha D, Wang X, Zhong S, Florentinus S, Monastiriakos K, Smolen JS. 
Differences in disease activity measures in patients with rheumatoid arthritis who 
achieved DAS, SDAI, or CDAI remission but not Boolean remission. Semin Arthritis 
Rheum 2020;50(4):643–4. 

[24] Studenic P, Aletaha D, de Wit M, Stamm TA, Alasti F, Lacaille D, et al. American 
college of rheumatology/EULAR remission criteria for rheumatoid arthritis: 2022 
Revision. Arthritis Rheumatol 2022. 

[25] Wolfe F, Clauw DJ, Fitzcharles MA, Goldenberg DL, Hauser W, Katz RS, et al. 
Fibromyalgia criteria and severity scales for clinical and epidemiological studies: a 
modification of the ACR preliminary diagnostic criteria for fibromyalgia. 
J Rheumatol 2011;38(6):1113–22. 

[26] Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression 
severity measure. J Gen Intern Med 2001;16(9):606–13. 

[27] Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta Psychiatr 
Scand 1983;67(6):361–70. 

[28] Gibson KA, Pincus T. A self-report multidimensional health assessment 
questionnaire (MDHAQ) for face-to-face or telemedicine encounters to assess 
clinical severity (RAPID3) and screen for fibromyalgia (FAST) and depression 
(DEP). Curr Treatm Opt Rheumatol 2021;7(3):161–81. 

[29] Gibson KA, Castrejon I, Descallar J, Pincus T. Fibromyalgia assessment screening 
tool: clues to fibromyalgia on a multidimensional health assessment questionnaire 
for routine care. J Rheumatol 2020;47(5):761–9. 

[30] Schmukler J, Jamal S, Castrejon I, Block JA, Pincus T. Fibromyalgia assessment 
screening tools (FAST) based on only multidimensional health assessment 
questionnaire (MDHAQ) scores as clues to fibromyalgia. ACR Open Rheumatol 
2019;1(8):516–25. 

[31] Morla RM, Li T, Castrejon I, Luta G, Pincus T. Multidimensional health assessment 
questionnaire as an effective tool to screen for depression in routine rheumatology 
care. Arthritis Care Res (Hoboken) 2021;73(1):120–9. 

[32] Pincus T, Sokka T, Kautiainen H. Further development of a physical function scale 
on a MDHAQ for standard care of patients with rheumatic diseases. J Rheumatol 
2005;32(8):1432–9. 

[33] Pincus T, Maclean R, Yazici Y, Harrington 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. 

[34] Stucki G, Liang MH, Stucki S, Bruhlmann P, Michel BA. A self-administered 
rheumatoid arthritis disease activity index (RADAI) for epidemiologic research. 
Psychometric properties and correlation with parameters of disease activity. 
Arthritis Rheum 1995;38(6):795–8. 

[35] Castrejon I, Yazici Y, Pincus T. Patient self-report RADAI (rheumatoid arthritis 
disease activity index) joint counts on an MDHAQ (multidimensional health 
assessment questionnaire) in usual care of consecutive patients with rheumatic 
diseases other than rheumatoid arthritis. Arthritis Care Res (Hoboken) 2013;65(2): 
288–93. 

[36] Schmukler J. New applications of the MDHAQ: can remote use improve detection 
of adverse events due to high-risk medications?. The rheumatologist. 2019. 
Available from: https://www.the-rheumatologist.org/article/remote-use-of-the-m 
ultidimensional-health-assessment-questionnaire-mdhaq. 

[37] Castrejon I. The use of MDHAQ/RAPID3 in different rheumatic diseases a review of 
the literature. Bull Hosp Jt Dis 2017;75(2):93–100. 

[38] Castrejon I, Bergman MJ, Pincus T. MDHAQ/RAPID3 to recognize improvement 
over 2 months in usual care of patients with osteoarthritis, systemic lupus 
erythematosus, spondyloarthropathy, and gout, as well as rheumatoid arthritis. 
J Clin Rheumatol 2013;19(4):169–74. 

[39] 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(4): 
773–8. , viii. 

[40] Castrejon I, Gibson KA, Block JA, Everakes SL, Jain R, Pincus T. RheuMetric a 
physician checklist to record patient levels of inflammation, damage and distress as 
quantitative data rather than as narrative impressions. Bull Hosp Jt Dis 2015;73(3): 
178–84. 

[41] Pincus T. The case for early intervention in rheumatoid arthritis. J Autoimmun 
1992;5(Suppl A):209–26. 

[42] Matcham F, Norton S, Steer S, Hotopf M. Usefulness of the SF-36 health survey in 
screening for depressive and anxiety disorders in rheumatoid arthritis. BMC 
Musculoskelet Disord 2016;17:224. 

[43] Nikiphorou E, Radner H, Chatzidionysiou K, Desthieux C, Zabalan C, van Eijk- 
Hustings Y, et al. Patient global assessment in measuring disease activity in 
rheumatoid arthritis: a review of the literature. Arthritis research & therapy 2016; 
18(1):251. 

[44] French T, Hewlett S, Kirwan J, Sanderson T. Different wording of the Patient 
Global Visual Analogue Scale (PG-VAS) affects rheumatoid arthritis patients’ 
scoring and the overall Disease Activity Score (DAS28): a cross-sectional study. 
Musculoskeletal care 2013;11(4):229–37. 

[45] Khan NA, Spencer HJ, Abda EA, Alten R, Pohl C, Ancuta C, et al. Patient’s global 
assessment of disease activity and patient’s assessment of general health for 
rheumatoid arthritis activity assessment: are they equivalent? Annals of the 
rheumatic diseases 2012;71(12):1942–9. 

[46] Uhlig T, Kvien TK, Pincus T. Test-retest reliability of disease activity core set 
measures and indices in rheumatoid arthritis. Annals of the rheumatic diseases 
2009;68(6):972–5. 

J. Schmukler et al.                                                                                                                                                                                                                              

https://doi.org/10.1016/j.semarthrit.2022.152151
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0001
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0001
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0001
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0002
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0002
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0002
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0002
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0003
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0003
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0003
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0004
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0004
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0004
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0004
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0005
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0005
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0005
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0006
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0006
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0006
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0007
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0007
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0007
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0007
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0008
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0008
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0009
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0009
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0009
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0010
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0010
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0010
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0010
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0011
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0011
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0011
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0012
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0012
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0012
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0013
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0013
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0013
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0014
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0014
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0014
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0015
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0015
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0015
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0016
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0016
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0016
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0017
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0017
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0017
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0018
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0018
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0018
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0019
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0019
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0019
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0019
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0020
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0020
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0021
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0021
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0021
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0021
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0022
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0022
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0022
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0023
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0023
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0023
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0023
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0024
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0024
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0024
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0025
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0025
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0025
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0025
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0026
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0026
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0027
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0027
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0028
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0028
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0028
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0028
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0029
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0029
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0029
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0030
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0030
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0030
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0030
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0031
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0031
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0031
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0032
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0032
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0032
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0033
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0033
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0033
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0033
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0034
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0034
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0034
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0034
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0035
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0035
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0035
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0035
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0035
https://www.the-rheumatologist.org/article/remote-use-of-the-multidimensional-health-assessment-questionnaire-mdhaq
https://www.the-rheumatologist.org/article/remote-use-of-the-multidimensional-health-assessment-questionnaire-mdhaq
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0037
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0037
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0038
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0038
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0038
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0038
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0039
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0039
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0039
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0039
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0040
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0040
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0040
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0040
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0041
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0041
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0042
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0042
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0042
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0043
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0043
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0043
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0043
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0044
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0044
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0044
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0044
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0045
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0045
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0045
http://refhub.elsevier.com/S0049-0172(22)00202-5/sbref0045
http://refhub.elsevier.com/S0049-0172(22)00202-5/optlsJuWwM1IB
http://refhub.elsevier.com/S0049-0172(22)00202-5/optlsJuWwM1IB
http://refhub.elsevier.com/S0049-0172(22)00202-5/optlsJuWwM1IB

	Patient global assessment is elevated by up to 5 of 10 units in patients with inflammatory arthritis who screen positive fo ...
	Key messages
	Introduction
	Patients and methods
	Patients
	Patient questionnaires
	Rheumatology indices
	Institutional approval
	Patient and public involvement
	Statistical analyses

	Results
	Patients
	Median PATGL and proportion of FAST4 positive or MDS2 positive patients according to diagnosis
	Median PATGL according to whether patients screened positive for fibromyalgia and/or depression

	Discussion
	Supplementary materials
	References


