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Organizational Profile 
Kelsey-Seybold Clinic (KSC) began in 1949 by founder Dr. 
Mavis P. Kelsey. Modeling the Mayo Clinic, the organization 
was the first of its kind in the Houston area to bring together 
specialists, general practitioners, nurses, and other health 
providers as a team to provide multispecialty treatment within 
the Houston Medical Center. 

Six decades since its inception, the organization has 
witnessed tremendous growth and now spans throughout the 
Greater Houston and surrounding areas to include 20 clinics, 
two Ambulatory Surgery Centers (ASCs), and one of the first 
freestanding Cancer Centers within its region. KSC employs 
more than 420 physicians encompassing more than 55 
specialties serving more than 1 million patients annually. There 
are four rheumatologists providing services to more than nine 
clinic locations.  

Project Summary
Rheumatoid arthritis (RA) is a chronic disease that has high 
morbidity, mortality, and financial cost. It affects 1% of the 
adult population with an estimated $40 billion spent in both 
direct and indirect costs associated with RA. This estimate is 
projected to reach $54 billion by 2030.

Routine assessments of disease activity and functional status 
are a key part of high-quality rheumatology care. According to 
the American College of Rheumatology, “Implementation of 
evidence-based medicine and ongoing practice assessment/
improvement helps rheumatologists provide the best possible 
care.” Kelsey-Seybold Clinics’ prevalence for RA is 0.56% and 
aligns with the Centers for Disease Control and Prevention’s 
(CDC’s) reported prevalence of 0.50-1.0% (Source: Centers for 
Disease Control and Prevention, 2015).

The purpose of this study was to assess the implementation of 
evidence-based medicine in the management of RA utilizing 
the American College of Rheumatology’s endorsed quality 
measures. During the initial phases of our study KSC did not 
have workflows in place to assess the disease’s activity and 
functional status of RA patients. 

A primary analysis was performed which revealed no standard 
method of capturing and scoring patients’ disease progress 
was built within our workflows and electronic health records 
(EHRs) system. The analysis of the RA plan revealed several 
opportunities for improvement. 

In order to seek improvement KSC’s Rheumatology Taskforce 
provided recommendations to develop and integrate a 
functional assessment within the EHR in conjunction with a 
Best Practice Alert (BPA), while educating staff and increasing 
patient engagement. The taskforce chose Kelsey-Seybold 
Clinic-Main Campus to pilot the program. 

Program Goals and  
Measures of Success
In order to successfully benchmark RA performance measures, 
KSC incorporated within its workflow and EMR a validated 
disease activity/functional assessment tool. This enabled KSC 
to establish goals while participating in the AMGA Foundation 
along with 12 other groups.  

Prior to the implementation of data capturing and workflow 
processes within KSC’s EHR system to extract functional 
assessment data, its baseline was at 0%. Nevertheless, its 
baseline data for DMARD therapy was captured at 97.1% as its 
systems provided the capability of extracting such data from its 
clinical and billing systems (see Appendix 1-2).
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AMGA Foundation’s Best Practice in Managing Patients with 
RA was utilized as a benchmarking mechanism. Collaborative 
participations began in Q2 of 2014. KSC provided an 
initial baseline measurement indicating that the 97.1% Q2 
DMARD therapy goal was not achieved. The Epic EHR 
and documentation workflow did not provide a reportable 
evidence-based measurement tool to assess disease activity, 
while the Collaborative average reflected 61%. Similar to 
the disease activity the functional assessment goal was not 
achieved and reported at 0%, while the Collaborative average 
reflected 50%.

Population Identification
Quarterly reports were generated utilizing both clinical and 
claims data from KSC’s Epic EMR system, capturing data for its 
four rheumatologists serving at nine clinic locations. The RA 
Collaborative measurement tools (PQRS measures): 

•	 DMARD	therapy

- Numerator: patients with RA on DMARD therapy

- Denominator: patients 18 years or older, with one visit 
to a rheumatologist during the reporting period to 
include a diagnosis of RA

•	 Disease	Activity	

- Numerator: patients with RA for whom disease activity 
is assessed at ≥50% of evaluation and management 
(E&M) visits 

- Denominator: patients 18 years or older, with one visit 
to a rheumatologist during the reporting period to 
include a diagnosis of RA

•	 Functional	Assessment	

- Numerator: patients with RA for whom a functional 
status is assessed at least once a year

- Denominator: patients 18 years or older, with one visit 
to a rheumatologist during the reporting period to 
include a diagnosis of RA

•	 The	EHR	is	used	to	facilitate	the	care	process

- BPA identify all established patients with a diagnosis 
of RA 

- SMART FORM built into the EHR to capture and 
calculate data 

Intervention
When the RA Collaborative Taskforce was created and 
the baseline scores were presented to them, the taskforce 
recommended: 

•	 Collaboration	with	Information	Technology	(IT)	to	design	
and deploy a functional assessment tool accessible within 
the Epic system. 

- RAPID 3 / MDHAQ 

•	 Improved	Staff	Education	

- Documentation and use of the Rapid 3 introduced to 
RA providers 

- One-on-one nurse instruction 

•	 Improved	Patient	Engagement	

- Posters (see Appendix 3)

•	 Applied/Developed	Epic	EMR	enhancements	to	assist	
with implementation. 

- Best Practice Alerts (BPA) 

- Daily appointment report (DAR) to identify last 
functional assessment date. 

•	 Pilot	Program	

- Main Campus – one rheumatologist

On March 16, 2015, the pilot program was successfully 
implemented. Analysis of the implementation was conducted 
Q2 2015, thus indicating improvement in disease activity 
with a score of 13.8%. However, the results remained below 
Collaborative average of 79%. On the contrary, data of the 
functional status assessment showed significant improvement 
from 0% to 30%, but remained below the Collaborative 
average of 72%. 

In order to address the organization’s shortfall, the RA 
Collaborative Committee evaluated the data and made 
additional recommendations: 

•	 Deploy	Functional	Assessment	tool	to	every	location	that	
has a RA Rotation.

•	 Improve	use	RAPID	3/Functional	Assessment	by	an	
additional 20% within the next six months
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•	 Educate	Primary	Care	Providers	regarding:

-  When is it appropriate to refer to Rheumatology?

-  When is DMARD use appropriate?

-  How to interpret Rapid 3/Functional Assessment.

-  Patients were encouraged to play an active role in 
their care. Posters were designed with questions that 
would help the patient to begin a conversation with 
their provider.

Without the assistance of KSC’s IT department, the 
implementation and integration of the RA workflow would 
have not been successful. Under the direct guidance from 
Chief of Rheumatology, Physician Champion, and the 
Quality Improvement team, the IT team was able to design 
the “SMART FORM” (see Appendix 2) that incorporates the 
questions of the RAPID 3/MDHAQ into the EHR. The SMART 
FORM was designed to provide an efficient method in order to 
collect, analyze, and report RA data. This form is triggered by a 
patient care registry that identifies all established patients age 
>18 years with a diagnosis of RA.

Leadership  
Involvement & Support
Throughout the project, the entire team has observed several 
lessons, which include: 

•	 Incorporate	strong	knowledgeable	leadership	as	part	of	
the team. 

•	 Adopt	a	physician	champion	that	is	respected	among	his/
her peers.

•	 Share	talent	with	the	IT	team	to	establish	a	good	working	
relationship. 

Lessons Learned and  
Ongoing Activities
Participation in the Collaborative allowed us to identify and 
create methods to extract relevant data, while continuously 
working toward enlisting physicians to join the Collaborative. 

Additional education will be provided to primary care providers 
by RA Physician Champion, which will include topics: 

•	 When	is	it	appropriate	to	refer	to	Rheumatology?	

•	 When	is	DMARD	therapy	appropriate?	

•	 How	to	interpret	RAPID	3/	MDHAQ.

KSC will continue to monitor Functional Assessment and 
DMARD scores while pursuing an effort to improve RAPID 3/
MDHAQ scores by an additional 20% in the next six months. A 
quarterly report will be presented to the Chief of Rheumatology 
as the organization continues to raise health awareness. 

Acronym Legend

CDAI: Clinical Disease Activity Index

DMARD: Disease-Modifying Anti-Rheumatic Drug

HAQ: Health Assessment Questionnaire

MDHAQ: Multi-Dimensional Health Assessment Questionnaire

PQRS: Physician Quality Reporting System

RAPID 3: Routine Assessment of Patient Index Data 3

SDAI: Simple Disease Activity Index
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Appendix 3 

HOW TO CALCULATE RAPID 3 SCORES
1. Ask the patient to complete questions 1, 2, and 3 while in the waiting room prior to his/her visit.
2. For question 1, add up the scores in questions A-J only (questions K-M have been found to be informative, but are not scored formally). Use the 

formula in the box on the right to calculate the formal score (0-10). For example, a patient whose answers total 19 would score a 6.3. Enter this 
score as an evaluation of the patient’s functional status (FN).

3. For question 2, enter the raw score (0-10) in the box on the right as an evaluation of the patient’s pain tolerance (PN).
4. For question 3, enter the raw score (0-10) in the box on the right as an evaluation of the patient’s global estimate (PTGE).
5. Add the total score (0-30) from questions 1, 2, and 3 and enter them as the patient’s RAPID 3 cumulative score. Use the final conversion table 

to simplify the patient’s weighed RAPID 3 score. For example, a patient who scores 11 on the cumulative RAPID 3 scale would score a weighted 
3.7. A patient who scores between 0–1.0 is defined as near remission (NR); 1.3–2.0 as low severity (LS); 2.3–4.0 as moderate severity (MS); and 
4.3–10.0 as high severity (HS).

RAPID 3ROUTINE ASSESSMENT OF PATIENT INDEX DATA

RAPID 3

ROUTINE ASSESSMENT OF PATIENT INDEX DATA
�e RAPID3 includes a subset of core variables found in the Multi-dimensional HAQ (MD-HAQ). Page 1 of the MD-HAQ, shown here, includes
an assessment of physical function (section 1), a patient global assessment (PGA) for pain (section 2), and a PGA for global health (section 3).
RAPID3 scores are quickly tallied by adding subsets of the MD-HAQ as follows:

1. PLEASE CHECK THE ONE BEST ANSWER FOR YOUR ABILITIES AT THIS TIME:

3. CONSIDERING ALL THE WAYS IN WHICH ILLNESS AND HEALTH CONDITIONS MAY AFFECT YOU
     AT THIS TIME, PLEASE INDICATE BELOW HOW YOU ARE DOING:

2. HOW MUCH PAIN HAVE YOU HAD BECAUSE OF YOUR CONDITION OVER THE PAST WEEK?
     PLEASE INDICATE BELOW HOW SEVERE YOUR PAIN HAS BEEN:

1. a-j FN (0-10):

3. PTGE (0-10):

2. PN (0-10):

RAPID3 (0-30)

1=0.3
2=0.7
3=1.0
4=1.3
5=1.7
6=2.0
7=2.3
8=2.7
9=3.0
10=3.3
11=3.7
12=4.0
13=4.3
14=4.7
15=5.0

16=5.3
17=5.7
18=6.0
19=6.3
20=6.7
21=7.0
22=7.3
23=7.7
24=8.0
25=8.3
26=8.7
27=9.0
28=9.3
29=9.7
30=10

0 0.5 1.0 1.5 2.0 2.5 3.0 3.5 4.0 4.5 5.0 5.5 6.0 6.5 7.0 7.5 8.0 8.5 9.0 9.5 10

0 0.5 1.0 1.5 2.0 2.5 3.0 3.5 4.0 4.5 5.0 5.5 6.0 6.5 7.0 7.5 8.0 8.5 9.0 9.5 10

NO PAIN

VERY WELL

PAIN AS BAD AS IT COULD BE

VERY POORLY

OVER THE LAST WEEK, WERE YOU ABLE TO: WITHOUT ANY
DIFFICULTY

WITH SOME
DIFFICULTY

WITH MUCH
DIFFICULTY

UNABLE
TO DO

a. Dress yourself, including tying shoeslaces and
    doing buttons?

b. Get in and out of bed?

j. Participate in recreational activities and sports
   as you would like, if you wish?

m. Deal with feelings of depression or feeling blue?

l. Deal with feelings of anxiety or being nervous?

k. Get a good night’s sleep?

i. Walk two miles or three kilometers if you wish?

h. Get in and out of a car, bus, train, or airplane?

g. Turn regular faucets on and o�?

f. Bend down to pick up clothing from the �oor?

e. Wash and dry your entire body?

d. Walk outdoors on �at ground?

c. Lift a full cup or glass to your mouth?

___ 0 ___ 1 ___ 2 ___ 3

___ 0 ___ 1 ___ 2 ___ 3

___ 0 ___ 1 ___ 2 ___ 3

___ 0 ___ 1 ___ 2 ___ 3

___ 0 ___ 1 ___ 2 ___ 3

___ 0 ___ 1 ___ 2 ___ 3

___ 0 ___ 1 ___ 2 ___ 3

___ 0 ___ 1 ___ 2 ___ 3

___ 0 ___ 1 ___ 2 ___ 3

___ 0 ___ 1 ___ 2 ___ 3

___ 0 ___ 1.1 ___ 2.2 ___ 3.3

___ 0 ___ 1.1 ___ 2.2 ___ 3.3

___ 0 ___ 1.1 ___ 2.2 ___ 3.3

CONVERSION TABLE
Near Remission (NR): 1=0.3; 2=0.7; 3=1.0
Low Severity (LS): 4=1.3; 5=1.7; 6=2.0
Moderate Severity (MS): 7=2.3; 8=2.7; 9=3.0; 10=3.3; 11=3.7; 12=4.0

High Severity (HS): 13=4.3; 14=4.7; 15=5.0; 16=5.3; 17=5.7; 18=6.0; 19=6.3; 20=6.7;
21=7.0; 22=7.3; 23=7.7; 24=8.0; 25=8.3; 26=8.7; 27=9.0; 28=9.3; 29=9.7; 30=10.0
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