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INTRODUCTION
Health related quality of life (HRQOL) instruments are
usually classified as either generic or disease-specific. The
advantage of generic instruments is that they can be used to
compare the quality of life of those with different condi-
tions, which may inform health policy and economic evalu-
ations. Disease-specific instruments can be used to compare
the outcomes of different treatments within a condition such
as rheumatoid arthritis (RA). In the OMERACT 4 proceed-
ings, Ortiz, et al1 reviewed the use of generic quality of life
instruments in randomized controlled trials (RCT) of
rheumatic diseases with special emphasis on their respon-
siveness. Most of the reviewed studies also included a
disease-specific measure. As part of the ongoing work of
the OMERACT quality of life task force, the purpose of this
paper is to focus on questionnaires that are not only disease-
specific but patient-specific in that they take an individual-
ized functional priority approach to the assessment of
HRQOL in rheumatic diseases. As part of the OMERACT 5
module on minimal clinically important differences
(MCID), this paper will address the responsiveness of
HRQOL instruments that emphasize the individual. This
will be a first step in considering the MCID in a time when
patient-specific perspectives are of great concern. Within
the context of the OMERACT filter, questionnaires are

assessed for their truth, discrimination, and feasibility.
These key issues will be addressed here.

The McMaster Toronto Arthritis Patient Preference
Disability Questionnaire (MACTAR) is an individualized
functional priority questionnaire that was first published in
19872. Of the few questionnaires of this type, it has been the
one used most frequently in clinical trials of various treat-
ments in rheumatology. Since 1987 the instrument has
undergone a number of revisions and is now also known as
the problem elicitation technique (PET). In creating the
instrument, its authors wished to address directly the issues
that are important to patients with RA. Hence, the question-
naire asks patients to describe specific activity limitations
caused by their arthritis and to rank these problem areas. In
order to ensure that the list of affected activities is as
comprehensive as possible, a standard series of probes are
read to the patient after the spontaneously generated prob-
lems. Conventional questionnaires ask a standard set of
questions that may or may not apply to a particular patient
— some areas may be irrelevant and some relevant areas
may not be included. Irrelevant questions create unwanted
noise in the responses to such questionnaires, and lack of
questions in relevant areas may reduce both sensitivity to
change and the ability to discriminate between patients.

Scoring systems have varied considerably in the hands of
different authors who have used the questionnaire to study
patients with RA undergoing various forms of treatment.
Originally, problem areas were identified at the first assess-
ment but no score was assigned. After initiating treatment,
change was measured directly at followup assessments by
asking patients if each of their problems had become worse,
remained the same, or improved. Scoring of only the top 3
or top 5 problems and weighting by the inverse of the
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problem’s rank order were suggested as possible scoring
schemes. Alternatively, some authors have used a visual
analog scale (VAS) at both initial and followup assessments
and determined change by subtracting baseline scores from
followup scores.

A modified version of the MACTAR includes additional
conventional questions on physical, social, and emotional
functioning, overall quality of life, and a global rating of
arthritis. These questions are rated on Likert scales both at
baseline and at followup. An assessment of change for each
is also included but has not been used by all authors.

In the version of the questionnaire known as the PET,
patients continue to identify and rank their problems but are
asked to rate on a VAS scale the degree of difficulty,
frequency, or severity of the problem, depending on its type.
Patients are also asked to rate the importance of each item
on a VAS scale, and these values are used as weights. A VAS
global health assessment is the final question. Change is
assessed by comparing baseline to followup scores.

Definition of an MCID for the MACTAR/PET and other
individualized functional priority questionnaires will
depend on the scoring method used. If one scoring method
is more sensitive to change over time due to treatment, this
will influence the choice of an MCID.

METHODS
A MEDLINE search was conducted to find studies that have
used the MACTAR or PET as an outcome measure in the
treatment of rheumatic diseases. Search terms were included
until all studies known to the authors appeared in the search
results. These were “physical function,” “MACTAR,”
“McMaster,” “PET,” “problem elicitation,” “quality of life,”
or “pooled index” combined with “arthritis” and “treat-
ment,” “therapy,” “responsiveness,” or “clinical trial.” A
total of 530 references were retrieved and the abstracts were
reviewed to determine if the studies had used the appro-
priate type of instruments. Some secondary searches were
done based on information contained in the abstracts. A total
of 27 articles that described instrument development and/or
the use of these instruments in clinical trials were selected
for review. These articles are described below with the
intent of evaluating the overall experience with the instru-
ments and of comparing the performance of the instruments
to other disease-specific instruments and outcomes. The
majority of the studies used the MACTAR or PET question-
naire but a number of conceptually related questionnaires
are also described; however, most of these have not yet been
used extensively in clinical trials.

RESULTS
The original paper describing the MACTAR2 compared the
MACTAR to a conventional questionnaire evaluating both
discrete functions and global functions. The questionnaire
comprised 17 questions from the functional index devel-

oped by Lee, et al (discrete functions) and 8 questions taken
from the McMaster Health Index (global functions). At the
end of the study, patients were asked a global question on
whether their arthritis had improved since the baseline ques-
tionnaire. Patients were being treated with a variety of ther-
apies (nonsteroidal antiinflammatory drugs, aspirin, gold,
penicillamine, corticosteroids). Three unweighted scoring
methods were used based on the single most important
disability, the top 3 disabilities, and the top 5 disabilities.
The response format was the change from baseline, i.e.,
whether the problem had become worse, remained the same,
or improved. Regardless of the number of problems
included, the MACTAR showed substantially higher
improvement than the conventional questionnaire. This was
attributed mainly to the individualized approach to problem
assessment, although the authors thought that the
MACTAR’s emphasis on change might have contributed to
its increased sensitivity. Many of the problems identified by
patients were not on the conventional questionnaire and
even the most frequently identified disabilities were absent
or unimportant to many other patients.

In a double-blind, randomized trial of methotrexate
versus placebo in RA3, the effect of treatment on physical,
social, and emotional function was measured using 2 stan-
dard-item questionnaires, the Lee Functional Index and the
McMaster Health Index Questionnaire (MHIQ), and the
MACTAR individualized questionnaire. Ten standard clin-
ical endpoints were also used. The relative efficiency
(square of the ratio of the t-statistics) of all outcome
measures in detecting differences between groups was
compared to tender joint count (TJC). Standard-item quality
of life questionnaires showed statistically significant but
modest improvements varying from 5% to 12%, whereas
the MACTAR score improved by 29% over that in the
placebo group and had the highest relative efficiency of all
the function/quality of life measures. All the function ques-
tionnaires had relative efficiencies greater than 4 of the
traditional clinical endpoints did. Again, several of the prob-
lems identified on the MACTAR were not included in either
of the standard-item conventional questionnaires (68% not
addressed by the Lee Functional Index and 55% not
addressed by the MHIQ).

In a placebo controlled study of low dose cyclosporine in
RA4,5 the primary outcomes were joint count, a VAS pain
assessment, and the PET. In addition to the PET, half the
patients completed the Health Assessment Questionnaire
(HAQ) and half the Arthritis Impact Measurement Scale
(AIMS), enabling a comparison of the PET to each of these
other quality of life measures. To elicit problems patients
were questioned about physical, social, emotional, occupa-
tional, communication, and sleep components. Patients were
asked to identify the level of difficulty in each area on a 7
point scale and to rank their problems in order of impor-
tance. The total score was the sum of difficulty × importance
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for the top 5 problems. Responsiveness of these measures
and TJC was compared using the standardized effect size
(SES) approach. The SES is the ratio of the treatment effect
(mean differences in treatment group minus differences in
placebo group) to the pooled standard deviation of these
differences. For the HAQ cohort the SES were rank ordered
as follows: TJC, HAQ disability, PET, and HAQ pain; and
for the AIMS cohort the SES were rank ordered: AIMS pain,
TJC, AIMS psychological, PET, and AIMS physical func-
tion. All measures were judged to have similar responsive-
ness, except for this latter scale, which was the only one that
failed to distinguish between treatment and placebo groups.
In a further article Buchbinder, et al6 calculated the relative
efficiency of the outcome measures and determined if there
were significant differences in the ability to detect a treat-
ment effect compared to TJC. None of the quality of life
measures was significantly different from TJC, but pain
assessed on a 5 point scale and erythrocyte sedimentation
rate (ESR) were both significantly inferior to TJC.

In a RCT comparing femoral head prostheses that were
inserted with and without cement, Laupacis, et al7 evaluated
the effect of hip replacement on health related quality of life
using the Harris hip score, the Merle d’Aubigne hip score,
the Sickness Impact Profile (SIP), the Western Ontario
McMaster Osteoarthritis index (WOMAC), the MACTAR,
a time trade-off utility measure and the 6 minute walk test.
The MACTAR form identified the 5 most important phys-
ical and social activities adversely affected by hip disease
and assessed each pre and postoperatively by 10 cm VAS.
Assessments were done preoperatively and at 3, 6, 12, and
24 months postoperatively. One hundred eighty-eight were
followed for 3 months; 179 of them for 6 months; 156 for
one year; and 90 for 2 years. The 2 treatment groups were
combined since relatively small differences in quality of life
were expected during the first few years of followup. Pre-
post comparisons done on the available patients at each time
point were all significant except for the work section of the
SIP at 3 months. Responsiveness of the various instruments
was not compared. Consistent with the other studies
reviewed, 9 of the 20 most frequently chosen problems on
the MACTAR were not included in the WOMAC and 6
were not included in the SIP. A later followup study8 showed
similar quality of life results.

Several outcome measures including the PET were used
to assess construct validity and sensitivity to change of the
PET in 2 trials comparing nonmedical therapies for anky-
losing spondylitis (AS) and fibromyalgia (FM)9. In patients
with AS daily exercises at home were compared to daily
exercises plus weekly physical therapy, whereas in patients
with FM, low impact fitness training, biofeedback, or no
treatment were compared. Overall the AS patients showed
significant improvement on the PET, but there was no
difference between the treatment groups. In FM patients
there was no improvement on the PET when all groups were

combined, but the score improved in the fitness group and
deteriorated in the biofeedback and controls. Comparative
sensitivity to change of all outcome measures was assessed
by calculating the efficiency of each measure in the 2
disease groups with all treatments combined. Efficiency is
the mean change in the measure divided by the standard
deviation of the change. In the AS patients physical fitness,
thoracolumbar flexion and extension, patient assessed
improvement, and cervical rotation were the most sensitive
measures (efficiencies from 3.5 to 0.69). Of the other self-
report measures used the PET was by far the most sensitive,
with an efficiency of 0.6: the AIMS scales, SIP, HAQ for
FM, pain, stiffness, and utilities all had efficiencies below
0.25. In FM patients the highest efficiency was shown by
the patient global assessment at 0.48, but no other self-
report measure including the PET was responsive. Construct
validity of the PET was confirmed by significant correla-
tions ranging from 0.22 to 0.48 with the mobility (FM only),
physical activity, social role, activities of daily living (FM
only), pain, depression, anxiety, health perception, and
arthritis impact scales of the AIMS, and also the SIP, HAQ,
pain (VAS), stiffness, utilities, and patient’s global health
assessment. 

Esdaile, et al10 conducted a double blind, placebo
controlled trial of hydroxychloroquine in early RA. Four
indices comprised the primary outcomes: a joint index, a
pain index, a physical function index, and the psychological
function subscale of the AIMS. The MACTAR was part of
the physical function index with the physical disability
dimensions of the HAQ and AIMS. The MACTAR was
scored using the S5R method, which weights the scores for
the top 5 problems with the inverse of the rank. A signifi-
cantly greater improvement was noted in the joint, pain, and
physical function indices at the end of the study period (36
weeks) for the hydroxychloroquine group compared to
placebo. When the scales contributing to the physical func-
tion index are examined individually, the MACTAR was the
only component showing a significantly greater improve-
ment for the treatment group at 36 weeks. The pain index
and its components — the AIMS pain dimension and the
HAQ VAS pain scale — all showed a significantly greater
improvement in the treatment group. Of the individual joint
index components the swollen joint count and grip strength
were significantly more improved in the treatment group but
there was no difference for the TJC and duration of morning
stiffness.

In another study of the quality of life effects of hip
arthroplasty, Wright and Young11,12 compared several ques-
tionnaires for responsiveness — 2 disease-specific ques-
tionnaires (the Harris Hip Scale and WOMAC), one generic
health status scale [Medical Outcome Survey Short Form-
36 (SF-36)] and 2 patient-specific indices (the MACTAR
and the Patient Specific Index or PASI). In the PASI,
patients are asked to rate 21 complaints for severity and
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importance plus any additional complaints. Both severity
and importance are rated on a 7 category ordinal rating
scale. The score on the PASI includes only those items that
the patient identifies as problems and is the sum of the prod-
ucts of severity and importance for each item. Since the
number of problems can vary from patient to patient, scores
are standardized by dividing by the maximum possible
score for that patient and multiplying by 100. Several
responsiveness measures were used: (a) responsiveness
statistic; (b) standardized response mean (SRM); (c) relative
efficiency statistic; (d) effect size; and (e) correlation with
patient’s global rating of change in hip function. Because of
the way it was scored (i.e., no available preoperative score)
the MACTAR could only be compared using (b) and (e). In
fact the calculated SRM for the MACTAR is not strictly
comparable to that obtained for the other measures because
the denominator or standard deviation of change scores is
determined directly from the change indicated postopera-
tively and is not determined by taking differences between a
pre and postoperative score. This may tend to overempha-
size the responsiveness of the MACTAR in before and after
studies. The different responsiveness indices provided
different rank ordering of the 14 scales (the WOMAC has 3
subscales and the SF-36 has 8), with the actual ranks
differing significantly up to 5 levels. Disease-specific scales
were the most responsive, with the MACTAR appearing the
most responsive on the SRM. The 2 physical scales of the
SF-36 were of intermediate responsiveness and its general
and mental health scales were the least responsive.

Boers, et al13 evaluated the effect of combined step-down
therapy with prednisolone, methotrexate, and sulfasalazine
versus sulfasalazine alone. Outcome was assessed using a
pooled index that summarized the change in 5 measures
after 28 weeks of treatment. For each group and measure, a
standardized change score was calculated by dividing the
mean change for that group by the pooled standard deviation
of change at week 28. The pooled index was the mean of the
standardized scores. A constant was added to all index
values so that the value at baseline was zero. Five measures
were selected for maximum sensitivity to change: TJC,
overall assessment by the independent assessor, grip
strength, ESR, and MACTAR. The modified version of the
MACTAR was used in this study but without the global
assessment of arthritis question (Verhoeven A.C., personal
communication). The scores on this questionnaire reflect
change, increase as disability improves, and vary from 10
(maximum deterioration) to 40 (maximum improvement).
Since there is no baseline score for this instrument, mock
change items were added at baseline and scored as
unchanged. As well as the items included in the pooled
index, swollen joint count, pain, patient’s overall assess-
ment, and the HAQ were measured.

At 28 weeks, there were significant differences between
the 2 treatment groups on all measures except the patient’s

overall assessment. After tapering of prednisolone and
methotrexate, no significant differences remained between
the 2 groups, although there was still a maintained improve-
ment in both groups from baseline.

Verhoeven, et al14 reported further on the validity of the
modified MACTAR as demonstrated in this clinical trial.
Scores on the MACTAR were partitioned into the “status”
questions on physical, social, and emotional functioning,
overall quality of life, and global rating of arthritis, and the
“transitional” questions that assess change directly. High
correlations were found between the total MACTAR score,
its partitions, and other functional indices, i.e., the HAQ,
AIMS mobility, and grip strength. Correlations with
nonfunctional outcomes (i.e., ESR, various pain scales, joint
counts, and global assessments) were also high.

Within-group responsiveness of separate items and parts
of the MACTAR was assessed by SRM (or mean change
within one treatment group divided by the standard deviation
of this change). Compared to other outcome measures the
total MACTAR showed high responsiveness, with an SRM in
the combined treatment group of 2.2 and in the sulfasalazine
group of 1.2; the next highest SRM were 1.5 (HAQ, pain
VAS, and patient global assessment) and 0.9 (patient global
assessment and ESR) in the combined treatment and
sulfasalazine groups, respectively. As noted by others, the
transitional or direct change items had the best responsive-
ness. Weighting of these items gave somewhat better SRM
for the total MACTAR of 2.8 and 1.3, respectively.

Kirkley, et al15 used the MACTAR as one of several
outcome measures to assess the effect of knee bracing on
varus gonarthrosis. An unloader brace was compared to a
neoprene sleeve and a no-treatment control group. The
version of the MACTAR used was the top 3 problems
scored on 10 cm VAS. Patients were assessed at baseline
and at 6 week and 3 and 6 month followups. Other outcome
measures were the WOMAC and pain/distance/stairs
climbed on 6 minute walking and 30 second stair climbing.
At 6 months significant differences were found between the
unloader brace group and control on the WOMAC aggre-
gate, pain, stiffness, and physical function, and on the
MACTAR and pain on 6 minute walk and 30 second stair
climb, but the distance walked and number of stairs climbed
were not different. Comparing the unloader brace versus
neoprene sleeve groups only the pain on 6 minute walk and
30 second stair climb were significantly different. Finally, in
comparing the neoprene sleeve and control group only the
WOMAC stiffness and the 2 pain measures were signifi-
cantly different. On all measures the greatest improvement
was in the order unloader brace, neoprene sleeve, control.
The authors attributed the success of both the neoprene
sleeve and unloader brace in reducing pain to improved joint
proprioception and the greater improvement seen in the
unloader brace group to the additional effect of a decrease in
compartment loading.
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In a RCT of leflunomide versus methotrexate or
placebo16,17, several measures of function and health related
quality of life were used to assess patient outcome. These
included the Modified Health Assessment Questionnaire
(MHAQ), the HAQ, the PET, and the SF-36. To reduce the
time required for questionnaire completion the PET prob-
lems were limited to those addressed in the HAQ. Tugwell,
et al18 compared the outcome measures in terms of their
ability to detect a treatment effect by calculating the relative
efficiencies (RE) of the measures in comparison to TJC.
When comparing leflunomide to placebo the RE in
decreasing order were patient global assessment of disease
(1.88), HAQ disability index (1.84), SF-36 bodily pain
(1.63), MHAQ (1.37), physician global assessment of
disease (1.33), PET top 5 and SF-36 physical component
(both 1.29), pain intensity scale (1.21), and SF-36 physical
functioning scale (1.10). Based on an approximate Z
statistic the only 2 RE that were significantly different from
TJC were patient global assessment and SF-36 mental
component, with a RE of only 0.01.

When comparing methotrexate to placebo, patient and
physician global assessments, pain intensity, and C-reactive
protein had RE greater than one, whereas none of the
disease-specific and generic measures of function were
better at detecting treatment effects than TJC. Strand, et
al16,17 noted that compared to the methotrexate group, the
leflunomide group had significantly greater improvement in
the MHAQ scores (p ≤ 0.01) 5 of 8 scales, and the disability
index of the HAQ (p ≤ 0.01), weighted top 5 score of the
PET (p ≤ 0.001), and 2 of 8 scales (bodily pain and vitality)
and the physical component score of the SF-36 (p ≤ 0.01).
Tugwell, et al did not report the RE for the leflunomide-
methotrexate comparison.

A minimal clinically important difference has not yet
been defined for the MACTAR or PET. Kosinski19 has
described an approach that may be useful in defining MCID
for quality of life questionnaires in RA. Categories of
change were defined in disease severity measures that are
familiar to clinicians, such as tender and swollen joint
counts and global assessments. The mean changes in quality
of life outcomes were then calculated for each category of
change in the disease severity measures. These values then
attain a clinical meaning for the clinician by virtue of their
relationship to more familiar outcomes.

There are a number of questionnaires that are similar to
the MACTAR in that they allow individual selection of
items and some method of priority ranking. Some are
disease-specific and others global. Some representative
questionnaires are described below.

There are 2 questionnaires that include a priority function
section similar to the MACTAR. A revised and expanded
version of the Arthritis Impact Measurement Scales, or
AIMS220, has a priority function section limited to a choice
of 3 of the areas covered by the AIMS2 scales. This section

is not scored but has been used in the validation of the
remainder of the questionnaire. Wright, et al21,22 have
included a priority function section, using the MACTAR
framework, in a juvenile arthritis functional status index
(JASI). Part I of the JASI is a standard structured item
section and part II is the priority function section with the
standard set of probes modified to be appropriate for chil-
dren/adolescents. The 5 chosen activities are scored on a 7
point response option scale going from “Someone has to do
it for me” to “As easily as friends without juvenile rheuma-
toid arthritis.” Change was evaluated in 2 ways by using
both the original MACTAR format of asking if the functions
had improved, worsened, or remained the same and the
score difference on the 7 point scale. The estimated kappa
for agreement between the 2 scoring methods was 0.22 for
a 2 to 3 week interval and 0.09 for a 3 month interval. Aside
from the low agreement, only one activity was considered to
be worse when change was assessed directly as opposed to
16.2% of activities at 2 to 3 weeks and 11.9% at 3 months
for the score difference method, indicating the possibility of
bias in the direct change responses. Further work is in
progress to evaluate responsiveness to change since the
validation study sample was expected to be stable over the
study period.

Duffy, et al23 have developed a Juvenile Arthritis Quality
of Life Questionnaire (JAQQ) that is similar in concept to
the MACTAR/PET. Affected activities have been divided
into 4 areas: gross motor function (17 items), fine motor
function (16 items), psychosocial (22 items), and general
symptoms (19 items). Patients or parents, depending on the
child’s age, select up to 5 items from each dimension and
may add their own items. Each item is scored on a 7 point
Likert scale. A mean score is computed for each dimension
and an overall mean of the 4 dimensions. Thus, in contrast
to the MACTAR/PET each dimension is equally represented
in the overall score. The questionnaire is individualized
within dimensions but unlike the MACTAR/PET all dimen-
sions must be included. Moderate correlations were found
between the JAQQ scores and measures of joint disease
activity, but high correlations were found with parent
assessed pain (VAS). Similar correlations were found for
change scores. Physician assessment of change was signifi-
cantly related to physician global assessment of change in
all JAQQ dimensions except the psychosocial.

Carr’s Disease Repercussion Profile (DRP)24,25 is an indi-
vidualized measure that gives a profile of perceived hand-
icap in 6 domains: functional activities, social activities,
socioeconomic status, relationships, emotional well being,
and body image. Patients specify the handicap they are
experiencing in each of the domains and rate its severity on
a 10 point graphic rating scale. The instrument is designed
to help choose an intervention to suit patients rather than to
assess outcomes of chosen interventions in groups of
patients. Like the JAQQ, the instrument is individualized
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within dimensions and all dimensions are rated. No total
score is calculated and instead a patient profile is produced.
The instrument has been used to assess handicap in groups
of patients with RA, osteoarthritis, and low back pain.

A quality of life questionnaire tailored to the individual
has been developed by O’Boyle, et al26. The schedule for
the evaluation of individual quality of life (SEIQOL) asks
patients to list the 5 areas of life that they judge to be most
important to their overall quality of life, which they then
rate on a VAS. To quantify the relative weights for each area
in the individual’s overall judgment of quality of life,
patients are asked to rate the overall quality of life of 30
randomly generated profiles of hypothetical people labeled
with the same 5 areas chosen by the patient. Multiple regres-
sion analysis is then used to estimate the weight attached to
each area. This questionnaire has been used to evaluate
change in quality of life from pre to postoperatively in
patients undergoing hip replacement. A significant improve-
ment was noted in the SEIQOL, the AIMS total score, and
the total and physical score of the MHIQ. Changes were
smaller in the SEIQOL than the other measures, which may
be explained by noting that this is a global rather than
disease-specific outcome measure.

Recently a direct weighting method27 has been used for
the chosen areas in the SEIQOL. The apparatus consists of
5 interlocking colored, laminated circular disks that can be
rotated around a central point to form a type of pie chart.
Each segment is labeled with a life area nominated by the
patient who then adjusts the disks until the size of each
colored segment corresponds to the relative importance of
the life area represented by that segment. Weights derived
from the direct weighting and full judgment analysis proce-
dure are similar but there are some differences. The authors
suggest that this implies that there are some elements of
judgment that are implicit and about which the respondent is
unaware, but which may have a bearing on overall judg-
ment.

The Patient Generated Index28 is very similar to the
SEIQOL in structure. Patients are asked to list the 5 most
important areas or activities of their life affected by their
condition and to rate them on a scale from 0 to 100, where
0 represents the worst they can imagine and 100 represents
exactly as they would like to be. A sixth rating covers all
other areas of life not previously mentioned. Weights are
provided by giving patients 60 points that they can choose
to “spend” on improvement across one or more areas. A
final score out of 100 is calculated by weighting each area
by the proportion of the 60 points assigned to it and
summing over all 6 areas. This instrument has been used in
cohorts of patients with RA, atopic dermatitis, and low back
pain25.

DISCUSSION
Overall, the experience with the MACTAR or PET patient

preference disability questionnaire has shown the instru-
ment to be as responsive as other disease-specific quality of
life questionnaires for RA and osteoarthritis. Generally,
patient and physician global assessments are more respon-
sive but they provide no information on the specific func-
tional changes that are occurring as a result of treatment. It
could be argued that concentrating on what is most impor-
tant to the patient may provide a more accurate picture of
the effects of treatment and certainly one that is more rele-
vant for directing clinical care. There are several scoring
procedures for the questionnaire, and it appears that the
schemes that concentrate on change rather than assessing
current status might be more responsive. As was done with
the JASI, these different scoring methods should be
compared directly as the subject of further research on the
instrument. This is a necessary step before moving forward
to define a MCID. For quality of life questionnaires that use
a 7 point response scale, Juniper, et al29 have shown that an
average scale change of 0.5 points corresponds to a global
rating of change of a little or somewhat better or worse,
which they defined as a MCID. Their asthma quality of life
questionnaire also includes an individualized functional
priority section. If a 7 point scale becomes the chosen
method of scoring instruments such as the MACTAR/PET
then it will be interesting to see if its MCID becomes
defined close to 0.5 points.
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