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Chronic obstructive pulmonary disease (COPD), although pre-
ventable and treatable, is not curable. The mean (± SE) world-

wide prevalence of COPD is 10.1±4.8% (11.8±7.9% for men and 
8.5±5.8% for women) (1). It is the fourth leading cause of death fol-
lowing heart disease, cancer and stroke. Moreover, COPD mortality is 
steadily increasing (2).

The severity of COPD is graded into four stages according to the 
Global initiative for chronic Obstructive Lung Disease (GOLD) (3) 
criteria. However, severity of airway obstruction, as described by the 
GOLD categories, does not necessarily translate into subjects’ percep-
tions of severity of their disease (4-6). An ideal instrument would 
reflect not only physiological function, but also be closely related to 
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BACKGROUND: A validated health-related quality of life questionnaire 
in chronic obstructive pulmonary disease (COPD) with advantages of both 
generic- and disease-specific questionnaires is needed to capture patients’ 
perspectives of severity and impact of the disease. The McGill COPD 
questionnaire was created to include these advantages in English and 
French. It assesses three domains: symptoms, physical function and feelings 
with 29 items (12 from the 36-item Short-Form Health Survey with 17 from 
the previously developed COPD-specific module).
OBJECTIVE: To evaluate the psychometric properties of this newly 
developed hybrid questionnaire in subjects with COPD.
METHODS: Data from a multicentre, prospective cohort study involving 
four hospitals with COPD subjects undergoing pulmonary rehabilitation were 
used. Patient evaluations included health-related quality of life (the new 
McGill COPD questionnaire, the St Georges Respiratory Questionnaire and 
the 36-item Short-Form Health Survey) and pulmonary function tests pre-and 
postrehabilitation. Reliability, validity and responsiveness were tested.
RESULTS: The study included 246 COPD subjects (111 females) with a 
mean age of 66 years, 87% ex- and 8% current smokers (mean 61 pack-
years) and mean forced expiratory volume in 1 s of 1.12 L (Global initia-
tive for chronic Obstructive Lung Disease stages: 2, 27%; 3, 33%; and 4, 
37%). Missing data were <2% and floor and ceiling effects were <5%. 
Internal consistency (Cronbach’s alpha) was 0.68 to 0.82. Test-retest reli-
ability (intracorrelation coefficients) ranged from 0.74 to 0.96 for the sub-
scales, and 0.95 for the total score. Correlation with the St George’s 
Respiratory Questionnaire was moderately high (r=−0.88 [95% CI −0.91 to 
−0.84]), consistent with the a priori hypothesis for convergent validity. 
The effect size was 0.33 (pre-postrehabilitation mean score difference = 6), 
suggesting a small to moderate change.
CONCLUSIONS: The new McGill COPD questionnaire showed high 
internal consistency, test-retest reliability, validity and moderate respon-
siveness in COPD subjects.
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La validation d’un nouveau questionnaire aux qualités 
génériques et propres à la maladie. Le questionnaire de 
qualité de vie pour la MPOC de McGill

HISTORIQUE : Un questionnaire validé sur la qualité de vie liée à la 
santé pour la maladie pulmonaire obstructive chronique (MPOC) ayant les 
avantages des questionnaires génériques et de ceux liés à la santé s’impose 
pour saisir le point de vue des patients sur la gravité et les conséquences de 
la maladie. En anglais et en français, le questionnaire pour la MPOC a été 
créé pour intégrer ces avantages. Il évalue trois domaines : les symptômes, 
la fonction physique et les sentiments, et il contient 29 questions (12 des 
36 questions du sondage court sur la santé, et 17 du module propre à la 
MPOC déjà existant).
OBJECTIF : Évaluer les propriétés psychométriques de ce nouveau ques-
tionnaire hybride chez des sujets ayant une MPOC.
MÉTHODOLOGIE : Les chercheurs ont utilisé les données d’une étude 
de cohorte prospective multicentrique dans quatre hôpitaux où des sujets 
ayant une MPOC subissaient une réadaptation pulmonaire. Les évaluations 
des patients incluaient la qualité de vie liée à la santé (le nouveau question-
naire pour la MPOC de McGill, le questionnaire respiratoire St Georges et 
le sondage court sur la santé en 36 questions) et les épreuves de fonction 
pulmonaire avant et après la réadaptation. Ils ont évalué la fiabilité, la 
validité et la réactivité du questionnaire.
RÉSULTATS : L’étude a porté sur 246 sujets ayant une MPOC (dont 
111 femmes) d’un âge moyen de 66 ans, incluant 87 % d’anciens fumeurset 
8 % de fumeurs (moyenne de 61 paquets-année) et un volume expiratoire 
maximal par seconde moyen de 1,12 L (phases de l’initiative mondiale pour 
la maladie pulmonaire obstructive chronique : 2, 27 %; 3, 33 %; et 4, 37 %). 
On constatait moins de 2 % de données manquantes et des effets de plancher 
et de plafonnement de moins de 5 %. La cohérence interne (coefficient 
alpha de Cronbach) oscillait entre 0,68 et 0,82. Les sous-échelles de fiabilité 
de test-retest (coefficients d’intracorrélation) variaient de 0,74 à 0,96, et 
l’indice total correspondait à 0,95. La corrélation avec le questionnaire respi-
ratoire de St George était modérément élevée (r=−0,88 [95 % IC −0,91 à 
−0,84]), conformément à l’hypothèse a priori de validité convergente. 
L’ampleur de l’effet était de 0,33 (différence de l’indice moyen avant et après 
la réadaptation = 6), laissant supposer un changement léger à modéré.
CONCLUSIONS : Le nouveau questionnaire lié à la MPOC de McGill 
révèle une cohérence interne marquée, une fiabilité de test-retest, une 
validité et une réactivité modérée chez les sujets ayant une MPOC.
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the biopsychosocial consequences of the disease and patients’ ability to 
cope with the demands of daily living. Thus, measuring health-related 
quality of life (HRQL) is important in both clinical practice and 
research. Clinicians and policy makers have recognized the import-
ance of measuring this construct to inform patient management and 
policy decisions (7,8). A cure for COPD is not in sight; hence, 
improvement in HRQL is the major treatment goal.

Currently, there are two types of HRQL questionnaires: disease 
specific and generic. Both types have strengths and weaknesses (5). 
For COPD, they are currently often administered together (9) because 
no instrument incorporating both generic and disease-specific con-
structs for use with COPD patients is available. However, the admin-
istration of two separate questionnaires is time consuming, expensive, 
may be irritating to patients and can increase the likelihood of non-
participation. Disease-specific quality of life questionnaires commonly 
used in COPD (10-13) are the Chronic Respiratory Questionnaire 
(14) and the St George’s Respiratory Questionnaire (SGRQ) (15), 
although many others are available (16). The Chronic Respiratory 
Questionnaire is an individualized, labour-intensive instrument requir-
ing 20 min to 30 min of staff time for each administration. A self-
administered version, with standardized dyspnea items, is now available 
and takes 5 min to 10 min to complete (17). However, the standard-
ized version has reduced responsiveness compared with the individual-
ized version (18). The SGRQ is the most commonly used instrument 
and has 76 items (19). However, the majority (80%) of questions in 
the SGRQ have dichotomous (yes/no) responses and, hence, the 
instrument may be less sensitive to change. Importantly, the two-point 
scale is less reliable, less interesting and more ambiguous to respondents 
(20-22) than the scales with more categories. To supplement disease-
specific questionnaires and to assess constructs related to generic 
quality of life, the Medical Outcomes Study Short Form-36 (SF-36) 
is most commonly used in COPD. It has been translated into more 
than 80 languages, takes 10 min to complete and results obtained can be 
easily compared with existing population norms (23,24) (Table 1).

The McGill COPD Questionnaire (McGill COPD Q) is a newly 
developed, hybrid and unique instrument that was designed by com-
bining items from a generic questionnaire – the SF-36 – and a respira-
tory disease-specific module (25). This questionnaire was developed as 
a bilingual (English and French), self-administered instrument using 
subjects with moderate to severe COPD undergoing pulmonary 
rehabilitation. The decision to use the SF-36 was due to its brevity, 
relevance, and availability in many languages and cultures.

The objective of the present study was to evaluate the reliability, 
validity, responsiveness and clinical interpretation of the new hybrid 
questionnaire (disease-specific items supplemented with generic items 
from the SF-36), the McGill COPD Q, in subjects with moderate to 
severe COPD. It was hypothesized that the McGill COPD Q would 
behave similarly to the SGRQ – a disease-specific questionnaire.

METHODS
Psychometric evaluation of the McGill COPD Q
Overview: The present study was embedded in a Quebec cohort of 
COPD patients participating in a pulmonary rehabilitation program; 
patients were followed for three years. The pulmonary rehabilitation 
program included six to eight weeks of a supervised exercise program 
at an academic hospital. A new hybrid McGill COPD Q combined 
12 preselected items from SF-36 with 17 items from the previously 
developed COPD-specific module (25). Currently, a continuation of 
this project uses an instrument to measure HRQL that incorporates 
both generic and disease-specific constructs for use with COPD 
patients (25).

Subject selection
Subjects were selected from four participating centres across Quebec. 
The inclusion criteria were: a clinical diagnosis of COPD; older than 
40 years of age; currently or previously smoking, with a smoking hist-
ory of at least 10 pack-years; forced expiratory volume in 1 s (FEV1) 

after the use of a bronchodilator <80% of the predicted normal value 
and FEV1 to forced vital capacity (FVC) ratio <70%; French or 
English speaking; and willing to consent to participate in the study. 
Patients were excluded if they had a primary diagnosis of asthma, heart 
failure requiring treatment, dementia or unstable psychological condi-
tion, and an acute medical condition that was a contraindication to an 
exercise program. Patients were also required to have completed the 
baseline evaluation (before rehabilitation) and one evaluation follow-
ing the completion of the rehabilitation program (within one to two 
months). The Pulmonary Rehabilitation Program at the Montreal 
Chest Institute (Montreal, Quebec) is considered to be a state-of-the-
art, multidisciplinary program at a leading academic institution (26).

Measurements
Patients’ assessments included a complete medical history, pulmonary 
function tests at rest, cycle endurance testing (CET) on a stationary ergo-
cycle, 6 min walk test (6MWT) and HQRL measured by the generic 
SF-36, the disease-specific SGRQ and the new McGill COPD Q. Data 
collected at each respective centre were centralized in one place.

Pulmonary function test
Spirometry and lung volumes were measured at rest according to 
American Thoracic Society guidelines (27,28). Results were compared 
with predicted normal values from the European Community for Coal 
and Steel/European Respiratory Society (29).

CET
For the prerehabilitation evaluation, the CET was performed on an 
electromagnetically braked cycle ergometer and the workload was set 
at 80% of peak work capacity achieved during incremental cycle 
ergometry. Patients were asked to cycle for as long as possible, and no 
encouragement was provided during the tests to avoid any potential 
confounding effect on exercise performance (30).

6MWT
The 6MWT was administered in a standardized manner (31) using an 
elliptical walking course at each participating centre. Two tests were 
performed with sufficient rest periods between tests (at least 20 min). 
Results were reported in metres as the best of the two trials.

HRQL
Health status was evaluated using version 2 of the self-administered 
SF-36, the SGRQ (15) and the new McGill COPD Q. Raw scores 
from the SF-36 were converted to standardized scores as per the users 
manual (32). The final scores from the SF-36 were reported as eight 
domain scores 0 to 100 and two summary scores: Physical Health and 
Mental Health. The final scores ranged from 0 to 100, with a mean of 
50 and an SD of 10, with higher scores indicating a better quality of 
life. SGRQ responses were scored using weights, and scores were con-
verted to a percentage ranging from 0 to 100, with higher scores indi-
cating a lower quality of life. For the new McGill COPD Q, a higher 
score indicated better quality of life.

Statistical analysis
Results are reported as means and SD. Floor and ceiling values of the 
items and nonresponse rates were evaluated as percentages. The values 
of the missing data were imputed based on the mean scores in the given 
subscale if more than 50% of the items were answered in that subscale; 
the same method advised the SF-36 (32,33). Total percentages of mis-
sing values per question and per subject were calculated. Two types of 
reliability were estimated on the total score and subscales: internal con-
sistency using Cronbach’s alpha coefficients (34) and test-retest reliabil-
ity. The latter was calculated by comparing the consistency of scoring of 
the new McGill COPD Q administered on two occasions (one to two 
weeks apart) using one-way ANOVA, with subjects as a random factor 
to obtain variance estimates and an estimator of the intraclass correla-
tion coefficient (ICC) (35).
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Convergent and divergent validation processes were used because  
they are concepts well-accepted by experts in the field (8). Convergent 
validation refers to the extent to which the new McGill COPD Q 
scores agree with the results of other instruments believed to be assess-
ing the same attribute. Pearson product-moment correlations between 
baseline McGill COPD Q and SGRQ scores were calculated. It was 
hypothesized that the total McGill COPD Q scores would be highly 
correlated with the SGRQ total scores because they assess a similar 
construct. Divergent validation refers to the extent to which the new 
McGill COPD Q scores correlate with those of other instruments 
assessing a different attribute. Pearson correlations between baseline 
McGill COPD Q scores and SF-36 subscales were calculated. It was 
hypothesized that the new McGill COPD Q scores would correlate 
poorly with the SF-36 pain subscale because they assess different 
attributes. Responsiveness was assessed by measuring Cohen’s effect 
size (36), which is given as mean (postrehabilitation score − baseline 
score)total group / SD baseline scoretotal group. In addition, responsiveness 
was assessed by comparing the magnitude and the direction of the 
change in the total McGill COPD Q score with that of the well-
established SGRQ (37) after pulmonary rehabilitation. The minimal 
clinically important difference (MCID) was calculated from the 
health transition question of the SF-36 (ie, response option 2 – 
“Somewhat better now than one year ago” and option 4 – “Somewhat 
worse now than one year ago”. For statistical analysis, version 2.7.1 of 
the freeware R (38) was used.

RESULTS
Subject characteristics
A total of 246 subjects participated in the pulmonary rehabilitation 
cohort; 142 completed all of the assessments and questionnaires for the 
present validation study. Baseline sociodemographic and clinical char-
acteristics of subjects in the validation study are summarized in Table 2. 
Characteristics of the subjects in the validation study were similar to the 
characteristics of the subjects of the entire cohort (data not shown).

Missing data, floor and ceiling effect
Total percentages of missing values per question and per subject were 
0% to 2%. For each item, nonmissing data were normally distributed; 
hence, a mean score imputation strategy was used. The percentage of 
subjects with maximum (ceiling effect) and minimum (floor effect) 
scores on McGill COPD Q at baseline for the subscales and the total 
score are presented in Table 3.

Reliability
Cronbach’s alpha for the subscales of the new McGill COPD Q (symp-
toms, physical function and feelings) ranged from 0.68 to 0.82. 
Individual values are presented in Table 3. Forty-eight COPD subjects 
responded to the pre-established criteria of disease stability (ie, no 
COPD-related acute exacerbation between the two administrations 
one to two weeks apart). They completed the new McGill COPD Q 
twice, one to two weeks apart for test-retest reliability (Table 3). The 
ICC consistency and ICC agreement yielded the same values for all 
the subscales and the total score.

Validation
For convergent construct validation, the correlation coefficient com-
paring the McGill COPD Q scores with SGRQ total score at baseline 

Table 1
Comparing the new McGill COPD Questionnaire, the St George’s Respiratory Questionnaire (SGRQ) and the Chronic 
Respiratory Questionnaire (CRQ)
Characteristic New McGill COPD Questionnaire SGRQ CRQ
Type of questionnaire Hybrid combination of disease-specific 

and generic (SF-36)
Disease specific only Disease-specific only

Need to coadminister a generic 
questionnaire

No Yes (time consuming and expensive) Yes (time consuming and expensive)

Type of items 5-point Likert scale (more sensitive, 
interesting and less ambiguous to 
respondents)

80% yes/no questions (less reliable, 
less interesting and more ambiguous 
to respondents)

7-point Likert scale but, individualized 
version – labour-intensive; 
standardized version – reduces 
responsiveness

Developed simultaneously in English 
and French

Yes (no need for translation and 
revalidation)

No No

COPD Chronic obstructive pulmonary disease; SF-36 Short Form 36 Health Survey

Table 3
Nonresponse rate, floor and ceiling effect, internal 
consistency and test-retest reliability of the McGill COPD 
Questionnaire 

Symptoms

Physical 
function Feelings Total 

scorea* b† a b
Items, n 6 6 7 5 5 29
Nonresponse rate, % 3.5 2.1 0.7 0.7 0.0 2.8
Floor effect, % 0.0 0.0 0.0 0.0 0.0 0.0
Ceiling effect, % 0.0 0.7 1.4 5.0 0.0 0.0
Internal consistency‡ 0.68 0.78 0.82 0.80 0.76   –

Test-retest reliability§ 0.79 0.87 0.92 0.74 0.96 0.95
Mean interitem correlation 0.65 0.70 0.54 0.86 0.62   –

*Items from the previously developed chronic obstructive pulmonary disease 
(COPD)-specific module; †Items from the 36-item Short-Form Health Survey; 
‡Cronbach’s alpha; §Intraclass correlation coefficient 

Table 2
baseline sociodemographic and clinical characteristics of 
the study population (n=142)
Age, years 65.6±8.1 (36–83)
Sex, female/male, n/n 62/80
Race, n
   Caucasian 130
   Other 1
   Missing 11
Body mass index, kg/m2 26.7±5.4 (16.2–43.6)
Smoking, pack-years 58.7±26.8 (7.2–168)
MRC dyspnea score 2.9±0.96 (1–5)
FEV1, L 1.18±0.41 (0.49–2.43)
FEV1, % predicted 48.0±15.6 (18–89)
FEV1/FVC 48.1±13.7 (17–84)
SGRQ Total 44.3±15.6 (11.2–76.6)
SGRQ Symptom 49.3±19.5 (8.9–90.5)
SGRQ Activity 64.5±19.1 (5.6–100)
SGRQ Impact 31.3±17.6 (0–76.2)

Data presented as mean ± SD (range) unless otherwise indicated. FEV1 
Postbronchodilator forced expiratory volume in 1 s; FVC Forced vital capacity; 
MRC Medical Research Council; SGRQ St George’s Respiratory Questionnaire
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was −0.88 (95% CI −0.91 to −0.84) (Figure 1). Individual values for 
the subscale scores are presented in Table 4. The correlation with the 
physical function subscale of the SF-36 was 0.66 (95% CI 0.56 to 0.74) 
and with social function subscale of the SF-36 was 0.61 (95% CI 0.50 to 
0.70). For divergent construct validation, the correlation coefficient 
comparing the McGill COPD Q scores with the pain subscale of the 
SF-36 was 0.17 (95% CI 0.00 to 0.32).

Responsiveness
After undergoing six to eight weeks of pulmonary rehabilitation, there 
was improvement in the total mean score of the McGill COPD Q and 
the SGRQ by six points and by seven points, respectively. Cohen’s 
effect size for the McGill COPD Q and the SGRQ was 0.33 and 0.44, 
respectively. The MCID calculated from the health transition ques-
tion of the SF-36 is shown in Table 5. Response option 2 – “Somewhat 
better now than one year ago” yielded results similar to the SGRQ. 
However, option 4 –“Somewhat worse now than one year ago” yielded 
wide CIs because of fewer subjects.

DISCUSSION
The new McGill COPD Q, a novel concept of combining questions 
from the SF-36 with a COPD-specific module (25), demonstrated 
high internal consistency, reliability and validity in COPD patients. 
Responsiveness of the questionnaire was similar to that of the 
SGRQ, although responsiveness has only been tested for pulmonary 
rehabilitation.

The amount of missing data in our study was very low (≤3%). This 
compares very favourably with missing data reported when using the 
SGRQ (up to 23%) (39). Brevity, clarity of language and the 5-point 
Likert scale for reducing ambiguity could be the reasons for minimal 
nonresponse.

In the literature, the floor and ceiling effects for individual SF-36 
subscales are reported to be quite high in COPD subjects (40). The 
new McGill COPD Q did not demonstrate this problem; in fact, fewer 
than 5% high ceiling or floor effects were present in our study. This is 
important because if there is a high ceiling (highest possible score on 
the scale) or floor effect (lowest possible score on the scale), subjects 
cannot be distinguished from one another because many have the 
same score. Moreover, these effects reduce reliability because between-
subject variability is decreased among subjects with the highest or 
lowest scores. In addition, responsiveness may be compromised if posi-
tive or negative changes cannot be measured in these subjects if the 
same subjects have high floor and/or ceiling effects for both pre- and 
postrehabilitation tests.

As hypothesized, Cronbach’s alpha was between 0.7 and 0.9, 
except for the symptom subscale. Although a lower alpha reflects 
lower item-to-item correlations, we decided to include all of the items 
in the symptom subscale (eg, ‘During the past four weeks, how often 
have you coughed? and how often did you bring up phlegm?’) to foster 
high face and content validity for the COPD subjects. Test-retest reli-
ability was generally high (>0.9) except for the symptoms subscale. 
Interpretation of ICC scores is difficult and varies according to the use 
of the instrument. Generally speaking, ICC should always be >0.7 to 
make decisions at the group level (41) and >0.9 at the individual level 
(41). The low ICC for the symptoms subscale in our study could be due 
to the homogeneous cohort (ie, the lack of variability among the sub-
jects), although it may also reflect change between the test and retest 
times.

As hypothesized, convergent validity, which assesses the relation-
ship with a similar construct, was demonstrated when total McGill 
COPD Q scores were correlated with the SGRQ total scores. 
Moreover, as anticipated, the correlation between scores on the new 
questionnaire and those of the pain subscale of the SF-36 was very low. 

Table 4
Correlation between the baseline McGill COPD 
Questionnaire and the St George’s Respiratory 
Questionnaire scores using Pearson product-moment 
correlation coefficients to demonstrate convergent 
construct validation
McGill COPD 
Questionnaire

St George’s Respiratory Questionnaire
Symptom activity Impact Total

Symptom −0.56
(−0.66 to −0.44)

Physical −0.68
   Function A (−0.76 to −0.58)
Physical −0.66
   Function B (−0.75 to −0.56)
Feelings A −0.78

(−0.84 to −0.71)
Feelings B −0.67

(−0.75 to −0.57)
Total score −0.88

(−0.91 to −0.84)

A Items from the previously developed chronic obstructive pulmonary disease 
(COPD)-specific module; B Items from the 36-item Short-Form Health Survey

Table 5
Comparison of mean changes in total scores for groups 
reporting better, same or worse postpulmonary 
rehabilitation on health transition question of the 36-item 
Short-Form Health Survey (SF-36): an estimate of minimal 
clinically important difference

Health transition question  
of SF-36

McGill COPD 
Questionnaire (n=66)

St George’s 
Respiratory 

Questionnaire (n=78)
1. Much better now than one  

 year ago
14.2 (8.9 to 19.6) 

(n=14)
−13.3 (−7.9 to −18.7) 

(n=16)
2. Somewhat better now than  

 one year ago
7.3 (1.8 to 12.9) 

(n=24)
−7.4 (−3.3 to −11.4) 

(n=26)
3. About the same as one  

 year ago
−2 (−8.4 to 4.4) 

(n=21)
0.7 (−2.4 to 3.8) 

(n=26)
4. Somewhat worse now than  

 one year ago
2.6 (−5.0 to 10.1) 

(n=7)
2.0 (−13.0 to 17.0) 

(n=9)
5. Much worse now than one  

 year ago
(n=0) (n=1)

Data presented as mean change (range). COPD Chronic obstructive pulmo-
nary disease

Figure 1) Correlations of the total McGill COPD Questionnaire score with 
the total St George’s Respiratory Questionnaire (SGRQ) score
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This reflects divergent validity and was to be anticipated because the 
two scales assess different areas. We also demonstrated that the new 
questionnaire is a responsive measure. The difference between pre- 
and postrehabilitation scores of the McGill COPD Q and those of the 
SGRQ were similar.

Another important issue that was addressed is the clinical inter-
pretation of the new questionnaire score. The MCID was calculated 
using the health transition question of the SF-36 as the anchor. 
Apparently, chronically ill COPD subjects need fairly large positive 
changes in HRQL scores to perceive improvement. However, the per-
ception of worsening is reached with smaller changes in such scores. 
Unlike the SGRQ, with 80% of items scored dichotomously as yes/no, 
the McGill COPD Q has items scored on a 5-point Likert scale, mak-
ing it potentially more sensitive to small changes. This property needs 
further testing in a study specifically designed to assess it.

The effect size for the McGill COPD Q in the present study was small 
to moderate (42). However, effect size is known to vary from study to 
study (6). For example, the effect size of the physical component summary 
scores of SF-36 was 0.18 for men and 0.07 for women after participation in 
12 and 24 weeks of pulmonary rehabilitation in seven outpatient hospital 
programs from urban and rural settings across North Carolina (USA) 
(43). The population studied here is homogeneous and the effect size 
depends on the heterogeneity of the underlying population. Moreover, 
effect size does not take into account the variability of change. Experts in 
quality of life research advocate an effect size of 0.2 (minimal effect size) 
as an appropriate definition of MCID (44). Although the effect size in our 
study was larger than the MCID advocated by the experts, it requires fur-
ther investigation and needs to be studied in different settings.

Strengths of the present study include its prospective design with 
statistical analysis using standard methods, as well as the use of the 
SGRQ, which has been extensively validated in COPD patients (16). 
The COPD population in the present study was comprised of a typical 
sample of patients commonly encountered in routine clinical practice 
in North America. Thus, the study results can probably be generalized, 
at least across North America. Pulmonary rehabilitation is a very 
effective treatment in moderate to severe COPD patients and has been 
shown to improve HRQL (45). This allows us to carefully assess the 
sensitivity to improvement but less so to deterioration.

There were limitations to our study. The sample was relatively 
homogenous, with all subjects having moderate to severe COPD, the 
majority being exsmokers with a significant smoking history and a 
median age of 66 years. The concept of quality of life and its implica-
tions on daily life are different for men and women (46). Although we 
recognize this difference, we could not validate the new questionnaire 
separately for men and women due to the small sample size. The 
McGill COPD Q also needs to be studied in other ethnic populations 
and cultures for crosscultural validity. In addition, the responsiveness 
of this new questionnaire to other interventions and comparisons with 
other quality of life questionnaires is also required.

Internal consistency was somewhat low for the symptom subscale of 
the new questionnaire. For questionnaires, a Cronbach’s alpha of between 
0.7 and 0.9 is considered acceptable in the field of quality of life research 
(41,46). We believe that having a very high alpha may be more of a prob-
lem. A Cronbach’s alpha >0.9 suggests item redundancy. Cronbach’s 
alpha for two of the three subscales of SGRQ was >0.95 in a study by 
Hajiro et al (6), but <0.9 for all three subscales when assessed by Barr et al 
(39). Finally, we have very little data to estimate the MCID. We com-
pared the McGill COPD Q with the SGRQ, a well-recognized and widely 
used measure. Although there is no universally accepted approach and no 
‘gold standard’ for determining the MCID, the evaluation should come 
from multiple perspectives and use different strategies to accumulate 
evidence.

CONCLUSION
The new McGill COPD Q is reliable, and valid for and responsive to 
change in subjects with moderate to severe COPD. It is available in 
English and French. The McGill COPD Q has only 29 items and, 
thus, is much shorter than the currently available COPD HRQL tools. 

Questionnaire brevity is important to reduce respondent burden in 
COPD patients. Furthermore, the new questionnaire could be used as 
a stand-alone tool to assess patient-reported outcomes in COPD sub-
jects as opposed to the current practice of using generic and disease-
specific questionnaires together. This may prove to be a definite 
advantage over the currently available COPD questionnaires. The 
response to the self-evaluated transition question of the SF-36, which 
measures the patient’s point of view, has shown promising results. 
Further studies are required to refine the measure and complete the 
evaluation of the measurement properties in various COPD popula-
tions (mild disease, aging, different races and sex) and settings (lan-
guage, interview or self-administered). Another important issue still to 
be addressed is the meaning of the McGill COPD Q scores (ie, clinical 
interpretation) or clinically important difference; this is important if 
the tool is to be used to judge therapy effectiveness.
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