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Abstract

Aims: When individuals experience changes in their health states, they may alter their internal standards,
values, or conceptualization of quality of life (QOL). Such ‘response shifts’ can affect or distort QOL
outcome measurement, which is of particular concern when evaluating medical or psychosocial interven-
tions. Although clinicians and researchers acknowledge the occurrence of response shifts, little is known
about the magnitude and clinical significance of those effects. To fill this gap in knowledge about response
shift phenomena, we performed a meta-analysis on published QOL articles on response shift. Methods:
Extensive literature searches and multiple contacts with researchers yielded a collection of 494 articles for
potential reviewing. We retained only published longitudinal studies that measured response shift, resulting
in 26, of which 19 reported the requisite data for computing an effect size (ES). We calculated and
compared the ESs for each study with regard to potential moderator variables: the QOL domains mea-
sured, disease group investigated, sample size, and response shift method used. We rated studies for quality
to allow ES weighting. Results: When we examined ES absolute values, we found that ES magnitude was
small, with the largest ESs detected for fatigue, followed by global QOL, physical role limitation, psy-
chological well-being, and pain (mean |ESweighted| = 0.32, 0.30, 0.24, 0.12, and 0.08, respectively). ESs
varied considerably in direction. Aggregating raw ES scores over all studies led to positive and negative
values canceling each other out (mean directional ESweighted = 0.17, 0.02, )0.01, 0.06, and 0.02, respec-
tively). We found little evidence of an effect for the moderator variables examined. Conclusions: A definitive
conclusion on the clinical significance of response shift cannot currently be drawn from existing studies. For
a number of reasons, ES estimates were primarily based on then-test results, a method that is not without
criticism, such as its susceptibility to recall bias. We recommend a standardized approach for reporting
results of future response shift research to advance the field and to facilitate interpretation and comparisons
across studies.
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Introduction

Clinicians and researchers commonly recognize
that people change their internal standards, values
or conceptualization of quality of life (QOL) when
they experience changes in health. Nonetheless,
researchers and clinicians tend to neglect or even
ignore such ‘response shift’ phenomena, when
measuring QOL in repeated assessments of a scale
or item. In the past decade, however, we have
witnessed an increase in the amount of interest in
understanding and exploring response shift phe-
nomena, as evidenced by over 100 articles pub-
lished since 1999 referring to or measuring
response shifts. In reviewing this literature, how-
ever, one notices that the clinical importance of
response shift phenomena has not yet been sys-
tematically addressed. Synthesizing the research
findings to date can be important for under-
standing the relations and implications of research
findings over a broad research area [1]. The pur-
pose of the present work is a meta-analysis to
evaluate the magnitude and clinical significance of
response shifts across published QOL studies, and
to provide guidelines to advance future QOL
measurement in this respect.

Methods

We performed the meta-analysis according to the
Cochrane recommendations [2] using the following
six steps: (1) Literature search; (2) Selection of
eligible articles; (3) Quality Rating of the articles;
(4) Extraction of data for effect size (ES) compu-
tations; (5) ES computation and interpretation; (6)
Moderator analyses to examine associations be-
tween detected ESs and specific study parameters.

Literature search

We sought to identify all empirical research related
to QOL and response shift for inclusion in the
meta-analysis. We used two strategies for retriev-
ing relevant articles: (A) an extensive literature
databank search and (B) a comprehensive survey
of QOL researchers. For the literature search, we
queried the widely-used online Ovid platform to
screen for articles containing the key words
‘quality of life,’ ‘response shift,’ ‘framing,’ ‘frame

of reference,’ ‘change,’ and ‘shift.’ Ovid automat-
ically searches the following databases: Medline�

[In-Process & Other Non-Indexed Citations]; Old
Medline� [1950–1965]; Journals@Ovid, Psy-
cINFO� [1872 to present]; the Cumulative Index to
Nursing & Allied Health Literature (CINAHL)
[1982 to November Week 3 2004]; Medline� [1966
to Present with Daily Update]; and all Evidence
Based Medicine (EBM) Reviews [1991 to the 4th
Quarter of 2004]. EBM reviews included the ACP
Journal Club, the Cochrane Central Register of
Controlled Trials (CCTR), the Cochrane Data-
base of Systematic Reviews (Cochrane DSR), and
the Database of Abstracts of Reviews of Effects
(DARE).

We emailed a survey inquiring about relevant
QOL research on response shift to those QOL
researchers who had either (a) published abstracts
or full-length papers on response shift found in the
literature search, or (b) personally communicated
with one of the authors (either CES or MAGS)
over the past decade for consultation or collabo-
ration on response shift research.

Selection of eligible articles

We first examined the resulting set of articles to
assess their eligibility. To be eligible for inclusion
in the meta-analysis, articles had to meet the fol-
lowing four requirements: (1) adequate description
of empirical QOL measurement; (2) explicit mea-
surement of response shift of QOL variables, (3)
longitudinal assessment of QOL data; and (4)
publicly available as a full-length published article
(i.e., published abstracts were excluded).

Quality rating of the articles

Three trained reviewers (CES, JB, NR) then rated
the quality of the studies using the eight criteria
described below. Our internal training ensured
that we consistently applied criteria across re-
viewed articles. For each criterion a study scored
‘1,’ if the criterion was met and ‘0’ if not. Each
reviewer performed an initial rating independently,
and we then discussed all of the ratings to come to
a consensus. When the salient information was
absent, a score of ‘0’ was given. Thus we treated
missing data as if the quality criteria were not met.
We used the following quality criteria:
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1. Sample size. The sample size reported in the
article is large enough to detect a large ES with
an alpha level of 0.05 (using Cohen’s [2] criteria,
such as n = 26 per group for comparing
means, n ‡ 200 for Structural Equation Model-
ing, etc.).

2. Response rate. The response rate at baseline is
reported in the published article as ‡70%.

3. Control. A control or comparison group is
described.

4. Randomized. The described study is randomized
and the analysis is done by treatment arm.

5. External criterion. The study involves a clinical
criterion variable (e.g., the Barthel Index for
stroke rehabilitation patients).

6. Tool psychometrics. The QOL measure(s) used
in the studies is/are well-established, reliable
and valid.

7. Planned comparisons. The study reports
hypotheses and an analyses plan for hypotheses
testing (i.e., not post hoc).

8. Type I error rate. The ratio of significant find-
ings to the number of comparisons is ‡0.10 (i.e.,
the statistical significance is not likely to be
caused by chance, taking into account the in-
crease in type I error rate due to multiple
comparisons).

We calculated the weighted mean ES per domain
using standard meta-analyses principles: we
weighted each study according to its quality rating
multiplied by the inverse variance of its ES esti-
mate.

Extracting data for ES computations

Many studies used several QOL measures that
varied in popularity and psychometric quality. To
perform the meta-analysis efficiently, we focused
on extracting outcome data on: (a) five major
QOL domains that were commonly assessed
across studies (global QOL, fatigue, psychological
well-being, pain, and physical role limitations),
which were (b) measured by established and vali-
dated QOL instruments. We took this straight-
forward approach to maximize the chance of
getting stable and meaningful ES estimates and to
avoid calculating ES on a plethora of uncharac-
terized QOL instruments with questionable valid-
ity, which could obfuscate the interpretation of the
meta-analyses results.

When extracting QOL data for ES computa-
tions from longitudinal studies using the ‘then-test’
for response shift measurement in more than two
endpoints, we extracted only QOL data collected
at baseline and the first time point (if it was at least
1 month). We used this strategy to minimize the
potential bias of multiple comparisons, and to
maximize the comparability of ES estimates across
studies. For studies using more than one response
shift method (e.g., then-test and anchor recali-
bration to assess recalibration response shift), we
calculated ESs for as many response shift methods
as data allowed to enable comparisons between
different methods.

The vast majority of studies used the then-test
method, which is also known as retrospective
pretest–posttest design method. It asks respon-
dents at the posttest to think back to how they
were doing at baseline and to retrospectively rate
their QOL at that time (or any construct(s) they
already had rated at baseline). The method as-
sumes that respondents will use their posttest
internal standards when providing a re-evaluation
or ‘then-test’ rating of their baseline score. Fig-
ure 1 depicts how difference scores are then used
to compute a ‘response shift’ (then-minus-pre)
score.

Not only did almost all studies use the then-test,
but only then-test studies consistently provided the
requisite data for ES computation. For example,
response shift studies using individualized mea-
sures, such as the Patient-Generated Index, the
Schedule for the Evaluation of Individual QOL
(SEIQOL), or qualitative interviews, did not pro-
vide the data necessary for calculating ES. Thus,
we did not include these studies in the meta-anal-
ysis. Additionally, we also did not include studies
reporting on samples that had been reported in
previously published work, to avoid the bias of
over-representing one particular sample. Conse-
quently, one study reporting on a structural
equation modeling approach [3] was excluded be-
cause the same sample had been used in another
publication using the then-test.

ES computation and interpretation

Most studies estimated response shift from the
comparison of the baseline score (‘pre’-test)
against a retrospective-pretest score (‘then’-test),
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and reported the raw difference ‘pre’ minus ‘then’.
While the standardized response mean is arguably
a better indicator of the magnitude of effects, the
data needed for its computation were unavailable
in most of the articles reviewed. Thus we used the
ES, which is defined as the mean difference be-
tween tests (i.e., ‘then’ minus ‘pre’) divided by the
standard deviation (SD) of the pre-test. We used
the original population estimate (i.e., baseline SD)
to avoid violating the assumption of independence
(since the two samples are correlated) [4]. SEM
approaches were not included in the calculation of
average ESs, but only for illustrative purposes, due
to sample overlap with other studies included or
because the same study used multiple methods and
we included ES from only one method per study to
reduce the multiplicity of endpoints.

For calculating the standard error (SE) of the
ES values, we required the correlation between
‘pre’ and ‘then.’ Since the SE was rarely reported,
we assumed a correlation of 0.5 because this
association is typical of values reported for re-
peated QOL measurements. We adopted the usual
scoring convention for QOL measures, so that
high scores mean ‘good’ QOL and low QOL scores
indicate ‘poor’ QOL. The scoring direction needed
special attention when computing ES scores, be-
cause we wanted to maximize the comparability of
ES estimates across studies.

For standardized interpretation, we relied on
Cohen’s criteria [2], and considered an ES >0.2
small, >0.5 moderate, and >0.8 large. Cohen’s
guidelines were intended to provide a rule of
thumb for the magnitude of an ES rather than its
clinical significance, and researchers in the field of
QOL have been actively debating which of these

magnitudes is equivalent to ‘clinical significance.’
A recent editorial by Sloan and colleagues [5]
concludes that 0.5 ES is a conservative estimate
that is likely to be clinically meaningful. They note
that the evidence to date suggests that all ap-
proaches of estimating clinical significance con-
verge more than they diverge. Thus, defining a 0.5
ES to be a clinically significant effect is a good and
defensible starting point.

We used SPSS v13 and STATA for data anal-
yses. We measured heterogeneity with Cochrane’s
Q-statistic. We used random-effects models in the
meta-analysis, which computes mean ES and 95%
confidence intervals (CI). For the estimates of ES
that were plotted in the ‘forest plots,’ we combined
studies using a weighting of study-quality multi-
plied by the inverse variance of study ESs. The
forest plots show the mean estimates of ES, with
95% CI.

Moderator analyses

We investigated the aggregated ES statistics across
all studies by QOL domain, and by the following
study variables that we had hypothesized to be
potential moderators of ES: sample size, design
(observational vs. randomized), disease group
studied (cancer, other seriously ill patients [e.g.,
AIDS, dialysis patients, hospice patients, and liver
transplant recipients], neurological disease, and
primary care), and methods used to evaluate re-
sponse shift (e.g., then-test [6], structural equation
modeling [3, 7]). Because the Oort [7] and Visser
et al. [8] studies used the same patient samples,
only the Visser et al. [8] estimates were included in
the mean ES estimates [8]. We retained Oort (2005)

Figure 1. Then-test design method showing a hypothetical trial with experimental group (dashed lines) and control group (solid

line).
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ES in the Forest Plots to show the difference in
estimated ES by method. Visser used multiple
methods and only the then-test was retained for
ES calculation; Oort used SEM only.

We hypothesized that larger studies, random-
ized trials, and then-test studies would yield
smaller ES, and that studies of cancer or other
seriously ill patients would yield higher ESs due to
salient and rapid health state changes in the con-
text of life-threatening disease. To assess associa-
tions between the moderator variables and ES
estimates, we used meta-analysis regression sepa-
rately by domain.

Results

Sample

A total of 494 potential articles for the meta-
analysis was found: 454 of them were revealed in
the Ovid literature search and 40 were retrieved by
QOL researchers input. Fifty-seven QOL
researchers participated in the email survey, of
whom 42 responded (74%), among the 40 papers
they provided were: 28 published papers, 3 pub-
lished abstracts, 9 manuscripts under review or in
press, and 9 ongoing studies. Of the total 494
articles, 373 remained after removing duplicates.

By applying the four eligibility criteria described
above, we retained 28 articles for quality rating
and meta-analysis. However, we were only able to
extract data for ES calculation from 19 out of
these 28 articles, because 9 did not report sufficient
data for computing ESs.

The retained studies included: one study by
Adang [9]; three studies by Ahmed et al. [10–12];
one study by Bernhard et al. [13]; Jansen et al.
[14]; Joore et al. [15]; Lepore et al. [16]; Oort et al.
[3]; Rapkin [17]; and Rees et al. [18]; four studies
by Schwartz et al. [19–22]; one study by Sprangers
et al. [6] and Timmerman et al. [23]; and two
studies by Visser et al. [8, 24]. See Figure 2 for
Exclusion Tree and Appendix for list of studies
considered for inclusion in meta-analysis.

Those 19 studies were published in North
America, Europe, the Middle East, and Asia be-
tween 1998 and 2005. These response shift studies
addressed domains generally considered important
in health-related QOL research. Most of them in-
cluded an indicator of global QOL, followed by
specific QOL domains like well-being, physical
role limitations, fatigue, and pain. The studies
were heterogeneous in patient groups, including
both chronic and terminal conditions. Sample sizes
ranged from small to moderately large (n = 21 to
n = 199). The studies generally had sound base-
line and follow-up rates that would not lead one to

Figure 2. Exclusion tree for response shift studies.
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suspect bias, although three of the 19 studies had
follow-up response rates below 70% (see Appen-
dix, column labeled ‘Patient Population and Re-
sponse Rate’ for details).

Magnitude of ES

The magnitude of the ESs varied by QOL domain.
ES was largest for fatigue, followed by global
QOL, physical role limitations, psychological well-
being, and then pain (aggregate mean |ES| = 0.31,
0.30, 0.23, 0.12, and 0.07, respectively; Table 1
shows directional ESs from which these absolute
value ESs were computed). These ESs can be
considered small, using Cohen’s criteria [2]. Fig-
ure 3a–e provide a graphic representation of the
raw ESs of the five QOL domains investigated in
this meta-analysis. The ‘forest plots’ show the
weighted mean estimates of ES with 95% CI.

An examination of the ESs presented in Fig-
ure 3a–e reveals that the ESs varied considerably
in direction. Indeed, there was considerable and
statistically significant (p<0.001) evidence of
heterogeneity for all domains. Aggregating ESs
across all studies led to positive and negative val-
ues cancelling each other out (mean directional
ESweighted = 0.17, 0.17, )0.01, 0.06, and 0.02, for
fatigue, global QOL, physical role limitations,
psychological well-being, and pain, respectively).

Moderators of ES

We examined five potential moderators of ES:
sample size, quality rating, study design, disease
group, and response shift method (Tables 1 and 2).
We found little evidence of a moderator effect in
these analyses. After adjusting for multiple com-
parisons, the only significant difference we found
was for ‘method in the domain physical role limi-
tations’ (p<0.001), and this analysis compared
the ESs for six then-test studies to one study that
used a different method.

Discussion

This meta-analysis systematically reviewed re-
sponse shift phenomena in QOL research for
the first time. The study reveals a substantial
body of literature on response shift phenomena T
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Figure 3. Forest plots showing weighted ESs and CI for global QOL [Mean |ES| = 0.30; Mean directional ES = 0.02] (3a), fati-

gue [Mean | ES| = 0.32; Mean directional ES = 0.17] (3b), psychological well-being [Mean |ES| = 0.12; Mean directional

ES = 0.06] (3c), pain [Mean |ES| = 0.08; Mean directional ES = 0.02] (3d), and physical role limitations [Mean |ES| = 0.24;

Mean directional ES = 0.01] (3e), from most influential (at top of y-axis) study to least (at bottom of y-axis) on the basis of sam-

ple size (i.e., inverse-variance). *Oort et al. [3] was not included in the mean calculations because of sample overlap with Visser

et al. [8]. It is included in the forest plots to illustrate how method affected ES estimates. In these plots, Oort’s et al. [3] estimate is

based on Structural Equation Modeling, and Visser’s et al. [8] is based on the then-test.
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and one may tend to conclude that response
shifts are a common and significant phenome-
non in QOL measurement, implying that people
adapt their internal standards of QOL in re-
sponse to a changing health state. We found
that overall the ESs of the response shift phe-

nomena published to date are relatively small
according to Cohen’s [2] criteria. Even a small
response shift may, however, result in an
underestimation of the true QOL change, i.e.,
concluding that it is small when it is moderate,
or moderate when it is large [3].

Figure 3. Continued
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We found the largest ESs for fatigue, global
QOL, and physical role limitations when consid-
ering the mean absolute ES. The results suggest
that for example in cancer studies, patients with
an objectively declining QOL may report no de-
crease in QOL due to a positive adaptation (re-
sponse shift). Accounting for response shift
would make the ‘true’ QOL change visible, which
is of particular interest when evaluating the effi-
cacy of cancer treatments, for example. Further,
accounting for response shift is crucial for mak-
ing QOL change scores comparable to change
scores of other patient groups/diseases, and thus
more standardized. Lastly, disentangling response
shift in the sense of positive or negative adapta-

tion to a disease may be useful information for
clinicians in itself.

Alternatively, if a study reports only a slight
increase in QOL for one patient sample, which is
considered to be very healthy, the same amount of
increase in QOL may be substantial for another
less healthy sample, whose internal scaling has not
yet been compressed due to a good health state.

Although most response shift research has
focused on cancer to date, the growing number of
studies addressing other patient groups docu-
ments that response shift is prevalent, salient in
one or more QOL domains (i.e., fatigue, global
QOL, physical role limitations), and was clinically
important in some studies, although not in the

Figure 3. Continued

Table 2. Meta-analysis regression examining potential moderators of ESs

Moderator Global QOL Fatigue Psychological

well-being

Pain Physical role

limitations

N = 12 N = 7 N = 9 N = 6 N = 7

Coefficient p Coefficient p Coefficient p Coefficient p Coefficient p

Sample size 0.0044 0.20 )0.0033 0.27 0.0011 0.70 )0.0013 0.65 )0.0015 0.71

Quality )0.11 0.52 0.05 0.84 )0.06 0.60 )0.10 0.44 )0.24 0.07

Study design 0.09 0.83 0.61 0.03 )0.03 0.89 )0.20 0.03 0.38 0.10

Disease = cancer 0.32 0.38 )0.69 0.09 )0.21 0.32 0.01 0.95 )0.28 0.28
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aggregate ES index. Overall, this meta-analysis
showed considerable heterogeneous ES results
across all QOL domains. The lack of homoge-
neity may simply reflect the considerable varia-
tion between populations, samples, and measures.
It may also be caused by different response shift
methods applied. The results of our meta-analysis
regression suggest that response shift method may
be a significant moderator in one domain (i.e.,
physical role limitations), although the evidence is
marred by the fact that only one of the six studies
compared used a method other than the then-test.
Most studies evaluated in this meta-analysis used
the then-test, which has not been without criti-
cism as it may be susceptible to recall bias [10,
21]. There is, however, some research that dis-
putes this susceptibility to recall bias and puta-
tively demonstrates the convergent validity of the
then-test [8].

Another possible explanation for heterogeneity
could be that the magnitude of response shift
depends on the direction and/or magnitude of the
true mean change of the outcomes. This informa-
tion was not reported for most of the studies.
Response shifts of different sign may have a simi-
lar meaning when comparing patient groups who
deteriorated or improved. For example, patients
lowering their standards (i.e., then-minus-pre is a
negative value) as a result of health state deterio-
ration could be considered conceptually similar to
patients raising their standards (i.e., then-minus-
pre is a positive value) as a result of health state
improvement. Such results might be two faces of
the same phenomenon as interpreted by set point
theory [25] or prospect theory [26]. If, however,
two studies studying similar circumstances (e.g.,
health state deterioration) reveal different ES
directions, then the sign of the ESs is relevant and
would lead one to question the validity of the
findings.

The limitations of this meta-analysis should be
noted. A notable limitation is that we relied on
information provided in the published papers for
calculating ESs and for interpreting them. Most
papers did not provide adequate information for
calculating ESs (e.g., mean, SD) or for interpreting
the findings (e.g., Were patients’ health states
improving or deteriorating?). This limitation was
a notable constraint that made it difficult to
determine whether results could be combined

meaningfully. For this reason, we present both
combined absolute values of ESs and combined
raw values of ESs. The two presentations yield
very different conclusions. In the former, estimates
of response shift ES are close to the half-SD
benchmark [27]. In contrast, when raw values are
combined, the ES distribution appears to be nor-
mal with a mean weighted ES that is close to zero.
This latter presentation thus suggests no overall
response shift effect. Future research should pro-
vide as much information as possible for ES
computation and interpretation.

Additionally, we could not correct for mul-
tiple comparisons that may have been made
prior by authors selectively reporting statisti-
cally significant results. We also do not know
the item characteristics of the various tools
used and of the then-test versions of the tools,
although we have standardized the metric of
the comparisons so that higher scores indicate
better functioning. Thus this meta-analysis
provides no more than an indication of the
possible range of ES values. Finally, our ES
estimates are based on studies that used a
range of outcomes tools and response-shift
methods. Studies that used generic QOL mea-
sures would be more likely to report smaller
ESs because generic measures are generally less
sensitive than disease-specific measures [28].

Imprecise response shift measurement may
also be a caveat of the present work. Although
clearly a dominant method in response shift
research, the then-test approach has consider-
able limitations. The method may be negatively
affected by recall bias [10, 21], and may contain
a substantial portion of noise [29, 30] which
reduces its power and interpretability. Future
research should include more than one response
shift method assessing recalibration so that it is
possible to compare the magnitude of ESs by
method. Future research should focus on
understanding the then-test method better to
elucidate what patients are thinking when they
answer then-test items (e.g., via cognitive
interviewing). Further, clear interpretation
guidelines for the approach need to be provided
(e.g., what does a negative score reflect in
tangible terms about how a person recalibrates
their QOL appraisal?) to aid other investigators
in interpreting then-test study findings.
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Perhaps the most salient limitation of the pres-
ent work is that it is difficult to state the findings in
a simple sentence. For example, we cannot state
‘response shifts lead to larger (or smaller) estimates
of effects.’ If response shift methods used were
more directly comparable (i.e., directionality was
clearly interpretable) then such a statement would
be possible. This caveat also makes it difficult to
know what the implications are for ‘controlling
for’ response shift, teaching response shift, and
developing more qualitative methods to assess re-
sponse shift so that we understand the phenome-
non better.

Conclusions and recommendations

A definitive conclusion on the clinical significance
of response shift cannot currently be drawn from
existing studies. This uncertainty is due to the
heterogeneity of ESs as well as of studies and pa-
tient populations included, missing information
that would allow for ES calculation from a larger
sample of studies and from studies which include
measures other than the then-test, and a current
inability to aggregate ESs such that the direction-
ality of the estimate has the same meaning across
samples (e.g., a positive or negative recalibration
response shift). Further research is warranted. Our
experience implementing this systematic review
suggests that the field of response shift research
would benefit from clear reporting standards for
published articles to facilitate comparisons across
studies.

We recommend the following reporting stan-
dards for future response shift publications:
(1) providing statistics like the mean, SD, and

standardized response mean (SRM) for all
outcomes measured used for calculating ESs;

(2) defining the scoring direction of the outcome
tool(s) used or (ideally) rescaling the scores in
a standard manner across tools (e.g., higher
scores reflect better QOL);

(3) reporting information on and (ideally) fulfill-
ing all criteria we listed as ‘quality criteria’
(sample size, baseline and follow-up response
rates, control group, randomization, external
criterion, tool psychometrics, no post hoc
analyses, type I error rate);

(4) explaining the meaning of the study results in
terms of changing internal standards, values,
or conceptualization of QOL (i.e., recalibra-
tion, reprioritization, and reconceptualization
response shifts)and (ideally) giving clear
interpretation guidelines for the response shift
approach and results.

Future research attempts to explore reasons (i.e.,
moderators) for the ES heterogeneity. If the sug-
gested response shift reporting standards for fu-
ture publications would be followed, then future
research would be well-positioned to systemati-
cally advance our knowledge on response shift
phenomena.

This is not only of interest for researchers but
also of particular interest for clinicians, because
response shift phenomena first need to be
understood for their clinical significance before
the knowledge can be transferred to the clini-
cians’ daily practice. Potential benefits of stable
and empirically supported response shift knowl-
edge for the patient would be that the clinician,
who administers his/her QOL using a specific
QOL tool may know the potential response shift,
which may occur and how to disentangle the
‘objective’ QOL change from the patient’s adap-
tation to the disease/treatment. This may sub-
stantially help evaluating treatment efficacy and
patients’ adaptation.
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