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As described in a number of recent reviews, most 
people with severe mental illness do not experience 
unremitting lifelong dysfunction (1–3). Results of 
large scale studies detailed in these reports reveal 
that most individuals with these conditions can 
move meaningfully toward or achieve recovery 
over the course of their lives. As a consequence, 
recovery is now understood internationally as the 
goal of psychiatric and rehabilitative treatments 
(4, 5).

Importantly, recovery is increasingly concep-
tualized as existing along a range of distinct con-
tinuum or domains (3, 6–9). For instance, recovery 
may be discussed in terms of objective changes in a 
person’s life, changes that could be readily observed 
by any number of other people who know the re-
covering person. Th is could include the remission 
of symptoms such as hallucinations or depression 
and the achievement of discrete psychosocial mile-
stones such as returning to school or work. On the 

other hand, recovery may also involve subjective 
changes in a person’s life, that is, changes in some-
one’s experience of daily life and his/her place in 
the larger world.

As we have suggested elsewhere, recovery in the 
subjective domain may itself refer to two diff erent 
kinds of phenomenon: the appraisal of one’s life 
circumstances and opportunities, and the expe-
rience of oneself as an individual human being 
in the world (2). Appraisal of life circumstances 
could refer to an evaluation of external conditions, 
both in the present and in terms of possibilities for 
the future. Recovery in this domain, for example, 
might involve perceiving that one has achieved an 
acceptable standard of living or involve develop-
ing a sense of optimism that the future holds op-
portunities for personal advancement. Th e second 
subjective dimension, by contrast, thus refers to 
the experience of internal qualities, issues closer to 
matters of identity. To recover in this domain then 
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might mean to regain the sense that one possesses 
intrinsic human value, competence, and the ability 
to meaningfully make sense of one’s own life’s chal-
lenges and triumphs in a consensually valid manner 
(10–12). Th is may involve the development of both 
positive beliefs about the self but also the recovery 
of a fuller sense of self in place of the experience 
of one’s identity as having been diminished or ir-
reparably shattered (13–17).

Distinguishing between objective and subjec-
tive domains of recovery has several advantages. 
It allows for a view that growth in one domain is 
not synonymous with changes in another. A reduc-
tion in delusions might be unrelated to hope for a 
satisfying life. Greater insight might lead to greater 
distress and not less. Renewing education might 
not alter a deep sense of self as a marginalized 
person. Distinguishing between the two subjec-
tive domains may also have several advantages. For 
one, it allows us to see how persons might appraise 
themselves as fully possessing a sense of worth and 
yet be dissatisfi ed with experiences at work. Alter-
natively, we can see how someone might embrace 
a new role in his or her community but still feel 
essentially inadequate and maybe even attribute 
good quality of life to the actions of someone else. 
Viewing recovery as dimensional also allows an 
appreciation of the synergy that could ensue from 
growth across multiple dimensions with changes in 
the life of the recovering person being greater than 
the sum of individual gains.

One clear implication of this view is that in 
order to understand the processes of recovery we 
need to develop means to assess changes in these 
domains. To date, progress has been made in de-
veloping assessments of the objective domain and 
the fi rst subjective domain assessment of recovery. 
Tools are being currently utilized which have crite-
ria for symptom remission, psychosocial function, 
and appraisals of life satisfaction (8, 18, 19). Un-
clear, however, is how to assess changes in the most 
personal category of recovery experiences: subjec-
tive changes in sense of self. Certainly mainstream 
views exist which plainly suggest that this should 
be assessed qualitatively (6). In the extreme, it has 
been argued that sense of self cannot be quantifi ed 
without doing damage to the subjective experience 
of the individual person. We have rejected these 

views, however. Taking the position that such 
changes can be observed and agreed upon by oth-
ers from an objective stance, we sought to develop 
a reliable and valid means to assess sense of self in 
schizophrenia, one fully in line with the spirit of 
recovery. In this paper, we will describe our eff orts 
to create such a tool: the Scale to Assess Narra-
tive Development (STAND). Specifi cally, we will 
describe the conceptual basis for the instrument, 
stages of development, assessments of its psycho-
metric properties, links with other assessments of 
recovery, and plans for future study.

 Th eoretical Basis for the Development of the 
Scale to Assess Narrative Development 

Th e development of the Scale to Assess Narrative 
Development (STAND) was spurred on by our ex-
periences in the late 1980s and early 1990s. Work-
ing in a wide variety of outpatient settings with 
clients with schizophrenia spectrum disorders, we 
observed profound changes in how persons with 
severe mental illness involved in rehabilitation and 
psychotherapy came to think of themselves over 
time (20).While uncertain about how to describe 
the changes that we observed over time, there was a 
consensus that something important had changed 
and was related to how recovering persons were 
experiencing themselves. In this sense, within our 
discussions of how persons were recovering, we 
posited that there was a continuum which could 
be objectifi ed. If people could agree roughly about 
where persons were on a given continuum, perhaps 
a quantitative scale could be developed, one which 
could address the subjectivities of the persons in 
question.

To develop the content of that scale, we chose to 
look at one aspect of self-experience, namely per-
sonal narrative. Narrative theory of self experience 
stresses that a sense of self can vary from a state of 
more to less coherence according to how it is con-
stituted with a past and present as embodied within 
the stories one tells oneself and others (21). In other 
words, a human being’s sense of self is meaning-
fully evolved and sustained over time within the 
form of stories and the conversations which create 
and re-create those stories. Th ese stories though 
are not merely repositories for human experience. 

Quantitative assessment of changes in self experience

IJP 2 English 10 draft 10 balanced.indd   112IJP 2 English 10 draft 10 balanced.indd   112 5/10/2009   11:33:24 AM5/10/2009   11:33:24 AM



Paul H. Lysaker ET AL. 113

Th e stories we tell about ourselves not only describe 
who we are but are the basis for social connection, 
making sense of possible futures and guiding us to 
act in particular ways. For example, telling a story 
of my life as one of failure, overcoming challenges, 
victimization, determination, or dumb luck not 
only off ers diff erent interpretations of certain life 
events but will color my relationships diff erently, 
lead me to make diff erent predictions about the 
future, and guide me in moments of crises to act 
diff erently. If I see my life as a failure and I try to 
return to work I might interact, for instance, with 
others in a way that does not instill confi dence; I 
might expect the worst and choose not to persevere 
when diffi  culties or confl icts arise.

Turning to the examples of recovering persons 
whom we knew, we considered if the noticeable 
changes were in part a result of them developing 
broader and richer narratives. In other words, per-
haps one aspect of change in this most subjective 
domain of recovery involved noticeable diff er-
ences over time in how persons were organizing 
self-experience within the stories they were telling 
themselves and others. Perhaps what we were ob-
serving was that persons were coming to tell, and 
to understand themselves in terms of fuller and 
more intricate stories. Davidson (6) has suggested 
many with severe mental illness may struggle to see 
themselves as worthy subjects of a story. We and 
others (7) have linked this to a periodic failure to 
either narrate one’s life, such as forfeiting attempts 
to make sense of the thread in one’s life story, or 
to tell stories of oneself which are impoverished 
or maladaptive in some sense. Consequently, we 
set out to create a scale where scores might refl ect 
variation in this very phenomenon, the degree of 
richness of narratization of one’s life.

Th e Four Subscales of the Scale to 
Assess Narrative Development

With these issues in mind, we thus sought to de-
velop a series of quantitative anchor-based scales 
which raters could use to measure the extent to 
which persons were telling reasonably full personal 
narratives on the basis of an appropriate sample 
of their speech. Our goal was to develop semi-
independent scales which could be considered 

alone but which could also be added together to 
produce an overall index of narrative development. 
Based on readings of existent qualitative work (12. 
22) and observations of the recovering persons we 
knew, we formulated a series of categories along 
which persons could vary and which, when looked 
at as a whole, might show a reasonably full narra-
tive of life. We then divided those categories into 
fi ve points in order to provide raters with a middle 
point (a “3”), allowing them to metaphorically “sit 
on the fence.” In the case of each scale, we con-
sidered a score of “1” to represent the absence of 
the phenomenon in question and a score of “5” to 
indicate its full presence. Of note, we did not intend 
a score of “5” to represent the fullest possible per-
sonal narrative, but one which met the threshold of 
the minimum, an indication of a level that would 
refl ect a reasonable narrative which could still grow 
and become more enriched.

With institutional approval, we then began ex-
ploring de-identifi ed spontaneous speech samples 
of persons with severe mental illness with blind rat-
ers from a range of professional backgrounds and 
depths of experience working with adults with se-
vere mental illness. Based on those initial attempts, 
we concluded raters could reasonably agree on four 
scales which we believed might play a reasonable 
role in a personal narrative and provide the basis 
for sense of self, social connection and action in life. 
As detailed in Table 1, the four subscales we placed 
within the STAND were: Illness Conception, Alien-
ation, Agency and Social Worth. Illness Conception 
assesses the extent to which persons experience and 
can provide a plausible account of their psychologi-
cal challenges. Scores are intended to vary on this 
dimension from a place where persons are without 
any account of any challenges to an expression 
of a coherent sense of what is wrong. Alienation 
assesses the extent to which persons experience 
intimate connections to others in their families or 
communities. Scores are intended to vary on this 
dimension from persons having no intimate ties to 
others to having at least one meaningful sustaining 
relationship with another human being. Agency, the 
third dimension of the STAND, assesses the degree 
to which persons experience themselves as able to 
aff ect events in their own life. Variation in agency 
scores can refl ect movements from an inability to 
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apprehend the causes of life events to an experience 
of oneself as actively able to aff ect others or events 
in one’s life in a meaningful and plausible manner. 
Th is concept is similar to others, such as internal 
locus of control, but may be distinguished as sug-
gesting a more global experience of oneself as being 
meaningfully engaged in action. For instance, for 
me to see myself as an agent in my own life is not 
only to feel some sense of control but also to experi-
ence that the living of my life is up to me and that 
my choices matter. Finally, Social Worth assesses 
the extent to which persons experience themselves 
as valuable to others and society. As also illustrated 
in Table 1, variation in these scores suggests the ab-
sence of any past or present social worth to a pres-
ent sense in which one sees oneself as a genuinely 
meaningful member of one’s community, family, 
work place, etc. As noted above, each of these di-
mensions is conceived of as semi-independent; thus 
it is conceivable that any range of scores is possible 
(e.g., a participant could receive a “1” on Illness 
Conception and a “5” on Social Worth or a “1” on 
Alienation and a “5” on Agency).

Th e STAND, as developed, instructs raters, using 
the anchors in Table 1, to look beyond isolated or 
discrete cognitions, and instead to determine an 
overall view of each aspect. Making inferences 
about defensiveness or matters of inner confl ict 
do not factor into this comprehensive determina-
tion. Raters are instructed to holistically review 
four diff erent aspects of a storied account using an 
appropriate spontaneous speech sample. Each of 
these four aspects or subscales of the STAND are 
to be rated based on the rater’s sense of the gestalt 
of the whole story: In general does the participant 
view him or herself as an active agent in the un-
folding events of their life? A value important to 
keep in mind is that the narratives in question are 
those of human beings seeking to make sense of 
their thoughts, feelings, past, present and future, 
and raters must be able to appraise the variation of 
these experiences in addition to understanding the 
privilege to witness them. Because we understand 
the phenomenon (e.g., agency) as varying along a 
continuum, we, therefore, allowed raters to use .5 
as a midpoint between the scores (i.e., 1.5, 2.5, 3.5 
and 4.5) when there is indecision on which of two 
scores best characterizes the person’s narrative.

As a fi nal comment on the scale, conceptually 
we intended that the highest possible score, a “20,” 
would refl ect a reasonably full or rich account of 
oneself which includes a picture of oneself as an 
active agent, connected to others, possessing social 
value and with a coherent account of challenges 
including psychiatric needs. A “20” then would 
simply suggest a sense of self that is suffi  ciently nar-
ratized in order to cope with ongoing challenges, 
relate to others and make decisions about the fu-
ture. A highest possible score was thus not meant 
to refl ect a supreme attainment of self actualization 
nor the most adaptive narrative possible. Paral-
leling this, as can be seen in Table 1, the highest 
ratings of each subscale are not intended to refl ect 
the highest achievements in that area. A rating of 

“5” for agency, for instance, is not meant to suggest 
the highest possible level of that quality, again just 
merely one that is wholly “good enough.”

Empirical studies of the 
STAND (2005 to Present)
Cross sectional analyses
To date, to assess the reliability, validity and utility 
of the STAND, we have conducted two very dif-
ferent types of studies. Th e fi rst of these are tradi-
tional empirical studies in which we have obtained 
a relatively large number of STAND ratings on the 
basis of semi-structured interviews given to per-
sons with schizophrenia spectrum disorders and 
then examined whether those ratings were reliable, 
valid and linked to other aspects of recovery. Of 
note in these studies, the semi-structured interview 
which was used as the basis for the STAND ratings 
was the Indiana Psychiatric Illness Interview (IPII, 
23). Th e IPII is a semi-structured interview divided 
conceptually into fi ve sections. First, participants 
are asked to tell the story of their lives in as much 
detail as they can. Second, they are asked if they 
think they have a mental illness and what has and 
has not been aff ected by their condition. Th ird, 
participants are asked if their condition “controls” 
their life, if they “control” their condition, if others 
are aff ected by their condition and if their condi-
tion aff ects others. Fourth, participants are asked 
how their illness aff ects and is aff ected by others. 
Last, participants are asked what they expect in 
the future. Th e IPII diff ers from other psychiatric 

Quantitative assessment of changes in self experience
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Table 1. Anchors for the Scale to Assess Narrative Development (STAND)

Illness Conception

1.  Th e client does not perceive anything is wrong on any psychological level.
2.  Th e client perceives pain or confusion but only in a global or vague manner 

(e.g., “my mind is confusion, my self is unintelligible”).
3.  Th e client perceives only a limited number of specifi c psychiatric problems or challenges with 

minimal and perhaps implausible or limited elucidation (e.g., “I am depressed and see visions”).
4.  Th e client perceives many discrete problems but without a plausible account of etiology 

(“I am depressed, withdrawn, have hallucinations caused by the devil”).
5.  Th e client perceives that there are many discrete problems or challenges with elucidation 

and a plausible account of etiology (“I am emotionally withdrawn, have hallucinations of 
devils and angels and that is because of losses in my life and a chemical imbalance”).

Alienation

1. No evidence that the client perceives any closeness to others, nor does he desire such closeness.
2. Th e client expresses a desire for closeness but has only the thinnest connection with others 

tempered by fear (e.g., “I thought about calling my father but couldn’t because I was afraid”). 
3. Th e client has a few social connections that exist because of family ties/passivity, or 

fulfi llment of role (e.g., “I talked to my father briefl y when he called last week”). 
4. Th e client has multiple ties and plays an active role but there is no evidence 

that these are more than casual (e.g., “I visited with my father on Th anksgiving 
Day but didn’t say very many things that were all that personal”). 

5. Th e client perceives that he has at least one fulfi lling intimate tie with a discernable 
person (e.g., “I walked with my father and we talked about many of our worries”).

Agency

1. No evidence the client perceives that he can aff ect events in his 
own life, nor can he discern causes of life events.

2. Th e client perceives that discernable forces aff ect life but those forces are exclusively, or almost exclusively, 
supernatural or implausible (e.g., “Th e government is controlling the traffi  c outside my house”).

3. Th e client perceives that events in his life are infl uenced only by forces outside of himself, but those 
forces are plausible, can be discerned and infl uenced. (e.g., “I did it because my brother said so”).

4. Th e client perceives that he can aff ect his own life minimally or can aff ect his life but primarily 
by resisting or passive protesting (e.g., “I resisted the temptation through sheer will power”).

5. Th e client perceives that he can act and aff ect life course actively (e.g., “I decided to talk with my mother 
and it helped everything”).

Social Worth

1. No evidence that the client perceives that he has value to others, actual or potential.
2. Th e client perceives he may have minimal value socially but mainly because of past 

deeds. Th ere is little evidence of future hope. Th e client may note that he has skills not 
actualized in role performance (e.g., “I was a good cook but don’t cook any more”).

3. Th e client fails to perceive that he has current value to others, but may have value because of past 
deeds and has potential to be of value in the future (e.g., “I put in an application for a job”).

4. Th e client perceives that he is  currently of some value to others in general, but not to specifi c 
persons or in a way that uniquely distinguishes them (e.g., “I do my job well”).

5. Th e client perceives that he is of value to others presently, with reference to specifi c contributions or 
benefi ts observed by others (e.g., “My daughter relies on me for emotional and fi nancial support”).
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interviews in that it does not introduce content. 
Interviewers may non-directively ask for clarifi ca-
tion, but issues are not raised for participants to 
resolve, nor are they queried about specifi c aspects 
of illness.

In the fi rst of the empirical STAND studies (24) 
we rated the IPII narratives using the STAND for 
20 adults with DSM-IV diagnoses of schizophrenia 
and 14 with diagnoses of schizoaff ective disorder 
recruited from the outpatient Psychiatry Service 
of a VA Medical Center and a Community Mental 
Health Center. All participants were in a post acute 
phase of illness as defi ned by having no hospitaliza-
tions or changes in medication in the month prior 
to assessment. All raters possessed a minimum of 
a masters degree in a mental health related fi eld, 
had some experience working with individuals 
with severe mental illness and were trained by the 
fi rst author. An acceptable degree of interrater reli-
ability was established prior to rating (intraclass 
r for the total score = 0.88). STAND scores were 
then correlated with two other common indices of 
recovery administered at the same time as the IPII: 
self-esteem as assessed using the Rosenberg Self Es-
teem Schedule (25) and readiness for change using 
the Stages of Change Questionnaire (26). Correla-
tions between these measures indicated that overall 
higher ratings on the STAND were associated with 
greater levels of self-esteem and greater overall 
readiness for change. Specifi cally, greater levels of 
readiness for change were linked with greater Ill-
ness Conception and greater self-esteem was linked 
to higher levels of Social Worth and Agency.

In the second study (27) we used another 
sample of 40 adults with schizophrenia and 25 
with schizoaff ective disorder, all recruited from 
the outpatient Psychiatry Service of a VA Medical 
Center and similarly in a post acute phase of ill-
ness. As in the fi rst study, evidence of satisfactory 
interrater reliability was found prior to the rating of 
IPII transcripts and the STAND subscales demon-
strated a signifi cant degree of internal consistency 
(Cronbach’s alpha = .71). STAND scores were then 
compared with another set of indices linked to 
recovery: Hope assessed with the Beck Hopeless-
ness Scale (28), interpersonal relationships, as-
sessed with the Quality of Life Scale (QOLS, 29), 
and symptom remission using the Andreasen et 

al. (18) criteria for the Positive and Negative Syn-
drome Scale (PANSS). Correlations revealed that 
higher STAND scores were linked to higher levels 
of hope, social function and lower levels of posi-
tive and disorganization symptoms. Interestingly, 
Illness Conception and Agency were linked to posi-
tive symptoms, while Illness Conception and Social 
Worth were linked to Disorganization symptoms 
on the PANSS. Alienation and Agency were most 
strongly linked to interpersonal function on the 
QOLS.

In the third of our STAND studies, a larger sam-
ple was obtained from the pool of the fi rst study 
(n = 51) and we sought to test a model of the im-
pact of self-stigma and impairment of metacogni-
tion on self experience in schizophrenia spectrum 
disorders. In this study, concurrent assessment of 
self stigma using the Internalized Stigma of Men-
tal Illness Scale (30) and metacognition using the 
Metacognition Assessment Scale (31) were attained. 
A stepwise multiple regression controlling for age, 
social desirability and awareness of illness revealed 
that higher STAND ratings were signifi cantly as-
sociated with greater ratings of metacognitive 
capacity and lesser ratings of personal acceptance 
of stigma. Social worth, interestingly, was most 
closely linked to self-stigma, while ratings of Mas-
tery, a subscale of the Metacognition Assessment 
Scale linked to problem solving, was closely linked 
to all of the STAND subscales.

Case Studies

While the fi rst three STAND studies presented 
explored concurrent correlates of the STAND 
based on standardized assessments, in two other 
studies we have taken a diff erent approach. Here 
we explored in intensive case studies changes in 
STAND scores over the course of psychotherapy 
by having trained raters rate randomly selected 
psychotherapy transcripts blind to time over the 
course of treatment in individual psychotherapy. 
Again raters possessed a minimum of a masters 
degree in a mental health related fi eld, had expe-
rience working with persons with severe mental 
illness and were trained by the fi rst author. Our 
intent was to determine whether it was feasible to 
make STAND ratings on the basis of psychotherapy 

Quantitative assessment of changes in self experience
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transcripts, whether we could detect change over 
time and whether changes in the STAND were 
linked to changes on other assessments of process 
and change.

In the fi rst of these studies (32), we examined 
the psychotherapy transcripts of a single client over 
32 months. Th e psychotherapy was integrative and 
the client was a divorced male, with a high school 
education, in his 50s with schizophrenia, and who 
was living in the community. He presented with 
moderately severe levels of positive and disorgani-
zation symptoms. Two psychotherapy transcripts 
were randomly selected from each month of 
treatment and assessed by one rater who used the 
STAND and another rater who used a scale which 
assessed the structural coherence of the speech 
samples of the client. As in the studies noted above, 
raters were trained by the fi rst author and accepted 
levels of interrater reliability were achieved before 
the start of the study. Results revealed statistically 
signifi cant improvement in STAND scores over 
time with a generally non-linear course where 
frequently gains were followed by lesser setbacks 
which were followed by even greater gains. For 
instance, in early transcripts the client described 
the events around him in a manner that made it 
diffi  cult to discern what was causing events or what 
role, if any, he played in them as other than as a 
ghostly observer. In later transcripts it became ap-
parent that he had an idea of why things happened 
as they did, although he never portrayed himself 
as someone who could aff ect anything in the story. 
Finally, in the last set of transcripts he described 
interactions with specifi c people in which he had 
clear and plausible ideas about the impact of his 
behavior as well as alternative ways to think and 
act. He spoke as someone living his life rather than 
observing it in a peculiar and distant manner. In-
terestingly, changes in the structural integrity of 
the speech samples increased in coherence before 
there were signifi cant changes in the STAND as 
illustrated above. Additionally, analyses revealed 
gains in Agency occurred signifi cantly before gains 
in Illness Conception. It was only aft er the client 
began to describe himself as able to aff ect life events 
that he started to consider that he had a defi nable 
mental illness with discrete symptoms. Qualitative 
assessments of gains also suggested, concurrent 

with improvements on the STAND, were symptom 
reduction, the development of greater intimacy 
with family members and overall improvements 
in function.

In the second study (33), transcripts from 22 
months of integrative psychotherapy were ana-
lyzed. Th e client in this case was also a man with 
schizophrenia in his 50s with a high school educa-
tion. In contrast to the client in the fi rst study, he 
had severe negative symptoms and relatively mild 
cognitive dysfunction. In this study, aft er interrater 
reliability was established, raters, blind to time, con-
ducted qualitative and quantitative assessments of 
transcripts of an integrative psychotherapy which 
spanned a period of 22 months. Again there were 
signifi cant improvements in STAND scores over 
time, with the structural integrity of the speech 
samples increasing in coherence before there were 
signifi cant changes in the STAND. In this study, 
results also suggested that the therapeutic alliance 
occurred in lockstep with improvements in the 
STAND. It was interpreted that as the therapeutic 
alliance became stronger, this allowed for the client 
to begin developing a richer narrative of his life. As 
in the fi rst study, signifi cant psychosocial improve-
ments were noted to occur along with changes in 
STAND scores.

Conclusions and Future Study

To attempt to quantitatively assess changes in how 
persons with severe mental illness experience 
themselves as being in the world we developed the 
STAND. On the basis of the results of our three 
cross-sectional studies we suggested that there is 
at least initial evidence of the reliability, concur-
rent validity and possible utility of this measure. 
We also suggest that the two intensive case studies 
also provide preliminary evidence that the STAND 
may meaningfully quantitatively track changes in 
a subjective domain of recovery over time. Results 
of all of these studies may further be interpreted 
as suggesting the overall viability of an instrument 
that can quantitatively assess self experience as a 
domain of recovery from severe mental illness.

Th ere are, though, many limitations to date 
of the work accomplished so far and much more 
research is needed in the future. For one, we have 
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studied the STAND using narratives collected in a 
research setting and also psychotherapy transcripts 
which involve spontaneous speech in the context of 
an evolving therapeutic relationship and it is yet to 
be explored how these methodologies diff er. Addi-
tionally, all studies were conducted at the same site 
and participants were largely males, with schizo-
phrenia spectrum disorders, enrolled in treatment 
and in a post acute phase of illness. Replication 
is needed, therefore, in multiple sites with many 
more persons with varying backgrounds, includ-
ing women, persons with less debilitating courses 
of illness and those in the early stages of illness. 
Larger scale longitudinal studies are also needed 
to tease apart the extent to which the phenomena 
assessed by the STAND are linked to changes in 
other domains of recovery. Studies are also planned 
to look at changes in STAND scores for persons 
participating in a range of other rehabilitative 
treatments. Finally, narrative constructions of self-
experience would seem to be at least as idiographic 
as any other variable in social science. Th us it is 
likely that the STAND may require and undergo 
a host of conceptual refi nements as future work is 
performed.
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