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Beyond the Symptom Score: A Whole-Person
Framework for Measuring Recovery

Abstract

Clinical care often measures what is easy to score, even when patients care about different outcomes. Anxiety
scales, depression scales and laboratory values matter, but they may fail to capture whether someone can work,
sleep, sustain relationships, make decisions or pursue meaningful commitments. The Covenant Psychology
manuscripts propose several constructs—faculty function, household capacity, rhythms and observable
recovery—that invite a broader view of outcome measurement. This essay develops a responsible public-facing
model while distinguishing conceptual instruments from validated clinical measures.

The problem with improvement as a number

A patient can report fewer symptoms while becoming more isolated, or report persistent symptoms while
recovering meaningful participation in life. Both observations are legitimate. A single aggregate score cannot
answer every question about capability, distress, autonomy, risk and purpose. Conversely, personal testimony
alone can be vulnerable to recall bias, expectation, selective reporting and power differences. The solution is not
to abandon measurement but to use multiple perspectives carefully.

The Covenant Diagnosis Manual proposes a two-column approach combining physiological context with a
person's values, commitments and practical actions. Its related texts introduce instruments such as the
Covenant Psychiatric Index and developmental measures. Their potential contribution is organizational: place
symptoms, functioning, environment and goals within one coherent formulation. Until reliability and validity are
demonstrated, however, these scores are conceptual tools rather than recognized diagnostic tests.

Four domains worth distinguishing

First is clinical safety: suicidal thoughts, psychosis, medical instability, abuse, medication harms and other
high-stakes events cannot be averaged away by improved wellbeing. Second is reported experience: pain, fear,
pleasure, sleep quality and emotional distress matter because the patient is the primary witness to their own
experience. Third is observable capacity: sustaining ordinary activities, communicating needs, attending
appointments, learning new tasks and participating in chosen relationships. Fourth is context: resources,
disability accommodation, caregiver burden, housing and workplace constraints.

These domains should not be flattened into a moral ranking. A disabled person may have excellent quality of life
without conforming to a conventional productivity ideal; someone leaving an abusive relationship may
appropriately reduce contact rather than display “restored family unity.” Outcomes must be defined with the
person and must respect their stated priorities and consent.
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Can external witnesses help?

Collateral observations can be valuable when someone has memory impairment, severe psychiatric illness or a

communication disability, but consent and safety are paramount. Family members may be mistaken, conflicted
or coercive. A spouse's report that a patient is more compliant is not evidence of recovery, and unwillingness to
participate in a religious practice is not psychiatric impairment. A robust approach distinguishes independently

observable behavior from evaluative judgment and invites the patient to contest interpretations.

The idea of repeated, modest observations is nevertheless attractive. A diary of sleep and activity may reveal
patterns that memory obscures. The daily record becomes a tool for shared inquiry rather than an instrument of
correction. Simplicity matters: if a framework requires dozens of subjective ratings and specialized jargon, the
act of measuring may consume the very capacity it claims to restore.

The conceptual contribution

A recovery model should ask not only “Are symptoms reduced?” but also “What is now possible, at what cost,
and according to whose values?” This question forces clinical outcomes to confront dignity, agency and resource
constraints. It also makes clear that no proprietary index can become credible merely because it has a detailed
manual. Definitions, reliability, fairness and predictive utility must eventually be examined independently if it is
to be used diagnostically.

For a public research library, the importance of the Covenant framework lies in its challenge to reductionism: a
human life cannot be adequately described by one inventory, even when that inventory is useful.

Symptom reduction and restored agency are different endpoints

A patient may report fewer panic episodes yet remain unable to work, parent, sleep or participate in ordinary
relationships. Another may show little change on a depression scale but regain meaningful activity and the
capacity to recover from setbacks. Neither story invalidates the rating scale; they demonstrate that a single
measure answers only one question. Recovery has symptomatic, functional, physiological and relational
dimensions, and those dimensions may change at different rates. The conceptual error is to designate whichever
dimension improves as the whole outcome. Objective laboratory change can be equally misleading if it lacks a
plausible connection to how the patient lives. A whole-person system should publish its priority outcomes before
a treatment begins instead of retrospectively selecting whichever number makes the intervention look
successful.

Four domains require different instruments

Symptom burden may be measured through validated patient-reported instruments. Function requires
assessment of activity, work or study participation, sleep quality and role-specific capacities. Physiological
change may require clinically appropriate measurements of nutrition, endocrine function, cardiovascular status
or disease activity. Relational wellbeing is more difficult: social connection, conflict, caregiving burden and
perceived safety matter, but an observer's approval should not replace the patient's own values. These domains
should be displayed side by side rather than summed prematurely into a proprietary “health score” whose
weighting conceals assumptions. A treatment that improves one domain while harming another should be
identified as a trade-off, not forced into a single success narrative.
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Longitudinal design changes the interpretation

The meaningful unit of analysis may be the trajectory rather than the clinic day. Baseline measurements
collected during an unusually bad week tend to improve partly through regression to the mean. People can also
improve with time, social support or concurrent treatment. Repeated assessments before intervention reveal
ordinary variability; prespecified follow-up points reveal persistence or decay of benefit. A useful study might
compare a symptom-only management strategy with a broader plan that targets concrete impairments such as
disordered sleep or restricted activity. Both groups should have equal assessment attention where possible,
since measurement and encouragement themselves affect reported outcomes. The additional system should be
judged by functional recovery and treatment burden, not only by producing a more elaborate dashboard.

What counts as evidence from another person?

Family members, teachers or colleagues can observe changes a patient may miss, including reduced agitation or
improved daily participation. Yet those observers have incentives and blind spots. A caregiver may value
compliance while the patient values independence; apparent recovery may reflect accommodation rather than
improved health. Multi-informant assessment is strongest when perspectives remain separate, disagreements
are documented, and consent and privacy are respected. Clinicians should avoid giving relatives automatic
authority to define whether someone is mentally well. This approach turns “whole person” from an appealing
slogan into a measurement strategy that is transparent about whose outcome matters and what an
improvement means.

Recovery scores can conceal unequal priorities

Imagine a person whose laboratory measures improve after a restrictive treatment but who can no longer eat
with the family and is increasingly anxious about food. A composite score may call that improvement if its
weights privilege the laboratory variable. Another patient could return to ordinary work despite unchanged
chronic pain, demonstrating functional adaptation rather than biochemical cure. Neither outcome can be
assessed fairly without identifying which goals were chosen before treatment. Patient-reported outcome
measures should therefore be paired with shared goal attainment and adverse-effect assessment. Families and
clinicians may disagree about what matters most; the framework should document these discrepancies rather
than average them away. Future research could examine whether a multidimensional recovery plan improves
shared decisions and reduces treatment burden compared with score-driven care. It should also test reliability
between assessors and sensitivity to clinically meaningful change. More measurement is not automatically
better: each additional instrument must improve interpretation enough to justify the administrative burden.
Whole-person medicine earns its name through better decisions, not simply by collecting a larger set of
numbers.

Evidence boundary

The instruments named in the source books are proposed frameworks and have not been established here as
psychometrically validated. This essay does not advocate replacing standard medical diagnoses with spiritual or
moral labels.
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