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INTRODUCTION 

Policymakers across much of the English-speaking world 

have recognized that “recovery” from mental illness 

involves patient-defined dimensions like identity, 

renewed meaning in life, and self-management of the 

illness that go beyond mere symptom reduction.1-6 This is 

known as consumer recovery. However, the 

implementation of recovery-oriented services is impeded 

by a lack of quantitative studies detailing the recovery 

process over time.7 There is also a need for further 

research on recovery measurement with the aim of 

including these measures in routine clinical assessment, 

service evaluation, and research.8 

Against this background, the current decade may be 
witnessing the first signs of consensus on recovery 
processes and models. However, their validity and 
relationship with traditional clinical measures like 
functioning and symptoms has yet to be empirically 
ascertained. The present study examines the convergent 
validity of a model of the stages of recovery against 
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consumer recovery processes and more traditional 
clinical indices of recovery. It is hoped that this study, 
and others like it, will pave the way for an empirically 
supported consensus on the nature of consumer recovery. 

Stages of consumer recovery: The most cited definition 
of consumer recovery was succinctly paraphrased as “the 
establishment of a fulfilling, meaningful life and a 
positive sense of identity founded on hopefulness and 
self-determination” (p588).9-11 Researchers have proposed 
that patients progress through a series of sequential 
phases leading to recovery. Qualitative research with 
consumers has yielded twenty different stage models with 
significant conceptual similarities.12,13 While the 20 
existing models differed on the number and type of 
stages, they agreed that recovery occurred progressively 
across several distinctive stages. One stage model that 
appears to have the largest corpus of quantitative 
validation is the model by Andresen et al.8,11,14 To avoid 

confusing it with other stage models, it will be referred to 
as the “Andresen model” in the present study.  

The Andresen models one of the few models with any 
quantitative validation. It is also unique because it was 
not created through yet another qualitative interview. 
Instead, the model was based on a review that 
synthesized common themes across consumer accounts of 
recovery.11 This can be seen as the first attempt to 
develop a consensus about the stages of recovery. The 
model and its theorized underlying processes are depicted 
in Table 1. 

Higher stages of the Andresen model were associated 
with better scores on various measures of consumer-
defined recovery and psychological symptoms.8 This 
provided initial support for the convergent validity of the 
Andresen model.  

Table 1: Summary of key changes across the stages of recovery.
15

 

 

Moratorium – 

Illness-related 

denial, confusion, 

hopelessness, and 

self-protective 

withdrawal. 

Awareness – Realising 

that a better life is 

possible; one's identity 

is not wholly defined 

by illness. 

Preparation – 

‘Taking stock' of 

resources and 

learning coping 

methods. 

Rebuilding – Taking 

responsibility for 

life; identifying and 

working towards 

new goals and 

values. 

Growth – Knowing 

how to manage 

illness and 

setbacks; living a 

meaningful life 

with a positive 

sense of self. 

Hope 

Consumers feel 
hopeless about their 
diagnoses, 
treatment, and 
future. They 
abandon attempts to 
improve the 
situation. 

Consumers find a new 
goal, pathway towards 
previous goals, or sense 
of agency that makes a 
better future seem 
possible. 

Consumers assess 
their available 
resources and 
consider how 
these can help 
them recover. 
Goals shift from 
“avoid” or 
“reduce” goals to 
“approach” or 
“increase” goals. 

Consumers take 
concrete and 
incremental steps 
towards their goals. 

Consumers 
optimistically take 
action and create 
their desired life on 
an on-going basis. 
Skills from previous 
stages are now 
confidently applied. 

Identity 

Consumers lose or 
are confused about 
their identity. They 
become increasingly 
defined by their 
illness. 

Consumers start to 
refute an illness identity 
and (re)construct one 
that allows for a better 
future. 

Consumers clearly 
distinguish their 
personal identity 
from the identity 
that was imposed 
by their 
symptoms. 

A positive identity is 
made real through the 
pursuit of value-
congruent goals. 

A strong and 
positive sense of self 
is achieved with 
clearly defined 
values, social roles, 
and qualities. 

Meaning 

Previous goals and 
social roles are lost. 
This removes their 
reasons for living. 

Consumers find 
explanations for the 
illness and search for 
new reasons for living. 

Consumers 
understand that a 
meaningful life 
consists of goals 
that are congruent 
with their personal 
values. 

Consumers pursue 
value-congruent 
goals and create a 
new way to live life. 

Consumers sustain 
the meaning-
creation process in 
the previous stage. 
Meaning is 
experienced at a 
deeper level. 

Responsi

-bility 

Consumers feel that 
the illness and its 
consequences rob 
them of choices in 
their lives. 

Consumers understand 
that improvement 
requires them to take 
responsibility for their 
lives and actively 
participate in treatment. 

Consumers learn 
how to manage 
the illness and 
their daily 
activities possibly 
with the help of 
significant others 
and clinicians. 

Consumers feel able 
to take action. They 
learn to manage the 
effects of symptoms 
or medication, while 
also persevering 
through setbacks. 

Consumers feel that 
they are able to 
manage their lives 
and illness. They 
use, but do not 
depend on, clinical 
services to support 
self-management. 
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Processes of consumer recovery 

Leamy, Bird, Le Boutillier, Williams, and Slade noted the 

lack of conceptual clarity about the processes that drive 

consumer-defined recovery.13 Their systematic review 

revealed that there are five broad, prominent processes 

(CHIME) that are thought to drive recovery: (1) social 

connectedness (e.g., support from friends and family), (2) 

hope about the future (e.g., of recovery and a better 

future), (3) developing a positive identity (e.g., 

overcoming stigma and regaining self-esteem), (4) 

renewed meaning in life (e.g., enhancing their quality of 

life and sense of purpose), and (5) empowerment (e.g., 

developing care plans and coping skills). It shares some 

similarities with the processes of hope, identity, meaning, 

and responsibility for recovery in the Andresen model.  

The CHIME framework was validated with consumer 

focus groups where it was deemed to offer a defensible 

framework to guide clinical practice and research.16 

Several other studies further supported the validity of the 

CHIME framework and its utility for understanding 

recovery, even as some of them suggested new additions 

to the framework.7,17-19 This may represent the first 

consensus on the presence of common, underlying 

processes of recovery across disparate accounts on the 

topic. 

Areas of uncertainty 

Despite the growth in research on consumer recovery, 

there are three ongoing areas of uncertainty that have 

received limited empirical attention. The first concerns 

the role of symptoms and functioning. Philosophically, 

consumer recovery occurs when the illness ceases to be 

the primary focus in life even if the illness or some 

disability remains.9, 20 At the same time, consumer  and 

clinician rated symptoms improved across the stages of 

recovery even as the impact of symptoms diminished in 

the last stage of recovery.8,14 However, it also stands to 

reason that the aspirational quality of life in consumer 

recovery, and the functional ability that is required to 

achieve it, will be hampered to the extent that a person 

experiences debilitating symptoms. Thus, we would 

expect both symptoms and functioning to improve across 

successive stages of recovery. 

Secondly, the Andresen model‟s relationship with the 

CHIME recovery processes has yet to be assessed. 

Several qualitative studies with consumers have 

supported the validity and utility of the CHIME 

framework.7, 13-16 If the Andresen model does represent 

the stages of recovery, it should be associated 

improvements in CHIME recovery processes. This has 

not been examined before.  

Thirdly, and of importance for service delivery, research 

on recovery models and frameworks are primarily based 

on expert opinion and qualitative methods that are 

relatively low in the hierarchy of evidence-based 

practice.7 Quantitative studies with standardised recovery 

instruments – such as the one that is used to determine a 

person‟s stage of recovery in the Andresen model–may 

help stakeholders develop, justify, and refine services or 

interventions that explicitly focus on consumer recovery. 

Lastly, consumer recovery has largely focused on 

individuals with psychosis or who otherwise require 

tertiary-level care. This includes the two key studies that 

support the Andresen model.8,14 However, government 

white papers from multiple countries have advocated for 

recovery-oriented services for all individuals with mental 

illnesses regardless of type or severity.1-6 Of all the 

mental illnesses, primary care depression may be the 

bigger public health concern. It has the fourth greatest 

worldwide burden of disease and is projected to have the 

second greatest burden of disease by 2030.21 Furthermore, 

its identification and treatment is mainly achieved at the 

primary care level of formal healthcare.21 With this in 

mind, recovery-oriented services may receive greater 

impetus if recovery research focused on this population in 

addition to people with tertiary-level illnesses. 

The present study 

This study examined the convergent validity of the 

Andresen model for patients with depressive symptoms 

in primary care. The model‟s convergent validity would 

be supported if successive stages were associated with 

improved (1) psychosocial functioning, (2) depression 

symptoms, and (3) recovery processes. The recovery 

processes refer to those in CHIME as well as those that 

were defined and measured specifically for the Andresen 

model.8 This will determine if the Andresen model is 

valid in relation to both consumer and clinical indices of 

recovery. Exploratory inter-stage comparisons for all 

three variables of interest were also conducted to examine 

if the associations shared any common patterns. 

METHODS 

Participants 

Participants were recruited from adult patients (aged ≥18) 

attending consultations with clinical psychologists at the 

National Healthcare Group Polyclinics (NHGP). All 

patients receiving psychological treatment for depression 

were eligible for participation. Pregnant individuals and 

those with suicide risk were excluded. Participants‟ age, 

gender, and ethnicity were obtained from medical records 

supplied by NHGP with participants‟ informed consent. 

A total of 100 participants were recruited and 12 were 

subsequently excluded from analyses due to missing data 

on depressive symptoms or psychosocial functioning. 

The final sample consisted of 88 participants (25 male, 63 

female), aged 18 to 78 (M=46.61, SD=17.00), with 67 

individuals of Chinese ethnicity, 10 of Indian ethnicity, 6 

of Malay ethnicity, and 5 classified as “other” in official 

nomenclature. 
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Measures 

A translator who was familiar with the nuances of local 

Mandarin produced a Mandarin version of the scales 

below. The translator worked closely with a co-

investigator to disambiguate any psychological terms. 

Recovery stage  

Recovery stage allocation was based on the self-

identified stages of recovery scale, part A (SISR-A).8 

This scale asks which of five descriptions best applies to 

the participant now. Each description reflects a particular 

stage of the Andresen model (e.g., the Growth stage: “I 

feel I am in control of my health and my life now. I am 

doing very well and the future looks bright”). The 

validity of the scale has received some initial support: Its 

stage allocations are positively associated with various 

measures of recovery.8 There were five, 11, 39, 23, and 

10 individuals across the five successive stages of 

recovery respectively. 

Depression symptoms 

The patient health questionnaire 9-item scale (PHQ-9) 

measures the frequency of nine depression symptoms 

over the past fortnight.22 Responses are made on a Likert 

scale (0=not at all, 3=nearly every day). There are five 

tiers of severity. In the current sample, 37 participants fell 

in the “minimal” category (score ≤4), 30 in the “mild” 

range (score 5-9), 16 in the “moderate” range (score 10-

14), 4 in the “moderately severe” range (score 15-19), 

and one in the “severe” range (score ≥20). 

The PHQ-9 has demonstrated convergent validity and 

internal reliability with an acceptable Cronbach‟s alpha 

of 0.87 in local primary care settings.23-25 This is a routine 

outcome measure for psychology services at NHGP. 

Patient-rated psychosocial function 

This was measured with item 10 of the PHQ-9 above. 

The item asked, “if you checked off any problems, how 

difficult have those problems made it for you to do your 

work, take care of things at home, or get along with other 

people?”. Responses range from 0=not difficult at all, to 

3=extremely difficult. Lower scores reflect higher 

functioning. 

Clinician-rated psychosocial function 

This was measured with the global assessment of 

functioning (GAF) scale from the DSM-IV-TR.26 Scores 

range from 1-100 with higher values reflecting better 

social, occupational, and psychological functioning. A 

score of 0 can be given if there is inadequate information 

to make a judgment. In the present study, 0 was treated as 

missing data. The GAF is a routine outcome measure at 

NHGP. 

Andresen model-specific recovery processes 

The self-Identified stages of recovery scale, part B 

(SISR-B), consists off our items with a six-point Likert 

scale (1=disagree strongly, 6=agree strongly).8 The items 

represent the four processes that are thought to drive 

stage transitions in the Andresen model. The SISR-B has 

demonstrated convergent validity with other measures of 

consumer-defined recovery.8 Unlike CHIME, the SISR-B 

does not include “social connectedness” as a recovery 

process.  

Connectedness  

The 12-item multidimensional scale of perceived social 

support measured “Connectedness” in CHIME.27The 

scale assesses the perceived adequacy of social support 

from friends, family, and significant others on a seven-

point Likert scale (1=very strongly disagree, 7=very 

strongly agree). The scale‟s convergent validity and test-

retest reliability has been established, and its factor 

structure had also been validated in Singapore.28, 29
 

Hope: This was measured with the state hope scale.30 

This refers to cognitions about one‟s ability to (1) start 

and sustain goal-directed actions (i.e., agency) and (2) 

create routes to achieve those goals (i.e., pathways). The 

scale consists of six items on an eight-point Likert scale 

(1=definitely false, 8=definitely true). It has good overall 

internal reliability, factor structure, and convergent 

validity.30
 

Identity: The Modified Engulfment Scale was used to 

measure “identity” in CHIME. It consists of 24 items on 

a five-point Likert scale (1=completely false, 

5=completely true) that assesses how much patients “see 

themselves totally and merely in terms of their illness” 

(p41).31 The scale has demonstrated internal reliability 

and convergent validity.31
 

Meaning:  The Life Engagement Test was used to 

measure “meaning” in the CHIME taxonomy.32 Meaning 

in life is conceptualized as the extent that individuals 

engage in personally valued activities. The scale has six 

items with a five-point Likert scale (1=strongly disagree, 

5=strongly agree). It has demonstrated convergent 

validity and test-retest reliability.32
 

Empowerment: The mental health self-efficacy scale 

assesses patients‟ confidence in managing their stress, 

anxiety, or depression.33 The scale has six items and 

responses are made on a ten-point Likert scale (1=not at 

all confident, 10=totally confident). It has an acceptable 

factor structure, internal validity, and convergent 

validity.33
 

Procedure 

This cross-sectional study had obtained ethical approval 

(NHG DSRB reference number: 2016/01055) from the 
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National Healthcare Group Domain Specific Review 

Board, Singapore. Each participant had also provided 

their informed consent for their data to be used in this 

research. 

The study was conducted from February 2017 to October 

2017. Clinical psychologists screened each potential 

participant with the PHQ-9 and GAF on the day of their 

participation. After providing their informed consent, the 

participants verbally responded to scales as the co-

investigator read them out in English or Mandarin to 

circumvent potential problems with reading proficiency. 

The participants‟ PHQ-9 and GAF scores were 

subsequently retrieved from medical records. 

Statistical analysis 

ANOVAs were used to test for associations between the 

stages of recovery and the other variables of interest. 

Bonferroni adjustments were used to correct for the 

multiple testing of main effects. Twelve ANOVAs were 

conducted with a Bonferroni-adjusted alpha of .0041. 

Effect sizes were determined by Cohen‟s f, where the 

thresholds for small, medium, and large effects were f 

=0.10, 0.25, and 0.40 respectively.34
 

Significant linear trends were followed up with 

exploratory post-hoc, between-stage comparisons to 

determine where one stage substantially differed from the 

others on a given variable. These were adjusted for 

multiple testing using Tukey‟s tests or Bonferroni 

adjustments where appropriate. For the latter, the 

adjusted alpha value for the 10 post hoc contrasts on each 

variable was 0.005. 

RESULTS 

Recovery stage and functioning 

Higher stages of recovery were associated with better 

patient-rated functioning, F (4, 83)=11.18, p<0.001, 

eta2=0.35, with a large effect size off 0.73. Better 

clinician-rated functioning was also observed across the 

stages of recovery, F (4, 83)=6.81, p<0.001, eta2=0.24, 

with a large effect size off 0.57. These results are 

displayed in Figure 1. 

Exploratory post-hoc analyses were conducted to locate 

significant differences in functioning between the stages 

of recovery. Tukey‟s test was used to adjust for multiple 

testing for patient-rated functioning while Bonferroni 

adjustments were used for clinician-rated functioning as 

the assumption of homogenous between-group variance 

was violated for the latter. Significant inter-stage 

comparisons are displayed in Table 2.All other 

comparisons were non-significant, p≥0.05.  

 

Figure 1: Trajectory of patient-rated (PHQ-9) and clinician-rated functioning (GAF) across the Andresen model’s 

stages of recovery. Lower scores on the PHQ-9 item reflect better functioning. 
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Table 2: Significant inter-stage differences in 

psychosocial functioning. 

Comparisons 

Mean of 

lower 

stage 

Mean of 

higher 

stage 

P value 

Patient-rated functioning*  

Stage 1 vs. Stage 3 2.40 1.66 0.005 

Stage 1 vs. Stage 4 2.40 1.26 <0.001 

Stage 1 vs. Stage 5 2.40 1.40 0.001 

Stage 2 vs. Stage 3  2.36 1.66 <0.001 

Stage 2 vs. Stage 4 2.36 1.26 <0.001 

Stage 2 vs. Stage 5 2.36 1.40 <0.001 

Stage 3 vs. Stage 4 1.66 1.26 0.005 

Clinician-rated functioning   

Stage 1 vs. Stage 3 57.20 64.10 <0.001 

Stage 1 vs. Stage 4 57.20 67.43 <0.001 

Stage 1 vs. Stage 5 57.20 66.20 0.002 

Stage 2 vs. Stage 3 57.72 64.10 0.026 

Stage 2 vs. Stage 4 57.72 67.43 <0.001 

Stage 2 vs. Stage 5 57.72 66.20 0.003 

*Lower scores reflect higher functioning. 

 

Recovery stage and depression symptoms 

Depression symptoms were inversely associated with 
recovery stage, F (4, 83)=13.09, p<0.001, eta2=0.38, with 
a large effect size of f=0.79. The trend line is displayed in 
Figure 2.  

Table 3: Significant inter-stage differences in 

depression symptoms. 

Comparisons 

Mean of 

lower 

stage 

Mean of 

higher 

stage 

P value 

Patient-rated functioning (on PHQ-F)* 

Stage 1 vs. Stage 4 11.40 3.78 0.001 

Stage 1 vs. Stage 5 11.40 3.80 0.004 

Stage 2 vs. Stage 3  12.27 6.36 <0.001 

Stage 2 vs. Stage 4 12.27 3.78 <0.001 

Stage 2 vs. Stage 5 12.27 3.80 <0.001 
*Lower scores reflect higher functioning. 

Post-hoc tests could not use Tukey‟s test due to 
heterogeneity of variance and Bonferroni adjustments 
were used instead. Table 3 displays the significant 
between-stage comparisons. 

 

Figure 2: PHQ-9 depression symptom trajectory across the stages of recovery. 

Recovery stage and recovery processes 

None of the Andresen model‟s recovery processes 

(measured with the SISR-B) were significantly associated 

with recovery stage at the Bonferroni-adjusted alpha of 

0.0041. In contrast, four of the five CHIME recovery 

processes exhibited medium to large associations (Table 

4) in the expected directions (Figure 3) across the stages 

of recovery. 

Exploratory post-hoc comparisons were conducted to 

locate inter-stage differences. Tukey‟s test was used to 

correct for multiple post-hoc comparisons. Significant 

inter-stage differences are displayed in Table 5.  
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Figure 3: Trajectory of CHIME recovery drivers across the Andresen model’s stages of recovery. *A decrease in 

engulfment is expected: the extent that an individual’s identity as defined by depression is expected to fall as that 

person recovers. 

Table 4: Associations between CHIME recovery processes and the stages of recovery in the Andresen model. 

CHIME recovery process (operationalisation) F eta
2
 Cohen’s f Effect size 

Connectedness (social support) 3.62 0.14 0.35 Medium 

Hope (state hope) 7.52* 0.26 0.57 Large 

Identity (engulfment) 14.57* 0.41 0.81 Large 

Meaning (life Engagement) 5.04* 0.19 0.43 Large 

Empowerment (mental health self-efficacy) 7.81* 0.27 0.59 Large 

*Statistically significant associations. 

Table 5: Significant inter-stage differences in CHIME recovery processes.  

Comparisons Mean of lower stage Mean of higher stage P value 

Engulfment*    

Stage 1 vs. Stage 3 87.40 62.12 <0.001 

Stage 1 vs. Stage 4 87.40 51.39 <0.001 

Stage 1 vs. Stage 5 87.40 46.00 <0.001 

Stage 2 vs. Stage 4 70.09 51.39 0.001 

Stage 2 vs. Stage 5 70.09 46.00 <0.001 

Stage 3 vs. Stage 4 62.12 51.39 0.011 

Stage 3 vs. Stage 5 62.12 46.00 0.003 

Life engagement    

Stage 1 vs. Stage 5 18.60 24.30 0.046 

Stage 2 vs. Stage 4 19.36 23.65 0.018 

Stage 2 vs. Stage 5 19.26 24.30 0.024 

Mental health self-efficacy 

Stage 1 vs. Stage 3 23.00 37.97 0.035 

Stage 1 vs. Stage 4 23.00 44.39 0.001 

Stage 1 vs. Stage 5 23.00 50.70 <0.001 

Stage 2 vs. Stage 5 33.54 50.70 0.004 

Stage 3 vs. Stage 5 37.97 50.70 0.011 

*A decrease in Engulfment is expected. The extent that one‟s identity is defined by depression is expected to fall as one recovers. 
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DISCUSSION 

This study sought to examine the convergent validity of 

the Andresen model for depression in a primary care 

setting. The model was validated against psychosocial 

functioning, depression symptoms, and psychosocial 

functioning.  

Recovery stages, psychosocial functioning, and 

depression symptoms 

If the Andresen model were valid, the higher stages of the 

model should be associated with better psychosocial 

functioning and depression symptoms. While consumer-

defined recovery can occur even if the underlying illness 

and disability is not completely removed, some 

improvement in psychosocial functioning and symptoms 

is arguably needed for consumers to effectively live the 

hopeful and self-determined life described by Andresen 

et al.11,20 

Previous research found that the stages of recovery were 

associated with improved symptoms but unrelated to 

functioning.8 However, the present study found that 

symptoms as well as consumer- and clinician-rated 

functioning improved across the stages of recovery. 

These results provide evidence of the Andresen model‟s 

validity in relation to clinical indices of recovery. 

In addition, the results suggest that symptoms and 

functioning may improve the most between the stages 

where consumers are thinking about recovery (i.e., stages 

1 and 2) and doing something about it (i.e., stages 3 to 5). 

A significant change from stage 1 only occurs around 

stage 3 or 4. Between stages 3 to 5, consumers‟ 

functioning appeared to climb at a rate that was not 

statistically significant. It is possible that stage 3 is the 

first stage where consumers make more substantial plans 

toward recovery. A significant improvement in 

psychosocial functioning might facilitate consumers‟ 

planning about recovery and any actual shifts in their 

recovery stages. Beyond stage 3, other factors besides 

psychosocial functioning may also be needed for 

consumers to achieve further stage progression.  

Recovery processes and stages 

If the stages of recovery were valid, they should be 

associated with higher levels of the processes that are 

thought to underpin recovery. Unlike past research, this 

study found that none of the Andresen model‟s recovery 

processes were related to its own stages of recovery.8 In 

contrast, all CHIME processes except “connectedness” 

improved across the stages of recovery. While this 

appears to be an ambivalent result, the CHIME processes 

have received more extensive validation than the 

processes that are specific to the Andresen model.7,16-19 

As such, the association between CHIME and the stages 

of recovery still provides partial evidence of convergent 

validity. 

The absence of a relationship between “connectedness” 

and the stages of recovery was unexpected. This is not 

consistent with the research on CHIME. It may be 

explained by the Andresen model‟s understanding of 

social support. According to the model, social support 

may function as a catalyst for the other drivers of 

recovery rather than acting as an independent recovery 

process.15 For instance, social support might help 

consumers feel more hopeful about their future and 

realize that life need not be dominated by cycles of illness 

and treatment. This newfound hope would then bring 

them from stage 1 to stage 2. As such, “connectedness” 

may foster the development of the other CHIME recovery 

processes without independently contributing to stage 

progression.  

Moreover, the results suggest that “recovery-specific” 

measures might not be necessary for operationalizing 

constructs that are thought to underpin recovery. While 

advocates of the recovery movement might be skeptical 

of questionnaires created from an academic or clinical 

perspective, the application of psychometrically validated 

questionnaires does not intrinsically contradict the 

consumer-focused spirit. Instead, it may help to capture 

consumers‟ views about their own recovery in richer and 

more articulate ways. 

The inter-stage differences in CHIME processes suggest 

that significant increments occur between stages where 

participants were „thinking‟ of recovery and „doing‟ 

something about it. While there was a gradual linear 

increase across the five stages as a whole, significant 

changes from stage 1 only occurred by stage 3 or 4. This 

mirrors the pattern of change for depression symptoms 

and psychosocial functioning. Thus, improvements in 

CHIME processes could be needed before consumers are 

ready to confront and address the impact of depression, 

thereby moving them up the stages and closer to 

recovery. 

Limitations 

This study was confined by its inclusion criteria. 

Participation was limited to individuals who were already 

seeking treatment but those at risk of suicide were 

excluded. Thus, the direst of patients were unlikely to be 

captured in this study. This may account for the lower 

number of participants in stage 1 (moratorium) compared 

to other stages. It also suggests that our representation of 

stage 1 on various measures may paint an overly 

optimistic picture of the nature of that stage. If so, the 

true extent of differences between stage 1 and the other 

stages may exceed what was found in this study. 

This study was also limited by the way the influence of 

symptoms was captured. Besides depression, we did not 

control for symptoms of other comorbid disorders that 

participants might have experienced. A broader 

assessment of symptoms would have increased fatigue 

and discouraged questionnaire completion. However, the 
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severity of depressive symptoms may have served as a 

useful estimation of the participants‟ overall distress 

regardless of the presence of potential comorbidities. 

A third limitation concerned the heterogeneity of the 

CHIME constructs. Each CHIME category contains a 

range of disparate construct beyond those measured 

here.13 This study focused on constructs that could 

produce quantitative results in the service of clinical 

utility. For instance, “meaning” was operationalized as 

the extent to which the participants engaged in personally 

valued activities. This can be promoted through evidence-

based psychotherapies like Behavioral activation or 

acceptance and commitment therapy where systematic 

engagement in constructive activities is emphasized.35,36 

Thus, the operationalized measures of the CHIME 

processes were intended to be theoretically coherent and 

clinically actionable.  

Some may believe that the professional perspective of 

this article and others like it run contrary to the spirit of 

the recovery movement and the centrality of the 

consumer‟s perspective. This is a false dichotomy and a 

professional perspective can improve the conceptual 

precision and empirical validity of consumer recovery, 

thereby fostering the evidence base for recovery-oriented 

mental health services. This combination of expertise 

supports, rather than contradicts, the aspirations of the 

recovery movement. 

Finally, this study‟s cross-sectional design limits its 

ability to clarify the direction of effect in a stage model 

that implies longitudinal change. Nevertheless, the 

findings provide quantitative evidence that can justify 

further research into causal relationships between the 

Andresen model and various indices of recovery. 

CONCLUSION  

In sum, this study found evidence of convergent validity 

for the Andresen model in relation to the CHIME 

recovery processes, psychosocial functioning, and 

depression symptoms. Changes in these variables tend to 

first occur between the stages where consumers are 

thinking about recovery and acting to achieve it. With 

further supporting research, the Andresen model may 

inform the development of recovery-oriented services. 
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