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One ring to rule them all:
Applications of the CHIME framework of
mental health recovery
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Abstract. Jerome. The CHIME Model has become the dominant model of mental health
recovery. The model has been grounded in the lived experience literature of people recovering
from mental health problems. Four of the components were first articulated by Australian
researchers. These were Hope, Identity, Meaning and Empowerment. English researchers
added Connection, thus forming the acronym CHIME. In this paper we show how we have
added to this basic model. Robert and Jerome were the first to describe C-CHIME, with the
Creflecting Creativity. This was also Jerome’s experience in mental health services, that often
those people who recovered most, had creative talents, such as photography, artistic skills,
filmmaking, or poetry. Lisa and Jerome discovered that a critical element in recovering from
addiction was the concept of Growth. For someone to give up an all-consuming addiction,
something needs to replace this in their lives. This could be education or developing a new
career. [je found that there were additional critical elements in her recovery from lupus. She
felt that Pain, Acceptance, Adaptation and again Growth, were key in addition to the core
elements of CHIME. Andrew Voyce briefly describes his own long journey of recovery that
took place over a 20-year period. He illustrates how CHIME can be harnessed to explain his
own recovery. Finally, we look at how practitioners might apply the CHIME model and its
variants in their clinical practice. We note the lack of an assessment that might just guide
this process, but which could also serve as an outcome measure.
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Introduction to the CHIME framework (Robert Hurst)

Few frameworks of mental health recovery can be said to have had an impact
comparable to that of the CHIME framework in the last decade. Connectedness,
Hope and optimism, Identity, Meaning in life, and Empowerment are the five
factors which make up CHIME. This article seeks to outline CHIME to readers,
before exploring recent additional factors that have been considered by researchers
as possible expansions to the framework. Lived experience is shared, to try and
illustrate the real-life validity of CHIME, before discussing potential future directions.

At the turn of the 21 century, Positive Psychology emerged as a significant new
strand of the discipline of Psychology (Seligman and Csikszentmihalyi, 2000), as
scholars considered whether it was time to focus on human strengths and wellbeing
rather than deficit and suffering. It was in this climate that the recovery movement,
where practice was to be better-informed by service user input, was coming to the
fore (Davidson, 2016). Decisions by commissioners and sweeping changes across
mental health care services made it clear that the biomedical model was no longer
in vogue — the recovery movement was here to stay (Thornton and Lucas, 2011).
Indeed, it is now something recommended internationally by the World Health
Organization (WHO, 2021).

Research trends indicate that academia is following suit, and it was from this
milieu of work into recovery that CHIME emerged. Leamy et al. (2011) conducted
a systematic review of models and conceptualisations of personal mental health
recovery (Davidson and Roe, 2007). Building on the work of Andresen et al. (2003),
the team synthesised 97 research papers, identifying the five factors that make up
the CHIME framework as being key recovery processes. They suggested that it is
these processes that support positive recovery, that services and practitioners should
strive to ensure that their care covers these five factors.

Connectedness in recovery could refer to being part of a community, relationships,
support from other, and peer/support groups. Hope and optimism may include
belief in the possibility of change, positive thinking and valuing success, having
dreams and aspirations, and being motivated to change. The dimension of identity
in this framework pertains to rebuilding or redefining a positive sense of identity
after mental health difficulties, and overcoming any associated stigma. Meaning
in life refers to finding meaning in mental health experiences, having meaningful
social roles and goals, rebuilding life, finding an acceptable quality of life, and
havinga sense of spirituality. Finally, the empowerment dimension involves a sense
of control over life, a focus on strengths, and appropriate personal responsibility.

CHIME is a conceptual framework (Hare-Duke et al., 2023), in that unlike a
linear stage model or collection of assorted ideas, the five factors form an interlinked
network that together provide an understanding of a phenomena (Jabareen, 2009),
in this case, personal mental health recovery. It was designed to be accessible to
non-academic publications and across disciplines (Hare-Duke et al., 2023), which

47



Robert Hurst, Lisa Ogilvie, lje Asike, Andrew Voyce and Jerome Carson

may have played a part in the success of the framework. The original paper alone has
almost 3,500 citations as of March 2025. But researchers found themselves asking
‘Is this enough?’. Are there blind spots in the framework, dimensions to recovery
that are not covered by the five processes? Can CHIME be applied to other recovery
processes away from the broad domain of personal mental health recovery?

In the remainder of this paper, three researchers (Robert Hurst, Lisa Ogilvie and
lje Asike) will detail their own recent adaptations of the CHIME framework, before
Andrew Voyce reviews it directly against his lived experiences of mental health
recovery. Finally, CHIME and recent additions to the framework are discussed,
with future directions considered.

C-CHIME (Robert Hurst)

My introduction to the CHIME framework came from Professor Jerome Carson. It
was the height of lockdown, and we found ourselves looking for something to write.
Jerome proposed that we look at Remarkable Lives, a series of first-hand narrative
accounts that he had been curating for almost a decade (e.g., McManus and Carson,
2019), through the lens of the CHIME framework. Little did we know where this
work would lead us.

There were 36 Remarkable Lives papers published at this point, each one written
by somebody who had been on a mental health recovery journey. These were all
people with whom Jerome had crossed paths, including as Professor of Psychology.
Therefore, to aid the analysis the papers were split into two groups, students, and
non-students.

We first examined each of the student accounts. Initial reads were looking to
map these accounts onto the five recovery processes of the CHIME framework.
However, we were also reading for any inductive themes that came from the text.
After this work was published (Hurst and Carson, 2021), we began working on the
non-student accounts (Hurst et al., 2022). Across both papers, we found that of the
36 mental health recovery accounts, all five CHIME processes could be mapped
onto 35 of them. The account that did not fully map onto CHIME mapped onto
four out of five of the dimensions. To us, this indicated that CHIME was indeed
a valid way to examine the recovery journey that people embark upon with their
mental health. However, amongst the inductive findings that arose from the text
along the way was creativity.

Creativity has been defined in various ways throughout the course of history, by
various fields (Ford and Harris, 1992). Often, definitions focus on the importance
of the creative output having value (Andreasen, 2006) or originality (Treffert, 1989),
placing the decision on whether something is creative in the hands of cultural
gatekeepers and experts rather than grounding it in the mind of the individual.
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Psychology has not been immune to this seemingly sociological definition, with
Csikszentmihalyi (1997) suggesting that a person whose work is not recognised
within their lifetime would only become creative many years after their death when
their output is recognised as noteworthy. The absurdity of this has been critiqued
(Weisberg, 2015), with a suggestion that some scholars become distracted by what
is created, rather than the internal psychological process of creativity (Walia, 2019).

Historically, when examining creativity and mental health, much research has
fallen into the trap of studying the ‘mad genius” hypothesis (Pickover, 1998). This is
ultimately a ‘chicken and egg’ scenario where anachronistic ‘diagnoses’ are applied
to long-dead historical figures such as Vincent van Gogh (Nettle, 2001), who have
no right of reply. Fortunately, more and more in recent years scholars have turned
to attempting to understand the ways that creativity can improve psychological
wellbeing. Indeed, there is generally found to be a significant correlation between
positive affect and creativity (Amabile et al., 2005). That was the direction that we
decided to take after finding that each of the 36 first-hand account of the recovery
narratives that we examined had some element of creativity present. We posited that
perhaps creativity was a forgotten factor in recovery and argued that the CHIME
framework may need to be expanded to C-CHIME to incorporate creativity (Carson
and Hurst, 2021).

To begin investigating the link between mental health recovery and creativity,
we turned to interpretative phenomenological analysis (IPA), as we felt that this
would allow us to utilise authentic lived experience (Smith, 2017) in a bottom-up
approach to generating knowledge (Reid et al., 2005), in line with CHIME origins
as a conceptual framework trying to be in touch with the phenomena of mental
health recovery. Five participants were recruited using purposive sampling, to
ensure that they would be able to contribute relevant and rich data (Smith and
Osborn, 2003). While the study was not one aiming to establish cause-and-effect
or evaluate correlations, the analysis of the interviews brought out three themes:
Creativity as an internal process that is instinctive, engaging and cathartic, which
can aid with sense-making of chaotic experiences, allowing meaning to be imbued
in creations and found in the creations of others, with social implications such as
pressures, contextual conditions and the possibility of escapism from surroundings
into creativity.

While this was the main finding of the work, we also looked to attempt to map
creativity onto the conceptual framework of CHIME, arguing that it cannot be
subsumed within one of the five existing recovery processes, and that it interacts
with each of these.

A personmay find that they improve their connectedness by sharing their creative
works, or discussing creations that they enjoy with other (music, books, etc.).

One might use creativity as a mode of fostering a positive mindset within their
recovery, of generation hope and optimism for the future.

Creativity is a way by which people might express their identity, it can allow
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them to tell their story of who they are on their own terms (very much in line with
the philosophy of personal recovery).

Somebody on a recovery journey may find meaning in life from creating
something, or from immersing themselves and deepening their understanding of
self through creative works.

Finally, the act of being creative can bring a sense of control, and leave a person
feeling a sense of empowerment, that they might influence the world around them,
and in catharsis discover creativity as a tool by which they can proactively alter the
course of their recovery journey.

This piece of research ultimately led to the publication of a book (Hurst et al., 2024),
co-authored by me, Andrew Voyce (who you will hear from shortly), and Professor
Jerome Carson. In it, we outline a working psychological definition of creativity,
which we hope will aid readers in understanding how this often-ephemeral concept
might tangibly play a role in the lives of people on a mental health recovery journey.
While a further evidence base is needed, we also state the case for the addition of
creativity to CHIME to form C-CHIME. From our research, it seems clear to us.
People use creativity in all kinds of ways throughout their everyday life, and when
harnessed, it can be a powerful tool for good, it can save lives. As such, we aim to
try to give the ‘forgotten factor’ of recovery a platform.

The G-CHIME Model (Lisa Ogilvie)

In recognising the need to adapt the CHIME model for individuals in addiction
recovery, the following question arose, ‘Why did the components of the existing
model fail to adequately address the needs of this population?” Previous research
helped provide the answer to this, when it was proposed that some of the difficulties
experienced by people in recovery from substance use disorder (SUD) could be
understood in the context of their difficult life experiences and expressed as a need
to further advance one or more of the components of CHIME (Dekkers et al., 2020).
Given that recovery-oriented systems focus on strength and ability, not deficit,
by extension this led to the conceptualisation of G-CHIME, where a component
for growth was introduced. In effect, reframing difficulty as an opportunity for
development. Further supporting this, when addiction is regarded as a traumatic
experience, the meaningful role that post traumatic growth can have in the transition
from addiction to recovery, and protracted recovery, thereafter, stresses the potential
utility of growth as a distinct component within the model (Ogilvie and Carson,
2022a).

Before operationalising G-CHIME, each of its dimensions were theoretically
evaluated ‘a priori’ using apposite works on addiction recovery, not just more
generalised mental health recovery (Ogilvie and Carson, 2023a). This not only upheld
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the position of the original five dimensions in the model but also emphasised the
theoretical synergy with addiction recovery and second wave positive psychology,
a psychological discipline that acknowledges overcoming adverse experiences and
managing negative emotions, as fundamental to growth and wellbeing (Ivtzan et
al., 2015). Carried on by what was read as a persuasive theoretical basis (Ogilvie
and Carson, 2025), the G-CHIME model became the focus of a number of research
projects in order to garner evidence for its validity in explaining the dimensions of
a successful addiction recovery (Ogilvie and Carson, 2025).

Researching addiction recovery, and thus G-CHIME, meant studying a singularity
thatis person-driven, subjective, and can be achieved via many pathways (SAMHSA,
2012). It is understandable therefore that addiction recovery as an area of study
has been criticised for being overly general and becoming meaningless when too
many factors that contribute to it are considered (Davidson et al., 2021). An added
complication is that recovery extends beyond the individual and distinct outcome,
making some aspects difficult to report, observe, and measure empirically, for
example evaluating the effect of support groups and external relationships, or
understanding how finding meaning through experience has impacted recovery in
different individuals. For these reasons, van Weeghel et al. (2019) recommended
that a mixed methods research approach using both quantitative and qualitative
methods be used to track progress and allow for a richer source of data to evaluate
both process and outcome. This was deemed appropriate for G-CHIME, firstly to
demonstrate how its components were evident in recovery narratives, and secondly
to show that interventions directed at the same components were able to affect
wellbeing, recovery capital and flourishing.

The qualitative branch of the G-CHIME research adopted a narrative analytical
methodology using first-hand accounts of addiction recovery. Thus far 21 studies
have been conducted, each using the same methodology and taking G-CHIME to
be the connecting theory. In these studies, the participants ages ranged from 19 to
70, included a mix of males and females, and as a group were representative of an
internationally diverse population, where the participants were known to reside or be
born in one of seven different countries (Ogilvie and Carson, 2023a). As a collected
work, this allowed for conclusions to be drawn such that addiction recovery is a
ubiquitous process which is explainable by the G-CHIME model. The quantitative
aspect of the study was concerned with outcome and saw a programme of work
known as positive addiction recovery therapy (PART) developed and delivered to
30 participants in a pilot study (Ogilvie and Carson, 2022b), and then a further
35 in a replication and follow-up study (Ogilvie and Carson, 2023c). The PART
programme delivered a series of workshops which included interventions targeted at
developing the components of G-CHIME in those participating. Validated measures
for recovery capital, wellbeing and flourishing were used pre and post programme
delivery to assess the participants’ recovery outcomes. The results showed statistically
significant improvements in all measures in the pilot, which was then substantiated
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as transferable to another group in the replication and follow-up study. In deciding
to adopt this mixed methods approach, evidence of the efficacy of the G-CHIME
in addiction recovery has been demonstrated against recovery as a process and by
factors that contribute to it as a measurable outcome.

As mentioned, the G-CHIME model captures components important to a
successful addiction recovery. However, it is self-restricting to assume that this
cannot be enhanced to further improve recovery outcomes. In fact, to not do so
would oppose the ideology of the nascent third wave positive psychology, where
progressive research is not limited to existing concepts and previously adopted
procedures (van Zyl and Salanova, 2021). Consequently, it was considered important
thatinterventions based on ancillary theory that could be advantageous to the success
of addiction recovery but do not represent an independent component, could be
accommodated within the model. To give an example, positive psychology’s values
in action (VIA) character strengths model (VIA Institute on Character, 2025) was
incorporated into the PART programme, where separate research provided evidence
that the use of this model was of benefit to people in addiction recovery (Ogilvie,
2022a; Ogilvie and Carson, 2023b). Such theoretical expansion falls under what
has been defined as G-CHIME-+, the G-CHIME model with intervention flexibility
that can strengthen recovery to aid long-term outcomes by including a fast track
for complimentary intervention integration.

PAAG-CHIME (Ije Asike)

The PAAG-CHIME model was inspired by an autoethnographic account of my lived
experience with lupus. My narrative used self-reflection and literature to analyse my
journey with lupus. This journey illustrated my struggles and my path to recovery
and coping with the condition. The acronym PAAG, which means Pain, Acceptance,
Adaptation and Growth, was added to the CHIME framework to explain a possible
path to recovery from lupus. Recovery, in this case, does not mean the absence of
disease. It means the possibility of living and thriving despite the disease. Moreover,
recovery is both a process and a journey. The person deciding to make the trip starts
from an unpleasant place of brokenness and pain. The pain of lupus goes beyond the
physical pain you get on your skin but goes into the psyche because the pain depicts
grief, loss, and trauma. In this section of this paper, I will reflect on the prospective
development of the PAAG-CHIME model in the recovery process of a lupus sufferer.

Lupus is characterised by the excessive production of antibodies, complex
immune dispositions and heterogenous clinical manifestations that can lead to death
(Deng et al., 2013; Lucas, 2021; Rees et al., 2016). Whilst people can be genetically
predisposed to lupus, environmental, sociodemographic and sociocultural factors
can contribute to the development of the disease (Borchers et al., 2010). Likewise,
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women of childbearing age (15-44 years) are more affected than men (Fav and Petri,
2019; Petri, 2002; Yen and Singh, 2018). The ethnic disparity shows that women
from Black, Asian, and Hispanic ethnicities tend to develop severe manifestations
with a higher mortality rate compared to their White counterparts (Dall’Era et al.,
2017, Fava and Petri, 2019; Izmirly et al., 2021; Rees et al., 2016; Sun et al., 2021;
Ugarte-Gil et al., 2022; Yen and Singh, 2018).

However, despite the evident ethnic disparity in severity and symptomatic
experience, pain is a common theme that cuts through the lupus lived experience
(Pisetskyetal., 2021). Several studies have linked pain in lupus with musculoskeletal
pain, characterized by joint tenderness, stiffness and swelling (Franco et al., 2014;
Hochberg, 1997; Petri et al., 2012). The pain engulfs the individual not just from a
physiological perspective but psychologically. On my bad days, I have experienced
‘pain from the crown of my head to the sole of my feet’ (Asike, 2024). This also includes
the mental and emotional distress that accompanies the disease’s complexities.
Life never remains the same. A strong and independent adult becomes hopelessly
dependent. Studies with narrative accounts have described participants’ experience
with pains not just from symptoms, and side effects from treatment but also from
social misunderstanding due to the invisible nature or unpredictability of the illness
(Case et al., 2021; Colmenares-Roa et al., 2023; Hale et al., 2015).

Larsen et al. (2018) described the unpredictable nature and impact of lupus
as an ‘existential rearrangement of life’. It disrupts what one perceives as their life
path. Tt feels like a pause or stop to the motion called life, which is confusing and
overwhelming for the person. It comes with a great sense of loss that the body is
incapable of completing basic daily tasks. In most cases, people tend to grieve the
life they used to have before lupus (Bea, 2022; Dunkin, 2023). Energy dies, and
what is left is pain and fatigue. I always felt like a young soul trapped in an old
person’s body. It embodies the emotional struggles of grief. At the start, I had a
sense of denial: ‘Nothing is wrong with me, I can beat this’. Then I was angry when
I discovered I could not beat this like the normal flu. Nonetheless, I realised that
to survive, [ needed to concede defeat and accept the disease.

Accepting is always tough because it comes with many struggles and requires
letting go. The existential consequences of living with lupus, like most chronic
diseases, are sudden and enormous. Therefore, the acceptance process should be
slow and accompanied by empathy and compassion. One needs to succumb to
weakness to gradually build strength. Angel and Halling (2023) describe acceptance
as a ‘place that one arrives and not something one can make happen’. In accepting the new
version of self, one can see the possibilities of this new self. It enables mindfulness,
to be present and not wrapped up in the past or terrified by future uncertainties. I
accept the good days and the bad days. I had to adapt my life to the condition. This
meant accepting the use of walking aids, home adaptation, specific utensils, avoiding
the sun and using sun cream irrespective of ethnic background, and adherence to
medical treatments (Asike, 2024).
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Furthermore, adaptation requires letting go of the stigma of being labelled
disabled. One needs to adapt to the change they experience in their body and befriend
this new body and life to cope. However, some exceed the level of coping to growth
and thriving. That does not mean the struggles of the disease are over. It just means
that pain and suffering may have redefined a path of purpose and meaning. The
process of pain, acceptance and adaptation enabled a shift from ‘What I cannot do
to what I can do’ (Asike, 2024; Avvenuti et al., 2016). A path of rediscovery that was
paved by uncomfortable and continuously painful circumstances. Growth is a path
never envisioned when pain and suffering are proceeding. My autoethnographic
narrations highlighted the role of faith, resilience, hope, optimism, and posttraumatic
growth in the path to recovery (Asike, 2024).

This ties in with the elements of CHIME as it reflected a sense of connection to
family (son and mother) and church community, reducing isolation. Faith, infused
hope, and optimism to envision a productive life that enables family sustainability
and career progress. A sense of identity and not being defined by the constraints
of lupus. I can find meaning in the little perks of life, such as spending time with
family and not in the hospital. This process has enabled a deeper reflection on life,
which hasled to a sense of gratitude, meaning, and purpose. A journey that started in
pain has become empowering by creating a career path in counselling and enabling
research and prospective development of the PAAG-CHIME model as a recovery
process for people with lupus and other chronic illnesses.

A lived experience perspective on how the CHIME
framework worked for me (Andrew Voyce)

Recovery in my mental health journey has happened to me at two major points in my
life. The first recovery journey lasted about five years at a time when contemporary
recovery practice was unknown. The second, and continuing, journey has lasted
thirty-four years as 2025 begins.

A key element of my recovery is that antipsychotic medication has worked for
me. It does not have a therapeutic effect for everyone who has, like me, a psychotic
condition. However, the five-year recovery in the early 1980’s meant that along with
the antipsychotic effect of medication by injection in the buttock, there was a side
effect of extreme sedation. So, as multiple times previously with this arrangement, as
soon as I could escape supervision to have the medication, T did so, with the result
of a relapse into psychosis, homelessness, and criminality. My present recovery
journey has lasted so long because I am compliant with medication by tablet, which
has acceptable side-effects, and which enables me to lead a financially independent
lifestyle through employment into my 70’s. This has meant no inpatient time, no
arrests, and no periods of homelessness. Some of this experience is documented in

54



Applications of the CHIME framework of mental health recoveryprogramme

‘Side Effects’ and ‘The Durham Light,’ e-books on my website (Voyce, n.d.).

However much suitable medication has enabled my recovery journey, that alone
would probably not be enough to sustain me. [ have built a life as is suggested by
Repper and Perkins (2003), who state that recovery is not a cure. Anthony (1993)
concurs, that recovery from mental illness is possible even if symptoms are not
‘cured’. My symptoms are managed, I take medication, and I have maintained a
recovery journey.

What I make of life with controlled symptoms is echoed in the model of recovery
in CHIME from the Scottish Recovery Network (n.d.). I relate to Connection in that
I meet others through my work life, my academic life, in the social housing scheme
where I live, and I even count the relations I have with shop staff where I buy my
essentials. I may have a lot of screen time in my work activities, but this is often to
have a positive collaboration or two-way process when delivering a talk or lecture,
and this I value. Along with many others with a severe mental health condition,
I have experienced estrangement and stigma in my family relations. However,
part of my recovery is the re-building of connections I had with family members.
Although I have lost all my parents’ generation, I have been able to have meaningful
conversations to reconcile the past to some extent. With my generation I have regular
contact with cousins online and for special events, this is most heartening, and I
find acceptance, non-judgemental dialogue, and invitations to partake socially. I am
delighted to be in touch with my niece in Australia. Probably the most important
therapeutic connection I have is with my counsellor. My thirty-four-year current
recovery journey has been accompanied by regular counselling, as recommended
by documents such as from the Department of Health (2011). I began counselling
at the time of the Health of the Nation programme of John Major’s government in
1992, and it is a regular connection where I can discuss and broach an overview
of my activities. It is an invaluable space where I can offload concerns when I have
nowhere else to discussissues. Itis confidential and I am happy with my counsellor’s
credentials. It is part of my wellbeing regime.

1 have Hope and optimism. Not so much for specific goals, as to be a way of life.
The longer my recovery journey continues, the stronger is my belief that it will carry
on, which is a source of hope. As my familiarity with tasks and my acceptance at
work and scholarly activities goes on, so my confidence is maintained. l am optimistic
that T can take on tasks that require a degree of familiarity and competence.

Identity for me is a key to recovery, beyond the stability that therapeutic
medication and talking therapies bring. Identity beyond that of mental patient,
vagrant, and petty criminal. T have been able to handle challenges which in previous
times would have led me to psychosis, homelessness, and associated brushes with
the law. Although there are still many situations where I am best with people who
have a knowledge of mental health, old-fashioned attitudes to mental illness prevail
to ‘other’ or exclude someone different. So, I am happy to be able to have a different
conversation to build on, as someone not defined by mental health issues. There are
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increasingly times when I can be open as well, with diminishing stigma in mass
media and increasing acknowledgement of the difficulties many have in common,
with their challenges.

I have to say that much of what I have built up gives me a Meaningful life. Inow
have experience as a peer support worker, where my lived experience has enabled
me to share the journeys of others who find themselves in the mental health system.
Perhaps one of the most personally meaningful activities T complete, is to make books
of other people’s narratives. This can be especially impactful when making a print
book has coincided with a step-down in security or a discharge from inpatient care.

I do feel Empowered to know that I have come from places of extreme jeopardy
and have achieved an honorary Doctorate in Social Science. I look to the future
and learn from experience. It has been especially empowering, therapeutic, and
cathartic, to write my own personal narrative and to recognise former false beliefs
as just that, false beliefs. I can select the issues which are important for me, where
I need to have a voice.

Discussion (Robert Hurst)

Thus far this paper has introduced readers to the CHIME framework, examined
three proposed extensions from three different areas of recovery (mental health,
addiction, and lupus), and finally grounded how the framework can be applied to
a person’s lived experience, in Andrew Voyce’s own words. This final section will
seek to explore further impacts and implications of CHIME, and ask the question,
where next?

Firstly, it is important to look at the real-world application of this conceptual
framework. The most significant attempt to apply CHIME was a staff intervention
called ‘/REFOCUS’. The aim of this was to educate staff on CHIME as five recovery
processes, which they could keep in mind during their practice in mental health
services (Sladeetal.,2015b). Users of these services qualitatively reported experiencing
benefits after REFOCUS had been delivered to staff, and staff displayed a higher
level of recovery-oriented behaviour (Slade et al., 2015a). However, quantitative
metrics for the initial study showed no significant difference between pre- and
post-intervention recovery measures. A follow-up study in Australia, which saw
adjustments made on the initial REFOCUS programme to be locally relevant, found
asignificant but small quantitative improvement in service users' recovery measures
(Meadows et al., 2019). The use of CHIME as a tool for mental health professionals
was also examined by Piat et al. (2017), who used the framework as a conversation
starter to highlight to staff how these processes that may not be obvious could in
fact be important to service users.

As Lisa Ogilvie discussed above, her work on the G-CHIME adaptation led to
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the development of a therapeutic intervention, Positive Addiction Recovery Therapy
(Ogilvie and Carson, 2022). This demonstrates clearly how the principles of the
CHIME framework can be applied in a direct therapeutic intervention, in this case
with addiction recovery. This raises a question. Why has something similar not
developed to work with individuals on a mental health recovery journey? This is a
major drawback for all of CHIME’s influence and near-omnipresence in recovery
literature, there is yet to develop a method of directly applying the theories and the
five processes with service users.

Lisa and Ije’s work also calls into question the focus of CHIME as purely mental
health recovery based. Is CHIME rather a broad-spectrum framework of recovery,
that can be enhanced with refinements to accommodate the needs of particular
groups, especially marginalised or complex ones? Could CHIME be a base upon
which to build, or is it transdiagnostic (Lases et al., 2024). Lisa and Ije are not
alone in raising these questions, with Jagfield et al. (2021) extending CHIME to
be a better fit with service users who have a diagnosis of bipolar disorder — their
POETIC framework adds tensions as a part of the recovery process. This approach to
intersectionality and marginalised groups is in line with the nascent Third Wave of
Positive Psychology (Lomasetal., 2021), while POETIC’s focus on tensions alongside
more positive factors in recovery embodies Paul Wong'’s Positive Psychology 2.0
(Wong, 2011).

While no measure has been directly developed using the CHIME framework,
Penasetal. (2020) mapped a section of the existing Recovery Enhancing Environment
(REE) measure onto the CHIME recovery processes. Using input from recovery
experts, this work suggests that the REE Scale can be used to gather a personal
recovery index, based on the five recovery processes of CHIME. This vastly expands
the potential for quantitative CHIME research, with researchers having at their
disposal a single 24-item measure to investigate elements of or interactions with
CHIME, rather than needing to source measures for each of the five processes, or
create a brand-new measure from scratch. This could aid in investigating a further
key question around CHIME - is it ‘proven’?

With the initial work being based on systematic reviews, or being top-down,
there is perhaps a need for CHIME to return to service users and try to ground the
understanding of the five dimensions in lived experience. A mixture of qualitative
and quantitative methods could be deployed to further strengthen evidence bases,
and ensure that over a decade on from its inception, the model is still fully relevant
to those on a recovery journey. The cultural contextuality of CHIME could also
be further investigated. While some researchers posit that CHIME is applicable
across cultures (Hare-Duke et al., 2023), others suggest that the framework requires
adaptation for use depending on cultural context and populations of use (van Weeghel
etal.,, 2019). While CHIME was developed from the beginning with the intent of being
relevant to a diverse range of cultures (Leamy et al., 2011), and it has been found to
be reliable in both Anglophone (Slade et al., 2012) and non-Anglophone countries
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(Apostolopoulou et al., 2020), the question still remains of how cross-cultural and
universal it is. If CHIME were entirely universal, where is the CHIME intervention?
Brijnath (2015) found that the five CHIME dimensions were interpreted differently
by people from different cultures. Is this a strength of the framework (in that each
dimension can be adapted by the individual to suit their meaning), or a limitation?

Ultimately, further work is needed across the board to keep furthering the
relevance and applicability of CHIME. What other forms of recovery could this
framework be utilised in understanding? How could CHIME be applied to people
on recovery journeys, how can the theory be efficiently put into practice? Regarding
the work of Robert, Lisa and Tje, can each of these CHIME extensions be further
validated? What lies next for these models, and how relevant are they to those in
recovery? These are all questions that demand answers. By bringing together a
range of research into CHIME, we hope to leave readers interested to learn more
for themselves, and to potentially aid us in contributing to this knowledge. CHIME
has proven itself to be a relatable concept to many people on a recovery journey.
It has also shown itself to be favoured by researchers. Yet, it is not perfect. We are
only at the beginning. More is still to come!

Conclusions (Jerome Carson)

The CHIME model has established itself as the dominant model in the field of mental
health recovery. In this paper we explained how our own research had led to us
developing C-CHIME for mental health, incorporating creativity. Research with
people in addiction recovery led us to proposing the G-CHIME variation, where ‘G’
represented growth, which we feel is essential if people are to move beyond their lives
inaddiction. A more complex variation of CHIME was needed to appreciate recovery
from lupus. This model, PAAG-CHIME, looked at pain, acceptance, adaptation, and
growth. This last model is still in need of empirical validation. Research to establish
this is currently underway. Andrew Voyce then described how the CHIME model
applied to his own mental health recovery, offering his own personal testimony.
Social workers and their students will find CHIME and its variants to be helpful
in their client work. They can also apply the model to their own working lives. If
we consider the basic CHIME model, Connection is vital in terms of work with
supervisors and clients. Connections with clients can be the most rewarding, though
line management and peer support are also critical. Hope is a much under-valued
aspect of the role. Often the social worker must encourage hope in their clients,
whose lives may have led them to lose hope. Developing the Identity of being a
social worker is part of the socialisation process for students. You become a social
worker, a profession with responsibilities enshrined in law and despite much media
criticism, especially around the ‘minefield’ of childcare, it remains a highly valued
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profession. The work of social workers brings them into contact with some of the most
disadvantaged groups in our society. This is work imbued with Meaning. Finally, as
social workers develop their skills sets and experience, they become Empowered.
The CHIME model and its variants do indeed have much to offer social work.
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