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Objective: To synthesize findings from an international stakeholder meeting investigating the key
features of Recovery Colleges across cultural and service delivery contexts.
Methods: 24 stakeholders from six countries participated in a three day consensus meeting in London,
England, comprising researchers, program managers, mental health workers, and individuals with lived
and/or professional experience of mental health and addiction challenges. The meeting involved site visits
to Recovery Colleges across England, followed by presentations, along with small and large group
discussions on key programmatic features of Recovery Colleges. The meeting goals were to share
knowledge, identify common and unique practices in diverse settings, expose research gaps, facilitate
networking, and develop a collaborative research agenda.
Results: Variations in staffing, funding models, and delivery settings were identified. There was
consensus around underlying assumptions and principles, certain key ingredients and implementation
challenges. Strategies to facilitate rigorous program development and evaluation were identified, such as
the development of a fidelity measure, followed by investigation of the association between fidelity and
outcome. Agreed upon research and practice priorities included; formalizations of active program
components, clarification of change theories, process and outcome evaluation, investigation of resource
consequences, and identifying and addressing access inequities.
Conclusion: Recovery Colleges offer an innovative approach to supporting recovery of individuals, and
can contribute to the transformation of health service systems. Existing evaluations of Recovery Colleges
are underway, and the identification of consensus on key elements and future research priorities provides
a foundation for further investigation.

Recovery Colleges (RC) and Recovery Education Centres (REC), an innovative approach to
supporting individual recovery and health system transformation, are gaining prominence across
jurisdictions, with over 40 RCs in existence across at least seven countries. Beyond client feedback
however, relatively little is known about their effectiveness, or whether they all include the same key
ingredients of program success, to inform sustainability, adoption and implementation in diverse
settings (Chen, Krupa, Lysaght, McCay, & Piat, 2014; Dunn et al., 2008; Farkas, Gagne, Anthony, &
Chamberlin, 2005). Among the existing literature, a London-based RC found reductions in health
system contacts and number of hospital stays both 6 and 12 months post-course completion (M.
Rinaldi, Marland, M., Wybourn, S., 2012). A quasi-experimental study of a Recovery Education
Centre in Boston found that the centre had a significant impact on students’ empowerment and their
feelings of being efficacious, supported, and affirmed (Dunn et al., 2008). Such findings and others
from local, single-site program evaluations, are encouraging, but there is a lack of rigorous evaluative
literature to guide the development of underlying program theories, and inform research directions,
practice and policy (McGregor, 2014; Meddings, 2015; S. Meddings, Guglietti, S., Lambe, B, Byrne,
D., 2014; North Essex Research Network, 2014; Rennison, 2014; M. Rinaldi, Suleman, M., 2012).
Furthermore, there have not been previous attempts to bring the various practice and research groups
together internationally, resulting in valuable lessons becoming potentially lost, as there are few
structures for collaboration and no easy mechanism for dialogue across countries.
To address this gap, and taking into account the potential opportunities for RCs and RECs to
transform the lives of individuals as well as healthcare systems, an international community of
practice was initiated in 2014 by the Supporting Transitions and Recovery (STAR) Learning Centre,
based at St. Michael’s Hospital in Toronto, Ontario. In addition to quarterly teleconferences, STAR
organized a three day meeting, bringing together a group of stakeholders from the US, UK, Canada,
Ireland, and Australia, including researchers, educators, and people with lived or professional
experience of mental health and addiction challenges.
The specific objectives of the meeting on RCs were to:
1. Review Recovery College key features, including the process of co-production, and proposed
theory of change.
2. Understand the educational paradigms underlying the foundation of Recovery Colleges
3. Review the current state of research, sustainability, and scalability challenges
4. Identify research priorities, including a potential shared approach to measuring outcomes of
interest and developing a network of researchers and people with lived and professional
experience to build capacity for future research.
The meeting was held in London, England on June 2-4, 2015. A total of 24 stakeholders participated
(see Appendices A&B). Activities included RC site visits, presentations, small and large group
discussions. During the meeting, members of the project team recorded the discussion in written
format. This information was then reviewed to summarize key points as described in the following
sections, and became the basis for this report, synthesizing our discussions.
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OBJECTIVE 1. Review of Recovery College Key Features: Co-Production and
Proposed Theory of Change

Key Features of Recovery Colleges
Presented by:
Jane McGregor, Educational Researcher and ImROC Consultant
Julie Repper, ImROC
This presentation highlighted findings from an ImROC funded study of key shared features of RCs in
the UK. Domains reflecting these key features were addressed, including: RC structures, policies and
procedures; staff selection, training, and support, documentation and language reflecting a recovery
philosophy, respect; recovery outcomes such as personal goal attainment; and application of recovery
principles and values throughout all program processes. Key RC features are described in the table
below:
Table 1. Key Features of RCs in the United Kingdom
Educational

Recovery focused knowledge/understanding, coping strategies and skills,
application of learning are facilitated through Recovery focused curriculum and
facilitative relationships

Collaborative

Lived, life, professional and subject expertise and experience are brought
together in co-production, co-delivery/facilitation, and co-learning

Strengths Based

For all students and staff, achievements, strengths, skills and qualities are
identified, built upon and rewarded. Adjustments and supports are put in to
overcome challenges

Person-centred

Students come of their own volition, work towards their personal goals,
ambitions and dreams at their own pace. They choose the courses they wish to
study and identify the supports they find helpful

Progressive

Students work towards goals, and/or to overcome personal challenges. Courses
and support are agreed through an Individual Learning Plan which is regularly
reviewed

Community Focused

The college is community facing with active engagement with community
organizations and further education (FE) colleges to co-produce relevant courses
and facilitate pathways into valued roles, relationships, and activities

Inclusive

The college offers learning opportunities to students of all types, cultures, ages
and experiences. A sound differentiation policy ensures that everyone has equal
access to learning and the contribution that everyone can make is recognized and
valued

Small scale research took place in eight RCs in the UK based on a grid using the dimensions above
and the domains in which they might be found. A central aim of this study was to test out similarities
and differences and explore any need to add further criteria such as ‘safety’. Interviews, group
discussions, and document analysis were employed in the data collection process (See Appendix C).
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Group Discussion 1: Recovery College Program Standards and Theory of Change
Facilitator:
Sara Meddings, Sussex Recovery College
In asking participants, what is your theory of how Recovery Colleges enable students, organizations
and communities to change?, the discussion that emerged addressed program standards, theory of
change of RCs through co-production, education, role modelling, and power sharing.
The group first discussed how an adult education approach can provide a vehicle for changing power
relationships, with co-production and facilitation, peer support, role models, and other examples of
people with lived experience leading and succeeding (Henderson et al., 2014). The discussion
explored how knowledge (is power), and how all aspects – educational, clinical, social need to come
together – the sum of recovery parts, to effect change. It was highlighted that the content of learning
feeds a desire to learn more, with clear structures, signposting, and resources made available to
communities (Henderson et al., 2014). Facilitators and students are given permission and credibility
to act differently, learning from each other’s life experiences and researching what works best with an
approach underpinned by values and educational rather than therapeutic approaches. Content is at the
service of the process, which is recovery with clear learning objectives.
How is an educational approach best supported in RCs?
It was suggested that there is a need to train all trainers, such as mental health professionals, not
only peers, in basic Adult Teaching. Additional education professionals could be employed as part of
the RC team from local Education colleges and as education peers, thus supporting co-production and
design of learning experiences. Collaboration is fundamental.
Others commented on how RCs can provide a ‘safe space’ (Henderson et al., 2014) that is nonjudgmental, accepting, with minimal repercussions, allowing the construction and experience of a
different identity that provides hope and increasing confidence, in offering and taking opportunities.
Thus, leaders and champions are facilitated to act with an increased base of support through
challenging stigma, building relationships and opportunities for radicals and service user leaders.
In addition to the discussion on the educational aspects of RCs, the group also addressed how change
often occurs due to a shift in the balance of power, as individual and social capital increase and
psychiatric and medical models are disrupted through co-production and the valuing of lived
experience. Shift in power balance is manifest by attention to power and power sharing, and symbols
such as giving keys, badges, and identification cards to students and peers. Valuing of lived
experience and co-production between students with lived experience and professionals/carers, enable
equitable relationships and triangulation of knowledge, while learning together how best to support
self-management and goal setting. These new kinds of relationships, that are respectful, egalitarian,
and offer space for dialogue and human connection, can instil hope and confidence. This can reduce
stigma and shift identities.
Program Standards
There was agreement amongst the group that the state of quality program standards is premature, as
programs continue to evolve. Nevertheless, the importance of co-production, recovery oriented
values, practices and quality educational approaches emerged as foundational to the RC model.
Evaluating must be done with flexibility to context and innovation, and with the support of a Steering
Group or Academic Board that is comprised of half stakeholders. Tools for new colleges will be
developed, including the production of narratives that specify the college ‘story’. All work needs to
be underpinned by reliable administration systems. RCs must be inclusive and challenge oppression
with anti-oppressive practice. Adaptations and variances in diverse settings and subpopulations were
addressed, as well as the need to identify both unique and universal elements to recovery education
across cultures, informed by principles of citizenship and inclusion. Fidelity measures that are able to
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capture shared key elements while allowing flexibility for further experimentation and development
was noted as an area of need.
Theory of Change of Recovery Colleges –Individual and Organizational
Presented by:
Geoff Shepherd, ImROC
This presentation outlined possible mechanisms underlying change in individuals and how RCs may
influence the organizational systems in which they are located. The ‘Realistic Evaluation’ paradigm
(Pawson, 1997) suggests that prior to conducting large scale randomized controlled trials, researchers
should examine what outcomes are regularly associated with particular interventions and the setting
conditions that appear to be crucial for the production of these outcomes. In this way, underlying
mechanisms of change can be identified and thus refine the effectiveness of the intervention, ensuring
that it contains key productive elements.
Despite methodological limitations in the outcome evidence (Mike Slade presentation, “Current State
of Research on Recovery Colleges”, June 4, 2015), available evidence is consistent in demonstrating
that those attending RCs appear to benefit in terms of increased feelings of empowerment, selfconfidence and a willingness to pursue opportunities to achieve personal recovery goals, including but
not limited to; enrolling for further education, applying for jobs, learning to drive, establishing or reestablishing social contacts. The presence of RCs within traditional mental health services also
appears to be associated with positive changes in relation to staff attitudes, raising expectations, and
believing that it is possible for many people to achieve their personal goals. These outcomes can be
understood in terms of stigma reduction: (a) on the part of the individuals themselves (reduced ‘selfstigma’); and (b) reductions in stigmatizing attitudes held by some staff (institutional stigma).
In terms of the conditions most likely to reduce self-stigma, the model described by Corrigan et al. is
helpful (Corrigan, Larson, & Rusch, 2009) in articulating that for self-stigma to occur, people must
first be aware of such attitudes and that they are common (e.g. ‘people with mental health problems
can never recover…never be independent …can’t hold down a job…or maintain a
relationship….etc.). They then have to believe that these generalisations are essentially ‘true’ and,
furthermore, that they apply to themselves. If these conditions are met, then the individual adopts
self-stigmatizing attitudes which present huge obstacles to their recovery. However, in RCs the
contact with both staff and service users provides a much more balanced picture of what is possible
and some outstanding examples of people who do not conform to these negative stereotypes. The
person is therefore much less likely to apply these negative attitudes to themselves and more likely to
feel empowered and confident to pursue their personal recovery goals. This is how people attending
RCs often describe their experience, and several anecdotes of this kind of feedback were shared in this
presentation.
Therefore, RCs are not effective simply because they ‘teach’ about mental illness or self-management,
but additionally, the mechanism of change is not simple, knowledge acquisition. It is something more
complex, more active, and more connected with the person’s psychological state: ‘it is learning about
yourself that is transformative’. This process stems from a clear demonstration of a different powerknowledge relationship between staff and service users and the facilitation of personal learning in a
safe, supportive environment. It is thus a process of deconstructing self-stigma.
Regarding staff, while stigmatizing attitudes towards service users are not universal, nevertheless it is
the experience of many service users. This is supported by considerable empirical evidence

4

|Page

(Henderson et al., 2014). How can these attitudes be changed? The literature on stigma reduction in
the general population is clear (Thornicroft, 2006). It shows that three key elements need to be
present in effective anti-stigma programmes:
1. Addressing ignorance by the provision of accurate information
2. Addressing prejudice by engineering contact between the stigmatised group and people
holding the stigma, facilitating discussion (exploration of prejudice) in an emotionally safe
environment
3. Addressing discriminatory behaviour by continual vigilance, monitoring and challenge
The learning environment created in RCs contains these key elements combined in ways that could be
predicted to be effective in reducing stigmatizing attitudes among staff. Thus, by co-producing
courses with service users, staff are also provided with much more accurate and much less negative
information about the abilities and limitations of individuals with major mental illness. Often what
they thought was impossible is simply not the case, providing the person has the right support. This
facilitates positive risk-taking, in which learning occurs in a setting which is safe and supportive. Staff
can come to see the similarities between their lives and ways of coping of the people from whom they
are usually distanced. Finally, the presence of service users in the process of co-production provides
continual monitoring and challenge to discriminatory attitudes. This begins to change the culture of
the organization and makes it more likely that it will support general anti-discriminatory behaviour,
addressing structural or institutional stigma and changing employment policies. Thus, locating RCs
within mental health organizations provides a powerful driver for positive changes in attitudes among
staff and organizational change.

Group Discussion 2: Co-Production in Recovery Colleges
Facilitators: Dianne Hardy, Mind Recovery College
Julie Repper, ImROC
Waldo Roeg, Central and North West London RC
Mind Recovery College has found narrative facilitation a useful technique for co-production. Given
the expertise among the group, the aim of the discussion was to broaden and deepen a shared
understanding about co-production. Working in small groups, participants shared a story about their
personal experience of co-production. Listeners noted aspects and themes they thought were
important in what they were hearing. Ideas were collected from the stories shared and organized into
themes which help us think about what is required for co-production. In other co-production work,
these have helped identify learning outcomes and content for courses. Normally the processing would
be done by the co-production contributors, but given time constraints this was mostly done by the
facilitator during and following the Community of Practice meeting.
The themes associated with co-production that emerged were:
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Respect, equality and trusting relationships
Creative nature and value of co-production
That co-production feels enjoyable, refreshing and collegiate but also can be exhausting
Brings up questions of Peer and Professional expertise and how these work together and both
contribute
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Range of skills that are valuable in co-production such as team work, questioning, problem
solving, framing and listening. Training contributors in these skills can help co-production
processes.
Willingness to learn – ‘Speak less and listen more’
Control and power issues can be important – not just rhetoric, surrendering power, joint
decision making/responsibility, shared language and confidence of contributors
Assumptions - Can encompass different ideas about collaboration and sharing, unknown or
unseen assumptions can influence the process
Challenging – Conflict/provocation, challenging at different stages of the process, health
professionals can be anxious about engaging in co-production, comfort zone and boundaries
Design – 4Cs Collaborate, Collegiality, Coproduction and Community, need to figure out
rules of engagement and build relationships, blank page/slate is key
Expectations – Different expectations, understanding expectations is useful, ‘what do I want?’
Importance of Space – Slower pace, creating the space for one another, time to co-produce
Compensation/Wage Fairness – Advocacy for equal pay, consideration of fair compensation
for Peer work alongside professional work
Feedback and Reflection - Reflective practice is part of co-producing

In addition to learning from research, there is potential for sharing and developing practice in other
ways. One of these is by sharing practice stores.
Within research settings, the following additional challenges and opportunities in co-production were
identified, such as the need for adequate funding, clarity of roles and expectations, early involvement
in the research endeavour to avoid tokenism, selection of peers based on specific job descriptions,
importance of a supportive research environment, and the need to evaluate how best to engage peers
in research and demonstrate the value of co-production in research.

OBJECTIVE 2. Understanding the Educational Paradigms Underlying the Foundations of
Recovery Colleges

Group Discussion 3: Educational Paradigms Informing Recovery Colleges
Facilitators: Donal Hoban, Mayo Recovery College
Jane McGregor, ImROC
This discussion addressed relevant RC educational paradigms (Bandura, 1986; Freire, 1970; Knowles,
1984; Mezirow, 1991; Oh, 2013; Sjøberg, 2007; Speedy, 2007). In exploring how RCs enable
students, organizations and communities to change through educational approaches, the group fed
back a number of ideas and suggestions, including the relevance of:
Participatory learning and using expertise through:
 Discovery Learning
 Action Learning
 Expectancy theory
Seeing and enacting power differently whereby the adult education approach is a vehicle for
changing power relationships, utilizing and developing individual/social capital. Knowledge is power,
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but all aspects- educational, clinical, social need to come together in a RC as the sum of recovery
parts.
Peer support providing access to role models of success with more examples of the capacity of
people with lived experience to lead and succeed. Hence, there is the possibility of building
relationships and providing opportunities for radicals and user leaders where different identities are
possible.
Structure and culture - In RCs, structures are clear and an important element and stepping stone is
signposting and making resources available to students and communities. They provide a safe space
of hope which develops confidence to offer and take opportunities. Exposing what you can ask for
where the content of learning feeds the desire to learn more. Mental Health services are made more
porous, which disrupts psych(iatric) models and facilitates anti-stigma, with an increased base of
support and leaders and champions who are able to act.
The group also revisited the following question:
How is an educational approach best supported in Recovery Colleges?
Mechanisms
There is explicit permission and credibility to act differently, learning from each other’s life
experience and researching what works best, underpinned by a values-oriented approach and clear
learning objectives rather than therapeutic approaches. Through andragogy, including story-telling,
content is at the service of the process which is recovery. Hence there is a need to train all trainers,
including clinicians and not just peers, in basic Adult Teaching augmented by a person-centred
approach. The process is collaborative, supporting the co-production design of learning experiences.
RCs are therefore inclusive, challenging oppressions through anti-oppressive practice.
Knowles (Knowles, 1984) presents 6 principles of adult learning:
•
Self-directed
•
Connected to life
•
Goal orientated
•
Relevant
•
Practical application in life
•
Respectful
Implementation
RCs employ educational staff and develop education peer support. Evaluating learning processes for
continuous improvement and outcomes for students is critical. Scientific fidelity measures will be
explored and tools for new colleges developed, reflecting the college context and needs. There is
likely to be an academic board and a training and steering group. Reliable administration systems are
fundamental. RCs do not replicate courses available in mainstream organizations while also stopping
the drift back to operating like therapeutic groups.
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Developing a Sound Theoretical Educational Framework
Presented by: Donal Hoban, Mayo Recovery College
Recovery education should be less preoccupied with content than it is with process. In some respects,
any content or topic is approachable once it lends itself to discourse and learning. The dynamic and
transformative processes of adult learning appear to serve recovery best. Ideas about autonomy, selfagency, and increased volition are part of a contemporary recovery narrative that sees people marshal
their own resources often in a coalition of interest with others who have lived experience. The
achievement of self-agency and autonomy is well documented as a classic educational objective for
adult learners. Adult learners report that they engage in learning to (1) access information that helps
them orient themselves in the world ;( 2) give voice to ideas in the confidence they will be heard; (3)
make decisions and become independent; (4) build a bridge to the future (Stein, 1995). It is telling
how these reported rationales resonate with the recovery tasks described by Slade (Slade, 2009) , the
constructs of 'Hope, Control and Opportunity’ identified by Repper and Perkins (2003) and the
processes of recovery (Connectedness, Hopefulness, Identity, Meaning, Empowerment) reported by
Leamy et al. (Leamy, Bird, Le Boutillier, Williams, & Slade, 2011).
An educational paradigm for recovery
Recovery education is in need of sound and credible pedagogical theoretical framework if it is to be
taken seriously. There are two objectives here: (a) To evolve an educational practice identity
sufficiently differentiated from therapeutic activity; (b) To describe activity in terms of constructivist
and transformative learning.
An educational approach is fundamental to the way that Recovery Colleges/Education Centres
function. An heuristic comparing therapeutic and educational approaches, while broad, is useful in
contrasting the two (Perkins, 2012). Therapy is here constructed as a deficit approach to mental health
which maintains power imbalances with professionals, while education is potentially open-ended and
facilitative, helping people recognize and make use of their talents and resources.
Education is about change. It can be seen as a process facilitating learning, acquiring new, or
modifying existing, knowledge skills and behaviour, hopefully to positive effect. It is the learning
which produces change. We can assert that recovery education is emergent and has eclectic influences
from narrative inquiry to critical pedagogy and transformational learning
At its heart the enterprise is Constructivist. What this means is that humans construct their own
knowledge of the world through experiencing things and reflecting on those experiences.
Core ideas-constructivist learning
• Learning is something done by the learner by acting on and engaging in a learning environment
• Learners bring lived experience to the learning situation
• Learners have diverse and conflicting ideas, some of which may be socially ordained or not
• Some ideas will be at odds with accepted scientific ideas and norms
• All representations and understandings need to be taken seriously
• Knowledge is constructed through interaction with environments, collaboratively in social settings
and this is further shaped by cultural and linguistic forces.
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This basic philosophical orientation is consistent with established Adult Education theories and other
influences1. Some of the more influential ideas are
•
•
•
•

Transformative learning – J. Mezirow
Androgogy- M. Knowles
Critical Pedagogy – Peter McLaren
Critical Consciousness Raising - Paulo Freire

We can make some basic assumptions about constructivist learning: that learning is active and
interactive and knowledge is constructed from experience. Learning is both personal and subjective.
Recovery education relies on two key processes that support constructivist learning: (a) co-production
and (b) co-facilitation. Co-production which describes the collaborative design and organization of
content and indicative learning objectives and co-facilitation which describes the collaborative
discursive facilitation of this material combine the perspectives and narratives of lived and
professional experience to reveal a process that yields multiple perspectives and creates
understanding through moderating and coaching, reflection, and indeed contracting on the part of the
co-facilitators so that a recovery promoting relationship is manifest in the learning transaction.
Students or learners are invited to:
 Identify personal goals
 Process learning through reflection
 Become members of a learning community or a community of interest, thereby creating it
 Collaborate
 Learn through a social experience or context
 Take ownership and develop greater self-agency
The characteristics of conventional pedagogy are in some ways analogous to what is currently a
biomedical understanding of recovery. Transformative adult learning equally reflects the
idiosyncratic, biographical and subjective representations of personal recovery.
Table 2 - Linking Understandings of Recovery and Education (Slade, 2009)
Adult education
Transformation not transmission
Subjective
Practical
Personal meaning and application

Personal Recovery
Subjective
Deeply personal
Self-directed
With or without symptoms
Biographic

Table 3 Comparison of Conventional and Recovery (constructivist) Education (Sjøberg, 2007)

1

Recovery education is also informed by Self efficacy theory and good participative education can amplify
capacity and ability through verbal reinforcement, observation, vicarious affirmation and the reframing of
anxiety. Recovery education can also learn from Narrative Inquiry, a practice often located in the arena of
Psychotherapy .
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Conventional Education

Recovery (constructivist) Education

Begins with part of the whole

Begins with the whole

Pre-ordained

Iterative digressive differentiated

Established text

Multiple sources

Didactic

Dialogic

Directed

Negotiated

Knowledge is inert and reductionist

Knowledge is constructed

Recovery Education is active, challenging, authentic multidisciplinary learning which supports selfagency, reliance and self-directedness. Capacity to learn and change is influenced by external factors,
including limits imposed by traditional mental health service relationships, and internal processes
such as feelings of powerlessness, isolation, and worthlessness. Learning can be enhanced and
positive change supported through acting with the emotional, social and cognitive domains of the
individual and groups that they interact with. For example, increasing self-confidence and thence a
rejection of stigma may lead to a greater sense of control and the take-up of opportunities. The
diagram below, adapted from the research of the Learning Without Limits project at Cambridge
University illustrates how these domains are inter-dependent.
Figure 1 Learning Without Limits (Hart, Dixon, Drummond, & McIntyre, 2004)
External
Act to lift limits and
expand opportunities

Purposes

Internal
Act to build and
strengthen positive
states of mind

Emotional domain
Increase

Social domain
Strengthen

Cognitive domain
Enhance

hope
confidence
self-esteem
security
competence
agency
commitment
excitement

take-up of opportunities
acceptance
belonging
contribution
rejection of stigma
community
solidarity

control
engagement
relevance
meaning
reasoning
knowledge
skills
progression

Staff, students, peer support workers and volunteers work together to create an emergent culture
which supports the transformation of learning possibilities through RCs. The inclusive educational
model that the Colleges are designed around thus creates the possibilities for transformation of
knowledge, identity and agency by addressing the barriers too often created by traditional therapeutic
services. It operates through a collaborative, person-centred approach which focuses on strengths
rather than deficits, contrasting with the traditional ‘diagnosis-treatment’ model as delineated in Table
2.
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Andragogy or adult learning
In terms of educational approaches, Malcolm Knowles is best known for the construct of
‘Andragogy’, which is not a theory as such but instead an ideology rooted in inquiry based learning
and the simple idea that curious adults act on the learning environment and elicit their own responses
from it.
Knowles has formulated key adult learner assumptions; adults are self-directing, experience is a rich
resource for learning, adults value learning that integrates into daily life. Problem-centred or solution
focused approaches are more engaging that subject-centred approaches and motivation that has an
internal locus or source is most effective. Combining some of these assumptions indicates that adults
are motivated to engage and learn when that learning relates to prior experiences and is useful and
applicable.
A RC should provide an effective learning environment where these conditions are fostered and
where adults feel free and safe to express ideas, problems and solutions in the milieu of co-designed
and produced collaborative learning.
What is transformative recovery education?
What the idea of a RC gains in terms of ready comprehension and cultural acceptability it loses in
terms of its theoretical frame of reference. There is currently no substantial body of pedagogical
evidence to support the enterprise and from the vantage point of commissioners and recovery skeptics
little compelling educational evidence to support the enterprise on an ongoing basis.
In order to lend credibility for this innovation it is important to locate the activities of recovery
education in an established frame of pedagogic reference. What we can propose is that recovery
education is about putting adult education at the service of recovery. Candy (Candy, 1991) proposed a
synthesis of ability which he suggested defined the adult learner as; one with ability to be methodical,
analytical, collaborative, curious, open, and creative, reflective and self-aware. These are
sophisticated traits for a learner and we need to create conditions that foster them if we are to foster
recovery itself. The construction of meaning is a critical task for the adult learner and potentially
transformative.
Transformative learning is about developing autonomous thinking. Transformative learners move
toward frame of reference that is more inclusive, discriminating, self-reflective and integrative of
experience. Jack Mezirow (Mezirow, 1991) distinguishes between habits of mind which are durable
and resistant to change and points of view which are open to transformation. Mezirow also cites
Habermas to distinguish between instrumental learning (didactic) and communicative learning
(constructivist). Courses in RCs are observed to be substantially the latter, although there is also a
place for teaching facts based learning and even training in some courses.
For Mezirow, this is the process of effecting change in a frame of reference. Mezirow’s contention is
that adults have acquired a coherent body of experience, associations, concepts and so on that define
their life world. In the context of lived experience this relates to the subjective experience of mental
health challenge. Frames of reference are essentially the assumptions through which we understand
experience. For many people these frames of reference have acquired a stubborn intransigence. The
fostering of recovery promoting relationships is a cornerstone of contemporary recovery working
practice (Bird et al 2011 in Mezirow, 1991) yet many of the formative antecedent relationships and
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understandings service users recount are framed in terms of reference to treatment, the amelioration
of symptoms and deference towards clinical authority as illustrated in Table 1.
Transformative learning theory suggests that adults have a strong tendency to reject ideas that fail to
fit their preconceptions. When conditions are conducive and favourable toward exploration such as
recovery college participation it seems reasonable that one frame of reference could be displaced by
another one that is more reflective, discriminating and integrative of experience. It is this
conceptualization of integrating experience into newly forged meanings that is most compelling in a
recovery education context.
Mezirow (Mezirow, 1991) speaks of habits of mind and constellations of belief, the products of
complex influences. The key issue is that habits of mind are broad, abstract, orienting habitual ways
of thinking acting and feeling. An example of such a habit in mental health context could be the
attitudinal bias of a health worker to service use or (the other way around). The embedded notion that
patients need to be directed and cared for and the corresponding notion that nurses should know best
are predispositions born of a complex of feelings and beliefs, creating and reinforcing institutional
systems.
Effective co-production and co-facilitation demands insight in to the durable and persistent nature of
habits of mind. Mezirow contends that in the main these are the result of cultural assimilation and the
idiosyncratic influences of primary care givers. In a conventional sense this relates to parents or
primary care givers but for the individual with a long clinical history of service use this may have
been a surrogate role for nurses, doctors and other health professionals
Transformative learning has been influenced by the work of Habermas (Habermas, 1984) and
especially his ideas on communicative learning. Communicative learning is co learning and is
characterized by at least two parties striving toward reaching an understanding of the meaning of an
interpretation or the justification of a belief. This democratic communicative style of engagement is
reliant on open unfettered discourse, demonstrated in Recovery College processes such as coproduction.
Perspective transformation is reliant on discourse. Mezirow asserts that “the more interpretations of a
belief available, the greater likelihood of finding a more dependable interpretation or synthesis”.
Frames of reference such as the self-reflection that fosters fresh understandings of ‘life beyond illness,
the subjective illness experience, renewed personal agency and emergent social roles all can be
transformed through communicative learning. The subjective reframing of our ideas and beliefs
which like recovery narratives are distinctive idiosyncratic and biographical effectively describes
recovery education. One notable feature of participation in a RC is the way that change arises from an
accretion of transformations or a series of interconnected learning experiences.
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Table 4 Key recovery tasks integrated with key educational tasks (Merriam, 2001; Slade, 2009)
Recovery
Conceptualisation of a life
beyond illness or diagnostic
categorization

Process
Critical reflection

Education
Becoming more aware and critical
in assessing assumptions especially
those that govern values beliefs
and feelings.

Reframing illness as experiential Consciousness raising
but not definitional

More aware of new
information/knowledge, frames
of reference and imagined
alternatives

Realizing personal agency and
self-directedness

Collaboration

More effective and responsible at
collaborating with others to
collectively assess ,pose and
resolve problems

Retrieving or developing social
roles

Constructing a personal
narrative base

Legitimizing a new identity
through discourse

Discourse and Story
At the heart of recovery education is honest discourse. RCs and learning spaces are especially well
placed in this regard as they represent something that is distinct, unique and non-clinical. Discourse
that is free and exploratory can only thrive where there is no coercion and where recovery educators
have indicated objectives that ‘explicitly include autonomous thinking and requires experiences
designed to foster critical reflectivity and experience in discourse’. Newly transformed narratives
nourish participant and recovery alike:
“Story telling is for another just as much as it is for oneself. In the reciprocity that is storytelling, the
storyteller offers herself as a guide to the others self-formation. The others receipt of that guidance
not only revalues the teller. The moral genius of storytelling is that each, teller and listener, enters the
space of the story for the other” (Frank, 1995)
It is in this context of candour, open-ness and honesty that recovery education can nurture the
processes of recovery such as connectedness, hope identity meaning and empowerment. Mezirow
describes what can happen,
“Critically explored assumptions may be in the autobiographical context of a belief, or they may be
supporting a social, cultural, economic, political or psychological system. Transformations in frames
of reference take place through critical reflection and the transformation of a habit of mind “
The need to locate the business of recovery education within a pedagogic frame of reference is
essential not only in terms of justification but also in terms of educational fidelity. As we have seen
above adult education and contemporary recovery oriented services share many common values and
aim not least of which is the desire to foster and nourish self-mastery, autonomy and empowerment.
We shall not cease from exploration
And the end of all our exploring
Will be to arrive where we started and know the place for the first time.
TS Eliot, Four Quartets (Eliot, 1966)
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OBJECTIVE 3. A Review of the Current State of Research, Sustainability and
Scalability Challenges

Current State of Research on Recovery Colleges
Presented by:
Mike Slade, University of Nottingham
This presentation summarized the current state of research on RCs, including a review of conceptual,
case study, observational qualitative, quantitative sources and other available evidence. Conceptually,
RCs have been linked with self-management, supported employment and education, peer-led services
and emancipatory education. A number of local case studies in the UK suggest that they offer a
promising approach for personal and organizational transformation, with observational studies
showing positive student and professional staff experiences, improved student attitudes towards selfmanagement, a pre-post reduction in mean community contacts and occupied bed days 6 months after
program enrolment, and improved recovery knowledge among professional staff. The presentation
identified limitations of current research, including small, single site, ‘own account’, non-grant funded
studies and the lack of methodologically robust scientific evidence directly supporting RCs.
There is empirical evidence for each key component (Perkins, 2012) of RCs.
Component 1: Adult Education
RCs are based on adult learning principles: adults are self-directing; experience is a learning resource;
adults value learning that integrates into life; problem-centred learning is more engaging than subjectcentred learning; internal motivation is more effective (Knowles, 1984). Adult learning is inextricably
intertwined with recovery (Griffiths, 2008), and there is supporting evidence across the age spectrum.
Adult learning in younger adults has been empirically shown to be an effective approach to reducing
health inequalities (Commission on the Social Determinants of Health, 2008; Institute of Health
Equity, 2013; Marmot Review Team, 2010), and a 2014 review concluded that in later life ‘there is
encouraging evidence that this can also have a positive effect on health and potentially reduce health
inequalities’(UCL Institute of Health Equity, 2014). Participation in learning correlates with life
satisfaction and psychological wellbeing in adults aged 30-50 (Schuller, 2002), and epidemiological
evidence from the English Longitudinal Study of Ageing (ELSA) found that learning was associated
with higher well-being in people over the age of 50 (Jenkins, 2013). For mental health service users,
adult learning enhances resilience and social capital (Lewis, 2012), and can reduce symptomatology
and enhance wellbeing (Mental Health Foundation, 2011). Overall, adult learning impacts on health
and well-being, and may impact on civic participation (Dolan, 2012).
Component 2: Self-Management
A comprehensive review of the evidence (550 systematic reviews, randomised controlled trials and
large observational studies) for self-management across all health conditions concluded that "the
totality of evidence suggests that supporting self-management can have benefits for people's attitudes
and behaviours, quality of life, clinical symptoms and use of healthcare resources" (Health
Foundation, 2011). The review found: robust evidence that effective self-management support leads
to higher self-efficacy, improved self-management, both in relation to the disorder and day-to-day life
demands, and subjective well-being; lower-quality evidence linking self-management with improved
clinical outcomes; and strong evidence that self-management has the potential to reduce visits to
health services by 80%. Specifically in relation to mental health, peer-led self-management
programmes improve primary care contact and physical health-related quality of life (Druss, 2010).
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Component 3: Peer Support
Peer support workers are individuals with mental illness who identify themselves as such, and who
use their lived experience to support others to recover. A 2013 Cochrane review identified eleven
randomized trials involving 2,796 people, showing equivalent outcomes from peer support workers
compared with professionals employed in similar roles (Pitt et al., 2013). More generally, randomized
controlled trial evidence demonstrates benefits in relation to clinical outcomes (engagement,
symptomatology, functioning, admission rates), subjective outcomes (hope, control, agency,
empowerment) and social outcomes (friendships, community connection) (Repper & Carter, 2011).
Component 4: Co-Production
RCs involve co-production between people with lived experience and professional training at every
level, from curriculum-setting and quality assurance through to course delivery. Health systems using
co-production are associated with building resilience and hence reducing episodes of ill-health,
improving opportunities for attaining a good quality of life, enhancing the abilities of individuals and
communities to look after themselves, and building stronger social networks (Boyle & Harris, 2009).
Co-production has beneficial effects on symptoms, attitudes, quality of life, reduced service use and
more shared decision-making (Duncan, Best, & Hagen, 2010; Health Foundation, 2011).
Intended outcomes for service user students of RCs include; improved self-management skills,
reduced anticipated discrimination, more control and self-determination, and increased social
opportunities and community participation (Perkins, 2012).
Although the theoretical basis underpinning the efficacy of RCs is strong, the evidence base directly
investigating RCs is less developed, with no funded studies listed in public registers
(http://public.ukcrn.org.uk; https://clinicaltrials.gov; http://www.ukctg.nihr.ac.uk). Case studies have
been published (McCaig, 2014; S. Meddings, Byrne, D., Barnicoat, S., Campbell, E., Locks, L., 2014;
Zucchelli, 2014), and evaluation studies, whilst consistently positive, have involved mainly interviewbased approaches, including those with 47 mental health staff (M. Rinaldi, Suleman, M., 2012) or
with 40 students (S. Meddings, Guglietti, S., Lambe, B, Byrne, D., 2014). RCs seem to be popular
with service users, to engage people who find traditional services unacceptable, and to support selfmanagement (Perkins, 2012). Preliminary evidence indicates they are associated with beneficial
subjective change including higher hopefulness, more goal-directed behaviour, higher employment
(70% going on to mainstream student, paid employee or volunteer) and reduced use of community
mental health services among the 67% of attenders attending at least 70% of sessions (M. Rinaldi,
Marland, M., Wybourn, S., 2012). Care co-ordinators with clients who attend RCs are also more
likely to value and support self-management (M. Rinaldi, Suleman, M., 2012).
Quantitative research about RCs is possible. For example, a London RC collected data from 44 staff,
37 students and 442 course evaluation forms (Rennison, 2014), a second London RC collated routine
data from clinical information systems on 1,057 students (M. Rinaldi, Marland, M., Wybourn, S.,
2012), a Sussex RC collected pre- and post-course data from 37 students using four standardized
measures (Meddings, 2015), and an Essex RC used both standardized measures and qualitative data in
its evaluation of 27 students (North Essex Research Network, 2014). Although insufficiently rigorous
to draw generalizable conclusions about effectiveness, these studies demonstrate a developing
research culture within RCs, and the feasibility of a range of scientific evaluation approaches.

15

|Page

Group Discussion 5: Scalability and Sustainability of Recovery Colleges
Facilitators:
David Smelson, University of Massachusetts
Julie Repper, ImROC
This discussion focused on measuring fidelity (Johnsen, 2005) and answering the following question:
When is a Recovery College not a Recovery College?
The group fed back the following:













Fidelity is a key next step in studying recovery colleges
Jane McGregor, Julie Repper and Geoff Shepherd developed core Recovery College
elements (Table 5), that can be used in the development of a fidelity measure
Let data inform fidelity dimensions
Political, Transformational
Fidelity measure development and the relation to outcomes
Identifying optimal outcome measures
Fidelity measure development and the inclusion of anchor points
One of the challenges of fidelity measure development is that RCs are complex and include
curriculum development, mutual learning, environmental considerations in a multitude of
settings (eg. college, NHS, community)
Fidelity – Systems and policies; curriculum and processes; scientific outcomes based
Education – Rigorous processes: IPS, lesson plans, individual outcomes
Julie Repper, David Smelson, Geoff Shepherd and Rob Whitley have agreed to work together
on a fidelity measure. They have formed a subgroup, but welcome additional members and
plan to disseminate the developed measure to the community of practice. Once a measure is
developed and deemed to have face validity, they will circulate to the group for possible pilot
testing.

OBJECTIVE 4. Priority Research Questions

Current State of Research on Recovery Colleges
Presented by:
Mike Slade, University of Nottingham
Vicky Stergiopoulos, St. Michael’s Hospital
This presentation and discussion identified a number of research priorities, as well as a shared desire
for developing a RC research community. The research community, harnessing the opportunities of
networks and connections to experienced academic researchers, could support a research and
evaluation culture within RCs and advance the research agenda.
Priority research areas identified include:
 Using/developing a common brief, standardized, minimum dataset capturing sociodemographic data, student experiences, process measures, and outcome measures
 Developing and formally evaluating a fidelity measure building on existing experiences
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Submitting research proposals, including local, national, and international studies linking
process and outcome data, and randomized controlled trials using realist approaches to
evaluation

Key research questions included:
•
What are the necessary elements of a recovery college?
•
Do recovery colleges work, how do they work and for whom?
•
Do recovery colleges save or cost money?
•
What organisational aspects have an impact on their effects?
•
What are possible funding mechanisms to support sustainability and dissemination?
Additional group feedback:







Local evaluation helpful, but also need rigorous research, including RCTs
o Effect on community integration
o Dose/response relationships
o Mixed methods, including high quality ethnographic research
o Participatory approaches
What counts as evidence?
o Ethical concerns with RCTs
o Match evaluation design to the degree of maturity of the intervention
o Attention to RC potential to address structural issues of inequality and social
determinants of health
o Rigorous case studies with longitudinal follow up
Adaptation and spread in diverse settings and subpopulations
o Prisons, primary care, universities, youth, etc.
Additional questions:
o The effect on peer trainers (not student, not clinician)
o The effect on employment
o Long term effects
o Stigma and discrimination
o Changes in attitudes and practices / organizations
 Lessons across countries/cultures
o Attention to unintended effects
o Reflective growth in co-production
 Lessons for therapy, working though trauma
o Driving systemic change

Group Discussion 6: Developing a Shared Approach to Measuring Outcomes of Interest
Facilitator:
Lisa Brophy, Mind Australia, University of Melbourne
This session aimed to explore the rationale for using outcome measures (OM) in the context of RCs
and share experiences with the use of outcome measurement and preferred processes and instruments.
It was agreed by the group that outcome measurement has the potential to help assess the strengths
and needs of people accessing RCs and track whether those needs are being met over time. There is
also potential to enhance the work of RCs and monitor their performance in relation to individual
outcomes. In participants’ experience, the use of outcome measurement helps to build a culture of
service improvement and enables a focus on recovery, social inclusion and well-being. The
implementation of outcome measurement requires an agreed upon set of principles that include the
ability of measures to encourage dialogue and support recovery. This suggests the importance of
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outcome measures being employed with people using RCs – not to them. However, OMs should be
well tested and recognised for validity, policy impact, and contribute to supporting research and other
evaluation activities.
Outcome measurement in RCs presents a challenge in identifying what elements of the RC contribute
to positive outcomes for individuals. There are multiple factors that need to be considered including a
“dosage” effect – that is, how many courses students and peers might participate in over a particular
time period is likely to impact the outcomes achieved. It will be valuable to unpack the impact of the
different essential elements of RCs and explore how they are impacting on the person. This includes
the experience of co-production and being involved in an education paradigm and knowledge
acquisition. This is not the kind of mental health setting in which many of the measures or instruments
discussed have been developed and tested. Therefore, outcome measurement in RCs needs to consider
theories of change. Additionally, there is potential for RCs to have unintended consequences that may
impact recovery outcomes.
Shepherd et al (2014) describe six recovery outcome domains in the ImROC quality and outcomes
framework and have identified preferred instruments for measuring these domains (see Table 5).
Table 5. ImROC Quality and Outcomes Framework
DOMAIN
Experience of Care or
Quality of RecoverySupporting
Care

Individual Recovery
Goals
Subjective Measures of
Personal Recovery

Socially Valued Goals

Quality of Life, Well‐
Being

Service Use

RECOMMENDED MEASURE
INSPIRE (Williams et al., 2015)
This instrument assesses whether particular types of recovery support are
important to the service user (e.g. hope, understanding, building on strengths,
etc.) and whether she/he feels these are provided by their current mental
health worker. It also asks questions about the general quality of the helping
relationship(Shepherd, 2014)
Goal Attainment Scaling (GAS) (Kirusek & Sherman, 1968)
The GAS provides as opportunity to consider whether individual goals have
been achieved and to what extent.
Questionnaire about Process of Recovery (QPR) (Neil et al., 2009)
The QPR assists to measure the extent individuals feel that their hopes, sense
of control and opportunities for building a life beyond illness have improved
as a result of their contact with services (p.13)
Relevant items from Adult Social Care Outcomes Framework (2013b), Social
Inclusion Web (Hacking & Bates, 2008).
These instruments consider whether the person’s status on indicators of social
roles improved as a result of their contact with services. They consider
whether the person has achieved goals in relation to social dimensions such as
accommodation, employment and social integration.
Manchester Short Assessment of Quality of Life (MANSA), Warwick &
Edinburgh Mental Well-Being Scale (WEMWBS).
These instruments address the question of whether the person’s quality of life
and well-being have improved.
In the UK, the Mental Health Minimum Data Set (MHMDS) and the National
Health Service (NHS) Outcomes both enable data to be mined about service
use. This considers whether the person made an appropriate reduction in their
use of formal mental health services, in particular reduced inpatient
admissions and length of stay.

There was consensus about the value of these domains to the RC model although it was also
suggested that a focus on the physical health of RC Students and Peers was also an important domain,
perhaps augmenting the focus on well-being. Participants considered whether there could be a shared
approach to outcomes of interest in RCs, by considering, “whose outcomes are being considered and
why?”.
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Discussion followed on the value of considering both individual outcomes and the impact RCs are
having at an organizational system level (Table 6). In agreement with Shepherd et al. (2014), the
value of capturing service use indicators such as number of inpatient admissions and length of stay
were viewed as meaningful indicators about recovery, and highlighting the outcomes RCs are
achieving in relation to system impacts.
RC outcomes for peer educators, staff, carers, families and students were noted as potential areas of
inquiry. RCs can support people on various trajectories such as from student to educator, and from
staff to student. Facilitating these transitions may have an impact on changing the culture of service
delivery, which could present a valuable outcome to measure.
Table 6:

Level of impact

Individual outcomes (students, peers)

Families, friends and other supporters

The mental health service system

The Community

Indictors









Experience of care
Individual Recovery Goals
Subjective measures of personal recovery
Socially valued goals
Quality of life, Well Being, Physical Health
Service use
Experience of Care
Quality of life, Well Being, Physical Health





Reduced acute service usage
Cultural change
Recovery orientation of services and staff




Stigma reduction
Improved pathways to employment and other
opportunities for social and economic
inclusion and participation

In considering how and when outcome measurement is relevant to RCs, there was also discussion
about whether a minimum data set is possible across multiple colleges. The Nottingham Recovery
College has established a basic minimum data set that has enabled mixed methods evaluation
activities. This has included all students completing an Individual Learning Plan in order to have a
shared understanding of the student’s goals. The preferred instrument has been an individualized
measure of personal recovery goals through Goal Attainment Scaling (GAS) (Kirusek & Sherman,
1968). However, this tool requires a very flexible method to cope with the range of individual goals,
and can be difficult to aggregate and compare across groups.
There was consensus among the group that the domains in table five all have relevance to Recovery
Colleges but there may be specific challenges in introducing routine Outcome Measurement in the
context of individuals moving away from being “service users” to being students and peers. For
example, it has already been found that some students prefer not to complete Individual Learning
Plans. Any introduction of routine outcome measurement requires a continued commitment to coproduction principles. Nonetheless, the Individual Learning Plan has the potential to monitor personal
goal attainment and to be included in routine outcome measurement.
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Some distinction may need to be drawn between routine outcome monitoring that is ongoing at the
college, and longitudinal outcome measurement collected for research purposes at particular points in
time. Any minimum data set needs to be mindful of administrative requirements of data collection,
storage and analysis, and therefore needs to be feasible and realistic, rather than a “wish list”. Within
the context of research, it is likely that a mixed methods approach that enables the gathering of both
qualitative and quantitative data is likely to be an ideal approach to addressing the complexities noted
above.
Building Networks
During the meeting and the large and small group discussions, there was opportunity to network and
identify alignment of interests and developmental stage of different colleges. Several meeting
participants were researchers with expertise in the area of recovery oriented practice, and research
methods including fidelity tool development, realist evaluations, randomized controlled trials, the use
of ethnography, community based participatory approaches and integrated knowledge translation.
There was consensus that the community of practice will continue to explore opportunities for
collaboration of researchers, and people with lived and professional experience to build capacity for
future program development and research to advance the field and inform policy and practice.
CONCLUSIONS
Recovery has been embraced as a priority area for mental health reform in many countries, including
Australia, Canada, the UK and US. Recovery oriented mental health services complement and
challenge traditional therapeutic models, calling for a strengths-based orientation to mental wellbeing,
rather than a focus on symptom and risk reduction, where self-determination is prioritized alongside
collaboration between professionals and people with lived experience. Service user empowerment and
choice are at the forefront, wherever possible, and service providers learn how to be reflexive and
embrace what a good life is for each person.
Despite their promise in supporting recovery of individuals with mental health conditions, as well as
the transformation of health services to a recovery orientation, evaluative literature on recovery
colleges and recovery education centres is scant. The three day meeting of the international
community of practice served to share knowledge and experiences with implementing recovery
colleges in five countries, as well as the latest understanding of key concepts such as co-production in
recovery colleges, and potential theories of change underlying recovery outcomes.
Recovery colleges across settings share a foundation on the college model and principles of
emancipatory adult education. The meeting served to unpack and expose key educational paradigms
underlying recovery college curricula, course development and delivery, key areas in need of further
exploration, given the potential for adaptation to a wide range of populations with chronic health
conditions and service delivery settings. Finally, the meeting served to identify practice and research
knowledge gaps and a research agenda, to help inform further program development, sustainability, as
well as adaptation and dissemination in diverse contexts.
It is hoped that this synthesis can ignite innovation, and support rigorous approaches to evaluation, to
advance knowledge and practice in this important area for mental health reform.
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Appendix A. Meeting Agenda
Recovery Colleges International Community of Practice
In Person Meeting
June 2-4, 2015
London, United Kingdom
Day 1| Tuesday June 2, 2015
Site Visits to Recovery Colleges
Day 2| Wednesday June 3, 2015
Operational Issues of Recovery Colleges
110 Rochester Row
Victoria, London
10:30 Welcome | Vicky Stergiopoulos and Miles Rinaldi
10:40 Introductions
11:00 Recovery Colleges in Diverse and Unique Contexts | Dianne Hardy, Cerdic Hall, Eddie Nkurunungi,
Vicky Stergiopoulos
11:45 Health break
12:00 Development and Key Features of RCs | Jane McGregor and Julie Repper
12:45 Lunch
13:30 Group Discussion: RC Program Standards and Theory of Change | Facilitator: Sara Meddings
14:30 Group Discussion: Co-Production in RCs |Facilitator: Dianne Hardy
15:30 Health break
15:45 Group Discussion: RC Educational Paradigms |Facilitator: Jane McGregor and Donal Hoban
16:45 Group Discussion: Scalability and Sustainability of RCs |Facilitator: David Smelson
17:30 Highlights and reflections of the day | Facilitator: Miles Rinaldi
18:00 Adjourn
18:30 Evening networking at Brasserie Zédel, 20 Sherwood St. https://www.brasseriezedel.com

Day 3| Thursday June 4, 2015
Recovery Colleges - Research to Date and Knowledge Gaps
110 Rochester Row
Victoria, London
09:00 Welcome |Vicky Stergiopoulos and Miles Rinaldi
09:10 Current State of Research on RCs | Mike Slade
09:45 Possible Mechanisms of Change in Recovery Colleges – Individual and Organisational|Geoff Shepherd
10:15 Health break
10:30 Group Discussion: Priority Research Questions across Cultural and Service Delivery Contexts
|Facilitator: Vicky Stergiopoulos
11:30 Group Discussion: Developing a Shared Approach to Measuring Outcomes of Interest |Facilitator: Lisa
Brophy
12:30 Lunch
13:30 Group Discussion: Co-Production in RC Research | Facilitators: Julie Repper and Waldo Roeg
14:30 Group Discussion: Opportunities for Collaborative Development of Research Proposals | Facilitator:
Mike Slade
15:30 Highlights and Next Steps | Vicky Stergiopoulos and Miles Rinaldi
16:00 Meeting Adjourns
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Appendix B. Attendee Contact List
Name
Beder, Michaela
Brophy, Lisa
Fannon, Dominic
Fleming, Dawn
Hall, Cerdic
Hardy, Dianne
Haycock, Lissa
Hoban, Donal
Leamy, Mary
McCaig, Marie
McGregor, Jane
Meddings, Sara
Patmore, Louise
Piat, Myra
Rathgen, Arna
Repper, Julie
Rinaldi, Miles
Roeg, Waldo
Shepherd, Geoff
Sommer, Jo
Slade, Mike
Smelson, David
Stergiopoulos, Vicky
Thompson, Heather
Whitley, Rob
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Affiliation
St. Michael's Hospital & STAR Learning Centre, Canada
Mind Recovery College & University of Melbourne, Australia
Mayo Recovery College, Republic of Ireland
ImROC, England
Camden and Islington NHS Foundation Trust, England & Heartsounds, Uganda
Mind Recovery College, Australia
Sussex Recovery College, England
Mayo Recovery College, Republic of Ireland
King's College London, England
Dumfries and Galloway Wellness and Recovery College, Scotland
Independent researcher, England
Sussex Recovery College, England
Sussex Recovery College, England
Douglas Mental Health University Institute, Canada
South Eastern Sydney Recovery College, Australia
ImROC & Nottinghamshire Healthcare Trust, England
South West London & St George's Mental Health NHS Trust, England
Central and North West London Recovery College, England
ImROC, England
South Eastern Sydney Mental Health Service, Australia
University of Nottingham, England
University of Massachusetts, United States
St. Michael's Hospital & STAR Learning Centre, Canada
Mind Recovery College, Australia
McGill University, Canada
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Appendix C

Structures,
Policies and
Procedures
(eg, policies,
procedures,
prospectus,
session
plans)

Student
Enrolment,
Selection of
Courses and
Support
(eg, ILPs,
reminders for
classes,
identification
of support
needs)

Staff Selection,
Training and
Support
(eg,
opportunities to
develop skills,
experience and
take
responsibility in
the college,
supervision and
training)

Educationa
l
Philosophy
and
Language
(eg, strong
educational
focus in
documentat
ion)

Context
/Learning
Environment
(eg, bright,
welcoming,
respectful,
information
available,
volunteers
offering “meet
and greet”

Outcomes
(eg, personal goal
attainment, social
inclusion web,
changes in
service use,
access to
employment,
education)

Educational:
Recovery focussed knowledge/understanding, coping strategies
and skills, application of learning are facilitated through Recovery
focussed curriculum and facilitative relationships
Collaborative:
Lived, life, professional and subject expertise and experience are
brought together in co-production, co-delivery/facilitation and colearning
Strengths Based:
For all students and staff, achievements, strengths, skills and
qualities are identified, built upon and rewarded. Adjustments and
supports are put in to overcome challenges
Person-centred:
Students come of their own volition, work towards their personal
goals, ambitions and dreams at their own pace. They choose the
courses they wish to study and identify the supports they find
helpful
Progressive:
Students work towards goals, and/or to overcome personal
challenges. Courses and support are agreed through and
individual learning plan which is regularly reviewed
Community Focussed:
The college is community facing with active engagement with
community organisations and FE colleges to co-produce relevant
courses and facilitate pathways into valued roles, relationships
and activities
Inclusive:
The college offers learning opportunities to students of all abilities,
cultures, ages and experiences. A sound differentiation policy
ensures that everyone has equal access to learning and the
contribution that everyone can make is recognised and valued
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