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Foreword

By Julie Repper BA, RGN, RMN, MPhil, PhD
Julie is Director of ImROC. ImROC works in partnership with communities to develop systems,
services and cultures that support recovery and wellbeing for all. Julie is also joint editor of the
Journal of Mental Health and Social Inclusion and recently retired from being Recovery Lead at
Nottinghamshire Healthcare Trust.
Julie has extensive experience of working as a nurse, manager, researcher and lecturer in mental
health services. She has also been a Trustee of various voluntary sector groups, sits on a number
of National committees and uses mental health services herself.
It is all of these experiences that drive her belief in the need to improve services and offer more
Recovery focused support. She strives to work across boundaries and with whole systems including people who use services, health, social care and third sector providers, commissioners
and academic institutions - to support collaborative approaches to facilitating Recovery.
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What an achievement!
This anthology of experiences and learning from a range of people enabling the successful evolution
of The Severn and Wye Recovery College offers invaluable and fascinating reading for anyone
using, working in, running, setting up, evaluating or funding a Recovery College. What is unique
about this particular text is first, its very honest, reflective, conversational style with authors drawing
on their personal - as well as professional – experiences. Second the range of different perspectives
included from students and trainers to managers, commissioners, partners, finance, governance
and communications. And third, the integral acknowledgement of the multiple roles of a Recovery
College: not merely as a context for learning, but as a vehicle for driving a more Recovery focused
approach across the whole system; combatting discrimination and self-stigmatisation; modelling
coproduction and partnership; demonstrating the possibility of people as they move into different
roles, draw on different skills and open themselves up to new experiences – whether they work in
finance or education, use services or provide them, trained as a psychiatrist or a veterinary surgeon!
I have been closely involved in the development of Recovery colleges since their inception 11
years ago. Over that time I have seen the underpinning principles that we proposed in the first
published paper about Recovery colleges (Perkins et al, 2010) strengthen, evolve and flourish in
many different ways in different locations, for different population groups, with a range of different
funders. Indeed these foundational principles have been validated in research, and in ImROC’s ten
year follow up of Recovery College development (Perkins et al, 2018). They have proved sound,
sustainable and essential for success and have been reported in many different accounts of setting
up and evaluating Recovery Colleges.
What has not been hitherto available is any acknowledgement of the extensive ‘backroom’ work
that goes into ensuring that Recovery Colleges do not only stick to their core principles but are
owned and understood by the services in which they are located; developed in partnership with the
system in which students live and work; are actively working towards national and local policies and
targets, and are fully integrated in local finance, governance and quality systems. This text throws
some light onto the ways in which these relationships can be developed for the mutual benefit of
the Recovery College and the system in which it exists. In addition, it gives practical examples of
various different approaches to evaluation and routine outcome measurement, quality improvement
and what kind of feedback is most useful for what purpose (whether this is for comms, marketing,
commissioners or governance purposes). It is this extensive yet unrecognised investment that
is often missed by those developing Recovery Colleges, yet it is essential for their longer term
sustainability, success and further evolution across the health and social care system.
I will certainly recommend this text to anyone interested in Recovery Colleges – either as a good
read, or as a reference for those seeking specific information.
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Chapter 1: Co - Production. The Essential
Component in Recovery Colleges
By Phil Morgan, Sarah Rose, and Rick Dyer
We are drawing on our experience of setting up and running our equivalent of a Recovery College,
the Dorset Recovery Education Centre. The Recovery Education Centre is one of many
co-produced projects run by the Dorset Wellbeing and Recovery Partnership, which is partnership
between Dorset Mental Health Forum and Dorset HealthCare University NHS Foundation Trust.
The Dorset Recovery Education Centre started in April 2012 and courses are run all over Dorset.
The courses are aimed at people accessing secondary care mental health services (e.g. accessing
community mental health teams), their friends and relations and staff. However, courses are open
to anyone who is 18 years old or more and lives in Dorset. There are now over 3000 active
registered students. Each term approximately 250 new students enrol and around 40 courses are
offered. The feedback has been overwhelmingly positive and, in particular, people seeing the value
in the co-delivery and co-production of the courses between professionals and people with
lived experience.
Despite this we have also made a fair few mistakes and, in lots of ways, these have been key to our
learning and helped us develop further. It is this learning we are particularly keen to share with you.

Phil Morgan
I grew up with a brother who had profound learning disabilities. He taught me how to value the
experiences and wisdom that were not considered “normal.” This has given me a passion for social
justice and people having control over their own lives and also the importance of community in
working together for change. Professionally I worked as an Occupational Therapist before taking
the Lead for Recovery and Social Inclusion role. My current role is an absolute privilege to work in
partnership with people who use mental health services, and work together learning to shape and
develop mental health services.

Sarah Rose
I have experienced mental health problems since I was 14 years old. As a result my experience of
education was one of exclusion and a profound sense that “different” was not a good thing. This
prevented me fulfilling my potential at school and college but shaped my desire to contribute to
creating more inclusive and accessible opportunities for others.
I now work as Operations Manager for the Dorset Mental Health Forum. We are an independent
charity that exists to improve the lives of people who have been affected by Mental Health
problems. All staff in our organisation have their own experiences of mental health problems and we
provide opportunities for people to share the learning from their own Recovery in a supportive and
educational way. I came to this role from working in the commercial management sector and latterly
in adult education. I fundamentally believe in the importance of people having access to education
on their terms and in a way that is meaningful for them, in their lives.
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Rick Dyer
I first experienced mental health problems when I had a bout of depression in the 1990s from which I
made a reasonable recovery. Then in 2007 I fell prey again to a much worse degree of illness with a
complex array of symptoms. This led to the loss of the life I had, everything went; job, family, home.
I believed and was told that basically my life was over. I was back under mental health services
highly medicated, a realisation that my options and choices were all but gone and with no future
aspirations, it seemed.

Key Learning Points:
For the reader to able to:
•
•
•
•
•
•
•
•

Describe co-production in the context of Recovery Colleges
To explain the key elements of co-production
To identify the value of co-production
To explore the relationship between recovery education and co-production
To discuss the challenges of sharing power in co-production
To reflection on the 8 steps of co-production in developing a Recovery College
To reflection on co-production within the class room
To describe 10 top tips for co-production (Lewis et al, 2017)

“I never teach my pupils, I can only provide the conditions within which they can learn” Einstein
Introduction. Co-production is seen as one of the defining features of a Recovery College (Perkins
et al, 2012.) Co-production is a dynamic and challenging process that has the potential to transform
not only people’s experiences but also services and communities. This chapter aims to explore what
co-production means in the context of Recovery Colleges. It will include a discussion on how to
practically apply the principles in setting up, running and evaluating a Recovery College.
Co-production is a key component in Recovery Colleges, as the title of this chapter suggests.
Co-production itself is about bringing different ingredients together: lived experience expertise;
professional expertise; your local community resources and assets. As each area is different
co-production will be different in each place, so this will not provide a “how-to” guide but more a
description of the importance of sharing power, the key principles and how they can be applied.
The chapter will review the evidence base, outline the key benefits, considerations and challenges
when using these principles. We will share examples from our own experience and learning
throughout.

Context
Implementing Recovery for Organisational Change (ImROC) have been promoting Recovery
orientated practice across the U.K and internationally since 2011. One key part of this has been
developing Recovery Colleges. The ImROC briefing paper defines and outlines the main elements
of a Recovery College https://imroc.org/resources/1-recovery-colleges/
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We are Phil Morgan (Lead for Recovery and Social Inclusion, Dorset HealthCare University
Foundation Trust) and Sarah Rose (Operations Manager Dorset Mental Health Forum, a local peer
lead organisation). We are also consultants for ImROC. We are writing this chapter on behalf of the
Implementing Recovery for Organisational Change (ImROC) programme. We have asked Rick Dyer
(Senior Peer Specialist Dorset Mental Health Forum) to join us and add his perspectives on
the chapter.
Due to a combination of support from my friend, mental health services and peers specialists I
rebuilt my life. I have first hand experience of the role recovery education can have in improving
my life and the life of others. I currently work as a senior peer specialist for Dorset mental health
forum. I undertake a number of different roles working as a peer specialist into health services crisis,
community and inpatient and also as a trainer in the Recovery Education Centre. I also contributed
to the National NHS BME network for mental health and worked as an expert witness and with
others promoted the value and use of co-production within this network.
The process of putting together this chapter has helped us understand more about what we
individually contribute to co-production. Thinking of the ingredients we bring to this chapter are lived
experience of various different kinds, our different life experiences (background, culture, interests)
and professional experience (health care, education, commercial) and bringing these together, and
working with others has shaped our approach to recovery education.

Evidence Base and Policy Background
The New Economics Foundation (NEF) define co-production as follows:
“A relationship where professionals and citizens share power to plan and deliver support together,
recognising that both partners have vital contributions to make in order to improve quality of life for
people and communities.” (Slay and Stephens, 2013)
Lewis et al (2017) in the ImROC briefing paper Co-Production Sharing Our Experiences, Reflecting
On Our Learning [add link] describe how co-production has a growing profile in public services,
particularly within mental health (for example, with in the Five Year Forward View for Mental Health,
2016), but also in education and local government. They also highlight how the word co-production
can be unhelpful as it is jargonistic and, despite the increased demand for co-productive approaches
in public policy, it is in danger of becoming an overused and possibly abused term. It is therefore
important, rather than focus on the definition, to understand how to apply the core principles and in
particular to try to share power within an unequal system (Lewis et al, 2017).
Sarah - In order to achieve this, it is important to be mindful of accessible language, ensuring that
you refer to simple principles and gauge the level of understanding from all parties. It is essential not
to make assumptions but to give people an opportunity to make sense of what is meant by
co-production and for people to find their own way to describe things.
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Key Principles in Practice
As well as understanding the definition of co-production, it is important – perhaps more important
that the key principles be understood. These can act as a compass to maintain the integrity of the
approach. They are:
•

Recognising people as assets: Facilitate people and teams to understand their strengths
and what they bring to the process.

•

Building on people’s existing capabilities: Acknowledge a variety of skills and experiences that
already exist and build on good work.

•

Mutuality and reciprocity: Enable people to participate on their terms, recognizing that
everyone has something to offer.

•

Peer support networks: Acknowledge people’s reality and the struggle they face; be creative
and listen. Find strength in like-minded colleagues; they will remind you to celebrate the small
successes as they happen and support you when things become difficult.

•

Breaking down barriers/blurring boundaries: Move from “them and us” to “all of us”,
a shared humanity.

•

Facilitating rather than delivering: Create safe spaces to explore things and value all forms of
expertise, not just professional and lived experience but also general life experience.

(Slay and Stephens, 2013)
Reflecting back on when we first set up our Recovery College we identified eight stages. At each
of these stages we used the principles of co-production to shape the development. We found
in facilitating co-production it was useful to do this in partnership at every stage, not just in the
classroom, as it helps people to see the shared decision making in action.
1. Prepare for co-production: This is an easily overlooked stage as it is possible to move straight
to doing. Firstly, identify who needs to be involved. It is essential to create an environment that
supports everyone’s contribution and ensures everyone has an understanding of what
co-production is. Alongside this secure senior buy-in from all organisations involved. From the
outset we were explicit that our goal was to learn from the process.
2. Establish a shared vision, aims and values: Ensure these link to the needs of your prospective
students, most obviously by involving them in this process.
3. Co-develop the processes and operational guidance that support the functioning of the
college. Ensure that there procedures in place that create an environment that is safe and you
have permission to operate in an educational rather than clinical way.
4. Develop your trainers: Develop (or buy-in) train the trainer so people understand core
values and purpose, are prepared to write courses and co-deliver. We have found that basic
adult education training does not include enough on the values of co-production and shared
learning so have developed our own approach. Then plan to deliver something, even if it is
just one course to start with.
5. Co-produce prospectus and curriculum: Linking back to vision and aims, ensure the curriculum
matches what you are trying to achieve.
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6. Develop course materials: Look for best available evidence in the subject you are delivering,
ensuring there are relevant lived experience perspectives; how does it feel, what personal
learning have I taken? In course materials, ensure there are a range of learning styles and
activities that engage students and enable them to contribute their skills and experience within
the classroom.
7. Celebrate and plan for success: Celebrating success is important for all involved to see how
far you have come and sustain you through difficult times. Don’t just look at what is in front of
you, but do plan ahead and try and build momentum.
8. Review and evaluate: Working with feedback and learning from making mistakes, continue to
develop your approaches to co-production. Regularly refer back to your aims and values to
make sure you are still on track.
Phil - One thing we have noticed is that when we are under time pressure or anxious we can revert
to old ways of working. In trying to counter this we have found it important to share decision making
and have both lived experience and professional expertise represented.
Sarah - We have also noticed that whenever we start a new piece of work or introduce a new
person to the team we need to revisit the principles together and build a shared understanding of
what we mean by co-production. When we haven’t done this, or have made assumptions about
people’s understanding or what they can offer, we have found things easily get derailed. Therefore,
even though it can seem like stating the obvious we always revisit the principles of co-production.
Over time we have increased our understanding of what the principles mean in our context.
It is important to think about how they apply or could apply in your situation. Think about your
ingredients, any gaps you may have and additional people or resources you may need to bring in.
It is best to start by building on your existing strengths.

Value of Co-Production
As stated in the introduction, co-production has the power to transform people’s experiences and,
certainly, we have heard many accounts of people who have accessed our Recovery College and
have said it has changed their life.
These experiences have been replicated up and down the country in the various different Recovery
Colleges. We have also seen a shift in culture within mental health services and commissioning
in Dorset, in which we believe modelling partnership, co-production and the Recovery College
has played a significant role. There are also examples of this across the UK (see Lewis et al 2017
for case examples). Meddings et al (2015) argue that, by introducing recovery education into
mainstream mental health services, there is a profound effect on reducing the power differences
inherent in traditional professional/patient relationships. This could achieve a fundamental culture
change within mental health services, giving ownership to people who access them.
Despite these narrative accounts and the rapid growth of Recovery Colleges, there is not a large
evidence base proving their efficacy. Rinaldi et al (2011) conducted the first local service evaluation
and found that people who had accessed the Recovery College were more hopeful about the
future, more able to achieve goals, create their own recovery plans, develop friendships and work
opportunities and used mental health services less.
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Further studies have borne this out. Meddings et al (2015) reviewed all available evidence (including
unpublished evaluations) and consistently found, despite the methodological limitations, that
attendance at Recovery Colleges is perceived to be useful and helps people progress towards their
recovery goals. There is some evidence of reductions in service use (and therefore costs).
In addition, there is evidence of beneficial effects for peer trainers and a possible positive impact on
staff attitudes. These impacts are very similar to those found in non-recovery college mental health
studies into co-production. NEF and Mind (Slay and Stephens, 2013) completed a literature review
of co-production in mental health, which did not include Recovery Colleges due to the lack of robust
evidence at that time. However, exploring a number of co-produced mental health projects they
identified the following impacts.
• Improved social networks and social inclusion
• Addressed stigma
• Improved skills and employability
• Prevention
• Well-being-related outcomes, including improved mental and physical well-being
They argue that in terms of value, there is an intrinsic value for the individuals participating, but that it
can also have an impact on public services. They state the effect can be demonstrated in monetary
terms, which benefits both the individual and the state through increased employability and reduced
use of services, particularly acute mental health services.
Meddings et al (2015) argue that there is a need for further studies of the relationship between the
“key defining features” of Recovery Colleges and their outcomes. This key features and outcomes
research is now being carried out by the Institute of Mental Health in Nottingham (check) who are
undertaking a multi-site research trial run by the RECOLLECT study which is due to be completed
in 2018 (add link for more information). Meddings et al (2015) describe the importance of collecting
and pooling systematic, “practice-based” evidence. It is hoped this chapter will contribute to that
practice based evidence in being able to share learning across organisations.
Sarah - Being part of the co-production process can be beneficial on a personal level: You feel
part of something; share aspirations; and provide support to others when previously you may have
only ever been supported. This is empowering, and can provide many transferable skills that can
help you personally in other aspects of life. As a manager, I refer to the principles of co-production
in interactions with my staff and colleagues. I feel it makes me a much better leader as I manage
change processes more inclusively.

Co-Production and Recovery Education
Co-production is often difficult and messy but can be incredibly powerful in enabling people to
take control of their lives and identify their own value (in the context of Recovery education this is
potentially for both students and trainers). One of the most important elements is focusing on the
process of co-production and paying attention to the key principles and sharing of power, rather
than focusing on the outcome. Recovery education is based on creating a space for people to learn
and share their learning, not teaching people. It also enables the use of different language that is
empowering for people and puts the focus on the opportunity for learning.
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Valuing Different Forms of Experience and Expertise:
Recovery Colleges provide a key opportunity to share power by valuing different forms of learning
and knowledge, whether that be lived experience, life experiences, or professional training.
Alongside this definition of co-production is the key idea that “individuals and communities hold their
own solutions” (www.altogetherbetter.org.uk). Recovery Colleges hold the belief that students
can articulate for themselves what they want to learn and what works well for them in managing
and living with mental illness. The student is an active participant in their recovery through the
recognition of the value of their lived experience (Oh, 2013). My experience of using mental health
services was mixed, the period of me being under the CMHT left me feeling out on a limb and
isolated. Despite visits from a CPN there was no real connections to me in my life, just lots of
medication. It felt like a mental health merry-go round.
This began to shift when the support began to focus on me building a life. Peer support played a key
part in this. I went to a session, within a day service organised by the crisis team and it was run by
two peer specialists talking about hope, purpose and a life beyond illness. One had a diagnosis of
schizophrenia the other lifelong depression. I had never heard anyone speak like this before
and it opened my eyes to new possibilities. It also broke some of my own stigma that I held
towards myself.
As my life continued to improve and had moved on to a better place. I was approached to be a peer
specialist. This meant bringing my lived experience and my life experience to a different arena.
Gradually, I got more involved and became a trainer in the Recovery Education Centre.
This was something I never thought about, and there I was co-producing with mental health
professionals and peers, using my life and lived experience. I felt empowered and wasn’t any
different to anyone else in the room. I part felt of the whole process. Being valued and not being
pushed to one side.
The most amazing thing is being able to co-facilitate Recovery Education sessions for others to
engage in this process, as it is enabling and connecting for people. People can get a sense of
who they are, different perspectives, and what is possible. This provides a direct challenge to how
mental health services traditionally approach people with mental health challenges, which sees
them as people with a problem that needs an expert to diagnose and offer treatment. Once they
have received treatment they can then reconnect with their life.The approach of personal recovery
is shifting this understanding to one where people find meaning and purpose and build a life
irrespective of mental health symptoms.
It also creates room for aspiration and for many people this can be something they have never
experienced before in the context of their own lives. Recovery Colleges provide an opportunity and
the space for learning and developing self-understanding, peer support, and sharing of skills.
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In Recovery Colleges Perkins et al (2012) describe co-production as combining the expertise of
mental health professionals and expertise of lived experience throughout the process. In doing
this there is a breakdown of the traditional ‘them and us’ of service provider and passive recipient;
rather, everyone, even the trainers, are engaged in a process of learning. Oh (2013) argues the
difference between recovery education and other forms of education is that it is a dialogue between
students and trainers, requiring professionals to become adventurous learners, to open themselves
up to people they serve and what they can learn, as people who access services discover and
actualise the possibilities that exist within themselves.
Phil - This is certainly true for myself and being involved in this process has involved some
unlearning and thinking differently about my professional training and seeing it as a resource for
people to use rather than something I am doing to/with them.
Sarah - From a teaching perspective, it requires moving away from having “control” of your class to
creating space for people to figure out their own learning. People will take away different things and
these things have equal value.

The Challenges of Co-Producing Recovery Education:
Not everyone agrees with this. The Recovery in the Bin movement argue that Recovery has been
colonised by clinicians and politicians with a neoliberal agenda, putting the blame and responsibility
for people’s recovery on them. Not taking into account the trauma that people have experienced
and the structural inequalities people face, such as: poverty; discrimination; racism; sexism; trans
and homophobia. They also describe the coercive use of the Recovery ethos to ration services,
deny people welfare benefits and push people towards work.
They provide a scathing satire of Recovery Colleges in their Stepford Recovery College blog
www.recoveryinthebin.org Many points raised in this relate to issues we have faced directly.
For example, we have refused to give information to the job centre who have ‘sent’ people to our
courses, or had to challenge Community Mental Health Teams who have sent people to our courses
either to test their commitment to treatment or as an alternative to therapy.
Emancipation needs to be a goal of recovery education. There needs to be a focus on civil rights
and empowering people. That everyone is welcome to talk about, explore and recognise their own
and different peoples realities. This needs to include people’s social, economic, education, cultural
stand points as these all get impacted on. The key to recovery education is attempting to create a
safe space for sharing perspectives and attempting for everyone to get their needs met.
There is nothing more liberating than knowing who and what you are? This allows your choices,
dreams, compassion and tolerance of you to flourish. Shame, blame and guilt are some of the many
blocks are out there and they come in different forms, including economic insecurity, stigma and
discrimination. If recovery doesn’t focus on these elements people feel disenfranchised, feel eft out
and drift away. You have to have an agenda that goes back to basics and the core human elements.
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It is also really important to talk about the limits and limitations of what a Recovery College can
offer. It shouldn’t been seen as an alternative to therapy or mainstream services but rather an
adjunct. In co-production we are not just describing co-producing the college or the course delivery,
but the classroom environment itself, where students learn from each other and trainers learn from
students. Therefore the task of the trainers is not to sell or promote a particular approach or view of
recovery but rather generate a space where can people can critique, reflect, share their expertise
and take their own learning.
Sarah - Recovery Education also does not work for everyone, there are times when having
someone’s experience of Recovery described can be alienating. It can be difficult to identify
with someone who is on the surface ‘recovered’ when you are experiencing hopelessness and
distress. We tend to focus on validating a person’s distress and their reality rather than talking too
much about hope.
We experienced one situation in particular when a student was very disruptive and angry in the
session. Our instinct was to think about ways we might ‘manage’ her access in the future but
recognised this was a traditional service response and a more co-productive response would be to
try and understand their perspective.
We met with the student to understand more about their experience and, from this, they felt
empowered to contribute their views and ideas. These were helpful in enabling us to be more
inclusive and create courses that were more accessible. From this we understood even more the
importance of creating a space for people to have their own lived experienced recognised, not to
try and promote a particular view of recovery, but rather create discussion points and let people
take their own learning, and to recognise people’s struggles and value, not changing so much as
creating opportunities for people to identify changes they may want to make.
Phil - In terms of co-production it taught us the importance of listening to and having dissenting
voices round the table. Otherwise a Recovery College can become an echo chamber of like-minded
people rather than a community-focused resource. Meddings et al (2014) talks about the dangers of
over-enthusiasm and how this does not necessarily bring everyone along in the process. They also
highlight the challenge and importance of including diverse voices in the co-production, including
people from minority groups and younger and older people. Also, it is important to have dissenting
voices around what recovery means. In exploring how best to approach this, it is important to
explore how the key principles can be used in practice.
Sarah - The role of DMHF as a third sector partner is to provide the conditions that support the
broadest representation of mental health problems. It is not enough to have a few people with
different diagnosis or experiences of Mental Health Services. Creating a variety of opportunities
for people to contribute to the co-production process has taken us some time to get right. By
developing a whole infrastructure we have created the conditions to support people who are more
unwell and normally underrepresented, to contribute on equal terms in a way that is meaningful to
them. An example is from the work we do with young peer workers: We do not want to develop
career peer workers at 17 years old. We provide opportunities for people to gain transferable skills
that can support them to access higher education and mainstream work.
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Co-Production in the Classroom – Creating a Shared Learning Space
Preparing Trainers for Co-Production in the Classroom

As with developing a Recovery College, it is important to prepare people for co-production within the
classroom. For the trainers this involves training in co-working and familiarising themselves with the
materials or preparing the students to enter a recovery college. It is also essential, particularly for the
peer trainers (but also for mental health practitioners if they intend to share their lived experience) to
be supported in sharing lived experience. It is important people have time and space to explore their
narrative in order to identify what they wish to share and how they may do it and receive on-going
support around doing this. It is crucial people do not become disconnected from their own narratives
or re-traumatise themselves by reliving their experiences.
Rick - Something that was said to me early on when I became a peer was “Only talk about the
things you know about; only talk about the things you want to talk about and you won’t go far
wrong.” Over time you get more of a sense of what to share and learn through your mistakes,
supervision and reflection are key in doing this. One of the key learning points for me was not
sharing my whole story. I express what I have tried but not what you should do and encourage you
to find your own way.
Preparing Students for Co-Production:
In preparing the students, Perkins et al (2012) describe one of the key elements of a recovery
college as having access to a personal tutor. Some recovery colleges run introductory courses
to meet this requirement. In Dorset we undertake an individual learning plan (ILP) with each
student on a 1 to 1 basis. Individual learning plans, give people the opportunity to not only explore
what they wish to learn, but also discuss what their strengths are and what they can offer the
classroom. The ILP will also identify any support a person needs to make the most of the learning
environment or anything they want to the trainers to be aware of, for example, having the choice
not to contribute to discussions or support around additional learning needs.
People also agree to a code of conduct so there is an understanding of the expectations on
them. Primarily the ILP is for the person to identify what they are looking to get out of attending
the recovery college and which courses will help them meet their needs (and also for signposting
to other organisations, supports or services.) These goals could be simply attending a session
or something more specific around learning a particular skill or seeking to explore their
understanding.
Phil - We had one student whose goal, due to the level of anxiety they experienced, was to sit
through a whole session. It took her nearly a year to be able to do that. Their individual learning
plan was build around doing this in a graded way. From being support to do this, they now access
a mainstream college course.
For us, the ILP process is the same as preparing someone for co-production; you help them
identify their strengths and what they are able to contribute. It ensures they access courses with
a sense of their own worth. This also supports the trainers as everyone begins on equal footing
regardless of their educational background.
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Creating a Conducive Shared Learning Environment
Once in the classroom trainers need to create a welcoming environment so that the students feel
it is a conducive environment to making a contribution. It is important to pay attention to the small
details. One piece of feedback we had from students was the importance of that initial greeting.
It is also important to set expectations through explanation of the course aims and objectives and
drawing up a classroom agreement. Sometimes we have found it helpful to state explicitly the
purpose of the courses is not to give people answers but to create a space where people can
explore ideas and draw their own conclusions.
Sarah - Think creatively about how you might do this, engage different learning styles: use post it
notes, videos, apps, flipchart paper, coloured dots, pictures, anything that helps people describe
their contribution and feel heard. Encourage tentative contributions: “There are no silly questions”
Phil - One thing a number of people have fed back to us consistently is when they are struggling
they learn far better by doing or practical activities rather than reading or discussion. In our early
development we would be anxious about developing “doing activities.” For example, developing
learning activities such as; putting balls in a bucket with different stressors written on them. The
trainers were nervous about delivering them as they were concerned people would find it patronising
but by people getting -up and putting the balls in the bucket and discussing their own stressors it
was a successful activity and the feedback really positive.
Rick - When a safe space is created by everyone in the room it becomes a wonderful thing. It allows
creativity, spontaneity, exploration, freedom and a genuine connection. All this is essential in the
dance of life and in the capturing of shared learning. One of the key elements of creating a shared
learning environment is the assumption that all people have expertise and something to contribute.
Whenever a new topic is introduced we encourage the trainers to seek the expertise in the room.
Who has experience or knowledge of this?
Some of the feedback we have had from students is the benefits of the opportunity to meet someone
who is perhaps one step further on their recovery journey, so it feels more attainable in being able
to perhaps take that next step. At the same time there maybe someone one step behind on their
recovery journey and this can be helpful in people recognising that they have moved forward. We
have found these peer relationships being crucial in people developing their own understandings.
Phil - On one of our first ever courses we asked people to discuss what recovery meant to them in
pairs. After a discussion with someone who accessed mental health services, a carer reflected that
discussion had helped her realise how some of her responses to her son were possibly holding
him back
Sarah - Also clinical trainers who also work in services have taken their learning from students and
changed their practice based on the feedback people have given them. Interestingly, a
meta-analysis (this is where people examine all the major research in a given area) found two
key elements in transforming young people’s experience of education. One is teachers and pupils
holding high aspirations of what is achievable and the other is the role of peer learning and students
being able to challenge and support each other with their learning (Hattie, 2009.) Both of these
features figure strongly in Recovery Education.
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Modelling Recovery
It is important that the trainers model the principles of co-production and recovery. This includes
being self-aware of their own anxieties or need to rescue people and the importance of keeping
an educational focus as far as possible. This means sharing power and not moving the course too
much towards a clinical intervention or too much toward peer support. Co-delivery is a real skill and
even experienced trainers can find this challenging as they are used to working on their own. We
encourage both trainers to share their professional, life, and lived experience whilst remembering
that the Mental Health Practitioner trainer is explicitly employed to deliver their technical expertise
and the Peer trainer is explicitly employed to deliver their lived experience.
Both, within the classroom and also when developing the college be wary not to exclude people who
may have been previously perceived as negative and difficult. In our experience, it is often the way
that when you create conditions where everyone’s views have weighting, people tend to be able
to contribute in a more valuable and helpful way. Their behaviour is also often moderated by their
peers. It is important to trust people to make the best of the learning opportunity.
Sarah - For example some of the people who in other projects had seemed quite controlling
and fixed in their ideas have flourished in recovery education. We saw this clearly when we had
consultant psychiatrists on train the trainer, they commented how nice it had been not to be the ones
with all the answers and to be a person not a Doctor.

Co-Evaluation
Finally, it is essential to co-evaluate. This should be an ongoing process invite continual informal
feedback from people; “How do you think that went, is there anything we could have done
differently?” and also a process at the end get feedback from students verbally and through
feedback forms, student forums and learning plan reviews.
On our course review form, two of our key questions are to what extent has this course been
co-produced and to what extent is this course co-delivered. Interestingly, and we can’t really explain
why – there is a direct co-relation between the extent the course is co-produced and co-delivered
and how positive the student feedback is.
Phil - One barrier we have found is when people have been involved in developing and delivering a
course they can become very territorial about it, so it is important to involve other perspectives in the
course reviews particularly if others are likely to deliver it in the future.
The Challenge of Sharing Power:
It is important that the principles don’t just guide what you are co-producing but how you are coproducing. How do you create environments where everyone can contribute and be valued? How do
you move beyond service user involvement where someone is brought in to give their perspective?
It is not enough to add different voices to a traditional NHS meeting. Linked to this is another
key element of co-production which is the sharing of power, and this is also potentially the most
challenging.
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Phil - With our partnership between the NHS and Third Sector we have developed clear joint
decision making and transparency around how we make decisions and how we ensure that we are
sharing decisions each stage within the Recovery College. In your situation it will be key that you
have that transparency and those decision making agreements in place.
Sarah - This partnership enables us to model sharing power at lots of levels. It’s important to be
mindful that in many circumstances it’s simply not something that people are used to doing and they
need some guidance. People sometimes need to see visually the capacity that people have to hold
some of the power. This is where narratives can be especially helpful.
Rick – “With great power comes great responsibility” I raise the question for those working in the
NHS or big institutions, particularly those in leadership positions. Do you really have the conviction
and will to give up power and share it? To create a level playing field, for people to meet on equal
terms and allow people to become autonomous? To fully co-produce this is what is required.
Power can play out in different ways, in particular around payment. Ensuring that the peer trainers
are paid in an equitable way to their Mental Health Professional Colleagues or the rationale for
difference in pay are clear. This may be something that is beyond your own immediate control,
but is important to challenge and promote. Power does not just flow in one direction. Peers and the
value of? Lived Experience within a Recovery College context can “trump” professional knowledge
and this can lead to an unhelpful imbalance of power.
Phil - For example, when we were first starting with our recovery college in our initial discussions
around what we were trying to achieve and how we were going to do it, the peer trainers started
describing the mental health professional trainers and NHS staff in general as unfeeling and having
no ability to show compassion and that this was only the capacity of the peer trainers.
Sarah - The peer staff had been through a lengthy process that focussed them on what strengths
they had and the value of their experience but not enough attention had been paid to understanding
other people’s reality, especially staff who worked in services.
This was a really important disagreement and really helped us focus on the importance of shared
humanity and valuing all people’s life experience, lived experience and qualifications whatever they
were. In lots of ways the arguments and disagreements were essential in the development of our
approach to co-production. This is something that Meddings et al (2014) describe as well.
Meddings et al (2014) also talk about importance of making mistakes and this has been really useful
for us. The strength of working in an educational framework is there are real opportunities to turn
mistakes into learning, and there are plenty of things that can go wrong with co-production.
Sarah - It’s helpful to have reference points from outside Mental Health, for example a working
knowledge of Adult Education helped to keep us focussed when we moved into risk management
or concern about how we would deal with situations. We would refer to how would this situation be
managed in adult education rather that how would it be dealt with by Mental Health Services
It is also important to get top level sign up and buy-in, ensuring that there is sufficient “air cover”
giving people permission to make mistakes. Meddings et al (2014) describe that what helps
partnership working are leadership, commitment at senior levels, clear purpose, shared values and
vision, trust openness and good communication, clarity of roles, responsibilities and accountabilities,
evaluation and reflection.
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Working Towards Co-Production
It is not always possible to engage in full co-production for various reasons. It could be to do
with availability of resources or personal, social or political circumstances. Time can also play a
key factor as co-production is not something that can be done quickly and in some ways if it is
quick and easy, unless it is ingrained in practice, it probably isn’t co-production. We have found
the ladder of co-production useful in providing a framework to explore this. It is important to note
that in this context educating on the ladder refers to the didactic form of learning rather than the
discursive approach of Recovery Education.

It is much more helpful to think of co-production as a process that is continually being worked
towards rather than an end point. In sharing power being transparent about where you are on the
ladder of co-production can be important (see diagram).
Sarah - When we were first setting up the Recovery College we were adapting existing courses;
peer designed courses that had been co-delivered and staff training courses written by mental
health professionals that had peer input in, none of which were wholly co-produced. They were
more at the consulting/engaging levels of course development even though they were co-delivered.
We knew we wanted them fully co-produced but due to time constraints we had to get the term
launched. Overtime we have fully reviewed all of these courses and none of them exist in the form
they were in the pilot term and are now fully co-produced.
Phil - One of the most difficult challenges we faced are working with people who tell you they are
doing co-production already. We have found, rather than challenging people directly, it is helpful
to: encourage people to review their approach with others (making sure there are the different
perspectives); enable people to see the strengths of their approach; to reflect on the ladder of
co-production and recognise where they are; and then encouraging them to enhance it. Over
time they tend to shift their approach. However, if someone is clearly obstructing the co-production
process then it is important to address it directly.
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The NEF identifies that it is only at the level of doing with and sharing power co-production is truly
transformative. Recovery Colleges to engage fully in co-production should be offering co-design and
co-delivery not just of courses but also the development and operational functions of the recovery
college. Hopefully this chapter will have outlined the main considerations and provided some key
points for reflection in approaching co-production within Recovery Education. In summary, it is
useful to consider the points raised about alongside the ImROC 10 top tips for Co-production (Lewis
et al, 2017), see below.

ImROC TOP TEN TIPS FOR CO-PRODUCTION
1. Gather the right people for the job. Identify key stakeholders for an initial meeting to discuss
the challenge and use this group to generate a network of peer, family member, personal and
professional expertise offering a diverse co-production group with relevant skills, knowledge
and experience. Identify all of the assets in the room (not only those related to their role).
Be prepared to invite new individuals and/or ask for advice and contributions from other
relevant groups. Allow free movement so that people can choose to join after it has started
or choose to leave if they feel it is not for them. Make this an inclusive experience.
It’s important to avoid the perception of cliques often associated with conventional methods
of ‘involvement’.
2. Just get started and build momentum around your shared purpose. Don’t wait for the perfect
moment, or the perfect set of people but build momentum and expertise around your shared
purpose and understanding of the process. This will act as an anchor when things get tough.
3. Spend time agreeing the structure and the values of meetings. This may involve assigning
a leader or facilitator; discussing the rights and responsibilities of members and considering
how everyone can both ‘give’ or contribute to the task as well as ‘take’ or benefit from their
engagement. Ensure that everyone understands what decision making power lies within
the group.
4. Support every member to contribute to their full potential. Nurture, support, offer learning
opportunities, make necessary adjustments and enable everyone’s voice to be heard. Take
an even-handed approach across the group, adapting according to need, not label – avoid
the temptation to ‘other’ those who may be less experienced or confident in the setting.
5. Tackle the challenge in small steps. This process will create new ideas, present new
challenges, suggest new solutions which require further exploration. Test lots of ideas.
Make it safe to fail. It is not possible to work to a predefined set of outcomes in a
predetermined time frame.
6. Listen, listen, listen. Co-production will only achieve its full potential if every member is
prepared to listen and learn, see different perspectives, try new ways of thinking and consider
new ideas. It is important for everyone’s voices to be heard, so members will need to gauge
their input so that those who find it more difficult to speak up have that opportunity. However,
the overall ‘culture’ of the group is one of valuing everyone’s contributions and genuinely
exploring their utility in the given context.
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7. Back up decisions with evidence. One of the concerns about co-production is that any
decisions will be based on personal experience rather than ‘hard evidence’. The challenge
for the co-production group is to back up personal experience with research that demonstrates
this goes far beyond one individual. This does not need to be large scale statistical research;
accumulated personal narratives, qualitative research and routinely collected data that can be
used to demonstrate a level of need or the efficacy of a suggested approach. It is also
possible to increase authenticity and credibility by ‘sense checking’ certain aspects with a
wider audience.
8. Beware the comfort zone. Keep a watchful eye to avoid slipping back into old familiar ways,
and be mindful of the triggers – such as challenging conversations, differences of opinion, or
external pressure to deliver. Be willing to talk openly about this, and regroup around your
shared purpose. This is a particular challenge when you increasing the scale of the project –
this rarely happens easily or smoothly but needs careful attention.
9. Look to the bigger picture. Consider how your project can influence behaviour, attitudes and
outcomes in the wider system. Grasp opportunities to lead others. Even better, create them!
10. Cherish what you create. Co-production comes from the heart. You are building a community
like no other. Recognise and embrace its value, strength, wisdom, and potential. Nurture it,
celebrate it, love it. It will reciprocate in spades.
(Lewis et al, 2017)

Conclusion
This chapter began with the quote from Einstein, stating that he does not teach his pupils but rather
creates the conditions within which people can learn. This neatly sums up co-production in recovery
education, the belief that students are able to identify their own solutions or at least make sense of
their experiences. Rather than do this on an individual basis, this is a collective endeavour with all
involved able to learn from each other. Each situation, each group of people are different therefore
each approach to co-production will be different. There is no clear right way to “do” co-production.
Lewis et al (2017) state “ like recovery, co-production is a personal experience and one best
understood through the shared narrative that evolves when people find ways of working together
towards new solutions... Experiencing co-production first hand is at the heart of that process of
internalisation and authenticity.”
So the best way to approach co-production is to do it and be prepared to learn. Be willing to let go of
your own outcomes, make sure you have the right people and ingredients, use the principles, focus
on sharing power, connect with your integrity, make something happen, and take the learning from it.
Co-production takes time and it is tough, one of our early mottos was if it’s not difficult we are doing
it wrong, keep going, refer back to your core values to ensure you are on track and don’t forget to
celebrate your successes.
Through this work we have learnt more than we could have ever imagined and the courage and
inspiration of the students and trainers never ceases to inspire us to do more. We are always looking
for further opportunities to use co-production, which can unlock people’s (whether they are people
who access services, carers and supporters or staff) potential and transform their experiences. It is a
privilege for us to be able to share our learning with you.
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Chapter 2: Early Beginnings. The Importance of			
Hope and Coaching for Recovery
By Anna Burhouse
Anna is the Director of Quality at Northumbria Healthcare NHS Foundation Trust where she
facilitates the adoption of evidence into practice in the NHS using quality improvement methods
and theories. Recent work has included working across hospitals to prevent cerebral palsy,
working with over 70 GP practices to prevent stroke, improving wound care across a CCG and
innovating a new approach to mental health self management in young people. Anna has also
established an Academy for Quality Improvement in the West of England to help NHS staff gain
skills in this area and works with the University of Bath, School of Management as Honorary
Senior Research Fellow to deliver a massive open online course in Quality Improvement in
Healthcare. Anna has helped to co-create MINDSeT a quality improvement forum for mental
health www.MINDSetQi.net and the MINDSet Quality Improvement award for Positive Practice
in Mental Health. Anna coaches NHS teams to achieve adoption and spread for the Health
Foundation’s prestigious Scaling Up programme.
Anna is a Health Foundation Improvement Fellow, a Q, an Ashridge Business School alumni and
a Consultant Child and Adolescent Psychotherapist at 2gether NHS Foundation Trust, specializing
in infant, peri-natal, child and adolescent mental health and has an interest in mental health care
pathways for all age groups. In her spare time, Anna volunteers for 2gether NHS Foundation Trust
to co-create a Recovery and Discovery College with people with lived experience of mental health
difficulties http://www.health.org.uk/recovery-college. Anna’s passion for quality improvement is
rooted in a belief that co-production in health and social care leads to creative innovation.
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Key learning points
Top tips
1. Start the process with the formation of a co-production group to help embed co-design
and delivery right from the start.
2. Try to agree your ethos and the way you want to work together early on and challenge each
other to commit to this. Embed this in your governance structures.
3. Link in closely with stakeholder partner groups, including those from communities that are
seldom heard, to start a conversation about what your local recovery college and community
could look like.
4. Get and keep senior leaders on board.
5. Think about how to measure and evaluate your work and how you will use data and stories to
powerfully convey that this work makes a difference to people’s lives. Present your work
widely and share your results.
6. Line up your resources and money and give yourself at least six months’ set-up time.
If possible, go and see another recovery college and ask lots of questions.
7. Don’t underestimate how much effort this takes to set up and to maintain. It’s worth it but
be realistic.
8. Build in regular time for reflection and team away days to continue improving the work.
9. Have at least one or two people who act as linkers and connectors and help to administer
the work. They are crucial to success.

Introduction
This chapter outlines how the Severn & Wye Recovery College came into being. It describes the
journey it took to take an idea and an ambition and put it into practice.
Our aim is to share how we did this, in the hope that it makes it easier for others thinking about
setting up a recovery college to understand what it took to establish the framework and the culture.
We hope to share the joy of the journey; how we have tried to put co-production at its heart and
continue to improve the college through ongoing reflection and review.
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Context
The Severn & Wye Recovery College began in 2011 in the National Health Service (NHS), within a
specialist mental health and social care trust called 2gether NHS Foundation Trust.
The trust delivers services to people registered with GPs in Gloucestershire and Herefordshire, with
an estimated population of 1,090,100. Both counties are rural with an ageing population and, at the
time of the Recovery College’s formation, the number of referrals to the trust for mental health and
dementia services was rising.
Each county had its own mental healthcare commissioning service, and services were delivered in a
different way in each.
At the time, many mental health services in England were attempting to change the way they
operated to comply with a framework from the Department of Health called ‘Mental Health Payment
by Results’; commonly known as MH PbR. This policy framework was trying to find a ‘tariff’ by which
mental health commissioners could pay for services delivered by mental health providers
in England.
“PbR is the payment system in England under which commissioners pay healthcare providers for
each patient seen or treated; taking into account the complexity of the patient’s healthcare needs.
The two fundamental features of PbR are nationally-determined currencies and tariffs. Currencies
are the unit of healthcare for which a payment is made, and can take a number of forms covering
different time periods from an outpatient attendance or a stay in hospital, to a year of care for a
long-term condition. Tariffs are the set prices paid for each currency.” (Department of Health,2012).
To do this, a series of 21 mental health ‘clusters’ were created, which described mental health
conditions and predicted the typical type of treatments required and the average duration of
treatment.
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(A simple guide to Payment by Results, Department of Health 2012 Gateway Reference 18135 p.46)

Along with many of my colleagues at 2gether NHS Foundation Trust, I was working to see how
we could adapt services to meet the new Department of Health requirements. At the time, I was
in a senior trust-wide role as Director of Strategic Modernisation, with responsibility for service
transformation and improvement, alongside my clinical role as a Consultant Child and Adolescent
Psychotherapist in the Child and Adolescent Mental Health Service.
I have worked in the NHS since beginning my clinical training, but had worked in education, social
care and the voluntary sector before that, and have always held a strong interest in integrated
working and person-centred approaches to mental health service delivery and recovery. I had often
held operational managerial roles alongside ‘clinical’ roles and started to become interested in the
role of quality improvement theory in health and social care in the early 2000s.
At the time of this work I was undertaking an MSc in Leadership of Quality Improvement at Ashridge
Business School and had become a Health Foundation Improvement Fellow.
I have been asked to contribute to this chapter as I played a facilitating role in the Severn & Wye
Recovery College’s development, helping to grow some small initial ideas into a living,
breathing entity.
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Early beginnings
In 2011, an inspiring psychiatrist, Dr Rob Macpherson, and I, began to wonder what we could do
to support greater co-production and person-centred care in our work in mental health services at
2
gether NHS Foundation Trust.
Rob was leading a randomised control trail (RCT) into recovery-orientated care, and I had
undertaken a large-scale review of all the care pathways for adult mental health conditions in the
Trust, as part of a current-state assessment for MH PbR readiness. As part of this work I had read
every relevant piece of National Institute for Clinical Excellence (NICE) guidance for mental health
and dementia in adults, to check we were taking an evidence-based approach to our work on the
pathways for the 21 clusters.
As I read, I realised psycho-social support was mentioned in the majority of guidance as a core part
of helping people to learn about their diagnosis and treatment. I was also struck by the paucity of
evidence-based interventions designed to help you live a meaningful and rewarding life after having
received a diagnosis. I also realised that while friends, family and carers were mentioned as being
critically important, there was very little written about how to take a more holistic approach to social
and community support to aid a person’s recovery journey from a mental illness, and how to equip
the wider community with the knowledge about what works best.
Rob and I were both interested in how to improve the knowledge of recovery for patients, staff,
family, friends and carers. I undertook a caseload audit of all adults in receipt of our Trust’s mental
health services and discovered we had a large number of adults who had been in receipt of services
for a year or more.
We saw that many of these people were meeting with healthcare professionals for less than an
hour a month, meaning the majority of their recovery journey was undertaken outside of a formal
healthcare environment.
We began to think about what would happen if we could help to shift the cultural emphasis away
from what secondary care provides, and widen it to focus on encouraging the growth of wellness
and strengths, rather than the management of illness and deficits. Would it, we wondered, lead to a
different way of working?
Rob and many members of the multidisciplinary team had been learning what did and didn’t work
as a recovery offer from a formal mental health service, and we were both curious about what, if
any, difference there would be if people with lived experience of mental illness/distress - i.e. peers,
rather than mental health staff (not that the two are mutually exclusive of course) - offered support
and education about how to ‘recover’ after people had received a formal diagnosis. Would this type
of support feel more relevant, more helpful and/or have a more meaningful impact? How would this
complement the more traditional treatments outlined in MH PbR and NICE; the use of medicines,
talking and creative therapies, physical healthcare, hospital and crisis interventions etc.?
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Finding out what a recovery college was
Being a bit of a geek, I decided to do a literature search to see what was out there, both in the UK
and internationally. I initially found many inspiring articles about the concept of ‘recovery’ in
mental health.
‘Recovery’ is a somewhat confusing concept for many to understand, as some people make a full
‘recovery’ from their mental illness, while for others it is more like living with a long-term or chronic
illness, or being a ‘survivor’ of an illness such as cancer, because it continues to have an impact
on your life after the worst of the treatment is over.
Most people appreciate that no matter where you are on your recovery journey, it is a process that
can be life altering. Because of this, ‘recovery’ is a very personal word, meaning different things to
different people.
“In mental health, ‘recovery’ means the process through which people find ways of living meaningful lives, with or without ongoing symptoms of their conditions.
“It is a personal journey of discovery that involves making sense of and finding meaning in what
has happened, becoming an expert in your own self-care, building a new sense of self and purpose and discovering your own resourcefulness. Users of mental health services have identified
three key principles:
“The continuing presence of hope that it is possible to pursue one’s personal goals and ambitions,
the need to maintain a sense of control over one’s life and one’s symptoms, and the importance of
having the opportunity to build a life beyond illness.”
(ImROC, 2018)
Recovery is commonly thought to have three key principles at its heart:
• The continuing presence of hope that it is possible to pursue one’s personal goals
and ambitions;
• The need to maintain a sense of control over one’s life and one’s symptoms;
• The importance of having the opportunity to build a life beyond illness.
(Burhouse et al, 2015 )

25

While the articles on recovery were helpful, I was looking particularly for ideas about how to put this
theory into practice in meaningful ways. I was delighted when I discovered a report by Miles Rinaldi,
Head of Recovery and Social Inclusion at South West London and St George’s NHS Trust, who had
set up a recovery college in a building on its main trust site in London in September 2010 (South
West London and St George’s Mental Health Trust, 2011).
I also found material by Julie Repper and Rachel Perkins about establishing recovery colleges in
London and Nottinghamshire in 2011 (Perkins, R. et al, 2012).
All these recovery colleges were based in a physical building within the NHS trust, in an urban
setting, and ran educational courses about recovery in mental health.
South West London Recovery College have since created a great leaflet about what recovery
means for them, and you can get a great sense of the courses they run and the philosophy of the
work from the websites they have developed in recent years.
From the initial articles I read, I could see both colleges used co-production and co-delivery
models which brought people with lived experience of the challenges of mental illness and distress
alongside mental health professionals, to design and deliver the courses.
Both offered structured courses, co-designed and taught by people who had personal experience
of ‘recovery’, called ‘peer trainers’. The courses aimed to improve people’s self-knowledge and
understanding of mental illness and peer trainers often shared their own ‘recovery’ stories and
learning to demonstrate that change is possible.
Rosie Howell, from Nottingham Recovery College, sums up the approach nicely: “We use education
to help people, rather than treatment. This empowers people to take that knowledge and use it in
the best way they can for their own recovery. We use three main ingredients, which run through the
entire college: hope, control and opportunity.
“By using an educational approach, our students can choose their own courses, work out ways
of making sense of what has happened, and they are able to be in control and manage their own
lives.” (Howell, 2016).
They appeared to deliver courses that:
• Informed people about their condition;
• Taught skills and techniques to better manage or recover from their condition/challenges;
• Provided peer support to enable increased motivation and hope using empathy and validation
to undertake a personal ‘recovery’ journey towards a personally devised set of life goals;
• Improved social inclusion by helping people realise they were not on their own; creating a
sense of community and belonging.
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I felt very inspired by the work of Miles, Julie and the peer trainers and wanted to do something
similar. However, I knew we could not simply pick up this urban model and transfer it to
Gloucestershire and Herefordshire, where rurality and infrequent public transport can make access
difficult. We needed a model that suited our context but drew on all the strengths and learning from
the original projects.
We were lucky that within 2gether NHS Foundation Trust we already had a large number of staff
working in a ‘recovery informed’ way, so we would not be starting from scratch.
When Dr Rob McPherson and I discussed whether a recovery college would work in our rural area,
Rob was supportive of the idea but suggested that, as there was already a co-production group in
place to support the RCT, I go along to meet people and ‘sense check’ the idea more widely.
The group was very supportive of the concept and saw it as a natural ‘next step’ to the work that was
already underway. They challenged me to go away and find a way of operationalising the idea.

Getting our idea off the ground
The next stage included how to find funding and drum up support to give this idea a go. We decided
to do two things. Firstly, we would try to include recovery-focused care in as many of the 21 MH PbR
clusters as possible and make it a feature of a wider piece of transformation we were working on to
create an ‘ageless’ adult mental health service.
Secondly, we decided to submit a bid to The Health Foundation for its Shine Award for Innovation,
to test whether this model could be adapted and spread in a rural setting. The Health Foundation is
one of the UK’s largest healthcare charities and, at the time, was the only national charity promoting
the use of improvement science by giving grants to NHS teams to test new ways of working.
The application form was filled out, signed off by the Chief Executive, and submitted. We crossed
our fingers and hoped we would be successful. In the meantime, we carried on thinking about how
to progress the work; never really daring to believe we would be selected for the award.
In the winter of 2011 we were interviewed by The Health Foundation and learned we had been lucky
enough to secure £75,000 of funding to test this idea. We were jubilant. It was great to have secured
the funding but, importantly, it felt that the assessors had backed our idea and could see its potential,
and that was validating too.
A talented nurse/manager, Tim Coupland, joined the team and really got things moving, and the
co-design of the college started in earnest in spring 2012.
One of the first achievements was to establish a co-design group to ensure the process had
co-production at its heart. The initial co-design group consisted of people with lived experience of
mental illness, carers, a range of brilliant third-sector organisations (Herefordshire Mind, Family
Lives and Artshape), adult education colleagues and staff and volunteers from 2gether NHS
Foundation Trust. Tim set up the programme structure and helped to get the initial stakeholders 		
on board.
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We held sessions where we used elements of the experience-based co-design toolkit to design
what our recovery college could look like and what was essential to the ethos of the college from
multiple stakeholder perspectives. This process took several months but was critical in helping us
understand what was needed, what issues and barriers there were, and how to overcome them
and help us work together to co-create a vision for our recovery college.
Another key experience came when The Health Foundation helped us visit the recovery college
at South West London and St George’s Mental Health NHS Trust. Miles Rinaldi and a peer trainer
gave us a tour of the college and generously shared their experience of setting it up. They told us
what worked for them, but also shared what hadn’t and, most importantly, why. It was an amazing
visit and we came away feeling uplifted. We knew we couldn’t completely replicate their model,
but it affirmed elements that we were determined to keep, namely:
• Having co-production at the heart of the work
• Employing peer trainers
• Using creative approaches to teaching, including working alongside artists,
educators and charities to offer a vibrant education package
There were other intangible elements too that seemed important to try to establish. One was
the atmosphere and culture of the building. It looked very different and did not feel like an NHS
property. It had a lively community ‘buzz’ to it, with people popping in, conversations happening
around sofas over cups of tea, beautiful artwork on the walls, a community noticeboard and a
therapy dog asleep on a chair.
Following this visit the group felt inspired to design a ‘pop-up’ college that we could take out to
people, but which had community roots and actively attempted to build up a virtual connected
‘recovery community’ over time.
We wanted to deliver the Recovery College in educational settings to emphasise that this was not
a traditional healthcare intervention, but was educational in nature. We worried though that using
a ‘pop-up’ approach would lose the lovely atmosphere we had seen at St George’s and the way
that people came on a course and then kept in touch with the college by dropping by.
So, we started to explore how we could design a rural alternative and began to look for suitable
venues and to design ways that people could keep in touch.
Two of our local county council stakeholders were immensely pivotal at this stage, suggesting
we construct the offer to become an adult education course, linking it in immediately with adult
education offers in the two counties.
Sally Lewis (Learning Co-ordinator, Adult Education in Gloucestershire) offered to host the
Recovery College and we were able to book rooms in a venue with great access. This also
meant that all people participating in the college could enroll as students. The co-design group
felt strongly that becoming a ‘student’, instead of being a ‘patient’, a ‘carer’ or a ‘member of staff’,
was a very important feature of our approach, because we wanted this to be about learning the
evidence base and sharing testimony about what practically helps recovery.
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Everyone who enrolled in the college therefore became a ‘student’, with equal status and access to
resources. No differentiation was made between service users, carers or staff, and each person was
equally appreciated for their individual contribution.
Two of the people with lived experience on the co-design group, Keith Coupland and Susie Wild,
both had teaching and facilitation expertise, having run mental health training groups over many
years. Alongside the educational experts, this depth of knowledge about how to convey complex
mental health concepts in simple but effective ways helped us focus on making the curriculum
relevant and to ensure it met the stringent quality standards the county council expected.
Over the next few months the group worked hard to develop an evidence-based curriculum, a
suite of supporting materials, an evaluation framework and an operational plan. This resulted in the
production of a six-week ‘Coaching for Recovery’ course, with teaching materials, handouts and
outcome measures.
In addition to the six-week course, we decided to offer up to three sessions of individual coaching to
each student after the course had finished. We did this because we recognised people might want
support to put some of their learning into practice and that the downside of the ‘pop-up’ model and
not having a permanent physical base was that people did not have a place to congregate or go to
for support once the course was finished. Instead, we offered coaching and designed a website that
allowed students to link through a moderated digital forum.
We also agreed the operational project management, governance and financial structures for the
project to ensure that we worked well with partner agencies and were held to account about the way
we operationalised the co-design and delivery so essential for co-production.
Other key work included designing a website and communications strategy, as we recognised this
was going to be a new way of doing things and, to generate interest and recruit students, we would
have to publicise the work.
We decided to introduce a series of ‘taster’ sessions, open to anyone, to come along and
understand what the Recovery College was and what we were trying to do. This was based on our
learning from the SWLRC visit, where they had explained that some people often came to one or
two taster sessions before they were ready to commit to the full course. They found that this was
a vital way of not only ensuring people knew what they were signing up to, but also helping them
feel more confident and less anxious about going along to the group for the first time, as they had
already met the course tutors.
We have found this step is crucial for our introductory courses; especially for people who have
not studied for a while, believe that being a student is not for them, or those who have literacy
difficulties. It creates an opportunity to discuss any reasonable adjustments that must be made and
enables discussions to be had about worries and anxieties around joining the course. It also allows
the peer trainers to share their experiences of running groups and, as we have grown, gives people
who were once students, but are now volunteers or peer trainers, the opportunity to describe the
impact the course has had on them. This can be inspiring and can motivate people to join in.
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In the set-up phase we also spent a considerable amount of time thinking about how to evaluate
the approach. The Health Foundation funding stipulated an independent evaluation, and this gave
us the opportunity to recruit experts to undertake quantitative and qualitative evaluations of the first
three courses. We developed a quantitative data set and held focus groups to capture the qualitative
impact on the course.

Recruitment
Once the operational model had been co-designed and the educational course completed, we
began to focus on recruitment and training of the peer trainers and the recovery coaches.
The first step was to develop peer trainer, volunteer and coach job descriptions. This was not as
easy as it sounds, as we had to use standard NHS job descriptions and payment scales. Jo Denney
and Jan Draper (Trust Leadership Development Manager) led this work with support from HR and
the training team, see chapter 4.

Implementation
Once we were happy with the form and content of the first Recovery College plan, we wanted to use
a quality improvement method to test whether our idea really was an improvement or not. We used
the IHI Model of Improvement to run three Plan Do Study Act (PDSA) cycles (Langley et al, 2009) to
test, measure and refine the format and materials, running three courses over three months for 50
students. The first PDSA cycle tested the model being delivered in an intensive, immersive way.
This first cohort of 50 students helped us to learn so much, and more than 80 per cent wanted to
stay involved and help us co-produce the next round. Some are now peer trainers and others have
helped to co-produce a range of new courses.
The feedback we received showed people value the fact that the teaching is delivered by people
with lived experience of mental illness; who not only have exceptional understanding of what mental
illness is and the evidence base for its treatment, but also have expertise in self-management
techniques, such as mindfulness and crisis management. This unique blend of academic and
practical knowledge is combined with the ability to inspire others through their own powerful stories
of ‘recovering’.
The evaluation showed people feel the course offers students the opportunity to learn more about
their condition and treatments, develop fresh insights, learn new life skills and gain a sense of hope
that recovery is possible. Students said they had learned how to proactively manage their own care.
They also reported that the Recovery College is a place where people learn from each other each
week, and students often offer each other friendship, support, validation and recognition of each
other’s strengths and attributes. We also realised that active co-production happens every week, as
students and peer trainers take the lead, contribute to the learning and share improvement ideas.
This active process supports continuous improvement.
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We found many areas in which we could improve. For instance, the teaching days were too long,
and people found it tiring. We also learned that while people actually enjoyed the intensity of the
experience, they found it hard when the course ended; feeling a sense of loss that it was over.
For the next cycle we tested a different, less intense, model and ran the course over a greater
number of weeks (n=6), but for less time each week. This second format evaluated well and has
become the default model.
In addition to the strong ethos of co-production running through the model, there was also
something important about how we explained to students that this was a quality improvement
process and that we were really interested in their ideas about what worked and what didn’t.
We held focus groups to collect qualitative data, evaluated each cycle and some of us kept
reflective logs; trying to capture some of the informal learning moments. As a delivery team we
tried to embrace improvement ideas from the student body and, in the end, more than 80 per cent
of people from the first PDSA cycles wanted to stay involved and help us co-produce the next
round. This led to a larger co-production community for PDSA cycles two and three.
We have found that in taking this approach, students contribute to the continuous improvement
process in ways we would never have imagined. Some choose to help by becoming volunteers or
completing training to become peer trainers, while others help to enhance the original coaching for
recovery course or expand the repertoire and co-produce a range of new courses.
The amazing thing about the Recovery College is that the teaching is done by people with
lived experience of mental illness, who not only have exceptional understanding of what mental
illness is and the evidence base for its treatment, but also have expertise in self-management
techniques, such as mindfulness and crisis management.
This unique blend of academic and practical knowledge is combined with the ability to inspire
others through their own powerful stories of ‘recovering’. The course offers students the
opportunity to learn more about their condition and treatments, develop fresh insights, learn new
life skills and gain a sense of hope that recovery is possible. Students learn how to proactively
manage their own care. The Recovery College is a place where people learn from each other
each week and students often offer each other friendship, support, validation and recognition of
each other’s strengths and attributes. Co-production happens every week as the course rolls out,
with students and peer trainers taking the lead and making continuous improvements.
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Results
The results of the Recovery College exceeded our expectations. Ninety-four per cent of the first
cohort of students felt more hopeful; 91per cent felt more self-knowledgeable and had greater
self-awareness; and 82 per cent felt they had gained a better understanding of others.
The individual stories of change have been phenomenal. Many students are back in full-time
occupation or employment. Others have reduced their need for NHS mental health services
considerably. Individual goals and dreams have been met and people’s lives have been changed.
Recovery colleges are co-production at its best. They can be life changing and offer joyous and
deeply moving experiences; where hope, sometimes long buried, starts to beat its fragile wings
and emerge. Jo, one of the students, puts it better than I ever could:

Recovery, by Jo Smith

I’m faced with a choice now,
‘To do’ or ‘to die’,
I find I am willing,
At least just to try,
To take my first steps,
On the journey I face,
Just little baby ones,
For this is no race.
It’s an uphill struggle,
I’m scared I won’t make,
But I push on forwards,
Leave my doubts in my wake.
I’m strong beneath my fear,
I’m beginning to see,
So, it really might be possible,
To achieve recovery.
And without even knowing,
I’ve already begun,
To rise from this wreckage,
Like a phoenix from the sun.
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Reflection on the journey
Looking back on this work I have several reflections. The main one is how important it has been to
have a sense of collective ownership throughout. The Recovery College has been designed and
shaped by our local community. It is unique. You will not be able to, or want to, copy ours; you will
want to create your own, with its own culture, ethos and relevant courses. That’s not to say that
there aren’t elements of the processes and courses that could be standardised and save you time;
or that you couldn’t take some of our ideas and then make them bespoke for your community
(hence why we are all putting effort into creating these digital materials for your use).
The point I am trying to make is that one of the most important elements of this approach is the
combination of content with the way that these resources are delivered, and how you weave in a
focus on continuous improvement of the work through co-production. This approach is what feels
so special to me.
Peer trainers like Keith, Suzie, Heather and Jane, and our volunteers, deliver these resources in a
way which is authentic, meaningful and respectful of difference, using a spirit of open enquiry that
values other people’s experience. We try hard to consciously and willingly share power and learn
from each other and to influence the wider NHS system through disruptive innovations, such as
new types of jobs, new ways of doing things and by writing and presenting together to spread the
message of the benefits of co-production for quality improvement.
My other main reflection is that we could not have done this, or continue to be able to do it, without
a whole raft of ‘doers’ and ‘believers’. The ‘doers’ are the people who willingly roll up their sleeves
to help out; either through paid employment or by volunteering, week in and week out. The level of
intrinsic motivation I witness is incredible; people give an awful lot and go ‘the extra mile’, because
they think this way of working brings benefits to others.
We have also discovered that it brings us joy in work too. The ‘doers’ are cheered on and
supported by a range of ‘believers’. These are the people who, over the course of our journey,
have taken a risk on us and backed our efforts. This includes people from all areas; from the
students who came on the first courses and gave us a chance to prove ourselves, to The Health
Foundation that supported us.
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To colleagues in the Trust and local clinical commissioning group, who supported the initial work
and have since helped to sustain it, and our key stakeholders and partners who have given
support to us along the way. Without this raft of people willing to provide resources, feedback,
constructive criticism, challenge and ambition, we would not have been able to create this work.
My final reflection is one about effort and ethos. The Recovery College is not a thing you build
and then leave alone. It is a naturally evolving combination of a recovery ethos, an educational
approach and a community of people. The way it grows, its culture, the manner in which it spreads
or improves, requires thought, care and attention.
Keith Coupland and I often talk about it being like an ecosystem; something that has a delicate
and sometimes hard-to-define balance that is more than the sum of its inter-related parts. We
note its complexity and the fact that it is essentially a relationally-driven approach to education
that requires regular reflection and sense-making to ensure it is still heading in the direction the
community aspires to.
We have learned to stop and review after each session and check that the materials and the way
we are teaching suits the unique group of individuals who are students on the course at the time.
We constantly adapt and flex to meet the group needs and try to be honest about what works and
what doesn’t.
The ethos of the Recovery College means it cannot be a static product. Each student who
shares their experience or skills adds to our evidence and contributes to the growth of the body
of knowledge. This means we are never done, we are always striving to continuously improve,
and this is a fundamental part of our ethos. We try hard to capture this learning as we go, using
measurement for improvement where we can.

Conclusion
Since this original work, we have carried on running the Severn & Wye Recovery College and,
happily, NHS Gloucestershire Clinical Commissioning Group has funded the work to enable its
sustainable growth (see chapter 7). The college has expanded, and the range of courses has
grown. We have found a way of keeping the recovery community in touch with each other and
many new people have stepped forward to help take on paid and volunteer roles.
The work is included in the mainstream social inclusion support offered by 2gether to patients and
staff and is a key component in the Trust’s organisational approach to recovery led by Professor
Jane Melton at executive board level. In essence, it has moved from being an interesting
experiment to being integrated into the core offer to people in Gloucestershire.
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The same is not true in Herefordshire, where sustainable support for the work could not be found.
This reflects the wider national variation in mental health commissioning within the English NHS.
However, there is hope, as the Government has introduced national mental health strategy and
drivers for England, including ‘No Health Without Mental Health’ (Department of Health,2011) that
acknowledges the concept and importance of personal recovery in mental health, citing it as shared
objective 3.23 on p.22.
“More people who develop mental health problems will have a good quality of life – greater ability
to manage their own lives, stronger social relationships, a greater sense of purpose, the skills they
need for living and working, improved chances in education, better employment rates and a suitable
and stable place to live.”
This work continues to be amplified in other recent government and health publications such as
Closing The Gap (2014) and the NHS England ‘Five Year Forward View for Mental Health’ (2014);
both of which recognise that stigma and discrimination surrounding mental health should be
challenged and that people should have the greatest possible choice and control over the type of
recovery support they are offered.
“High-quality mental health services with an emphasis on recovery should be commissioned in all
areas… we are making sure commissioners – many of whom have less knowledge of mental health
services than they do of physical health services – get the right information about what services are
most effective at helping people recover and what best looks like.” (‘Closing the Gap’, p.10).
The number of recovery colleges across the UK and internationally is growing and Implementing
Recovery through Organisational Change (ImROC) has started to marshal collective learning and
measures (Perkins et al, 2018)
We have played our part by helping to spread the message about this work and, with the ongoing
support of The Health Foundation, made a beautiful film about the work, which has been viewed
more than 50,000 times in its first year. We have also actively tried to share our work at national
and international conferences, and in 2015 we co-authored an improvement paper in BMJ Open
Quality on our findings. Our work has also featured in key documents such as the 2017 King’s Fund
publication Quality Improvement in Mental Health (p.39).
As our philosophy is one of continuous improvement, we know the model we are sharing with you
today will evolve and change. We are sharing it in the spirit in which we created it, hoping that those
that read and use this resource will continue to improve it too.
Let us know how you get on, share your improvements with us and help us to grow the evidence
base for recovery interventions. This is an important point, as we need more robust evidence for this
way of working. In the global context, where the World Health Organisation states that depression
is set to become the leading cause of the global burden of disease by 2020, and where “the burden
of depression and other mental health conditions is on the rise globally” (http://www.who.int/
mediacentre/factsheets/fs369/en/, accessed 2 January 2018), we need to take recovery very
seriously and ensure that we offer the very best solutions we can find that can be utilised
cross-culturally for maximum impact.
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Further resources
To learn more about the project please:
• Watch the film at www.health.org.uk/recovery-college
• Read the co-produced article Coaching for Recovery: A Quality Improvement Project in Mental
Healthcare, Anna Burhouse, Madeleine Rowland, Heather Marie Niman, Daisy Abraham,
Elizabeth Collins, Helen Matthews, Joanna Denney, Howard Ryland, BMJ Quality Improvement
Report 2015, accessible at: bmjopenquality.bmj.com/content/4/1/u206576.w2641
• Visit the Severn Wye Recovery College website for details of courses and events:
www.swrecovery.org.uk
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Chapter 3: Coaching Students for Recovery
By Jan Draper Leadership Development Facilitator
Jan has worked within or contracted with the NHS for 28 years, working with Leaders at National,
Reginal and Local levels. She has a track record of leading large scale change projects and is
considers herself an Organisation and Leadership Development and Performance Coaching
specialist. Becoming an Executive and Performance Coach in 2007, accredited by Strathclyde
University (ILM Level 7 equivalent) Jan has been active in practicing Coaching ever since and has
more recently qualified both as a Team Coach and as a Coach Supervisor. Clients have included
Chief Executives, Directors, Clinicians and numerous other NHS Managers.

Key Learning points
• Coaches who are also therapists or clinicians sometimes find it difficult to differentiate
between the two roles. It is important they do so however in order to give that clarity
to the Student.
• Coaches need no qualifications in psychology or any specialist therapy. It is an advantage
however to have a qualification in Coaching skills.
• Coaches with a particular area of interest such as employment support skills, adult
education skills or volunteering can be matched to students with a goal in mind.
• Students do not usually know what to expect from coaching and may be anxious: a short
session to introduce the idea to the cohort on Recovery College courses has worked well.
• Students are not always ready to get the most out of coaching at the same time and
flexibility about when coaching can be taken up is helpful.
• Our experience has taught us that three sessions of Coaching were generally not sufficient
and four sessions would appear to be more helpful to students.
• In cases where students are not ready to make the best use of coaching this is usually
identifiable after two sessions.
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Introduction
Coaching has been a “buzz” word for some time, the beauty of coaching lies in its depth and
impact. Coaching is as much about the way things are done as to what is done it’s about
unlocking people’s potential and helping them to learn rather than teaching them. To get the best
out of someone implies that there is more within the person waiting to be released. The student
and the coach must both possess a belief that the student has more capability than they are
currently expressing in order for the coach to help them express it (Whitmore, 2005).

Context
Initially when the Recovery and Discovery Colleges were established in other areas, they didn’t
always include coaching support as part of the package. In Gloucestershire and Herefordshire it
was decided to incorporate it as an essential part of the college programme, and make a feature
of the coaching support. The reason for this was that the Severn and Wye College was not
planned to be based in a permanent building and the opportunity for follow up coaching sessions
gave students the chance to continue to receive some support in formulating and fulfilling their
recovery goals after the courses were over. Hopefully the success of the College five years later
combined with the fact that Gloucestershire have commissioned the Recovery College as one
of the recognised interventions for those ‘in recovery’ following former episodes of psychosis, so
proving this inclusion justified.
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The Process from a Coach’s point of view
“Coaching has been offered to students from the start of the Recovery College. Prospective
coaches attended initial training in coaching theories and skills when the Recovery College
was first set up which gave us a good basis of understanding to start from, as coaching was
new to quite a lot of us. Coaches come from a variety of backgrounds – some also clinical,
some not – and at first I was worried that my non clinical background would be a disadvantage,
but actually it isn’t – and it means I don’t think of a person in terms of their illness.” Jackie
Webb Trust Librarian and Recovery
Coaching for students is allocated in the Foundation level module of the Recovery College as the
main Recovering course comes to an end. Students are entitled to four, one hour coaching sessions
following on from the course, spaced roughly a month apart. In the first session, which takes place
on the last day of the taught course, students are given an overview of relevant coaching models
(see below), and then remaining sessions are personalised depending on what each student
prioritises - so some might like to develop goals on a written form, some might like to use a diagram
or tool they have used before in the College, and others might just want to talk. The stairway, bridge
and ladder models are referenced in the Recovery College Workbook available through this website
and are all used by students.
The nature of the goals varies depending on where the student feels they are in the their recovery:
some are starting to think about SMART goals related to further learning and vocation but others
may want to think about completing small activities of daily living or consolidating their thoughts
around their recovery and ownership of it using their coaching sessions to do this. All are equally
valid. As coaches we have examined problems as they arise, and hopefully help the student to come
up with solutions.

The Evidence Base
Our Recovery college uses two main models of practice.
The GROW model of coaching developed by Sir John Whitmore and associates (1992, 2005)
provides a framework for coaching sessions and helps coaches ensure the following
(Sheather, 2018):
• Ensure the time is being spent on mentees’ goals
• That goals are explored
• Mentee’s self-awareness and awareness is raised
• Solutions, actions and activities are agreed
• There is commitment from your mentee to progress their development
If you would like to know more about the GROW model the following websites have more detail
about the process: https://www.performanceconsultants.com/grow-model and
www.elancoaching.co.uk
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GROW stands for
G - Goal setting for the session as well as for the short and long term
R - Reality checking to explore the current situation
O - Options and alternative strategies, or course of actions
W - What is to be done, when and by whom and the will to do it.
Our second model originates from the Solutions Focused Approach (Jackson and McKergow,
2006). The OSKAR coaching model is a powerful framework to help your coaching sessions focus
on solutions rather than problems. Here is a brief description of the different stages
1. OUTCOME
• What’s the objective of this Coaching?
• What do you want to achieve today?
2. SCALING
• On a scale of 0-10 with 0 being the worst it’s ever been and 10 being the preferred future,
where would you put the situation today?
• You are at ‘x’ now, what have you done to get this far?
• How will you know you have got to ‘x + 1’?
3. KNOW-HOW & RESOURCES
• What helps you to perform at ‘x’ on the scale as opposed to 0?
• When do you experience the outcome – even a little bit?
• What did you do to make that happen? How did you do that?
4. AFFIRM & ACTION
• What’s already going well?
• What is the next small step?
• You are at ‘x’ now, what would it take for you to be at ‘x+1’?
5. REVIEW
• What did you do to make that change happen?
• What effects have the changes had?
• What do you think you will change next?
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We view coaching as a skill and the aim of this chapter is not to teach you how to coach. However
our Trust in common with other NHS Trusts has developed coaching as part of our leadership
programme and it is through this trainee route that many coaches (most of whom are not
clinicians) have come to the Recovery College. Coaches appreciate that it provides an opportunity
to undertake a different type of coaching to staff coaching and mentorship and have joined the
staff bank to provide it to students in a legitimate way through the Trust.
What we do recognise is that taking a coaching approach can support recovery empowerment
and self determination. The Severn and Wye Recovery College was built in part on the work of
the REFOCUS research study in which the Trust was a participant site. The manual the research
informed which is cited here (Bird et al 2014) is aimed at looking at what working relationships,
practices and implementation strategies are of most benefit to service users in supporting their
own recovery and identified that coaching was an important part of Goal Striving Activity
(Chapter 5).

Processes and Methods of Coaching
Over time we have found that students are often initially anxious about coaching and don’t really
know what to expect. We have adapted for this by the coaches being given an orientation slot
with students early on in the course the coaching follows. This allows us to introduce the coaches
themselves, coaching as opposed to clinical support and to outline what students can expect from
it. It also enables students to express a preference about which coach they are allocated to, for
example one who has knowledge about employment as a goal. This may also be important in
terms of personal characteristics such as coach gender for some students. The main points from
the handout that accompanies the orientation to coaching are reproduced below:

Introduction to the Coach presenting and any other Coaches present
1. What is Coaching? Coaching is a series of conversations to help you to set achievable
goals for your recovery. You won’t be told what to do, or have ideas put into your head.
Your Coach will help you to work out for yourself what goals you feel you want to achieve,
and realistic targets for working towards them.
2. What Coaching isn’t? It most definitely isn’t Therapy or Counselling.
3. Where will we meet? After our first meeting, which will be on the final day of this Course we
will either meet in a public or community place where you are comfortable or at a
Trust location.
4. How many times will we meet for Coaching? Up to 4 (once a month) for an hour each
time. If you aren’t able to attend you need to let the Recovery College Administrator
know at least 2 days before to defer to another date, otherwise you will lose the session.
5. I would like Coaching but am not ready yet … that’s ok you can ask for Coaching to be
deferred until the next Cohort in a few months’ time.
6. If after the first meeting (or at any time) you don’t feel you can talk to your allocated Coach,
you can contact the Recovery team to request another. You can also request a specific
gender of Coach if you have a preference.
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7. What happens after the Coaching 4 sessions? You have the option of being allocated a
Buddy from the Family Lives organisation (this will not be the same person as a Coach).
This Buddy can help you to keep on track with achieving your goals. gender of Coach if
you have a preference.
Part of the governance of coaching is the element of lone working, and which venues are suitable
as our Recovery College does not have a permanent venue – NHS premises, a room booked in the
community venue the student did their course in or quiet coffee shops are the norm depending on
the preference of the student. Unless the student expresses a strong preference for a clinical setting
we try not to use these to make the distinction and emphasise “moving on”.
We also offer both coaches and students the opportunity to postpone the coaching if the student
isn’t in the right place for it exactly at the end of the course they have done. There are also still some
questions over how coaches and students are paired up – student preference, or not – and I’m not
sure if we’ve yet found a satisfactory way of dealing with this. Currently the peer support worker, who
has had a chance to get to know students and their goals well, is responsible and students are able
to change coach if they are allocated someone they cannot work easily with. Coaches are asked to
complete a reflective piece about each coaching session and our template for this can be seen in
Appendix 1. This provides an opportunity to record what happened in sessions useful for supervision
and in preparing for the next session.
We meet a lot of people, all with differing life experience and expectations: we try and develop a
rapport with all students and support them in achieving their personal goals through the coaching
sessions. On the whole, feedback is good, and we hope students continue with their plans to do the
things that are important to them long after the coaching has finished. The students are requested to
evaluate their experience on completion. Jane, now our College peer support worker, writes of her
experience of receiving coaching in the Recovery college:
“My own personal experience is that the coach helped me realise how resilient I am. When
you have been unwell for some time, you forget past achievements and that you can bounce
back. The coaching is often quite different from counselling sessions or visits by mental health
professionals. Coaching is congruent with the recovery approach in focusing on the student’s
strengths and self-determined goals rather than problems, symptoms or deficits.”

Supervision for Coaches
“Supervision is a place where a living profession breathes and learns …. Supervision
can be an important part of taking care of oneself, staying open to new learning, and
an indispensable part of the coach’s ongoing self-development, self-awareness and
commitment to learning.” Hawkins and Shohet (2000)
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The standard for coaching support in the local Recovery College governance Framework states that:
“Coaches are accountable to the Recovery College Lead but they also receive educational and
mentoring from the Leadership Development Manager (LDM) The LDM sessions promote reflective
practice, provide support and opportunities for critical appraisal of the coach’s skills. Client’s
personal evaluation of the coaching sessions will also be used by the Recovery College Lead to
evaluate interventions and inform individual and organisational developments.
Coaches will be offered group support sessions with the Leadership Development Manager 3 times
annually twice per cohort and at least one of these sessions will be run jointly with the Recovery
College Lead. Student feedback and evaluations will be reviewed promptly and any concerns will be
immediately addressed by the Recovery College Lead in Liaison with the Leadership
Development Manager.”
The Coaches therefore receive group supervision with an experienced, qualified Coach/Supervisor
(the LDM) as a minimum twice per college cohort. To be precise a coach provides a student with 4
one hour (per month) sessions of coaching and receives a minimum of 2 supervision sessions within
this duration. One to one supervision is an option if requested by the Coach but generally, the
benefit is perceived to be in the sharing of experience and learning from each other. Hawkins and
Shohet (2000) describe the Seven Eyed model of supervision and this appears to work well in
this context.
Supervision stops the Coaches from feeling they are working in isolation and gives them the chance
to air their concerns and develop practice. It is an expectation that coaches will usually attend the
supervision and those who are not able to do this are not able to continue coaching as we view
supervision as one way of maintaining quality on the course. The governance framework for the
college also states that all those involved in delivering Recovery College should have the opportunity
of support and development and this is how it is delivered to coaches. Figure 1 below illustrates the
supervision structure for Recovery College contributors including Coaches.
Figure1 Recovery college support structures
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Experts
by Experience

Reflections and evaluation:
We could perhaps have paid more detail to evaluation from the beginning of the process,
qualitative as well as quantitative from the students’ perspective.
Future Coaches will only be recruited if they have a certified qualification and preferably not have
a current experience with students in a therapy role. Keeping the roles separate has been quite
difficult where there was an overlap between Recovery College coaching and a clinical role.
Whilst there is nothing wrong with adopting coaching within a clinical support role (and in fact
the Refocus manual recommends this as a helpful stance for clinicians) the roles became more
blurred for both parties where clinicians who were in coaching roles were allocated students they
were not clinically involved with. We do not allocate a clinician-as-coach where the clinician is
involved clinically with the student.
A process for students being offered coaching could attempt to be more rigorous in ensuring that
only students who are ready to make use of the benefits of coaching choose to take it up as part
of what the recovery college can offer. However the risk is this may become exclusive and usually
depends on the motivation and judgement of the student.
Students have used coaching to progress their recovery in a number of ways. Coaches reflect on
what the students have been supported to do.
Choose some things coaches said students have done and put them in the empty speech
bubbles.

“felt able to approach my
boss and plan my return to
work after a long absence”

“Started a Yoga Class“

“able to give a talk to a group”

“able to walk into town
without panicking”

“Felt brave enough to
make a bus journey”
“Got the confidence to
apply for a job”
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Conclusion:
The support of a Coach for students in recovery can add value to the experience of students
undertaking the experience of attending the Recovery College, Next Steps programme. However,
it is important that consideration is given to whether further support to follow is required and the
students are essentially not abandoned at the end of four one hour sessions. This is seen in the
facilitated handover to the support offered by partner organisations, which may be better placed
to pursue once coaching is coming to an end. Some are further described in Chapter 9 the
Importance of Partnership Working but a further example mentioned above in the orientation to
coaching session questions is described briefly:

The Family Lives Buddying Scheme is commissioned by Gloucestershire Clinical
Commissioning Group to offer support to people who are in recovery from a mental health
problem. This can include helping someone to pursue a goal they have started or identified
during coaching or Recovery college, or can be something new. The buddies are trained
volunteers, some of whom have their own lived experience. The scheme therefore offers two
opportunities to Recovery College graduates as some feel ready to explore a voluntary role
as a buddy and others identify a need for some further practical support from the buddy.

It is vital that the coaching support element is flexible enough to lend itself to the needs of the
student at any time of meeting. This may on occasion require a deferral of the coaching sessions
were the needs of the student require it.
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Appendix 1: Coach self-evaluation and reflection

Recovery Coaches self-evaluation/personal reflections
Name of Coach:
Name of Student:

Frequency & number of meetings:
The next section is for your reflections on each session. You should consider the following;
•
•
•
•
•

What went well
What didn’t go so well & why
Did you follow any particular model eg GROW or OSKAR
Did the student have an ultimate goal
Did you agree actions for the student to work on between sessions

NB. You are not being asked to divulge personal details from your Coaching conversations.

Meeting 1

Meeting 2

Meeting 3
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Meeting 4

Any feedback you may have received from your Student:

Finally:
• Overall, how much do you feel the Student benefited from Coaching?
		
Very much		

A little

Not at all

• What further support if any, do you feel the Student may find useful?
• Where you offered Coaching Supervision?
• Did you access Coaching Supervision? If No, please explain your reasons.

Thank You
Please return this completed form to the Social Inclusion Office
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Chapter 4: Developing a Recovering Programme –
it’s a journey not a destination!
“Did you know that the word ‘journey’ means the day’s work, so my recovery journey is travelled a
day at a time!” Martin, a Severn and Wye Recovery College student

By Keith Coupland and Susie Wild
Keith Coupland
Keith Coupland is a retired Nurse Consultant. He lives and works on a small farm. He lives with his
partner Vicky, and they share their house with three persons experiencing psychosis. Vicky and
Keith have five children and nine grandchildren between them. Keith has experienced mental illness
several times in his life, including psychosis. He continues to take medication. However, Keith is very
interested in how persons can overcome mental illness and mental distress following the considerable
help he himself experienced. He has taught recovery and resilience for many years and has been with
the Severn and Wye Recovery College since its inception.
Susie Wild
My name is Susie and I have been helping to facilitate the Recovery College since it first started.
I am a service user and suffer from psychosis and an identity disorder. I became unwell as a
teenager so have really known nothing else. I myself have learnt a lot from the Recovery College
and have grown in confidence and an understanding of parts of my illness, and if I can help by
talking through my experience and helping someone to gain hope and understanding then I have
achieved my wish for the day.’
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Introduction
This chapter will discuss the origins and development of the Recovery courses at the Severn and Wye
Recovery College. The college and its courses were developed through a team approach with coproduction at the heart, promoting an evolution of the courses based on experience and feedback.

Key Learning points
• The college needed a multidisciplinary approach with essential educational support provided
by Gloucestershire Adult Education. Having a core team allowed the evolution of courses to
be incremental rather than chaotic.
• The peer trainers and tutors needed (and received) teacher training and supervision.
• Co-production is at the heart of the evolution of courses.
• A ‘pop up’ college has some advantages in being more accessible to students in
our rural setting.
• The venues for a ‘pop up’ college were not clinical but educational (they were colleges,
museum, community learning centres and art centres).
• Conversely, a lack of a physical college base means that there is no drop-in facility, although
there has been little negative feedback about this.
• The introduction of coaching is the single biggest innovation and has very good feedback
from students.
• Peer facilitators with experience of recovering from mental illness/distress are the
keystones of the college.
The Severn and Wye Recovery College began in 2012 when the Trust won an award from SHINE,
a part of the Health Foundation, with a remit to promote innovation in service user involvement.
The innovative element that gained the funding was to develop recovery coaching as an integral
part of the Recovery College experience. As a key component of Recovery colleges is that they are
led by peers the author (Keith) and his associate (Susie) were contacted to develop and provide
the teaching programme. Both have remained involved as tutors since that time and the chapter
describes the iterative nature of the programme’s development and discusses what has emerged
over time to be most helpful to students on a recovering journey.
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Context
Keith is a mental health nurse with 30 years of experience and has been developing and teaching
recovery focused programmes for many years and has his own lived experience of recovering.
Susie is a peer trainer and service user. Her teaching practice started when she was working to
explore recovery-focussed work, especially for women, with Vicky Macdougall, a senior social
worker. This gave Susie the confidence to share her experiences, firstly at local presentations and
later on BBC radio.
Susie agreed to work with Keith and together taught recovery-focussed approaches, especially for
psychosis. They also worked together to develop the Severn and Wye Recovery College pilot, with
Susie suggesting the slogan ‘knowledge is power’.
Keith had retired early from his job as a Nurse Consultant because of a head injury and mental
illness/distress, through which he had experienced anxiety, depression and psychosis. Keith
continued to teach on a part time basis, often with Susie.
Keith also worked for the national training organisation Associated Psychological Therapies (APT).
Will Davies, the founder and CEO of APT invited Susie and Keith to contribute to a Realising
Recovery and Resilience course, with the forensic nurse Mark Charney as the other contributor.
Keith then taught this course around the country. An important element of the course is service
users’ experiences, with video clips of internationally well-known speakers such as Patricia Deegan.
The previous development of this resource, and that it lent itself well to adaptation to a mixed group
of learners including service users meant that in the first year the Recovery College purchased
Realising Recovery and Resilience (with Keith as the tutor) from APT. The main change in emphasis
came in the style of teaching rather than the course material (giving more time for reflection on
personal experience without losing the evidence base).The course gained good feedback and
included advantages such as an inbuilt workbook, evaluation and outcome measures helpful to a
new and time limited venture.
The experience of two local service users also contributed to the initial courses. The first, Phil
Reid, overcame serious mental illness, unemployment and dyslexia to achieve a university based
Registered Mental Nurse qualification, over a period of ten years, eventually becoming a deputy
manager of a rehabilitation unit in Cheltenham. Phil continues to be an inspiration to all who see and
hear his story through two videos he made, ten years apart, some of which can be viewed in the
associated workbook. Phil attributes his success to the hearing voices group that ‘held’ him and the
continued support of his Community Mental Health Nurse.
Phil’s recovery was also inspired by reading a book by James Stacey, that showed that the power of
prayer could initiate recovery, a concept that fitted with Phil’s beliefs (Stacey, 2004). We incorporated
the themes that Phil discovered, inspiration, long term planning and good supportive relationships,
into the recovery college curriculum.
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Another service user from Gloucestershire, Tim Cuss, was instrumental in forming a new view of
recovery as an everlasting cycle of learning, which he modelled on a ‘slinky’ toy, which, if viewed
straight on appears to be a series of rings, analogous to a pile of vicious circles, going nowhere, yet
if viewed from a different angle is clearly a helix and if the helix is followed around the loops it moves
forward. Tim felt his life had moved from vicious circles to moving forward, even though it was slow
and yet every turn was an opportunity for learning.
Tim emphasised the power of taking responsibility for himself and others, moving from dependency
to interdependence. He took over bee keeping from his father, who became too ill to look after them
and explained how bee keeping became central to his recovery, because of the mindful care he took
of the bees, the study involved in understanding beekeeping and the sense of being responsible
for their welfare. He worked with other beekeepers and won the best honey in Gloucestershire
competition. Tim presented his ideas in a book chapter and at several conferences
Through meetings set up by the Project Manager the stakeholders from Gloucestershire and
Herefordshire came together, including service users, carers, Herefordshire MIND and the
representative for Adult Education in Gloucestershire (this development can be cross referenced in
chapter 2). A key feature of their support early on was providing an excellent base for the recovery
college, which was one of the beautifully restored Victorian dock warehouses in Gloucester Quays.
All the members of this steering group were important to the success of the Recovery College.
Another early consideration in the lifetime of the college was who the courses were for. Originally
the focus for recruitment was intended to be learners who had experienced psychosis and their
supporters, although this changed very early on in the process. Peers indicated that this model was
not inclusive and adhered to the medical model of recovery that Recovery College often challenges.
As the course has developed it is now open to everyone eligible under the funding arrangements
with a mental health connection and people who have been clinically diagnosed with a range of
mental health problems have attended. The course also makes reasonable adjustments for those
who need them and always takes place in accessible premises.

Evidence base and Policy background
Recovery focussed concepts and interventions
The evidence base for recovery focussed interventions is building through initiatives such
as REFOCUS (now in the second edition)(Bird et al., 2014), which provides a manual on the
important aspects, from a practitioners’ point of view, of the value base and behaviours that
lead to a recovery focus. The manual promotes coaching rather than counselling as a preferred
style of helping interaction, as it focuses on developing user focussed goals, rather than curing
practitioner-defined deficits.
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The same group of authors surveyed the literature on what led to recovery from a service user view
(Leamy et al., 2011), which gave rise to the CHIME acronym for the themes (Connecting, Hope,
Identity, Meaning and Empowerment). Both coaching and the CHIME approach to the Severn and
Wye Recovery College have informed the development of the recovering programme substantially.
Courses are also influenced by the Positive Psychology movement (Seligman, Rashid and Parks,
2006), that focuses on how some persons in the general population achieve wellbeing despite
adversity. Generally, the positive psychology movement is critical of mental health services being
focussed on mental illness despite their name suggesting otherwise. The focus on abnormality,
deficits and the aim for removal of symptoms, characterises the mainly medical model that services
provide. The positive psychology movement are paralleled by a social work movement based on
strengths rather than deficits, with one of the leaders, Charles Rapp, co-authoring three editions
collecting the evidence base of the Strengths Model, with fellow social worker Richard Goscha
(Rapp and Goscha, 2012). The research from the strengths model is an important underpinning for
the recovery college.
The Recovery college co-production group was also interested in developing a values base for the
work and used an acronym, VAT, to show how Values led to Actions and Thoughts (Whitelock and
Perry, 2014). The primary values are about helping people to understand their experiences, through
respectful and active listening.
Rapp and Goscha (2012) list 9 sets of ‘hope inducing behaviours’ that put the VAT approach
into action:
1. Building hope through caring ‘instruction’
2. Treating people with respect
3. Focusing on the positive
4. Celebrating accomplishments and success
5. Being there for the person/sticking with them
6. Helping people work toward the goals that are important to them
7. Promoting choice
8. Promoting education and learning
9. Promoting a future beyond the mental health system
(The italics emphasise the values in each of the above statements).
Each of the above broad aims has up to twelve specific values and behaviours. The Recovering
programme uses these ideas to try to provide a safe and encouraging atmosphere for learning to
take place.
A sentence that contains the concepts might be: ‘Recovering is a process that builds hope for a
positive future by learning to accomplish our own chosen goals, through a respectful relationship
with mentors, who are there when needed, yet promote our own ability to succeed’.
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Another influential text that integrates recovery values and actions is by Davidson et al who make
the distinction between recovery from illness to wellness, which suggests a linear path to a symptom
free condition, compared with being in recovery, an on-going process of taking responsibility to
achieve the best quality of life despite ‘symptoms’ (or experiences) and deficits (or difficulties)
(Davidson, 2009) a process that is likely to convoluted rather than linear.
Peer trainers are also aware of the importance of giving and receiving help, the relationship of
mutuality and how important this is in recovery (Loat, 2011). The teaching team do not believe that
individuals should be left alone to find their own recovery, in isolation but that systemic support
in services, education, employment, housing and supportive legislation are also required, when
needed by the person and their supporters, all of which are forms of social justice (Ozbay et al.,
2007; Beresford, 2016).
The evidence base for Recovery Colleges in themselves, as being helpful agents of change, was
not well researched before we started the course but is now developing apace. The college was
initially informed by a guide published in the series of monographs by ImROC, No. 1. Recovery
Colleges, by Rachel Perkins, Julie Repper, Miles Rinaldi and Helen Brown (Perkins et al., 2012).
The authors make many recommendations including:
Recovery Colleges use an educational and not a therapy model. The emphasis is on a change in
the traditional relationships between those with a professional and those with a personal experience
of mental health problems. Professionals develop more of a coaching role, facilitating the recovery
of those with personal experience by being ‘on tap’ rather than ‘on top’. Those with personal
experience choose what courses to attend and these courses are open to all.
1. The courses are co-produced between those with a personal and those with a professional
experience, usually in further collaboration with educationalists. We have steadfastly
maintained this through each development of courses.
2. There is a physical base for the college where research can be conducted between courses.
We have not achieved this. We have used the concept of a “Pop Up” college, with courses
being run from local colleges, adult education centres, museums and libraries.
3. The college is a place of education not a day centre. People meet at each centre to work on
a course but we have developed ‘Recovering Communities’, led by peer facilitator Jane
McGraham to allow for continuity. One of the recovery college students, Michael, set up an
opportunity for students to meet on a monthly basis in Herefordshire, which has also been
very successful.
4. All are invited, service users, carers and practitioners. We are open to all.
5. There are personal tutors who help with choosing courses and links to other facilities that aid
recovery. We developed the role of a coach rather than personal tutors. However, coaches are
not asked to deal with academic issues with the students, so this is an area we might revisit.
6. The college is not a substitute for traditional services. We do not offer therapy for students but
the experience of Recovery College is often described by students as therapeutic, usually
through the sharing of experiences and feeling connected to fellow travellers on the
recovery journey.
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7. Neither is it instead of mainstream colleges and in fact may lead to further study at the
mainstream colleges. We have strongly recommended attendance at other college courses.
Another route to further courses has been through Adult Education Gloucestershire, where
some students have excelled in short courses and one student was the ‘student of the year’.
8. The principles of a recovery approach are maintained at all times, in relationships, language
and marking of achievements. We strive to achieve these very important goals. We aim to draw
out the strengths of students and encourage students to contribute to the curriculum either
informally through discussion or by giving presentations.
Lastly we made use of a compendium of recovery research collected by Craig Wagner
(Wagner, 2016) and offering a wide range of non-medication interventions.

Process and Method
This section of the chapter describes the development from reliance on pre - existing courses to a
locally tailored and co-produced recovering course.

Course Content, phase 1
The first part of the Recovery College course examines the rise of the recovery movement and
how recovery has moved from being defined as an absence of symptoms to being active life
management, with or without symptoms (Anthony, 1993). Recovery is a process, (recovering) and
has changed from being determined by mental health experts (focussing on disability and cure) to
being more self-determined and peer taught (Pickett et al., 2010).
We used the idea that others can be a source of hope for ourselves even when we have lost it for
ourselves and become a ‘holder of hope’, one of the central ideas of the inspiring work of Helen
Glover (Glover, 2012).
We used the acronym PERMA, which was borrowed from Seligman’s book ‘Flourish’ (Seligman,
2011). PERMA stands for: Positive mood, Engagement, Relationships, Meaning and Achievements.
The course helps students to access these PERMA categories through discussion, real life
examples and planning for the students to achieve them.
The APT course discussed above uses behavioural approaches to help the students improve their
‘self-talk’ (the internal dialogue that is often derogatory in those that experience mental distress),
by becoming more positive and clear about goal setting. The course borrows from Will Davies’
RAID course (Reinforce Appropriate (positive behaviour) Implode Destructive (negative behaviour))
(Davies, 1993) by allowing the students to see that some behaviour, that might on the face of it, or if
viewed in isolation, seem negative but are actually steps forward. So, for example, self-harm might
be a step forward if previously the person had suicidal intent. Shouting instead of self-harming might
be a step forward.
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The scene is being set for practitioners, in the first place, to become ‘relentlessly positive’ in their
attitude, hopeful in outlook and seek signs of forward moving behaviour no matter how small. We
used a simple device of a ladder to show the steps up toward a service user chosen goal. This was
called the RAID ladder after the RAID course but one of the students changed the acronym to stand
for Realising and Achieving our Innermost Dreams. On our course we also asked carers and service
users to adopt this stance of looking for any signs of positive behaviour. This developed a great deal
of discussion between service users, carers and practitioners, who were all students on the course.
the course used Goal and Action Planning sheets to show that Realising and Achieving Innermost
Dreams often means that other sub goals must be achieved.
A real life example of sub-goal attainment:
Bob wanted to become more independent and connect with others, two powerful values, which he
wanted to achieve by owning and driving his own car.
In order to do this Bob had to save money, in doing so he stopped smoking and started to plan
his finances. He also had to study to pass the driving theory test and this involved being careful
not to jump to conclusions and reflect on his thoughts and behaviours, before answering, a kind
of metacognitive process (Lysaker et al., 2013). He exercised daily to enable him to feel fit. He
organised driving lessons, which meant conceding that he needed help to achieve his goal. In
meeting his goal he necessarily met many of the goals a practitioner may have set for him, such
as goal setting, finance management, metacognitive processing, health and well being, which, in
isolation, might have seemed meaningless to him.
All students found this a very useful way of conceptualising and actualising goal setting.
As the Recovery College evolved and gained further funding we had time to design new courses
by co-production between service users, carers and practitioners, an essential element of recovery
colleges (McGregor, Repper and Brown, 2014).

Course content, phase 2
The second group of recovery college courses were somewhat linked to another ready made
‘package’, this time an American course, Pathways to Recovery (PTR) that had been running since
2002, authored by Priscilla Ridgway and colleagues, and co-produced by service users/consumers
from the Kansas region (Ridgway et al., 2002). We provided a copy for each student and followed
the facilitators’ guide by Lori Davidson and colleagues (Davidson et al., 2002). The books are
accompanied by a co-produced daily reader, The Trail is the Thing (Davidson et al., 2010) which we
also provided to each student.
These books and the guided course had demonstrated good outcomes and the evaluators said
“Findings revealed statistically significant improvements for PTR participants in self-esteem, selfefficacy, social support, spiritual well-being, and psychiatric symptoms”. (Fukui et al., 2010). The
researchers evaluated the American Pathways to Recovery course with a comprehensive battery
of measures: The Rosenberg Self-Esteem Scale, the General Self-Efficacy Scale, Multidimensional
Scale of Perceived Social Support, the Spirituality Index of Well-Being, and the Modified Colorado
Symptom Index were employed as recovery outcomes.
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We adapted the course as best we could into five full days but as facilitators/peer trainers we
became concerned that we were not doing the course as originally planned by the authors, who
intended it to run for a couple of hours a session once a week for around 26 weeks. Locally, students
enjoyed the course and had plenty of material to read after each day but fed back that aside from
the differences in intended format there were also cultural differences, and that they would prefer
bespoke learning materials.

Course Content, phase 3
We eventually adapted the course again; retaining the daily readings from The Trail is the Thing
book, again provided for each student. This time the peer trainers wanted to focus each of the
five days being around one of each of the themes that arose from Mary Leamy and colleagues’
CHIME acronym, Connecting, Hope, Meaning, Empowerment (Leamy et al., 2011). This course
was designed as a foundation course in recovery and was a step on from merely teaching the
CHIME model.

Course Content, phase 4
The course has run with this format for several years, with a follow on course called Next Steps
2
gether, three days in length. The follow on courses attracted nearly 100% of the students from the
CHIME-based foundation courses. The Next steps 2gether course was a more in depth exploration
of three major overarching themes arising from the CHIME course, that is mindfulness, resilience
and personal storytelling (or narrative approaches to recovery).
The subthemes for the resilience part of the courses came from Southwick and Charney’s work
on resilience and one of the students made up an acronym to cover the themes described in the
book: MAPFORMESS.
MAP FOR MESS stands for:
• Moral compass, to lead the way on the journey, based on your own values.
• Affective flexibility, emotional and cognitive flexibility, a wise mind approach.
• Physical fitness allows you to be able to journey and helps brain function.
• Facing fear and thereby building strength, rather than avoidance.
• Optimism (that is realistic), leads to a hopeful outlook.
• Resilient role models show us the way.
• Meaning and purpose is found in past, present and future.
• Emotional and mental fitness, to feel up to the task.
• Spirituality is engaged as part of being human.
• Social support, interdependence not just independence
(Southwick and Charney, 2012).
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Course content, phase 5
Recently The course has developed yet again by joining the two courses together to make an eight
day course called Journeys to Recovering. This course has additional material on good physical
health both developed by students who attended the course themselves. It is the course reflected in
the Journeys to Recovering Workbook we have produced.
The process for attracting students has also undergone some changes over time. The audience for
the taster sessions includes service users from community and inpatient settings as well as carers
and practitioners. Enrolment at the College can be initiated by the student or suggested to service
users and carers by practitioners so all are welcome at this foundation module activity. Recovery
College taster days allow prospective students to preview the course and some of the exercises
used on the course such as brief mindfulness and gratitude diary sampling. The most powerful
element seemed to be the brief stories of recovery given by co-facilitators or past students of the
course. A typical timetable for a taster session can be viewed in Appendix 1.
Arthur Frank suggests that persons in chaos struggle to form their own narrative as they are
crashing through each of the present tense assaults of their lives (Frank, 2013 preface to 2nd
edition). Yet the telling of these stories seemed, in themselves, to have a settling and inspiring
influence on prospective students. Franks continues by quoting Broyard ‘it may not be death we fear
as much as the diminished self’ (Broyard, 1990). The stories helped prospective students to feel
understood and valued, whereas mental illness and distress and often the treatments, made them
feel diminished in various ways, according to feedback and conversations.
In the early phases of the programme qualitative evaluation demonstrated that some students would
have liked there to be a stage of “readiness” identified by tutors that prospective students would be
required to have attained before enrolment. In further exploring this through co-production the risk
to self determination and to relying on a medical model of recovery to identify a stage of readiness
were identified. A less structured strategy of including more about when a student was likely to
get most out of a course in the taster sessions was agreed and the following points are raised as
positive indicators:
• Ability to reflect on your own experience
• Being able to listen to each other
• Feeling able to share a little of your own experience
• Feeling ready to give something new a go
• Being able to pace yourself (maybe trying a shorter course or a motivational course first)
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Space Days
An integral part of the Journeys to Recovering courses are the “space days”. The original course
designers were keen to build in dedicated time for creativity and progression and this became the
“Empowerment” day in the course - space for exploring creativity and forward planning. Artists and
poets lead sessions designed to provide alternative ways of supporting recovering whilst county
providers of activity designed to complement recovery goals are present, including peer mentoring
opportunities, further educational attainment, vocation and volunteering. For example the Family
Lives organisation offers opportunities at space day both to request a “buddy” to continue support
after coaching but also to train as a ‘buddy’ to support others after leaving the recovery college if this
will help your recovering goals. Jane McGraham, Recovery College Peer Support Worker writes:
Originally the idea was that students were given the opportunity to play, create and enjoy
in a practical way, so that it is not all about cognitive study, but doing things as well, and
doing them together. To start with the days were led by crafts persons who led a guided
activity. There were also talks that you could just sit in and students were asked if there
was a recovery related subject they would like to tell others about.
Now there is more focus on facilitating progression. We invite organisations to come and
speak to the students about courses and other opportunities that students can get involved
in. These range from Adult Education, Independence Trust, Artlift, The GEM Project (Going
the Extra mile), Gloucestershire Wildlife Trust, Expert Patient Programme, Learn Direct
and other organisations. Sometimes students will just listen and then sign up to courses at
the end of the talk, and sometimes they will take part in a guided activity to give a flavour
of the opportunity, or take part in a creative session.
Another important part of the day is to take part in a craft activity based around the CHIME
acronym. Students are encouraged to create cards that they design, which they can take
away with them, to remind students what they have learnt during the course. The Tutors
and peer trainers also make the cards so that we are doing it together. This is also an
opportunity for students to socialise and generally take some time out.
Timing the delivery of the courses has also changed over time. The timetable followed a Plan Do
Study Act cyclical (Deming, 1986) model of evaluation initially and experimented with half and full
days. There was an initial perception that the ability to concentrate for a whole day was difficult
for many of the students. The way that mental distress and medications might interfere with the
ability to learn was discussed using the acronym from Keshavan et al, SMARTS, that is cognition in
psychosis affects:
• Speed of processing information
• Memory, both short and long term
• Attention in all its forms (including arousal, sustained, focus, divergence)
• Reasoning, especially the proneness to jump to conclusions and jump to perceptions Tact,
the ability to process social information, especially empathy
• Synthesis, the ability to pull together different aspects of cognition for everyday tasks
and interaction (Keshavan et al., 2010).
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Although the emphasis is on cognition, in reality affect (feeling and mood) plays an equally important
part in the ability to learn (Gumley et al., 2013). In actuality students appeared to cope well with
courses running for a whole day per week, although the option remains to run a longer course of half
days, and students have often surprised themselves at coping with this.
Some students from inpatient settings came with a staff member and where possible we asked for
the same staff member each time, who then enrolled on the course. This was successful for several
students who felt it was important that the practitioner who came with them was engaged in the
same task rather than just a taxi service. For one student, attending with a staff member from a low
secure setting, it led to a student of the year award.

Reflection on the process
Reflecting back on more than four years of Severn and Wye Recovery College we peer facilitators
have a sense of excitement that so many students said they benefitted from the course.
Early on meticulous planning and project management support helped the course develop
momentum. The Adult Education venue at Gloucester Quays was described as ‘grown up’ and the
staff being ‘welcoming and valuing’. The venue was well equipped with good quality furnishings and
quote “excellent fresh coffee and refreshments!”
The strategy of beginning the college with ‘taster days’, which provided information about the course
to a wide range of attenders, and an introduction to the peer facilitators, with Susie’s contribution
being particularly inspiring. She described the appalling trauma of her childhood, her serious mental
illness and addiction and how her subsequent support had helped her to become a competent peer
facilitator and trainer.
Susie also spoke of the impact of study in bringing a focus back into her life that was not illness
orientated. Phil Reid also attended whenever he could and a student described him a ‘living
embodiment of recovering’. This both helped potential students and referrers to decide if the course
would be useful and underline the difference between a clinician and a peer led intervention.
Anna Burhouse, the psychotherapist who founded the Severn and Wye Recovery College brought
emotional warmth to courses that was both ‘holding’ and yet ‘freeing’ so that students felt confident
and safe to introduce their own experiences and ideas for recovering. We have come to value that
quality in other tutors too. Her direct experience of her own recovery added a poignant authenticity
to her teaching and made for a powerful dialogue with the group, without needing to reveal the
details of her illness. The group seemed to know the validity of her statements.
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In the early stages the course evaluation relied too much on narrative approaches. We incorporated
the student centred evaluation tool to be used with the APT Realising Recovery and Resilience
course. The measure was good for involving individuals to measure what was important to them but
obviously this makes it harder to generalize about the whole group. As tutors we also chose hope
as an important measure and when the evaluations were completed over 90% said they were more
hopeful. A range of measures now helps us see both group and individual development.
As the courses continued we used the Process of Recovery Questionnaire (QPR) to introduce
greater quantitative certainty, which was originally a 22-question measure but later reduced to 15
questions as a sub scale, on interpersonal functioning, did not seem to measure what it intended
to. Sandra Neil and colleagues including service users from the Bolton, Trafford and Salford service
User Steering committee developed the QPR in 2007. The QPR became a standard measure
adopted by ImROC as the authors of the CHIME article validated the psychometric properties
(Williamson et al 2015). It has become a valued and simple to use feedback tool.

Conclusion
Qualitative feedback from students consistently says that the nature of the courses and the way
they are delivered brings something valuable empowering and different to recovering. When Anna
Burhouse introduced the vital elements of the course, they also became the values of the college:
learning from personal experiences of recovering; adopting a supporting relationship with self and
others; everyone has a contribution to the learning environment; adopting a stance of ‘resilient
gratitude’ for our own strengths, without denying trauma and loss; telling the story of those that have
helped us and of help we have given to ourselves and others. Finding the best ways to foster and
include these values has resulted in changes to the Recovering programme but the journey has
been worthwhile and is continuing.
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Chapter 5: Evaluation of the Recovery College
By Jo Denney
Jo Denney is the Severn and Wye Recovery College Lead and an Occupational Therapist. Her job
is to support the innovative and amazing community who plan deliver and attend the recovery and
discovery colleges and make sure the college runs and is reported on effectively.

Learning points
• Evaluation of the Severn and Wye Recovery College is an essential part of funding and
sustaining the college.
• Both quality monitoring and reporting become easier if there are a range of measures in place.
• Most of our recovery college reporting is not readily available through Sharepoint Information
reporting. Finding people in the organisation who have some time and ability to commit to
developing spreadsheets has shortened manual collection considerably – in our organisation
it was the contracts department, who wanted to know as much as us how sub-contracted
courses were performing.
• Take time to find the right combination of measures for a course – do-able for the students but
offering some assurance to the organisation
• Quality Improvement methods allow and expect that you will evaluate and modify diverse
aspects of the college over time – don’t be afraid to “abandon or adopt” to be responsive to
suggestions, based on the information available

Context
Recovery colleges offer a psychological, emotional, spiritual and educational perspective to
self management of mental health problems (Burhouse et al, 2015). The promotion of hope,
developing a sense of control and building a life beyond illness (Alakeson and Perkins,2012) are
key components. Evidence is growing that the model is effective: Perkins et al (2018) suggest that
both evidence supporting the components of recovery colleges and for the efficacy of peer support
in recovery is strong. This summary also identifies the following (among a number of indicators of
efficacy) from uncontrolled studies, which have relevance to us locally:
•
•
•
•
•

High satisfaction with recovery-supporting care
Achievement of recovery goals
Subjective measures of recovery
Achievement of socially valued goals
Knowledge and skills

Evidence base
Evaluation in the Severn and Wye Recovery College has been through a number of iterations. The
initial Health Foundation funding award included an independent evaluation of the work which can
be viewed on the Health Foundation website (www.health.org.uk). This took the form of outcome
measures used during the course, service evaluation and process data and externally facilitated
qualitative focus groups of students, staff and stakeholders. The findings of the first evaluation can
be read in more detail in Burhouse et al (2015).
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The findings informed the quality improvement s of the course and included testing out several different formats of the course including half days, whole days and more than one whole day per week.
We had wanted to know if a client group affected by significant mental health problems would cope
with intensive adult learning and discovered that although people found more than one day per week
exhausting and that this format made the sense of loss at the course end more intense, there was
not very much perceived difference between learning for half a day per week and one day per week.
Therefore the current format is usually delivered from 10-4 one day per week and this has enabled
us to add a follow on course and fit in other courses in a particular district without over stretching
peer trainers as there are breaks between courses. The intensive course also had the drawback that
people felt they progressed less with their recovery goals.
Qualitative evaluation of the first courses was gathered by holding post-course focus groups and
was investigated using NVivo qualitative data analysis software. Powerful themes that emerged for
students included:
• Personal transformation
• Improved ability to think about the future
• Hope and excitement about future possibilities
• Sense of empowerment
• Decrease in shame about mental health issues
• An increase in knowledge about illness
• A reduced sense of being alone
The results of this first evaluation therefore overall showed increases in sense of hope for the future,
knowledge, self-confidence, control and understanding of others.

Quantitative Evaluation
As a part of the first set of outcome measures we used the Manhattan Recovery Measure which
was provided with the course (APT, 2012) as one of the pre and post course measure along with
questionnaires designed by the independent evaluator and an evaluation form for feedback about
satisfaction.
Although the Manhattan Recovery Measure provided useful data our personal experience as a tutor
group and the feedback from the independent evaluation focus groups was that students needed
quite a lot of support to complete it, particularly in tackling the domain of self- set goals. As we were
using a PDSA quality improvement approach we decided to try a different outcome measure for the
next course, reviewing other available recovery measures from the body of literature. Demonstrating
improvement simply became a particularly important issue when putting a business case for
commissioning funding as the capability to demonstrate a variety of recovery outcomes became an
essential requirement of the case.
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In measuring personal recovery Burgess et al (2010) led us to consider questionnaires such as the
Recovery Assessment Scale (Giffort et al, 1995) and also measurements being used in some of
our clinical service such as the Recovery Star. There was a strong preference from peer trainers
and students for short, culturally understandable measures that were easy to use for the individual
and related to life goals. After testing several questionnaires through a number of PDSA cycles now
we have found that students appear happy with the validated Questionnaire about the Process of
Recovery (15 item version) co-produced by service users and carers (Neil et al 2009).
The measure has also proved reasonably easy to use as a review tool for each cohort to examine
the efficacy of each course and to demonstrate broader areas of progress for documents such as
the annual report. This required some support to develop effective spreadsheets but now cohort
outcomes per term and for the year are available to us once the data has been entered. In 2017-18
the largest gains across cohorts were made in items 4 – I feel part of society rather than isolated and
item 6 - I feel my life has a purpose.
Table of outcomes – QPR 2017 – 18 N=

There is a body of evidence that looks at what it takes to translate changes in attitude and thinking
into changes in health sustaining behaviour (for example Dixon, 2008). Intervention and/or
learning does not always translate into lifestyle changes and I was keen for us to consider whether
the courses might contribute to changes in activity and occupation.
We therefore also included part of an assessment in routine use in the Trust, the Occupational
Self Assessment (Baron et al, 2006). Over the years therapists in the Trust and elsewhere in
the UK have developed strong links with Queen Margaret University through UK CORE to form
a community of practice using assessment tools based on the Model of Human Occupation
(Keilhofner,2008).
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In the first year selected items from the OSA “Competency” were rated. Students were able to
get to grips with the questions but the reliability of the outcomes was reduced because not all
the questions were asked. In year two all of the questions were used and demonstrated more
reliably that students were reporting greater occupational competency. The areas in which greatest
improvement was seen in 17-18 were
• ability to accomplish what I set out to do
• take care of others for whom I am responsible
• effectively use my abilities.
The OSA enables people to rate their own occupational change there are still ways in which
the use of the assessment could be optimised. A strength of the OSA is that once the self
assessment is complete collaborative goal setting around the answers is encouraged. Those who
are able to complete this themselves or require some help from peer trainers can use the tool to
plan goals but it may not meet the full intention of the OSA as specialist support about occupation
is missing. For this reason also the second assessment about the personal value attached to each
domain is omitted.
Cohort change 2017-18 – OSA N=

Converted OSA Scores
Before

After

90
80
70
60
50
40

x

x

30
20
10
0
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In addition to the scales used students are also asked at the end of a course if they feel they are
achieving their recovery goals (which is used to report in a binary way) and there is a Recovery
college version of the Friends and Family Test. 77% of those who answered felt they had attained
their recovery goal but quite a lot of students miss out this question even if they have competed the
others or say that they have partially attained there goal with more work to do, which seems realistic
given that the service users in the student body have often experienced difficulties for a considerable
period of time and a “quick fix” during the course is not the objective.
Existing measures also play a part in the recovery college. The national Friends and Family test
outcomes (which asks if you would recommend the college to a friend or family member if they
needed it) are almost uniformly positive. Recovery college delivers Mental Health First Aid Lite as
part of its remit to lay people including employers and families. This includes its own evaluation
which has to be completed so we use this to report on change for this course.
A more detailed quantitative and qualitative measure, the evaluation form, is also used (Appendix
1) and this gives us more detail about the student experience. In 2017-18 students reported high
levels of satisfaction once they got on the course but reported less satisfaction with how they found
out about the course which included “by accident” or from another organisation when they were
also using a Trust clinical service. This has prompted us to develop a strategy with operational staff
to try and improve awareness in the organisation as it does appear that not all communications are
reaching their intended audiences.
The college is asked to look at rates of re-admittance into hospital in the 12 months before and after
recovery college courses. This information is collected anonymously by our Information Department
using NHS numbers and this year showed that 34 people had experienced and admission in the
time period of these 3:1 had occurred before attending recovery college. Conclusions cannot be
drawn from this however - reporting on the outcomes is not research: for some students 12 months
will not have elapsed since they did a course and other contributing factors that may influence
mental health have not been taken into account.
Peer trainers continue to drive up the quality of the course each time they deliver it by actively
encouraging students to help feedback honestly about the course content and design. This active
‘live’ quality improvement feeds straight into the post course review, refined lesson plans and
course outline.
In addition to experience and outcomes our reporting process also includes demographics for
equality reporting and action planning purposes, and how many individual students and enrolments
there are each year (as many do more than one course). Our evaluation therefore takes account
of a range of processes, outcomes and satisfaction for students and this forms the framework for
termly quality review and our annual report to commissioners.
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As with most evaluation there are still areas for improvement, for example making the questionnaires
more meaningful to the students as a feedback mechanism, adding a “you said – we did” element to
the reporting. We have also been challenged by some of the reporting requested of us – for example
there was an intention to report on whether people used primary care less after recovery college
through using their NHS numbers but this would have meant sharing confidential information with
another body as the Trust itself is not able to investigate this and information governance advised
us that this would not be possible. However this intention also raised questions for the co-production
group about how people might go more often to their GP if they were trying to improve their own
self care.
Going forward our intention 2018-19 is to use our evaluation to look at what we offer- whether our
provision is still relevant as the provider landscape changes, if the uptake and outcomes justify the
resources, and whether there are developments those who use or teach in the college would like to
see that would represent better value to take back to the commissioners.
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Appendix 1 – Sample Evaluation Form

Evaluation of your Experience of the Recovery College
Your name:
Date(s) & Name of course:

Days attended:

Facilitated by:

Venue:

Venue:

Date form completed:

We would be grateful if you would complete this evaluation to help us in the Learning and
Development team to evaluate and improve the quality of this course.
Please highlight one number on a score of 1 to 10 and add your comments.
1. The course information and publicity were:
1

2

3

4

5

6

7

8

9

Poor

10
Excellent

2. The venue and facilities were:
1

2

3

4

5

6

7

8

Comments:
9

Poor

10
Excellent

3. The aims/objectives were relevant to me:
1

2

Comments:

3

Not Relevant

4

5

6

7

8

9

Comments:

10

Relevant
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4. The sessions were well structured:
1

2

3

4

5

6

7

8

Comments:

9

Poor

10
Excellent

5. The course content and resources were:
1

2

3

4

5

6

7

8

9

Poor

10
Excellent

6. Describe how well the facilitators and coaches
listened to you and treated you with respect?
They were:
1

2

3

4

5

6

7

8

9

Poor

Excellent

2

3

4

5

6

7

8

9

Poor

Poor

Comments:

10
Excellent

8. How well were your individual needs
addressed:
1

Comments:

10

7. How well did the facilitators support you to
feel safe on the course? They were:
1

Comments:

2

3

4

5

6

7

8

9

Comments:

10
Excellent
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9. How helpful were your coaching sessions in
identifying your future recovery goals:
1

2

3

4

5

6

7

8

9

Poor

10
Excellent

10. Overall how did you rate this course?
1

Comments:

2

3

4

5

6

7

8

9

Poor

10
Excellent

11. Do you feel you are achieving the
recovery goals you set on the course?
Yes

Comments:

Comments:

No

Please tick
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Did the course match up to your expectations?

Is so, how did it do so?

If not, what would have made a difference to you?

How, if at all, has the course made a difference to you practically?
You may like to consider:
•
•
•
•
•

your daily routine, your finances, your housing
your leisure activities, being sociable or in relationships with others
levels of learning, knowledge, awareness & understanding
techniques & skills to help achieve your dreams
ability to cope, bounce back, to do what the things that you want to do in life

How has this course made a difference to your sense of well-being? If so how has it done so?
You may like to consider:
•
•
•
•
•
•
•

personal strengths
attributes & confidence
self-awareness
hope for change or for the future
your spirituality
feeling connected to others
having some meaningful occupation or employment

As a result of attending this course is there one thing that you will do differently or remember
as particularly helpful?

Has this course highlighted for you any other learning or development needs and have you been
able to discuss this with your coach or the course facilitators?

How could this course be further improved?
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Any other comments you would like to make regarding this course?

Would you be interested in contributing to the delivery of this or any other training event?
If so, please note your contact details - (email address and telephone number) - or speak
to your coach or course facilitators.

Thank you very much for completing this evaluation
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Chapter 6: Recovery and Discovery College in
Gloucestershire. Engaging to ensure the integration
of an enhanced service model of mental health care.
By Pete Carter and Jane Melton
Pete Carter
Registered Mental Health Nurse (1989) and Thorn trained (2002): work experience in Newcastle
Upon Tyne, London, Gloucestershire in a variety of settings including; Hospital Rehabilitation,
24 hour community nursing for serious mental illness (SMI), Medium Secure Unit, Community
Rehabilitation Team – Lead Nurse/Nurse Specialist and Primary Care Mental Health. Currently
Senior Commissioning Manager for Mental Health at Gloucestershire CCG.
Jane Melton PhD MSc DipCOT FRCOT
Jane is Director for Engagement and Integration at 2gether NHS Foundation Trust, a registered
Allied Health Professional (Occupational Therapist) and holds an honorary professorial role at
Queen Margaret University, Edinburgh. Jane is passionate about the need to deliver the best
experience of NHS care, is dedicated to the principles of recovery and underpins her approach to
leadership with inclusion and engagement.
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1.0 Key Learning Points of the chapter
• Develop a positive relationship with service commissioners and work with them to co-create
a development project which will meet the needs of the local population.
• Engage with commissioners as early as possible in your plans to ensure you are building
a project that will meet their needs based on local and national priorities.
• Involve a range of stakeholders in developing and pitching ideas especially people with
lived experience. Imperative of co-production.
• Provide evidence of what success will look like which will meet commissioners’ expectations;
including sources of hard, data evidence and examples of service user experience,
inspirational quotes and images.
• NHS commissioners have a responsibility to safeguard public finances and will have
procedures and processes to work through which will feel time consuming and frustrating
at times; be prepared to adapt, but stick with it.
• Integrating new ways of working requires time, effort and a strategic approach to engage
with clinicians effectively
• Developing understanding of the Recovery College and capturing credible evidence of its
efficacy builds the confidence for clinicians to recommend the service routinely.
• Recovery College design should enable easy access and frequent reminders about the
service to help busy clinicians integrate it into their practice
• Developing a “buzz” around Recovery College activity and sharing achievements across
the range of services and individuals that contribute is important in embedding the concept
successfully.
• Making opportunities to support clinicians to link their own practice, the service user’s
recovery goals and Recovery College as a resource can accelerate integration.
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2.0 Introduction
This chapter is about how engagement can be used to achieve a culture of embracing the
Recovery/Discovery College (herein referenced as Recovery College), as part of a system
development for and with people experiencing long term mental illness. The golden thread woven
through the message of this chapter is that effective engagement which involves co-production
across all stakeholder groups will lead to the most positive results to ensure credibility and
sustainability. Whilst this manual aims to describe how we have successfully engaged with a wide
group of stakeholders to develop and deliver the Recovery College this chapter will put particular
focus on how connections and partnerships have been formed, with commissioners and mental
health practitioners to progress and embed the development.
This chapter introduces conceptual ideas adopted by 2gether NHS Foundation Trust in relation to
its Engagement and Communication vision. It also refers to the Individual Practice Development
model (Melton et al 2011) to explain mechanisms for engaging practitioners in the Recovery
College principles and practice.
There are national drivers embedded in Evidence base and Policy which require the establishment
of a culture that enables patient involvement. Equally, NHS Staff and the public need to be at the
heart of everything that the NHS does (Equity and Excellence: Liberating the NHS (Department of
Health, 2010); Five Year Forward View (NHS England, 2014) so that resources are used to best
effect and build a service fit for the future.
Research undertaken by NICE (2011) established that in order to improve the experience of care
of people using NHS mental health services, people using mental health services and staff should
be actively involved in shared decision-making. The NHS Constitution (2015) also supports this
position. Engagement with stakeholders then is essential to achieve the end goal and supported in
self-management.
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3.0 Engaging with stakeholders
3.1 Developing an engagement strategy for 2gether NHS Foundation Trust.
An inclusive approach to mental health care requires an understanding and engaged community
(Melton and Clee 2009). Part of our organisational goal is to create a community which advocates,
campaigns, supports, defends, and acts as guardians for best mental health and social care
provision. Creating an informed, connected and engaged community gives us the opportunity for
the best outcome in this area so we invest in community engagement. Developing the Recovery
and Discovery college using inclusive engagement was therefore an imperative.
Our vision for engagement, as provider of mental health services, is that ‘we will influence people
in our communities to become champions of the services that we deliver to meet our purpose
which is to make life better’ (2gether NHSFT, 2017) Published in 2016, our engagement and
communication strategy supported the ethos of co-production required to deliver a successful
Recovery/Discovery College.
Figure 1 – Visual representation of 2gether’s Engagement and Communication Strategy
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Three key, interconnected mechanisms
drive our strategic vision to influence people
through our engagement. These included:
• Informing
• Involving
• Improving
Ensuring that a wide group of community
stakeholders are involved adds to the
richness of the development, the ownership
of the way forward and ultimately the
success of the project.
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3.2 Engagement mechanisms
People can be positively influenced through three key engagement mechanisms (Figure 1).
These mechanisms include informing, involving and improving. The mechanisms are interconnected
and supported through Dynamical systems theory (Lewis, 2000). In simplistic terms his theory
suggests that there is interplay between the environment and the individual. It would follow then
that introducing a tactic of engagement into any development project would influence the reach and
significance of the work. Here we introduce the engagement mechanisms of ‘informing’, ‘involving’
and ‘improving’ in order to influence Recovery College as a new way of working.
These engagement mechanisms are woven through this chapter, are described below.
Informing - Mechanism which inform are those traditionally associated with communication
departments. The goal is to provide accurate, timely and understandable information to
stakeholders who inform people about developments and how to access them. Their utility can
include challenge stigma head on by informing people about the facts of for example, illness,
recovery, support, care, hope and wellbeing. This mechanism also informs people about the
benefits or challenges of a particular development the media used for the informing mechanism
can be wide ranging and maybe varied to include traditional poster or letter through to social
media and film.
Involving - Involvement activity serves to gain ownership of initiatives and build allegiance to
how they are implemented through scoping, shaping and pitching solutions. Involvement can
also yield feedback about initiatives and fresh ideas which had not been previously considered.
An initial task of this mechanism is to map all stakeholders/key groups and to create regular,
meaningful and tailored engagement opportunities to attract people to engage with. Involving
creates the opportunity to listen to people with appropriate experience, to embrace new ideas
and validate perspectives. Involving can take many forms from local steering group meetings or
world café style workshops through to international crowdsourcing via virtual networks or survey
methodology.
Improving - Acting on the feedback of stakeholders to develop and improve the services offered
inspires their trust and confidence. This engagement mechanism is particularly important to
implement where people have historically felt disenfranchised or excluded from their communities
or services. There have been calls from people who use services to develop more hopeful,
socially inclusive ways to practice (NICE 2011) and NHS mental health trusts can lead the way
in such work (Melton and Clee 2009). Furthermore, families of people using services call for
improvements to engagement with those who care for people experiencing mental illness as they
hold particular expertise about the individual to aid recovery (Carer’s Trust 2013).
The central importance of engaging people with lived experience and communities as partners
in a development of this nature are captured in forthcoming chapters. However, there are further
stakeholder groups who have contributed to the success of this initiative in Gloucestershire
including NHS mental health practitioners and NHS Commissioners. Section 4 of this chapter will
outline examples of mechanisms and helpful factors to engage with the former. Firstly though, we
will consider engagement with NHS service commissioners.
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4.0 NHS Commissioner engagement
Sustainability of any service which gives evidence of support for people in their journey of recovery
is important. NHS commissioners of services work on behalf of the public to ensure that evidence
based services are available to the people who need, provided in a timely way and in line with the
NHS Constitution (Department of Health and Social Care 2015), in local communities. Decisions
are made routinely about priorities of service funding and ensuring that progressive initiatives which
have self-care and health promotion as part of their ethos are developed and evaluated is part of the
contemporary commissioning challenge and responsibility.
Part of the commissioning work to date for the Severn & Wye Recovery/Discovery College following
its robust evaluation has been to ensure its longer term sustainability. Reference has already
been made in Chapter 1 to the original process to set up our local Recovery/Discovery College in
Gloucestershire and Herefordshire in 2013, utilising funding obtained from the Health Foundation
‘Shine’ Programme. The evaluation of the year-long pilot period illustrated that a new way to support
people living with mental health problems alongside the traditional, clinical model, would help people
to more effectively manage their own continuing recovery (Burhouse et al, 2015).
Service commissioners found this notion compelling particularly with the focus of inclusion of people
with a long term mental health condition, the peer support model and the co-delivery goal with the
community and voluntary sector. Essentially, the service model supported a way of tackling stigma
in addition to delivering a service which encourages ownership and social contract with those using
resource (NICE 2011).
Whilst the initial funding grant from the Health Foundation ‘Shine’ Programme and subsequent
use of 2gether NHS Foundation Trust’s charitable funds saw the service through its first two years,
it was recognised that the service would need to work with NHS commissioners to endorse its
development and secure its long term future. We outline below the process of engagement which
secured commissioned NHS funding for the Recovery and Discovery College in Gloucestershire
and what helped to achieve this.
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Engagement process to secure commissioning and what helped
Whilst there have been changes in the commissioning landscape and national priorities since
this project was first established there are certain principles which can be applied for anyone
looking to replicate a service development of this nature. With the move to a focus on clinically
led commissioning, the care of patients with Mental Health concerns was prioritised by NHS
Gloucestershire Clinical Commissioning Group (GCCG) as one of the initial clinical programme
areas to be developed within the county. Gloucestershire CCG endorsed a clinical programme
approach for the delivery of service redesign for Gloucestershire.
This involved establishing a Clinical Programme Group consisting of a range of stakeholders, both
professionals and non-professionals, to decide upon and oversee the implementation of an agreed
programme of clinical priorities. In 2012-13 the Mental Health Programme was developed within this
clinical programme model, led by the CCG Lead GP for Mental Health.
The basis for the prioritisation of Mental Health services derived from a variety of factors including;
• The need to meet improvements as detailed within the NHS Operating Framework for 2012/13
• The White Paper – Equity and Excellence: Liberating the NHS, which restated the timetable of
2012/13 for the implementation of Payment by Results for Adult Mental Health services
• The Your Health Your Say Strategy was developed by the Gloucestershire Health Community
to ensure that our health and social care services were fit for the future. A huge focus of the
strategy was placed on the integration across service user groups, in particular people with
a learning disability or mental health needs, to ensure all groups had equitable access to
community based care. Mental Health initiatives were identified as part of this work and
included within the priority list.
Principle 1: be aware of the national and local agenda and use this to make your case.
As previously stated in order to deliver the clinical programme approach to pathway re-design a
clinical Mental Health Programme Group was established holding the following remit:
• To provide a strategic development forum for the consideration and development of pathways
and interventions to reduce the burden of mental health within the specialty/programme
which enshrines user focused priorities.
• To ensure the involvement of users and carers and that their views are represented in the
planning and development of local services.
• To identify local needs and areas where further process review is able to inform new ways
of working or improving service delivery.
• Identify and develop service objectives and priorities to bring about changes in line with
local and national priorities.
• To oversee the review of protocols, pathways and policies that impact upon service delivery
and disseminate relevant information to relevant groups.
• To measure and monitor the efficacy of any service developments, activity and performance/
delivery against local and/or national targets.
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• To identify, develop and recommend service improvement plans for investment and
disinvestment.
• To oversee audit of care pathways and to recommend areas for clinical audit as appropriate.
• To ensure appropriate service development, evaluation and research is embedded throughout
service areas where appropriate and undertaken in keeping with best practice.
• To act as an Expert Reference Group which provides advice & support to other Commissioners
ensuring their views are represented in the planning & development of local services.
The title of the group tasked with meeting these aims and objectives may vary from one area of
the country to another, but it is probable that each area will have a group with a similar remit /
responsibility with whom you will need to engage. Although this list may appear very technical and
daunting; essentially it means there will simply be a group of people you will need to talk to and
persuade you have a good idea, in order to progress your project.
Principle 2: find out who are the key individuals and groups you will need to have a conversation
with regarding your project and do this as early as possible.
Within the strategic priorities of the mental health Clinical Programme Group, directly linked to or
impacting on Mental Health services as identified with the NHS Gloucestershire strategic plan and
2012/13 integrated plan was included; Recovery focussed care for Secondary Care. The aim of
this initiative was to use an innovative ‘recovery’ approach in community mental health services by
gradually working towards Implementing Recovery through Organisational Change (ImROC) from
the Centre for Mental Health principles in the support we offered to people with long term mental
illness in adults. This was to be implemented through three main schemes:
• Training MH staff in recovery techniques. Developing relationship focussed techniques/
goal orientated care planning to identify pathways to required resources such as housing,
employment and education, physical health and community resources to reduce isolation.
• Co-designing shared care pathways with service users and carers and recovery care
planning tools to better manage both positive and negative symptoms of mental illness and
support the person’s unique recovery journey.
• Development of local community pop-up ‘Recovery Colleges’ to support people with lived
experience to co-design education and training workshops for service users and staff to
offer a mixture of practical ‘recovery’ skills and tools, education seminars and the sharing of
patient recovery stories. The pop-up nature will allow offering the college in rural and
urban environments and increase access.
At the time the clinical priorities were being agreed commissioners and Clinical Programme Group
members would have been aware of the existing work which was taking place piloting the Recovery
College project with funding from the Health Foundation ‘Shine’ Programme. As commissioners
did not initiate the Recovery College project this enabled those involved to try out different ways of
working and gather evidence of the benefits of their approach. Commissioners and commissioning
groups take note of what is happening in their ‘patch’ and what projects are getting a ‘good press’.
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Principle 3: Seek out and promote good news stories through informal discussions and
networking to help sow the seeds for future plans and funding.
In terms of engaging with the commissioning process; a presentation was arranged at a Clinical
Programme Group meeting from the 2gNHSFT Non-Medical Consultant for Social Inclusion and
Recovery College Students. This provided a presentation of a retrospective qualitative evaluation
of the key elements of successful pilot courses and crucially personal experiences of attending
courses. It was reported at the time by students that this included a shared experience of feeling
‘stable’, but having previously reached a ‘glass ceiling’ through routine treatment, the experience of
having a student role and sharing experiences with other students meant you did not feel 		
‘abnormal’ or alone.
This helped tackling the stigma of mental health and acted as a springboard into progressing
to other activities. What next?; the presentation was well received and there was general
support clinically for the Recovery College approach, however a business case would need to
be developed to secure on-going funding and the plan was to schedule a presentation to QIPP
(Quality, Innovation, Productivity and Prevention) Board to inform and support future delivery of this
programme. The QIPP Board would be where a funding decision would be made and discuss needs
regarding the development of the business case and service evaluation.
The business case essentially detailed the evidence to support funding the project on a recurring
basis; including research demonstrating effectiveness in terms of quantitative health outcomes and
the pilot project outcomes in terms of qualitative service users’ experiences. This would lead on to a
funding agreement and a service specification which would detail commissioners’ expectations for
what and how the Recovery College would deliver in the future and the ongoing monitoring of this.
Principle 4: Commissioners are responsible for the spending of public money and need some
objective evidence that this money is going to be well spent with measurable outcomes.
Principle 5: Personal experience is very powerful tool and talking about this to commissioners can
make a project feel much more real. The account below was written by one of the peer trainers who
pitched the Recovery and Discovery College to commissioners.
“With the success of the Recovery College and the plans for Discovery College under way,
our meeting with the commissioners was an important one. For these colleges to continue
and to support more people living with a mental illness it was crucial that the commissioners
could see just how positive the response had been. One key statistic was from the evaluations
of the students on the Recovery College. 94% of them stated that they felt more hopeful after
completing the course. This was perhaps the most influential figure in presenting to this group.
Having students present a case with a professional was also important. For the group to hear
first hand what a difference the course had made and could make to others was very powerful.
As a student and soon to be peer trainer, it was very empowering to see the group of
commissioners listen and take a genuine interest in what we were telling them. With frequent
news headlines on how our nation often struggles with funding for mental health we were
grateful for the commissioning group’s time and consideration for such a crucial topic.”
83

5.0 Engaging with NHS clinicians
Research has shown that tailoring practice development approaches are important to ensure
uptake of new, evidence-based initiatives (Melton, Forsyth and Freeth 2010). These authors go on
to say that adopting and integrating a new way of working into everyday practice requires time as
well as attention to 5 other key areas or mechanisms. These include:
•
•
•
•
•
•

Training MH staff in recovery techniques. Developing relationship focussed techniques/
developing understanding about the initiative
building the confidence of practitioners to believe in the new technique;
enabling practitioners to factor the new initiative into their routine practice;
opportunities to discuss and understand the impact of the new initiative;
gaining validation for their effort

The challenge of creating time to implement new ways of working is a perennial challenge.
However, it could be argued that effective communication is a crucial strand of successful change
management and health and care services can use it as a tool to support transitional change
(Shute et al 2012). In the sections that follow, examples have been provided of the practical ways
in which we have used practice development mechanisms to support engagement and integration
of the Recovery and Discovery College into our NHS mental health practice in Gloucestershire.

5.1 Developing UNDERSTANDING about the Recovery College initiative
A principle of service delivered through a Recovery College is that is has an inclusive approach.
At its core it is optimistic about recovering, it has hope as a central thread. Where people are
feeling hopeless, the fact that others around are supportive, have peer experiences that are
openly shared has a nurturing, flourishing, optimistic effect.
Those principles are a helpful catalyst. Given that one in four people experience mental illness, it
is inevitable that many mental health practitioners with have experienced such circumstances as
a service user, carer or friend. It is argues that relating to this more personal lived experience can
enrich practitioner empathy and reduce the stigma associated with using mental health services
and improve practice (Time to Change 2016).
There are many initiatives through communication channels to support development of
understanding about what the Recovery College can offer people who use services. One of
the most influential examples is through involving mental health practitioners as students of the
Recovery College alongside service users and family members. These colleagues have become
leadership champions of the initiative in their clinical teams thus ensuring that service users are
signposted and supported to participate. (Ustun and Sartorius, 1995).

84

5.2 Building the CONFIDENCE of practitioners to believe in the new technique
Investments in initiatives which connect mental health practitioners with feedback about what
works are persuasive to those providing service. Films involving people with experience of mental
illness and associated services can be powerful and poignant. Similarly hearing directly from
people sharing their recovery stories is compelling as a catalyst for change.
Our Recovery College in Gloucestershire was supported by the Health Foundation to produce
a film of a student’s reflection of her participation in the Recovery College. When developed,
this was launched locally at a ‘film premier’ where Recovery College students, coaches, peers,
practitioners, NHS managers and community members heard about the power of the initiative
both on film and directly from the individuals involved. The positive effect to positively influence
mental health and primary care practitioners to build confidence in the Recovery College
technique was tangible and was an important method of involving stakeholders. Since this time,
the film has been used at every induction session of new mental health staff members to ensure
that they are influenced to integrate the Recovery College with confidence into practice.

5.3 Enabling practitioners to factor the new initiative into their ROUTINE practice
It is not uncommon for individuals to feel that it is a challenge to move from knowing that an
initiative is useful to making use of it in day to day practice. It follows then that organisations
can and should support practitioners to adopt practice change through reminders and other
engagement techniques to trigger awareness and action (Lave and Wenger, 1991).
These authors propose that the development of individual learning and action is basically a
social process and that can be generated from the social environment. The values of 2gther NHS
Foundation Trust underpin the importance of practicing in a socially inclusive way and leaders
have made public statements about initiatives to support work to adopt such routines into practice
(Melton and Clee 2009).

Summary and Conclusion
We have found that dedicated input from communication experts to develop web-based reminders
and dedicated information resource has enabled practitioners to form a routine to encourage
people to participate in the Recovery College. This includes calls from the Recovery College
facilitators for ‘referrals’ through the Trust intranet in additional to a dedicated web-based site,
enable easy access to information.
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5.4 Opportunities to DISCUSS the impact of the new initiative;
Dedicated engagement opportunities for practitioner conversations about enabling individuals to
recover their ordinary lives are pivotal. It has been accepted for some time that practice based
on the idea of ‘reflection on action’ (Schön, 1991) is critical for ensuring that best standards are
adhered to in practice. Furthermore, it has been argued that structured conversation with others
about practice and development is an underpinning mechanism of being able to solve professional
dilemmas and trigger learning (Roberts, 2002).
We have found that taking every opportunity to engage practitioners with the Recovery College
concepts, practitioners and outcomes has supported integration into practice. For example,
co-produced and co-delivered workshops at leadership and management events have been
undertaken. Furthermore involvement of practitioner champions at our Recovery College Steering
Group, shadowing opportunities and supervision support from clinical experts in Recovery College
techniques have led to important conversations and practical adjustments.
Co-location of colleagues for administrative functions of the Recovery College with Mental Health
Teams has also enhanced opportunities for discussion. In addition, the integration of recovery
champions and Recovery College volunteers into engagement and media coverage has given a
strong identity and presence to trigger conversation about the Recovery College.

5.5 Gaining VALIDATION for the effort of practitioners
Validation and feedback from others for efforts to develop practice has been demonstrated to
support positive regard and prevent support practitioner engagement in new initiatives. Taking
on roles such as champion, leader, peer mentor can give a sense satisfaction, achievement and
competency to practitioners as well as reinforcing their motivation to engage in the new way of
working (Melton et al 2010).
The Recovery College has benefitted from supporting colleagues to take on new aspects of their
usual practice, including being a champion of Recovery College practice. The success of students
becomes the achievement of all involved with narratives of achievements shared through student
stories at Trust Board meetings, in Trust Newsletter productions and through professional journals
and web based resources. For example, stakeholders have produced and published a journal article
on the Recovery College in the British Medical Journal (Burhouse et al 2015) and many have been
involved in this workbook for the Health Foundation. Generating opportunities for the experience of
pride and achievement is key to sustaining a development and generating future leaders.
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Chapter 7: Growing Governance and Assurance
in the Severn and Wye Recovery College
By Becky Amos, Jo Denney, and Jen Green.
Jennifer Green
Jennifer Green is Head of Contracts & Commissioner relationships for 2gether NHS FT and has
been in role for almost 2 years. She leads a team of 2 at 2gether to oversee the patient-facing
contracts and report to commissioners and funders on behalf of the Trust. Her background is in
local authorities and in the third sector but more recently she has worked for an acute trust and two
Hospices in the South West.
Jennifer recently completed the Certificate in Contract Managements run by the Chartered Institute
of Public Finance and passed with a distinction. Jennifer holds a BA Degree in Sports management
and a Postgraduate Diploma in Marketing.”

Key Learning Points
• Someone needs to co-ordinate this area of the work.
• Connect early with your Finance Department.
• If you are relying on partner organisations don’t delay in consulting with your Contracts
Department.
• Corporate Departments have a role to play in promoting recovery
• There is a balance to be struck between provision of a learning experience and having
systems in place that protect vulnerable adults and children if the need arises.
• Peer leadership means that vulnerable people may be part of your teaching team too.
• Partnership working brings benefits to the richness of learning programmes but sometimes
create governance challenges.
• Be clear about success criteria and how data will be recorded at inception of the Recovery
College. This way all necessary forms and systems can be developed before courses begin
helping to ensure that all data is captured.
• A range of quantitative and qualitative Outcome Measures are required to ascertain quality
and effectiveness course to course.

Introduction
In this chapter the governance framework to safely and ethically underpin the Severn and Wye
Recovery College and offer assurance of its effectiveness is covered. Key topics for
consideration include:
• Commercial relationships and contractual compliance
• Financial compliance
• Student and tutor safety and support
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The chapter does not seek to describe the only way of meeting the requirements of governance in
the health service and every Recovery College is responsive to local needs, processes and different
contractual arrangements. A good example of this for us is that unlike very many Recovery Colleges
we don’t have a central location, our courses run on a “pop up” basis around our large rural area.
To begin with contracts activity will include writing a specification for the service, thinking through the
qualifications and experience you would want the tutors to bring to the College model, parameters
you would like them to work within include governance, insurance and safeguarding but also
how much notice they need to give and you should give them on cancelling or altering a course.
Producing a robust contract should help strengthen the relationships you have with your key
stakeholders – venues and tutors and should help all parties to have a clearer understanding of the
part they play in delivering a high quality Recovery College.
From a financial point of view, once you have received funding from Commissioners or elsewhere
and have a budget in place, you will need to follow the Trust’s financial rules and monitor
expenditure against the initial plan and ensure that you do not over spend.
From a governance and assurance perspective it is important that somebody is acting as the “glue”
that holds the distinct domains of Recovery College together and that necessary information is
shared across them. This can be viewed according to Fig 1 below. Failure to do this particularly in
an arrangement that includes partnership working and sometimes vulnerable people means that
any issues that may arise and are routinely covered in clinical services by policies and standard
operating procedures may require different pathways to address them in a Recovery College or an
explicit agreement that it is beyond the remit of a Recovery College and where it should be handled.
Fig 1 Co-ordinating Recovery College Co-ordinator

Co-ordinator

Operational
Services

Corporate
Services
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Peers and
Co-production

Context
The co-authors of the chapter have been involved in developing and strengthening the framework in
their roles as Management Accountant for the project (BA), Head of Contracts for the Trust (JG) and
Trust Recovery College Lead (JD). Contextually the need for a more robust framework in evidence
has grown as the need to secure sustainable funding, assure value for money and embed safe
working practice in a network of students and peer tutors with expectations of their own has become
a key element of Recovery College development.
Those setting up a Recovery College will most probably be doing so with a variety of stakeholders
involved – from local authority to those in the Third Sector and learning centres to Universities, and
this strengthens the quality of the learning. Some of the tutors may also be “Experts by Experience”
but it is crucial that all receive the same approach to providing a clear understand of their role in
the process of delivering a Recovery College. The involvement of the Commercial Department to
date has been by supporting the Recovery College Lead with putting in place robust contracts and
providing advice on tendering for partners to deliver courses in future. This includes planning and
writing a specification and allows those involved in designing the Recovery College the tools they
need to effectively plan and comprehensively consider the options available. My own involvement
is as Head of Contracts for the 2gether Trust and I’m keen to support the team involved in delivering
our Severn and Wye Recovery College. I’m keen to impart the best advice and support to the team
including procuring services and effectively managing contracts when put in place.
The finance team have been involved with the Recovery College since the initial research project
phase. We have worked together on monitoring the Innovation Project funding initially provided by
the Health Foundation, securing Charitable funds for the interim period and producing a business
case for recurrent funding from the CCG.
We continue to support the Recovery College team by providing monthly financial information and
costings for proposed changes or improvements.

The Evidence base
There is clear evidence which is currently being addressed by the Crown Commercial Service
to ensure that public funds are appropriately invested into services consistently and contracts
managed effectively. The NHS is one such body which is placing more scrutiny on the way in which
it invests funds into patient care and how to get the best value for money in return. With that in mind,
the Recovery College, although commissioned by local commissioners (Gloucestershire CCG) is
delivered by 2gether FT and the Contracts Team within the organisation has a role to ensure that
funds are effectively managed and contracts are put in place which are robust and reflect good
contract management processes. Sadly there is much evidence of public funds being mismanaged
and in the current economic climate it’s more important than ever to take the time to carefully plan
and follow a clear procurement and contract process in order to get the best out of your Recovery
College model.
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One consideration is that as the role of the Trust is as a Prime Contractor rather than provider the
delivery of courses could be provided by a University, private training providers, and third sector
organisation such as a voluntary body or charity or as sole trader individuals such as the Experts by
Experience. This means that one model may not necessarily fit all.
The approach within 2gether NHSFT was to scope the number of courses to be delivered and
continue with the existing service model which was to use a number of sole traders and small
businesses as tutors to deliver the range of courses on offer with a one year contract. However, in
the medium term, an alternative model may emerge of sourcing a larger provider who could offer
a more robust workforce option with a more cost effective option. This option may also help when
searching for appropriate local venues as colleges and centres for learning are best-placed to
delivering the quality of training environments needed.
As 2gether NHS Foundation Trust is commissioned by Gloucestershire CCG using the national
standard contract (https://www.england.nhs.uk/nhs-standard-contract/17-18/) the requirement to
mirror the standards and requirements within that head contract require us to use the standard sub
contract. This existing framework gives an easy to understand and relatively simple framework for
tutors which allows consistency in agreements and a robust approach which can provide assurance
to commissioners where required.
gether’s Recovery College has put into place one year sub contracts with all of its providers and is
considering an overarching agreement with one provider who will deliver all courses in future.

2

Finance is also subject to rules and regulations about best practice and financial governance. Each
organisation will have a set of financial rules (Standing Financial Instructions, fig 2.) which need to
be followed to ensure that there are adequate financial controls. These will include who has authority
to sign contracts or order goods and services.
Figure 2 Standing Financial Instructions (add reference)

Compliance
with the law and
Government
policy

Probity

Standing
Financial
Instructions

Economy,
Efficiency,
Effectivness.
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Accuracy

In terms of quality and safety standards Don Berwick (2013) identifies that a good quality service
relies on safety, effectiveness and a good patient (or in this case student) experience. In terms of
safety this means “avoiding harm from care that is intended to help” Although Recovery Colleges
do not set out to offer “care” in its traditional sense there is a duty to ensure that those enrolling on
courses contracted through the NHS Trust are protected from any foreseeable harm that might arise
within the control of the organisers and impact on recovery. At the same time Recovery Colleges
often afford students the opportunity to take a calculated personal risk with the goal of progressing
recovery and a pragmatic approach to risk taking is required so students can make this choice.
This should be facilitated to be within the principles of positive risk taking. Measures in place to
manage safe physical and social environments, safeguarding and information sharing are therefore
applicable to Recovery Colleges, whilst striking a balance to provide something that does not restrict
student opportunities for growth through a culture of fear, which Berwick (2013) describes as “toxic
to both safety and improvement”.
Equally peer trainers who find involvement in Recovery College rewarding have the right to expect
to feel safe and supported, with opportunities for continuing self-development. Where there a variety
of pathways exist through which peers may be engaged with Recovery College each option should
make provision to offer this.

Processes and methods
Sustainable Finance – the initial stages
All standard contract methods start with a clear specification. When applying for funding to set up
a Recovery College, either internally or from Commissioners, it is usual to produce at least one
business case. This should include estimated costs of running the service. Chapter 6 discusses
more fully what commissioners are looking for but a useful model to us for our case was the 5 case
model checklist (NHS England, 2013).
In addition to the direct costs of the service a business case should always include a contribution to
the costs of other organisational departments which will be involved such as management, payroll,
contracts, human resources and training, finance, estates.
If you have a management accountant or business partner, involve them in the development of the
Recovery College as early as possible to get assistance with:
• developing costings for business cases.
• setting up systems to ensure the financial rules are followed – authorised signatories and
arrangements for ordering goods and services.
• how best to set up the finance system e.g. whether it is possible to identify costs associated
with different courses.
• how often and what monitoring information will be available.
• reviewing expenditure and amending plans for future years.
• contracts and procurement.
• VAT and ‘off payroll’ issues.
• finance training.
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Developing contracts
The approach within 2gether NHSFT was to scope the number of courses to be delivered and
continue with the existing service model which was to use a number of sole traders and small
businesses as tutors to deliver the range of courses on offer with a one year contract. However, in
the medium term, an alternative model may emerge of sourcing a larger provider who could offer
a more robust workforce option with a more cost effective option. This option may also help when
searching for appropriate local venues as colleges and centres for learning are best-placed to
delivering the quality of training environments needed.
As 2gether NHS Foundation Trust is commissioned by Gloucestershire CCG using the national
standard contract (https://www.england.nhs.uk/nhs-standard-contract/17-18/) the requirement to
mirror the standards and requirements within that head contract require us to use the standard sub
contract. This existing framework gives an easy to understand and relatively simple framework for
tutors which allows consistency in agreements and a robust approach which can provide assurance
to commissioners where required.
gether’s Recovery College has put into place one year sub contracts with all of its providers and is
considering an overarching agreement with one provider who will deliver all courses in future.

2

Once the College was commissioned and in place other issues with financial and contractual
compliance emerged. Due to the fact that the Recovery College differs from the usual clinical model
provided by many NHS Trusts, it was difficult to use the usual payment methods for some types of
expenditure. New processes may be needed to ensure that payments can be made as required,
whilst maintaining adequate authorisation and control. For example travel expenses are usually paid
through the Trust’s payroll but Volunteers and Experts by Experience have a separate method of
claiming expenses through the Social Inclusion Team.
NHS Trusts also have an obligation to gain assurance that anyone providing ‘off -payroll’ services
pays the correct tax and national insurance contributions under the Inland Revenue IR35 rules.
This may apply to individuals who have set up their own businesses e.g. to develop and teach
on courses and it would be wise to determine whether they fall within the regulations before any
contract commences.

From April 2017, responsibility for determining IR35 in the public sector shifted from the
individual personal service company (PSC) director to the end client.
If the client decides a contract is caught by IR35, it now falls to the Organisation paying
the PSC to deduct the appropriate PAYE tax and NI at source, exactly as they would for an
employee on their payroll.

93

Assurance - Safe and Effective
Developing assurance
Practically the processes and methods for ensuring that Recovery College environments are fit for
purpose means that an appropriately trained, named person takes overall responsibility for ensuring
that local policies are applied to Recovery College venues on Trust premises. Where a community
venue is planned, capability to check and select only those that are accessible and compliant
with health and safety regulations for public spaces is required. Current insurance documents for
both public and NHS venues should be available and a clear procedure in the event of fire should
be evident. First aid provision should be indicated and health and safety policy and specific risk
assessments available for inspection. Necessary procedures should be shared with students and
peer trainers as part of course induction and a record kept that this is done. Appendix 1 gives an
example of a course induction checklist.
Ensuring a safe social environment and that safeguarding issues are addressed involves the
recognition that both members of the student body and peer trainers may be seen in some
circumstances as “vulnerable adults” (and in the case of Discovery College as “vulnerable children”).
Practical measures such as ensuring that peer tutors have access to Trust safeguarding training
and a safeguarding reporting pathway through the Recovery College lead, and that those involved
in tutoring are themselves cleared through the Disclosure and Barring system should be taken
into account. A process for risk assessing those do not have a clear DBS for suitability to tutor
should also be in place (in the case of Severn and Wye in collaboration with the Human Resources
Department). Inclusive practice recognises that in some situations people who have offended when
unwell may have valuable learning about recovery to offer others and that exclusion should certainly
not be automatic.
Student applications through the Severn and Wye College are risk checked by the Recovery College
lead through speaking to the student, a care co-ordinator or checking the electronic record. If a
current risk is identified that may be present in the College environment the student (and care
co-ordinator if one was in place) would be involved in a discussion around reducing any risk in the
Recovery College setting, for example checking out specific triggers and the likelihood of them
arising during a course and planning the management of triggers and distress in advance. Consent
to share relevant information to support the student with a tutor or Recovery College member of staff
would be sought and recorded where possible. Reasonable adjustments to reduce risk, for example
the enrolment of an accompanying support worker or the presence of a friend for the initial session
would certainly be considered.
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In order to maximise opportunities for students to progress, the Recovery College has benefitted
from arranging partnership opportunities with other organisations that students can seamlessly
access as they graduate. These can be open courses, for example literacy and numeracy, but some
are targeted at recovering people and again it is not unreasonable to expect that some of these may
be vulnerable in some way.
However the governance arrangements locally (and rightly) do not support health services freely
sharing what maybe personal or sensitive information with statutory and third sector providers of
these follow on courses. The Recovery College Operational Policy adopts the same principle as
when engaging with students internally, in that the first step is to engage with the student talk any
risk over and ask the student to inform the external tutor of any “need to know” information or for
permission to share agreed “need to know” information.
Where a student is not willing to share something significant about themselves that is risk or
safeguarding related and known to the Trust but intends to enrol on an external course anyway the
Recovery College Lead or Care Co-ordinator would liaise with the Trust Information Governance
Lead/Caldicott Guardian and/or Safeguarding leads to ascertain whether information sharing is
justified according to local multi-agency arrangements such as the Gloucestershire Information
Sharing Protocol Arrangements and plan how to do this ethically (again involving the student first as
a guiding principle). In these instances it is the Recovery College lead’s role to forge links between
operational and corporate services and peers that is respectful of everyone’s right to pursue their
own wellbeing safely.
In our experience this sort of occurrence is rare and we are most interested in providing students
with a college-type experience which does not involve liaising with Care Co-ordinators or external
tutors in other organisations routinely.
For Recovery College to function effectively a framework to recruit and support the Tutor group
is also needed. Ours has certainly evolved over time – as an innovation project, formal Plan Do
Study Act co-production cycles and an Appreciative Enquiry report developed with students was
factored in to inform the future design of the College. Since then the process has been somewhat
less formal but it has been crucial to ensure that co-production meetings with Tutors continue to
happen regularly so that they are engaged with the infrastructure, have input into the curriculum and
can plan to make changes. For the lead to co-ordinate this with the Recovery College Peer Support
Worker and tutors and ensure there is a joint agenda with opportunities for all views to be heard and
agreed actions allocated is an important part of the role.
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Once commissioning was achieved it was possible to develop and recruit a Recovery College
Peer Support Worker role internally on a permanent contractual basis. Standard NHS recruitment
procedures were used with the involvement of the Human Resources Department. This required
some mediation and explanation as employing peers is not well developed in the Trust currently.
Challenges around the banding of the role such as the equivalence of lived experience to academic
qualifications were not entirely resolved but HR were able to bring some flexibility to the system in
ensuring that there was a band 2 and band 3 entry level. This meant that recovery college graduates
were able to apply prior to completing the BTEC commissioned from Adult Education to develop
peer trainers, which has served us well. The Recovery College Peer Support Worker job description
and person specification can be seen in Appendix 2.
There also has to be flexibility for Peer Tutors and trainers themselves to initiate change and access
for the service support for the change to happen. Developing reflective practice at the end of each
teaching day, coming together as a peer group and redesigning learning outcomes, developing
methods of training peers to teach and expanding the role of Tutors and Peer Trainers not only
involves willingness to adapt the programme but manage the corporate implications with the support
of colleagues. Changes to the programme and its development require the initiation of new contracts
and reallocation of elements of the budget to work.

Evaluation and Key performance indicators
Being able to demonstrate the success of the Recovery College is important in gaining recurring
funding. Commissioners may stipulate key performance indicators within the service specification
- for example measuring the number of inpatient episodes to determine whether learning selfmanagement leads to fewer admissions.
At 2gether this process evolved during the first few years of the project. Although positive reports
were given by those having attended the courses, it was more difficult to demonstrate the success of
the service in terms of improving outcomes or saving money elsewhere in the health economy.
It was important to add this in as the system was formalised.
In order to gain funding from the Clinical Commissioning Group locally the Trust had to show that
the College could meet the service specification, and was accountable, inclusive and effective.
A modular framework for the Recovery College was therefore put in place which can be seen in
Appendix 3 and a set of outcome measures was agreed with the CCG. These were a mixture
of qualitative and quantitative measures which could be reported on annually and can be seen in
Appendix 4.
Qualitative data is often the most useful in understanding student experience and is collected
through an evaluation form and, Friends and Family Tests specifically for Recovery College. It is
fed back to tutors through co-production meeting It also informs our action plan for the year and
changes we make to courses and what we provide.
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As the outcome data is partially quantitative and not reported through clinical systems, manual data
collection was initially a challenge. However support from the Contracts Department to develop
effective Excel pages, which they have done for other contracts previously, simplified this process
in an organisation where the size of the College does not justify the purchase of student tracking
software. It is now possible to:
•
•
•
•

Collect student demographics at enrolment
Track individual student goal attainment
Track course outcomes by term and over the year
Review course effectiveness through impact on recovery.

The only quantitative data not completed by the Recovery College team is automatically collected
via the Trust Information Department, who use NHS numbers supplied by students look at rates of
admission prior to and following attendance at Recovery College.
Other outcome measures are discussed further in Chapter 3 about developing a recovery course
and Chapter 10 *Discovery College.

Quality Frameworks
In addition to the information about outcome, student experience and safety, efforts have also been
made to ensure that each provider is supported according to the type of arrangement we have with
them. The Commercial Department section describes the contractual arrangements we have in
place with providers and these explicitly contain expectations about support. For example one of the
3rd sector providers with expertise in peer mentoring has an NHS sub contract to supply group peer
support to Recovery college peer trainers. This is then identified as a support on offer in the lead
peer trainers’ contracts and to Experts by Experience.
Not all peer trainers want to lead courses but they may want to participate in the teaching team.
In the Trust it is possible to do this through the Expert by Experience Programme where people with
lived experience of recovering register to get involved in how Trust services are run. The system is
administered and overseen by the Social Inclusion Team and there is a role description for Expert by
Experience - Recovery and Discovery College alongside a generic risk assessment (Appendix 5).
Joining the programme means that those who want to participate are reference and DBS checked,
able to access induction training including safeguarding, sign the Trust confidentiality agreement
and are allocated a local manager (the Recovery College Lead) and Social Inclusion Development
Worker. Experts by Experience are able to claim travel and an honorarium. There are also volunteer
roles through the Social Inclusion Team which again ensures volunteers are appropriately prepared
and checked.
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In addition to roles within the College the Trust (as an employing organisation) can support students
with their own recovery through providing vocational support. The narrative below illustrates
how this can benefit both parties. James, a graduate of the Recovery College had completed
some accountancy qualifications before he became unwell. Part of his recovery was thinking
about returning to this profession. The Trust Finance department were very willing to support this
endeavour.
James writes:
“I worked voluntarily part-time, 2 days a week over a period of 8 months in the Finance
Department of Gloucestershire Hospitals NHS Foundation Trust. I worked on the batch posting
of payments by debtors of the Trust. I also raised invoices for the trust from documents raised
in departments.”
“By consolidating computer and accounting strengths I developed skills that are useful in the
workplace and that I continue to use. I learned at Recovery College the secret of recovery is
keeping your mind occupied with learning new skills and I had just completed my Association
of Accounting Technicians Level 3 and 4 Diplomas and Graduated at Gloucestershire College.”
Jen Empson, the Management Accountant who facilitated a work placement writes:
“I really enjoyed working with James as his placement mentor. In this role I was able to work
alongside James to identify his current skill set and agree some work related objectives. It
was great to see James overcoming the initial obstacles such as agreeing working times and
finding out about transport, joining and relating to the team and learning some new computer
systems. I met with James monthly to ensure that the placement was working out for him and
to plan new goals and transition arrangements at the end of the placement. I think that work
placements provide great opportunities for all involved.”
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Conclusion
In the broader picture of Recovery College development the contents of this particular chapter don’t
hold the interest and excitement of co-production, developing and delivering courses and working
with peers and students face to face. However, for sustainability, improving quality and retention of
those on whom the college depends, it is crucial to consider these points and allocate responsibility
for ensuring they happen in a way that is compatible with the governance arrangements of the lead
organisation.
There are many rules and regulations to consider when awarding contracts and purchasing goods
and services. These may seem unnecessarily complicated and an administrative burden, but exist
to guard against fraud and mismanagement and set out the expectations of each party in case of
dispute or change in circumstances.
Similarly the health safety and security of students already courageous to attend is crucial to
successful participation. We have not always perfectly managed this and know that factoring out any
risk at all is never possible but by attending to the detail and considering the practice the rest of the
organisation has to comply with, it is possible to manage the risk.
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Appendix 1: Sample course induction checklist
Item required

Responsibility

Register and contact details
Student Handbooks
Course learning materials (folders journals and
text books)
IT and audio visual equipment
Assessment and evaluation forms
Environment Health and Safety compliant
First aider available
Fire procedure clear
Signing in/security
Risk assessment if necessary
Premises/organisation public indemnity
Accessible classroom
“What to do if you feel unwell or upset “ handout
Refreshments and breaks
Toilets and accessibility
Smoking arrangements at site
Car Parking
Public Transport Access
Peer trainer claim forms
Lesson Plan
Reasonable adjustments/specific strategies
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Checked

Appendix 2: Job description and person specification Recovery College PSW
GETHER NHS FOUNDATION TRUST JOB DESCRIPTION

2

JOB DETAILS
JOB TITLE:

Peer Support Worker Severn and Wye Recovery College

JOB CODE:

Site contact

BAND:

2/3 according to qualification

LOCATION :

Based in Gloucester but travelling throughout Gloucestershire

ACCOUNTABLE TO:

Consultant Occupational Therapist for Social Inclusion

DIMENSIONS
The role involves input into and day to day co-ordination of Recovery College in accordance with
Recovery College principles and Trust values.
The role will involve working with Social Inclusion staff, Experts by lived Experience (service users
and carers) and college trainers and tutors to develop, promote and lead courses.
Engagement in a learning support relationship with students, who may have service user, carer or
staff backgrounds or a combination of these will be required
There will be some requirement to organise learning materials conduct learner assessments and
operate IT equipment eg computers, projectors
Development of courses, management meetings and promotional activity will mainly take place on
Trust premises. Delivery of courses will take place mainly in community learning premises
JOB PURPOSE
• To work within the Recovery College adult learning team under the direction of the
Consultant OT to facilitate and participate in programme development, support and delivery.
• To facilitate and deliver educational sessions and courses and share lived experience of
recovery in a planned and supervised way in courses offered through the Severn and Wye
Recovery College in accordance with the requirements of the Trust College lead.
• To project the professional image of the service through demonstrating excellent student
service in all activities.
• To adopt a flexible approach to ensure that College objectives are completed efficiently and
within given timescales.
• To maintain student confidentiality at all times in accordance with Trust policy.
• To participate in the promotion of Recovery college activities within the Trust and in the
wider community.
• To participate in reporting procedures for the Recovery College.
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ORGANISATIONAL CHART

Consultant
Occupational
Therapist Social
Inclusion 8b

Band 3
Administrator

RC Peer Support
worker
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CORE KEY RESPONSIBILITIES
• To communicate with a variety of people about Recovery College matters as arranged through
supervision and keep accurate and complete attendance and evaluation records consistent with
the College’s procedures.
• To use telephone, text and e-mail to communicate effectively with the learning team, college
venues, students etc.
• Provide and receive complex information within the learning team to colleagues and (in the
context of College course co-ordinator) to students using compassion and sensitivity.
• Provide learning support and guidance in a professional manner to students by drawing on both
academic competencies and lived experience and expertise about the subject matter.
• Provide support and guidance in a professional manner as part of the team to Experts by Lived
Experience and Volunteers participating through the Social Inclusion Team in the delivery of
Recovery College courses.
• Ensure attendance and completion of statutory and mandatory training as appropriate to the post
in accordance with Staff bank procedures.
• Help and support others in their personal development and maintain general personal
development and take an active part in learning opportunities and also keep an up to date record
of own development review process.
• Review and remain in dialogue with Recovery College Lead regarding own professional
development opportunities as a peer educator and management of competing demands including
maintaining work/life balance.
• Minimise own and others health, safety and security risks while following procedures to report
incidents that put health, safety and security at risk.
• Make use of supervision reflect and make changes in own practice and offer suggestions for
improving services and pass on to the appropriate person.
• Maintain quality in own teaching and encourage others to do so while working as an effective
and responsible learning team member and prioritise own workload and organise own work to
meet Recovery College timetables and deadlines.
• Act in ways that; support equality and value diversity. Treat everyone with whom you come in
contact with dignity and respect and recognise and report behaviour that undermines equality
and diversity.
• Collect, collate and report routine and simple data and information to the College Administrator
from Recovery college courses to aid reporting to the Clinical Commissioning Group.
• Through course management structures contribute ideas, opinions and expertise to develop
or enhance college communications and publicity, learning materials, course delivery, reports
and evaluations.
• Forward planning and co-ordination of resources to deliver Recovery College courses including
identification of materials/resources, and venue requirements to the Recovery College
Operational Lead and administrative staff.
• To ensure any queries/complaints fed back to the post holder personally are dealt with
appropriately following the Trust’s policies at all times referring to the appropriate department
as necessary.
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SPECIFIC KEY RESPONSIBILITIES
• To respond positively when possible to requests for curriculum development and teaching in
Recovery College activity through the staff bank
GENERIC RESPONSIBILITIES – ALL POSTS /ALL EMPLOYEES
The following are applicable to all posts and all employees.

INFECTION CONTROL
All staff have a responsibility to ensure that infection control policies, procedures and
guidelines are adhered to and to support the Trust’s commitment to preventing and controlling
healthcare associated infections (HAI).
HEALTH AND SAFETY
All staff have a responsibility to maintain health and safety of self and others within
the performance of duties in accordance with Trust health and safety policies, and
to undertake specific health and safety responsibilities as directed. All staff have a
responsibility to adhere to the Trust’s Risk Management Policies & Procedures.
CONFIDENTIALITY
All staff may gain or have access to confidential information about the diagnosis or treatment
of patients, information affecting the public, private or work related staff information, or Trust
matters. A breach of confidentiality will have occurred where any such information has been
divulged, passed (deliberately or accidentally) or overheard by any unauthorised person
or person(s). Breaches of confidence can result in disciplinary action, which may involve
dismissal.
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SAFEGUARDING: ADULTS AND CHILDREN
Every member of staff has a responsibility to be aware of and follow at all times, the relevant
national and local policy in relation to safeguarding children and safeguarding adults.

FREEDOM OF INFORMATION
Every member of staff has a responsibility to be aware of and follow at all times, the relevant
national and local policy in relation to safeguarding children and safeguarding adults.

WORKING ON NON-TRUST PREMISES
The Trust is committed to protecting and improving the health and welfare of staff, service users,
carers, visitors and contractors, and protecting smokers and non-smokers from the health dangers
of second-hand smoke. Therefore all Trust premises are ‘smoke free’ and staff (and external
contractors and visitors) must refrain from smoking in Trust buildings, vehicles and grounds.

DIVERSITY AND PROMOTING DIGNITY AT WORK
The Trust recognises the contribution of all employees to deliver responsive and quality services.
We expect staff to value and respect the diversity of those who use or contact our services and
to respond to the differing and diverse needs of others. We aim to have an environment free of
bullying or harassment which would create an intimidating and unpleasant atmosphere impacting
on staff wellbeing and service delivery. We want staff to be able to report issues knowing they will
be dealt with promptly and sensitively.
All forms of bullying and harassment are unacceptable and will not be tolerated by the Trust.
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COMMUNICATIONS AND WORKING RELATIONSHIPS
All concerned with the care of the service-user whilst maintaining confidentiality within the relevant
guidance and legislation. This includes: the Service User who may have difficulty/inability to
communicate due to sensory impairment and/or their mental health state and/or may not have
a good command of English; MDT, Carers GPs, Social Services, Housing Agencies, Benefit
Agencies, Advocacy Service and Voluntary Sector.

EFFORT AND HEALTH & SAFETY FACTORS
•
•
•
•
•
•
•
•

Use of VDU when developing and delivering course materials.
Occasional contact with students who may show signs of being anxious, nervous or angry.
Pressure to meet deadlines.
Responsibility of confidential information.
Positive and flexible attitude able to react quickly to changing situations.
Ability to communicate with a range of people in ways that do not discriminate or stereotype.
Able to seek out share and assimilate new information.
Occasional lone working.

MOST CHALLENGING PART OF THE JOB
• Leading sessions where complex information is presented to people who may experience
barriers to learning or have specific educational needs.
• Participating in the response to students who may need pastoral support.
• Holding a leadership role as a person with lived experience who is also a trainer in the
Recovery College setting.
• Maintaining own recovery whilst in the unique position of drawing on lived experience of mental
illness while teaching by negotiating involvement effectively, and harnessing support networks
and provision appropriate and available to a paid role.
• Dealing effectively with very busy situations on a regular basis.

This job description seeks to provide an outline of the duties and responsibilities of the post. It is not
a definitive document and does not form part of the main statement of Terms and Conditions. The
job description will be reviewed as part of the annual Appraisal process and will be used as the basis
for setting objectives.
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2

GETHER NHS FOUNDATION TRUST PERSON SPECIFICATION
JOB DETAILS
JOB TITLE:

Peer Support Worker Severn and Wye Recovery College

JOB CODE:
BAND:

2/3

LOCATION :

Gloucester

ACCOUNTABLE TO:

Consultant Occupational Therapist for Social Inclusion

QUALIFICATIONS
Essential

Desirable

• Lived Experience of mental ill health and
recovery as a person who has used mental
health services

• Previous Expert by Experience involvement
in the Trust

• Knowledge and personal experience of
recovery focussed interventions and
planning
• BTEC Award in Education and Training
(post compulsory sector) qualification (band
3 entry) or equivalent or willingness to work
towards teaching and learning qualification
at earliest opportunity (band 2 entry with
band 3 progression)
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LENGTH AND/OR NATURE OF EXPERIENCE
Essential

Desirable

• Experience of participation in education
settings, formal or informal including
curriculum and lesson planning and delivery
of teaching to adult learners

• Experience in using tools and collection
information on impact and effectiveness of
programmes for performance reports
• Experience of working as or with volunteers

• Working knowledge of Microsoft Office
packages e.g. Word, Excel, PowerPoint,
and Outlook
• Experience of maintaining course records –
registers, learning records etc.

PROFESSIONAL/MANAGERIAL/SPECIALIST KNOWLEDGE
Essential

Desirable

• Specialist knowledge of Recovery practice
beyond experiential knowledge to inform
teaching

• Previous completion of Recovery College
courses or similar

• Effective teaching and communication skills
in group settings
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PERSONAL SKILLS ABILITIES AND ATTRIBUTES
Essential

Desirable

• Confidence and enthusiasm to inspire hope
for others in recovery

• Ability to work under pressure and to work
to deadlines

• Maintaining learning records

• Willing to learn new skills and embrace
modernisation of Recovery focussed mental
health services

• Ability to work alone and within a team
• Good organisational and time keeping skills
• Proven interpersonal, oral and written skills
• Commitment to team working
• Commitment to equal opportunities and
anti-discriminatory policies
• Ability to take notes of meetings

OTHER REQUIREMENTS
Essential

Desirable

• Ability to keep up to date with the Trust’s
policies and procedures

• Full Driving Licence and use of car (or
alternative mode of transport) or ability to
travel across sites

• Keeping up to date with mandatory training
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Appendix 3: Modular Framework

Modular course structure
Foundation Level

Introduction 2
recovery
Journeys 2
recovering
Next steps 2
recovery

Mind and Body 2
recovery

Recovery Communities 2gether
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Completion

Graduation

Creativity 2
recovery

Modular
Choices

Talk Mental
Health 2 recovery

Impact of Recovery College of Student

Appendix 4: Outcome Evaluators for Annual Report
Evaluation
domain

Measure

Methodology

Responsibility

Achievement of
recovery goals

Student account
of goal attainment
(binary)

Quantitative

Students

Qualitative pre
and post measure
(self-assessment)

Recovery College
Lead

Student narrative
of goals achieved
Personal recovery
(interpersonal and
intrapersonal)

Questionnaire on
the Process of
Recovery

Quantitative and
Qualitative pre
and post measure
(self-assessment)

Recovery
College Lead

Occupational
competence/
environment

The Occupational
Self-assessment

Pre and post
measure (selfassessment)

Recovery
College Lead

Quantitative and
Qualitative
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Impact on Services within Gloucestershire

Evaluation
domain

Measure

Methodology

Responsibility

Satisfaction with
service

Friends and Family
Test

Quantitative and
Qualitative

Recovery
College Lead

Service Satisfaction
Questionnaire
Service use :
In-patient services

In-patient stays
12 months prior to
enrolment and in the
12 months following
enrolment for those
attending
>70% of each
course

Service use:
Primary Care

Quantitative
GP and Primary
Care contacts 12
months prior to
enrolment and in
12 months following
enrolment for those
attending
>70% of each
course
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Clinical
Commissioning
Group Information
Department

Appendix 5: Expert by Experience and Volunteers Generic Risk Assessment
GENERIC RISK ASSESSMENT FORM – VOLUNTEERS AND RECOVERY/DISCOVERY
COLLEGE EXPERTS BY EXPERIENCE
Name:
Date:
Working environment:
Community Venues where Recovery College and Discovery College Classes are held,
for example GlosCol, Gloucester Guildhall etc
Trust Premises for Recovery college meetings
Occasional attendance at conference centres via public transport.
Activity:
Supporting students with learning needs
Helping with administrative tasks like the register and forms
Organising practical tasks like tea and coffee trolleys
Supporting art and craft activities
Sharing lived experience of recovery (Experts by Experience).
Hazard - what could cause harm e.g. substance or water on floor:
• Environment could include structural hazards such as sloping floors, steep stairs etc.
• Electrical equipment such as computers and projectors are frequently used
• The nature of the role means that Volunteers and Experts by Experience are in contact with
students who would be included as vulnerable adults and vulnerable young people
16 – 18. The course subject matter can be challenging and students can become upset.
Sometimes students are not very well at courses and may beverbally abusive or influence
the conversation in a way that upsets others (students, volunteers or Experts
by Experience).
• Substances Hazardous to Health may be kept incorrectly in the community venues used.
These are likely to be categorised as cleaning materials.
Consequences - (and to whom) e.g. slip, trip or fall to patients and/or staff:
• Slips trips and falls to Volunteers and Experts by Experience
• Electrical malfunction resulting in electrical shocks
• Volunteers and Experts by Experience may rarely be the subject of or witness to verbal or
physical aggression or situations where students they are speaking to/supporting become
emotionally upset. This may result in emotional or physical harm to Volunteers and Experts
by Experience.
• If substances are not stored correctly Volunteers and Experts by Experience may be
exposed to poisons or contaminants.
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Risk rating number if there were no controls in place
*please use the Trust guideline attached at the end of this risk assessment*
Controls in place e.g. warning signs, regular checks, immmediate clean up and drying
• Venues are usually those intended for public use. They are visited in advance of booking to
check they are well managed and accessible. They are not booked if there is a major hazard to
staff or students. Venues have indemnity insurance.
• Electrical equipment supplied by the Trust is checked and tested.
• Prior to the course starting applicants who are registered on RiO are screened for risk and
appropriate management steps taken via the student and any care co-ordinator. Registration
forms ask students to share any risks we should know about and how we can support them in
their learning. This would influence who attends, what staff were present (including support
from the team) and who we would ask Experts by Experience and Volunteers to support in
sessions.
• The student Handbook states that students who appear to be under the influence of alcohol or
illegal substances should not attend Recovery and Discovery college and will be asked to leave
by staff.
• There is a staff member present at courses and a Trust lead who is able to follow up upsetting
incidents, report through Datix etc.
• Community venues are checked for safety feaures such as adherence to COSHH on the
initial visit.
• Volunteers and Experts by Experience complete the the training associated with the role
before undertaking it.
Actions to be taken during the placement –
• Recovery college staff will ensure Volunteers and Experts are aware of any environmental
hazards associated with a venue and any management strategy to reduce the risk.
• Volunteers and Experts are asked to carry out particular tasks and have the chance to ask
questions in advance. Information and any management plan would be shared with volunteers
by staff as appropriate on a need to know basis.
• Volunteers and Experts are asked at sessions if everything is OK for them.
Risk rating number with existing controls in place
*please use the Trust guideline attached at the end of this risk assessment*

Action to maintain controls:
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Record venue visits.
Record risk check completed on course booking forms.
Follow process for Volunteer and Expert by Experience recruitment through Social Inclusion
Team records.

Immediate Actions (what will be done immediately)
Add to the role descriptions that Experts by Experience and Volunteers must be well enough
to participate appropriately physically and mentally and Recovery college staff retain the right
to ask someone they believe to be unwell not to participate in a course. This does not apply
where it is solely a lack of reasonable adjustments that is preventing someone with a disability
from participating.

Future actions (what is planned for the future and when)
Check of Recovery College Records and Social Inclusion Team procedural compliance to
ensure safeguards are in place

Signed by volunteer/Expert by Experience:

Signed by recruiting manager:

Printed name:

Printed name:

Date:

Date:
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Chapter 8: The importance of stakeholders and partners –
building a Recovering network and three examples.
By Simon Price, Sally Lewis, Megan Thoresson, Sue Blackmon,
Jane McGraham and Karen Hopkins.
Simon Price
Simon Price has been involved in facilitating, and helping others to set up, peer support and ‘self
help’ group’s and peer led organisations for the past 18 years. Simon has written on mental health
and spirituality and he was for many years a performance poet and mental health activist. He
is an expert by experience and his primary interests are in the language of recovery and critical
(narrative and existential) approaches to mental health practice. He worked for Mind for much of
his career and was involved in establishing an acclaimed Wellbeing Service in the Black Country
and Peer Advocacy projects in the Chilterns. Simon currently works as Peer Coordinator for The
Independence Trust in Gloucestershire and lives on the edge of the Forest of Dean.
Jane McGraham
Jane McGraham (Peer Support Worker): ‘I attended the Pathways to Recovery Course in 2014 as
a student. I have a diagnosis of bipolar disorder and I published a book called Learning to Live with
Bipolar Disorder in 2013. After completing the Pathways course, I went on to do voluntary work
with the 2gether Trust. I then started to work on Staff Bank before starting work with the Recovery
College. I am passionate about helping to deliver courses as we see so many people’s lives change.
During every course, it is humbling to hear individual stories and to see how Recovery College
courses impact on individuals’ lives in a positive way.’
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Key learning points
1. There are mutual benefits to working in a connected way for both students and
programme leaders.
2. Obtain commitment from all aspects of the organisation; from the strategic policy
makers and operational decision makers, to the teaching and administrative staff, who make
it all happen.
3. Pin down partners; create a contract that states who, what, where, when and how other
organisations will contribute to the project.
4. Train everyone involved in what co-production means in practice; understanding the
principle does not inevitably determine the ability to put it into practice.
5. Fully assess the needs of all students before planning the delivery of the course; it is
essential that a comprehensive plan is in place to meet those needs.
6. Coaching, mentoring or some other kind of pastoral support is essential throughout both the
learning experience and the journey through recovery. The provision of pastoral support by
partners is an excellent way of maintaining the co-productive approach throughout the project.
7. Capture and celebrate the learning at all stages of the project; this will motivate learners,
provide tangible evidence of the benefits and record outcomes that may be positive
and from which you can learn.
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Introduction
The aim of this chapter is to encourage and support new Recovery colleges to link with other
organisations and resources to enable them to better support their students in more person centred,
systemic and co-produced ways. Our hope is that on reading this Recovery Colleges will think about
similar (and unique) organisations locally that they could link with or form partnerships alongside.
As the uptake of recovery courses grew, tutors became aware that students’ recovery could be
hindered by lack of opportunity to progress beyond the College itself. Students reported feeling
directionless at the end of the limited number of courses they could do, and worse that they missed
their fellow students. The main drawback of the “pop-up” model our college uses in our rural area is
that there is no Recovery College building for students to meet in.
Although we were more aware of this loss and able to mitigate it in some ways by setting up a series
of courses to run in one place and developing post-graduate Recovering Communities catch up
sessions, these were infrequent and again based in a variety of locations. In Herefordshire a cohort
of students set up their own “post-grad” group who continued meeting but it was clear that this
required motivation and commitment not always available to everyone.
It became clear quite early on that better defined relationships with other local recovery focussed
organisations would be required and pathways between organisations. Independence Trust has
a long history of providing services in the local communities of Gloucestershire. Funded by the
County Council they offer wellbeing activities, bridgebuilding, peer development and safe spaces to
support recovery.
The first part of the chapter is by Simon Price, Peer Development Lead at the Independence Trust
and how Recovery College and Peer Mentoring operate as mutually beneficial programmes. Adult
Education in Gloucestershire have been partners of the Recovery College from the start and the
second part of the chapter describes how this relationship has evolved to extend opportunities for
education and self development in the adult learning sector. The chapter finishes with a partnership
project designed to raise awareness of the range of local recovery support.
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Example 1: Chiming with Each Other, by Simon Price
The Independence Trust are developing their peer development programme in close conversation
and partnership with the Severn and Wye Recovery College. Myself and ‘peer leads’ from The
Independence Trust have contributed to and attended Recovery College courses, and in return, the
Recovery College’s team of ‘experts by experience’ have attended Peer Support training facilitated
by The Independence Trust. I have recently begun facilitating ongoing reflective practice and support
sessions for the Recovery college team, while members of that team are helping our peer leads to
set up peer support groups at different sites across Gloucestershire.
The exchange of knowledge, the linking in of our two services, and our rallying around shared
concerns, has felt seamless. The journey together so far has been extremely exciting and I strongly
feel that it has been beneficial to all involved. It is from this background that I come to speak about
the importance of working in a joined up way with other organisations: as a Recovery College, but
also as any organisation that works with a recovery ethos at the heart of its operations.
Through my own professional and recovery journeys I have become interested in systemic, social
constructionist, and narrative approaches to mental health practice, supervision, and organisational
development. These approaches prioritise the importance of working in a joined up way, of
understanding the student, client, or peer lead as inseparable from their context and their relations,
from their ‘world’. These approaches also focus upon the telling and retelling of our stories, about the
world and ourselves, in ways that impact upon and transform our sense of our identity, ‘Telling our
stories in ways that make us stronger’.
As well as being beneficial on an individual level, organisations working in a joined up way can bring
mutual benefit to the organisations and to their clients or students. An example of this can be seen in
the relationship between the Severn and Wye Recovery College and the Independence Trust Peer
Development service. It helps people to set up and to run peer support groups if they have attended
a recovery college course, particularly as recovery college courses teach about self-care and selfmanagement.
These are two aspects of peer support practice that are incredibly important for peer leads to
attend to if they want to ‘stay well’ when helping others. Additionally, it also helps recovery college
attendees to learn how to use the skills, strengths, interests and knowledge that they have identified
on the recovery college courses in a way that can support others who might be going through
something similar. The Peer Development Peer Training support course facilitates people to move
forward with, and to develop, these skills, strengths, interests and knowledges.

118

Some benefits for recovery colleges that can arise from working in a joined-up
way with other organisations:
• Rather than organisations primarily being concerned about the building of their own empires,
working in a joined-up way with other services enables organisations to operate in a more
person-centred manner; bracketing organisational competitiveness and self-interest and,
instead, working with the interests of their clients at the heart of what they are doing.
Organisations become more person-centred by linking their clients into the best
support available for them; the best services capable of enabling them to develop their
identified strengths, skills and assets.
• Organisations working in a joined-up way increases organisational resilience.
Working in a joined-up way helps organisations position themselves for joint funding bids.
Funders might be reassured that their funding is being well spent if organisations can evidence
existing successful working relationships, (as opposed to organisations entering into more
formal partnerships completely blind).
• Organisations working in a joined up way can help organisational wellbeing (modelling at
an organisational level the 5 ways to wellbeing & Scottish recovery network values of ‘connect
& connection’).
• Commissioners often seem to approve of such pathways between organisations, as it
makes the best use of funded services.
• Organisations working in a joined-up way helps them market and promote what they do and
identify clients who might benefit from their own unique services and expertise.
• Working in a joined-up way helps organisations remain within their funding remit. Recovery
colleges can remain focused upon what they are funded to achieve if they know they can
signpost students to other reliable services, rather than extend beyond their remit by feeling
that they must fulfil their students’ every need themselves.
• Organisations knowing about each other and sharing each other’s specialist knowledge, can
help enormously with the staff development across services. Examples of this could be the
sharing of best practise guidelines, supervision, up to date research and emerging examples
of evidence based practise. No single professional can be specialist in all fields of knowledge…
by services linking up more fully, the knowledge’s available to both the recovery college staff
and their partner organisations can be shared and disseminated and the impact of
these widened.
• On an even wider level, organisations working in a joined up way can also help to better
promote peer support and recovery values, and help to disseminate these amongst partner
organisations and the wider world. Working in a joined up way creates more opportunities
to change the local climate towards recovery values and recovery orientated practice and it
increases the likelihood of expertise by experience becoming a credible paradigm in mental
health and social care settings and services.
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• Organisations knowing about each other and sharing each other’s specialist knowledge can
help enormously with staff development across services. Examples of this could be the sharing
of best-practice guidelines, supervision, up-to-date research and emerging examples of
evidence-based practice. No single professional can be specialist in all fields of knowledge.
By services linking up more fully, the knowledge available to both the recovery college staff and
their partner organisations can be shared and disseminated, and the impact of these widened.
• On an even wider level, organisations working in a joined-up way can also help to better
promote peer support and recovery values, as well as help disseminate these amongst partner
organisations and the wider world. Working in a joined-up way creates more opportunities to
change the local climate towards recovery values and recovery-orientated practice, plus it
increases the likelihood of expertise by experience becoming a credible paradigm in mental
health and social care settings and services.
After recognising these benefits to organisations of working in a joined up way, it is important to
reflect on how to go about doing so. I believe that our individual approaches to our recovery and
peer work should reflect the values that we would want to encourage our clients and students to
attend to. I also believe that organisations should ‘practice what they preach’ at an organisational
development level. If recovery colleges want to move students towards recovery values such as
CHIME then this needs to be modelled, made possible, and better enabled by the organisations
relationship to other organisations: it needs to be represented and embodied in how they operate
as a whole. If they work in a ‘joined up way’ with other local organisations, then Recovery Colleges
model and embody the values of CHIME, and through this they better enable their students to move
towards these values.
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Some benefits for recovery college students that can arise from the college
working in a joined-up way with other local organisations:
Connect
• Services that are joined-up increase opportunities for communication, thus modelling a healthy
way of connecting with others for their students and clients.
• Working in a joined-up way helps organisations become more outward focusing, which
helps them model openness to the world; promoting social inclusion for their students.
Students of a recovery college course are better supported to build their own recovery networks
if the organisations supporting them can model ‘joining up’ and ‘connecting’ for their students.
In part, it promotes the social inclusion of students, because they are introduced to worlds and
activities outside of the mental health system. It also helps them realise that there are
communities and a world of opportunities outside of, or alongside, mental health services.
Recovery colleges can better support their students to move out of mental health services
and into mainstream education, volunteering or employment opportunities, if they work with
other organisations in a joined-up way.
• Working in a joined-up way helps students and peer leads build a support network to help their
recovery and find ‘what works for them’.
• Working in a joined-up way ensures clients don’t have ‘all their eggs in one basket’ when
it comes to their support networks. Much anxiety can be alleviated, in an increasingly uncertain
commissioning climate, from knowing that all your support isn’t coming from, and dependent
upon, one organisation; particularly when funding cuts are rife.

Hope
• Organisations working in a joined-up way helps people answer ‘what next’ after a recovery
college course has ended. It also helps them continue building and to keep the recovery
momentum up when there is often a ‘lull’ of ‘what now’ when a course is over. Students are
better enabled to continue the work they have begun on the recovery college courses if they
can know about, and link in with, other organisations who can support them to ensure their
recovery journey momentum is sustained.
• Some Trusts employ ‘Recovery Workers’ in community teams and inpatient settings but
unfortunately we do not yet do this and so there is a constant need to promote the benefit of
recovery focussed interventions as well as the College.
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Identity
• Organisations working in a joined-up way helps recovery college students develop and
‘perform’ new identities. An example of this is how a client of the recovery/mental health team
can move from seeing themselves primarily as an ‘ill person’ without hope of being different, to
becoming a ‘student’ on the recovery college course, with access to knowledge and building
self-efficacy in coping with distress; or for example, becoming an ‘artist’ with the help of peer
support art groups or an art course they can move on to, facilitated by a partner organisation.
By enabling new ways of seeing themselves, and creating identities that they believe in,
students can feel more confident and empowered to choose the life they want for themselves.
• Recovery college graduates can enrich their preferred narratives, skills and strengths with
the help of the organisations and activities that they have been linked in with upon finishing
their courses.

Meaning
• Organisations working in a joined-up way creates a richer ‘menu’ of services for students to
choose between, creating more opportunity to select something meaningful for them due
to there being a variety of services to talk to who know about each other.
• People can use the skills, knowledge and strengths that they may have identified on the
recovery college courses (and on their recovery journeys more generally) and build upon these
with the help of a variety of other organisations; all of which have an expertise that is relevant
to people’s unique and individual journeys and identified specialisms. Recovery college
students are then better enabled to build on these if they are linked in with the most appropriate
support available. Recovery college students are helped to develop structure, purpose and
meaning after a course has finished if they have services that they can be linked in with, to help
them develop these important aspects of their recovery and maintain the gains they
have made.

Empowerment
• Organisations working in a joined-up way helps students build springboards, thus enabling
them to move smoothly on to other social or educational opportunities. (See Box 1).
• The more access to knowledge and support available, the more empowered a student or client
is to make informed choices and develop control in the areas of their life they feel they need
or want to.
• Organisations working in a joined-up way helps students build springboards, thus enabling
them to move smoothly on to other social or educational opportunities. (See Box 1).
• The Severn & Wye Recovery College’s motto is ‘Knowledge is Power’. This does not simply
mean that if you ‘get’ more knowledge, you ‘get’ more power. This statement points us equally
towards the importance of ‘access to knowledge’. ‘Knowledge is Power’ is about knowledge not
simply being in the hands of ‘specialists’ and ‘experts’ who work upon (and apply to
their knowledge ‘to’) ‘treated’ people. In contrast, ‘Knowledge is Power’ is about having access
knowledge and the ‘means of knowledge production’; co-design, co-research, more recovery
co-production etc (see Jane McGraham’s case study of a poster project in chapter 9) The more
colleges link in with other organisations, the greater the resources and opportunities;
and hence the knowledge that becomes available to students.
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This, in turn, means students are better enabled to become more active in their own recovery
journeys, as opposed to being passive and ‘docile’ (Foucault, 1975) in the face of the ‘already
said’ (Levinas, 1961) and in the face of dominant and unhelpful narratives about themselves.
If services work in a joined-up way, students have more opportunity and power to transform or
resist the dominant narratives and the discourses encircling them and can build up and develop
their own voices and counter narratives in response.
• Recovery is a creative process, our ‘selves’ can be seen as an artwork; a collage. We all
have the potential to build our own network of people and experiment with resources
and coping strategies that work for us; rather than remain passive in the face of our ‘treatment’.
We can all build our own collages. Resources can be found all around us; this is where
‘signposting’ and information sharing is crucial to helping each other. Such potential resources
for rebuilding our ‘selves’ are practically everywhere; if only we can help each other
notice them to ‘plug into’ them (Deleuze and Guattari, 1972). If recovery colleges work in a
joined-up way with other organisations, they can better enable their students to take notice of
such things. They can help their students explore what works for them and support them in
advance to continue on their individual pathways of creative recovery, well beyond
their recovery college graduation days.

Example 2: Working with local partners for sustainability – the role of Adult Education
The Mental Health sector has been increasingly underfunded over the years, as has Adult
Education. The impact on and potential benefits of working in partnership with other sectors, public,
statutory and voluntary, that share the same aims and objectives, are phenomenal. The challenges,
however, should not be understated.
This section describes how Adult Education in Gloucestershire’s relationships with the Recovery
College and local providers have grown and developed over the years.
Adult Education itself has undergone two major restructuring exercises during the period of the
partnership. Over time, the organisation has progressed from providing standalone workshops
and courses such as English and maths, to embracing the broader perspectives of community
learning and personal development. The chapter explores how a connection at one level of the Adult
Education grew into a relationship with the Recovery College which is now core to the curriculum the
organisation offers across the county.
The chapter aims to show how a co-productive approach while the most expensive in the short term
is ultimately the most cost effective in terms of an individual’s recovery journey, if budgets could be
combined and provision for preventative and recovery work given adequate funding.
The chapter will also confirm that the ultimate impact on learners has been extremely positive with
some extraordinary success stories resulting from subsequent projects.
The chapter will also reveal the extent of the gaps in current provision (statutory and voluntary) and
the impact these gaps have on the lives of those experiencing ongoing serious mental illness.
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Context
Adult Education is part of Gloucestershire County Council and one of our priority areas is to work
with people with a disability or limiting long-term illness to enable individuals to increase their
ability to live independently in addition to contribute to their community, socially and economically.
‘Mental Health & Wellbeing in Glos’ (Public Health Glos) stated that by ‘Improving opportunities
for education, training, employment and support to access these’ it will ‘help people to have a good
quality of life’. “Keep Learning” is also listed in the 5 Steps to Wellbeing. We also understand that
learning, education and training are vital components of the recovery journey.
Adult Education manages and facilitates the Community Learning Partnership which brings
together organisations with an interest in learning, either by providing learners, venues or support
in geographical areas across the county. A sub group for The Cotswolds around mental health is
planned for January 2018. An Adult Education Learning Co-ordinator is based within multi agency
specialist support of Gloucester Social Care Children and Families Team and Families First,
supporting and signposting parents into learning, volunteering, work and/or the Recovery College.
Adult Education in Gloucestershire was specifically chosen as the education and training partner
for the Recovery College because of a long history of working in partnership with the Social
Inclusion Team of 2gether Trust. Our base was initially chosen to host the college as we provide a
non-threatening learning environment within the community. The first College was hosted by Adult
Education at our previous premises, Llanthony Warehouse, Gloucester Docks, in 2013.
A small number of community based learning programmes were initially delivered, with some
students progressing onto accredited programmes. Adult Education, in partnership with the
Recovery College, promoted delivery through information sessions where potential learners were
provided with the opportunity to identify what courses they felt would benefit them. This eventually
led to a co-productive way of working where students, partners and tutors participated in the design
and delivery of courses during 2017.
In summary, as part of Gloucestershire County Council, Adult Education is well placed to influence
county-wide mental health strategies. The organisation has developed its internal policies,
procedures and curriculum offer in no small part due to our work with the Recovery College and
partners and has representation on strategic partnership groups such as Mental Health Crisis
Concordat, Tackling Mental Health Stigma, Dementia Education and Training Strategy and District
Council Health and Well Being Groups.
Our co-productive/co-creative approach ensures that Recovery College students and a wide
range of partner organisations are an integral part of the planning and delivery of the mental health
curriculum. Mental Health is one of the key thematic areas of Adult Education.
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Contributors
Sue Blackmon - I am involved as part of the Senior Management Team in pushing the mental
health agenda forward across the service and within Gloucestershire County Council.
My background is in information, advice and guidance and community development. I believe that
partnership working is a necessity for any individual or group in need of support.
Sally Lewis - I was given a secondment 10 years ago to explore the links between learning and
mental health.
I was involved with Recovery College in the very early planning stages and was host and ‘tea lady’
for the first college. I have developed strong countywide working relationships with mental health
professionals. I am currently promoting the Recovery College in the Gloucester Children and
Families Team of social care and part of a task group tackling mental health stigma in rural areas
involving the NFU and Young Farmers clubs.
Running the Community Learning Partnerships has highlighted a huge demand for support for
learners with mental health issues to aid recovery and progression. I hope I have helped smooth
the transition of the clinical and educational world for the maximum benefit of the learner and
their recovery.
Karen Hopkins - Initially I became involved as a tutor of the BTEC Award in Education and Training.
Following a restructure, I became a curriculum adviser, supporting partner organisations. After
a subsequent restructure I became a learning co-ordinator, focusing on mental health; initiating
Beyond Recovery and progressing the Cathedral Partnership.
I am very passionate about co-creation, learner empowerment and the role of ‘community’ in mental
health. I have a background in teaching, careers advice and counselling/psychotherapy. I consider
myself an Expert by Experience through lived experience.
Megan Thoresson - My initial involvement was as a development worker, promoting the Adult
Education service at Recovery College Space Days and Coffee and Cake events. As part of
the partnership with the Recovery College, I went on the co-production training day. This led to
co-tutoring with Karen Hopkins on the co-created life planning course, Beyond Recovery. My
background is in teaching.
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Evidence base and policy background
Adult Education is funded through the Education and Skills Funding Agency. We currently work
under six thematic headings as part of our delivery plan; one of which is mental health.
Our evidence base is qualitative, based on practical experience gained over the years, together with
a willingness to explore what seemed to be fairly radical approaches at the time, but which have now
become usual practice.

Process and method
Progression opportunities for Recovery College students after the initial college programme have
developed over the last few years.

First year
Students were invited to join pre-existing English and maths courses offered by Adult Education,
as progression from the Recovery College. One of these learners enrolled on maths and English
classes and is now volunteering in a local city centre bike project, having been one of our
Outstanding Adult Learners of the Year. Another graduate has been attending an Adult Education
community art group.
There was an Adult Education presence at the Space Days, together with Artlift, Art Shape (local arts
organisations) and the Library Service, which was promoting library membership and Books 		
on Prescription.

Second year
Students were invited to join pre-existing classes in English, maths and ICT. Additional courses
around building confidence and self-esteem were included, such as ‘Look Good, Feel Good’ and
watercolour painting. Adult Education began to participate in Space Days; the final day of the
Pathways course, in which graduates can explore further opportunities.

Third year
Following some training in co-production with 2gether NHS Foundation Trust, it was decided to adopt
the co-production/co-creation model when planning progression opportunities, which would be
broadened to include a wider range of mental health provision.
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Coffee and Cake
This was the first attempt at co-creating progression opportunities following Recovery College.
Students were invited to a Coffee and Cake meeting, along with organisations interested in
co-creating courses and workshops. BTEC students took one table and talked to visitors about the
Recovery College and the teacher training course. This was popular and very helpful for people
considering enrolling with the college.
Independence Trust took another table and talked about the ‘5 Ways to Wellbeing’, as well as other
opportunities with them.
Adult Education took a table offering tasters in jewellery making and cookery. These were
very popular.
Many organisations brought clients, patients, students and friends along to this event. Good
relationships were forged and promises made regarding joint events.

Learning points from the first Coffee and Cake event
Have plenty of members of staff around to talk to people about what they want to do.
Providing informal advice and guidance sessions was useful, but there were only two people
equipped to do it at that time; not enough to meet demand.
Fully assess the needs of students before planning the delivery of the course; ensure a
comprehensive plan is in place to meet those needs (with partners on standby).
• Assess mental health support needs so that you get the support in place before the
course starts.
• Assess preferred learning styles.
• Ascertain past experiences in education and employment, as this can inform how and
what they learn – a formal careers advice interview would help here.
• Pin the partners down. Agree who will contribute what, how and when. Get it confirmed
in writing.
• Up until then, assumptions were made about what students needed or wanted. Many students
explained that they felt they were running around in a circle not getting anywhere once they
had completed Recovery College. What they needed was more coaching or mentoring;
they needed to regain the skills for independent thinking and living that they had lost during
their illness. Coaches are employed by the Recovery College to provide a certain number of
sessions throughout the college courses, but this aspect needs to continue throughout the
learning journey.
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Out of this was born Beyond Recovery
Beyond Recovery
Participants at Coffee and Cake stated that they needed help to move out of the loop of ‘sticking
plaster’ courses if they were to be able to move on with their lives.
We concluded that embedding life planning within the next course would be worthwhile. Beyond
Recovery was a pilot course designed to embed life planning and goal setting, with workshops
aimed at building self-confidence, stress management, assertiveness, self-awareness and the like.
The ‘Human Givens’ model, which could be considered an extension of the CHIME model, was used
as a basis for this. (Appendix 1).

Learning points from Beyond Recovery
Introducing the ‘Human Givens’ was not a good idea in a group situation. Ideally, it should be used
during a one-to-one coaching session and, even then, only if the support is in place for the student.
The Human Needs Audit made students realise how much was missing in their lives.

Other courses
Cookery, ICT, English, maths – Cookery and ‘Cooking on a Budget’, healthy eating and all cooking related courses were very popular.

Creative Connections in partnership with Gloucestershire Cathedral
This project was intended to use creative arts and crafts with life planning/coaching, with a focus
on suicide prevention. It grew out of a meeting with Survivors of Bereavement by Suicide (SOBS),
Gloucester Cathedral, Public Health and Adult Education, with the expectation that other partner
organisations would become part of the team.
Initial assessments were completed by Adult Education staff members, and support identified for one
specific individual. All had agreed to use the co-production/co-creation model. The course became
intense very quickly and it was clear that it was not appropriate to embed life planning; the focus
became on managing the situation to support students to produce some outstanding artwork.
The mental health support needs and issues of the group became challenging within two sessions.
A safe learning environment was created, meaning learners felt comfortable. This resulted in several
issues being disclosed which required mental health crisis intervention and/or safeguarding.
Ultimately it was a very successful project, which was subsequently celebrated through the creation
of a video and was the subject of a service in Gloucester Cathedral as part of National Suicide
Prevention Week. The students have gone on to create a self-supporting art group, with some
support from a partner organisation. The Gloucester Cathedral Education Officer was fantastic in the
amount of support she provided - physically, financially and emotionally.
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Figure 1: Creative Connections work

A video and photographs were made of the process of selecting and mounting artwork in readiness
for the exhibition. https://www.youtube.com/watch?v=Gk1SOVPEkjQ

Learning points from Creative Connections
• Gain commitment from partner organisations who are identified to provide support to specific
students.
• Gain awareness and understanding from 2gether Trust care co-ordinators, so that they can
provide effective support to their service users.
• Be realistic about what can be achieved in a particular amount of time.
• Ensure all members of the team have a shared understanding of co-production/co-creation.

129

Initial teacher training qualification (BTEC Award in Education and Training)
Adult Education was invited as an initial partner in the planning of the Recovery College, as a
learning rather than clinical partner. The need for clinicians and peers to develop skills in teaching
and training was identified in the early stages of the first run of the Recovery College.
There were quality issues from the Adult Education perspective in the delivery of the learning by
skilled clinicians and trainers; it was felt that sharing teaching and learning skills with trainers would
enhance the delivery to give an even better learning experience in the classroom. The Award in
Education and Training (AET) qualification was suggested as a way of enhancing the trainers’
continuing professional development (CPD) and sharing good teaching practice offered by Adult
Education in Gloucestershire, which is Ofsted inspected.
The course is a nationally recognised qualification; the minimum requirement to teach adults in the
UK, if accessing government funding. It provides the basics of teaching and learning theory, with the
element of practical demonstration by way of a ‘micro-teach’ short teaching session.
The tutor used a ‘flipped’ learning model, whereby students researched the theory outside of the
class. They then prepared a presentation, or micro-teach, to share what they had learned with
their peers. This enabled them to practise delivering a session, several times over the length of the
course, provided a profound learning experience of that specific topic and improved their confidence
in many ways.
Most students chose to deliver their favourite part of the Recovery College content as a micro-teach.
We had one session, for example, where students learned how to make prompt cards based on the
CHIME model. Another student taught everyone how to make stress balls.
Students learned how to be fully inclusive in their teaching. All were Experts by Experience and
several had physical disabilities which needed to be accommodated. The most recent class included
someone with very limited hearing, meaning students were required to learn how to enable effective
teaching and learning for someone who lip-reads. One cannot underestimate how important handson experience of meeting diverse students is, or what an advantage it is once Experts by Experience
start teaching independently.
This learning approach was chosen for several reasons. Firstly, it enables students to feel fully
engaged with the teaching and learning process right from the start.
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Secondly, it reduces the stress of the micro-teach being perceived as a massively frightening
thing they must do at the end of the course - we remove that by gently integrating it as a part of
the learning process. Thirdly, it feeds naturally into the co-productive/co-creative approach to the
planning and delivery of education and training.
Students who attended the Recovery College, and subsequently completed the teaching
qualification, were fully confident and competent to make a major contribution to the next run of
the Recovery College workshops and courses. Those who have committed to work as an Expert
by Experience bring additional skills and experience, which makes their presence highly valued by
students and teachers alike. Recovery College course planning and delivery has also benefited from
the expertise of Adult Education tutors and the Experts by Experience, in that aspects of the initial
assessment and recruitment have now been adopted by the Trust.
Other students have progressed through Recovery College and teacher training to become leaders,
facilitators and tutors in other groups which have grown out of projects such as Beyond Recovery, as
explained earlier.
This method of working is integral to our contribution to the development and sustainability of the
Recovery College, through Adult Education provision, partner organisations and beyond.

Working with partners for sustainability
Partners play a major role in the delivery of Adult Education’s programme. The Recovery College is
one of many partners; the list below shows the wide range of organisations Adult Education works
with to develop and deliver ongoing courses and workshops.
Progression is a very important theme in the service. The aim is to progress learners and students
from Recovery College, through courses and workshops co-produced with partners and Experts by
Experience, onto self-sustaining provision in some circumstances.
Of course, many learners present with dual diagnosis - such as substance misuse alongside mental
illness - or may not have received a formal diagnosis. The professional experience of learning
co-ordinators and partners enables us to acknowledge comorbidity and to work with this.

Celebrations
Adult Education celebrates learning throughout projects and finds that this works as a motivational
tool, providing evidence of progress during a course and achievement at the end.
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Adult Learners’ Week
Each year, Adult Education invites nominations for outstanding learners and tutors, and hosts an
award ceremony at Gloucestershire County Council’s Shire Hall. In 2016, Karen Hopkins, tutor for
the Award in Education and Training, was nominated by the Recovery College team and received
the Outstanding Tutor Award. Recovery College students were also nominated for their outstanding
achievement in gaining the award, while the Recovery College received an award in recognition of
partnership working.
Outstanding Partner Award 2016

Graduation ceremonies are very important and Adult Education takes a role in the Recovery College
ceremony twice yearly.
Recovery College Graduate Rozi Heatherington is presented with her Tutor Certificate by Karl
Gluck, Lead Commissioner for Mental Health, Gloucestershire CCG
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Future plans
Staff members throughout Adult Education are more aware of the needs of learners with mental
health issues, and strong relationships have been built with Gloucestershire County Council and
NHS Gloucestershire CCG commissioners. The Recovery College has become integral to the work
of the Community Learning Team within Adult Education. This has developed year on year and is
still developing; so much so that the team is exceeding targets.

Reflection on the process
• Make the work of Adult Education and partners, with the Recovery College, part of a wider
mental health initiative for the whole of the county council and CCG from the very beginning.
Initially, Recovery College received funding from Shine Foundation, so it has been a major
achievement and a huge leap forward to receive ongoing funding from NHS
Gloucestershire CCG.
• Train all staff involved in mental health, first aid and co-production/co-creation right from
the start.
• Create very clear contractual arrangements with partner organisations to agree who will do
what, to ensure commitment at all stages.
• Create coherent and robust links with other organisations providing support, to ensure
contractual arrangements can be truly effective.
• Co-production needs to be an ‘open system’, constantly evolving. ‘Experts’ can become part
of the established order of things, and voices of those less confident can be lost. We need to
be constantly can be lost. We need to be constantly working to ensure that all participants are
fully active in the process.
Strategically, the working relationship, built over many years with the 2gether Trust and Social
Inclusion team has been consolidated. Adult Education has now positioned itself to be the ‘go to’
community learning provider that delivers and makes a difference to the lives of learners.
Operationally, over the years, Adult Education has learned a great deal from its relationship with the
Recovery College and other providers. Much of the good practice to come out of the relationship
has influenced both how learners are recruited, assessed and supported, and how staff are trained
within the organisation.

Adult Education in Gloucestershire acknowledgements
The foundations are now in place, with a wide range of partners and providers, for Adult Education
to be the ‘go to’ organisation and lead partner in creating a sustainable curriculum that effectively
progresses the work of the Recovery College.
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Example 3 Communications and Co-production – Jane McGraham
Peer Support Worker
Recovery College has involved us all in some good opportunities for co-production around raising
awareness of choice of support in your recovery journey. One such opportunity is described below
and exemplifies the essential dimension of “Community Facing” discussed by Perkins et al (2018)
in Recovery Colleges - 10 Years On. This talks about colleges enabling people facing mental health
challenges to become part of their community by acting as a bridge to community opportunities
and connecting people with a range of expertise external to the mental health organisation. As a
partnership group a desire to jointly publicise a range of recovery focussed services visible one
place was identified and the poster project was born. Such initiatives are not without challenge:
the corporate view of communication is not always compatible with such organic development and
on reflection we might have involved the communications team more. However as an exercise is
cementing partnership and joining up working the project was worthwhile and attracted favourable
feedback.

A case example of a poster project
‘Mary, discharged from hospital, meets Warren, a peer worker at PeerZone. She says to Warren
about coproduction “we have already done some of the stuff you are talking about” and Warren
replies: “That’s great. This is not a classroom where the teacher stands at the front and stuffs all
the students with knowledge. I’m just here to provide a fun and safe structure to make sure we
can all share the knowledge and wisdom we bring to this group. So if you know stuff that you
think might work for others, tell us about it.”
Mary O’Hagan (1994) Madness made me: A memoir Reprinted in 2014, Wellington: NZ Open
Box, p261.
I’m Jane McGraham the Severn and Wye Recovery College Peer Support Worker. In June 2016
some of our Social Inclusion Team and Recovery College attended a one-day workshop called
‘Towards co-production – working well together’, run by The South of England Mental Health
Quality and Patient Safety Improvement Collaborative.
During this workshop we explored the principles of Co-production, such as equality and
diversity, peer support networks, accessibility – ensuring everyone has the same opportunity to
take part, mutuality and reciprocity and facilitating rather than “delivering.

134

A key part of the day was to get together with people that we could go on to work with, so we could
be more effective and improve care for individuals in our areas of work. Our group already worked
together as partners, but we recognised the need to form a Co-production group and to meet on a
regular basis.
This group was made up of professionals and Experts by Experience. It was important to us to plan,
develop the skills we would need to work as partners and make something together. As Recovery
College, Adult Education and other agencies combine the strengths of bringing together expertise by
lived experience and expertise by professionals, we were already used to working closely together.
During our first meeting we identified the need to create a poster that would include the various
partners and details of our organisations. (see Appendix 1) This came about because we realised
many people with various mental health conditions haven’t heard about Recovery College, Adult
Education, The Independence Trust, Artlift and Artshape, and what these organisations have to offer.
It was important as a group to have a shard aim and to agree on the desired outcome.
Our aim, as well as providing contact information, was to show that we are working together.
Having created the poster we wanted it to be displayed in all G.P Surgeries, Family Centres and
other organisations throughout Gloucestershire. Although we talked about what we wanted to
create during our meetings, the majority of the design and finished poster was completed by
Megan Reynolds, an Expert by Experience. Megan found this empowering and although not all
G.P Surgeries have displayed the poster hopefully many people have a better idea of what each
organisation can offer.
Following the start of the Co-production Group the spirit of co-production has continued, with
regular Coffee and Cake afternoons where potential students can find out more about what our
organisations can offer. Adult Education also went onto form a group called Beyond Recovery
which was delivered by Experts by Experience/students and trained tutors. It was important for the
students to identify what they want to do, for example one student wanted to lead a walking group,
another wanted to lead an art class and another a social media group. Students were clear about
what they could and couldn’t do. If they felt they couldn’t lead a session, trained tutors would take
the lead.
Although the aim of the poster project was important in informing G.Ps, agencies and the public
about what we do, it really was a platform for co-production to grow, and has been strategic in
empowering Experts by Experience to make their own decisions and to go on to work on their
personal development.
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Conclusion
Working well together in partnership enhances the local offer to recovering people across services
an offers opportunities to reduce fragmentation. Understanding the scope of provision and how it
can meet individual needs at different stages of progression is an important part of this process.
Appendix 1- Co-produced poster (designed by Megan Reynolds)

ARE YOU AGED SIXTEEN AND ABOVE? DO YOU LIVE ENDURING
MENTAL ILLNESS? ARE YOU WONDERING WHAT YOUR NEXT STEPS
IN RECOVERY ARE? THERE ARE MANY OPTIONS AND HERE ARE SOME
AVAILABLE TO YOU!

Severn & Wye Recovery College

Adult Education

We provide friendly courses and workshops to teach people
the skills to recover from mental illness and stay well.
The courses are aimed at anyone recovering from enduring
mental illness or those who support them
aged 16 upwards. Students should either be current 2gether
service user or should have been discharged within the last
year. Many of our courses are led by people who have their own
experience of recovering to share and support you and don’t
need any qualifications to join us. you can enrole yourself on a
course by contacting us or ask a support worker to help you. We
offer other courses and recovering opportunities working
in partnership with Art Shape and Adult Eduaction.

Want to improve your skills or try something new
with Adult Education? If you are 19+ we offer:
l Creative courses such as jewellery making
gardening or creative writing.
l Courses that help boost your independence such as
managing your money or healthy cooking on a budget.
l Employability courses such as investigating the world of work
or exploring how your current skills can be used in
the work environment.
l Maths, English and Computer courses
Want to find out more?

Contact: Jackie Baker by telephone: 01452 894204,
l Come to one of our monthly information sessions.
or by email: 2gnft.RecoveryCollege@nhs.net
Or contact Jackie Baker
or visit our website
Artlift a registered charity brings together
01452 894204
swrecovery.org.uk
prfessional artists with hundreds of people
across Gloucestershire every year.
Our course have proven health benefits for people who
are diagnosed with a range of health issues.
For example depression, chronic pain and cancer.

Artlift

Art Shape

To take part in the free sessions available across
county, please ask your health professional for a referral.
You can find out about the referral process, locations
of sessions and what’s on offer at our website.

Art shape is a countywide programme of arts courses
and projects with a specific focus on disability issues
and social inclusion. The activities and opportunities are open
to and meant for those of any age who may be facing disability
barriers. Particularly those with learning disabilities, physical
disabilities, mental health service users and survivors, victims
of domestic abuse and older people. This is done through a
group of dedicated workers. The staff are passionate about
supporting you and enabling you to face barriers you have
through realising your creative and learning potential.
As an organisation Art Shape communicate closely
with communities and leaders with an aim to inspire
community cohesion bringing diverse groups together
to work on projects and get involved with events. You will be
engaged through the arts on your own terms.

http://www.artlift.org

Independence Trust

The Independence Trust is a primary provider of
Wellbeing Services throughout Gloucestershire.
Our main focus is on the Bridge Building and Peer
Development. Bridge building is an approach especially built
around you. With a Bridge Builder you will explore a
range of options for social recovery in the community. The
work will be on a one to one basis and can be up to 6 months if
needed. Activities will be explored to help you regain lost skills
or to find new ones. The Peer Development element of
Wellbeing Services offers training, volunteering opportunities,
support and supervision for people who have lived experience
of recovery from mental distress or mental illness. Our services
enable people to set up their own safe and effective
groups and projects. We also help individuals to
develop their exisiting peer groups and one
to on peer practices.

For more details of our course please go to:

www.artshape.co.uk

To find out more about either of these services
please visit: http://www.independencetrust.co.uk/wellbeing
Or contact th team on: 01452 317460
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Chapter 9: Creating and delivering your
communications strategy
By Kate Nelmes Communications Manager 2gether NHS Foundation Trust.
Kate Nelmes
Kate Nelmes joined 2gether NHS Foundation Trust in 2011. She is Head of Communications,
overseeing the team responsible for all internal and external communications. Kate had previously
managed media relations for 12 years within Gloucestershire Constabulary and prior to that was a
local newspaper journalist.

Key Learning Points
•
•
•
•
•
•
•
•

Communications planning should start early.
Without good communication, your project is unlikely to be a success.
Create a brand and brand guidelines – and stick to them.
Establish a communications budget.
Don’t work in a vacuum – consult and take the views of others into account.
It’s important to measure the effectiveness of your communication and adapt accordingly.
A tactical plan is a good way of managing what communication you carry out and when.
Co-production can contribute to the communication of Recovery College.

Introduction
This chapter will outline how you create a communications strategy for a Recovery College and how
you implement and build upon it to engage with your stakeholders. It includes advice on creating a
brand, gaining publicity and digital communication methods. The chapter also includes an example
of inter-agency co-production designed to reduce the risk that recovering people miss out on
recovery support or experience reduced choice because of a lack of knowledge of resources.

Context
I’m Kate Nelmes, Head of Communications with 2gether NHS Foundation Trust. 2gether provides
the Severn and Wye Recovery College alongside our partners. My involvement first came about in
November 2012, when I was asked to write a press release about a successful bid our Trust had
made for funding from the Health Foundation for a ‘pop up recovery college’. Over the course of
the next months and years, I formed part of the project group set up to establish the college and my
involvement, and that of the Communications Team I manage, has continued ever since.
Why is communication important?
Communication is the thread that draws people together – through family life, working relationships,
projects, events and across entire organisations. The Oxford English Dictionary defines
communication as ‘the imparting or exchanging of information by speaking, writing, or using some
other medium’.
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Communication is a two-way process – broadcasting without adapting or reflecting on what you hear
back in return, or without even providing the means to receive feedback, is not a route to success.
Planning is vitally important. When establishing a Recovery or Discovery College, communications
planning should take place from the very start as it is integral to the success, or failure, of any
project. It does not matter how successful your college starts out to be or how successful it
becomes, if you don’t get the communication correct, you can lose trust, confidence, awareness
and reputation.

Process and Method
Budget
Before you start communicating, you need to know how much budget you have available to spend.
It’s no use identifying that the best method of communication is advertisements on the side of buses,
for example, if you haven’t got the funding to pay for it! Almost all communication requires some
investment – even if only in staff time - and, in reality, if you want your college to build a successful
reputation and ongoing brand recognition, you need to spend some money on it. However, there is a
lot you can do just utilising existing communication channels. For example, most organisations have
social media channels, intranets, websites and newsletters.
Ask your partner organisations to share your social media posts and send them articles to share with
their staff. Approach the local media and ask them to publish or broadcast stories about your new
venture – however, make sure you have something tangible to share with them. There needs to be
a call to action. Either you’re seeking tutors, seeking students, publicising an event or seeking some
other form of support or involvement.
Do establish a budget though, because everything will cost something – printing in particular, if you
want your materials to look professional – is worth investing in and a website will always need some
investment.

Establishing your brand
The next step in your communication strategy is establishing your brand. A brand is not just a name
or a logo. It governs your entire identity – the impression people get when they seek out or receive
communication from you. It’s your ‘look’ and ‘feel’, so includes your name, logo, colours, images,
and fonts – these are your brand guidelines.
The NHS has its own brand guidelines, so if you are an NHS body you should ensure you adhere
to those. Even if you’re not an NHS body, or you are a partnership with non NHS organisations,
it’s worth aligning your guidelines to those of the NHS to a certain extent, because they have been
carefully researched and prepared to ensure that communications related to health and wellbeing
are easily understood and accessible to everyone – whatever communication needs individuals
might have.
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To read the NHS brand guidelines, visit www.england.nhs.uk/nhsidentity/
When establishing your brand you should think about issues such as:
• Who you want to reach – are you serving a specific geographical area? Is your audience
older, young, rural, urban or a mixture? Do you need to ensure you are accessible to people
with specific communication needs?
• Are you a single organisation or do you need to reflect a variety of organisations and use
their logos and names alongside your overall identity?
• Is it likely that the college will build to incorporate other geographical areas or a wider range
of courses?
• What brand identity do other similar organisations, either locally or nationally, have? Don’t
copy anyone else, but you can draw inspiration from others with pride.
• Who will own and maintain the identity, ensuring others use it correctly and don’t dilute
the brand?
When establishing a brand, consultation is very important. Involve as many stakeholders as you can
and seek their views at every step of the way. People who have been involved in establishing the
brand feel pride in it and carry on using it with pride. Do remember, however, that while you should
take views into account, you will rarely gain a consensus on everything. Be prepared to try and
please the majority and apologise to those whose views you have not been able to fully integrate
into your final brand or designs.
Once you establish your brand, don’t think that it’s set in stone. As you work through your
communications strategy, you may need to adapt it as you find it doesn’t work on certain channels
or doesn’t appeal as much as you thought it did. However, don’t deviate too far from it once you’ve
got it in place – as your reputation builds, your identity will become more recognisable and you don’t
want to lose that.

Formulating your communications strategy
Once you have an idea of your brand, you can start using it and formulating your communications
strategy, using the following headings:

Aims and objectives
It’s important that you start by setting out what you hope to achieve. Generally, this will include:
•
•
•
•
•
•
•
•
•

Raising awareness
Explaining what you do
Providing information on getting involved
Providing a method of communication, such as contact details
Keeping people informed
Maintaining interest
Collecting and acting on feedback
Highlighting successes
Managing reputation
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You should also set out some clear principles you are going to adhere to in all of your
communications activity. This should include the use of Plain English and ensuring you are
responsive to feedback and questions.

Audience
Next, it’s important that you identify your audience, as this will enable you to establish the best
communication methods to use to reach them. It’s not enough to define your audience as ‘everyone’.
You may want everyone to know about your project, but in reality you need to focus on some key
groups. These might include:
•
•
•
•
•

Potential tutors
Potential students
People who can refer students to the college
Funders or commissioners, and people who can support you in other ways
The general public (everyone)

There might also be specific audiences you can identify, such as ‘the recovery team’ or ‘child
and adolescent mental health services’. These can be sub categories within your overall
audience groups.

Key Messages
The next step is establishing your key messages – what you want people to know about your
college. This might include, for example:
•
•
•
•

Our college provides courses for people recovering from mental ill health
We can help you to recover and stay well
There is no charge for our courses and everyone is welcome
Please visit our website for information about how to book courses or get in touch

Your key messages will change over time, but there are generally some straightforward messages
you will always want to communicate and can keep coming back to.
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Once you have established who it is you are trying to communicate with and what you want to say,
you can start thinking about how to communicate. Identify what channels are available and how
you can make best use of them. These are likely to include some, if not all, of the following:
•
•
•
•
•
•
•
•
•
•

A website
Social Media
Press releases to the traditional media (local newspapers and radio)
Internal newsletters
Intranets
Posters
Meetings, events and briefings
Flyers and leaflets
Advertising
Films and/or animations

You don’t need to use all of these for everything. Some are more suited to particular occasions.
For example, a conference might be a good way of launching your college to professionals and
supporters, whereas if you want to recruit students you might favour a ‘drop in’ session, publicised
with posters, flyers, social media and an article in the local newspaper.
One challenge is to keep the internal communications to clinical staff effective over a period of time.
Competing demands for their attention and the need to have a range of publicity for each new term
means that your materials should be easy to change the details for and that they can be reproduced
internally by administrative staff. Generic information is less effective, as both staff and students
want to know locally where and when something is happening and how to connect without the need
for further enquiry.

Measuring and reporting
It’s generally a good idea to include a short section in your Communications Strategy on how you
will measure and report on how things are going. Some measures are obvious, such as:
• The number of ‘hits’ on the website
• The amount of press coverage
• The number of people ringing up to book courses following publicity (you might ask the
people who take your telephone calls to ask people ‘how did you hear about the college?’)
• The amount of followers on social media, and the amount of interaction you get on social media.

142

If you find certain communication methods are working well, you’ll want to use them more often.
If, on the other hand, certain methods are not working, you will want to adapt your
communications strategy.

Creating a Communications Tactical Plan
Once you have your strategy in place, you need a tactical plan to set out what communication
you will work on and when.
Here’s a useful table you might want to use:
Audience
Referrers

Students
Students

Method

Target Date

Article in GP
newsletter and NHS
Mental Health Trust
newsletter.
Press release to
local media.

24 October

Posters in GP
waiting areas.

10 November 2018

Completion Date

10 November 2018

Your tactical plan can be a living document which you can review every week or so. It’s a useful
way of planning ahead, but also looking back on what you have achieved and what worked well (or
didn’t). You might want to add another column on your evaluation or you could do this separately.

Building a Website
A website or a web presence is almost always essential for a Recovery College or any project
now. It’s a central place for people to find out more, book places on courses and to highlight your
successes. Websites don’t need to be huge. They can be 4 to 6 pages, just as long as there is
enough information on there for people to get a basic overview of your college and how to get
in touch.
To get a website built, it’s always best to shop around for a web developer and if you have one ‘in
house’ that’s always helpful. Don’t always go for the cheaper option – you may find you get what you
pay for. Equally, don’t be dazzled by companies offering huge amounts of functionality. If you want
people to book places through your website then you will need to pay more, but if you just want a
basic landing page and some sections for your prospectus, course dates, venues and latest news
updates this should not be too expensive.
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When you’re looking for a web provider, you’ll need to give them a clear brief on what you want the
site to achieve and, possibly, look like. However, allow them to give you their own ideas and talk your
suggestions through with you.
Whatever company or provider you go with will be able to advise you on domain names and hosting.
This may be part of the package they provide and it will be simpler if this is the case.

Social Media
Social media is another must for any Recovery College project. Twitter and Facebook are the most
obvious, but Instagram is growing in popularity and other new channels are always coming on
stream. You should be able to manage social media accounts within your own project team. Some
companies offer to provide this service – at a cost – but in reality basic social media is relatively
straightforward. If you want to grow followers by huge numbers or advertise, then you may need to
seek the services of an external provider, but certainly not in the early stages.

Learning from our Recovery College journey
Here are a few key learning points on communications from establishing our own Recovery College:
u Film is a fantastic medium, particularly when done well.
We were fortunate enough to be chosen as a case study in a Health Foundation project
called The Power of People. The Health Foundation commissioned a short film about
our Recovery College, which has now been seen by tens of thousands of people. We have
used the film in staff induction sessions, at events and promoted it online. It’s been the
single biggest communication success for the project. Films are incredibly powerful and the
rise of social media means that they are easier than ever to distribute and broadcast.
u Communication takes time and needs investment.
Looking back this seems very obvious, but so much of our communication has been done
at the last minute and has not been planned as well as we would have hoped. We haven’t
had any specific resource for communication so have absorbed it into ‘business as usual’.
This makes sense from an economic point of view, but it does mean that when other
priorities take over, Recovery College communication has taken a back seat.
u Language is everything.
It’s really important to speak about Recovery Colleges in terminology and phrases that
people understand. It’s very easy to get tied up in jargon and talk about concepts, when
people really need to know the basics of what they will be doing and how it’s going to
benefit them. Writing and speaking in Plain English is harder than you might think and we
haven’t always been successful with this. We’re still learning.
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Conclusion
Communication is really important to the success of a Recovery College project. A lot goes into it
and involving someone from communications in your project at an early stage is a must. Recovery
Colleges are ‘good news’ and can do a lot to raise awareness of mental health and recovery, but
you need to invest in communications early on to reap the benefits as you move along.
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Chapter 10: The Discovery College – creating the
young person’s (16-25) recovery journey
By Heather Marie Niman and Anna Burhouse
Heather Marie Niman
Heather Marie Niman is a member of the Royal College of Veterinary Surgeons. As a peer trainer
she has project-managed discovery college a new innovative course, for teenage and young adult
patients within Herefordshire and Gloucestershire mental health services.
She has contributed to the evaluation and co-production over several PDSA cycles with a
multidisciplinary group of mental health professionals and service users and co-authored
current literature promoting and enabling self-management in cases of enduring mental illness.
She contributed to the process of securing commissioning monies to run further courses in
Gloucestershire. She is an ambassador for The Health Foundation’s “The Power of People” project
and has been twice nominated for 2gether Trust awards for innovation: in addition as part of the
college training team the Gloucestershire Health and Social Care Awards 2016.
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Key Learning Points of the chapter
• Innovative ideas are generated through peer to peer discussion about lived experience and,
through co-production, can lead to improvements in service delivery.
• We have found that the support that the young people offer each other on the course is
generous and altruistic, both emotionally and practically. Moreover the immediacy in supportive
action that they offer to each other has been impressive.
• We have found that the concept of ‘Discovery’ rather than ‘Recovery’ seems to work well
with this age group.
• The curriculum of the course required major changes to meet the needs of this age group.
• Issues like safeguarding, risk and vulnerability have to be considered and incorporated into the
operating framework.
• We found it took longer for the group to bond compared with the older age group and so the
course has been extended to 8, rather than 6, weeks long.
• We have used a range of quality improvement tools and methodologies to help continuously
improve the course, materials, peer training process and participant experience.
• Having the leadership and direction of a passionate and committed lead tutor has been crucial
to keeping the programme on track and ensuring fidelity to the model.
• Finding ways to make the transition easier for young people after the course has completed
has been key to its success (Space Day and graduation).
• Finding outcome measures that work has been challenging and asking young people to fill in
reams of measures is hard. They report it is boring and tedious. We would like to find more
engaging digital methods to track progress.
• We think the philosophy of this course may be transferable to education and university
settings with some adaptations.

Introduction
During the Severn and Wye Recovery College pilot in 2013 a number of students began to discuss
how they had first experienced mental ill health in their teenage years. This is a very common
experience. The World Health Organisation says that:
“Worldwide 10-20% of children and adolescents experience mental disorders. Half of all mental
illnesses begin by the age of 14 and three-quarters by mid-20s. Neuropsychiatric conditions are
the leading cause of disability in young people in all regions. If untreated, these conditions severely
influence children’s development, their educational attainments and their potential to live fulfilling
and productive lives. Children with mental disorders face major challenges with stigma, isolation
and discrimination, as well as lack of access to health care and education facilities, in violation
of their fundamental human rights.” (http://www.who.int/maternal_child_adolescent/topics/
adolescence/mental_health/en/ cached on 26.6.18).
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Some of the students on the Recovery College pilot were in their forties, fifties and sixties and
recounted how much stigma and discrimination they had faced when they first started to realise
that they were unwell when they were young people. They said they wished that they had
been able to access a Recovery College when they were first diagnosed. Some felt that, had a
Recovery College been available, their life course and that of their families would have been
different. Some were upset and angry that it had taken them this long to learn these skills and to
begin to think about managing their illness in a different way.
These older students talked with a group of the younger students on the course and asked if
things had been any different when they had first been diagnosed. As the discussion continued
one of the younger students said “Well my mental distress started when I was 8 or 9. I don’t
know if ‘recovery’ is for me, I’m yet to ‘discover’ who I really am”. The group reflected on the word
‘Recovery’ and how for many younger people it was more of a journey of ‘Discovery’.
This idea inspired two of the younger students to start to think about what a specially designed
Recovery College for 16 – 25 year olds would look and feel like. Both of these students felt that
the Recovery College had offered a turning point in their lives and that they now had a more
tangible route forward and they wanted to help other young people have this experience too.
Over the next few weeks the idea of a ‘Discovery College’ was born, where all the positive
elements of the Recovery College could be integrated with examples, personal testimony and
activities that were more relevant for a 16-25 age group. The two students became determined to
offer an evidence-based, but appealing course which could be attended by teenagers and young
adults and act as a spring board for earlier intervention and improved self-management. They
were both driven by their enthusiasm for the model of the Recovery College, but also wanted to
address the issue raised by the older students of not wanting any more young people having to
‘waste’ time by not having the knowledge, behaviours and skills to make positive changes in their
lives. In short, they both wished they had discovered the possibility of taking an active role in their
own recovery much earlier and felt that other young people would want to do this too.
One of the younger students was Heather Marie Niman. Heather’s story is as follows:
The year is 2013. I am 29 years old. I have spent three months in psychiatric hospital, another
six in day patient therapy and I am almost ready to give up. I keep remembering my psychiatrist’s
“I can’t get you well, I can only get you someway better” a doom-laden phrase in the back of
my mind. I am also grieving, five months earlier I have lost my hero, my 92 year old Grandpa; a
wonderful old countryman and the compass by which I have navigated 28 years of turmoil in my
brain. I feel adrift, as though I no longer know who I am or how I can go on. Is this it? I am no
longer an active danger to myself and my intellectual capabilities are slowly returning day-by-day.
I still don’t live independently and I remember being frustrated by the slowness of any progress at
all, but also excited at the prospect of the Recovery College course, feeling my brain wanting the
chance to go back to the comfort of the university-type setting I had left four years previously.
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And so I went to recovery college where I met another student aged 21 (I’ll anonymise her
name and refer to her as Shelly). Plucking up my courage I entered the double doors of a quiet
warehouse in Gloucester Docks to head upstairs to the Recovery College. Shelly remembers that
we both took the stairs and that she felt there was a choice to make, either to say hello to each
other as we ascended, to ignore each other or to put our heads down and walk out of the building.
Thankfully she chose to say ‘hello’ to me, a serious looking tall girl hiding behind her glasses.
A few seconds after sitting down at the Recovery College desks we realised we had exactly the
same pencil case. Over the next few weeks we realised that it was not only the pencil case we
had in common. It turned out that inside our brains, we both felt we had the same darkness and
chaos, but that there were also sparks of light and creativity. I remember thinking that Shelly was
an astonishing, loving, brave, witty and inspirational human being and then ‘”hang on… she also
struggles with the same things I do!”. This was amazing. I realised I was not alone. In fact there
were about 6 students that were under 30 on the course and 12 that were between 30 and 70.
Everyone’s story was inspiring and in hearing their words I was also able to understand myself a
little better too.
For instance, I could see that Shelly sometimes struggled to overcome negative thoughts about
herself and that she did not see how wonderful she was. It made me realise that my own brain
was dominated by negative sabotaging thoughts too, it was impossible to see myself as anything
other than completely bad because of the way my low self-esteem filtered every experience and
conversation. Within two weeks of knowing each other Shelly sent me a meme that said “finding
friends with the same mental disorder as you… priceless”.
As Keith taught us the ground-breaking course, my brain cells reached out thirstily for the
knowledge and I could feel them warming up like an athlete at the opportunity to do some serious
exercise. I must have been an irritating student; asking for reading lists and insisting that any
homework set was looked at and feedback given, desperate to chart my progress and have
someone tell me I was a “good” student.
An intrinsic part of Recovery College, and now Discovery College, is the opportunity to share
personal stories and testimony to find inspiration from others and common ground. To begin
with these narratives irritated me. I had no desire to hear meandering recollections of others, I
am a scientist and I just wanted facts to help me learn how to tame my brain! Looking back, my
uncharacteristic lack of empathy shocks and upsets me; my life has been enriched and my mind
opened by getting to know those same people whom I was certain had no common ground with
me. I don’t think I wanted to look back, into the swirling maelstrom of memories which could spark
dissociative episodes, flashbacks which made me curl up like a hedgehog or respond with a
terrified snarl like a cornered badger. It was a dangerous place and I often felt on a tightrope; the
incomplete outline of the ‘new me’ I was painfully knitting together, always in danger of falling back
into that terrifying chaotic blackness. I felt brittle too, worried that if I fell again I wouldn’t survive.
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Over the course of the six weeks of the Recovery College I slightly unbent and towards the end
of the course recollected the first bout of what I now realise was a major depressive episode at
age 17. It was then I realised I had needed these skills 12 years ago. They could have prevented
major hospitalisation, the real risk of suicide and at the very least would have improved my
lacklustre performance at university. Other students spoke about this too. One man in his sixties
was tearful when talking about how much time he felt he had ‘wasted’ not having known this
information as a young man. I felt moved to act. Surely something could be done to help young
people right at the beginning of their diagnosis?
Although daunting, I couldn’t ignore the possibility that I could contribute to help develop a new
way of working, a new form of the Recovery College with an emphasis on earlier intervention for
young adults. Shelly was inspired too and together with the support of some of the other students
we started to talk about it over coffee.
I remember Anna saying ‘Well why don’t we do it then?” I wouldn’t ever have thought we could
do it, but Anna cheered us on, offering practical support alongside an immense belief that the
two of us were more than our mental illnesses and could do this. Here was someone immensely
successful in her field committing resources, time and her own effort to the project and to us.
Whilst at the time I felt Anna’s optimistic bet was as deluded as backing a three-legged horse to
carry off the Cheltenham Gold Cup, this immense belief that we can do it, has carried us through
many Plan Do Study Act (PDSA ) improvement cycles, bumps in the road and for me personally
two relapses over the last five years.
Anna tested the idea with the Trusts’s young people’s participation group and the idea was very
well received. Many young people felt that services from 16 to your 25th birthday were needed
and that all too often many young people did not make a positive transition from child and
adolescent mental health services to those for adults and fell through the gap. Anna phoned to say
that we’d gained support from the Trust to start to develop a prototype ‘Discovery College’ course
and we started work that month. It took over a year of meetings and planning sessions to build the
course and we treat each time we run it as PDSA cycle, trying to improve it each time.
Our first course replicated the 6 week Recovery College course with relevant evidence-based
information and activities. We realised after the first PDSA cycle that this was too short and that
it takes 8 weeks for young people to start to make really helpful and supportive peer-to-peer
relationships with each other. Most say they would like it to be even longer and so we now build in
time for the students to connect again after the course has finished.
I have come to realise that my initial approach to Developing the ‘Discovery College’ was to play
to my strengths and my comfort zone by using my scientific mind and my professional background
to take a blinkered, evidence-based approach to the development of the curriculum. Over the past
five years I have now learnt that to convey this evidence base to peer tutors and young people
we have to deploy creative, funny and memorable methods. Shelly was the perfect partner in
this endeavour as she is creative and skilled, open minded, lateral thinking, funny and calmly
comforting in equal measures. Between us, and with our growing team of young peer trainers and
experts by experience, we have prevailed to bring the Discovery College to life.
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Every time we run the course we are amazed by the depth of the response from the students
and how the course changes participants. We see friendships blossom and students offer each
other support and learning. We have put a lot of thought into the theoretical and social elements
of the course and how to make the course flow over 8 weeks, knowing that the supportive group
dynamic takes a while to form.
I can’t believe that this all started with a conversation and whilst it has been very hard work, has
required tremendous commitment and endeavour, the feedback and testimonies we receive from
students makes it all worthwhile. As one of our latest students said: “Disco changed my life. I’m
free now” We hope this chapter will help you begin the Discovery journey within your own trust.

Anna’s story as follows:
“In chapter 3 I outlined how we set up the Severn and Wye Recovery College. When the courses
were running, I was present to support Keith and Suzie as they taught. I provided practical
help and had time to spend with students when we had coffee breaks and lunch or if someone
needed 1:1 support in the lesson. As Heather eloquently describes above, I joined in with the
conversations during tea break about how useful it would be to have a version of the Recovery
College for 16-25 year olds, immediately thinking it was a great idea.
What Heather did not know at the time was that I am a Consultant Child and Adolescent
Psychotherapist in a busy Child and Adolescent Mental Health Service (CAMHS) and have spent
most of my adult life working with young people to try to intervene early to support their growth
and development. It’s something I am very passionate about. During my career I have often seen
young people who have engaged well with CAMHS then fail to transition to adult services because
they do not meet the service level criteria. It has always felt wrong to me that age determines
your service rather than your mental health needs and unfortunately I think it means that some
young people are only seen by adult teams after (in my opinion) a preventable crisis has occurred
when they have left CAMHS. I have always had an interest in how to improve this and make
transitions between child and adult mental health services better, and so contributed to a thought
paper on this subject for the National Mental Health Development Unit in 2011 (Planning mental
health services for young adults – improving transition. A resource for health and social care
commissioners).
Another reason that I think providing dedicated services for young people of this age group is best
practice is because emerging neuroscientific findings are showing us that the adolescent brain
is in a unique period of activity. It undergoes a major ‘re-wire’ from puberty and millions of neural
connections are made (see this short video for a good explanation https://binged.it/2MrnJGa).
Adolescence is a time of major biological, social and emotional change, a period of individuation
and finding out who you want to be in the world. It is also a common time for severe and enduring
mental illnesses to emerge. This makes the 16-25 age group a really special group to work
with, where learning new skills and knowledge can have life-long impact on outcomes like selfesteem, confidence, education, housing, wealth, physical health, employment, relationships and
parenthood etc.
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So I laughed out loud when I read Heather’s description of me above as an enthusiastic cheerleader
for the ‘Discovery College’ because she’s right, I was super keen to do this work! It just seemed like
such a natural next step for our work in the Severn and Wye Recovery college and was an idea I
was happy to help bring to life. Without those discussions between students over a cup of tea and
without Heather and Shelly’s determination, it wouldn’t have happened. This has been a journey of
really deep heart-felt co-production where we have all tried to make a difference for young people
because it matters enormously to us.
We have worked over the last few years to craft the 8 week course, learning from young people
what works and what doesn’t. I’ve been surprised by some of the most popular topics, like
understanding neuroscience and brain plasticity and also how willing students have been to get
creative and push themselves to do new things. Watching students change, open up, communicate
and act on their learning has been incredible. We have had students that have been silent for the
first few weeks suddenly find their ‘voice’; we’ve had students who have never made a friend before
connect with others.,Some have managed to go to university, get jobs, keep jobs, have a positive
relationship, embrace their sexuality, find their identity, move on, be bold and sassy and creative….
the list could go on.
Their feedback is amazing and I would love to be able to do longer-term follow-up research to see if
there is a longitudinal effect. Each course is different because of the students and the growing team
of under 25 peer tutors is a joy to behold. I love working as a volunteer with the group because it
continues to grow and evolve in ways I would never have predicted.”

Evidence base and Policy background
There are some things that we know about the development of mental ill health during the teenage
years. Whilst it can be very difficult to reach a conclusive diagnosis of some of the pervasive lifelong
mental health disorders until a patient’s early 20s (psychosis and some of the personality disorders
for example), the first signs of some disorders like depression, anxiety, OCD and emotional
disorders often appear in childhood. Attachment difficulties and inter-generational transmission of
trauma, poverty, violence, abuse, racism and poor housing can all lead to mental distress.
The current UK pattern of treatment is to offer child and adolescent mental health services from
various health, education, social care and voluntary sector organisations. Care can therefore be
complex and fragmented, delivered by multiple agencies and often the young person’s voice about
the kind of treatment they want and how it is delivered can be hard to hold onto. When care is
offered, it rarely draws on peer support from other young people to give practical and empathic help
to become active leaders in the management of their illness.
There are also some unavoidable truths about care and treatment of teenagers and young adults
in the UK at present. Most CAMHS stop at 18 years of age and are separately commissioned from
adult services. There are some 16-25 young people’s services emerging and momentum is building
for change. The evidence base for new models of care, including Discovery College, is mainly based
on emerging knowledge and evidence about brain and hormonal developments in adolescence.
We built the Discovery College course up by taking the ethos of the Recovery College as central,
especially the possibility of building your own fulfilling life whilst understanding and acknowledging
the challenges mental ill health will bring.
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We used several building blocks of the recovery model and merged them with targeted skills from
a wide range of therapies available in most UK CAMHS services such as CBT, DBT, mindfulness,
emotional regulation and distress tolerance and dynamic approaches to self-care and risk
management. Many of the peer trainers have first-hand experience of using these modalities as
patients and can be good sources of information about how they apply their learning in 		
everyday settings.
The risks of working with this age group concern safeguarding issues like violence, abuse,
radicalisation, neglect, sexual exploitations and trafficking and the risks of self-harm, suicide
and violence to others can be high. In some cases these young adults are working through their
problems without safe parental figures or reliable support at home. They may also have developed
problematic attachment and communication styles which may make their behaviour challenging for
themselves and others.
For that reason one of the differences between the Recovery and the Discovery Colleges is that all
students are currently open to services and have a care coordinator to help the young person should
their risks escalate or they need help. This does change the nature of the group and arguably means
that the group is more acutely unwell than the standard Recovery College group. Our operating
model includes the use of peer tutors alongside staff from CAMHS, Early Intervention in Psychosis
services, or adult mental health services like registered mental health nurses, participation
workers, etc.
We use volunteers too to make sure the staff-to-student ratio is high and that students with literacy,
learning difficulties or disabilities, those on the autistic spectrum or with other social, communication
or emotional difficulties can have the support for reasonable adjustments. Some students bring care
workers with them and one student brought both parents until she felt comfortable to come alone.
We hold a taster day at the beginning of every course to help people find out if the course is for them
and we offer time to learn about the reasonable adjustments each student needs to try to make the
course as accessible as possible.
In the future we would like to test this model in a school and university settings with an even stronger
emphasis on early intervention and prevention and if we do this our governance and operating
models will have to change.
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Process and Method
We started to design the course in 2013 after having spoken to young people about what they would
find helpful and having had the rich input from the Recovery College students’ ideas. Initially we
formed a small working group (Heather, Shelly and Anna) to review the Recovery College curriculum
and materials and think of new ways to make the material more relevant to the target age group.
These materials were taken and shared with the young people’s participation group in CAMHS who
helped us co-design more materials. The feedback from young people was that they wanted:
•
•
•
•
•
•

‘hands on’ sessions to make practical things that would help them remember the theory
time together as a group to chat and connect
to have a laugh, so that activities had to be fun and involve games, digital resources, craft etc
to take away activities from the sessions to keep the learning going in the week in-between
to learn and practice skills to help them cope when they were out in the ‘real world
to be accepted

Heather took on the mammoth challenge of creating the “master document” and organising all of
the material into 8 weeks of lesson plans, making sure evidence base was solid, referenced properly
and that we included a range of activities that were practical lasting interventions such as developing
a comfort box, crisis and wellbeing plan and mindfulness practice etc. This initial co-design process
took us 12 months.
In parallel, the Trust invested in training for the peer trainers and so Heather did a Level 3 BTEC
with Adult Education in Gloucestershire in Education and Training in the Adult Learning Sector.
By the time the materials were ready Heather was qualified to teach. Anna was given a contract
with the Trust as a volunteer in addition to her substantive post and Heather and Shelly were given
peer tutor /Expert by Experience agreements. Jo Denney ensured the operational, governance and
safeguarding processes were in place and worked with the commissioners to secure funding.
Jo and Jackie Baker vetted and secured venues and ensured the logistics and procurement ran
smoothly. They organised publicity via the Trust’s newsletter, posters, leaflets in waiting rooms and
team talks. Heather and Shelly went to visit most of the clinical teams to explain what we were trying
to do and to invite referrals. This was a really important element of the pre-implementation period.
We found that the Early Intervention in Psychosis teams were the most receptive and seemed to
instantly understand the value of the proposition and the adult teams people understood the concept
of ‘Recovery ‘and could see the value in a version for young people.
In CAMHS the concept of ‘Recovery’ is not well known and whilst young people’s participation
was understood, the concept of peer trainers was new. We still have to work hard to get CAMHS
colleagues on board and have learnt that we need to be pro-active with our marketing each time we
run a course to drive up referrals. In 2014 we were ready to launch and we ran the first Discovery
College at Hereford 6th form college (and with Herefordshire Mind for the final week). The second
took place at the University of Gloucestershire , who generously gave us a venue for free.
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We use the Institute for Healthcare Improvement’s ‘Model for Improvement’
ref (http://www.ihi.org/resources/Pages/HowtoImprove/default.aspx) as our approach to quality
improvement. We treat each run of the course as a Plan Do Study Act Cycle (PDSA for short) in it’s
own right and hold a formal ‘Lessons learnt’ session to debrief after each cycle. We capture ‘what
went well’ and ‘even better if’ and ‘things we won’t repeat’. This is rich learning. It encourages us to
learn from each other in the team and to listen to feedback from students that we seek throughout
the course. Examples of improvements we’ve made this way include:
• Moving from a 6 to an 8 week course after students feedback that it was too hard to fit in all the
material and to connect well enough with others in order to feel psychologically safe and to start
to enjoy being in a group
• Changing from teaching PERMA and CHIME established recovery models (Seligman, : leamy
et al 2011) and creating our very own ‘mash up’ of the acronyms to make a ‘Discovery’ one
• Introducing a ‘space day’ after the course finished to help people reconnect and to ease the
transition
• Getting more male input into the course design and delivery, especially the choice of
applied activities
• Building stronger and better teaching aids
• Using videos, apps and digital resources
• Using creative and craft activities
• Finding out what makes a good venue
• Giving students a small ‘take-away’ item to help them remember the theory e.g. we give each
student a miniature slinky to remind them of the importance of hope and people often tell us
these small objects become a source of comfort and inspiration during and after the course
• Choice of method of evaluation and outcome measurement
• Timing of the course to maximise attendance and not clash with exams
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In 2015 we ran PDSA 3 in Gloucester at Treasure Seekers. This was the first outing for the 8 week
course with lesson plans to allow more time for bonding and to explore the material introduced each
week. We introduced a new peer tutor (we shall refer to him as Josh) and incorporated his new
innovation of superhero week to demonstrate resilience.
We also introduced a ‘Discovery Space Day’ a few weeks after the course had finished after we
had received feedback that people wanted the chance to reconnect. The students designed the
‘Discovery Space Day’ and helped to deliver the sessions. It was a blend of social and recreational
activities with ‘top-up’ sessions on core skills like mindfulness. The student body created the first
‘Disco Playlist’ of inspirational songs and brought food to share that they had cooked themselves.
We noticed that almost all students came to the event and those that couldn’t were on family
holidays etc. and would have liked to attend. It was really relaxed and despite the difference in
ages (16-24) the group seemed to work and suit everyone.
The feedback of the day was great, but what was also helpful was to hear the personal testimony of
how people had been since the course had finished and what learning they had been able to take
from it and put into everyday practice. We heard examples about peoples increased confidence, life
changes, successful job interviews, plans to go and travel or go to university. Whilst no-one denied
they were still struggling, most described feeling a sense of hope that ‘despite their illness’ they felt
more confident to ‘give things a go’. Three students from this cohort asked to become peer trainers
or experts by experience and began to get involved with the co-production for the next course.
Shortly after this we held a helpful ‘co-production day’ bringing together the Recovery and Discovery
Colleges, peer trainers and current and past students to come up with new ideas, align the work
and hear how the process had gone. We found that both courses had evolved and there was
learning that could be transferred from both. The Recovery College had found a lovely way of using
balloons to show the effects of stress and so we then incorporated this into the next cycle of the
‘Discovery College’
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PDSA 4 was held at GlosCol in Cheltenham. We still attempted to keep space each week “free”
to allow the students space to explore the material, but the venue was not as conducive for group
interactions, as the room was much smaller and was set up in an educational style. Some students
fed back that it felt too much like being in college and they found it harder to relax because of
this. Rozi began to try out peer training and introduced her craft activities, notably the mindful jar
innovation to self soothe. She writes:
“Being a peer trainer is amazing. It’s kind of like doing course again but from a different viewpoint
which means you can learn a lot of new things... being able to help people change their lives is an
amazing feeling (and a little bit scary). Knowing that your experiences actually mean something to
people and that they are not just a bunch of nasty things feels great, it makes you feel like you can
overcome this and in some ways it also helps the peer trainer’s recovery as much as the students
(for we must remember that the peer trainers are often still in the recovery/discovery stages).
Being a peer trainer gives me such confidence that I never had before, it has made me feel strong
enough to speak up about not only my mental health issues but also the things in my life that aren’t
so great and that need to be changed.
I think for the students having someone who is somewhere between a student as a tutor themselves
gives the students a little bit of faith and a gentle nudge to actually give things a go... I personally
warmed to the peer trainers much more quickly than I did to the tutors when I was on the discovery
college course, lovely though the tutors are it did feel like they are “older” people/adults telling us
what to do and how to do it and that is quite scary to start with.. As the course went on I did warm to
the tutors as well but I was naturally drawn towards the peer trainers at the beginning.”
PDSA 5 We tried to use a venue in the centre of Gloucester but failed to attract enough referrals
and had to reschedule the group due to poor sign-up. We realised that we would have to put more
effort into spreading the word inside the Trust again and that we had not visited the clinical teams to
tell them about the College for a while. We updated our communications plan and Jo and some of
the peer trainers went out to publicise the next group, visiting the teams. This helped us to learn that
feedback to the teams is vital, otherwise they easily assume you have stopped offering the course
and new staff do not know it is running.
Key developments for this cycle included training for the next wave of peer trainers; Rozi, took part
in the BTEC and, along with Steph and Darina, introduced their ideas into the curriculum. Heather
then undertook a full curriculum review and rewrite and we worked up new lesson plans with space
for the new experts by experience trainers to lead ‘micro’ teaching sessions to build their confidence
and not have to feel under lots of pressure. The lesson plan had contingencies planned out and
Heather produced a clear procurement and resources list for the course.
PDSA 6 took place at the Climbing Warehouse in Gloucester. With the confidence of having taught
on the previous course the experts by experience trainers increased the amount of teaching time
they delivered and we introduced two new male trainers into the team (Matt and Shahn) to the team.
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Our Reflections on the Process: What we wish we had known before it started…
• Don’t underestimate the need for publicity, marketing and communications and the benefit of
face to face conversations with clinical teams
• We provide pizza each week for the students and have time to chat.This social side of the
group is crucial
• There will be setbacks and you can learn a lot from them, add this into ‘lessons learnt’ process
to help improve the next course. Continuous improvement is our aim
• Helping young people make it to week one is hard, people are often anxious about joining a
new group. So we have introduced a ‘taster’ session which allows people to come and see
elements of the course for themselves first of all before having to commit to the whole course.
Some students have come to 3 tasters before committing to the full course and have told us
that being able to do this allowed them to feel less anxious
• There is amazing potential in the student group to help and inspire each other and it’s
important to notice and comment on this in the group so that thegroup ‘culture’ becomesone of
peer support
• You will be regularly bowled over and moved by the feedback from the group about the
difference this is making to their lives and how you can sometimes see people transforming
over the eight weeks (it is incredible to see)
• There are risks to running a group like this but careful planning, risk mitigation, care
coordination and high student: Discovery staff ratios have made this manageable for us
• Don’t underestimate how important the room and location is. Unlike the Recovery College we
find that having rooms in community venues that are not educational settings works best for us,
preferably near a bus/train station and with parking on site. The room needs to be large enough
to have activities going on but not too large to make it feel impersonal and ‘scary’
• We use a blended model of staffing for the team; experts by experience, peer tutors, clinical
staff, young people’s participation workers, managers and volunteers. We all agree that as
enthusiastic as we are we couldn’t do this without the amazing administrative support that
Jackie Baker offers us. It’s essential to have a great skill mix in the team and for its make-up to
be as diverse as possible. We love having people that are variously talented at listening,
being empathic, can make the group laugh, explain concepts, creative, love organising things
and making things happen etc. We have learnt to keep in touch via What’s App and do lots of
our planning and logistics when we are in the middle of a course this way.
• It’s essential the core team are open to feedback and co-production and allowing the course to
adapt and change to suit the group
• Business continuity planning is needed to help keep the show on the road. Meticulous planning
for contingencies helps and having a central repository of resources is ideal. We embrace the
fact that people with lived experience of mental health difficulties will have days when it’s hard
to teach or run a group exercise or the material is too triggering. We take a team based
approach to this, where everyone knows that several people will willingly step in and help
out if needed.
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You will often know as the tutor that on the actual day of the course the delivery of the material
was not perfect or that something was missed out of the curriculum because the volunteers,
experts by experience and student group had an equally interesting conversation about
something relevant to them. This can be quite stressful for the lead tutor. As Heather says
“I often worry it’s rubbish because we have gone ‘off piste’ but then will be completely blown
away by a student telling me the most helpful part was something I knew wasn’t perfect or 		
completely finished. Through accepting this feedback from the student body and how
imperfections are often the things which inspire them the most, we also model that if you try
to do your best you can make a difference.”

Conclusion
We are still growing and learning about how to deliver this course in creative and inclusive ways. Our
ambition is to carry on delivering it and to continue to expand the numbers of young people involved
in the co-design and delivery of the course. Our mission is continuous improvement.
Ideally we would like to scale this model and see some other teams adopt and adapt it for their own
use. We feel it is transferrable to a number of settings and conditions and would like to test it in
schools, colleges and universities and with long term physical health conditions like diabetes.
We would like to improve the outcome measures we use and develop a research study to achieve
independent evaluation of the work and to understand the health economics of an intervention like
this to see if developing self-management skills at a younger age can have a longitudinal impact on
life outcomes and experience.
We also regularly disseminate our work by presenting at conferences and by telling our story to
teams, and are planning to write for publication when we have a moment! We have already heard
through our networks that Discovery Colleges are springing up in the UK and we would ideally like
to create a community of practice that would help us link into a national network and share our
collective knowledge together.
We hope we have described our model clearly enough that you could feel that you could start to
develop one in your area, but if you have any questions or would like any encouragement do not
hesitate to be in touch, we’d love to hear how you are getting on.
• Acknowledgements Jo Denney, Jackie Baker, Sally Lewis, Karen Hopkins Keith Coupland, 		
Shaun Clee, Madeline Rowland, Lisa Crooks, Angela and Sarah in Herefordshire, Mikey Jenkins,
Darina Hulobova, Steph Davies, Rozina Hetherington. All our students past and future, without 		
whom we would lose the inspiration and drive to keep improving.
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Chapter 11: Sustainability and Ambitions for the Future
Anna Burhouse and Jo Denney
Key Learning Points
• Transitioning from a ‘start-up’ project to a ‘business as usual’ venture takes time, buy-in
from local stakeholders and investment
• Maintaining momentum and making progress can be a challenge
• Keeping awareness and interest in the Recovery College high over time takes stakeholder
management, engagement, networking marketing and communication skills
• The Recovery College spans a transitional space between mental health services and local
communities and has to work hard to engage both and stay ‘visible’ and valued
• Measurement of impact and outcomes is essential but hard to do well
• Challenges continue to present themselves over time and become the new “learning”
as the cycle rolls forward.
• There is a growing evidence base for Recovery Colleges but more research and evaluation
would be helpful for sustainability and spread
• Dissemination of learning is valuable two-way process
As our account draws to a close we have taken some time to reflect on the challenges that
remain (because their nature is ongoing or because we have not found a solution to date) and the
challenges we predict will come.

Sustainability
As Perkins et al 2018 illustrate the development and establishment of Recovery Colleges has
happened at a remarkable pace over the last 10 years.
“Rarely has an idea in the mental health arena been taken up so widely or so quickly as that of
a ‘Recovery College’. The idea of a Recovery College was first mooted, and initial specifications
drafted, in 2007/2008. The first UK pilot Recovery College was established in the London Boroughs
of Merton and Sutton in 2009 (Rinaldi and Wybourn, 2011) leading to the establishment of the
South West London Recovery College serving 5 London Boroughs in 2010. By 2017 over 75
Recovery Colleges have been established in the UK and in other parts of the world including
Australia, Canada, Hong Kong, Japan, the Republic of Ireland, Scandinavia and Western Europe.
An international Community of Practice has been established and in 2017, the European Union
Regional Development Fund invested 7.6 million Euros to build on existing initiatives and create
a ‘Cross-Border Recovery College Network’ serving 8000 people facing mental health challenges
in Northern Ireland and the border counties of the Republic of Ireland. Across Europe, Erasmus
is funding the development of Empowerment Colleges, based on the Recovery College model, in
Germany, Holland, Italy, Poland and Bulgaria.” P1.
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Being an early adopter site in the UK, we were very grateful to the Health Foundation for the
original funding to establish the Severn and Wye Recovery College and be able to demonstrate
proof of concept in our local community. When the time limited programme came to its planned end
we applied for temporary additional funding from the Trust’s charitable funds in order to maintain
momentum whilst we built up a sustainable business case. A core achievement for us was to secure
funding from Gloucestershire Clinical Commissioning Group for the College and agree a service
specification for delivery. In many ways this was the moment we felt that we had established the
College as business as usual for our local community.
Achieving this was due to farsighted commissioners who took the time to listen to students from the
College who gave presentations about how the courses had impacted on their lives and analysed
the outcome data we had collected in the original work. The support of senior healthcare and
adult education sponsors, partner agencies and key local stakeholders was vital throughout the
programme and a great amount of ‘buy in’ was achieved in the way we had established the College
as a co-owned and co-produced entity that spanned traditional boundaries.
Our learning has been that was essential to take time out to network with key stakeholders and
promote our work and that this remains an on-going need if you want to maintain an active interest
in the work. The support and advice of our communications team has helped, but this is an area
where there is always more that we could be doing to raise awareness about the College and
stimulate innovation and debate about how best to manage mental distress in our local community.
The number of strategic steps it took to move from a project to a sustainable venture was greater
than we had anticipated and required a real co-ordination of effort across the College from peer
tutors, experts by experience, students and corporate teams. We learnt how to do it as we went,
holding regular co-production design meetings and reviews after each course to share ideas for
improvement in order to continuously try to improve the model.
Our journey towards sustainability was also helped by the amount of interest our work attracted
nationally and the exposure we gained from presenting at national conferences and events and via the
beautiful film the Health Foundation commissioned (https://www.health.org.uk/recovery-college).
We found it hard to devote time to sharing our work and much of this happened in our spare time,
but always feel that we come back from events having made great new connections or having learnt
something new and helpful. We have come to realise that it also helps local stakeholders feel proud of
the work which in turn helps to maintain local interest.
We now realise that building the business case for the College is not something you do once and
then forget: it morphs into a structured way of continuously trying to prove the College’s worth
and relevance to the local community, especially in the national context of increasing demand on
services and competition for pressured budgets.
Funding allows long term planning to happen which brings with it a whole new set of risks and
issues to address. The main ones we have faced have been:
1.

How to act as a bridge between clinical teams and communities

2.

How to provide enough ongoing evidence to meet key performance indicators

3.

The need to constantly improve the service as well as deliver the service
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How to achieve a strong bridge between clinical teams and communities
Whilst the Severn Wye Recovery College is hosted by 2gether NHS Trust it is very deliberately
organised to sit in the Social Inclusion directorate, where it is seen as a service that acts as a bridge
between the community we serve and the clinical services we provide. Since day one the College
has been a co-production between people with lived experiences, community partners and health
care teams. We believe that the choice to sit on the fringes of traditional ‘healthcare’ and work in a
socially inclusive way is a real strength; however it would be naïve to ignore the difficulties that also
arise from deliberately choosing to occupy a ‘transitional’ space that spans boundaries between the
community and the clinical teams. We have found that we have had to think strategically about how
to maintain momentum and interest in the College with both external and internal stakeholders.
Initially, we incorrectly assumed that most of our effort would need to go into building relationships
with external stakeholders and so our resources were focussed on building constructive
partnerships with community groups. We quickly realised that we had vastly underestimated was
the effort needed to embed the Recovery College in the culture of the Trust internally so that staff
(including experts by experience) discuss and explain the Recovery and Discovery College and the
courses with service users and carers and feel able to take up places themselves to increase their
understanding of the recovery model and recovery focussed service transformation.
We have found that there is a wide variety of attitudes and awareness across individuals and teams
about the concept of recovery and knowledge about the Recovery College. This ranges from highly
positive local champions and teams who consistently identify that Recovery and Discovery College
are useful options for service users and carers to individuals and teams who have consistently low
engagement rates. We are really interested in why this is but have not yet had time to undertake any
formal evaluation or action research. It is worth a special note that with the Child and Adolescent
Mental Health teams we have found a very low level of understanding about the concept of
‘Recovery’ and so we have had to find other ways to promote the work and show its relevance.
We suspect that this variation in attitudes is linked to the levels of confidence and knowledge
about Recovery and Discovery College in the staff body. Over time inevitably there is turnover
of staff and new joiners may not be confident about promoting Recovery College or aware that
it exists, especially if they come from an area that doesn’t have a Recovery College. As take up
of college places by staff remains lower than we would ideally like, the ability of the course to
promote itself through growing the experiential knowledge of practitioners is of limited value as an
dissemination technique.
One of the greatest difficulties is how to keep the Recovery and Discovery Colleges visible to
teams especially because they don’t have a permanent presence in the clinical teams or on team
sites unlike larger services like the Individual Placement and Support Employment service where
dedicated workers are a constant reminder of the support available. Some Trusts employ Recvery
Peer workers in teams and services. We don’t do this yet so there is a constant need to promote the
benefit of recovery college to clinicians
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The intentional distance from the clinical teams creates a healthy ‘tension’ between having a strong
relationship with clinical teams and trying to maintain some difference so it is clear that Recovery
College uses an educational model rather than clinical one and students have an experience as
near to college attendance as possible. Sometimes this can result in the Recovery College being
‘forgotten’ and in an effort to address this, we have had to develop a clear communication and
engagement plan to advertise the college and remind staff about its unique offer.
We have found that the most effective way of doing this is for peer tutors, experts by experience or
volunteer students to visit the teams and share their stories about the College. We can see from our
data that after a visit has happened the number of student enrolments increases. We have learnt:
• you can’t beat hearing first-hand the impact the College can have on someone’s life
• you can’t take for granted that people will keep the Recovery College in mind, it takes
constant reminders and refreshes
• you can’t assume that people know what a Recovery or Discovery College is or even what
the concept of ‘recovery’ is
• to make information about Recovery College courses and dates very easy to understand
and accessible in many forms
• it’s important to visit teams regularly, engage in dialogue and hear feedback
• it’s good to leave leaflets/posters in waiting rooms and in community settings
• our website has to be easy to use and attractive
• it’s helpful to offer a ‘taster sessions’ for potential students that are easy to book and attend
• it’s important to recognise and acknowledge that operational barriers exist and that the
College is by no means perfect; that factors such as access, rurality, course availability,
personal motivation and timeliness for students are not always aligned and that some
communities and clinical teams face greater barriers than others because of their location
or culture
• to work with the communications team to use maximise the use of internal newsletters and
memos to remind people about courses
• it’s important to regularly share news about graduation ceremonies and celebrations
• it’s helpful to feature the Recovery College into the Trust’s annual report
• having the film about the Recovery College as a core part of staff induction helps new staff
understand what we do.
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We know that this need to span between the local community and the local mental health services
is a dilemma that many Recovery Colleges face and Repper and Perkins summarise it well when
they say:
In their quest for a community focus it is important that Recovery Colleges do not cut themselves
off from mental health services. They must be integrated both with mental health services (and the
expertise that exists within them) and communities (and the expertise and opportunities that exist
within them and serve as a bridge between the two. It is by doing this that they can help people on
their journey of recovery and enable people to access and thrive in communities outside the mental
health ghetto. It is only by acting as such a bridge that they can both contribute to the recoveryfocused transformation of services and the creation of communities that can accommodate mental
distress. P23.

How to provide enough on-going evidence to meet key performance indicators
There is a real need to provide enough on-going evidence of the value of the College using both
quantitative and qualitative data. We have developed a set of process, outcome and balancing
measures to help structure our quality improvement measurement suite. We need this service
improvement data to:
• help students track their own recovery journey by using outcome measures that feel relevant,
helpful and easy to use
• help us continuously improve our service
• meet the key performance indicators in the service specification for the local commissioners
• demonstrate to our local community that we are adding value
We currently use process measures routinely as key performance indicators and these are
discussed in more detail in Chapter 5. In addition to this we evaluate each course and this returns a
large amount of qualitative feedback. Thematic analysis reveals that students commonly experience
a change of attitude and approach to managing their own recovery and living with a mental health
problem. We also find that students are often very willing to share anecdotal evidence of the impact
of the course, like the numbers of people progressing on to formal adult learning and vocational
activity in each cohort. We used independent evaluators to hold focus groups with students as part
of quality improvement action research for the first 12 months of our work and this helped to refine
and improve the course, however we can’t afford to have this in place in the sustainable model.
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Gathering pre and post clinical outcome measures has presented more of a challenge, again a topic
discussed in more detail in Chapter 8. However to summarise it’s because:
• it is hard to find widely used validated clinical outcome measures that students feel are relevant
or accurately map onto their personal recovery goals
• the use of assessment measures is often seen as a chore by many students and can be
trauma triggering for others
• some students need considerable individual support and time to complete them effectively
• some students associate them with periods of clinical treatment and a medical model and this
doesn’t fit with the educational culture and ethos of the Recovery College
• they can take considerable time to complete and can interfere with the early group processes
if they have to be undertaken at the beginning of the course, but sending them out in advance,
particularly the first time people attend the college, has not been an effective strategy for us.
We found that few students remembered or felt confident enough to complete them before
the session
• it is hard to get a complete course cohort pre and post outcome measure data set
We have undertaken several Plan Do Study Act cycles around the choice of outcome measures
to use and have tested several different types, both specifc recovery focussed assessment scales
and general mental health/wellbeing scales (Manhatten Recovery Measure, Edinburgh Warwick
Wellbeing Scale, Oxford Hope Scale), however we still don’t always feel we have found measures
that really fit the brief and are valued by students, particularly in the Discovery College. 		
We frequently ask other Recovery Colleges what they are using and would be very interested in
hearing of any improvement ideas. We have deployed practical strategies to improve uptake, such
as having plenty of helpers at the first session to support completion and programming in extra time
with the coaches to complete final data sets.
We have also tested what the optimum number of outcome measures are per course, varying the
number used and introducing a generic evaluation sheet for qualitative feedback on the personal
impact of the course. In Discovery College we cut the number of assessments from 4 to 2 and in
Recovery College we integrated goal achievement into a short question in the main evaluation form.
For increased validity we have modified how we manage self assessment over time and this has
worked well for students and tutors.
In spite of these difficulties we remain committed to finding ways to better harness data to ensure
that we have both a clear quality improvement measurement system to track progress as well as
providing data for assurance to our commissioners in all areas of the college.
Ideally, in the future we would also be interested in joining in research that would inform:
• the growing national body of evidence about the personal impact/effectiveness of recovery
focussed interventions
• wider efforts to calculate the health economics of Recovery Colleges
• ethnographic research into the elements of the course that have the most impact.
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The need to constantly improve the service as well as deliver the service
We recognised early on that the iterative and co-productive nature of the Recovery College meant
that we would always be on a journey of continuous improvement, indeed it’s a parallel process to
the journey we hope students may take too.
As we moved into a sustainable model we realised that we had to build continuous improvement into
the model. We do this in simple ways by:
• Collecting feedback and making it clear to every student group that we are always looking to
improve the course and are actively seeking their ideas and input
• Building in time for reflection for peer trainers and experts by experience after every session
of the course
• By connecting the people delivering the course via What’s App to help improve communication
and offer a quick and easy way of sharing improvement ideas
• By building in post course de-briefing sessions where we have time to think about lessons
learnt and sometimes use structured quality improvement techniques such as the ‘5 Whys’ to
figure out root causes, or ‘Liberating Structures’ approaches for creative innovation sessions
• Accepting that because we are innovating and experimenting we will sometimes fail and get
things wrong and that the learning we take from this is extremely valuable
• Bringing together the Recovery and Discovery Tutors to share learning
• Actively seeking community stakeholders for feedback
• Engaging mental health teams in constructive dialogue about how we could improve
We have also created a live recovery community that helps with on-going co-production and is
brilliant at suggesting new courses and things to do more or less of or stop doing altogether.
This makes the Recovery College a vibrant organic process, something creative and alive, that
is fit for purpose for local need. The materials we are sharing are therefore the result of literally
hundreds of small tests of change and whilst they will appear like a static product, in this manual, it
is critically important to understand that we are not recommending whole-scale adoption but that we
offer up our efforts to date so that you can take what you like, innovate your own improvements and
hopefully generously share those ideas.
You will undoubtedly make a version that suits your context and culture. Critics would say that the
lack of standardisation means that it is impossible to compare approaches. We would suggest it
might be helpful to have a standardised approach to our measures and outcomes but that local
co-production and adaptation is key to success.
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Conclusions
We are constantly inspired by fellow Recovery Colleges and the ways in which they are evolving
and the enormous variety of courses on offer. It is amazing to see how many are now in existence
and have also transitioned from small scale projects into sustainable entities. The moment may now
be ripe to harness the collective learning at the centre of this process and reflect on the journeys we
have all been on.
Not least of the reasons to consider this is the plethora of challenges facing health and social care
services currently: a culture of change is hardly new but some of philosophies around local “placebased” care, greater support for self management and improved integration of physical, mental and
wellbeing services plays to recovery colleges’ strengths and provides a framework for managing
many long term conditions in the most empowering way. Some recovery colleges already reflect
this and it’s an experience we are hoping to learn from in future as the strategic plans for our area
unfold. Our recovery college experience has certainly given us the courage motivation and mind-set
to grasp new ways of supporting people with both hands in our quest to constantly improve what
communities would see as “best service experience”.
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