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Abstract
Objective: Recovery Colleges are widespread, with little empirical research on their key components. This study aimed to
characterize key components of Recovery Colleges and to develop and evaluate a developmental checklist and a quantitative
fidelity measure.

Methods: Key components were identified through a systematized literature review, international expert consultation (n ¼
77), and semistructured interviews with Recovery College managers across England (n ¼ 10). A checklist was developed and
refined through semistructured interviews with Recovery College students, trainers, and managers (n ¼ 44) in 3 sites. A
fidelity measure was adapted from the checklist and evaluated with Recovery College managers (n ¼ 39, 52%), clinicians
providing psychoeducational courses (n ¼ 11), and adult education lecturers (n ¼ 10).

Results: Twelve components were identified, comprising 7 nonmodifiable components (Valuing Equality, Learning, Tailored
to the Student, Coproduction of the Recovery College, Social Connectedness, Community Focus, and Commitment to
Recovery) and 5 modifiable components (Available to All, Location, Distinctiveness of Course Content, Strengths Based, and
Progressive). The checklist has service user student, peer trainer, and manager versions. The fidelity measure meets scaling
assumptions and demonstrates adequate internal consistency (0.72), test-retest reliability (0.60), content validity, and dis-
criminant validity.

Conclusions: Coproduction and an orientation to adult learning should be the highest priority in developing Recovery
Colleges. The creation of the first theory-based empirically evaluated developmental checklist and fidelity measure (both
downloadable at researchintorecovery.com/recollect) for Recovery Colleges will help service users understand what
Recovery Colleges offer, will inform decision making by clinicians and commissioners about Recovery Colleges, and will enable
formal evaluation of their impact on students.
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Abrégé
Objectif : Les Collèges de rétablissement sont répandus et leurs principaux éléments n’ont pas fait l’objet d’une importante
recherche empirique. Cette étude visait à caractériser les principaux éléments des Collèges de rétablissement, et à mettre au
point et évaluer une liste de vérification développementale et une mesure de fidélité quantitative.

Méthodes : Les principaux éléments ont été déterminés par une revue systématisée de la littérature, une consultation auprès
d’experts internationaux (n ¼ 77) et des entrevues semi-structurées menées auprès de gestionnaires de Collèges de réta-
blissement partout en Angleterre (n ¼ 10). Une liste de vérification a été élaborée et perfectionnée lors d’entrevues semi-
structurées menées auprès d’élèves, de formateurs et de gestionnaires (n ¼ 44) de trois Collèges de rétablissement.
Une mesure de fidélité a été adaptée de la liste de vérification et évaluée avec les gestionnaires des Collèges de rétablissement
(n ¼ 39, 52%), des cliniciens donnant les cours de psychoéducation (n ¼ 11) et des chargés de cours pour la formation des
adultes (n ¼ 10).

Résultats : Douze éléments ont été identifiés, y compris sept éléments non modifiables (valorisation de l’égalité; appren-
tissage; adapté à l’étudiant; co-production du Collège de rétablissement; liens sociaux; accent mis sur la communauté; et
engagement au rétablissement) et cinq éléments modifiables (disponible pour tous; emplacement; spécificité du contenu des
cours; basé sur les forces; et progressif). La liste de vérification compte des versions pour l’étudiant utilisateur de services, le
pair formateur et le gestionnaire. La mesure de fidélité répond aux hypothèses d’échelle et montre une cohésion interne
adéquate (0,72), une fiabilité test-retest (0,60), une validité du contenu et une validité discriminante.

Conclusions : La co-production et l’orientation de la formation des adultes devraient être la priorité numéro un du
développement des Collèges de rétablissement. La création de la première liste de vérification développementale, basée sur la
théorie et évaluée empiriquement, et de la mesure de fidélité (toutes deux téléchargeables à l’adresse researchintorecovery.
com/recollect) pour les Collèges de rétablissement sera utile aux utilisateurs de services pour comprendre ce qu’offrent les
Collèges de rétablissement, éclairera la prise de décisions des cliniciens et des commissaires au sujet des Collèges de réta-
blissement, et permettra une évaluation officielle de leur effet sur les étudiants.
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Recovery Colleges are a novel approach to supporting peo-

ple living with mental health problems through adult educa-

tion rather than through treatment.1 They are proposed to be

collaborative, strengths based, person centred, inclusive, and

community focused.2 The concept of ‘recovery education’—

supporting recovery in relation to mental health problems

through education—was developed in Boston and Phoenix

in the 1990s. In the past decade, a model of Recovery Col-

leges with a greater emphasis on adult learning and copro-

duction has emerged in the United Kingdom. The first

Recovery College opened in 2009, and there are now over

80 operating in the United Kingdom.3 The Recovery College

model developed in England has been widely replicated

internationally. Sometimes called ‘Discovery Centres’,

‘Empowerment Colleges’, or ‘Recovery Academies’,

Recovery Colleges are now open in Australian, Bulgaria,

Canada, Hong Kong, Ireland, Italy, Japan, Netherlands, Nor-

way, Poland, and Uganda, among others,4 and an interna-

tional community of practice has been established.5 For

example, around 5 Recovery Colleges have opened in

Canada since 2017,6 and a further 15 to 20 are planned to

open in the next few years. Recovery Colleges are emerging

internationally as a central feature of system transformation

towards a recovery orientation.7

Available evidence consistently suggests that Recovery

Colleges are associated with positive outcomes for students,

including increased well-being and achievement of

personally valued goals.8-10 However, most evaluations use

uncontrolled and retrospective designs, and despite wide-

spread implementation, only limited evaluative research has

been undertaken.5 An important knowledge gap is how

Recovery Colleges can be distinguished from other forms

of treatment and support.

The aim of this study was to characterize the key compo-

nents of Recovery Colleges and to develop and evaluate a

checklist to support the development of Recovery Colleges

and a fidelity measure to provide a quantitative fidelity score

for use in future evaluations of Recovery Colleges.

Methods

This research was undertaken as part of the Recovery

Colleges Characterisation and Testing (RECOLLECT)

Study (researchintorecovery.com/recollect). Other ele-

ments of the RECOLLECT Study have investigated

mechanisms of action and outcomes from Recovery Col-

leges for students11 and for staff, service, and society,12 as

well as developed a methodology for collaborative data

analysis involving people with lived experience.13 Ethical

committee approval for the RECOLLECT Study was

obtained (Nottingham REC 1, 18.1.17, 16/EM/0484). All

participants provided written (or verbal when interviewed

by phone) informed consent.
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Design

In summary, a coding framework identifying key compo-

nents of Recovery Colleges was iteratively developed

through literature review, expert consultation, and semi-

structured interviews with Recovery College managers.

This framework was used as the theory base for the

RECOLLECT checklist, a multiperspective assessment of

fidelity components to inform local development, and then

refined through diverse stakeholder interviews and expert

consultation. The checklist was then converted into the

RECOLLECT fidelity measure, a single-informant assess-

ment producing a quantitative summary fidelity score. The

fidelity measure was evaluated with Recovery College

managers, clinicians, and adult education lecturers. This

is summarised in Figure 1.

Setting

The main study sites were Recovery Colleges in Leicester,

London, and Sussex in England.

Procedure

A systematized review was conducted.14 Inclusion criteria

were the following: publication relating primarily to Recov-

ery Colleges, proposing fidelity criteria for Recovery Col-

leges, online publication date 2016 or earlier, available in

electronic form, and English language. The exclusion criter-

ion was the following: college prospectus (i.e., course lists

for a specific college). Publications were collated from a

repository listing published peer-reviewed academic publi-

cations (researchintorecovery.com/recoverycolleges); expert

consultation with 1) the Implementing Recovery through

Organisational Change (ImROC) national transformation

program that led to the development of Recovery Colleges

in England and internationally (n ¼ 7), 2) international advi-

sory board of 7 experts involved in Recovery Colleges out-

side England, and 3) the Recovery College International

Community of Practice (n ¼ 54); conference abstracts

(Refocus on Recovery 2010/2012/2014/2017, ENMESH

2011/2013/2015) with author contact; publications citing

included articles using Web of Science; and reference lists

of included publications. Fidelity criteria proposals from

included papers were synthesized in consultation with

ImROC to generate preliminary proposals for a) candidate

key components of a Recovery College, b) measurable indi-

cators that could be used to assess each component, c) poten-

tial sources of evidence for the indicators, and d) stakeholder

perspectives. Refinements following comments by the inter-

national advisory board were made to develop a preliminary

coding framework.

Semistructured interviews were conducted with Recovery

College managers in 10 sites around England between

March and May 2017. Sites were chosen to be heterogeneous

in terms of geographical spread, commissioning arrange-

ments, longevity and operating model (e.g., one building

versus multiple community venues), or differing levels of

coproduction. The topic guide comprised open-ended ques-

tions such as ‘What are the aims of a Recovery College?’

followed by consultation on the contents of the preliminary

coding framework. Interviews were conducted by telephone

and immediately transcribed verbatim for thematic analysis.

The coding framework was modified based on this analysis

and used as the theory basis for an initial checklist, identify-

ing descriptors for ratings of each dimension from 3 perspec-

tives: service user student, defined as a Recovery College

student who is using secondary care mental health services

now or in the past 2 years; peer trainer, defined as a trainer

who has lived experience of mental health challenges and

recovery; and Recovery College manager.

Systematised literature review (n=13) and expert consultation (n=14) to
develop preliminary coding framework (Table 1, column 1)

Interviews with Recovery College managers (n=10) to refine coding
framework (Table 1, column 2) and to develop Checklist

Stakeholder interviews (n=44) to finalise coding framework (Table 1, column
3) and Checklist, and to develop Measure

Recovery College Managers complete Measure (n=39) and re-complete two
weeks later (n-23) to finalise Measure

Figure 1. Study design flow chart.
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The initial checklist was piloted in face-to-face interviews

with stakeholders with direct experience of Recovery Col-

leges in the 3 study sites. Participants completed the initial

checklist and were then interviewed about its comprehen-

siveness, acceptability, and usability. The initial checklist

was commented on by 4 expert groups (n ¼ 77 in total):

ImROC (n ¼ 7), the international advisory board (n ¼ 7),

the Recovery College International Community of Practice

(n ¼ 54) comprising international experts in developing or

evaluating Recovery Colleges, and a lived experience advi-

sory panel comprising mental health service user Recovery

College students, nonstudents, and family members (n ¼
9).13 Refinements produced the finalized coding framework

and RECOLLECT Checklist.

The RECOLLECT Checklist was modified by the

research team to create a fidelity measure completed by a

Recovery College manager to produce a quantitative rating

for each component. Between September and November

2018, all Recovery College managers in England (n ¼ 75)

were asked to complete this fidelity measure twice 2 weeks

apart and to provide feedback on face and content validity,

comprehensiveness, acceptability, and usability either by

email or though cognitive debriefing15 in person where

feasible. To investigate discriminant validity, the fidelity

measure was completed by a) clinicians in the 3 study sites

in relation to psychoeducational courses they provided in

adult mental health services (i.e., not in Recovery Colleges)

and b) adult education college lecturers local to the study

sites in relation to their college courses. Refinements were

made following feedback and psychometric evaluation to

produce the finalized RECOLLECT Fidelity Measure, with

minor adjustments made to the RECOLLECT Checklist to

ensure consistency.

Analysis

Qualitative data used to develop the coding framework were

analyzed using the framework method.16 Initial proposals for

candidate components were used to shape the preliminary

coding framework, which was further developed through

open coding and an iterative process of individual analysis

and joint discussion between 6 researchers with backgrounds

in psychotherapy, occupational therapy, clinical psychology,

and social anthropology, spanning junior and senior roles, as

well as including people with personal and family experi-

ence of mental health issues. This allowed the emergence of

unanticipated categories rather than restricting the investiga-

tion to predetermined concepts or prejudging the signifi-

cance of concepts.

Psychometric evaluation used correlational and descrip-

tive analyses for data quality (missing data), scale assump-

tions (legitimacy of summing items, using similarity of item

means and variances, magnitude and similarity of corrected

item-total correlations), scale-to-sample targeting (score

means and standard deviation, floor and ceiling effects), and

reliability (Cronbach’s a, test-retest). A rating of ‘type 2’

was arbitrarily assumed to be higher fidelity. Fit, defined

as the extent to which items capture the fidelity of Recovery

Colleges, was tested by visually inspecting a) the ordering of

the response options, b) the ordering of the item thresholds,

and c) 2 statistical indicators: item fit residuals (+2.5) and

w2. Discriminant validity was evaluated using independent

sample tests comparing total and item-level scores on ratings

by Recovery Colleges and a) clinicians and b) adult educa-

tion lecturers.

Results

Key Components

Thirteen publications were included (Online Supplement 1).

Primary published sources that informed the coding frame-

work were a briefing paper on Recovery Colleges1 and a

single-site study of Recovery College characteristics.2 Other

publications were overviews of recovery college compo-

nents17 and of emerging communities of practice,5,18

reviews of key aspects (coproduction,19-21 outcomes,8,22

recovery),23 and preliminary evaluations of impacts on

staff24 and services.25

The coding framework after literature review and expert

consultation comprised 7 components and 12 measurable

indicators (Table 1, column 1).

Interviews with 10 Recovery College managers were con-

ducted to refine the coding framework, comprising 6 mod-

ifiable and 5 nonmodifiable components (Table 1, column

2). For nonmodifiable components, Education became

Learning as most participants voiced an opinion that the

word education is reminiscent for students of school and

does not capture the adult learning ethos: ‘It’s a very differ-

ent form of education because it’s an engagement in the

ideas . . . you’re not just learning it, you’re trying it out. You

learn by the method of trying’ (#1). Person Centred became

Individualized Experience, reflecting the language choices

of interviewees. The Valuing Equality and Passion compo-

nents were added because interviewees made repeated and

emphatic references to challenging stigma and discrimina-

tion and to the investment of personal, emotional energy:

The balance is totally different and we are more sort of partners.

We work together. Rather than staff doing something for

patients, it’s more sort of, coaching (#4).

[A basic definition of a Recovery College] misses the pas-

sion. The impact. The kind of emotional impact that Recovery

Colleges have. I think that unfortunately in this day and age with

everything that’s going on in services and particularly within

mental health services . . . I think it’s [passion] less and less

likely to be found in other places (#3).

The 5 modifiable components described characteristics,

defined in Table 2, in which individual Recovery Colleges

operate in 1 of 2 distinct ways. Each modifiable component

is independent of the others, so Recovery Colleges could be

type 1 on some modifiable components and type 2 on others.
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RECOLLECT Checklist

The initial checklist was developed based on the 11 identi-

fied components, with different versions for service user

students, peer trainers, and Recovery College managers. It

was evaluated in interviews with 3 Recovery College man-

agers, 11 peer and nonpeer trainers, and 30 service user

students. Interview participants emphasized the importance

of Social Connectedness, which was introduced as a new

component. The component Passion was rephrased to Com-

mitment to Recovery. Language was made more accessible,

and more indicators and examples of evidence were given.

The final coding framework comprises 12 components

(Table 1, column 3).

The framework was used to finalize the RECOLLECT

Checklist (Online Supplement 2) and the RECOLLECT

Fidelity Measure.

RECOLLECT Fidelity Measure

Thirty-nine (52%) of the 75 Recovery College managers in

England completed the RECOLLECT Fidelity Measure and

provided feedback in interview (n ¼ 8) or by telephone/

email (n ¼ 31), and 23 (59%) recompleted the Fidelity Mea-

sure 2 weeks later. Eleven clinicians completed the measure

in relation to their psychoeducational groups in National

Health Service (NHS) adult mental health services, and 10

lecturers from local adult (18þ) further education colleges

completed the measure in relation to their college courses.

Descriptions of key components and anchor points were

refined, and completion by a group of key informants rather

than just the Recovery College manager was allowed. The

description of key components (Table 2) and the RECOL-

LECT Fidelity Measure (Online Supplement 3) was

finalized.

Table 1. Summary of the Development of the RECOLLECT Checklist and RECOLLECT Fidelity Measure.

Coding Framework after
Literature Review and
Expert Consultation

Coding Framework after
Manager Interviews

Final Coding Framework Used in RECOLLECT Checklist and
RECOLLECT Fidelity Measure

Components
1. Education
2. Coproduction
3. Strengths Based
4. Person Centred
5. Progressive
6. Community Focused
7. Inclusive

Measurable indicators
1. Physical base
2. College principles
3. Self-referral
4. Course selection
5. Personal tutors
6. Individual learning plan
7. Not assessment and treatment
8. Not mainstream college
9. Recovery principles

10. Free of charge
11. A safe place
12. Empathic, warm, and

welcoming staff

Nonmodifiable components
1. Valuing Equality
2. Learning
3. Individualized Experience
4. Coproduction
5. Community Focus
6. Passion
Modifiable components
1. Eligibility
2. Location
3. Course Distinctiveness
4. Strengths Based
5. Progressive Perspectives

Service user student

Peer trainer

Recovery College manager

Nonmodifiable components
Versions: service user students, peer trainers, Recovery College
manager
Scoring: 3-point ordinal scale [Checklist: Red-Amber-Green,
Measure: 0, 1, 2]
Rating for highest score (student version) shown
1. Valuing Equality—I am treated with respect and my views

are valued.
2. Learning—I feel fully involved in my learning and my ideas

are valued by everyone.
3. Tailored to the Student—I am provided with lots of support

for my personal needs.
4. Coproduction of the Recovery College—All of the courses

I attend are delivered by a peer trainer and someone else. I
can be regularly involved in shaping how the Recovery
College is run.

5. Social Connectedness—The college feels relaxed and I have
time to get to know other students during courses and
when using the college’s other facilities.

6. Community Focus—Lots of courses are delivered by
community organizations and I am aware of how I can be
supported to move from the college to being in a
community organization for ongoing support or activity.

7. Commitment to Recovery—Staff are passionate and
dedicated to recovery.

Modifiable components

Version: Recovery College manager

Scoring: binary rating [type 1 or type 2]. See Table 2 for

anchor points.
8. Available to All
9. Location

10. Distinctiveness of Course Content
11. Strengths Based
12. Progressive

RECOLLECT, Recovery Colleges Characterisation and Testing.
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Data quality was high, scaling assumptions were met

(items had similar mean and scale scores spanning the mea-

surement continuum), no floor/ceiling effects were found,

Cronbach’s a (0.72) and test-retest intraclass correlation

coefficients (0.60) were acceptable, and k coefficient

(0.48) for items 8 to 12 indicated moderate agreement, pro-

viding initial evidence for reliability (Table 3). Item-level

intraclass correlation coefficients (range, 0.63 to 0.81) were

above the suggested minimum of 0.50.

In relation to construct validity, the fit of items was con-

sistent with the item-person threshold map (not shown). In

Table 4, items are listed in terms of easiest (indicating lower

fidelity if not endorsed) to most difficult (indicating higher

fidelity if endorsed). This item hierarchy (i.e., the construct

validity) can be interpreted to be an ordered list of fidelity

items, with Coproduction of the Recovery College (item 4)

and Learning (item 2) emerging as the easiest items to

endorse, and Available to All (item 8), Strengths Based (item

11), and Distinctiveness of Course Content (item 10) as most

difficult. The Location component (item 9) showed evidence

for borderline misfit. Removing this borderline redundant

item did not improve internal consistency, but given the

theoretical rationale for including the item, it was retained

for future testing. The hierarchy of item difficulties provides

evidence to support the intentions of the measure and

informs how the total score can be interpreted in a clinically

meaningful way (i.e., clinical utility). The ordering of the

items also informs implementation approaches.

Total scores for Recovery College managers for their

Recovery College (mean [SD], 13.73 [2.55]) were signifi-

cantly different compared with clinicians rating their psy-

choeducational groups (mean [SD], 7.36 [2.41]) (t ¼ 7.58,

P < 0.01). All items showed strong evidence for discrimi-

nating except component 11 (Strengths Based). There was

Table 2. Components (n ¼ 12) of the RECOLLECT Checklist and RECOLLECT Fidelity Measure.

Nonmodifiable Components Description

1. Valuing Equality Relationships between all students, peer trainers, nonpeer trainers, and other staff are nondiscriminatory
and respectful of diversity. No one is judged or treated differently because of their background or
mental health difficulties, and everyone’s contribution is equally valued.

2. Learning Recovery Colleges follow an adult education approach whereby students and trainers collaborate and
learn from each other by sharing experiences, knowledge, and skills. Students have responsibility for
their learning and learn through interactive and reflective exercises. Students gain self-awareness,
understanding of their difficulties, and practical, relevant self-management skills. Students choose
courses that best suit their interests and aspirations.

3. Tailored to the Student Recovery Colleges do not offer a one-size-fits-all experience. Students’ individual needs are actively
enquired about and accommodated during courses (e.g., personalized handouts, translated text,
materials adapted for learning difficulties). Their needs outside the course are also accommodated (e.g.,
buddy service, transport help, individual learning plans).

4. Coproduction of the
Recovery College

People with lived experience (peer trainers and students) are brought together with staff and professional/
subject experts to design and deliver all aspects of the Recovery College. This includes collaborative
decision making about the prospectus, courses, college policies, staff recruitment, advertising, and so
on, as well as the codesign and codelivery of all courses by a peer and nonpeer trainer.

5. Social Connectedness The culture and the physical environment of the college provide students with opportunities to develop
informal, meaningful connections with others. The learning space is relaxed (e.g., nonclinical chair
layout, access to drinks facilities, shared spaces for socializing). Trainers recognize and cater for
students’ social needs (e.g., organizing exercises and breaks for chatting, sharing experiences and
developing friendships).

6. Community Focus Recovery Colleges engage with community organizations (e.g., mental health charities, artistic/sporting
groups) and Further Education colleges to coproduce relevant courses. The college provides students
with information, handouts, and events that support students’ pathways into valued activities, roles,
relationships, and support in the community.

7. Commitment to Recovery Recovery Colleges are passionate places where staff talk with conviction and enthusiasm about the service
and are dedicated to students’ recovery. There is a tangible energy to the college and its activity and an
expression of shared values about the recovery principles on which the college is based.

Modifiable components Type 1 vs type 2
8. Available to All Only minimal restrictions (e.g., aged 18þ) vs limited to specific groups (e.g., mental health service users,

staff and family members).
9. Location In a community location not connected with services vs in a location shared with services.

10. Distinctiveness of Course
Content

Any topic can be offered as a course vs only topics not available in mainstream adult education settings are
offered.

11. Strengths Based The focus on strengths (not problems) is implicit vs explicit.
12. Progressive The focus is on ‘being’ and ‘becoming’ (not on goal setting) vs the focus is on ‘becoming’.

RECOLLECT, Recovery Colleges Characterisation and Testing.
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no significant difference between scores for Recovery Col-

lege managers rating their Recovery College and adult edu-

cation lecturers rating their further education courses (t ¼
0.710, P ¼ 0.480), but at the component level, significant

differences were found for Coproduction of the Recovery

College (t ¼ 3.10, P ¼ 0.003) and Progressive (t ¼ 2.470,

P ¼ 0.016). The differences found in both comparisons

were due to Recovery College managers rating higher fide-

lity than the comparator group.

Discussion

This mixed-methods study identified 7 nonmodifiable and

5 modifiable components of Recovery Colleges. A new

checklist to support Recovery College development and a

new fidelity measure supporting Recovery College evalua-

tion were developed and evaluated. The fidelity measure

has good internal consistency, adequate test-retest reliabil-

ity, and good content validity, and it can differentiate

Recovery Colleges from clinician-run psychosocial groups

and adult education courses. Other RECOLLECT studies

have characterized the mechanisms of action and outcomes

for mental health service user students11 and staff12 attend-

ing Recovery Colleges. Together, these provide a theory of

change for Recovery Colleges, characterizing what they do

and their impact.

Rasch analysis found that Coproduction of the Recovery

College and Learning were the most likely components to be

endorsed, so if they are not high, then other fidelity compo-

nents are less likely to be endorsed. Therefore, use of copro-

duction and adult learning approaches should be the initial

focus in developing a new Recovery College, and once these

are achieved, other components should be prioritized as per

the ordered list in Table 4.

A key paper identified in the review was a single-site

study identifying 7 critical dimensions (Educational, Col-

laborative, Strengths Based, Person Centred, Progressive,

Community Focused, Inclusive),2 which have been infor-

mally published as an unvalidated fidelity measure.26

Extensions in the current study were collection of data from

over half of the 75 Recovery Colleges in England, allowing

identification of modifiable components, more detailed

evaluation of proposed concepts and language across a

wide range of stakeholders, and the development, prelimi-

nary psychometric evaluation, and publication of a check-

list and measure. Components identified in our study also

map onto the findings from a recent systematic review.9

Based on analysis of 77 included publications, the authors

highlighted the central importance of an educational

approach and of codesign, aligning with our findings that

coproduction and learning are the foundational components

of a Recovery College.

Coproduction has been identified as a core value for psy-

chiatrists,27 reflecting the increasing focus in general on

coproduction in health care.28 A reported strength of Recov-

ery Colleges is that they provide an alternative space in

which a coproductive culture can more easily emerge than

in traditional mental health services. Contrasts include use of

pedagogical approaches such as transformative learning

theory29 as the underpinning model, within which active

engagement is assumed; the use of more socially valued

labels (e.g., ‘student’ not ‘patient’ or ‘service user’); a

reduced focus on risk management; and a stronger emphasis

on the ethical values of autonomy and justice rather than on

beneficence and nonmaleficence.30 One way in which copro-

duction is enacted in Recovery Colleges is in the planning

and delivery of training, typically involving a peer trainer

bringing lived experience and a nonpeer trainer bringing

professional expertise. Hope is central to recovery,31 and

attending courses codelivered with peer trainers both gives

students contact with ‘credible role models of recovery’32 in

the peer trainer and exposes them to potentially more

partnership-based clinician-service user relationships, both

of which increase hope.33 The UK model of Recovery Col-

leges retains a focus on involvement from health profes-

sionals, so it cannot be described as a peer-led34 approach.

Other models emerging internationally have more peer

leadership and less professional involvement18; these mod-

els raise different questions not addressed in the current

study, such as whether professionals are sufficiently

involved in coproduction and how the Recovery College

can affect mental health system culture.

We found a consensus that a focus on learning is central

to Recovery Colleges. The success of Recovery Colleges

Table 3. Data Quality, Scaling Assumptions, Targeting, and Relia-
bility for RECOLLECT Fidelity Measure (n ¼ 39).

Psychometric Property Total

Data quality
Missing data time 1 (%) 2.4
Missing data time 2 (%) 0.4

Scaling assumptionsa

Items 1-7 mean scores: mean (range) 1.58 (1.33-1.87)
Items 1-7 SD: range 0.41-0.67
Items 8-12 mean scores: mean (range) 0.55 (0.41-0.69)
Items 8-12 SD: range 0.49-0.50

Targeting
Mean score (SD) 13.73 (2.55)
Possible score rangeb 0-19
Observed score range 8-18
Floor/ceiling effectc 0%/0%

Reliability of items 1-7
Cronbach’s a 0.72
Test-retest 0.60
Mean interitem correlation 0.02-0.49

Reliability of items 8-12
k coefficient 0.48

RECOLLECT, Recovery Colleges Characterisation and Testing.
aItems 1-7 have an ordinal response scale scored 0 to 3; items 8 to 12 have a
dichotomous response scale, scored as 0 or 1.

bHigher scores indicate higher fidelity.
cFloor effect ¼ % receiving a score of 0; ceiling effect ¼ % receiving a score
of 19.
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may be attributable to this focus—students like to learn what

Recovery Colleges offer, they like the way that courses are

delivered, and learning improves well-being.35,36 However,

few participants talked about theoretical aspects of educa-

tion, such as situated learning37 and collaborative construc-

tion of knowledge.38 A study interviewing 10 psychiatrists

about their views on Recovery Colleges found that they

viewed the approach positively as a form of service user

involvement, whilst expressing concerns about their

approach to risk management and safeguarding issues, and

whether they may encourage medication nonadherence.39

Future research should clarify the extent to which these con-

cerns relates to the specific Recovery College, perhaps

assessed using the RECOLLECT Fidelity Measure, or more

conceptual concerns relating to the development of nonme-

dical discourses about, for example, the role of medication

and mental health services in recovery.

Other nonmodifiable components of Recovery Colleges

were Valuing Equality and Commitment to Recovery. These

were often expressed as subcultural values held in the

Recovery College and typically described as being in con-

trast to the wider mental health system, reflecting wider

debates about recovery and medicine.40 Stigma against peo-

ple using mental health systems is a known problem,41 and

Recovery Colleges seem to offer a space of acceptance. Both

staff and student respondents identified benefits arising from

a reduced emphasis on hierarchies of power, less of a ‘them

and us’ distinction, and the creation of a space in which

passion about recovery was possible, reflecting an organiza-

tional commitment to recovery.42 Similarly, supporting

Social Connectedness was a particular focus in Recovery

Colleges, reflecting the established importance of connect-

edness23,43,44 and social capital33,45,46 for recovery.

None of the studies included in our review as proposing

Recovery College fidelity criteria1,2,4,9 identified modifiable

components. Recovery Colleges can be understood as a com-

plex intervention, defined as one in which flexibility and

tailoring of the intervention are permitted.47 The most recent

overview of Recovery Colleges in England identified the

need for more robust research but cautioned that ‘it is impor-

tant that this does not ossify what is a continually evolving

creation’ (p. 32).4 A balance needs to be struck between

defining the necessary features of a Recovery College whilst

encouraging ongoing innovation, and our identification and

defining of nonmodifiable components (without which the

service is not a Recovery College) and modifiable compo-

nents (for which local tailoring is possible) provides an

approach to striking this balance.

Limitations can be identified. The systematized search

strategy may have missed key publications, although a sys-

tematic review published after the study9 did not identify

any relevant papers not included in our review. The psy-

chometric evaluation is based on a small sample size,

although it includes responses from over half of all

Recovery Colleges in England, so the psychometric char-

acteristics of the RECOLLECT Fidelity Measure for other

Recovery Colleges in England is unknown. Finally, no staff

students were involved in the interviews, and the

RECOLLECT checklist has versions only for service user

students, peer trainers, and Recovery College managers.

Future work might develop and evaluate versions of the

checklist for staff students and nonpeer trainers.

The preliminary psychometric evaluation of the fidelity

measure indicated further work may be needed to strengthen

the test-retest reliability (e.g., by improving the anchor

points), to validate the item hierarchy (e.g., using qualitative

methods), and to investigate whether the Location compo-

nent can be adequately rated. Once finalized, future work

will need to investigate the relationship between the 12 com-

ponents and outcomes, to validate the RECOLLECT mea-

sure, and to establish whether any of the nonmodifiable

elements can be modified and vice versa. Given the interna-

tional spread of Recovery Colleges, it will also be important

to establish cross-cultural validity of this UK-developed

measure. Just as other recovery interventions require cross-

cultural modification, such as peer support work,48 the

Table 4. Measures of Fit and Location (SE) of RECOLLECT Fidelity Measure Items (n ¼ 39).

Component Location SE Fit Residual
w2

df (32,2) P Value

4. Coproduction of the Recovery College –3.70 0.37 –0.26 3.44 0.179
2. Learning –3.53 0.36 0.03 6.84 0.033
1. Valuing Equality –0.58 0.30 –0.22 4.04 0.132
7. Commitment to Recovery –0.55 0.30 –2.15 9.42 0.009
5. Social Connectedness –0.05 0.33 0.70 3.74 0.154
3. Tailored to the Student –0.04 0.31 –0.01 5.92 0.053
6. Community Focus 0.63 0.26 –0.03 7.50 0.024

12. Progressive 1.21 0.39 1.54 7.00 0.030
9. Location 1.27 0.39 3.20 18.59 <0.001
8. Available to All 1.41 0.38 1.99 5.77 0.059

11. Strengths Based 1.57 0.38 1.42 4.81 0.090
10. Distinctiveness of Course Content 2.37 0.38 0.92 2.91 0.233

RECOLLECT, Recovery Colleges Characterisation and Testing. Bold signifies p < 0.001.
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conceptual equivalence of measured concepts such as

‘equality’, ‘community’, and ‘coproduction’ will need to

be established in other settings. Some items are based on

assumptions; for example, the Location item is premised

on the assumption that a health and social care system exists,

which may not be the case in low-income settings.

The item hierarchy provides an ordering to inform

interventions to improve Recovery College fidelity, and the

initial focus should be on establishing coproduction and an

adult learning environment before addressing other

components.

Conclusions

There is a strong business case for Recovery Colleges as part

of a broader reorientation of mental health systems towards

recovery,49 yet no trials have been published.9 This study

provides a basis for fidelity evaluation in a randomized con-

trolled trial evaluation of Recovery Colleges.

Acknowledgements

The authors gratefully acknowledge the support of the Recovery

College managers (Lucy Locks in Sussex, Kate Hamill and Marie

McGranaghan in Leicestershire, Gabrielle Richards and Kirsty

Giles in SLAM) and all the Recovery College students and staff,

NHS clinicians, and further education college staff who took part in

this study. The work of Jane McGregor, who sadly passed away

before publication, directly informed this research.

Declaration of Conflicting Interests

The author(s) declared the following potential conflicts of interest

with respect to the research, authorship, and/or publication of this

article: Julie Repper is director of ImROC, which supports the

implementation of Recovery Colleges. No conflicts of interests are

declared for any other author.

Funding

The author(s) disclosed receipt of the following financial support

for the research, authorship, and/or publication of this article: This

report is independent research funded by the National Institute for

Health Research (Programme Development Grants, Recovery Col-

leges Characterisation and Testing [RECOLLECT], RP-DG-0615-

10008) and supported by the National Institute for Health Research

(NIHR) Nottingham Biomedical Research Centre. The views

expressed in this publication are those of the author(s) and not

necessarily those of the NHS, the NIHR, or the Department of

Health and Social Care.

ORCID iD

Mike Slade, PhD https://orcid.org/0000-0001-7020-3434

Supplemental Material

Supplemental material for this article is available online.

References

1. Perkins R, Repper J, Rinaldi M, et al. ImROC 1. Recovery

Colleges. London (UK): Centre for Mental Health; 2012.

2. McGregor J, Repper J, Brown H. “The college is so different

from anything I have done”: A study of the characteristics of

Nottingham Recovery College. J Ment Health Train Educ

Pract. 2014;9:3-15.

3. Anfossi A. The current state of recovery colleges in the UK:

final report. Nottingham (UK): ImROC; 2017.

4. Perkins R, Meddings S, Williams S, et al. Recovery colleges

10 years on. Nottingham (UK): ImROC; 2018.

5. McGregor J, Brophy L, Hardy D, et al. Proceedings of June

2015 meeting: Recovery Colleges International Community of

Practice (RCICoP) 2016.

6. Martin K, Stevens A, Arbour S. The process of developing a

co-design and co-delivery initiative for mental health program-

ming. J Psychosoc Rehabil Ment Health. 2017;4:247-251.

7. Larsen C, Lange M, Jørgensen K, et al. Coteaching recovery to

mental health care professionals. Psychiatr Serv. 2018;69(6):

620-622.

8. Meddings S, McGregor J, Roeg W, et al. Recovery colleges:

quality and outcomes. Ment Health Soc Inclusion. 2015;19:

212-221.

9. Australian Healthcare Associates. Literature review to inform

the development of Recovery Colleges in Western Australia.

Melbourne: AHA; 2018.

10. Zabel E, Donegan G, Lawrence K, et al. Exploring the impact

of the recovery academy: a qualitative study of Recovery Col-

lege experiences. J Ment Health Train Educ Pract. 2016;11:

162-171.

11. Toney R, Elton D, Munday E, et al. Mechanisms of action and

outcomes for students in Recovery Colleges. Psychiatr Serv. In

press. doi.org/10.1176/appi.ps.201800283

12. Crowther A, Taylor A, Toney R, et al. The impact of recovery

colleges on mental health staff, services and society. Epide-

miology and Psychiatric Sciences, in press. doi.org/10.1017/

S204579601800063X

13. Jennings H, Slade M, Bates P, et al. Best practice framework for

patient and public involvement (PPI) in collaborative data anal-

ysis of qualitative mental health research: methodology devel-

opment and refinement. BMC Psychiatry. 2018;18(1):213.

14. Grant MJ, Booth A. A typology of reviews: an analysis of 14

review types and associated methodologies. Health Info Libr J.

2009;26(2):91-108.

15. Beatty P, Willis G. Research synthesis: the practice of

cognitive interviewing. Public Opin Q. 2007;71:287-311.

16. Gale N, Heath G, Cameron E, et al. Using the framework

method for the analysis of qualitative data in multi-

disciplinary health research. BMC Med Res Methodol. 2013;

13:117.

17. Watson E. What makes a Recovery College? A systematic

literature review of recovery education in mental health.

Nottingham (UK): MHSC Dissertation; 2013.

18. Mind. Australasian Recovery College Community of Practice

Inaugural Meeting. Victoria (BC): Mind; 2016.

19. Shepherd G, McGregor J, Meddings S, et al. Recovery colleges

and co-production. In: Slade M, Oades L, Jarden A, editors.

Wellbeing, recovery and mental health. Cambridge (UK):

Cambridge University Press; 2017:181-193.

La Revue Canadienne de Psychiatrie 64(6) 413

https://orcid.org/0000-0001-7020-3434
https://orcid.org/0000-0001-7020-3434
https://orcid.org/0000-0001-7020-3434


20. Meddings S, Byrne D, Barnicoat S, et al. Co-delivered and

co-produced: creating a recovery college in partnership. J Ment

Health Train Educ Pract. 2014;9:16-25.

21. King T. An exploratory study of co-production in recovery

colleges in the UK. MSc thesis, University of Brighton,

2015.

22. Shepherd G, Boardman J, Rinaldi M, et al. ImROC Briefing

Paper 8. Supporting recovery in mental health services: quality

and outcomes. London (UK): Implementing Recovery through

Organisational Change; 2014.

23. Leamy M, Bird V, Le Boutillier C, et al. A conceptual frame-

work for personal recovery in mental health: systematic

review and narrative synthesis. Br J Psychiatry. 2011;

199(6):445-452.

24. Perkins A, Ridler J, Hammond L, et al. Impacts of attending

recovery colleges on NHS staff. Ment Health Soc Inclusion.

2017;21:18-24.

25. Rinaldi M, Marland M, Wybourn S. Annual report 2011-2012.

South West London Recovery College. London (UK): South

West London & St George’s Mental Health NHS Trust; 2012.

26. Nottinghamshire Healthcare NHS Trust. Nottingham Recovery

College. Campus philosophy, culture & fidelity criteria. Not-

tingham (UK): Nottinghamshire Healthcare NHS Trust; 2015.

27. Richards V, Lloyd K. Core values for psychiatrists, College

Report CR204. London (UK): Royal College of Psychiatrists;

2017.

28. Filipe A, Renedo A, Marston C. The co-production of what?

Knowledge, values, and social relations in health care. PLoS

Biol. 2017;15(5):e2001403.

29. Hoggan C. Transformative learning as a metatheory: defini-

tion, criteria, and typology. Adult Educ Q. 2016;66:57-75.

30. Beauchamp T, Childress J. Principles of biomedical ethics.

Oxford (UK): Oxford University Press; 2001.

31. Bressan R, Grohs G, Matos G, et al. Hope or hype in the

treatment of schizophrenia—what’s the role of the physician?

Br J Psychiatry. 2018;212(1):1-3.

32. Davidson L, Bellamy C, Guy K, et al. Peer support among

persons with severe mental illnesses: a review of evidence and

experience. World Psychiatry. 2012;11(2):123-128.

33. Schrank B, Bird V, Rudnick A, et al. Determinants, self-

management strategies and interventions for hope in people

with mental disorders: systematic search and narrative review.

Soc Sci Med. 2012;74(4):554-564.

34. Rose D, MacDonald D, Wilson A, et al. Service user led orga-

nisations in mental health today. J Ment Health. 2016;25(3):

254-259.

35. Slade M, Oades L, Jarden A, editors. Wellbeing, recovery and

mental health. Cambridge (UK): Cambridge University Press;

2017.

36. Slade M. Mental illness and well-being: the central importance

of positive psychology and recovery approaches. BMC Health

Serv Res. 2010;10:26.

37. Lave J, Wenger E. Situated learning: legitimate peripheral par-

ticipation. Cambridge (UK): Cambridge University Press;

1991.

38. Armstrong J, Hyslop-Margison E. Collaborative learning and

dialogue: democratic learning in adult education. New Horiz

Adult Educ Hum Resour Dev. 2006;20:6-15.

39. Collins R, Shakespeare T, Firth L. Psychiatrist’s views on

Recovery Colleges. J Ment Health Train Educ Pract. 2018;

13:90-99.

40. Barber M. Recovery as the new medical model for psychiatry.

Psychiatr Serv. 2012;63:277-279.

41. Patten S, Williams K, Lavorato D, et al. Perceived stigma

among recipients of mental health care in the general Canadian

population. Can J Psychiatry. 2016;61:480-488.

42. Le Boutillier C, Leamy M, Bird VJ, et al. What does recovery

mean in practice? A qualitative analysis of international

recovery-oriented practice guidance. Psychiatr Serv. 2011;

62(12):1470-1476.

43. Slade M, Leamy M, Bacon F, et al. International differences in

understanding recovery: systematic review. Epidemiol Psy-

chiatr Sci. 2012;21(4):353-364.

44. Bird V, Leamy M, Tew J, et al. Fit for purpose? Validation of

the conceptual framework of personal recovery with current

mental health service users. Aust N Z J Psychiatry. 2014;48:

644-653.

45. Sweet D, Byng R, Webber M, et al. Personal well-being net-

works, social capital and severe mental illness: exploratory

study [published online ahead of print October 5, 2017]. Br J

Psychiatry.

46. Tew J, Ramon S, Slade M, et al. Social factors and recovery

from mental health difficulties: a review of the evidence. Br J

Soc Work. 2012;42:443-460.

47. Craig P, Dieppe P, Macintyre S, et al. Developing and evaluat-

ing complex interventions: the new medical research council

guidance. BMJ. 2008;337:a1655.

48. Puschner B. Peer support and global mental health. Epidemiol

Psychiatr Sci. 2018;27(5):413-414.

49. Slade M, McDaid D, Shepherd G, et al. ImROC Briefing Paper

14. Recovery: the business case. Nottingham (UK): ImROC;

2017.

414 The Canadian Journal of Psychiatry 64(6)



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


