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National strategy (DH/HMG, 2011)

Contains 6 objectives: 

Objective ii. – More people with mental 
health problems will recover

“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”

N.B. Defines ‘Personal Recovery’ not
‘Clinical’ Recovery



‘Closing the Gap’ (DH 2014)

1.  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.”  (p.10).



Implementing Recovery through 
Organisational Change (ImROC)

 Began in 2009. Delivered by a partnership between the Centre for 
Mental Health and the Mental Health Network of the NHS 
Confederation

 Initially funded mainly by the Department of Health, now self-funded

 Aims to answer 2 key questions:
1) How to change the attitudes and behaviour of staff and teams 

so as to make them more supportive of recovery for people 
using these services?

2) How to change organisations such that these changes in staff 
behaviour are supported and maintained? (changing the 
‘culture’) 



Support delivered (Jan. – Sep. 2013)

 Worked with more than 25 sites, involving NHS provider + local 
independent sector organisations + user & carer groups.

 Delivered 130 consultancy days, 9 Learning Sets (3 more planned).  
Attended by 450 delegates, approx. 20% service users or carers.  
95% rated sessions as ‘Excellent’ or ‘Very good’. 

 Produced 5 Briefing papers - ‘Recovery and Well-Being’, Peer 
Support Workers (I. & II.), ‘Team Recovery Implementation Plans’, 
and ‘Carers’ (2 more in press on ‘Quality and Outcomes’ and ‘Risk’).  

 Major projects transforming mental health services in Northern and 
Republic of Ireland



Service developments

 18 Recovery Colleges each offering 50 – 100 co-produced courses 
on different aspects of ‘living with mental illness’ to mixed audiences

 Supported the creation of 150+ Peer Support Worker posts (paid, 
mostly part-time) 130 working in services, 25 ‘Peer Educators’

 Supported 7 NHS funded mental health providers to apply recovery 
principles in acute inpatient and secure settings with the aim of 
improving quality of care and reducing incidents of seclusion and 
restraint  (‘No Force First’ ).



So, how has this been achieved? -
Methodology and outcomes

Professor Geoff Shepherd
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The ImROC methodology 
 Identified ‘10 key challenges’ for organisations 

wishing to support recovery

 Promoted partnerships between local health and 
independent (social) providers, user & carer groups to 
agree specific goals

 Used a simple methodology based on closed audit 
loops (P-D-S-A cycles) - joint agreement on goals, 
implementation, review, repeat – to produce change.  

 Provided on-site support from a multi-professional 
expert team, including service user and carer 
consultants

 Used a ‘Learning Set’ methodology to maximise 
learning and provide mutual support for change.



The ‘10 key organisational challenges’ 
(SCMH, 2009)

1. Changing the nature of day-to-day interactions and the quality of 
experience

2. Delivering comprehensive, ‘co-produced’ learning programmes
3. Establishing a ‘Recovery Education Centre’ (Recovery College) to drive 

the programmes forward using a co-produced, educational model
4. Ensuring organisational commitment, creating the ‘culture’ 
5. Increasing ‘personalisation’ and choice
6. Transforming the workforce – peers in a variety of positions
7. Changing the way we approach risk assessment and management 
8. Redefining user ‘involvement’ to create genuine ‘partnerships’  
9. Supporting staff in their recovery journey
10. Increasing opportunities for building, ‘a life ‘beyond illness’



Changing organisations  
(after Slade, 2009)

7 key principles:
1. Leadership, not management – seek out local champions
2. Articulate values and demonstrate consistency (awareness raising)
3. Maximise pro-recovery orientation among workers
4. Develop pro-recovery skills in the workforce (strengths model, 

coaching, etc.) through co-produced learning
5. Make role models visible – celebrate success
6. Amplify the power of consumers (beyond ‘involvement’)
7. Evaluate to improve  

‘Co-production’ at the heart  
of the process



Outcomes for ‘Recovery Colleges’ 
 A new intervention (unique internationally) so 

evidence is inevitably limited
 However, contains elements (active self-management, 

development of coping skills, etc..) which have 
previously been found to be effective 

 Follow-up data from SW London (Miles Rinaldi) 
suggests:

 Very positive student feedback (satisfaction)
 68% felt more hopeful for the future
 81% had developed their own plan for managing their 

problems and staying well
 70% had become mainstream students, gained 

employment, or become a volunteer.
 Little evidence about costs, some suggestions that, 

for those fully engaged reduced use of CMHTs, but 
uncontrolled. 



Peer Support workers 

Reasonable amount of outcome evidence 
(Repper & Carter, 2011) but generally not of a 
very high quality (Pitt et al., 2013).  
Nevertheless, 3 different kinds of benefits 
generally identified:
1. Benefits for service users

 increased empowerment
 increased problem-solving skills
 improved access to work and education
 more hopeful
 more friends, feel more accepted

2. Benefits for peer workers - ‘I work hard to 
keep myself well now, I’ve got a reason to 
look after myself better……. It’s made a real 
big difference’.

3. Benefits for organisations - ‘I just stand 
back and watch him work his magic.  Not 
just with the patients who come in here, but 
with staff too.  He can help them see things 
in a completely different way.’  (Team 
Leader). 



Cost-effectiveness 

 Selected 6 controlled trials, 5 US + 1 
Australian

 All provided data on impact of adding
trained peer workers to existing 
inpatient or community teams

 Benefit/cost ratios calculated for 
using current NHS prices for workers 
and bed days

 In 4/6 studies ratios extremely 
positive 

 One negative study; one non-
significant ( < 1) 

 Overall weighted average (taking into 
account sample size) > 4:1



Supporting Quality and Outcomes in Recovery, 
Shepherd et al., ImROC Briefing paper  (in press). 

A general framework covering:
I. Quality indicators – (a) at an individual-level (evidence-based good 

practice) and (b) Organisational level (e.g. ‘10 key challenges’)

II. Outcome indicators - 6 Recovery Outcome Domains (agreed by DoH
expert group)

1.  Quality of recovery‐supporting 
care  ( INSPIRE)

4.  Achievement of socially 
valued goals  (ASCOF)

2.  Achievement of individual 
recovery goals  (GAS)

5.  Quality of life and well‐being 
(MANSA, WEMWBS)

3.  Subjective measures of personal 
recovery  (QPR)

6.  Service use  (MHMDS)



Thank you
For further information contact 

geoff.shepherd@centreformentalhealth.org.uk; 
dawn.fleming@nhsconfed.org
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www.imroc.org


