Supplementary Appendix 1: Topic guide

Introduction
Thank you for spending the time to talk with us today. Although we call this an ‘interview’, it’s much more of a conversation. We are looking to gain a deeper understanding of how Recovery Colleges operated in the past, how they have changed as a result of the pandemic, and the future direction of Recovery Colleges. We’re impartial and independent observers who are here to learn; this is not an evaluation. Every college is different so there are no right and wrong answers.  Please feel free to say as much or as little as you like in response to each question.  Similarly, if there are any questions that you don’t feel comfortable answering then please do ask to skip the question. You don’t have to tell me why. Also, please feel free to pause the interview to take a break or stop the interview at any point. Everything you say will be kept confidential unless you disclose to us any unreported criminal activity or that either you or someone else is at risk from harm, in which case we will have to inform someone else. This is because we need to do what we can to keep everyone safe. Any quotes we use in publications or outputs will also be anonymised. I will begin the recording shortly. We will have to use video recording but please be assured that we will only be using the audio from the recording. Please do feel free to turn your camera off if this is more comfortable for you or if you don’t wish to be video recorded. I will now start the recording and the transcription. 
*START RECORDING
Opening Question: Can you tell me about how you first got involved in the Recovery College?
Prompts (if needed)
· What is your role?
· Is this the first Recovery College you have worked in?
Section 1: History of the RC
1) Can you tell us when and why your Recovery College was set up?
Prompts (if needed)
· Where did the idea come from?
· What was the Recovery College set up to achieve?
· How does the Recovery College fit with wider activities and services in the organisation?
2) Could you tell us a briefly about the early development of the Recovery College?
Prompts (if needed)
· Key people or groups involved in development
· Things that helped 
· Key challenges or obstacles (e.g. administrative/bureaucratic, resistance, resources)
3) Could you tell me about how the Recovery College has changed since it has been opened?
Prompts (if needed)
· What were the key changes? 
· What was the process of change?
Section 2: Pre-pandemic operation
4) What are the most important components of your Recovery College? 
Prompts (if needed)
· [Check Q’s 22-31 (particular groups catered to) on survey responses] In the survey, you mention that your Recovery College caters to [group(s) of students], in what ways is this group catered to?
· What do you think is most important for the students? 
· What do you think is most important to the staff?
5) What does your Recovery College do to support students in working towards their goals? 
Prompts (if needed)
· Who or what influenced that decision and why? 
· Who does this approach work better or worse for?
6) Prior to the pandemic, what were the main barriers for students wanting to access your Recovery College?
Prompts (if needed)
· Did the target student group(s) feel the college was relevant to them?
· Please could you tell me more about any access barriers you’re aware of at the Recovery College?
· Were there other options you were aware people used instead of your college? If so, why? 
Section 3: Modifications due to the pandemic (Paper 03)
7) How did you keep the Recovery College running during the pandemic? 
Prompts (if needed)
· How were the values of the Recovery College implemented during the pandemic?
· How were the workforce prepared to manage pandemic related changes at the Recovery College? 
· If new technologies were implemented, how were students and staff supported in using this technology? 
· Who or what helped implement these changes?
8) How has the approach to co-production and adult education at the Recovery College changed since the start of the pandemic, if at all?
Prompts (if needed)
· Have you noticed any changes to the relationships between staff and students? 
· Have you noticed any changes to the process of co-production and adult education? 
9) Please tell us more about any other changes you’ve noticed about the Recovery College since the beginning of the pandemic.
Prompts (if needed)
· [Check Q’s 60-72 (fidelity changes due to the pandemic) and Q’s 166-167 (budget changes due to the pandemic) on survey responses] You mentioned in the survey that XXX changed as a result of the pandemic, please could you tell us more about this?
· Any changes to how Recovery College managers communicate with each other?
· Any changes to how managerial decisions are made?
10) Have you noticed any changes to equality, diversity, and inclusion at the Recovery College since the start of the pandemic?
Prompts (if needed)
· Are there any areas that you think have improved? 
· Are there any areas that you would like to see improve further?
Post pandemic plans
11) What changes that have been implemented at the Recovery College during the pandemic do you intend to keep, if any?
Prompts (if needed)
· Who or what influenced that decision and why?
12) What are the next priorities for the development of your Recovery College in the future?
Prompts (if needed)
· How would you like to see the Recovery College develop in the next 2 years?
· What future changes would you like to make?
13) Is there anything else you would like to add before I stop the recording?  
Thank you for generously taking the time to talk to us and answer our questions. I will now stop the recording.
*STOP RECORDING
What we’ll do now is send the audio to be transcribed. We will then compare the transcript with transcripts of our interviews with other Recovery College managers to find patterns and themes. If you have any questions, please do let us know or email us at RECOLLECT@kcl.ac.uk.
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Supplementary Appendix 2: Preliminary coding framework

	Initial themes 
	Initial codes 
	Description 

	Approach and values of the recovery college [not of interviewee] 
 
 
	Empowerment 
	 

	
	Holistic 
	 

	
	Alternative to the norm 
	RC compared to traditional services 

	
	Clash between values 
 
	Differences in approaches and values between stakeholders, and how these were navigated 

	
	Educational Model  
	

	
	Belief in self-referrals  
	 

	
	Bridge between partners 
	Belief in the importance of collaboration  

	Key people 
	Professional background and identities 
	Roles and backgrounds 

	
	Motivation 
	Reasons for joining the RC 

	
	Length of service and positions within RCs 
	Could also talk about moving between positions, such as from peer trainer to RC manager 

	
	Entrepreneurialism and commitment  
	Action by individuals or groups to champion services, get things established, identify opportunities and build networks. For example, against the old or traditional way of doing things 

	
	Passion for Recovery 
	 

	Organisation [description of the overall way that organising is being done] 
	Establishing the RC 
	Reasons it was established and the  process of establishing 

	
	Funding source and security 
	Where money comes from and issues to do with funding 

	
	Relations with partners 
	Support, formality and informality and reporting 

	
	Description of organising 
	Number of staff, management, and governance 

	
	Formal organising 
	Conscious attempts to formalise or rationalise aspects of the organisation e.g. bureaucracy and hierarchy, rules, introducing safeguarding, IT etc 

	
	Ad hoc and bottom up organising 
	Organising based on immediate circumstances and pressures 

	 
	Amalgamating services 
	Incorporation of other trust services into the RC 

	 Operations and processes 
	 Operating model 
	At the general level, the setup of courses, workshops, programmes, and/or materials, marketing 

	
	Spaces and facilities     
	What spaces (digital and physical) are occupied e.g. do they  occupy spaces (such as libraries) alongside their main base? 

	
	Geographical spread 
	 

	
	Student access and referrals 
	Who is allowed to access, how do they access courses, why it is set up like that 

	
	Programme / course content and format 
	 

	
	Service and process change 
	 

	
	Learning plans and goals 
	How is goal planning/achievement facilitated  

	
	Co-production 
	How is Co- production facilitated and what has led to changes with this.  

	Reasons for change  
	Demand/need/student preferences 
	Changes made because of ‘bottom up’ where demand from students shape RC provision 

	
	Commissioning or partner requirements 
	The RC was instructed to change (e.g. put on new services or change access criteria) by a funder or partner organisation 

	
	Operating pressure 
	 

	
	Funding  
	Operating on a shoestring budget due to funding cuts or alternatively, improving the type of RC offer due to funds. 

	
	Evidence or RC movement 
	 

	
	Idiosyncratic 
	Change was down to the individuals involved 

	
	Lack of knowledge about RCs / lack of demand 
	 

	
	Overcoming stigma 
	 





Supplementary Appendix 3: Refined coding framework

	Initial themes
	Initial codes
	Description

	[bookmark: _Hlk129944242]Approach and values of the recovery college 


	Empowerment
	Staff referring to an ethos of empowering students 
 

	
	Holistic
	Evidence of RCs acknowledging the need for /incorporating a holistic method to providing wellbeing services for students 

	
	Alternative to the norm
	How RC compares to traditional mental health services

	
	Clash between values
	Differences in approaches and values between stakeholders and how these were navigated

	
	Adult education model 
	Acknowledgement of the adult education model being used within the RC/an ethos of learning from other RC students/ peers. 

	
	Belief in self-referrals 
	Managers articulating positive beliefs in regard to RCs being open to all via self-referral. 

	Key people 
	Professional background and identities
	Jobs that staff have had prior to joining the RC/ content relating to professional backgrounds and how these feeds into their current work/position within the RC today 

	
	Motivation
	Why staff decided to join the recovery college 

	
	Length of service and positions within RCs
	Past and current experience of working within RCs. Also refers discussions about moving between positions e.g. from peer trainer to RC manager

	
	Entrepreneurialism and commitment 
	Action by individuals or groups to champion services, get things established, identify opportunities, build networks. For example, against the old or traditional way of doing things

	Drivers for establishing  RCs
	Limitations of the traditional model
	Managers articulating what they believe to be problems within mental health services/ the current system of mental health provision 

	
	Support from senior leadership 
	Evidence of support from senior leadership (both within the RC and within the trust/funder) in relation to any aspect of RC e.g. use of specific IT software or support in changing how students can refer to the college 

	
	Support from local community
	Efforts on part of local communities to help with any aspect of the RC e.g. volunteers from a particular local organisation 

	
	Financial investment
	Any discussions relating to financial investment within the RC  

	
	Timing
	Staff articulating “timing being right” as a driver for RC set up/operation/success 

	
	Champions
	Staff driving the implementation/ development of the RC

	
	Stable core team
	A core team not made up of casual volunteers.

	
	Witnessing RCs as a successful model
	The success of other RCs being opened mentioned as driver/positive influence on the running/operation of the RC 

	Relationship of Interviewee to RC
	Passion to make changes/create a better way of doing things 
	Managers using the RC as a way to make  positive changes in relation the way in which mental health/wellbeing services are provided to students/those who need them 

	
	Personal experience of mental health challenges 
	Staff discussing personal experience of mental health challenges/ recovery 

	
	Employee morale 
	Staff feelings/experiences/attitudes towards the working environment of RC 

	Organisation [description of the overall way that organising is being done]
	Funding source and security
	The financial situation of RC 

	
	Organisational 
	Number of staff, management and governance -what could be placed on an organisational chart 

	
	Formal organising 
	Conscious attempts to formalise or rationalise aspects of the organisation -e.g. bureaucracy and hierarchy, rules, introducing safeguarding, IT etc

	
	Ad hoc
	Organising based on immediate circumstances and pressures

	
	Idiosyncratic 
	Change was down to individuals involved 

	
	Bottom up organising
	Responding to needs and values of communities 

	
	Amalgamating services
	Incorporation of other trust services into the RC

	Operations and processes
	Operating model
	At the general level, the setup of courses, workshops, programmes, and/or materials, marketing

	
	Spaces and facilities    
	What spaces (digital and physical) are occupied e.g., do they other occupy spaces (such as libraries) alongside their main base?

	
	Geographical spread
	Discussions relating to the area in which the RC is situated

	
	Student access and referrals
	Who is allowed to access, how do they access courses, why it is like that

	
	Programme / course content and format
	Discussions relating to any aspect of the courses delivered within the RC

	
	Learning plans and goals
	How is goal planning/achievement facilitated 

	
	Co-production
	How is Co- production facilitated and what has led to changes with this. 

	
	Peer support 
	The inclusion of staff/volunteers with lived experience.

	Relations with partners 
	Relationships with host trust
	The relationships RCs have with their host trust 

	
	Relationships with third sectors 
	Relationships RCs have with charities, social enterprises and voluntary groups and how they work with these 

	
	Autonomy
	The extent to which RCs are able to have their own identity whilst being embedded into an NHS trust 

	
	Reciprocal relationships 
	Where relationships are mutually beneficial e.g., exchanging  of resources or personal benefits

	
	Collaborative working and sharing resources 
	How RCs collaborate with people within and outside of the RC

	Challenges 
	Funding
	Operating on a shoestring budget due to funding cuts or alternatively, improving the type of RC offer due to funds

	
	Overcoming stigma
	Mental health stigma cited as a reason for people not attending RCs 

	
	Bureaucracy
	Difficulties relating to navigating bureaucracy burden within the embedded NHS trust 

	
	Lack of knowledge about RCs/ RC Lacking visibility 
	Staff articulating issues regarding the extent to which people are aware of recovery colleges/what RCs offer.


	
	Staffing
	Difficulties relating to staffing (both paid and voluntary) within the RC 

	
	Lack of support from senior leadership 
	

	Reasons for change 

	Demand/need/student preferences of the community/population 
	Changes made because of ‘bottom up’ where demand from students shape RC provision

	
	Commissioning or partner requirements
	The RC was instructed to change (e.g., put on new services or change access criteria) by a funder or partner organisation

	
	Evidence of RC movement
	The roll out of RCs / recovery model being cited as an influence on the RC 

	
Future aspirations
	Relating to developing its provision/delivery for students
	Plans relating to delivery e.g. securing more funding for evening classes

	
	Relating  to structural changes within the RC 
	Plans relating to organisational and operational variables within the RC e.g. widening referrals pool 





Supplementary Appendix 4: Matrix table (condensed)

	Theme 
	Code
	Summary of code 
	Example Quote

	Relations with partners 
	Relationships with the funding NHS trust 
	Integration with the NHS trust linked to:
· abundance of experts by experience to co facilitate e.g. occupational therapists.
· Increase in referrals from secondary mental health patients e.g. being part of a discharge plan, thus improved visibility of the RC 
· A route to getting patients to become peers and co-produce within the college. 
· An avenue for improving  co-production on a Trust Wide level.
· Bottom up organising where RC can deliver sessions targeting key issues seen within trust e.g. increase in hoarding referrals. 
BUT conflict arises where RC involvement is not seen as a  priority for professionals by experience, therefore a culture of “begging for support” is seen in relation to getting professionals  to deliver courses. 
Poor relationships with Trust – Some managers felt they were “an afterthought” and not taken seriously within mental health services.
	If you are separate to the NHS what you don't have is those professionals by experience … if we're developing a course around eating disorders, I can pick the phone up and speak to three consultants and 10 nurses and say, “let's sit around a table and look at this and make sure it's safe and effective”.


	
	Partnerships with 3rd sector organisations  
	Partnering with third sector organisations is integral, especially considering that multiple RCs struggle with funding. Third sector partnerships provide: 
· Expertise and funding  to deliver courses 
· Use of community spaces
· Increased visibility of the RC  
· Mutual benefit - third sector organisations benefit due to promotion of their service
Relationship with third sector orgs provide  funding and human resource to facilitate courses/services. Third sectors also boost visibility of RC to diverse populations. Third sector charities can be a large influencing force with managers explaining the curriculum and delivery shaped by a charity partner’s agenda.
	We don't have a very diverse population. So, there’s stuff we need to do around that to deal with either partnering up with third sector organisations that are more linked in with some of the groups that aren't that included..


	

	Collaborative working and reciprocal  relationships
	Collaborative working helps to identify gaps in provision. RCs are mindful of not replicating services. Collaboration with other orgs also boosts visibility of the RC and referrals. Collaboration with organisations = instrumental in the early set up of RCs. RCs are mindful of consistency with how courses are delivered by external partners. 
	We worked initially very closely with the Community Mental Health Team. We wouldn't have the same eligibility criteria and stuff, but it was a great place to start gathering ideas because they knew the local population in some way of like what's missing, what gaps can we potentially help to fill.

	Key people 
	 Professional backgrounds and identities
	The jobs held previously by RC staff tend to be those with skills highly transferable to an RC environment e.g. working in:
· an educational setting 
· mental health/addiction services
· a charity 
· project management.
[bookmark: _Hlk158375023]Staff come into the role either a) due to passion and a commitment to  improve mental health provision and or b) having strong beliefs in the peer support/recovery model which is often facilitated by lived experiences of mental health issues/RC use.
	So my background is working in community mental health teams, then early intervention in psychosis … you can get a little bit jaded working in mental health services ...and I think the balance has always been a bit wrong. So, I think it was those sorts of things, that kind of- and the opportunity to work in partnership.

	Drivers for establishing 
	
	RCs are seen as successful through:
· Reading research papers 
· Visiting RCs 
· Conference attendance 
· Word of mouth
Belief in the RC model and passion highly facilitates champions of the RC. Champions of the RC model are integral  to convince senior trust management that an RC is a good idea whereas across some RCs, those in senior positions championed their set-up.
	Although we had really key people in the Trust saying, “Oh yes, let's support [name], let's get this off the ground”. I do not think we would have had the buy in that we did from the whole exact, the whole Trust board, if it wasn't for the evidence based that other people had created.

	Challenges 
	Lack of support from senior leadership

	Senior staff members within NHS trusts have been noted as viewing RCs as a less important service. This links to the trust not promoting the RC due to both lack of awareness AND not believing in their importance. Culture of RC staff “ fighting to keep RCs alive.” RCs perceived to have low visibility, despite major efforts from the RC to promote. Prominent theme of funding issues being related to RCs not being seen as a clinical  service and therefore not prioritised/funded appropriately.
	I guess that is one big issue, is around not just directors that don’t get a non-clinical approach, its every supporting service in our Trust. Volunteer services don’t get it….Finance don’t get it because they want to see clear, you know, lines of money spent and how it relates to clinical work…people don’t understand.

	
	Lack of awareness of 
RCs
	RCs are not known about enough by primary and secondary care services despite efforts to promote the college. The number of people enrolling is seen as disproportionate to promotional effort. Where there is good collaboration/integration with the NHS trust, this facilities visibility due to facilitating referrals.
	We do as much publicity as we can. But I think it's just never, it's not enough.

	
	Funding 
	Two key issues relating to finances: (1) RCs not knowing if they will have money to continue funding the RC and (2) RCs not having enough money to operate in the way they want to. The perceptions of RCs within the landscape e.g. not a priority compared to clinical services, has led to managers explaining they felt neglected in relation to funding. Partnerships are a lifeline for RCs to have the money to run. Small staff pools and zero-hour contracts have been linked to funding.
	Mind you our budget is nil. I mean I’ll tell you, I’m still working to the same budget that we had in [a few years ago].


	
	Staff
	Managers reported not being funded to have enough staff, resulting in roles being merged. Small staff pools and zero-hour contracts linked to funding. Lack of funding for peer support staff also linked in with lack of value of recovery/RC within the trust.

	We were promised some money for the RC service if you like? But then that got taken away because it, it was put against paid peer support workers …they were very much seen by the Trust or something very separate.

	
	Bureaucracy 
	Bureaucracy was often mentioned in the context of NHS and securing funding. Partnerships make it easier to access funding due to not having to present a business case. NHS restrictions around course delivery and other aspects of RC delivery means RC managers at times don’t feel like they have the freedom to operate as they like. One RC which was funded by 5 charities, noted bureaucratic concerns in other NHS trust funded RCs.
	And if the RC sits as a charity the access to funds is, although is a big job it looks a lot easier in the respective you can go for anything you can.

	Relationship of interviewer to RC 
	Strong belief in the RC model
	Linked to own experiences of mental health challenges. Managers are  passionate about championing recovery orientated practice and co-production within the healthcare system at large. Motivations to embed recovery-oriented practice within mental health services  also stems from perceptions of the pitfalls in current mental health services
	There seemed to me to be blank spots within provision. So, it's always been a kind of deep-seated belief that part of somebody’s recovery journey should always be, kind of … rebuilding a sense of, or regaining a sense of identity.

	Future aspirations 
	Related to provision of services
	RC managers wanted to offer more tailored support through digital means e.g. via an e learning platform, allowing access to prerecorded courses and tailored information e.g. a portal listing all their goals. RC managers often spoke about wanting more services within the community. 
	So, we're looking at how we can use [learning management platform name] to really benefit student journey but also allows students access to 24-hour learning.

	Organisation 
	Bottom-up organisation 
	RCs are in a unique place to provide the type of support which meets the demand of their communities. Integral to doing this is a wide pool of professionals and peer workers to create the content. 
	We have lots of sessions, feedback sessions when we were constantly getting feedback from the clients on what they want us to deliver

	
	Formal organising 
	When managers spoke about formalising, they mentioned organising steering groups and advisory boards consisting of service users and mental health professionals to consult about change.
	The RC has a lot of clients on the Client Advisory Board…we benefit a lot from their advice and their support and their input.

	
	Funding sources and security 
	Partnership working means resources e.g. provision of a “wellbeing” hub run by one RC manager. Community transformation funding has enabled significant development for some RCS e.g. expanding number of staff. Partnership working is integral to provision of resources and facilities bottom up organising. The funding situation of multiple RCs is marked by uncertainty as funding can be on a rolling basis 
	All we have now that is our grant from [local NHS Trust] which expires [month of future year], when everything is up at tender again [amount of money]. That's what we have. That's it. Nothing else.


	Operations and processes 
	Learning plans and goals
	Some RCs have resources to provide one to one support with goal setting. RCs can provide goal support by linking students to progression coaches and employment specialists. Goal support can be a mandatory part of the RC journey. Some RCs measure goals using WEMWBS, outcome stars and self-rated questionnaires. One RC explained the use of Tree Tool computer software which charts an individual’s journey in accordance with indices of multiple deprivation score. Some RCs avoid using the words “goals.” RCs can feel pressured to be goals oriented due to having to illustrate reduced mental health service use. Some RCs provide specific courses depending on areas of need identified amongst students e.g. in CPA plan.
	We have got a small team of progression coaches as well as the curriculum leads and these progression coaches work one on one with any client that wants that support….They help map out their goals, what they want to do, look at the skill sets they've got and help match up courses that we run and also courses.

	
	Co-production
	Example of co-production model 1: with help from clinical co- coordinator. Course content is sent to a moderation panel of those with lived experience for feedback
Example of co-production model 2: Involvement register of DBS certified service users and carers who are signed up, are sent RC role descriptions to encourage signups. 

RCs have delivered coproduction workshops to clinical teams to drive organisational change. Some RC managers explained the RC being facilitated due to being within a “recovery oriented Trust.” RCs are mindful of “Co-production” being am buzzword. RCs are mindful of ensuring that good co-production standards are upheld when partners deliver sessions in the RC 
	We have some good models of service user involvement, but we don't have a lot of coproduction at service level and I think it is a good model of, as I think I've said already, you know just having something that's properly coproduced.

	
	Operating model
	Central to the setup of RCs was a “network of reciprocity” before aspects of RC developed e.g. courses. Some RCs started out as a day centre which transitioned into becoming an RC. This led to discussions with partnerships to talk about course delivery. Others spoke about a pot of money given to services to see if an RC would be useful. Those with lived experience tend to be involved in the initial stages of set up. One manager explained wellbeing hub and RC co existing but being funded separately. Being assessed at wellbeing hub before being  signposted to the RC. Some RC managers have outreach workers working with secondary MH users to engage with the RC.
	We were constantly reviewing so we thought, ok, that meets that fidelity criteria for the RC model… The RC model really seemed to suit what we were doing anyway, so that's why we started talking about transitioning.

	
	Course content 
	RCs are keen to adopt a  holistic focus and courses which tie in with wider community (e.g. allotment and gardening). RCs are mindful of being economical e.g. not replicating courses offered by other services/charities. There are subject experts for specific content, e.g. health professionals for physical health courses and digital coordinators for digital courses. Some RCs choose tiered approaches to courses e.g. “introductory courses.” Courses can be tailored to demand of communities – links with the “bottom-up” code. Partnerships also play a vital role in that they allow RCs to identify what is already being provided in the community in order to prevent replication. 
	I don't have a problem if an organization can come in and say we can deliver that better than you, absolutely fine….but if you're going to deliver courses that we don't need, I don't understand why I'm paying …I  mean I totally get there are certain things like art is really important, but it isn't core.

	
	Spaces and facilities 
	RCs vary in the facilities offered to students with some RC’s being able to provide libraries and gardens, thus -feeding into educational and community-based approaches whereas some RCs do not have drop in spaces and operate on more appointment basis. Some bases difficult to get to e.g. university building. Some RCs have resources to provide transport to students to facilitate accessibility. Partnerships with venues are important to secure spaces. RCs can operate a mobile RC where students have one to one session in a bus – also links with RC visibility.
	We were at given a fine art gallery at a local museum which we developed in- into a wellbeing space…we're working in partnership with local social prescribing link workers who are based in the primary care trusts to develop almost like a hub of wellbeing.


	
	Student access and referrals
	Passionate staff have worked to change eligibility criteria so that the RC was open to all. RCs attempt to increase accessibility for various communities e.g. an EDI officer within forensic services working with young black men. RCs adapt to the culture of their communities. One manager explained offering/avoiding courses in areas depending on how “modern” populations are/how much “readiness to change” there is.
	We're also currently working with our community development workers to look at how we encourage some of the lesser represented groups in our communities to access the college. So, looking at things like language barriers.



