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Executive Summary 

Introduction and Approach 

This review of the Recovery Context Inventory (RCI), and its potential contribution to mental health 

services in Ireland, took three perspectives on the tool. 

 It explored the need for a recovery measurement tool to support the effective 

implementation of Irish mental health policy.  

 It benchmarked the RCI against similar tools internationally in terms of it psychometric 

properties including validity, its cultural fit, the comprehensiveness of its resources and its 

ease of use. The views of two international experts were also elicited.  

 It assessed the structural fit between the RCI and current services and planned mental 

health service development in Ireland. Contributions were also received from a number of 

Irish representative organisations in the field of mental health. 

The conclusions and recommendations set out the potential benefits of further development of the 

RCI, how existing resources can be mobilised to support the development and next steps in the 

dissemination process. 

An overview of the RCI 

The RCI is designed to assist service users to explore and assess the importance of personal and 

service supports to them in terms of mental health recovery and the extent to which these supports 

are available. It was rolled out and evaluated as a tool to assist service users to explore personal and 

service factors in their recovery during the first phase of the ARI project. The RCI development 

process commenced when EVE was an agency of the HSE rather than an integral component of the 

HSE and this may well have resulted in a disconnect between HSE management and the RCI in the 

early stages and point to a need to align the RCI with HSE recovery processes going forward. 

The version of RCI that was reviewed was a second version (RCIv2) and version 3 (RCIv3) is currently 

in development. 

The scope of each version includes: 

Personal Supports Domains 

1. Personal Resources  

2. Personal Growth  

3. Personal Skills 

4. My Community 

5. Personal Relationships 

Service Supports Domains 

6. Support With My Goals 

7. Support With Jobs & Money (Only RCIv2) 

8. Support With My Personal Life (Only RCIv2) 

9. Recovery Values In Practice  

The development process has been rigorous and great care was invested to ensure the RCI is based 

on best practice in terms of questionnaire design. Services users, frontline staff and management 

were involved not only in the development of the RCI but also in evaluating it. The five-stage 
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development process involved many people with lived experience of mental health difficulties and 

other stakeholders in mental health both in Ireland and the United Kingdom and academic support 

from the Schools of Psychology, UCD and the University of Ulster. 

It is a locally developed tool which can support people in their personal recovery. But further, it has 

a service level report facility which can provide aggregated anonymised feedback from those using 

the service as a basis for informing service planning.  It is important to note that the RCI is linked to a 

range of support materials including a RCI Recovery Planning Workbook and an RCI Facilitator 

Training Manual. 

The policy context for recovery in the Irish mental health system 

It is widely acknowledged that there is a strong imperative for Irish mental health services to 

establish mechanisms to support a recovery approach. Two important components of such an 

approach are a user-friendly, structured and empowering set of procedures to allow service users to 

engage actively in integrated care planning and an effective method of gathering the data to support 

the continuous improvement of recovery oriented services.  

There is also a consensus on the types of mechanisms that are required. Specifically:  

 Management need to work to develop appropriate and valid indicators to track the 

evolution of the recovery ethos and practice across services.  

 An indicator reflecting the perceptions of service users of the recovery-orientation of their 

services is essential. 

 A user-friendly mechanism to assist staff and service users to engage in a collaborative 

recovery planning process and genuine partnership is required.  

 Service users need an accessible process through which they can explore their recovery 

needs and strengths and identify their personal goals and aspirations.  

 Access to a valid and well-developed recovery tool for service user and staff could 

significantly increase the probability of success. 

 The RCI is one of a number of tools that have been developed in Ireland and internationally 

which could serve as such mechanism. 

Benchmarking the RCI with international comparators 

The second version of the RCI (RCIv2) was compared to five alternative tools that could potentially 

be adopted by the Mental Health Division as mechanisms to assist service users to actively and 

genuinely engage in a recovery oriented ICP process and/or to gather feedback from service users on 

their perceptions of the role that their services play in their personal recovery process. 

The comparison revealed that the RCIv2 had a number of strengths in relation to the comparators.  

Scope of the Tool: Only the RCIv2 and the Mental Health Recovery Star (MHRS) cover both personal 

recovery and the recovery-orientation of services.  

Tool Format: The RCIv2 was specifically designed as an online tool and a paper version was not 

evaluated. All the other tools are available in a hard copy version and only the MHRS is available in 

both digital and paper versions. The RCIv2 included more items than any other tool. All tools use a 

five point Likert rating scale apart from the MHRS. The RCIv2 and two other tools have dual rating 

scales. The MHRS has a services user and a keyworker scale. The INSPIRE tool has a relationships and 

a support scale. Only the RCIv2 allows a rating of importance and availability of supports.  
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Report Focus: Only the RCIv2 and MHRS provide both person focused and service focused reports. 

The MHRS service report targets keyworkers specifically, whereas the RCIv2 covers services in 

general.  

Technical Specification: The psychometric properties of the RCIv2 compared very favourably to the 

other tools in terms of content, construct, convergent and divergent validity; the factor structure 

and internal consistency. Statistical evidence supported the structure of the RCI into personal and 

service supports. There is a view that the MHRS is more a measure of functioning than of recovery. 

Support Materials: Only the RCIv2 and the MHRS provide support materials to both facilitators and 

the person concerned and facilitator training packages. 

Co-production/Service User Involvement: All tools were generated through a process in which 

people with mental health difficulties made substantive contributions.  

Cultural Validity: The RCIv2 is the only tool developed specifically in an Irish context. A number of 

the other tools are widely used across a number of countries. 

Fees and Charges: Only the MHRS has a system of licencing and charging. The licence cost is based 

on the number of staff who use it with service users. The scalability of such charges is an important 

cost consideration in the event that the MHRS was to be deployed throughout the Irish mental 

health system. 

The views of International Experts 

The content of the RCI was considered to reflect the domain of recovery well and to offer the 

opportunity to reflect on many key components of recovery for people. The international experts 

concluded that the RCI has the potential to play an important role in the mental health field, 

particularly in contributing to an understanding of how people, who are in distress, experience their 

services and supports they receive and which ones they find helpful in reaching their desire for a 

better life. 

The views of Irish Representative Organisations 

Irish mental health representative organisations considered the RCI to be aligned to recovery 

principles. It was viewed as a tool that can support service users' views, preferences and experiences 

being listened to by service providers; facilitate their participation in choices about their own 

services; and support discussion of their wider social inclusion concerns. It was seen as a mechanism 

that could empower service users to both set their own goals and monitor their own progress. It was 

considered to be a structured process that could be used in multiple situations. Its potential to 

influence the culture of services by exposing professionals to a recovery process was valued. Its 

capacity to provide monitoring information on progress towards recovery orientation within the 

wider HSE mental health information system was considered a particular strength.  

Respondents requested more information about the RCI, how it differed from other recovery 

instruments, its accessibility and how the HSE would apply it in the NGO sector. Respondents 

expressed a desire to have the opportunity to use the RCI on a pilot basis 

Conclusion and Recommendations 

The RCI has a number of characteristics that support the view that strong consideration should be 

given to deploying it as a recovery support tool in the Irish mental health system. The evidence base 

for using the RCI as a recovery tool in the Irish mental health system is robust. It has been 
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demonstrated as a valid tool to measure both personal recovery and the recovery orientation of 

services. The evidence base for the construct validity of the RCIv2 is strong in comparison to the 

other tools reviewed and its internal consistency is high. There is strong evidence for the content 

validity of the RCIv2. Only the RCIv2 provides both person focused and service focused reports. The 

RCIv2 is unique in offering users the facility to reflect on both the importance of personal and service 

supports and the frequency with which they are available. It has support and resource materials for 

both staff and service users and a structured training programme for facilitators. It is positively 

regarded by both international experts and Irish mental health representative organisations.  

The main issues that arose in relation to the RCIv2 were its length and its online format. 

Consequently, a shorter version (RCIv3) has been generated and a hard copy version is in 

development. 

The potential contribution of the RCI to current mental health priorities 

Some key priority areas where the RCI can make a contribution to current mental health priorities 

were identified. 

 The RCIv3 can provide a transparent and easily accessible mechanism to assist user 

participation in individual care planning. 

 The RCIv3 can make an important contribution to a collaborative approach to care planning 

as required by the Mental Health Commission and the Inspectorate 

 The RCIv3 provides a valid and reliable indicator of the service users’ perceptions of 

engagement with staff. It can service as an indicator of service compliance with the 

requirement to engage clients in the care planning process. 

 The aggregate report facility of the RCI can provide local management with a means to 

demonstrate client engagement. 

 The RCIv3, if implemented across CMHTs and regions, can provide insights into how the 

expansion of the scope of interventions and the development a more biopsychosocial 

approach is progressing 

 The RCIv3 provides a valid, reliable and culturally appropriate measurement of service user 

perceptions, which can provide the National Management Team (NMT) with timely 

information about progress in the relation to the strategic objectives, the reconfiguring of 

services and compliance with values. It can function as a standard way of measuring the 

recovery ethos of service provision. 

 The RCIv3 can provide evidence, which can be shared with the Mental Health Commission 

and the Mental Health Inspectorate, of the impact of the substantial resources being 

invested in promoting recovery practice throughout all services and for all staff. 

Challenge to be addressed in the further development of the RCI 

A number of challenges arose in the application of the RCIv2 which need to be addressed in 

progressing forward with the deployment of the RCIv3. Many of these are already being addressed 

including the production of shorter version and making a hard copy version available.  

 The evaluation of theRCIv2 revealed that it was less than compatible with the current ICT 

infrastructure in the local sites. 

 It needs to be made compatible with data management systems in the HSE. 

 There was a view that the digital version of the tool restricted the ways in which service 

users could interact with the tool. 



8 
 

 It was considered to be too long. 

 The time required for completion of the RCI and the additional materials was an issue. 

 The use of the tools was not as effective as it could have been due to insufficient local 

resources. 

 There were issues about around items relating to sexuality. 

 Concerns were raised about the need to complete all questions. 

 Some facilitators were unclear about how the RCI suite of materials could be used with 

service users. 

Recommendations for the further deployment of the RCI 

It is recommended that the main components of a development strategy should include: 

1. At a corporate level: 

1.1. Give consideration to developing the RCIv3 as a KPI in monitoring recovery practice and 

culture. 

1.2. Align the RCIv3 data with current data requirements and data sets. 

1.3. Review the role that it could play in the development of clinical programmes. 

1.4. Integrate it into the half day training on recovery oriented care planning. 

1.5. Pilot the aggregate report as part of the data set for reconfiguring services. 

1.6. Incorporate the RCIv3 in the proposed expansion of ARI. 

1.7. Consider the options in relation to ownership and funding of the tool. Some options 

include, for example: 

1.7.1. Making the tool available solely to direct HSE mental health services, 

1.7.2. Making it available to voluntary mental health organisations for a small fee or free of 

charge, 

1.7.3. Making it freely available to all people, individuals and professionals, who wish explore 

their recovery context, 

1.7.4. Developing the tool as an internationally available support for recovery oriented 

individual care planning. 

2. At a technical level: 

2.1. Produce a paper based version of the RCIv3. 

2.2. Adapt the digital platform to the reduced number of items. 

2.3. Create a single manual for the use of the RCIv3. 

2.4. Ensure the compatibility of the support resources with the new version. 

2.5. Explore and resolve any issues relating to patient confidentiality and consent that may arise 

from the use of the paper based version. 

2.6. Review the role of the facilitator to allow independent use. 

2.7. Consider four options for use that allow a person to decide to: 

2.7.1. Use the tool for personal purposes and not to share results, 

2.7.2. Share results with his or her keyworker but not in the dataset,  

2.7.3. Share results with the dataset but not the keyworker,  

2.7.4. Share the results with both the dataset and the keyworker. 

2.8. Field test the revised tool and procedures to confirm that it meets the same criteria from a 

user and staff perspective for usability and utility as its predecessor. 

3. Given the rapid pace of ICT development, consideration should be given to developing an APP 

which could access through Smart phones and tablets. This option may be particularly attractive 

for younger people. 
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Terms of reference and approach 
This review set out to appraise the potential contribution of the Recovery Context Inventory (RCI) to 

mental health services in Ireland and explore appropriate deployment pathways for the Inventory 

and the associated resource materials within mental health services in Ireland. 

Firstly, it reviewed Irish mental health policy from the perspective of the need for mechanisms to 

support and promote personal recovery and the development of recovery oriented services. It 

assessed the roles that a recovery exploration tool could play in supporting these aspirations.  

Secondly, it considered how the RCI (and its support materials) benchmark against other similar 
instruments available internationally in terms of the evidence base for determining its psychometric 
characteristics within the domain of recovery including validity. This process assessed the extent to 
which all core recovery constructs are covered and the cultural and social fit with an Irish mental 
health context. The adequacy and comprehensiveness of available resources to support the 
constructive use of the tool and the link between results/scores and resources was assessed. 
Evidence for the usability of the Inventory and resources in terms of completion, interpretation and 
application was reviewed. The requirement for support from a trained and/or qualified facilitator 
was queried. A review by two international experts was also undertaken, primarily to confirm the 
content validity of the RCI. 

Thirdly, the RCI’s structural fit with current mental health services provided by the HSE and with its 

plans for future development were considered. The recommendations of the recent evaluation of 

the RCI were mapped to current priorities of the national Mental Health Directorate and other 

stakeholders (O’Brien, Webb, Stynes, Cosgrave, & Ardis, 2015). Where the RCI fitted in relation to 

system, community, professional and intended beneficiary characteristics and contexts was 

explored. Additional recommendations, beyond those in the final evaluation report, were made in 

relation to the development and dissemination of the RCI and its resources.  Consideration was 

given to the most appropriate approaches to progressing the application of the tool and its 

resources within an Irish mental health context. Contributions from a number of Irish representative 

organisations were incorporated into this process. 

Finally, the next steps in the development and deployment of the RCI and its materials were 

generated that outlined key areas of focus for the further development of the RCI, goals and 

objectives for a dissemination strategy. Consideration was given to ways in which existing resources, 

personnel, partners and positive stakeholders could be mobilised as part of the development. 

Approach 

The approach adopted involved: 

An appraisal of the RCI evaluation report: 

1. Exploration of the RCI instrument, manual, training materials and related resources 

a. Identification of equivalent comparators internationally, 

b. Benchmarking RCI against comparators including psychometric properties, content 

and construct validity, reliability, usability and cultural fit, 

c. Evaluation of the comprehensiveness of the RCI tools and associated resources 

including support materials, workbooks and training materials for facilitators, 

d. Seeking the views of two international experts in the domain of recovery. 

2. Positioning the RCI with an Irish mental health service context: 
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a. Linking RCI to recovery relevant priorities within the strategic and operational 

priorities of the national Mental Health Directorate, the Mental Health Commission 

and other relevant actors & national policy (A Vision for Change), 

b. Interviewing key informants who were involved in the design, development and 

evaluation of the RCI from a variety of perspectives including the core team, contact 

people in some of the implementation locations and collaborating partners to 

explore practical issues that arose during the development, areas for improvement 

and suggestions for next steps, 

c. Talking to individuals to gain insight into the perceived utility of the RCI in ongoing 

service delivery, perceived risks and opportunities and reservations in relation to 

where it would most appropriately be deployed, through what channels, the 

characteristics of a typical user, the fit with wellness recovery action planning 

(WRAP), a popular mental health self-management programme, and perceived 

support requirements, 

3. Generating a potential action plan for the development of the RCI 

a. Generating appropriate goals, 

b. Listing the potential barriers and facilitators to the future development and 

dissemination of the RCI,  

c. Proposing potential contributions from the core team and collaborators. 
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The policy context for recovery in the Irish mental health system 
It is widely acknowledged that there is a strong imperative for Irish mental health services to 

establish mechanisms to support a recovery approach. Two important components of such an 

approach are: 

 A user-friendly, structured and empowering set of procedures to allow service users to 

engage actively in the assessment of their strengths and needs and integrated care planning, 

 An effective method of gathering the data required to support service planning and the 

continuous improvement of recovery oriented services. 

On this basis, the question that needs to be addressed is not whether a recovery tool needs to be 

incorporated into the processes of the community mental health teams, but rather, which is the 

most appropriate tool or tools to actively engage the person in individual care planning for recovery 

and in parallel gather the data on recovery-orientation required for service evaluation and planning 

processes. 

Recovery and Mental Health Services 
A common theme in the Irish and international literature is that recovery needs to be viewed as a 

dual process which, on the one hand, involves individual recovery processes and outcomes and, on 

the other hand, organisational and societal change processes towards a recovery-orientation 

(Higgins, 2008). 

A Vision for Change contends that a recovery orientation needs to imbue every service component, 

interventions need to be focused upon enhancing recovery outcomes and service users must be 

engaged as partners in the care process (DOHC, 2006). The Mental Health Commission (MHC) refers 

to this as a recovery-focused approach to treatment and care (MHC, 2008, p. 9). 

Conceptions of the components of recovery from a personal perspective vary across models and 

tools but a number of common elements can be identified. For example the MHC framework 

specifies recovery as including positive self-image and identity; trust in oneself; confidence and 

control; meaning, hope and spiritual connection; personal resourcefulness and self-determination; 

relationships and hope.  The CHIME framework is based on five elements: connectedness; hope and 

optimism about the future; identity; meaning in life; and empowerment (Leamy et al., 2011). The 

Wellness Recovery Action Planning (WRAP) process is built upon five key components: hope, 

personal responsibility, self-advocacy, education and support (Copeland, 1997; Higgins, 2008; 

McDaid, 2013). 

From a service perspective, the principles of recovery-orientation need to be addressed in initial and 

continuing professional programmes for all mental health staff (Higgins, 2008). Service users and 

carers must be trained in the principles of recovery (HSE, 2014). Management structures should be 

broadened to include the expert knowledge of service users in the planning delivery and evaluation 

of services (Higgins, 2008; p.15). Staff should be accountable for demonstrating recovery values 

which should be incorporated into staff supervision procedures. There is a requirement for 

information to be gathered about all aspects of recovery and national monitoring to be in place 

(DOHC, 2006; MHC, 2008; McDaid, 2013). 

Evaluation and review are considered to be elements of best practice (MHC, 2008). Evaluation of 

effectiveness can enhance understanding of evolving community mental health needs. This requires 

formal procedures that facilitate service user contributions to the systematic evaluation of services 

(Higgins, 2008). The development of genuinely recovery-orientated services requires putting in place 
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a strategy for monitoring progress towards a recovery ethos (McDaid, 2013). Improved 

measurement mechanisms can track progress towards meeting service users’ goals, and enhancing 

social inclusion and assist in the identification and analysis of challenges (MHC, 2005, McDaid, 2013). 

At service level, recovery mechanisms to operationalise these values are required (McDaid, 2013). A 

number of themes in this regard are evident in the policy documentation and commentary on the 

Irish mental health system. These are briefly summarised below. 

A person centred approach (DOHC, 2006; MHC, 2005, 2008; McDaid, 2013; Department of Health, 

2013; HSE, 2014) 

Each individual has a right to progress at his/her own pace towards meaningful inclusion and 

participation in the community. An important value in achieving this aspiration is the 

implementation of a person-centred treatment approach which acknowledges that recovery should 

belong to the person. Each person should be given the opportunity to specify what recovery means 

in terms of his or her life. This requires a greater focus on individual aspirations, priorities and needs. 

The goals of recovery must reflect each person’s hopes, choices and aspirations. Areas of 

disagreement need to be seen as opportunities for engagement with the person. 

Person centred care is influenced by each individual’s personality and values and builds on his or her 

strengths. Intervention and support goals are specific to that person, focused on the future and 

include positive self-concept and social roles.  

Person focused priorities should be generated on the basis of the meaning of recovery as defined by 

the person concerned in terms of his or her wishes, dreams, goals, abilities and needs. The starting 

point of each individual care plan (ICP) should be listening to the person. The ICP should be 

monitored from the perspective of personal recovery as a continuing process rather than an 

outcome. Progress should be charted in terms of individual perceptions of positive impact and areas 

for improvement. 

Moving beyond a clinical/medical view (DOHC, 2006; MHC, 2005, 2008; Higgins, 2008; McDaid, 

2013). 

Mental health interventions need to be framed within a more holistic and biopsychosocial approach 

that includes the person and his or her community. Recovery impact must not be viewed entirely in 

terms of symptom reduction but rather address the extent to which each person is offered the 

opportunities to fulfil his or her personal goals and aspirations. This requires that mental health 

services and supports adopt a framework that incorporates a broader range of concerns than purely 

biomedical matters. Service users’ experiences, care and treatment must be viewed from a holistic 

perspective that acknowledges the importance of the psychological, physical, cultural, sexual and 

spiritual life domains as well as the impact of social (contextual) factors. Consequently, community 

mental health teams must offer a comprehensive range of medical, psychological and social 

therapies relevant to the needs of services users and their families and ICPs should incorporate 

social, recreational and spiritual needs as well as to treatment and community care needs. 

Respect for the person’s experience and values (MHC, 2005, 2008; Higgins, 2008, McDaid, 2013). 

Mental health services must build upon the principle of respect for each individual’s expertise 

accrued from personal experience. They need to endorse a culture and ethos that acknowledges the 

personal values, beliefs and experiences of each individual and his or her life story. This requires that 

their unique interpretations and meanings be listened to and used as a basis for decision making on 

appropriate care, treatment, interventions and supports. Respect entails listening to the person’s 
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understanding of their condition and taking account of what they believe helps them to recover and 

stay well. At a system level, service development and improvement needs to respect the expert 

knowledge of service users and their experiences of care and interventions from a recovery 

perspective.  

ICP as vehicle for promoting recovery (DOHC, 2006; MHC, 2005, 2008; Higgins, 2008; McDaid, 

2013). 

The development of individual planning procedures that take a recovery approach is a key 

mechanism for deploying the personal recovery process and recovery values throughout the entire 

mental health system. The incorporation of recovery values and procedures into individual care 

planning requires that plans clearly address personal needs and goals, acknowledge strengths and 

potential and target contextual factors that may facilitate or inhibit recovery. A recovery oriented 

ICP will describe the levels of support and treatment required to respond to a person’s changing 

needs throughout the process in line his or her perceptions of recovery. Appropriate programmes 

are based on identified needs and delivered in the most fitting environment. In order to successfully 

include what is meaningful to the person, the development of an ICP must be a collaborative process 

between the person, his or her family or carer and staff that identifies challenges and sets mutually 

agreed and realistic objectives to work towards. The basis for a recovery oriented ICP should be a 

statement of the person’s views about his or her met and unmet needs. The characteristics of a 

recovery oriented ICP include a clear recognition of the person’s strengths, vulnerabilities, needs, 

wishes, values and beliefs. A holistic ICP can play a significant role in supporting a person to 

participate in his or her community, be successful in social relationships and engage in major life 

activities including education and employment. 

A recovery oriented ICP process includes the definition of personal recovery and treatment goals, 

generating interventions that focus on identified needs as closely as possible and the regular 

reassessment of current needs and recovery objectives achieved. It offers choices about 

interventions and supports, who provides them and where they are provided and how. 

Active Involvement of the person (DOHC, 2006; MHC, 2005, 2008, McDaid, 2013; HSE, 2014). 

The active involvement of service users must be central to the care planning process. The 

development of a recovery oriented service ethos and structure requires that active involvement on 

the part of service users and their families or carers is emphasised. This includes engaging the 

person in the development of his or her own care plan and working with service users and carers in 

service development and delivery. 

At the individual level, active involvement requires access to information about service and 

intervention options, the inclusion of self-management targets in care planning, the provision of 

peer support and use of community resources. This needs to be supported by a user-friendly and 

accessible mechanism to allow service users to participate in service delivery. Active involvement 

can foster a sense of commitment and responsibility on the part of the person in achieving personal 

health and social gain objectives. It ensures that what a person wants to achieve in his or her life 

takes priority over things they wish to avoid. It should be transparent in an ICP that the person 

concerned has been consulted.  

At a system level, mechanisms must be in place to facilitate consultation with, and gather feedback 

from, service users and families or carers to inform decisions about service development and 

improvement at local and national levels. To ensure that this process is genuine, services must 

implement evidence based best practice in facilitating effective participation. 



14 
 

Empowerment of the person (MHC, 2005, 2008: McDaid, 2013). 

A recovery oriented service empowers each person and his or her family or carer to take ownership 

of, and responsibility for, his or her own wellbeing by providing a supportive context. Individuals are 

empowered in this regard through offering opportunities to engage in decisions about their own 

care and treatment and through being able to exercise choice, assert their rights and provide 

informed consent. Empowerment can be enhanced by assisting a person to learn both about his or 

her mental health condition and how to manage it. It involves linking him or her with a network of 

supportive people, organisations and local community services and supports. The impacts of 

empowerment include the discovery of personal strengths, values, meaning and aspiration; self-

determination in the recovery process; personal development; and proactive participation in 

activities within the service and externally.  

Building recovery capacity and resources (DOHC, 2006; McDaid, 2013; HSE, 2014) 

It is essential that effort and investment are targeted at building the capacity of service users, their 

immediate social networks and staff to engage effectively in the recovery process and that they are 

provided with adequate resources. At the individual level, this involves mobilising personal 

resources, enhancing knowledge and fostering self-management skills. Evidence-based training and 

support interventions and support structures are required for service users and their families or 

carers, and staff so that people can assess their capabilities, identify and plan action towards 

recovery goals and support the development of a meaningful life. 

At the system level, it requires that service users and their families or carers are equipped to engage 

in a meaningful way in consultation and are offered genuine opportunities to influence the design 

and delivery of services.  

Partnership and relationships (MHC, 2008, Higgins, 2008; McDaid, 2013; HSE, 2014). 

At the heart of a recovery oriented service are partnerships and relationships between service users 

and professionals that inspire hope and an acknowledgement of a common humanity. Recovery 

planning must be based on a dialogue in which meaningful communication results in a shared 

understanding of the challenges and the most appropriate recovery focused actions. This requires 

that services and staff are equipped to develop meaningful collaborative partnerships and engage 

with people in an in-depth manner through genuine dialogue. Staff must have the time and be 

encouraged to develop empathetic relationships based on mutual respect. Partnership entails 

supporting a person to use his or her knowledge and skills to take control of the care, treatment and 

recovery process. It focuses on the person’s experience and flourishes in a culture of learning and 

improvement.  

Individuals and mental health professionals working together in partnership can produce a more 

democratic mental health system in which service users are equal partners in their own care and can 

serve to redress the inequalities of power that characterise more biomedical approaches.  

Recovery in the Mental Health Division Operational Plan 2015 
Recovery commitments in the Mental Health Division Operational Plan (HSE, 2014) acknowledge the 

significant challenges in progressing towards genuinely recovery oriented services with full service 

user and family or carer involvement and specifically in promoting the required change in culture. 

The primary actions with most relevance to recovery build upon the Advancing Recovery in Ireland 

(ARI) pilot project and the Wellness Recovery Action Plan (WRAP) programme. The commitments 

include the completion of a strategy document based on the external evaluation of the ARI pilot 
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sites and, subject to that evaluation, to identify and commence further sites. In parallel, a carers 

group will be established within the WRAP programme and training in the principles of recovery will 

be provided to service users, carers and staff. 

ARI set out to build the capacity of mental health services to support recovery. The project was 

supported by Implementing Recovery through Organisational Change in Ireland (ImROC) which 

operates primarily in the UK. ImROC’s mission is to change how services focus on promoting 

recovery. It involves a self-assessment framework for services that consists of ten key indicators.  

These are: 

 Altering the nature of day-to-day interactions and the quality of experience,  

 Comprehensive user-led education and training programmes,  

 A ‘Recovery Education Centre’,  

 Developing organisational commitment and creating a recovery culture,  

 Expanding personalisation and choice,  

 Finding new approaches to risk assessment and management, 

 Re-framing user involvement,  

 Workforce transformation,  

 Support for staff in their ‘recovery journey’,  

 Enhancing opportunities for life beyond illness. 

The ARI sites were distributed throughout Ireland. The core objectives of ARI focused on the 

development of more person-centred, recovery oriented services through a co-design process that 

acknowledged the unique expertise of service users and their families, carers or supporters, 

professionals and community partners. The ultimate aim was to accelerate the implementation of a 

recovery approach in Irish mental health services.  A core element of the ARI programme was the 

roll out and evaluation of the Recovery Context Inventory, version 2 (RCIv2) as a mechanism to assist 

service users to explore personal and service factors in their recovery. In this context, it is important 

to note that when the RCI development process commenced EVE was an agency of the HSE rather 

than an integral component of the HSE. This may well have resulted in a disconnect between HSE 

management and the RCI in the early stages and point to a need to align the RCI with HSE recovery 

processes going forward. 

WRAP is a self-management tool designed to assist a person with his or her own recovery. It was 

developed by people with self-experience of mental health difficulties in the US. WRAP resources are 

designed to make it possible for someone to develop a personal plan to support recovery strategies 

and ultimately to achieve long-term stability. Key aspects of WRAP include identifying day-to-day 

tools to promote wellness, identifying triggers, planning for crises, and creating a personal action 

plan. It is widely used internationally. It has an extensive evidence base and is in the National 

Registry of Evidence-based Programs and Practices of the Substance Abuse and Mental Health 

Administration in the US. 

Apart from these commitments, there is little detail as to the nature of the further deployment of 

recovery or the scope of further development at this stage.  

A number of related objectives are included under the heading of Design integrated evidence based, 

recovery focused services which are less clearly related to recovery including: 

 Identifying and prioritising models of care including required Standard Operating 

Procedures arising from the agreed Integrated Care Pathways developed at the end of 2014; 
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 Establishing the three existing Clinical Programmes through appointment of clinical leads 

and implementation of an agreed monitoring framework;  

 Designing and establishing two additional Clinical Programmes informed by emerging 

models of care; developing initiatives across Health and Wellbeing, Primary Care and the 

Irish College of General Practitioners to address the physical health needs of those with 

severe and enduring mental illness;  

 Developing and agreeing processes for integrated working within the mental health service 

sub-specialities, and with the other Divisions and TUSLA;  

 Implementing, in partnership with Genio, a project to improve integration in four Areas 

between community mental health teams and supported employment services at local level 

in order to support identified individuals with severe mental health difficulties to return to 

paid employment (HSE, 2014; p. 2).   

The extent to which these initiatives will be imbued with a recovery ethos is unclear.  

Another area of where clarity is lacking is how the Mental Health Division intends to monitor the 

recovery orientation of services. There is a commitment to continue to embed health and wellbeing 

goals and key performance indicators throughout all reform programmes (p.13). Whether this will 

include recovery KPIs is not clear. The performance indicator suite presented in Appendix 2 does not 

include any measure relevant to the deployment of individual care planning, recovery orientation or 

service user satisfaction. 

The imperative for mechanisms to support recovery in the Irish system 
While the case can be made that the development of recovery oriented services is still at a pilot 

stage and as such recovery KPIs are not warranted currently, there is an argument to be made that 

management need to work, in parallel with the implementation process, to develop appropriate and 

valid indicators to track the evolution of the recovery ethos and practice across services. These could 

be piloted in tandem with the roll out of whatever recovery approach or model is selected on the 

basis of the external evaluation of the ARI project. The recovery characteristics of individual care 

plans could serve as one useful indicator. An indicator reflecting the perceptions of service users of 

the recovery-orientation of their services would also be essential. 

Further, at the level of local services and individual services users, a user-friendly mechanism to 

assist staff and service users to engage in a collaborative recovery planning process and genuine 

partnership is also required. In addition, service users need an accessible process through which they 

can explore their recovery needs and strengths and identify their personal goals and aspirations. 

Solely relying on training as the primary mechanism for this, in the absence of a simple exploratory 

tool, would be an inefficient use of development resources. Providing access to a valid and well-

developed recovery tool for service user and staff could significantly increase the probability of 

success.  

The RCI is one of a number of tools that have been developed in Ireland and internationally. On this 

basis the RCI was benchmarked against five of the most commonly used tools available to explore its 

structural fit with the Irish mental health system. This is described in the following section. 
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Benchmarking the RCI with international comparators 
This section briefly describes the second version of the RCI, summarises the findings of a recent 

evaluation and compares the RCI to five alternative tools that could potentially be adopted by the 

Mental Health Division as mechanisms to assist service users to actively and genuinely engage in a 

recovery oriented ICP process and/or to gather feedback from service users on their perceptions of 

the role that their services play in their personal recovery process. 

A brief summary of the development of the RCI 
The RCI tool that was evaluated during the ARI project was the second version. Consequently, it is 

referred to as RCIv2 in the remainder of this report.  

The development of the RCIv2 involved a number of stages. Twenty two recovery tools were 

reviewed and, following a thematic analysis, 170 factors in eight domains were compiled. These 

were reviewed and rated by nominated participants in five stakeholder groups in Ireland and the UK 

involving over 100 participants. This iterative process resulted in 192 factors. Based on a 

psychometric analysis, these were used to generate the 80 item version (RCIv2) of the tool based on 

data gathered from over 200 people with mental health difficulties. The structure of the content of 

RCIv2 is presented in Table 1 below. 

More recently the data from 127 individual respondents and the 211 respondents from the previous 

stage were used to evaluate the tool and to carry out an Exploratory and Confirmatory Factor 

analysis which has resulted in a shortened version of the tool RCIv3 (See Table 1). In addition, 

questionnaire data from 155 users and 23 facilitators were analysed and qualitative data was 

generated through focus groups with users (16) and facilitators (12). 

Table 1: The Domains of Recovery Addressed by Versions 2 and 3 of the RCI 

Domains of Recovery 
# Items 
RCIv2 

# Items 
RCIv3 

1. Personal Supports Domains   

1.1. Personal Resources  8 5 

1.2. Personal Growth  10 3 

1.3. Personal Skills 8 6 

1.4. My Community  3 1 

1.5. Personal Relationships  3 1 

Total Personal Support 32 16 

2. Service Supports Domains   

2.1. Support With My Goals  3 1 

2.2. Support With Jobs & Money 3 0 

2.3. Support With My Personal Life  5 0 

2.4. Recovery Values In Practice  37 17 

Total Service Supports 48 18 

 

Individual level use: The primary purpose of the RCIv2 is to provide an individual with a personal 

profile of the presence and perceived importance of mental health recovery contextual factors in his 

or her life. A Recovery Planning Workbook had been developed to support the person to reflect 

upon his or her recovery profile and to plan activities to support recovery.  The use of the RCIv2 is 

supported by facilitators. These can be mental health staff members, peer support workers or family 
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members. A Facilitator Training Programme accompanied the RCIv2 which is designed to equip 

facilitators support service users in completing the RCI and their individual Recovery Action Plan. 

Service level use: In addition, to personal profiles, the RCIv2 is capable of generating local, regional 

and national reports which provide a summary of service users’ perceptions of the recovery 

orientation of the service they are receiving. The purpose of service reports is to inform decision 

making about the development and improvement of services and the allocation of resources. 

Summary reports can also contribute to monitoring progress towards a greater recovery orientation 

at a system level and benchmarking local services. 

The aim of the recent evaluation of the implementation of the RCI in public mental health services in 

Ireland (O’Brien et al 2015) was to gather data from service users, facilitators and ARI project leads 

about the perceived utility and usability of the RCIv2 in supporting personal mental health recovery 

and recovery oriented service provision. Multi-modular evaluation was implemented that included: 

• Focus groups and face to face interviews with 16 service users and 12 facilitators,  

• Telephone interviews with six ARI project leads,  

• An online evaluation questionnaire completed by 155 services users,  

• An online survey of 23 facilitators, 

• A statistical analysis of 127 first time completions assessing the validity and reliability of 

the tool. 

The RCIv2 was viewed positively by the majority of respondents, facilitators and site leads. It was 

considered to be useful in supporting mental health recovery. It was rated highly in terms of 

usability. It provided an opportunity to reflect on recovery and supported recovery planning. It was 

recognised as representing a substantive shift towards empowerment. Some issues arose with using 

the online facility, the items relating to sexuality and the length of the process. 

The psychometric analysis of the RCIv2 confirmed that  

• The Personal Supports and Service Supports scales achieved levels of reliability that 

make it acceptable for use, 

• Both scales  correlated in a theoretically predictable way with 5 criterion measures, 

• Both convergent and discriminant validity were strongly supported, 

• Exploratory and Confirmatory Factor Analyses identified a two factor structure that 

reflected the two RVIv2 scales: Personal Supports and Service Supports, 

• A process of item deletion for the original 80 RCIv2 items resulted in 34 items being 

retained for RCIv3, 

• Correlations with five criterion measures confirmed the concurrent and discriminant 

validity of the reduced item set. 

The majority of respondents, facilitators and site leads had a positive view of the RCI as a facilitated 

process. Concerns raised included logistical challenges, the need for allocated time and resources 

and the length of the RCIv2.  

The national report generated on the basis of the data gathered during the evaluation demonstrated 

the manner in which the RCIv2 could provide useful aggregate data on perceived personal and 

service recovery support priorities.  

The views of international reviewers 
Two acknowledged international experts in the domain of recovery, Fran Silvestre, Director 

International Initiative for Mental Health Leadership, New Zealand and Robert Paul Liberman, 
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Professor, Psychiatry and Biobehavioral Science at the David Geffen School of Medicine, UCLA, were 

asked to review the RCI and it materials. They were invited, based on their knowledge and 

experience, to comment upon the content validity of the tool. Specifically, they responded to three 

questions:  

 Does the content adequately reflect the domain of recovery? 

 What changes would improve the tool? 

 What are the main strengths of the tool? 

They also were requested to contribute any other comments that they wished.  

The reviewers were provided with access to the online version of RCIv2, copies of the draft executive 

summary of the evaluation of RCIv2 as a background document, a facilitator training PowerPoint to 

give a sense of the approach adopted to the implementation of the tool and details of the proposed 

RCIv3 items and structure. 

The RCI was viewed as a tool with excellent potential to contribute to recovery for individuals and 

organisations. To ensure that it fulfils its potential, it was recommended that the developers need to 

educate people in how to use it consistently, adapt it when it needs improvement, and be open to 

changes in the field.  

The content of the RCI was considered to reflect the domain of recovery well and to offer the 

opportunity to reflect on many key components of recovery for people. In this regard, the view was 

that the RCI has the potential to play an important role in the mental health field, particularly in 

contributing to an understanding of how people, who are in distress, experience their services and 

supports they receive and which ones they find helpful in reaching their desire for a better life. 

The RCI framework was viewed as strong but to be successful, it needed to be kept up to date with 

development in the recovery field. The perception was that the RCI is at a critical point where 

research and adaptations need to continue. The research evidence base for the RCI and the standard 

of the continuous quality improvement process were considered to be outstanding characteristics of 

the tool. The reduction in the number of items in the RCIv3 was mentioned as a positive 

development. 

Valuable themes in the RCI that were highlighted included insight into:  

1. How a person sees the effectiveness of the services and staff;  

2. Whether the services are living the view of recovery;  

3. How people with serious distress see their own recovery taking place. 

A number of areas that should be considered in the further development of the RCI were raised, 

including: 

1. Linking questions to a set of values that underpin recovery such as hope, respect, and 

collaboration. While there are items that measure some of these values, they could be 

better reflected and expressed clearly as part of value-based leadership. 

2. Service supports could explicitly reflect to the skills of staff in terms of supportive therapy 

and nonspecific relationship factors such as empathy, non-possessive warmth and 

acceptance.  

3. A distinction could be made between assessment and interventions which make people feel 

positive but which do not necessarily contribute to better functioning in terms of recovery. 
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4. Personal supports and resources should explicitly reference personally-relevant goals and 

skills.  

5. Building on the self-assessment function of the tool and particularly in exploring the ways in 

which individual questions are transparently linked to the effective use of the workbooks. 

6. Consideration, in the future, could be given to developing a family version of the RCI which 

could provide an insight into the contribution of families and friends, whose support can be 

just as important in recovery as that of services and staff.  

The views of Irish representative organisations 
As part of the review process, contact was made with a number of representative organisations in 

the mental health domain. Each was asked to respond to a general query about the need for a 

standard tool to assist service users to explore their recovery needs and strength and the need for 

access to an evidence-base to track the development of recovery orientated services. Respondents 

were also asked to provide their perceptions of the RCI itself. 

A recovery oriented mental health service was viewed as one in which staff attitudes emphasise 

hope, the views, the preferences and experiences of service users are listened to, partnerships with 

service users and their family members are the basis for service delivery, real choices in treatments 

and therapies are offered and, ultimately, social inclusion is promoted. The availability of an 

instrument to support involvement in individual care planning was considered to be an essential but 

not sufficient pre-requisite for participation in recovery. Recovery was viewed as a process which 

worked most effectively in a peer support context, where staff had been trained and in services that 

had undergone culture change. Thus, a recovery self-assessment tool was one important element of 

a recovery oriented approach to mental health. 

One of the core benefits raised was the opportunity for a person to look at his or recovery journey 

and evaluate the distance he or she had travelled on that journey. If this is supported by feedback 

from the tools, it can give an impetus to look at further challenges that could be addressed. This is 

particularly so if the tool provides a visual representation of the where the person is and where he 

or she wishes to be in 6 months time. It provides an element of control which is empowering.   

The need for a framework that can hold the Government and its agencies (particularly the HSE) to 

account for delivering a mental health system that fulfils A Vision for Change was acknowledged. 

Such an accountability framework must extend beyond the structures set out in mental health policy 

to include its values, including those of citizenship and recovery. There were strong views about the 

need for a HSE performance management information system that can provide an evidence base to 

demonstrate the implementation of A Vision for Change, regularly monitor performance against 

these values and allow senior HSE management to monitor and report on progress towards more 

recovery oriented, supportive services.  

From an organisational point of view, recovery needs to be seen as an aspect of service 

effectiveness. A tool that can synthesise the views of people coming with different sets of issues and 

support needs could be very useful.  

Some caveats were also raised. Firstly, there was a view that senior management needed to upgrade 

their understanding of the meaning of recovery and what it could mean in an Irish context. Secondly, 

while the importance of measuring recovery outcomes was acknowledged, it was also essential that 

the evidence based tool did not miss some ‘softer pieces’ (qualitative data) of the process which are 

in some cases equally important. 
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While none of the organisations had engaged directly with the RCI, they were aware that it was 

being developed and were waiting to receive information about the evaluation. The rigour with 

which the RCI has been developed, and in particular the careful inclusion of a wide range of 

stakeholders at various stages was commended. It was recognised that the RCI requires further 

development and evaluation to confirm it as an effective and user friendly tool for measuring an 

individual's progress towards recovery goals. 

The main comments on the RCI are presented below. 

1. In so far as the RCI can support service users' views, preferences and experiences being 

listened to by service providers, facilitate their participation in choices about their own 

services, and support discussion of their wider social inclusion concerns, it is in line with 

recovery principles. 

2. It was viewed as a structured process independent of any particular individual service model 

which is a real strength of the tool. It could be used in multiple situations. 

3. As part of a change process, the RCI has the potential to influence the culture of services by 

exposing professionals to a recovery process.   

4. The RCI has the potential to fulfil a vital role in empowering service users to both set their 

own goals and monitor their own progress. 

5. It has the potential to be able to show the recovery orientation of a service and could also 

fulfil an important requirement within a wider mental health information system for the 

HSE. 

6. The shortened version RCIv3 was welcomed. 

7. Although not very familiar with the RCI in any applied way, there was an interest in being 

provided with information about the tool and how it differed from other recovery 

instruments. 

8. There was a desire to have the opportunity to use the tool on a pilot basis.  

Two concerns were raised. Firstly, more information about the accessibility of the RCI was 

requested. The view was that many processes or tools are only accessible to a limited number of 

people and that the extent to which the RCI was accessible to people facing more complex 

challenges needed to be explored. Secondly, there was concern about how the RCI, if adopted by the 

HSE, would be applied in the NGO sector. A review of the items in the shortened RCIv3 revealed that 

some of the items relating to service supports for recovery were not directly relevant to voluntary 

organisations. It was important that, prior to the RCI being adopted by the HSE to measure recovery 

orientation in not-for-profit providers, the tool is piloted in these organisations to evaluate its 

relevance and scope. 
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A comparison of the RCI to alternative tools 
A benchmarking exercise was carried out to explore how the RCIv2 (and its support materials) 

compare to other similar instruments available internationally. Table 2 presents the tools against 

which the RCI was benchmarked. The majority of information reviewed relating to RCIv2 was taken 

from the evaluation which was carried out over the past 18 months (O’Brien et al, 2015).   

Table 2 Recovery Tools – Reviewed for this Report 

Tool Title Intended Purpose 

Recovery Context Inventory 
(RCIv2) – 

Profiling and outcome self- assessment tool. Measures the presence and 
importance of mental health recovery factors under two factors: Personal 
Supports and Service Supports 

Questionnaire on the Process 
of Recovery (QPR) 

Measures the process of recovery for people with psychosis. 

Recovery Service Assessment 
(RSA) 

Assesses levels of fidelity to recovery-supporting practices in Connecticut 
Department of Mental Health and Addiction Services agencies. Data to 
inform programme and organisational development including inter-
service comparisons 

Mental Health 
Recovery Star (MHRS) 

Recovery Outcome Star* tool & collaborative key-working tool. 

INSPIRE 
Assesses service users’ experiences of recovery-related support from a 
mental health worker  

Recovery Assessment Scale 
(RAS) 

Assesses aspects of personal recovery with a special focus on hope and 
self-determination. Developed as an outcome measure for programme 
evaluations. 

The criteria used for comparison were: 

 The Scope of the Tool, 

 Tool Format, 

 Report Focus, 

 Technical Specifications, 

 Support Materials, 

 Co-production, 

 Cultural Validity, 

 Fees and Charges.  

Table 3 provides a summary of the results of the comparison with other similar tools on a number of 

characteristics.  

Scope of the Tool:  This related to what the tool was intended to measure in terms of personal 

recovery and/or the recovery orientation of services. Only two tools, the RCIv2 and the MHRS 

covered both personal recovery and the recovery-orientation of services. If a tool other than the 

RCIv2 or MHRS were adopted by the HSE, it would be necessary to put two tools in place to get the 

same data, neither of which were designed to be used together. The calibration of both tools would 

require a substantial investment in terms of effort and time. The MHRS is primarily focused on 

personal recovery and the recovery-orientation report relates more specifically to the individual staff 

member rather than the service in general.  
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Tool Format: The different forms in which the tools are made available to service users and/or staff, 

i.e. hard copy, digital versions, are presented in Table 3. This also includes the number of versions of 

the tool, the number of items in the tool and the types of rating scales used.  

The RCIv2 was specifically designed as an online tool and no paper version is available. In contrast, 

all the other tools were available in a hard copy version. Only the MHRS was available in both digital 

and paper versions.  

The online format of the RCIv2 emerged from the evaluation as being incompatible with the out-

dated ICT infrastructure in many of the pilot sites and a minority of service users experienced 

challenges in using the online tool. In response to these findings, version 3 of the RCI will be made 

available in a hard copy version as well as online. The MHRS is available in both formats. 

The RCIv2 comprised 80 items. This was over twice as many than in any other tool. The QPR, INSPIRE 

and RAS were all available in a short and longer version. The feedback from service users in the 

evaluation emphasised that the 80 item RCIv2 was too long.1 In addition, the Exploratory Factor 

Analysis (EFA), carried out on the data generated during the ARI project, subsequently identified a 34 

item solution which has been tested in a Confirmatory factors Analysis (CFA). This is the basis for the 

development of version 3 of the RCI (RCIv3).  

All tools use a Likert rating scale, mainly a five point scale. The MHRS is unique in its use of a 10 point 

laddering scale.  Three of the tools had dual rating scales. The MHRS has a format that allows the 

services user and the keyworker to make ratings. INSPIRE has a relationships and a support scale. 

The RCIv2 allows respondents to rate each item in terms of its importance to them in terms of 

mental health recovery and the frequency with which it occurs in their lives. This allows the person 

to zero in on his or her priorities in a manner that is not available in the other tools. 

Report Focus: This specifies the target audience for the reports generated by each tool, i.e. the 

individual or the organisation. Only the RCIv2 and MHRS provide both person focused and service 

focused reports.  

                                                           
1 Respondents were presented with additional measures for validity testing and therefore it is not clear, 
whether the view of respondents relate solely to the 80 items alone or to additional items that were included. 
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Table 3 Comparison of Recovery Tools Reviewed for this Report 

Tool Characteristics* 

R
C

Iv
2

 

Q
P

R
 

R
SA

 

M
H

R
S 

IN
SP

IR
E 

R
A

S 

Scope of the Tool  

Measure of Personal 
Recovery 

●2 ●  ●  ● 

Measure of Recovery 
Orientation of Service 

●  ● ● ●  

Tool Format  

Paper Format (P) In development ● ● ● ● ● 

Online Format O) ●   ●   

Item Nos. V1(V2) 80 (v3:34) 22 (15) 36 10 27(5) 41(24) 

Scales 5 point 5 point 6 point 10 point 5 point 5 point 

Single scale  ● ●   ● 

Dual 5pt scales 
Importance 
Frequency 

  
User 

Keyworker 
Support 

Relationships 
 

Report Focus  

Report Individual ● ●  ● ● ● 

Report Organisation  ●  ● ●   

Technical Specification:  

Construct Validity3 EFA & CFA (RCIv3) EFA PCFA EFA EFA EFA 

Factor Structure V1(V2) 2 2(1) 5 2 2 5 

Convergent Validity Strong Strong  Adequate Adequate Adequate 

Discriminant Validity Strong     Adequate 

Structure 
Personal Supports 
Service Supports, 

   
Support 

Relationships. 
 

Content Validity 
Tool Review  
Delphi study 

User 
Involvement 

Literature & 
Stakeholder 

Review 

User 
Involvement 

CHIME 
Framework   

User Stories 
User Review 

Interrater Reliability4 N/A N/A N/A Collaborative N/A N/A 

Internal Consistency High High High High High High 

Test-Retest Reliability N/A Adequate  Adequate Adequate Adequate 

Support Materials:  

Facilitator Support 
Materials 

● 
Clinical 

Guidelines 
 ●   

User Support Materials ●   ●   

Facilitator Training Required (RCIv2) N/A N/A Required N/A N/A 

Service user 
involvement  

● ● ● ● ● ● 

Cultural Validity IRL/UK UK US UK UK/IRL US 

Fees and Charges To be confirmed  None None 
Charges for 

use 
None None 

*RCI=Recovery Context Inventory; QPR=Questionnaire on the Process of Recovery; RSA=Recovery Self Assessment; 

MHRS=Mental Health Recovery Star;  INSPIRE; RAS=Recovery Assessment Scale  
 

                                                           
2 •= present 
3 EFA= Exploratory Factor Analysis; CFA= Confirmatory Factor Analysis; PCFA= Principal Components Factor Analysis; 
4 N/A= Not Applicable; Blank=Not Found 
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The MHRS service report targets keyworkers specifically. The RCIv2 has a broader scope and 

generates reports relevant to the overall services. In addition, a report can be generated at the level 

of a local service, allowing the recovery benchmarking of services, and results can be compiled at a 

regional and national level. 

Technical Specification: This includes the psychometric properties of each tool such as content, 

construct, convergent and divergent validity; the factor structure; interrater reliability (where 

relevant); internal consistency and test/re-test reliability. All tools have been subjected to a range of 

analyses to test their validity. The technical details of the analyses are summarised in Appendix 1 

(Tables A1-A6). The structure of RCIv2 emerged from an EFA which consisted of five personal 

support factors and four services support factors. Only the RCIv3 has been subjected to a 

Confirmatory Factor Analysis (CFA). Two distinct factors were identified that support the structure of 

the RCIv3 into personal and service supports. INSPIRE has two factors support and relationships that 

are validated by the EFA. The support scale reflects the CHIME framework (connectedness, hope, 

identity, meaning and empowerment). The QPR scales in the long version relate to interpersonal and 

intrapersonal. The RSA has five factors: life goals; involvement; diversity of treatment options; 

choice; and individually-tailored services related to recovery-supporting practices in services. While 

the MHRS is structured into 10 dimensions, two factors emerged from an EFA; relationships and 

addictive behaviour.  The RAS has five factors personal confidence and hope; willingness to ask for 

help; goal and success orientation; reliance on others; and not dominated by symptoms. The RCIv2 

convergent and discriminant validity emerged as strong. This is compelling evidence of the construct 

validity of the tool. This is significant evidence that the RCIv2 measures what it claims to measure i.e. 

the theoretical basis upon which it was constructed is reflected in the actual tool. The only other tool 

for which both convergent and discriminant validity data were found was the RAS and the results 

were adequate.  

Content validity relates to the extent to which the tool represents the content of the domain it 

claims to measure. The main evidence available for most tools is based in the extent to which the 

tool was based on a comprehensive review of the domain of recovery and the views of experts in the 

field. The RCIv2 emerged from a study that analysed the content of 22 recovery instruments which 

provided a platform for subsequent development.  In addition, a Delphi study gathered the views of 

experts in Ireland and the UK, including people with mental health difficulties through three rounds 

of consultation and consensus building process. The views of people with mental difficulties were 

assigned additional weight in this process.  The QPR, MHRS and RAS were generated with the 

involvement of people with mental health difficulties. RAS was generated through a literature 

review and consultation with stakeholders. The content validity of the INSPIRE support scale is 

supported by the CHIME framework. 

All tools demonstrated a high internal consistency. This is evidence that tool items deliver consistent 

scores and that the tools are reliable. 

Support Materials: This relates to the extent to which resources are available to staff (facilitator 

support materials) and to the individual (user support materials) to act upon the results of the tool. 

Only the RCIv2 and the MHRS provide support materials to both facilitators and the person 

concerned. By implication, the adoption of any of the other tools would require selecting two 

instruments. Only the RCIv2 and MHRS provide facilitator training packages and both require that 

facilitator undergo training. 

Co-production/Service User Involvement: This relates to the extent that people experiencing 

mental health challenges (service users) were involved in the design, development and evaluation of 
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each tool. All tools were generated through a process in which people with mental health difficulties 

made substantive contributions.  

Cultural Validity: This related to the extent to which each tool is compatible with an Irish mental 

health context. The RCIv2 was the only tool that was developed specifically in an Irish context. This 

does not imply that the other tools are incompatible with an Irish mental health context but rather 

that, were they to be adopted, an investigation of their cultural validity would need to be carried 

out. Nevertheless, a number of tools are widely used across a number of countries which could 

indicate that they are  

Fees and Charges: This relates to the ongoing costs associated with the application of the tool were 

it to be adopted for use in an Irish setting. Only the MHRS has a system of licencing and charging. 

The licence cost is based on the number of staff who using it with service users. The price in the UK 

for the licence without web app is £16.50 per year with a minimum of £330 for up to 20 people. For 

the h web app the price is £33 per staff members (plus any others using the online completion or 

reports) with a minimum of £660 for up to 20 people. There is also a one-off set up fee of £75 that 

supports the continual development of the Star Online web application. The scalability of such 

charges is an important cost consideration in the event that the MHRS was to be deployed 

throughout the Irish mental health system. 

A comparison of the RCI to alternative tools: Summary and Conclusions 

Cultural and social fit with an Irish mental health context 
The RCIv2 has a number of features that intersect with current Irish Mental policy and 

recommended practice.  

• Active role for users in ICP process, 

• Incorporating environmental factors in needs assessment, 

• Recovery focus. 

RCI was developed with input of over 327 service users and 143 facilitators. In general, perceptions 

of the RCI were very positive. Some issues were raised in terms of the item relating to sexuality. In 

addition, a number of other concerns arose relating to its fit with the current ICT infrastructure and 

of data processing systems of the HSE. Key issues related to the number of items to be completed, 

the support of management in some locations and the lack of a hard copy version. 

A Bamford Review in Northern Ireland of patient outcome measures (Donnelly, Scott, Mc Gilloway, 

O’Neill, Williams & Slade, 2011) recommended the RCI and INSPIRE for use as a service user rated 

measure of recovery-orientation.  

The evidence base for using the RCI as a recovery tool in the Irish mental health system 
The RCI has a number of characteristics that support the view that strong consideration should be 

given to deploying it as a recovery support tool in the Irish mental health system.  

• The RCIv2 has been demonstrated as a valid tool to measure both personal recovery and 

the recovery orientation of services. Only one other tool, the MHRS, provides this dual 

focus. However, the factor structure of the MHRS (relationships and addictive 

behaviour) does not support the view that it is a valid tool for measuring the recovery 

orientation of services.  

• The evidence base for the construct validity of the RCIv2 is strong in comparison to the 

other tools reviewed and its internal consistency is high. 
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• The content validity of the RCIv2 is based upon an in-depth analysis of twenty two tools 

and a Delphi study with nominated experts including people with mental health 

difficulties. 

• Only the RCIv2 provides both person focused and service focused reports. The MHRS 

provides a keyworker focused report. This may not be generalizable to an overall service 

and, particularly, to the comparison of the recovery orientation of services at local, 

regional and national levels. 

• Only the RCIv2 offers users the facility to reflect on both the importance of personal and 

service supports and the frequency with which they are available. This is a useful way to 

assist service users to prioritise recovery strengths, needs and goals. 

• The RCIv2 has support and resource materials for both staff and service users and a 

structured training programme for facilitators. Only one other tool, the MHRS, also 

provided such resources. 

The challenges in deploying the RCI in the Irish mental health system 
The main issues that arose in relation to the RCIv2 in terms of its fit with the Irish mental health 

system were its length and it format. 

The RCIv2 consisted of 80 items (32 personal recovery and 48 recovery orientation of services). This 

was over twice the number in any of the other tools. The length of the RCIv2 and the consequent 

effort in completing it emerged as an issue for service users in the evaluation through both 

questionnaires and the focus groups. Similar views were reported by facilitators. The Factor Analyses 

carried out also indicated that the factor structure of the tool was adequately represented by 34 

items. Consequently, a shorter version (RCIv3) has been generated that consists of 16 items in the 

domain of personal recovery supports and 18 items in the domain of service recovery supports. The 

shorter version covers all the domains of personal recovery that were addressed by the longer 

version. Two elements of the service recovery supports domain were dropped from the short 

version: support with jobs and money and support with my personal life.  

The other major challenge that users and facilitators highlighted both in questionnaire responses 

and in focus groups related to the fact that it was only available in digital format. No other tool was 

solely available online. The challenges faced arose partly from lack of access to computers and partly 

from incompatibility of the ICT infrastructure in the pilot sites. There were also suggestions that it 

would be easier to reflect on the items using a hard copy of the tool. While the Mental Health 

Division Operational Plan commits to upgrading the ICT infrastructure, there is little sense in 

persisting with a purely digital format. There may be some challenges in transforming the tool to a 

paper based format, particularly in the generation of profiles and linkage to resources. Nevertheless, 

there is little doubt that this would substantially enhance the usability and availability of the tool. 

Plans are in train to adapt the RCIv3 to a hard copy format. 

The adequacy and comprehensiveness of available resources 
The resources available are very detailed and well designed. The usefulness of RCI components as a 

support to mental health recovery were rated as helpful or very helpful by 75% of respondents. Only 

two respondents rated the resources as unhelpful. 

Compared to the other tools only the Mental Health Recovery Star (MHRS) provides both facilitator 

and user materials. There is a view that the MHRS is more a measure of functioning than of recovery 

(Killaspy et al., 2012). It is also important to note that user feedback on the MHRS was not reviewed 

for this study. 
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Both tools support the development of a personal recovery plan and allow people to track changes 

in their recovery profiles over time. A comparison of the MHRS with the RCI revealed that the RCI 

had certain characteristics that are useful in an Irish mental health context. From a service 

perspective, it has a clearer focus on service level planning and provides aggregated data to support 

service development based on a more stringent approach to psychometric testing. From a personal 

user perspective, its unique rating system of both frequency and importance helps the person to 

gain a greater insight into the nature of the recovery experience, is capable of independent use by 

the person, provides a self-discovery process of the impact of contextual factors and documents 

both areas of strength as well as needs in a personalised profile.  

Comparative strengths of the MHRS included the completion format, its focus on internal factors, its 

support for personal recovery planning, its measurement of actions toward recovery and its formats. 

Particular strengths include the online action planning application, the ease with which responses to 

the paper version can be input into the online programme and the availability of a training of 

trainers package. 

The link between results/scores and resources; 
The RCI Recovery Planning Workbook can be used on its own or in addition to other mental health 

interventions such as Individual Care Planning (ICP) and Wellness Recovery Action Plan (WRAP). It 

supports users to consider the recovery needs and strengths they identified by completing the 

Inventory in each of the areas included. It also provides advice on how to move forward with 

recovery planning independently or with support. There are also support materials for those 

involved in assisting the person to develop and act upon a recovery plan. A review of the workbook 

and the RCI website (www.recoverycontextinventory.com) revealed a colourful and clearly 

structured set of worksheets that, in addition to introducing users to the concept and principles of 

recovery, provides a structured approach to summarising personal and service experiences; 

reflecting upon strengths and areas where supports for recovery need to be improved; envisaging 

recovery goals; and building an action plan.  

The MHRS also provides support through a user guide, an organisational guide, visual resources and 

an online facility for completing the tool and collating results. It uses a ‘laddering’ approach to rating 

key life areas and to identify where supports are required.  It provides aggregated and comparative 

reports. 

Although a service can use the MHRS to produce an aggregated report of the responses of those 

using its services, it is primarily focussed on personal aspects of recovery. This is not equivalent to 

the recovery orientation of services.  

The usability of the Inventory and resources  
Feedback from services users, facilitators and site leads indicated that the RCI was an easy to use 

tool, even for people with basic computer skills that allowed people to think about where they were 

in the recovery process and to embark on a recovery planning process. There was a view that 

engaging with the RCI process was an empowering experience. Positive characteristics included 

being able to look at different areas of life; realising what areas were most important; learning about 

personal strengths and relationships; becoming motivated to actively engage in action planning; 

encouraging self-reliance; creating a spirit of partnership between service users and facilitators; and 

allowing people to see their own progress over time. Of the 127 users who rated the RCI 

questionnaire, over 85% reported no difficulty with completing it. The numbers who reported using 

the other components of the RCI were much smaller but ratings were equally positive and ranged 
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from 81% (n=16) for the workbook to 96% (n=26) and 100% (n=17) for the profile and action plan 

respectively. 

The requirement for support from a trained and/or qualified facilitator 
The ratings of users provide an indication of the potential for the RCI to be used independently by 

service recipients. Specifically, 61% of respondents (N=78) stated that they used the RCI without 

facilitator help. The types of assistance that were required were computer use (43%; n=55); 

understanding the questions (35%; n=44) and reading and/or responding to the questions (17%-

24%; n=17-30). 

The view of the RCI development team is that there will always be a requirement for a trained 

facilitator to answer questions, deal with queries and act as a link person. Nevertheless, there is no 

inherent reason why a person could not complete the RCI independently. If there was a decision to 

provide open access to the website or to create a smart phone app or hard copy version, the RCI 

could be used by the majority of people independently (as a self-help tool) or with a trusted friend 

or supporter. 

However, for the minority of people who may need literacy, comprehension or IT support, access to 

a facilitator will be essential. Equally, in some cases a person may benefit from interacting with 

another person in exploring their personal and service supports. The other part of the process where 

support could be important is during the recovery planning stage. This could be enhanced by 

support in interpreting the profile, using the workbook and gaining access to useful information. 

Further, it is essential that support is available in the event that a person becomes upset or 

distressed in reflecting on their lives as a result of RCI completion. 

In summary:  

 The RCI has a number of features that intersect with current Irish Mental policy and 

recommended practice. 

 It has been evaluated very positively by users and facilitators. 

 It has the potential to meet the needs of the NGO sectors in the field mental health. 

 It has been recommended as a potential instrument for use in Northern Ireland. 

 Its scope and content were positively reviewed by international experts. 

 It has an extensive evidence base to support its validity 

 The resources materials are detailed and well designed. 

 A shorter version and a hard copy version are in development 

 Unlike the comparators it provides person and systems focused reports 

 It has the potential to support meaningful participation in individual care planning on the 

part of service users. 

 The usability of the tool was rated highly by those who used it. 

 It has the potential to be used independently by services users. 

 The role of facilitators can be focused more specifically on people who need assistance in 

terms of literacy or numeracy or ICT use. 

 It needs to be aligned with current HSE recovery oriented process and objectives. 
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The RCI’s structural fit with current Irish mental health services 
In 2014, the Mental Health Commission observed that despite the fact that recovery is understood 

as a concept and the commitment to the ARI initiative, there was a serious deficiency in the 

development and provision of recovery oriented mental health services (MHC, 2014; p.7). 

The MHC called for a cultural shift towards more holistic biopsychosocial services that deliver an 

integrated, responsive and person centred service that responds to the needs of individuals and their 

families in a timely and appropriate manner (MHC, 2014; p.7). This needs to be implemented, not 

only through recovery training for staff to promote attitude and behavioural change and to enhance 

recovery competencies and partnership working with service users, their families and colleagues, 

but also through a change in corporate culture towards recovery oriented service provision. 

The Report of the Inspector of Mental Health Services (MHC, 2014) noted that there was a 

significant reduction in the number of approved centres complying with the legal requirement for 

individual care plans in 2014 in comparison to previous improvements. While a minority of approved 

centres were implementing ICPs that were person-centred, multidisciplinary and recovery 

orientated, the majority were struggling to do so. Many staff were unaware of the meaning of 

collaboration and did not understand the concept of a goal. Service user feedback indicated a lack of 

awareness of ICPs, no involvement in developing the ICPs and no access to copies of the plans. 

There is clearly a strong imperative to move the culture of services towards a more recovery 

oriented approach, as well as a commitment on the part of the Mental Health Division to move in 

this direction. However, although there is investment in fostering recovery processes at local level 

through the ARI project and support for WRAP, there is no indication that any consideration has 

been given to how local, regional or national progress (or lack of it) is to be measured. The 

perceptions of service users of the importance of service supports to their recovery and the 

frequency with which they are available could provide an important KPI for recovery orientation of 

services. The RCIv3 is the only tool that can provide the required information to senior management 

and stakeholders including the Mental Health Commission. Further, at the operational level, it is 

essential that a valid and reliable measure of recovery orientation is made available.  

The review of the Irish policy context for recovery strongly supported the need for a tool to assist 

people to engage constructively in their own individual care plans and recovery. An appropriate 

instrument would support a genuine person centred process, respect the person’s experiences and 

values, operate within a biopsychosocial frame, facilitate the active involvement and empowerment 

of the person, support a collaborative partnership between staff and services users and contribute 

to building the capacity of both to engage in a recovery oriented care planning process. There are a 

number of tools available which target the individual and the RCIv3 is one of the strongest in relation 

to scope, associated resources and more evidence-base in terms of reliability and validity. The MHRS 

is the closest to the RCIv2 on some of these parameters. 

The potential contribution of the RCI to current mental health priorities 
The RCI’s dual focus on personal recovery and the recovery orientation of services map onto a 

number of current priorities for the National Mental Health Directorate and other stakeholders. It 

can provide a way to incorporate service user feedback into service planning and provide valid and 

reliable evidence that services are working in a person centred way. It is clearly aligned to A Vision 

for Change and can contribute to monitoring progress and compliance with the strategic priorities 

and objectives relating to developing a recovery cultural and practice.  
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For individuals, it offers a way of generating their own plan for their mental health, expands choices 

and encourages self-management even outside the mental health service. It is compatible with a 

range of other recovery oriented mechanisms including WRAP and peer support working.  

For staff, it can provide a holistic way of working with people in collaborative and genuinely equal 

partnership and has the potential to motivate reflection on current practice. For management, it can 

support organisational development and staff development. 

Consequently, it can be concluded that the RCI can play a significant role in supporting the 

development of recovery oriented ICPs based on a standardised methodology that collates what is 

present and important to the person. This could significantly increase the likelihood that a greater 

number of centres could comply with legal requirements and standards for recovery oriented 

services and the active engagement of service users in the development of ICPs. 

Some key priority areas where the RCIv3 can make a contribution are elaborated below. 

1. There is a general acceptance that people with mental health difficulties need a transparent 

and easily accessible approach to participation in individual care planning. 

The RCIv3 can provide a mechanism for exploring; 

• Recovery priorities, 

• The supportive factors in the environment both within and external to a service, 

• The areas where changes are required, 

• Actions that could enhance recovery. 

The recent evaluation (O’Brien et al, 2015) documented overall positive perceptions of the 

utility and usability of the tool from service users, staff and site leads.  

Training in the RCIv3 could be integrated into the planned half day training on recovery 

orientated individual planning.  

2. The Mental Health Commission and the Inspectorate require that a collaborative approach to 

care planning is implemented. 

Key to a collaborative approach are empowerment and partnership. The RCIv3 allows service 

users to systematically rate the impact of personal and service supports on their recovery. This 

can make an important contribution to the empowerment process and enable them to engage 

in collaborative problem solving and decision making on the basis of valid and reliable 

information. 

3. Services require a mechanism for demonstrating their compliance with the requirement to 

engage clients in the care planning process. 

There is an imperative for mental health services to be able to demonstrate the extent to which 

they are actively engaging with service users in the care planning process. This requires that 

KPIs are developed to monitor compliance. Audits of care plans and interviews with service 

users are costly in terms of effort and resources. Such an approach may be useful but it is not 

capable of capturing the process of participation on a continuing basis. The RCIv3 provides a 

valid and reliable indicator of the service users’ perceptions of engagement that is generated 

through the day to day interaction of staff and service users.  

4. Local management requires a means for implementing and monitoring client engagement. 
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While, on the one hand, the RCIv3 has been confirmed as an easy to use tool to enable a person 

to engage in care planning, the aggregate report facility generates a report for management 

that reflects the views of service users on their engagement.  

5. In the context of the broadening of the membership of community mental health teams 

(CMHTs) there is a need to develop KPIs to reflect the impact of this on services and clients.  

The broadening of the CMHTs) is intended to expand the scope of interventions and supports 

and to develop a more biopsychosocial approach. This initiative involves significant investment 

in CMHTs, the impact of which needs to be measured. The RCIv3, if implemented across CMHTs 

and regions, can provide insights into how service users perceive the impact of that investment.   

6. The National Management Team (NMT) need an aligned data set that provides timely 

information about progress in the relation to the strategic objectives, the reconfiguring of 

services and compliance with values. 

There is no argument that the NMT need to be able to monitor progress and the impact of 

changes being made to service delivery systems and structures. There is a commitment to 

continue to embed health and wellbeing goals and key performance indicators throughout all 

reform programmes. The RCIv3 provides a valid, reliable and culturally appropriate 

measurement of service user perceptions, which is an important KPI in any organisational 

change process. This will require aligning the RCI data with those data sets that are traditionally 

available to track activity levels. What is required is a comprehensive data set that includes 

service user perspectives, thereby enhancing opportunities for informed decision making, 

resource allocation, reconfiguration and recovery oriented planning. 

7. The NMT would benefit from a standard way of measuring the recovery ethos of service 

provision. 

The RCIv3 has been developed to be used in a flexible but consistent manner by service users 

and facilitators. The aggregate report facility provides not only a straight forward indication of 

service users’ perceptions of the recovery support they are receiving from their services, but 

also highlights areas for improvement. It is a potentially useful mechanism for supporting the 

benchmarking of best practice. 

8. The HSE is investing substantial resources in promoting recovery practice throughout all 

services and for all staff and need a way of measuring the effectiveness of this initiative. 

Service users’ perceptions of the recovery orientation of their services is an important indicator 

of the impact of the significant investment being made in promoting changes in both culture 

and practice. The RCIv3 can provide such evidence which can be shared with the Mental Health 

Commission and the Mental Health Inspectorate. Further, it can provide a process indicator that 

is generated through the daily practice of staff, to identify areas where improvements are 

required on a continuing basis rather than relying on annual audits and one-off surveys and 

studies. In this regard it meets best practice requirements for programme evaluation. 
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Conclusions and Recommendations 

Conclusions 
This review of the RCIv2, and the current version (RCIv3), has identified many strengths in terms of 

its usability and utility as a mechanism for facilitating collaborative care planning at individual and 

local level. It fits with Irish mental health policy and current mental health service priorities and has 

the potential to inform service planning and to monitor progress towards more recovery oriented 

practice and culture. 

It meets all of the quality criteria for a measurement tool and many requirements of the Irish mental 

health system. Specially, it is: 

 Relevant to an Irish culture and context, 

 Validated and field tested, 

 Evidence-based, 

 Useful for service monitoring, 

 Useful for the person to engage in individual care planning, 

 Easy to use, 

 Coproduced, 

 Engages the client by addressing personal priorities, 

 Linked to personal planning resources that empower clients to feed directly into their 

individual care plans, 

 Can be used to monitor changes over time as an indication of the effectiveness of services 

 Can demonstrate to clients that they are making progress, 

 Complies with data protection requirements, 

 Protects the confidentiality of the client, 

 Supported by training for staff. 

Nevertheless, a number of challenges arose in the application of the RCIv2 which need to be 

addressed in progressing forward with the deployment of the RCIv3 which is substantially shorter 

than the previous version and making a hard copy version available. The challenges identified in the 

evaluation of the RCIv2 are listed in column 1 of Table 4 below. A description of how these have 

been addressed in the revised RCI and those that are outstanding are presented in column 2. 

The RCIv3 is effectively in development at the moment. It requires to be field tested to confirm that 

it meets the same criteria from a user and staff perspective for usability and utility as its 

predecessor. It also requires that the current digital version is transformed so that is operates 

effectively with the reduced number of items. The current resources and facilitator training 

programme need to be adapted to align with the shorter version.  

Most importantly, it requires that a decision is made by the NMT that the RCIv3 will be the 

mechanism of choice for providing timely information about the recovery orientation of services and 

to be aligned with current data sets to monitor the reconfiguring of services. Such a decision needs 

to be informed by consultation with the Clinical Directorate and other key actors. It is essential that 

the contribution of the RCIv3 to the development of clinical programmes is explored in terms of 

quality, safety and shortening the duration of treatment.  

It would make sense to consider its use initially by CMHTs as part of their broader scope and remit 

and particularly as a mechanism to support collaborative individual care planning. This requires 

building the capacity of all staff to use the tool in a truly partnership approach.  
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Table 4: The Challenges Identified by the Evaluation of RCIv2 and Responses 

Challenges Responses 

Recovery Context Inventory Version 2 Recovery Context Inventory Version 3 

1. The evaluation of theRCIv2 revealed 
that it was less than compatible with 
the current ICT infrastructure in the 
local sites. 

There is a commitment on the part of the HSE 
to address the current lack of development in 
ICT structures at local level. However, it would 
be unwise to base the implementation of RCIv3 
on the assumption that this will be completed 
in a timely manner for the effective 
implementation of RCIv3. Consequently, the 
development of a hard copy version will 
increase the compatibility of the tool with local 
contexts. 

2. It needs to be made compatible with 
data management systems in the HSE. 

This requires the NMT to include indicators 
derived from the RCIv3 into the suite of key 
performance indicators to represent progress 
towards recovery oriented services. 

3. There was a view that the digital 
version of the tool restricted the ways 
in which service users could interact 
with the tool. 

The hard copy version of the RCIv3 can address 
this issue. However, work is required to 
develop mechanisms through which hard copy 
responses are transformed into electronic data. 

4. It was considered to be too long. 

The RCIv3 is considerably shorter and, 
according to the international review covers 
the domain of recovery adequately. Some 
additional clarification or revisions to the 
wording of some items might be required. 

5. The time required for completion of the 
RCI and the additional materials was an 
issue. 

The reduced number of items in the RCIv3 
addresses this issue in part. The time required 
for using of the support materials needs to be 
explored further. 

6. The use of the tools was not as 
effective as it could have been due to 
insufficient local resources. 

A greater emphasis on staff training and an 
explicit commitment on the part of the NMT to 
the use of the RCI could address this issue. 

7. There were issues about around items 
relating to sexuality. 

This has been addressed in the RCIv3. 

8. Concerns were raised about the need 
to complete all questions. 

The reduce number of items in the RCIv3 may 
address this issue in part. Nevertheless, the way 
in which missing data is handled in the RCIv3 
needs to be explored in the next phase of 
development. 

9. Some facilitators were unclear about 
how the RCI suite of materials could be 
used with service users.  

This can be addressed through ensuring that 
staff training focuses on the use of support 
materials. 

There is a commitment to provide a half day training to staff on recovery oriented individual plans. 

This could serve as a suitable vehicle for disseminating awareness of the contribution that the RCIv3 

can make to the process. 

As part of this review, a number of meetings were held with the RCI development team in EVE. Many 

of these challenges were presented and the team was requested to generate a development 

strategy for the RCI. The main steps in the next phase of development include: 
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 Drafting a revised tool based on addressing feedback from the evaluation,  

 Consider issues in the context of both paper and online versions, 

 Develop proposals based on a twin track approach i.e. online and hard copy versions, 

 Roll out of the RCI and incorporate the administration of a fidelity measure, 

 Generate cost estimates for each option.  

This is presented in Appendix 2. 

Recommendations 
Based on the review of other tools available and the views of the experts, it is recommended that 

the main components of a development strategy should include: 

1. At a corporate level: 

1.1. Give consideration to developing the RCIv3 as a KPI in monitoring recovery practice and 

culture. 

1.2. Align the RCIv3 data with current data requirements and data sets. 

1.3. Review the role that it could play in the development of clinical programmes. 

1.4. Integrate it into the half day training on recovery oriented care planning. 

1.5. Pilot the aggregate report as part of the data set for reconfiguring services. 

1.6. Incorporate the RCIv3 in the proposed expansion of ARI. 

1.7. Consider the options in relation to ownership and funding of the tool5. Some options 

include, for example: 

1.7.1. Making the tool available solely to direct HSE mental health services, 

1.7.2. Making it available to voluntary mental health organisations for a small fee or free of 

charge, 

1.7.3. Making it freely available to all people, individuals and professionals, who wish explore 

their recovery context, 

1.7.4. Developing the tool as an internationally available support for recovery oriented 

individual care planning. 

2. At a technical level: 

2.1. Produce a paper based version of the RCIv3. 

2.2. Adapt the digital platform to the reduced number of items. 

2.3. Create a single manual for the use of the RCIv3. 

2.4. Ensure the compatibility of the support resources with the new version. 

2.5. Explore and resolve any issues relating to patient confidentiality and consent that may arise 

from the use of the paper based version. 

2.6. Review the role of the facilitator to allow independent use. 

2.7. Consider four options for use that allow a person to decide to: 

2.7.1. Use the tool for personal purposes and not to share results, 

2.7.2. Share results with his or her keyworker but not in the dataset,  

2.7.3. Share results with the dataset but not the keyworker,  

2.7.4. Share the results with both the dataset and the keyworker. 

2.8. Feld test the revised tool and procedures to confirm that it meets the same criteria from a 

user and staff perspective for usability and utility as its predecessor. 

                                                           
5 While the intellectual property rights reside with the development team, the HSE has invested substantial 
resources and effectively has rights over its use. 
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3. Given the rapid pace of ICT development, consideration should be given to developing an APP 

which could access through Smart phones and tablets. This option may be particularly attractive 

for younger people. 
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Appendix 1 Details of the Recovery Tools used in the Benchmarking Exercise 
Table A1 Characteristics of the Recovery Context Inventory (RCI) 

Characteristic Details 

Intended Purpose 

Profiling and outcome self- assessment tool. Measures the presence and importance of mental health recovery factors 
under two factors: Personal Supports and Service Supports 
 
Provides an aggregated and comparative reports facility  

Measure of Personal Recovery Yes 
Measure of Recovery Orientation of Service Yes 
Format: Paper (P)/Online (O) O (P in development) 

Item Nos. V2(V3) 80 (34) 

Response Format 
Dual 5pt scale 
Importance 
(‘Not important- Extremely important’) and Frequency (‘Never- Always’) 

Structure 2 factors, Personal Supports & Service Supports, supported by EFA & CFA (V3 only). 

Reports Individual (I)/ Organisational (O) I/O 

Content Validity 
Development & item selection process included content analysis of 22 measures of recovery and related constructs, 
modified e- Delphi study with expert Irish & UK panel of five stakeholder groups (n=103) to reach consensus on item 
pool and iterative inventory format development process. EFA and CFA completed. 

Convergent Validity 

Personal Supports:  
Significant strong positive correlations between RCI Personal Supports and wellbeing (SWEMWBS; r=.655), quality of life 
(MANSA; r=.700) and the process of recovery (QPR; r=.749).  Significant moderate positive correlation with 
empowerment (Empowerment sub- scale, r=.574). 
 
Service Supports: 
Significant strong positive correlation with fidelity of service provision to recovery-supporting practices (RSA; r=.794).  
Significant moderate positive correlations with wellbeing (SWEMWBS; r=.506), empowerment (Empowerment sub-
scale; r= .473), and quality of life (MANSA; r=.479).   
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Characteristic Details 

Discriminant Validity 

Personal Supports: 
Significant strong positive correlation with process of recovery (QPR; r=.749) and significant moderate correlation with 
fidelity of service provision to recovery supporting practices (RSA; r=.401). 
Service Supports: 
Significant strong positive correlation with fidelity of service provision to recovery supporting practice (RSA; r=.794) and 
significant weak correlation with process of recovery (QPR; r=.385).  
 

These results are in line with predictions of specific factor measurement i.e. that Personal Supports is primarily a 
measure of personal recovery, while Services Supports appears to measure recovery oriented service provision.   

Support Materials 

 RCI Profile of Results 

 RCI Recovery Planning Workbook  

 RCI Recovery Action Plan & Recovery Action Plan “Take-away” 

 Accessibility functions including read aloud function 

 Facilitator Training Programme  

 Facilitator Manual 

 Instructional Youtube videos  

 Zendesk (Interactive helpdesk) 

 Accessibility functions including read aloud function. 

Interrater Reliability N/A 

Internal Consistency Personal Supports Cronbach’s alpha=.882; Service Supports Cronbach’s alpha= .939 (V3 only) 

Test-Retest Reliability To be completed on reduced item version 

Coproduction/Service user involvement Service user involvement at different stages of development. 

Terms of use RCI use and Facilitator training is currently available at no cost 

Facilitator Training Facilitator Training Programme & comprehensive manual 

Cultural Validity Irish and UK developed 
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Table A2 Characteristics of the Questionnaire on the Process of Recovery (QPR) 

Characteristics Details 
Intended Purpose Measures the process of recovery for people with psychosis. 

Measure of Personal Recovery Yes 
Measure of Recovery Orientation of 
Service? 

No 

Format: Paper (P); Online (O) P 

Item Nos. V1(V2) 22 (15) 

Response Format 5pt scale ‘Disagree strongly –Agree strongly’ 

Structure 
QPR-22-:2 factors 
QPR-15: 1 factor, supported by EFA and then a further EFA, following removal of items to test revisions 

Report: Individual (I); Organisational (O) Individual (I) 

Content Validity Developed in collaboration with service users.  Exploratory Factor Analysis completed. 

Convergent Validity 

QPR-15:  Significant strong positive correlation with positive elements of self-esteem (SERS positive; r=.617) and significant 
strong negative correlation with negative elements of self-esteem (SERS negative, r=-.632).  Significant moderate 
negative correlations observed for  psychopathology (PANSS general; r=-.549), hopelessness (BHS; r=-.458), depression (CDSS, 
r=-.560) and delusions (PSYRATS del., r=-.400). A significant moderate positive correlation was observed with functioning 
(PSP; r=.412) with significant weaker negative correlations observed with positive and negative symptoms of mental ill health 
(PANSS positive; r=-.333; PANSS negative; r=-.250) and auditory hallucinations (PSYRATS hall; r=-.355).     
 
QPR-22:  Intrapersonal: Strong positive correlations with optimism (MDES 2; r=.615) and self- esteem (MDES 5; r=.722) and 
strong negative correlations  with psychosocial difficulties (SQLS 1; r=-.672) and greater psychological ill health (GHQ; r=-
.832).  A significant moderate positive correlation was observed with power (MDES 4; r=.512) and a significant negative 
moderate correlation with symptoms/side effects (SQLS3; r=-.480).  Significant weaker correlations with community (MDES 3, 
r=.314) and motivation/energy SQLS 2, r=-.480).   
 
Interpersonal: Significant moderate correlations with optimism (MDES 2, r=.516), power (MDES 4; r=.493), self-esteem 
(MDES, r=.494) and a significant moderate negative correlation with psychological ill health (GHQ, r=-.524) and psychosocial  
difficulties (SQLS; r=-.403).  Significant weaker correlations with community (MDES 3, r=.250) and symptoms/side effects 
(SQLS 3, r=-.233).   

Discriminant Validity None specified 

Support Materials 1 page clinical guidelines 

Interrater Reliability N/A 

Internal Consistency 
QPR-15: Cronbach’s alpha = .933 
QPR-22: Intrapersonal: Cronbach’s alpha=  0.94; Interpersonal Cronbach’s alpha: 0.77 
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Characteristics Details 
Test-Retest Reliability QPR-15: r= .70 

QPR-22: Intrapersonal, r=.874; Interpersonal r=.769.   

Coproduction/Service user involvement Developed collaboratively with service users.  

Terms of use Available with author permission at no cost 

Facilitator Training N/A 

Cultural Validity UK developed 
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Table A3 Characteristics of the Recovery Service Assessment (RSA) 

Comparison Factors Recovery Self Assessment (RSA) 

Intended Purpose 
Assesses levels of fidelity to recovery-supporting practices in Connecticut Department of Mental Health and 
Addiction Services agencies; data to inform programme and organisational development including inter-service 
comparisons 

Measure of Personal Recovery No 
Measure of Recovery Orientation of Service Yes 
Format: Paper (P); Online (O) Paper 

Item Nos. V1(V2) 36 

Response Format 6pt scale (including DNA) ‘Strongly Disagree- Strongly Agree’ 

Structure PCFA resulted in 5 factor solution 

Report; Individual (I); Organisational (O) Organisation 

Content Validity 
Literature review on recovery elicited 9 principles (domains); initial 80 items generated to reflect  
practices; stakeholder feedback led to 36 items; EFA completed. 

Convergent Validity No data found 

Discriminant Validity No data found 

Support Materials Four versions of the questionnaire – person in recovery, family members/carers, providers and agency directors.   

Interrater Reliability N/A 

Internal Consistency Cronbach’s alpha ranges from .76-.90 across subscales 

Test-Retest Reliability No data found 

Coproduction/Service user involvement Service user involvement in literature review and expert review of items and recovery model development 

Terms of use No information supplied 

Terms of use  

Facilitator Training N/A 

Cultural Validity US developed 
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Table A4 Characteristics of the Mental Health Recovery Star (MHRS) 

Comparison Factors 
Mental Health 

Recovery Star (MHRS) 

Intended Purpose 
Recovery outcome Star tool & collaborative key-working tool. 
Provides aggregated and comparative reports facility. (*Killaspy et al, 2012 disputes outcome tool claim) 

Measure of Personal Recovery Yes 
Measure of Recovery Orientation of Service Yes 
Format: Paper (P); Online (O) Paper (P) and Online (O) Versions 

Item Nos. V1(V2) 10 

Response Format 
1 – 10 ‘ladder of change’ scale comprising descriptions for each anchor point. Points 1-2 ‘stuck’, points 3-4 ‘accepting 
help’, points 5-6 ‘believing’, 7-8 ‘learning’, and 9-10 ‘self-reliance’. Rated jointly by service user and keyworker 

Structure 
10 recovery dimensions.  
EFA indicated 2 factors (with 2 items not loading onto either factor).  Tool has not been changed to take account of 
results of EFA and hence still reports on 10 dimensions.   

Report format: Individual (I);Organisational (O) Individual and Organisation 

Content Validity 
Service user involvement in development. Exploratory Factor analysis completed but tool continues to use pre-EFA 
10 domains.   

Convergent Validity 

Staff-only ratings: Acceptable convergence with social function measure (Life Skills Profile) for 3 of 7 subscales 
(Killaspy et al., 2012, specified correlations of >.7 as acceptable).   
Service-user ratings: No Recovery Star domains had acceptable levels of 
convergence with the Mental Health Recovery Measure (MHRM; Young and Bullock, 2003) subscales or total score 
(Killaspy et al., 2012, specified acceptable levels >.7). Killaspy et al (2012) conclude that the tool is more a measure of 
social functioning than recovery on the basis of the above.   

Discriminant Validity No data found 

Support Materials 

 Recovery Star User Guide 

 Recovery Star Organisational Guide 

 Recovery Star Visual Resources 

 Recovery Star online system (online completion & collation of results) 

Interrater Reliability 

Killaspy et al. (2012) claimed unacceptable IRR for staff only ratings. Dickens et al. (2012)  
Killaspy et al. (2012) claimed unacceptable IRR for staff only ratings. Dickens et al. (2012)  countered that ratings are 
a collaborative process and should not be completed by staff alone. 

Internal Consistency 
Cronbach’s alpha = .85 for tool overall.  Cronbach’s alpha scores available for two factors but not individual 
dimensions.   
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Comparison Factors 
Mental Health 

Recovery Star (MHRS) 

Test-Retest Reliability 
Intra-class Correlation Coefficients for all dimensions (>.7) for both staff-only ratings and collaborative staff-service 
user ratings, denoting acceptable levels. 

Coproduction/Service user involvement Service user involvement in development 

Terms of use 
Min. annual licence fee for the online app of £660 for up to 20 users (staff and managers). 
There are a variety of materials all of which have different charges. 

Terms of use Training packages available for purchase. 

Facilitator Training 
Training and a Star licence is required in order to use the Star with service users. Two kinds of licence are available. 
Variety of charged training packages available 

Cultural Validity UK developed.  Website reports that steps were taken in 2009 to address ‘cultural relevance’. 
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Table A5 Characteristics of INSPIRE  

Characteristics Details 
Intended Purpose Assesses service users’ experiences of recovery-related support from a mental health worker  

Measure of Personal Recovery No 
Measure of Recovery Orientation of Service Yes 
Format: Paper (P); Online (O) Paper (p) 

Item Nos. V1(V2) 27(5) items 

Response Format 

Dual rating scale. 
Support Section: Yes/No ratings for items in relation to whether they are /are not an important part of the individual’s 
recovery.  5pt scale for each item from ‘Not at all-Very much’. 
Relationships Scale: 5pt ‘Strongly disagree to strongly agree.’  

Structure 
2 subscales: Support & Relationships. Content of Support subscale based on CHIME framework (Connectedness, Hope, 
Identity, Meaning and Empowerment) supported by factor analysis).EFA of relationships subscale points to one factor 
solution.  

Report: Individual (I); Organisational (O) Individual (I) 

Content Validity Based on UK CHIME framework. Exploratory Factor Analysis completed.   

Convergent Validity 
Convergent validity: Support subscale correlation with Satisfaction Index-Mental Health (SI-MH): .60. Relationships 
subscale adequate convergent validity, correlation with Recovery-promoting Relationships Scale  (RPRS): .69. 

Discriminant Validity No data found 

Support Materials Online search yielded no results 

Inter-Rater Reliability N/A 

Internal Consistency 
Cronbach’s alpha=.82-.85 for CHIME domains & .89 for Relationships subscale 
Brief INSPIRE=.86 

Test-Retest Reliability r= .75 (Good test-retest reliability) Brief INSPIRE: r= .72 

Coproduction/Service user involvement Service user involvement in development. 

Terms of use Available at no cost 

Facilitator Training N/A 

Cultural Validity UK developed 
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Table A6 Characteristics of Recovery Assessment Scale (RAS) 

Characteristics Details 

Intended Purpose 
Assesses aspects of personal recovery with a special focus on hope and self-determination.  
Developed as an outcome measure for programme evaluations. 

Measure of Personal Recovery Yes 

Measure of Recovery Orientation of Service No 
Format: Paper (P); Online (O) P 

Item Nos. V1(V2) 41(24) 

Response Format 
5pt. scale 
‘Strongly disagree- Strongly agree’. 

Structure 

EFA yielded eight factors (simul. CFA with split sample); SEM validation dropped three factors; 2ndCFA 
validated the five factor structure. Αlphas for 5 factor model (α=0.74-0.87). 
EFA and CFA yielded factors that incorporated only 24 0f 41 items (Corrigan et al, 2004).Other analyses 
completed. 
 

Report format: Individual (I); Organisational (O) Individual 

Content Validity 
Narrative analysis of four consumers’ recovery stories informed development of the original 39-item scale 
which was later reviewed by 12 service users leading to a 41 item RAS.   EFA and CFA completed reducing to 24 
item scale.  Other versions available. 

Convergent Validity See Salzer and Brusilovskiy 2014) for comprehensive review of different forms of RAS 

Discriminant Validity See Salzer and Brusilovskiy (2014) for comprehensive review of different forms of RAS 

Support Materials Online search yielded no results 

Interrater Reliability N/A 

Internal Consistency See Salzer and Brusilovskiy (2014) for comprehensive review of different forms of RAS 

Test-Retest Reliability See Salzer and Brusilovskiy (2014) for comprehensive review of different forms of RAS  

Coproduction/Service user involvement  Service user involvement in pre-statistical testing development phase. 

Terms of use Available at no cost 

Facilitator Training N/A 

Cultural Validity US developed.  
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Appendix 2 An Outline Strategy for the Further Development of the RCI 
ASSUMPTIONS Next Stage of Development- INITIAL SCOPING JUNE 2015 

1 Drafting based on addressing feedback from stage 5  

2 Need to consider issues in context of both paper and online versions 

3 Need to develop proposals based on twin track approach 

4 Roll out of the RCI will incorporate the administration of a fidelity measure 

5 Based on assumption that there will be an RCI Development Unit for Stage 6 minimum 

6 Cost estimates are required for each option 

Note: Option appraisal needs to be informed by data protection issues 

OPTIONS 1. Online Version-Web-based 2. Online version Apps 3. Paper Version 

Description 

 Web-based link with upload to 
server 

 Needs to be in an accessible plain 
English format 

 Needs to meet accessibility 
standards 

 Application that can be used on 
smart phones & tablet 

 Needs to be in an accessible plain 
English format 

 Needs to meet accessibility 
standards 

 Paper version (2-4*A4 pages) with 
comprehensive instructions for 
completion incorporated in design 

 Needs to be in an accessible plain 
English format 

 Needs to meet accessibility 
standards 

Pathway for use 

 Can be available for use in HSE 
service or community facility  

 Offer on dedicated machines in 
HSE facilities 

 Offer on Kiosks/touch screen pods 
in HSE facilities 

 Offer with or without facilitator 
support 

 Independent use by respondents 

 Can use independently or share 
with facilitator if support desired 

 Outreach HCP (Health Care 
Professional) could use with 
respondents in own 
home/community facility 

 Paper version in reception of 
Approved Service can be used 
independently and not shared 

 Alternatively, keyworker can invite 
person to complete the RCI as part 
of the ICP process to inform their 
discussions 

 Paper version in reception of 
Primary Care Service (perhaps with 
poster to draw attention) can be 
used independently and not 
shared 
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 Alternatively, HCP can invite 
person to complete the RCI as part 
of the ICP process to inform their 
discussions 

Sharing Results 

 Four options: 
1 Person doesn't share results with anyone  
2 Person shares with keyworker but not dataset  
3 Person shares with dataset but not keyworker  
4 Person shares with dataset and keyworker 

Facilitator role 

 Optional (note: mandated for stage 5)  

 For Individual Care Planning, facilitator may be required if RCI data to be used with respondent’s permission 

 Role to act as contact person locally, promote use of RCI, answer questions and queries, facilitate access to RCI locally 

 Person specification to be reviewed 

 Support/supervision structure to be explored 

Data Set 

 Profiles available for both 
personal and aggregated reports 

 Ongoing research capability 
availability 

 Options to contribute to data set 
based on consent - Need to 
discuss this more and agree 
position.   

 Need to check out possible options 
to contribute to data set 

 Need to identify the functionality, 
capacity and cost to user of an app 
which contributes to the dataset 

 Options to contribute to data set 
based on consent 

 DP facility required (centrally) 

 Costs associated with posting 
completed forms 

 Costs associated with 
administration i.e. data entry for 
data set 
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Workbook i.e. 
developing a 
RAP 

 Available for use at personal level and/or with keyworker  

Features 

 Available on web where there is 
access to internet 

 Uploads automatic 

 Facility to print directly 

 Can access via HSE service or 
community facility e.g. Library 

 Need to include feature stating "If 
you have any questions or 
concerns about your RCI results, 
please feel free to discuss with 
your keyworker or a trusted 
friend" 

 Allows for profile comparison 
feature 

 Available to those service users / 
facilitators with smart phones & 
tablets 

 Requires 3G /WIFI and data 
capacity 

 Available on the go subject to 
access to phone/table with 
adequate data capacity 

 Need to include feature stating "If 
you have any questions or 
concerns about your RCI results, 
please feel free to discuss with 
your keyworker or a trusted 
friend" 

 Allows for profile comparison 
feature using PDF images 
presuming ease of PDF print facility 
(needs to be checked) 

 Open access 

 Manual upload of data required, if 
consent given 

 No printing required 

 Available for distribution in public, 
subject to budget agreement 

 Need to include feature stating "If 
you have any questions or 
concerns about your RCI results, 
please feel free to discuss with 
your keyworker or a trusted 
friend" 

 Allows for manual profile 
comparison feature if original 
copies kept  

Password 
Required 

Yes To be confirmed No 

Data Protection 
issues 

Yes To be confirmed 
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Consent  Online consent process  To be confirmed 

 No formal consent process when 
completing for own use as 
participation is voluntary & paper 
version would be freely available 
Invitation to complete may also be 
keyworker led & would involve 
consent. Consent would be 
required for inclusion in 
aggregated dataset.   

Comparison of 
Profiles 
Individual 

 Online comparison option for 
Individual by time and 
completions 

 For Individual by time  manually by 
comparing pdf docs (cumbersome 
and requires some technical 
knowledge) 

 Allows for manual profile 
comparison for Individual profile 
feature if original copies kept  

Comparison of 
Profiles 
Aggregated data 

 Online comparison option for 
Aggregated Data by time and 
completions 

 Depending on functionality, this 
may be possible online 

 Where person consents to 
completed results being sent off to 
be aggregated with other results.   

Training for 
Facilitators 

 Design a pilot online accessible 
training programme 1-2 hours  
with modules to guide the 
Facilitator in the use of the online 
RCI & how to use the profile 
leading into the use of the RCI 
Workbook.        

 Design an online accessible 
training programme 1 hour max 
with modules to guide the service 
in generating aggregated reports.        

 Online tutorials (editing relevant 
current YouTube material) 

Where facilitator support is in place:  

 Design a pilot online accessible 
training programme 1-2 hours  
with modules to guide the 
Facilitator in the use of the online 
RCI & how to use the profile 
leading into the use of the RCI 
Workbook. 

 Design an online accessible 
training programme 1 hour max 
with modules to guide the service 
in generating aggregated reports.        

 Online tutorials (editing relevant 
current YouTube material) 

 Design a pilot online accessible 
training programme 1-2 hours 
with modules to guide the 
Facilitator in the use of the paper 
version of the RCI & how to use 
the profile leading into the use of 
the RCI Workbook.  
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Scoring 
 Online Automatic 

 No numeracy required 

 Online Automatic 

 No numeracy required 

 Self-score Manual 

 Level of numeracy required 

 Need to provide pens/pencils in 
pack or stand 

 Facilitator support may be 
required 

Ownership 
 Will require RCI Development Unit support for Stage 6 

 Business model based on HSE owning tool 

Funding for RCI 
development 

 HSE National MH Directorate funds stage 6 & reviews options based on progress 

 HSE pays registration locally for services to have access (funding model) 
 

 Business model to be drafted to incorporate for example, online registration, 
subscription, consent to copyright agreement 

 Business model to be drafted to 
incorporate for example, 
registered users, pay per copy, 
internal charging across HSE 
services/departments 

 Ensure copyright (i.e. approved 
centres must use originals & be 
registered for use-possibly co-
operating with Fidelity measure) 
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Strengths 

 Facility to compare profiles by 
time and completions 

 Facility to meet both individual 
and service requirements 

 Facility to generate aggregated 
reports 

 In keeping with corporate 
ambitions for e-health 
environment 

 Subscription facility would work 
best in this format 

 Allows data set to build 

 Allows for future research  

 Supports ongoing evaluation of 
the RCI 

 Allows facility for data collection 
for fidelity measure 

 Quick, easy on the go option 

 Will appeal to younger I.T. literate 
generation 

 Maximises accessibility for a 
defined cohort 

 In keeping with corporate 
ambitions for e-health 
environment 

 Tablets could be used by 
facilitators with service users in 
community, homes, hostels & 
would broaden accessibility for 
some 

 Possibly allows data set to build (to 
be confirmed) 

 Direct response to the 
recommendations of users, 
facilitators etc. 

 Eliminates all I.T. considerations 
within HSE-avoids CMOD, avoids 
taking on the burden of pioneering 
use of I.T. platforms in HSE 

 Accessible to wider audience 

 Traditional approach to 
information gathering may be 
preferred 

 Has potential to be a very visible, 
high profile feature in 
receptions/lobbies etc of HSE 
facilities-a very public expression 
of a recovery orientation 

 Could be circulated to wider 
audience 

 Once adopted, could be just a 
normal material cost for the 
service (i.e. paying per copy)  

 Less development time required 

 Can proceed ahead NOW  

 Will incur less development, 
design & print costs than online 
version 
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Issues 

 Dedicated IT expertise required  

 Access issues for service users for 
HSE computers 

 Requires CMOD approval if RCI is 
to be an IT project in HSE 

 Data protection issues need to be 
resolved (passwords)  

 Stage 6 is predicated on 
commitment to a development 
unit who have protected time to 
implement RCI  

 Only available to subset of people 
who have smart phones or access 
to tablet devices personally or via a 
facilitator 

 Dedicated IT expertise required  

 Access issues for service users for 
HSE computers 

 Requires CMOD approval if RCI is 
to be an IT project in HSE 

 Data protection issues need to be 
resolved (passwords)  

 Stage 6 is predicated on 
commitment to a development 
unit who have protected time to 
implement RCI 

 Scoring requires levels of 
numeracy & demands accuracy in 
completion of sheet 

 Potential for sheets to be lost 

 Completed forms may not be 
available for the data set 

 Could be interpreted as a 
retrograde step 

 Losing our USP(s)? - (however, 
what we view as our USP may only 
be a USP to those outside HSE) 

 May be seen as having messed 
people around in stage 5 with 
online version 

 Potential reputational damage ie 
wasting HSE/GENIO resources to 
date if this ends up the final 
product 

 Once the paper version is released 
everyone will have easy access to 
the RCI questions etc. This de facto 
means that people can complete 
the RCI as often as they like, 
without support from a facilitator.  
In addition, opens up a facility for 
people to (albeit without 
permission) take the RCI questions 
and use them as they wish.   
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