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Recovery Colleges are expanding internationally (264 identified in 31 countries across six continents),
yet key tools for defining and assessing them were developed in high-income Anglophone contexts.
We conducted a two-round international Delphi study using a cross-cultural de-centring approach to
examine the cross-cultural applicability of the RECOLLECT Change Model and RECOLLECT Fidelity
Measure, and to develop versions that were more applicable across the participating settings and
interoperable versions of these tools. In Round 1, 54 panellists from 20 countries rated item
importance and cultural difficulty and provided free-text feedback, analysed using corpus-informed
linguistic methods. Core principles were broadly endorsed, but ‘co-production’, ‘recovery’,
‘professionals’ and ‘shifting the balance of power’ were interpreted inconsistently, revealing
embedded assumptions about equality, autonomy and open-ended participation. Round 1 findings
informed wording refinements tested in Round 2 with 41 panellists from 15 countries. All 11 revised
items reached consensus for understandability and cultural appropriateness, strengthening the tools
while preserving core Recovery College values. By identifying and revising culturally embedded
assumptions while preserving interoperability with the original tools, this study demonstrates a
transferable approach to the cross-cultural adaptation of mental health tools.

Recovery Colleges (RCs) are an innovative approach to mental health
support that combines co-production and adult learning to promote per-
sonal recovery and social inclusion1,2. Established in England in 2009, RCs
have since expanded internationally. A previous global review identified 221
RCs in 28 countries in 20223, andwe are aware of further growth to 264 RCs
worldwide by 2026. RCs provide inclusive educational environments in
which people with mental health problems, carers, staff, and people in the
wider community (referred to as ‘students’) learn together, develop skills
and build support networks. Through self-directed learning and shared
expertise, RCs support fuller social participation, greater self-management
and personal recovery4.

Emerging evidence indicates that RCs can improve student outcomes,
including self-esteem, quality of life and internalised stigma5, and benefit
staff through increased motivation and skill development6. A large retro-
spective matched cohort study involving 1435 students and 4665 controls
found reduced subsequent mental health service use and a £5028 greater
reduction in total costs per student at 12months, equivalent to an estimated

8.4:1 return on investment7. Uncontrolled before-and-after analyses in the
same evaluation also showed improved symptoms and functioning7. These
economicfindings compare favourablywith a 2025 estimate of an 8:1 socio-
economic return for preventive healthcare interventions8. However,
operational guidance for RCs has only recently become more standardised
through the Recovery Colleges Characterisation and Testing (RECOL-
LECT) programme (NIHR200605).

Two widely-used outputs from RECOLLECT are the RECOLLECT
ChangeModel (RCM) and the RECOLLECT FidelityMeasure (RFM). The
RCMidentifies fourmechanisms throughwhich RCs are proposed towork:
empowering environment; shifting the balance of power; enabling different
relationships; and facilitating personal growth9. The RFM is a 12-item tool
assessing fidelity to core RC principles and best practice10. The 12 items
comprise sevennon-modifiable items, representing core principles expected
to be present across RCs, and five modifiable items, representing features
that may appropriately vary by local context. Non-modifiable items include
equality, adult learning, tailoring to the student, co-production, social
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connectedness, community focus and commitment to recovery.Modifiable
items concern accessibility, location, distinctiveness of course content,
strength-based orientation and progressiveness; for example, whether
access is universal or targeted, whether the setting is RC-specific or com-
munity-integrated, and whether course content is distinct from or inte-
gratedwith clinical services (SupplementaryTable 1).Developed inEngland
through an empirical programme of work, these tools drew on a literature
review, consultation with 77 international experts, interviews with 10 RC
managers, refinementwith 44 students, trainers andmanagers across 3 sites,
and evaluation involving 60 professional stakeholders.

The international growthofRCs raises an important question:whether
tools developed in one cultural context can be applied appropriately across
others11. This concern is particularly relevant becausemost RC research has
been conducted in England, where approximately one third of all RCs are
based12, and in other high-income Global North settings, limiting under-
standing of how RC principles and language operate across more diverse
cultural, linguistic and service systems3,13.

International research also indicates that RC models are negotiated
within local contexts rather than transferredunchanged.Dutch studies have
highlighted the importance of co-creation and peer leadership, alongside
challenges involving accessibility, family involvement, collaborative learn-
ing andorganisational positioning14,15.Danishqualitative research identified
practical, relational and course-related barriers to participation, including
alienation when course activities assumed a willingness to disclose personal
experiences16. Together, these findings suggest that core RC principles may
be retained while their enactment and acceptability vary across cultural and
service contexts. Previous research has therefore established the RFM10,
applied it across international RC settings3,12, examined cultural variation in
fidelity and public-facing discourse17,18, and documented local adaptation of
RCmodels14,19. However, these studies primarily evaluated existing models,
compared settings or examined local implementation. To our knowledge,
no previous studyhas prospectively reconsidered and revised both theRCM
and RFM through a multi-country de-centring and consensus process
designed to preserve cross-cultural interoperability.

Cultural fit matters. A meta-analysis of 76 studies involving 25,225
participants found that culturally adapted mental health interventions
showed a moderately strong advantage over unadapted approaches
(d = 0.45)20. A direct-comparison meta-analysis also found that culturally
adapted psychotherapy outperformed unadapted psychotherapy
(d = 0.32)21. Together, these findings indicate that cultural adaptation is not
a peripheral concern: the language, examples and assumptions embedded in
mental health interventions and implementation toolsmaymaterially affect
whether they are understood, accepted and effective. Linguistic translation
involves rendering wording from one language into another, whereas local
cultural adaptation modifies language, examples or implementation to
improvefit within a particular context22. Cross-cultural interoperability goes
further by preserving shared conceptual meaning across contexts while
allowing wording and examples to remain locally intelligible. Linguistic
accessibility within countries is also relevant to equity, because people who
use non-dominant languages may face additional barriers to accessing
mental health services and information, participating in co-production, and
engaging with recovery-oriented concepts23. Linguistic justice extends
beyond access alone: it also concerns whether institutional communication
accommodates multilingual language practices in ways that enable mean-
ingful participation, rather than privileging users of dominant languages24.
As mental health information and services are increasingly mediated
through digital and AI-supported communication, linguistic accessibility
also depends on whether these systems adequately accommodate linguistic
diversity, rather than reproducing or amplifying existing inequalities25,26.
Because the RCM and RFM are intended to be used across diverse RC
contexts, the keymethodological challenge was not only translation or local
adaptation, but cross-cultural interoperability: preserving sharedconceptual
meaning while allowing wording and examples to fit different cultural and
service contexts. A consensus exercise was therefore chosen to integrate
international stakeholder judgement on how the RCM mechanisms and

RFM items were interpreted across contexts, where agreement or dis-
agreement indicated culturally different understandings, and how the
wording should be refined to improve cross-cultural interoperability.

This study aimed to identify the level of cultural influence on the RCM
mechanisms and RFM items, and to develop versions with greater cross-
cultural applicability across the participating settings while retaining
interoperability with the original tools.

Methods
This study followed the ACcurate COnsensus Reporting Document
reporting guideline for consensus methods (Supplementary Table 2)27. A
study protocol was published in advance28, and the study materials and
anonymised underlying data are openly available on the Open Science
Framework (https://doi.org/10.17605/OSF.IO/CUAES). The study was
conducted in accordance with the Declaration of Helsinki. Ethical approval
was obtained from the King’s College London Research Ethics Psychiatry,
Nursing andMidwifery Subcommittee (reference: MRM-24/25-47085). All
participants provided informed consent before participating in the study.

Study design
We conducted a two-round international Delphi study to examine the
cross-cultural applicability of the RCM and RFM. Delphi methods are
widely used inhealth research to structure expert judgementwhere evidence
is incomplete or contextual interpretation is required, and established gui-
dance emphasises transparent panel selection, iterative feedback, anonymity
and prespecified consensus procedures29,30. The study followed Belton’s six-
step Delphi methodology31 and used a de-centring approach to cross-
cultural research32. De-centring seeks to reduce construct and wording bias
by treating the source-context version as open to revision rather than as a
fixed or culturally neutral standard. Culture-specific assumptions are
identified frommultiple cultural perspectives, andconcepts andwording are
iteratively revised while preserving their intendedmeaning across contexts.
In this study, de-centring was operationalised through international ratings
of importance and cultural difficulty, qualitative feedback on interpretation
andwording, corpus-informed linguistic analysis, research team review and
Round 2 consensus testing. The Delphi aimed to identify: (1) the perceived
importance of each RCM mechanism and RFM non-modifiable item, (2)
the perceived cultural difficulty of achieving them, (3) recommended
wording changes to improve cross-cultural applicability, and (4) which
response category for each RFM modifiable item best aligned with local
cultural context.

Participants and recruitment
Participants were recruited through the RECOLLECT International
Research Consortium33, which, at the time of the study, spanned 31 coun-
tries across Africa, Asia, Europe, North America, South America and
Oceania.Country leadswere invited toparticipate aspanellists and to recruit
additional eligible panellists within their national networks.

Eligibility criteriawere: age 18years or older and experience of anRC in
any role. To avoid over-representation from individual countries, recruit-
ment was monitored by country, and country leads were asked to stop
recruitment once five responses had been received, although any additional
responses already submitted were retained. Consent was implied through
survey completion, in line with standard Delphi practice34. Panellist anon-
ymity was maintained through an individual online survey design, without
access to the identities or responses of other panellists. This reduced the risk
that panellists, particularly those with less experience or from countries
whereRCs are still emerging,might feel inhibited in expressing their views31.
Names were given optionally for acknowledgement purposes and were
accessible only to the Delphi administrator (YK), who had no voting rights
in the consensus process.

Survey development and procedure
The draft survey was created by YK, reviewed by the research team, and
pilotedby country leads fromBrazil, Estonia, Germany, Japan andThailand
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to improve clarity, linguistic accessibility, suitability for online completion,
and cross-cultural relevance. Revisions following piloting included adding
clarifying examples to potentially ambiguous terms, and incorporating
optional free-text comment boxes alongside quantitative responses.

The finalised survey was used in Round 1 in English. Panellists rated
the four RCM mechanisms and seven RFM non-modifiable items for (a)
importance and (b) cultural difficulty of achieving them in their context.
Ratings used five-point Likert scales (1 = ‘Not at all’ to 5 = ‘Very important/
difficult’), and for each itempanellists could also suggestwording changes to
improve cultural applicability. Panellists then indicated, for each of the five
RFMmodifiable items, which of the two response categories better aligned
with the cultural context ofRCs in their country, and could providewording
suggestions. Round 1 remained open from July to November 2025
(16 weeks), closing after 7 consecutive days without a new response.

The Round 1 surveywas thenmodified as described in the next section
to create the Round 2 survey. Round 2 remained open from January to
February 2026 (5 weeks). Fortnightly reminders were sent to support
retention. No financial incentives were used, as these may undermine the
quality of panellist input in Delphi studies31. Panellists were offered social
recognition through acknowledgement in the final paper35.

Analysis
For quantitative importance and cultural difficulty ratings, consensus was
predefined as 70% or more of responses falling within the same category
after collapsing the originalfive-point scale into three categories. There is no
universally accepted Delphi consensus threshold, and published studies use
heterogeneous definitions and criteria; thresholds should therefore be pre-
specified and justified36. The 70% threshold was specified in the published
protocol and selected to indicate a clear majority across a culturally diverse
international panel. Responses of 1 and2were combined, 3was retainedas a
middle category, and 4 and 5 were combined. This prespecified approach
was used to reduce potential cross-cultural response bias37, particularly
variation in the use of extreme response options across cultural groups, and
was supported by pilot findings indicating that a three-point structure
would preserve meaningful distinctions while improving comparability
across cultural groups28.

Descriptive statistics were used to summarise responses, including
frequencies, proportions, and medians (interquartile ranges (IQRs)). For
RFM modifiable items, frequencies and proportions were calculated for
Type 1 versus Type 2 responses. Items not reaching consensus in Round 1,
or generating substantial qualitative concern, were revised and re-presented
in Round 2. Quantitative findings identified where reconsideration was
needed, whereas the free-text and corpus-informed analyses clarified why
an item was difficult and informed how it should be revised; no formal
numerical weighting was applied between these forms of evidence. Where
feedback differed across cultural contexts, divergent interpretations were
treated as evidence of ambiguity, and wording was revised to make the
intended construct more explicit without adopting one culturally specific
formulation as the standard.

Free-text responses in Round 1 were analysed using corpus-informed
linguistic analysis, a software-assisted approach for examining large col-
lections of digitised text, to identify recurrent terms and themes, patterns of
language use, and ambiguities that informed wording changes to improve
cross-cultural applicability. This approach differed from the published
protocol28, which had proposed descriptive content analysis, because the
responses consisted of brief, item-specific comments from panellists across
20 countries. The corpus-informedapproachenabled amore systematic and
replicable analysis of language use than the one allowed by traditional
manual qualitative thematic analysis of texts, particularly for large datasets.
The automatic extraction of descriptive statistics, such as frequencies,
together with the examination of terms of interest in their contexts of use,
allowed recurrent patterns of meaning to be identified more readily and
robustly. The analytic aim was to compare recurrent wordings and con-
textualmeanings systematically across response sets rather than todevelop a
conventional thematic coding framework. Open-text responses were

grouped into datasets for each question type: cultural difficulty, components
and mechanisms; importance, components and mechanisms; and cultural
fit and wording.

Keywords, defined as words statistically salient in one dataset when
compared to a reference dataset, were retrieved for each response dataset
using the enTenTen21 corpus as reference (~52 billion words, available in
SketchEngine, the software used for the analysis). Keyword candidates were
generated automatically by Sketch Engine and were selected based on their
keyness scores. Sketch Engine calculates keyness using the simple maths
method,which involves the comparisonof thenormalised frequencies of the
words in the dataset of interest with those of the dataset of reference; this is
an effect size measure, and it makes it possible to compare between corpora
of different sizes. Each keyword was examined within its concordance lines
(strings of text displaying the term of interest in context) to determine
whether it indicated recurrent ambiguity, culturally specific interpretation
or a wording preference relevant to item revision. Salient themes and
insights into language use and preferences were identified inductively by
examining concordance lines.

The initial concordance interpretation was conducted by SVL and YK
and reviewed through discussion with the research team, including the
developers of the RCM and RFM. No formal inter-rater reliability statistic
was calculated because the analysis was used to inform wording revision
rather than to produce an independently coded thematic framework.
Divergent interpretations were treated as substantive evidence of possible
cultural or semantic ambiguity rather than resolved solely throughmajority
ratings. Item revisions drew on recurrent ambiguities and culturally loaded
wording identified through keyword and concordance analyses, alternative
formulations proposed by panellists, and research team interpretation.
Findings and proposed revisions were reviewed by the research team,
including the developers of the RCM and RFM, before the revised wording
waspresented inRound2. The resulting revisedwordingwas then evaluated
by the Round 2 panel for understandability and cultural appropriateness
across participating settings, with all 11 revised items reaching the pre-
specified consensus threshold for both criteria. In Round 2, panellists were
asked whether the proposed revisions were appropriate in their contexts
and, if not, to suggest further changes. The limited additional suggestions
made in Round 2 were reviewed by YK in discussion with co-authors, and
three minor post-Round 2 wording refinements were implemented by the
research team. All panellists were sent the finalised Global RCM v1 and
Global RFM v1 after Round 2.

Results
A total of 54 panellists from 20 countries completed Round 1. Participants
included 22 RC managers (40.7%), 10 RC researchers (18.5%), 9 RC peer
trainers (16.7%), 7 RC non-peer trainers (13.0%), and 6 other RC staff
(11.1%). In terms of RC experience, 13 panellists (24.1%) had 7+ years’
experience, 13 (24.1%) had 4–6 years, 22 (40.7%) had 1–3 years, and 6
(11.1%) had less than 1 year. Geographically, panellists were mainly from
Western Europe (42.6%) and Asia (29.6%), with additional representation
from Central Europe (11.1%), Oceania (5.6%), North America (5.6%),
SouthAmerica (3.7%), andEasternEurope (1.9%). InRound2, 41 panellists
(75.9%) from 15 countries participated. Geographical representation
remained strongest from Western Europe (46.3%) and Asia (26.8%), fol-
lowed by Central Europe (9.8%), North America (7.3%), Oceania (4.9%),
and South America (4.9%). Table 1 presents the panellist characteristics.

Round 1 quantitative findings
All four RCM mechanisms reached consensus for importance, with
92.6–98.1% of panellists rating them in the 4–5 category after collapsing the
five-point scale into three categories (Table 2). Six of the seven RFM non-
modifiable itemsalso reachedconsensus for importance (70.4–100.0%).The
exceptionwas tailored to the student,which fell just below the threshold (37/
54, 68.5%). Median importance ratings were uniformly high (median 4–5).

By contrast, consensus on cultural difficulty was more limited. Cru-
cially, no RCM mechanism reached consensus for low difficulty (1–2
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category). Among the RFM non-modifiable items, only Learning, Social
connectedness, and Commitment to recovery reached consensus for low
difficulty, with 70.4%, 70.4%, and 75.9% of panellists respectively rating
themin the 1–2 category.Mediandifficulty ratings ranged from2 to 3 across
items, indicating that achieving these standards involves significant cultural
navigation. This pattern suggests that panellists generally endorsed the
underlying RC principles but experienced difficulty interpreting and
applying their wording within local cultural and service contexts.

Round 1 qualitative findings informing revision
To understand how panellists interpreted the items across settings and to
identify wording that could improve cross-cultural applicability, free-text
responses fromRound1 (totalling 9541words)were analysed using corpus-
informed linguistic analysis. This analysis extracted ‘keywords’ (terms sig-
nificantly salient in the focus dataset in comparison to a larger one of general
English language) for each dataset of the free-text responses to identify
recurrent terms and patterns of language use, and inductively identify
themes. Examination of the keywords in context of use can identify ambi-
guities and points of tension in how panellists understood and applied the
RC wording/terminology. Table 3 presents the main cross-cultural issues
identified (Supplementary Table 3 for more details).

Free-text feedback on the five modifiable RFM items showed that the
original binary Type 1/Type 2 response format did not adequately reflect all
RCmodels. Panellists noted that some colleges combined both types within
the same item, such as beingpartly community-based andpartly located in a
dedicated RC space, or offering course content both distinct from and
integrated with clinical provision. Therefore, a third response option, ‘Both
Type 1 and Type 2 (blended)’, was added for all modifiable items before
Round 2.

Supplementary Table 4 presents the wording changesmade for Round
2 in response toRound 1 input. Items that had already reached consensus as
culturally not difficult (i.e. RFM 2 Learning, 5 Social connectedness, and 7
Commitment to recovery) were retained largely unchanged; where quali-
tative comments informed revision, these changeswereminor and intended
only to clarify wording or improve cross-cultural accessibility.

Round 2 evaluation of revised wording
In Round 2, all 11 revised items reached consensus for both under-
standability and cultural appropriateness (Table 4). For understandability,
73.2–95.1% of panellists rated the revised wording in the 4–5 category, and
for cultural appropriateness the corresponding range was 80.5–95.1%.
These findings supported the acceptability of the revised wording across
settings.

Finalised cross-cultural version of the RCM and RFM items
In Round 2, all items reached consensus as culturally appropriate. Quali-
tative comments (1157words)were limited and largely confirmatory. Three
minor wording refinements were implemented by the research team
(Supplementary Table 5). The final Global RCM Version 1 (Global RCM
v1) and Global RFM Version 1 (Global RFM v1), alongside the original
England-developed wording, are presented in Supplementary Table 6.

Table 1 | Panellist characteristics (n = 54)

Country Primary role Years of experience R2

Australia RC staff 7+ years ✓

Australia RC manager 1–3 years ✓

Brazil RC manager 1–3 years ✓

Brazil RC researcher 1–3 years ✓

Canada RC researcher 7+ years ✓

Canada RC manager 1–3 years ✓

Canada RC manager 4–6 years ✓

Czech Republic RC manager 4–6 years ✓

Czech Republic/
Slovakia

RC researcher 4–6 years ✓

Denmark RC manager 7+ years ✓

Denmark RC non-peer trainer 7+ years ✓

Denmark RC peer trainer 1–3 years

England RC researcher 1–3 years ✓

England RC manager 7+ years ✓

England RC manager 1–3 years

England RC manager 7+ years ✓

England RC manager 4–6 years ✓

England RC staff 4–6 years ✓

England RC manager 7+ years

England RC peer trainer Less than 1 year ✓

England RC peer trainer 4–6 years ✓

Estonia RC researcher Less than 1 year

Finland RC researcher 1–3 years ✓

Finland RC manager 4–6 years ✓

Finland RC non-peer trainer Less than 1 year ✓

France RC researcher 7+ years ✓

Germany RC researcher 1–3 years ✓

Germany RC manager 7+ years

Germany RC non-peer trainer 1–3 years ✓

Hong Kong RC manager 4–6 years

Hong Kong RC researcher 7+ years

Italy RC manager 1–3 years ✓

Italy RC manager 7+ years ✓

Japan RC non-peer trainer 7+ years ✓

Japan RC non-peer trainer 4–6 years ✓

Japan RC peer trainer 1–3 years ✓

Japan RC researcher 1–3 years ✓

Japan RC manager 4–6 years ✓

Japan RC manager 1–3 years

Japan RC non-peer trainer 1–3 years ✓

Japan RC non-peer trainer 4–6 years ✓

Netherlands RC researcher Less than 1 year ✓

New Zealand RC staff 1–3 years

Spain RC manager 7+ years

Sweden RC researcher 1–3 years ✓

Sweden RC manager Less than 1 year ✓

Sweden RC manager 1–3 years ✓

Switzerland RC manager 1–3 years

Thailand RC peer trainer 1–3 years ✓

Thailand RC peer trainer 7+ years ✓

Table 1 (continued) | Panellist characteristics (n = 54)

Country Primary role Years of experience R2

Thailand RC peer trainer Less than 1 year

Thailand RC peer trainer 4–6 years

Thailand RC peer trainer 4–6 years ✓

Thailand RC staff 1–3 years ✓

RC non-peer trainer includes roles such as psychologist, nurse, social worker, or educator.
R2 participated in the Round 2 survey, RC Recovery College.
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Discussion
This two-round internationalDelphi studyuseda cross-cultural de-centring
approach, informed by corpus-informed linguistic analysis of panellist
feedback, to examine the cross-cultural applicability of the RCM and RFM.
We found that cultural influence operated less at the level of whether RC
principles were valued, and more at the level of how those principles were
understood, worded and enacted. Cross-cultural de-centring helped make
implicit assumptions explicit, distinguish personal and social recovery from
clinical recovery, and reframe ideas such as tailoring andpartnership inways
that were meaningful and feasible across diverse contexts. This is timely in
light of current international emphasis on person-centred, rights-based and
community-based mental health care38.

A centralfindingwas that the underlyingRCprinciples travelled better
than the original Englishwording used to express them. In Round 1, all four

RCM mechanisms and six of seven non-modifiable RFM items reached
consensus for importance, yet consensus on low cultural difficulty was
much more limited. This pattern suggests that panellists across settings
broadly endorsed the constructs, but not always the phrasing throughwhich
those constructs had been operationalised. In cross-cultural psychiatry
terms, the challengewas less about conceptual rejection thanabout semantic
portability and contextual intelligibility2. The study therefore supports a
distinction between valuing a principle and recognising it in a linguistic
formshapedbyaparticular cultural and servicediscourse.This distinction is
especially important for recovery-oriented frameworks, where apparently
familiar termsmay carry different institutional, clinical andmoralmeanings
across settings39.

The study also makes visible how tools developed in high-income
Anglophone settings can contain assumptions that are locally intelligible but

Table 2 | Round 1 ratings for importance and cultural difficulty of RCMmechanisms and RFM non-modifiable items (N = 54)

Item Importance 4–5
n (%)

Importance
Median (IQR)

Importance
consensus met

Difficulty 1–2
n (%)

Difficulty
Median (IQR)

Difficulty
consensus met

RCM mechanisms

Empowering environment 51 (94.4) 5 (4–5) Yes 33 (61.1) 2 (2–3) No

Shifting the balance
of power

50 (92.6) 5 (4–5) Yes 22 (40.7) 3 (2–4) No

Enabling different
relationships

52 (96.3) 5 (4–5) Yes 28 (51.9) 2 (2–3) No

Facilitating personal
growth

53 (98.1) 5 (5–5) Yes 34 (63.0) 2 (2–3) No

RFM non-modifiable items

1. Valuing equality 54 (100.0) 5 (5–5) Yes 33 (61.1) 2 (2–3) No

2. Learning 48 (88.9) 5 (4–5) Yes 38 (70.4) 2 (2–3) Yes

3. Tailored to the student 37 (68.5) 4 (3–5) No 20 (37.0) 3 (2–3) No

4. Co-production of
the RC

49 (90.7) 5 (4–5) Yes 27 (50.0) 2 (2–3) No

5. Social connectedness 50 (92.6) 5 (4–5) Yes 38 (70.4) 2 (2–3) Yes

6. Community focus 38 (70.4) 4 (3–5) Yes 24 (44.4) 3 (2–4) No

7. Commitment to
recovery

51 (94.4) 5 (5–5) Yes 41 (75.9) 2 (1–2) Yes

Consensus was predefined as ≥70%of responses falling within the same collapsed category. For importance, consensus was assessed in the 4–5 category. For difficulty, consensuswas assessed in the
1–2 category. Medians and IQRs (interquartile ranges) are based on the original five-point scale.

Table 3 | Main cross-cultural issues identified in Round 1 free-text responses and corresponding wording revision

Item Panellist feedback Revision made

Empowering environment Lacked a clear equivalent in some contexts; meaning was inconsistent Emphasised strengths, autonomy, choice and control

Shifting the balance of power Felt abstract, confrontational or hard to realise; cultural and structural
barriers noted

Reframed as equal partnership

Enabling different relationships Unclear what relationships were meant and with whom Revised to focus on connecting and working together

Facilitating personal growth Expectation of upward progress did not fit recovery in some contexts Recentred on recovery rather than growth

Valuing equality Tension between equality and individual needs; ‘student’ label queried Emphasised accessibility, equity and clearer role
descriptors

Learning Adult learning approaches were unfamiliar in some settings; terminology
was too jargonistic

Simplified and clarified in non-jargonistic terms

Tailored to the student Interpreted variously as person-centred flexibility or cultural adaptation;
resource constraints noted

Clarified as adapting to student needs within local context

Co-production of the RC Meaning unclear; panellists requested explanation or examples Described shared decision-making and contributor roles
more explicitly

Social connectedness Ambiguity between internal RC relationships and wider community links Distinguished connectedness within the RC and beyond

Community focus Unclearwhat kind of community wasmeant; organisational barriers noted Made intended meaning of community more explicit

Commitment to recovery Often understood as clinical rather than personal or social recovery Clarified intended meaning of recovery
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not automatically universal. Terms such as ‘co-production’, ‘shifting the
balance of power’ and ‘recovery’ are well established within UK recovery-
oriented policy and service reform discourse, and can therefore appear self-
explanatory to researchers and practitioners working within that context.
Internationally, however, these terms were not always interpreted con-
sistently and sometimes carried unintended meanings17,18. For example,
‘shifting the balance of power’ assumes a discourse of explicit power
redistribution that may resonate in Anglophone service reform language,
butmay sound confrontational, abstract or structurally unclear elsewhere40.
Likewise, although co-production is now widely used in UK health policy
and personalised care discourse, it does not travel as a universally shared
termwithout explanation41.One interpretation is that thiswording reflected
assumptions common in some Anglophone service cultures, including
relatively explicit egalitarian language, individual autonomy and tolerance
of open-ended participation42,43. Across countries, panellists repeatedly
sought clarification of meaning, role and relationship, suggesting that these
assumptions were not consistently shared internationally. De-centring
therefore did not replace the underlying RC principles; rather, it made their
intended meaning and source-context assumptions more explicit across
contexts. This aligns with wider concerns in cross-cultural psychiatry about
dominant systems mistaking local categories for universal ones44.

The item revisions illustrate how this de-centring process worked in
practice. ‘Empowering environment’ became ‘Empowering, autonomy-
supporting environment’, making explicit a meaning that had been too
dependent on English-language recovery vocabulary. ‘Shifting the balance
of power’ became ‘Moving toward an equal partnership’, replacing an
abstract andpotentially adversarial formulationwithwording thatwasmore
relational and consistent with shared decision-making language. ‘Enabling
different relationships’ became ‘Connecting and working together’,
removing ambiguity around what ‘different’ meant. ‘Facilitating personal
growth’ became ‘Facilitating recovery’, avoiding a potentially culturally
loaded assumption that improvement must take the form of upward
growth. Similar refinements occurred within the Fidelity Measure. ‘Pro-
fessionals’ became ‘staff’, reducing dependence on systems in which ‘pro-
fessional’ implies formal registration or status. ‘Tailored to the student’was
reframed to emphasise flexibility, reasonable adjustments and feasibility
within local context and resources, rather than assuming a uniformly well-
resourced service infrastructure. ‘Commitment to recovery’ was expanded
to specify that recovery refers to personal and social recovery, not only
clinical recovery or symptom reduction. Collectively, these changes moved

the framework away from locally saturated shorthand and toward wording
that was more explicit, relational and transferable.

These findings have implications beyond RCs. Mental health tools
developed in high-income Anglophone contexts may be presented as
broadly applicable while still embedding culturally and institutionally spe-
cific assumptions about service organisation, professional identity, rights
discourse and interpersonal style45. This is a general risk when any national
or regional model becomes influential internationally46. The same de-
centring approach could inform the adaptation of other mental health
service tools involving concepts such as empowerment, recovery, shared
decision-making, co-production, autonomy and community participation,
whose meanings and practical expression may vary across cultural and
service contexts. The present study showswhy explicit de-centring is needed
before such tools are used across diverse international settings. De-centring
therefore has both methodological and ethical value: it improves inter-
pretability while reducing the risk that culture-specific assumptions are
universalised.

The revised wording provides the Global RCM v1 and Global RFM v1
for research, service development and dialogue across international RC
settings. These v1 tools are not intended to replace the original England-
developed versions, but to retain interoperability with them while sup-
porting more consistent interpretation across countries. The Global ver-
sions are intended for cross-national studies and applications outside
England, whereas the original versions may remain appropriate where
continuity with England-based research or practice is required. The two
versions were designed to preserve conceptual interoperability, but their
empirical equivalence requires further comparative testing. Any additional
linguistic or local adaptations should therefore be clearly documented and
reported. This matters because international comparison requires enough
continuity to compare findings, but enough de-centring to avoid imposing
source-context assumptions uncritically. The Global RCM v1 and Global
RFMv1may therefore support cross-national RC research, local adaptation
work, and policy dialogue in countries seeking to build recovery-oriented
services without simply importing Anglophone terminology.

This studyhas several strengths. Toour knowledge, the study is thefirst
to apply an explicitmulti-country de-centring process to both the RCMand
RFM. It builds on previous RC fidelity, international comparison and local
adaptation research by moving from describing cultural variation to pro-
spectively revising the tools through international consensus. Many cross-
cultural mental health studies adopt frontal comparison47, in which tools or

Table 4 | Round 2 quantitative findings

Revised item Understandable in context
4–5 n (%)

Median (IQR) Consensus Culturally
appropriate
4–5 n (%)

Median (IQR) Consensus

RCM mechanisms

Empowering, autonomy-supporting
environment

30 (73.2) 4 (3–4) Yes 34 (82.9) 4 (4–4) Yes

Moving toward an equal partnership 39 (95.1) 5 (4–5) Yes 38 (92.7) 5 (4–5) Yes

Connecting with peers and working together 37 (90.2) 5 (4–5) Yes 37 (90.2) 5 (4–5) Yes

Facilitating recovery 32 (78.0) 4 (4–5) Yes 33 (80.5) 4 (4–5) Yes

RFM non-modifiable items

1. Valuing equality 39 (95.1) 4 (4–5) Yes 37 (90.2) 5 (4–5) Yes

2. Learning 37 (90.2) 4 (4–5) Yes 36 (87.8) 5 (4–5) Yes

3. Tailored to the student 36 (87.8) 4 (4–5) Yes 36 (87.8) 4 (4–5) Yes

4. Co-production of the RC 33 (80.5) 4 (4–5) Yes 34 (82.9) 4 (4–5) Yes

5. Social connectedness 39 (95.1) 4 (4–5) Yes 39 (95.1) 5 (4–5) Yes

6. Community focus 39 (95.1) 4 (4–5) Yes 35 (85.4) 5 (4–5) Yes

7. Commitment to recovery 39 (95.1) 5 (4–5) Yes 39 (95.1) 5 (4–5) Yes

Consensus was predefined as ≥70% of responses in the 4–5 category.
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interventions developed in one source context are assessed against one or
more target contexts. This canbeuseful for identifying adaptationneeds, but
may also reproduce a source-versus-target logic in which non-Anglophone
settings are mainly understood by how they differ from an Anglophone
reference point. By contrast, this study enabled a more inclusive lateral
comparison across multiple RC settings, examining how concepts were
interpreted frommultiple standpoints and generatingfindingswith broader
international relevance. Its rigour lies in the mixed-method design: an
international Delphi across 20 countries, predefined quantitative consensus
thresholds, corpus-informed linguistic analysis of free-text responses, and
iterative research team consultation to ensure that revisions were both
evidence-informed and conceptually coherent.

The study also has limitations. The sample was international but
necessarily limited to countries where RCs exist or where relevant expertise
was available; therefore, the study should not be interpreted as representing
all world regions. However, given that RCs have been identified in 31
countries, participation from20 countries represents substantial coverage of
the current international RC community. Participation was still uneven
across regions and countries, and some RC settings were represented by
more panellists than others. Although recruitment was monitored by
country and capped at five responses where possible, representation
remained strongest from Western Europe and Asia. Consequently, the
consensus may have been influenced more strongly by regions with larger
samples and more established RC traditions, while perspectives from less
represented regionsmay not have been fully captured. The consultationwas
conducted in English, whichmay have privileged panellists already familiar
withAnglophone recovery discourse. English therefore functioned both as a
methodological constraint and as part of the phenomenon under investi-
gation, while alsomaking visible some of the linguistic assumptions that the
study sought to examine. Round 2 established consensus on under-
standability and cultural appropriateness of the revisedEnglishwording, but
did not test translated versions or implementation in each context. Finally,
because panellists were people already engagedwithRCs, the study does not
capture views from all stakeholders whomay encounter these tools in wider
policy or service environments.

A priority for future research is direct comparative testing of the
empirical equivalence of the Global RCM v1 and Global RFM v1 with the
original England-developed versions. Future work should test how the
Global RCM v1 and Global RFM v1 perform in translated versions and
specific national settings, including whether further adaptation is needed at
the level of examples, scoring or guidance for interpretation. Comparative
work could also examine whether some items continue to function differ-
ently across linguistic regions, service systems or legal-political contexts.
More broadly, the study supports a research agenda in cross-cultural psy-
chiatry that treats tool adaptation as a substantive epistemic task rather than
a final technical step. In conclusion, this Delphi study suggests that RC
principles are broadly valued across the participating settings, but that
wording developed in a high-income Anglophone context required de-
centring before it could become more internationally usable. The Global
RCM v1 and Global RFM v1 therefore represent not a departure from the
RC model, but a clearer articulation shown to be understandable and cul-
turally appropriate across the settings represented in this study.
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