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1. Purpose of this Report
The International Initiative for Mental Health Leadership (IIMHL) (www.iimhl.com) is a unique international
collaborative that focuses on mental health and addictions. IIMHL is a collaboration of seven countries: Australia,
England, Canada, New Zealand, Republic of Ireland, Scotland and USA.
IIMHL organises structured staﬀ matches, systems for international networking, innovation sharing and problem
solving across countries and agencies. The overall aim is to provide better outcomes for people who use mental
health and addiction services and their families.
Knowledge exchange is what IIMHL calls the activities that connect people through the Leadership Exchange
and Network Meetings that are held every 18 months.
Knowledge transfer is what we aim for in promoting workshops/training in the diﬀerent regions between
Exchanges.
This report is designed to give an overview of IIMHL activities for the twelve months January to December 2011.
In addition it also gives an update of leaders’ activities from our sister organisation the International Initiative
for Disability Leadership (IIDL).

2. Chairperson’s Report
I am pleased to say that it continues to be an honour for me to chair the Sponsoring Countries
Leadership Group of the IIMHL and to work with IIMHL’s members. 2011 was a year of accomplishment for the IIMHL and I am conﬁdent that IIMHL will continue to contribute to the international
dialogue and interest in mental health in 2012 and beyond.
We were fortunate to be hosted by the United States Substance Abuse and Mental Health Services
Administration (SAMHSA) at the IIMHL Network Meeting in San Francisco in September. SAMHSA
truly demonstrated the values behind “A Diﬀerent Kind of Leadership” with a thoughtful and
thought provoking program of plenaries, workshops and presentations. Highlights included: The
California Traditional Pomo Dancers opened the meeting with a powerful performance that
Kathy Langlois
set the tone for cultural inclusion; Tonier Cain’s moving discussion of child abuse, homelessness
Chair, IIMHL
and healing; Patty McGowan’s memorable presentation on thriving with schizophrenia; Nadine
........................................ Burke Harris’ clear description of the link between early childhood experiences, mental health
and physical health; and, the Wharerātā Group’s perspectives on Indigenous mental health leadership. In all of
these, we were reminded that values and culture are the foundation upon which leadership is built.
Preceding the Network Meeting were over forty matches held across North America. They showcased promising
practices in mental health, addictions and disability leadership and created excellent value for those who
participated as was showcased in vignettes developed and recorded by Steve Randazzo of SAMHSA. I was
personally very fortunate to attend the San Francisco match on “Historic and Contemporary Trauma and
Healing in Indigenous Populations”. In this match, over ﬁfty Indigenous and non-Indigenous participants
came together to discuss and learn about: the colonization experienced by Indigenous peoples; wise
practices in healing from trauma; and, that there are many common experiences around the world. Participants
expressed their hopes to bring about a future in which Indigenous peoples are fully visible and mutual partners
in their countries.
IIMHL continues to be very ably supported by Fran Silvestri and his team. Huge thanks to Fran, David Robinson,
Erin Geaney, Lorna Sullivan and Frank Collins for their dedication, eﬀort and leadership.
The IIMHL network has been strengthened over the past year by sharing successes and tools to inﬂuence
systems change in mental health. This work will continue in 2012. In closing, the following quote sums up
my hope for the continued growth and impact of the IIMHL:
“Let us put our minds together
and see what kind of life we can build for our children.”
- Sitting Bull
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3. President & CEO’s Report
In 2011 IIMHL continued to achieve milestones. We have nearly 2,500 subscribers who receive
IIMHL Update and 1418 member organisations , and; we completed a very successful Leadership
Exchange thanks to our colleagues from the US and Canada. We also have interest from other
countries in joining IIMHL however at this point in time we will stay with our seven main participating
countries.
I am delighted to have the opportunity to introduce our 2012 annual report by highlighting for
you some of our exciting developments:
2011 IIMHL Leadership Exchange. This Exchange was a great success and we appreciate the
strong team eﬀort led by Pam Hyde and SAMHSA with support from Kathy Langlois and her
Canadian colleagues. In particular we wish to thank Winnie Mitchell, Steven Randazzo, Kana
Enomoto from SAMHSA and especially Jeannie Campbell from the National Council who
IIMHL
........................................ coordinated the Leadership Exchange and the highly successful Network Meeting in San
Francisco. Leadership matches were held primarily around the US with some also in Canada.
Several powerful and thought provoking presentations were given at the Network Meeting in San Francisco.
Those presentations are on our website.
Fran Silvestri
President and CEO,

Knowledge Transfer between IIMHL Exchanges. IIMHL launched a new program of sharing knowledge and
expertise between Exchanges so that expertise continues to be shared among countries in the 18 months
between exchanges. In 2011 we undertook two workshops in Australia and New Zealand led by experts in
trauma-informed care and the award winning Milwaukee wrap-around services for youth.
Webinars. In collaboration with the National Council for Community Behavioral Healthcare, IIMHL has assisted
in initiating a series of webinars featuring experts from each of the seven IIMHL countries. Called the Behavioral
Health World Series — these webinars focus on the best business and clinical practices from practitioners
and experts around the world.
The Wharerātā Declaration. The ‘Wharerātā Declaration’ was born from discussions among indigenous peoples
from Australia, Canada, New Zealand, Samoa and the US. Work continued in 2011 in a meeting in San Francisco
of indigenous peoples and focused on unique aspects of leadership concepts and development within indigenous
communities and a strong network of, and framework for indigenous leaders has resulted. This is described
by Rose Sones from Canada further in this report.
IIDL – Progress in disability activities. The 2011 Exchange was really a watershed year for the work of IIDL
with a record number of people engaging in both the matches and Network Meeting. Our challenge now
will be to maintain this momentum and to go from strength to strength. The major challenge to face the
ongoing development of this initiative continues to be securing suﬃcient ﬁnancial membership from more
countries to sustain its progress and this will need to be a focus for the upcoming twelve months. To date
the only countries funding IIDL are New Zealand and Ireland.
New Zealand and Australia 4th to 8th March 2013. In 2012 we will continue our work with our Australasian
colleagues to prepare for the 2013 Leadership Exchange in New Zealand and Australia with the Network
Meeting in Auckland. The theme for the Leadership Exchange is “Service innovation across the lifespan – what
does it take to make an impact?”
IIMHL remains a very small 'virtual' organization yet our reach continues to grow. Our success relies on the
participation of the leaders and organizations that have become part of the fabric of IIMHL. IIMHL oﬀers a
conduit to ﬁnd colleagues and ideas that we all need to continue to improve what we do. While there are some
indicators that the economic situation is beginning to improve, it is critical that we learn about innovations by
expanding our curiosity and determination to ﬁnd out how we can work better and more eﬀectively.
As leaders, what we face is not unique. I am sure that within the network of leaders there are colleagues who have
the same issues, confronted with the same barriers and have creative ideas of how to provide better services
for the people that need them. If we can each ﬁnd those colleagues to collaborate and partner, we can implement
innovative and creative practices.
Thanks to all of you who have contributed to IIMHL’s success in 2011 and we look forward to continuing to build
more eﬀective leadership together.
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4. IIMHL to December 2011 at a Glance
Key facts. IIMHL has nearly 2,500 subscribers listed on our database representing15 countries and 1418 organizations.
IIMHL has had eight Leadership Exchanges since 2003 involving many leaders from the seven countries. Only leaders
from the sponsoring countries can attend the Exchanges.
Following each match is a two-day Network Meeting.

2003: 23 Leadership matches involving 55 people
Working Conference attendance: 84

...................................................................................................................................

2004: 44 Leadership matches involving 118 people
Working Conference attendance: 180

...................................................................................................................................

2005: 53 Leadership matches involving 173 people
Working Conference attendance: 212

...................................................................................................................................

ATTENDANCE

2006: 72 Leadership matches involving 208 people
Working Conference attendance: 250

...................................................................................................................................

2007: 90 Leadership matches involving 370 people
Network Meeting attendance: 450

...................................................................................................................................

2009: 65 Leadership matches involving 300 people
Network Meeting attendance: 350

...................................................................................................................................

2010: 52 Leadership matches involving 358 people
Network Meeting attendance: 460

...................................................................................................................................

2011: 39 Leadership matches involving 206 people
Network Meeting attendance: 360

5. IIMHL Vision, Mission and Goals
These have been refined over time since IIMHL’s inception:
Vision. “We seek a future where everyone with a mental illness / mental health issue and those who care for them will
have access to eﬀective treatment and support from communities and providers who have the knowledge and
competence to oﬀer services that promote recovery.”
Mission. To achieve its vision IIMHL provides an international infrastructure to identify and exchange information about
eﬀective leadership, management and operational practices in the delivery of mental health services. It encourages
the development of organizational and management best practice within mental health services through collaborative
and innovative arrangements among mental health leaders.
Goals
• Provide a single international point of reference for key mental health leaders
• Strengthen workforce development and mentoring of mental health leaders
• Identify and disseminate best management and operational practices
• Foster innovation and creativity
• Expand the knowledge of:
- Building community capacity
- Implementing best practices for consumer recovery
- Expanding methodologies for integration with other health and social systems
• Promote international collaboration and research
• Provide assistance to international organizations such as the World Health Organization (WHO), the World
Federation for Mental Health (WFMH) and sponsoring countries to build low and middle income countries
to increase their ability to operate community based recovery systems.
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6. Collaborating Countries
Seven countries make up the IIMHL collaboration: Australia, England, Canada, New Zealand, Republic of Ireland,
Scotland and USA. Each country pays into a small fund which operates the administration of IIMHL.
About every 16 months a Leadership Exchange is organised in which leaders visit the host country and share
information, innovations and research. ‘Hosts’ are those leaders who host and arrange a match and ‘visitors’ are
leaders who visit the host site in another country or state.

7. IIMHL Operations
As of January 2010 IIMHL has operated as a 501c (3) US non-proﬁt corporation.
IIMHL President / CEO and staff. Currently a small ‘virtual’ international oﬃce is led by Fran Silvestri.
Erin Geaney works part-time to undertake much of the administrative work. David Robinson is also part-time
and his focus is operations, mainly website and database issues. Janet Peters the New Zealand Liaison also
assists with communications for IIMHL and within New Zealand.
Lorna Sullivan is leading work with disability leaders.
Frank Collins from the Mental Health Corporations of America has worked on the website since IIMHL’s inception
and we are very grateful for his ongoing expertise.

8. IIMHL Structure
The structure for IIMHL is as follows:
First, a small board of directors now reviews the performance of IIMHL particularly regarding the ﬁscal and corporate
functions.
Second, a Sponsoring Countries Leadership Group (SCLG) sets direction for and oversees the activities of IIMHL.
It includes representatives from each participating country as well as the President / CEO of IIMHL and President /
CEO and Board Chair of Mental Health Corporations of America to review IIMHL goals and activities.
Third, each participating country (either on its own or with a collaborating region) is encouraged to organise
forums to:
• Identify and communicate key issues for that country/area to SCLG (and vice versa)
• Host the Leadership Exchange
• Collaborate in IIMHL activities
Fourth, some countries have chosen to nominate people to progress IIMHL activities within their country
through Liaisons.
To date these people (called IIMHL Liaisons) are:
• Australia – David McGrath
• Canada – Marie-Anik Gagné
• England – Christina Heap
• Ireland – Cath Brogan
• New Zealand – Janet Peters
• Scotland – Penelope Curtis
(Each Liaison has written a brief report about activities in their country in 2011 – see later in this report)

IIMHL | 2011ANNUALREPORT

4

9. Sponsoring Countries Leadership Group
The SCLG leadership structure consists of:
• Chair
• 1st Deputy
• 2nd Deputy
• The chairs will be representative of the regions within IIMHL (Australasia, UK and Republic of Ireland and
North America - NA) and will serve on a rotational basis
• Kathy Langlois from Canada took over as chair in May 2010

10. Membership of IIMHL
There are over 2,500 individuals registered on the database who have joined through their organizations.
There are more than 1000 organizations that have joined IIMHL and IIDL.
When leaders join IIMHL, they have access to a global network through:
• The Leadership Exchange comprising matches and the Network Meeting
• Participation in research or other collaborative activities
• Learning about innovations
• Linking with international colleagues
• Twice-monthly email bulletins (called IIMHL Update) which includes information on the latest Mental
Health issues:
- News
- Research
- Participation Webinars on best practice
It is up to each leader to make the most of their learning experience by continuing connections with like leaders.

11. Leaders Involved
A range of people involved in mental health and addictions are represented in IIMHL and IIDL activities. These
include:
• Chief executives of provider organizations
• Directors of national mental health and disability departments
• Consumer leaders
• Family leaders
• Leaders who work in child and adolescent services
• Leaders of indigenous and ethnic systems
• Clinical leaders
• Funders: states, provincial, regional, local health authorities
• Educational, training, and research leaders
• Disability leaders
• Members of the deaf community

12. Groups of Leaders Actively Collaborating on Key Topics
Examples of collaborations include:
• Child and adolescent mental health
• Interrelate: A consumer coalition from the seven countries
• Disability leadership: International Initiative for Disability Leadership (IIDL)
• Council of clinical leads
• The Wharerātā Group of Indigenous leaders

5
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13. IIMHL Leadership Exchange
The philosophy behind the IIMHL Leadership Exchange is that once key leaders are linked together, they
have the opportunity to begin collaborating and building an international partnership. The aim is to build
relationships and networks that are mutually helpful for leaders, organizations and countries. The beneﬁts of
such a collaborative eﬀort will cascade down to all staﬀ and consumers. These beneﬁts could include:
•
•
•
•
•

Joint programme and service development
Staﬀ exchanges and sabbaticals
Sharing of managerial, operational and clinical expertise (e.g. in service evaluation)
Research
Peer consultation

The exchange process involves IIMHL with the regional countries (e.g. in 2011 the US and Canada) matching
leaders. Leaders may be Government oﬃcials, provider organizations, planning and/or funding, researchers,
leaders from indigenous or speciﬁc ethnic groups, family leaders or consumer leaders. The exchange starts
with a two day visit/match and is followed with a two day Network Meeting. Each exchange occurs in a
diﬀerent region: Australia/New Zealand; North America, UK and Republic of Ireland, with one of the countries
hosting the two day working conference.
Since its inception in 2003 IIMHL has undertaken eight Leadership Exchanges:
•
•
•
•
•
•
•
•

In 2003 this was held in England with the Network Meeting in Birmingham
In 2004 it was held in the US with the Network Meeting in Washington DC
In 2005 the exchange was held in Australia and New Zealand with the Network Meeting in Wellington, NZ
In 2006 the leadership exchange was held in the Republic of Ireland, England and Scotland with the
Network Meeting in Edinburgh
In 2007 the leadership exchange was held in the US and Canada with the Network Meeting in Ottawa
In 2009 the leadership exchange was held across New Zealand and Australia with the Network Meeting
held in Brisbane
In 2010 the leadership exchange was held in Ireland with the Network Meeting held in Killarney
In 2011 the leadership Exchange was held in the US and Canada with the Network Meeting held in San
Francisco

Our ninth Leadership Exchange in 2013 will be held across New Zealand and Australia with matches on
March 4th - 8th followed by the Network Meeting held in Auckland, New Zealand. IIDL will also be an integral
part of this Exchange.
The 2014 Leadership Exchange will be:
•
•

May/June 2014: Republic of Ireland and Scotland with the Network Meeting in England
September 2015: Canada and the US with Network Meeting in Canada

Schedule of the IIMHL Leadership Exchange
Day One and Two: Matching Leaders. Leaders who are visiting are matched with colleagues with similar interests
in the hosting countries. These matches may be return visits where visiting leaders are travelling to see leaders
that they hosted in prior exchanges. The host and visitors jointly prepare a programme through prior email
contact for the two day visit that ensures that leaders’ (both host and visitor) expertise and interests are met.
This joint planning is critical as it is expected that leaders collaborate in order to meet all participants’ learning
needs.
The hosting leaders make their facilities and staﬀ available for the visitors to observe and where possible
participate in day to day activities. This programme has often included brief presentations by visiting leaders to
the staﬀ of the host organization. Sometimes collaborative research projects have been initiated during a visit.
Leaders who have been matched in prior exchanges have sometimes used these two day visits to conduct
peer consultation/assessment of a service.
Day Three: Travel. The third day of the Leadership Exchange is for travel from all of the host sites to the venue
for the IIMHL Network Meeting.
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Day Four and Five: IIMHL Network Meeting. The two day hosting period is followed by a two day meeting which
both visitors and hosts attend. The host country leads an agenda that encourages innovative international
leadership and promotes the learning from the two day visits. It is an opportunity for leaders to meet other
colleagues.

14. Preparation for 2013
The 2013 Leadership Exchange commences the week of March 4th to 8th. On Monday March 4th and 5th
leaders will be placed in around 40 sites and after a day of travel on March 6th all leaders will participate in
the Network Meeting held in Auckland March 7th and 8th.
“The theme of 2013 is Service innovation across the lifespan – what does it take to make an impact?”
Under this theme, main topic areas across the lifespan and across mental health, addiction and disability may
include:
•
•
•
•
•
•
•
•
•
•
•
•

Self/family directed supports
Addiction/substance abuse and co-existing disorders
Clinical services
Employment/education
Innovative funding solutions
NGO services/supported living
Primary care and self-care
Peer support and consumer leadership
Prevention and promotion
Using information and technology to support better outcomes
Wraparound systems of care and cross sectoral responses
Self-determination and autonomy

2013 Project Team. The Ministry of Health is managing this work and is supported by IIMHL and other key
agencies. People involved in planning for 2013 are:
NEW ZEALAND

Janet Peters
New Zealand Project Leader
.........................................................

Robyn Shearer
CEO
.........................................................

Rob Gill
Business Development and
Support Manager
.........................................................

Lorna Sullivan
Disability Leader for New Zealand
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Ministry of Health

.........................................................

IIMHL/Te Pou
.........................................................

Te Pou (the National Centre of
Mental Health Research,
Information and Workforce
Development)
.........................................................

Te Pou
.........................................................

IIDL

..................................................................................................................

.........................................................

..................................................................................................................

Memo Musa
Manager (Acting)
Mental Health and Addiction
Programmes & Sector
Capability and Implementation

memo_musa@moh.govt.nz

...................................................

janet@iimhl.com
...................................................

robyn.shearer@tepou.co.nz
...................................................

rob.gill@tepou.co.nz
...................................................

lorna@iimhl.com

In addition through Te Pou a wide group of service users, clinicians, family members, NGO, Maori and Pasiﬁka
leaders and disability leaders will be asked to assist.
Australia. We will soon be working with key Australian leaders to engage services and people in Australia.
IIMHL STAFF
Fran Silvestri

IIMHL

fran@iimhl.com

New Zealand

.............................................................................................................................................................................................

David Robinson

IIMHL

david@iimhl.com

New Zealand

.............................................................................................................................................................................................

Erin Geaney

IIMHL

erin@iimhl.com

New Zealand

15. Knowledge Exchange Activities in 2011
In addition to the IIMHL Leadership Exchanges, IIMHL facilitates the sharing of knowledge and innovations
between and within sponsoring countries. The list below identiﬁes some examples of key activities that
have occurred but IIMHL is also helping leaders in other areas.
IIMHL 2011 annual report: Wharerātā Group Update. The Wharerātā Group is an international network of
Indigenous leaders working in mental health and addictions, who share a vision of the near future in which
Indigenous peoples sustain their optimal health and wellbeing. We contribute to that vision
through strategic use of our Indigenous leadership inﬂuence and knowledge on mental
health and addictions systems.

•

Wharerātā members continue to reach out to build networks of inﬂuence to achieve systems
change on Indigenous mental health. Highlights in 2011 included:
• Article about the Group and its Declaration in the March 2011 newsletter of the LIME
Network for Indigenous medical education. www.limenetwork.net.au/content/newsletters
• With support from the National Native Addictions Partnership Foundation in Canada,
a new brochure describing the Group and the Declaration was completed in the summer
of 2011, and translated to French and Spanish. The brochure is available for download via the website, and
a limited number are available in print. www.indigenous-mental-health.ca/
Presentations on the Wharerātā Declaration were made at numerous conferences and workshops.

The Group increased its proﬁle at the San Francisco IIMHL event in September 2011, with thanks to Pamela
Hyde at the US Substance Abuse and Mental Health Services Administration for her support. Indigenous cultures
and leadership were a central theme of the event, with a cultural opening by the California Pomo Dancers
and closing round-dance led by Janet King and Michael Bellanger. The Wharerātā plenary on Indigenous
leadership generated discussion about the importance of culture in leadership. There were four matches
hosted by Indigenous organizations (see below), and over 30 new Indigenous participants attended IIMHL.
1. San Francisco, USA: Historic and Contemporary Trauma and Healing in Indigenous Populations, co-hosted
by the San Francisco Friendship House and the Wharerātā Group.
2. Ontario, Canada: Leadership and Culturally-based Governance in Mental Health & Addictions, hosted in
partnership by the Nimkee Nupigawagan Healing Centre and the National Native Addictions Partnership
Foundation.
3. British Columbia, Canada: Trauma and Mental Health in Indigenous Populations, hosted by Tsow-Tun Le Lum
Society.
4. Saskatchewan, Canada: Culture Heals, hosted the White Raven Healing Centre in All Nations Healing Hospital.
The Wharerātā website continues to grow in content, and receives approximately 1000 visitors a month.
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Examples of information available include:
• 360+ resources in the Online Library, mostly written by Indigenous authors on the following topics:
- Cultural competency
- Trauma and healing
- Addictions
- Suicide prevention
- Workforce development
- Health systems and policy
- Indigenous leadership
- Indigenous community development;
• new feature highlighting a selection of resources authored by Wharerātā members;
• new blog from DJ Eagle Bear Vanus from the USA - a motivational storyteller, leadership expert, author and
warrior; and,
• new Practice Recommendations section, with the ﬁrst draft of a recommendation on Indigenous inclusion
in mainstream conferences.
The Group is proud to have a membership of over 100 Indigenous members and allies across the seven IIMHL
countries. New Indigenous members and non-Indigenous allies are always welcome, and information on
how to get involved is on the Wharerātā website. For more information on activities and contact information,
please see www.indigenous-mental-health.ca
“Examples of mental health resources for disaster planning and responsiveness across IIMHL countries”
This report was written by Janet Peters with the help of hundreds of people from IIMHL countries and completed
in 2011.
Some IIMHL countries have recently had natural disasters or acts of terrorism leading to many deaths and
much trauma for individuals, families, communities and nations. Examples of these are: Australia’s ﬂoods and
bushﬁres; England’s subway bombings; New Zealand’s mining disaster and earthquakes; and America’s 9/11,
shootings, oil spill, hurricane Katrina and recent tornadoes.
In times of challenging ﬁnancial environments it is even more critical that we learn from each other. As several
IIMHL countries have had to plan and respond to disasters, this report aims to share a wide range of resources
in the area of mental health responsiveness following a disaster. Resources include national and state planning
documents, community resources, clinical resources; and, resources for individuals, children parents and families.
This report expanded on a brief e-bulletin that was sent to national and state IIMHL leaders. The information
was obtained via two main strategies:
• The websites of IIMHL countries’ key government or national agencies were examined for information
(and where possible the information was checked with them). (The information thus depends on websites
being kept up to date.)
• In addition IIMHL leaders were asked to describe key work in this area, namely: key agencies, websites and
resources. Where possible contact people are identiﬁed and the information was checked for accuracy.
Information and resources in this report relates to examples of:
• The promotion of wellbeing of individuals, vulnerable individuals, children, parents, families and cultures
following a disaster.
• The work and wellbeing of clinicians and community mental health and addiction workers following a
disaster.
• Disaster planning for organisations and/or other emergency response groups.
• Disaster response policies (e.g. for government and organizational policy).
Overall ﬁndings suggest (as one might expect) that those countries which have experienced signiﬁcant
natural or man-made disasters are those with the most planning and resources available. The documents
supplied showed that most countries have national policy documents aimed at this area, national agencies
which specialise in speciﬁc areas (e.g. public health or clinical trauma services) and resources available for
communities, agencies, families and individuals. To access the report:
www.iimhl.com/IIMHLUpdates/2011_IIMHL_Disaster_Response.pdf

9
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Clinical Leads Group Project
The project, "Measuring Quality of Mental Health Care: An International Comparison", was initiated by a group
of clinical experts under the auspices of the International Initiative for Mental Health Leadership (IIMHL) Clinical
Leaders Group.
Led by Columbia University in New York, the project aims to raise awareness amongst clinicians and policymakers
regarding the quality of care of the mental health systems they are working in across a number of countries
and, ultimately, to be able to compare system performance across countries to inform initiatives for transformation
of mental health services.
Prof. Harold Pincus provided an update on the activities undertaken in 2011 and outlook on activities planned
for 2012:
Phase 1. For Phase 1 of the project, we were collecting information from the participating countries (Australia,
Canada, England, Germany, Ireland, Japan, The Netherlands, New Zealand, Norway, Scotland, Taiwan, and the
US) by conducting an international literature review of population-based performance measurement initiatives
in mental health.
As part of Phase 1 of the project, we also developed and implemented a survey instrument to assess quality
assessment programs in 12 participating countries.
The work of Phase 1 was partially summarized in a number of publications:
• Special issue in Current Opinion in Psychiatry, Vol 22, No. 6, November 2009 included 7 articles by project
members:
- Pincus HA, Naber D, International eﬀorts to measure and improve the quality of mental healthcare
- Brown P, Pirkis J, Mental health quality and outcome measurement and improvement in Australia
- Ito H, Quality and performance improvement for mental healthcare in Japan
- Herbstman BJ, Pincus HA, Measuring mental healthcare quality in the United States: a review of initiatives
- Ruud T, Mental health quality and outcome measurement and improvement in Norway
- Gaebel W, Janssen B, Zielasek J, Mental health quality, outcome measurement and improvement in
Germany
- Coia D, Glassborow R, Mental health quality and outcome measurement and improvement in Scotland
• Review section in Canadian Journal of Psychiatry, Vol 55, No 9, September 2010 which included the following
contributions:
- Lin E, Durbin J, Goldbloom DS, On Quantifying Quality (Guest editorial)
- Spaeth-Rublee B, Pincus HA, Huynh PT, Measuring Quality of Mental Health Care: A Review of Initiatives
and Programs in Selected Countries
- Kilbourne AM, Keyser D, Pincus HA, Challenges and Opportunities in Measuring the Quality of Mental
Health Care
• Other papers which acknowledged IIMHL funding:
- Pincus HA, Spaeth-Rublee B, Watkins KE, The Case For Measuring Quality In Mental Health And Substance
Abuse Care Health Aﬀairs, 30, no.4 (2011):730-736
- Harding KJK, Rush JA, Arbuckle M, Trivedi MH, Pincus HA, Measurement-Based Care in Psychiatric
Practice: A Policy Framework for Implementation, J Clin Psychiatry. 2011 Aug; 72(8):1136-43.
- Pincus HA, Spaeth-Rublee B, News & Views, Ask the Experts, Quality of mental health care, Neuropsychiatry,
2012 (in press)
In addition, a paper which describes the range of performance and outcome measures compiled through the
international review of grey literature has been submitted to the International Journal for Quality in Health
Care.
A paper which describes and analyses ongoing or soon-to-be-established national level mental health quality
measurement programs across countries collected through the survey has been submitted to Psychiatric
Services. A second paper which will describe the overall health policy structure and context in which these
programs are operating is in preparation for publication in 2012.
Phase 2. Focus of Phase 2 of the project is to develop consensus for an overarching shared framework of
potential core performance and outcome measures that could be collectable by all participating countries.
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1. Delphi Process. Part of this process was to ﬁlter and narrow down the overall number of 650+ indicators
collected in Phase 1. Applying the Delphi method, we conducted multiple rounds of surveys where we asked
country experts to rate a reduced list of indicators collected in Phase I of the project according to their validity,
importance, and feasibility.
A two-day meeting in September in New York City (during the IIMHL Leadership Exchange) provided 14 experts
from 9 countries with the opportunity to discuss the survey results and provide further expert advice and
input for the ﬁnal framework design. We are presently compiling the ﬁnal survey results.
2. Publication(s). We plan to publish details of the process and results in an article by the end of 2012.
NEXT STEPS (2012). Simultaneously, we initiated a process to create or link internal interest groups / networks
related to quality measurement in each country. These networks, consisting of IIMHL clinical lead members and
other designated experts, have been providing input / feedback on the development process of the framework
and served as respondents to the surveys in Phase 2. These experts will also help to facilitate the implementation
of selected core measures for performance management and improvement of mental health within their
respective countries and help advance the further development of common mental health quality indicators
beyond the duration of this project.
An additional product of Phase 2 will be to develop a detailed proposal for implementing Phase 3. Phase 3
will focus on developing an implementation plan for the mental health quality indicator framework from
piloting and testing to actually collecting data from participating countries. Based on experiences and results
from the ﬁrst round of data collection, future research needs will also be identiﬁed.
In addition, we are in regular contact and exchange with Michael Borowitz from the OECD, Jan Mainz (National
Board of Health and University of Southern Denmark who is leading a major initiative to collect MH indicators
across Nordic countries) and Matt Muijen (Regional Advisor on Mental Health at WHO EURO) to coordinate our
eﬀorts.
The OECD is presently reviewing its current set of HCQI (Health Care Quality Indicators) mental health indicators
and aims to develop additional indicators building on the work of the Nordic Council benchmarking study and
other international initiatives such as the Clinical Leads group project.
Mental Health International Collaborative. The aim of the Mental Health International Collaborative (MHIC)
is to link volunteer professional resources of IIMHL supporting nations with developing or low-income nations
wishing to develop community-based mental health services. The ﬁrst eﬀort was begun in Ecuador in 2007
under the leadership of Ken Jue, the former chief executive of a community mental health agency in the U.S.
This is the ﬁfth and ﬁnal year in Ecuador to help a small region of this developing nation to develop pilot
community-based mental health initiatives. Ken recruited native Spanish-speaking mental health professionals
from the U.S. who became involved in this eﬀort. The Southeast Mental Health Center in Memphis, Tennessee
has generously provided an annual social work scholarship for an Ecuadorean social work student from an
Ecuadorean university. For the past three years this scholarship has enabled a senior level social work student
to work within this project as their ﬁeld internship.
Contrary to assumptions that Ecuador has little or no resources, an alliance was established that involved two
prominent Ecuadorean universities, a regional municipal public health agency, non-governmental organizations
and several local public schools. Prevention initiatives to deal with issues of children, youth and families (i.e., teen
pregnancy, domestic violence, alcohol abuse and teen suicide) eventually emerged as the dominant and prevailing
priority after an eighteen (18) month process of meetings with the residents of numerous neighbouring barrios
and communities. Members of the Ecuadorean alliance have been working closely with one another to implement
a community-based training program for “health promotion.” High school students, teachers and parents have
been and continue to be trained to understand and to help educate and support their peers and other community
residents around health and mental health matters. It remains for the alliance and its growing pool of trained
“health promoters” to continue eﬀorts to extend their impact to more of their peers. To further this eﬀort, in
January 2012 one of the key alliance leaders will be trained and certiﬁed in Mental Health First Aid by trainers of
the U.S. National Council of Community Behavioral Health Organizations. She is the director of her university
medical school’s newly created department of community mental health. She will then be able to spread this
methodology in Ecuador coupling it with the existing peer health promotion eﬀorts.
Now is the time to encourage local people to make their own choices and decisions, and I do think it is time
for the people in Ecuador with whom I have been working to do that in the coming months.
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As MHIC’s involvement with the Ecuador initiative comes to an end, the MHIC moves forward with excited
anticipation to its next project.
Ken Jue ken@iimhl.com

16. Knowledge transfer - IIMHL’s Regional Work in
Countries Between Exchanges
IIMHL Regional Forums and Expert Dialogues. The economic crisis will continue to aﬀect the mental health,
addictions and disability ﬁelds. This will cause an ongoing worry about travel costs.
IIMHL has now strengthened leadership development between exchanges by:
• Assisting in the establishment of webinars
• Supporting workshops in various regions
Webinars. In December 2011 we started (with the National Council for Community Behavioral Healthcare) our
ﬁrst webinar. This was by Ken Jue on his groundbreaking work on InSHAPE, a program that oﬀers comprehensive
health supports to people with serious mental illness - pool access, gym memberships, nutrition education,
exercise, personal coaches, and primary care.
This was the ﬁrst of a series of webinars on the best business and clinical practices from practitioners and
experts around the world. Examples of two webinars are below:

Topic

Wraparound Milwaukee: The Family Connection

...........................

...........................................................................................................................

Dates

Tuesday, March 27, 2012
- 2pm New York; 7pm London
Wednesday, March 28, 2012 - 5am Sydney; 7am Auckland

...........................

...........................................................................................................................

...........................

...........................................................................................................................

Speaker

Register at

Topic

Bruce Kamradt, Director, Wraparound Milwaukee, Wisconsin
www.2gotomeeting.com/register/865460746

Successful Transitions: from Youth to Adult

...........................

...........................................................................................................................

Dates

Tuesday, May 1, 2012
- 3pm New York; 8pm London
Wednesday, May 2, 2012 - 5am Sydney; 7am Auckland

...........................

...........................................................................................................................

Speaker

Simon Davidson, Medical Director, Mental Health Patient Service
Unit, Children’s Hospital of Eastern Ontario, Ontario, Canada

...........................

Register at

...........................................................................................................................

www.2gotomeeting.com/register/642452002

Workshops. IIMHL piloted the workshop concept with Bruce Kamradt who delivered workshops on his award
winning service “Milwaukee Wraparound” for at risk youth in England and Ireland in 2010. These workshops
were a great success for both countries.
In 2011 the process in Australia and New Zealand was continued with workshops by Bruce Kamradt on the
“Milwaukee Wraparound” and Dr Bob Glover and Dr Brian Sims who gave workshops on ‘Trauma-informed
care’ (see more information below under New Zealand).
In this way regions were able to access IIMHL expertise and connections between Exchanges.
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17. Reports from International Liaison People
The aim is to have a person in each country who will liaise internally and internationally for their country. To
date four such people have been agreed by Australia, Canada, England, Ireland, New Zealand and Scotland.
Below are brief reports from International Liaisons.
AUSTRALIA. International Liaison Report: David McGrath
IIMHL liaison activities in 2011
• The Mental Health Drug & Alcohol Oﬃce of the NSW Ministry of Health and the Alfred Hospital in Victoria
coordinated workshops on the Milwaukee Wraparound presented by Bruce Kamradt.
• The Mental Health and Alcohol and other Drugs Directorate of the Queensland Department of Health
coordinated a workshop on Trauma Informed Care presented by Dr Bob Glover.
Key mental health strategies and initiatives Australia in 2011.
National Mental Health Strategy. Commencing in April 1992 with the endorsement by Health Ministers of a
National Mental Health Policy, the National Mental Health Strategy committed Governments to undertake action
within their respective jurisdictions, as well as to collaborate on policy and service development issues requiring
a national focus. The National Mental Health Strategy has steered a changing reform agenda over time, reﬂecting
the evolution of mental health policy considerations in Australia. The aims of the Strategy are to:
• promote the mental health of the Australian community
• where possible, prevent the development of mental disorder
• reduce the impact of mental disorders on individuals, families and the community
• assure the rights of people with mental illness
Alongside these national activities, states and territories have developed their own mental health plans that
have reﬂected the goals and principles of the national approach, but tailored to meet local requirements.
More recently, the Strategy was extended through a new National Mental Health Policy, endorsed by Health
Ministers in December 2008.
Australia is currently undergoing a time of signiﬁcant reform of the Australian health system that will involve
fundamental changes to the responsibilities of Governments for the funding and delivery of health services.
These changes will be implemented progressively over the next few years and will impact on the delivery of
mental health care. In this context, it is important to highlight that the framework described above may undergo
change in coming years arising from the broader health policy reforms.
Fourth National Mental Health Plan 2009-2014. In November 2009, Health Ministers endorsed a Fourth National
Mental Health Plan that speciﬁes priorities for collaborative Government action over the period 2009 to 2014.
The Fourth Plan oﬀers a framework to develop a system of care that is able to intervene early and provide
integrated services across health and social domains, and provides guidance to Governments in considering
future funding priorities for mental health.
The Fourth Plan is based on a population framework that focuses on a range of factors impacting on the
mental health of all Australians’ across the life span, recognising that as well as biological and psychological
factors, economic and social factors such as: housing, income, education and employment, participating in
the community and having social connections are all vital to promote good mental health and wellbeing
and prevent mental illness occurring. The Fourth Plan identiﬁes ﬁve priority areas:
• Priority Area 1 – Social inclusion and recovery
• Priority Area 2 – Prevention and early intervention
• Priority Area 3 – Service access, coordination and continuity of care
• Priority Area 4 – Quality improvement and innovation
• Priority Area 5 – Accountability – measuring and reporting progress.
Recognising that factors outside the health system impact on mental health and mental illness, the Fourth
Plan commits Governments to reforms beyond the mental health sector and from across portfolios outside of
health. This whole of Government approach articulates the collaboration required between agencies, and
promotes greater awareness of mental health issues across human services at all levels of Government and
the community.
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Council of Australian Governments (COAG) National Action Plan on Mental Health (2006 - 2011). The COAG
National Action Plan on Mental Health 2006-2011 was developed between Commonwealth, state and territory
governments to provide further impetus to mental health reform. The National Action Plan complements
the National Mental Health Strategy and provides a strategic framework that emphasises coordination and
collaboration between government, private and non-government providers in order to deliver a more seamless
and connected care system, so that people with mental illness are able to participate in the community.
Taking Action to Tackle Suicide. The Australian Government in 2010 made an election commitment to redouble
national eﬀorts to prevent the tragedy of suicide in order to reduce the tragic toll it imposes on individuals,
families and communities. As part of this commitment, the Government is providing funding to provide more
services to those at greatest risk of suicide; invest more in direct suicide prevention and crisis intervention;
provide more services and support to men who are at greatest risk of suicide, but least likely to seek help; and
promote good mental health and resilience in young people, to prevent suicide later in life.
Australian Government Mental Health Initiatives Announced in 2011. On 10 May 2011 the Australian Government
announced a $2.2 billion package over ﬁve years for a range of initiatives aimed at improving preventative,
mental health and support services across elements of the mental health system.
Key initiatives
• Coordinated support and ﬂexible funding for people with severe and persistent mental illness and complex
support needs requiring a multi-agency response.
• Expansion of Support for the Day to Day Living in the Community (D2DL) Program.
• Expansion of the Access to Allied Psychological Services (ATAPS). This will provide funding for additional
psychological services for people from hard to reach groups through the ATAPS program.
• To increase access to telephone and web-based programs and provide online support for mental health
professionals, funding is being provided to establish an online national mental health portal.
• Expansion of headspace services. Funding is being provided to expand existing and establish new youth
focused mental health services through the headspace program.
• Expansion of the Early Psychosis Prevention and Intervention Centre (EPPIC) model; and
• Health and wellbeing checks for three year olds.
New Mental Health Organisations. On 1 July 2011, the Minister for Mental Health and Ageing announced funding
for the establishment of a new national mental health consumer organisation. In making mental health a priority,
the government recognises the importance of ensuring the voice of mental health consumers is integral to
reform. The new organisation will bring a strong and consolidated consumer voice which will contribute to more
responsive and accountable mental health policy and program directions.
Through the 2011-12 Budget, the Australian Government has provided funding to establish Australia’s ﬁrst
National Mental Health Commission. The Commission was established in response to stakeholders’ requests
for a high proﬁle, national voice on mental health and an improvement in accountability, oversight and
transparency in the form of an agency, independent from the government departments which administer
mental health spending.
Ten Year Roadmap for Mental Health Reform. The Government signalled its intention to outline its longer term
vision for mental health reform through a Ten Year Roadmap for National Mental Health Reform (the Roadmap)
at the release of the 2011-12 Federal Budget. In August 2011 the Council of Australian Governments agreed to
work together to develop the Roadmap. The Roadmap will provide governments, the community sector,
workplaces and communities themselves with a measurable, long term national reform plan for mental health.
It is expected that the Roadmap will be an evolving document, so that over the next ten years it may be
adapted to reﬂect emerging priorities and other issues impacting the mental health system. The new National
Mental Health Commission is expected to have a role in the monitoring and reporting on the performance
of the mental health system including through ongoing evaluation of the Roadmap.

CANADA. International Liaison Report: Marie-Anik Gagne
•
•

Assisted with planning and participated in 2011 Leadership Exchange in San Francisco in September 2011.
Initiated planning activities for the 2013 Leadership Exchange in Auckland, New Zealand.
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Key mental health activities in Canada in 2011: National activities
National Suicide Prevention Strategy: On October 4, 2011, the Canadian House of Commons passed a motion
calling for a National Suicide Prevention Strategy. It read as follows: “That the House agree that suicide is more
than a personal tragedy, but is also a serious public health issue and public policy priority; and further that
the House urge the government to work cooperatively with the provinces, territories, representative organizations
from First Nations, Inuit, and Métis people, and other stakeholders to establish and fund a National Suicide
Prevention Strategy, which among other measures would promote a comprehensive and evidence-driven
approach to deal with this terrible loss of life.”
The Mental Health Commission of Canada: The Mental Health Commission of Canada (MHCC) was announced
by Prime Minister Stephen Harper at the IIMHL 2007 Network Meeting in Ottawa. The MHCC is focused on
promoting mental health, changing the public’s attitudes toward mental health problems, and improving
services and support. The MHCC has led a broad stakeholder engagement strategy to develop Canada’s ﬁrst
mental health strategy, which will be released in 2012. This strategy will seek to build consensus on key areas
for system transformation such as recovery, positive mental health, seclusion and restraint, rights, peer support,
housing ﬁrst, contact-based education and cultural safety. Some of the MHCC’s other activities include: At
Home/Chez Soi, the ﬁrst research demonstration project on mental health and homelessness of its kind in
the world, which has secured housing for more than 1,030 people and is being used as a model in France;
the Knowledge Exchange Centre which aims to help improve the lives of people living with mental illness by
creating ways for Canadians to access information, share knowledge, and exchange ideas about mental
health; Opening Minds, the 10-year (2007-2017) anti-stigma and anti-discrimination initiative designed to change
the attitudes and behaviours of Canadians toward people living with mental illness; the Peer Project which
seeks to enhance the utilization of peer support through the creation and application of national standards of
practice; and, the Partners for Mental Health project which is a grass roots movement committed to repositioning
mental health on the national agenda. In June 2012, the Anti-Stigma, Anti-Discrimination initiative will be hosting
an international anti-stigma conference in partnership with the World Psychiatric Association in Canada, bringing
together more than 500 researchers, policy makers, mental health professionals and service users from around
the world. www.mentalhealthcommission.ca/annualreport/
Honouring our Strengths: A Renewed Framework to Address Substance Use Issues Among First Nations People
in Canada: The renewed framework is the product of a comprehensive, community-driven review of substance
use-related services and supports for First Nations undertaken by the Assembly of First Nations (AFN), the National
Native Addictions Partnership Foundation (NNAPF), and Health Canada. The framework outlines a strength-based,
systems approach to addressing substance use and associated mental health issues among First Nations people in
Canada. Within the vision articulated in the framework, a systems-wide approach to cultural competency and
cultural safety must be undertaken by all jurisdictions and care providers, on and oﬀ-reserve, to support the diverse
needs of First Nations people. www.nnadaprenewal.ca/en/honouring-our-strengths-renewed-frameworkaddress-substance-use-issues-among-first-nations-people
Voluntary National Standard for Psychological Health and Safety in the Workplace: In June 2011, the Government
of Canada announced a voluntary standard to promote mental health and safety in the workplace to remove
barriers to employment and promote inclusion in Canadian society. The standard will provide employers
across Canada with a set of best practices that could lead to measurable improvements in workplace mental
health. Canada is the ﬁrst country in the world to develop such a standard.
www.mentalhealthcommission.ca/SiteCollectionDocuments/Workforce_2011/Workforce-Standard-BackgrounderFINAL.pdf
Canada Post Mental Health Stamp: On September 6, 2011, Canada Post began issuing a new stamp in its
Mental Health series. The 2011 Mental Health stamp is the fourth semi-annual postal stamp issued in support
of the Canada Post Foundation for Mental Health. Collectively, stamps issued in the past three years have
raised close to a million dollars, via a dollar from the sale of every booklet of ten stamps going to the Foundation. Canada Post received more than 300 stamp design entries, which were narrowed down to ﬁve ﬁnalists
and presented to the public for their vote.
Key mental health activities in Canada in 2011: Provincial activities
Alberta - Creating Connections: Addiction and Mental Health Strategy: In September, 2011, Alberta launched
its addiction and mental health strategy. The recent amalgamation of its nine regional health authorities, the
Alberta Mental Health Board, the Alberta Alcohol and Drug Abuse Commission and the Alberta Cancer Board
into a single health authority, provides a platform to integrate mental health and addictions services in the
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province. The strategy provides strategic direction for the mental health and addictions sector, from 2011 to 2016,
with a focus on reducing the prevalence of addiction, mental health problems and mental illness in Alberta
through health promotion and prevention activities and providing quality assessment, treatment and support
services to Albertans. www.health.alberta.ca/documents/Creating-Connections-2011-Strategy.pdf
Ontario - Mental Health Strategy: Open Minds, Healthy Minds: Ontario’s new mental health strategy, released
in June 2011, oﬀers a comprehensive approach to transforming the mental health and addictions system through
the development of a clear mission statement, forward-thinking vision and long-term strategies for change. The
strategy aims to strengthen services, create a responsive and integrated system, and build awareness and capacity
within communities. www.health.gov.on.ca/english/public/pub/mental/pdf/open_minds_healthy_minds_en.pdf
Manitoba - Rising to the Challenge: Strategic Plan for Mental Health: Manitoba released its new, ﬁve-year,
provincial mental health strategic plan in June 2011 and will invest more than $400,000 to implement initiatives
such as establishing a trauma resource centre to strengthen mental health services. The plan looks at ways
to improve mental health services and supports to ensure all Manitobans can get the resources they need
and the best help possible when they need it. The trauma resource centre is one of the ﬁrst new initiatives
that will support the plan and will further help Manitobans in need of mental health services and supports.
www.gov.mb.ca/health/mh/docs/challenge.pdf
Québec - Organizational Policies for Adult Primary Mental Health Care Teams: The Ministry of Health and Social
Services in Québec has a new policy on team-led primary mental health care services. A guide has been developed
to support adult mental health team managers and professionals working in community health centres to
strengthen primary care services. It also focuses on implementation strategies that will improve the eﬀectiveness,
eﬃciency and accessibility of mental health services.
http://publications.msss.gouv.qc.ca/acrobat/f/documentation/2011/11-914-01F.pdf
ENGLAND. International Liaison Report: Christina Heap
Key mental health and addiction activities in England in 2011
Mental Health campaign to end stigma and discrimination gets seal of approval from Deputy Prime Minister.
Deputy Prime Minister Nick Clegg has hosted a reception to mark the achievements of the ambitious Time to
Change programme, run by charities Mind and Rethink Mental Illness, to end the stigma and discrimination
faced by people with mental health problems. Nick Clegg said: Time to Change has been instrumental in changing
attitudes to mental health across the country. This success has only come about because of those who have put so
much energy into backing the campaign and been so brave in coming forward with their own very personal and
sometimes harrowing stories. For more information visit:
http://time-to-change.org.uk/news/deputy-prime-minister-gives-seal-approval-time-change
Leaders call for commitment to mental well-being. More than 140 leaders in the NHS and local authorities believe
investing in mental well-being is more vital than ever, according to an NHS Confederation report, published on
9 March. This report based on extensive feedback from members examines local leaders’ perceptions of public
mental health and well-being and how they are acting on recent evidence.
www.nhsconfed.org/OurWork/latestnews/Pages/Leaders-call-for-commitment-to-mental-well-being.aspx
Implementing personal health budgets. The Department of Health has published its second interim report
examining the views of organisational representatives about the implementation of personal health budgets.
The results are based on research ﬁndings from 43 semi-structured interviews undertaken between September
and October 2010 with NHS staﬀ, commissioning leads and budget holders. Our publication outlining the
challenges of personal health budgets will be available later this week.
Talking therapies roll-out plan explained. A new Mental Health Network brieﬁng, Talking therapies: a four-year
plan of action, summarises the Department of Health’s plan to complete the roll-out of improving access to
psychological therapies (IAPT), and outlines the key questions that boards should be asking.
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_123759
DH launches new tools to improve services for adults with autism. The Department of Health recently published
Fulfilling and Rewarding Lives: Evaluating Progress sets out key outcomes and service ambitions for local organisations to
check progress on implementing the Adult Autism Strategy. The report sets out what local authorities need to achieve
to implement the strategy and allows adults with autism, their families, carers and representative groups to see what
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progress is being made in their local area and how this compares across the country.
www.nhsconfed.org/Networks/MentalHealth/LatestNews/Archive/Pages/DHlaunchtools-to-improve-servicesfor-adults-with-autism.aspx
NICE publishes guidance on psychosis with coexisting substance misuse. The National Institute for Health and
Clinical Excellence (NICE) has published a new set of guidelines which aim to help ensure people diagnosed
with a form of psychosis, who also misuse substances, can be identiﬁed and treated eﬀectively. The guidelines
oﬀer best practice advice on the assessment and management of people with psychosis and coexisting
substance misuse.
http://www.nhsconfed.org/Networks/MentalHealth/LatestNews/Archive/Pages/NICE-publish-guidance-on-Psychosiswith-coexisting%20substance%20misuse.aspx
Maximising and safeguarding mental health resources. A new Mental Health Network brieﬁng, Early intervention
in psychosis services, presents key considerations for commissioners and providers to ensure service quality
and accessibility is maintained during cost-cutting and streamlining activities.
http://www.nhsconfed.org/Publications/Documents/early_interventionbriefing180511.pdf
New toolkit to help improve mental well-being. The Mental Well-being Impact Assessment (MWIA) National
Collaborative, of which the NHS Confederation is part, recently published its updated toolkit, which provides
an evidence-based framework for improving well-being through commissioning processes, project and service
design and delivery, community engagement and impact assessment. The updated toolkit reﬂects new
government policy, international evidence and the National MWIA capacity building programme funded by
the National Mental Health Development Unit.
http://www.nmhdu.org.uk/news/new-edition-of-the-mental-wellbeing-impact-assessment-toolkit
New mental health employment programme helps 60% more patients back to work. A groundbreaking
support programme at Sussex Partnership Trusts is helping to get 60% more people with serious mental
health issues back into stable employment. The project trains healthcare workers, employment advisers and
occupational therapists to use Individual Placement Support (IPS). This approach helps people to get into
employment based on their interest and skills and oﬀers ongoing support once employed.
http://www.nhsconfed.org/Networks/MentalHealth/LatestNews/Archive/Pages/Groundbreaking-mental-healthemployment-programme-helps-more-patients-back-to-work.aspx
Implementing Recovery Organisational Change project - sharing learning. Presentations are available from
the ﬁrst two learning set sessions of the Recovery Learning Network. Forming part of the Implementing Recovery
Organisational Change (ImROC) project, the sessions use a combination of key-note presentations from experts,
presentations and workshops from member sites to share positive practice; gain support and ideas from sites
facing similar challenges and guidance from the project team members and other experts.
http://www.nhsconfed.org/Networks/MentalHealth/OurWork/imroc/Pages/NMHDU-Implementing-RecoveryOrganisational-Change-Project.aspx
Increased role for practice nurses in treating depression has mutual benefits. Mind, in association with the
Royal College of Nursing, has released new ﬁndings that show structured contact with practice nurses can help
the recovery of people with chronic and recurrent depression. The three-year ProCEED intervention study
conducted on behalf of Mind found evidence that enhanced nurse-led care can have signiﬁcant mutual beneﬁts
for nurses and patients.
http://www.nhsconfed.org/Networks/MentalHealth/OurWork/imroc/Pages/NMHDU-Implementing-RecoveryOrganisational-Change-Project.aspx
REPUBLIC OF IRELAND. International Liaison Report: Cath Brogan
Key mental health and addiction activities in Ireland in 2011
The Health Service Executive (HSE) is required to deliver its mental health services within a reducing budget
and WTE headcount. Our mental health services include a broad range of primary and community services
as well as specialised secondary care services for children and adolescents, adults, and older persons. Services
are provided by the HSE and voluntary sector partners in a number of diﬀerent settings including the service
users’ own home, acute inpatient facilities, community mental health centres, day hospitals, day centres, and
supported community residences.
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Guiding the development of our services is A Vision for Change – a progressive, evidence-based and pragmatic
policy document, which proposes a new model of service delivery designed around the service user, one
that is recovery-orientated and community-based.
The Oﬃce of the Assistant National Director (AND), Mental Health works closely with the four Regions to advance
the delivery of A Vision for Change objectives and those Regional developments are reported separately.
The Oﬃce of the AND Mental Health works across a number of HSE Directorates including Finance, Estates,
Human Resources, Public Health, Children and Families, Cancer Control and Quality and Clinical Care.
Advancements have been across all the Chapters and recommendations within Vision for Change (2006) despite
the ﬁnancial constraints and recruitment embargoes. Some of the activities include the following:
• The HSE continues to support our Advocacy services and the National Service Users Executive. (On line
reviews are available on both the Irish Advocacy Network and The NSUE – log onto www.ian.ie and
www.nsue.ie) You will also be able to access the Second Opinions report which is a survey conducted by
service users for service users on how the mental health services are rated.
• In relation to suicide prevention and mental health promotion €1 million additional funding was added
to the budget to work towards the implementation of the Reach Out National Strategy (2005 – 2014). This
increased the number of funded programmes from 10 to 40. Information on the activities of National Oﬃce
for suicide prevention can be viewed on www.nosp.ie The NOSP also ran a very successful TV on Minding
your mental health and cinema campaign targeted at young men ‘Let Someone Know’ as well as a new
radio campaign which focused on encouraging people to talk to someone if they were in diﬃculty and
also to listen if someone is in distress.
• The Third Annual Child and Adolescent Mental Health Services Report was published in December 2011
building on work over the previous years. This report can be accessed on www.hse.ie under publications,
mental health and suicide prevention.
• Additional CAMHs Inpatient Capacity has been provided in new bespoke units in Cork and Galway with
12 beds and 20 beds respectively commissioned at present.
• €2m Innovation Funding was provided by the HSE to GENIO in 2011 to support a number of Recovery
initiatives throughout the country. These initiatives focused on the development of Peer Support Services.
NEW ZEALAND. International Liaison Report: Janet Peters
IIMHL Liaison activities in 2011
•

The Liaison assisted where needed in the planning for (and during) the 2011 Leadership Exchange.

•

The Liaison gathered information from New Zealand leaders attending IIMHL 2011. New Zealand uses a
structured ‘leadership development programme’ approach for people attending of IIMHL. It is important
that consumers/service users beneﬁt from leaders’ attendance therefore leaders are required to establish
their own learning objectives and report back on these. Two ways that attendees have described the
outcomes and how services will beneﬁt are:
- By video: www.tepou.co.nz/library/tepou/iimhl-attendees-talk-about-their-experiences
- By reports: www.tepou.co.nz/download/asset/433

•

The Liaison wrote several reports:
- Make it so | November 2011 on addiction and co-existing services and innovations
- The report on mental health responsiveness to disasters
www.iimhl.com/IIMHLUpdates/2011_IIMHL_Disaster_Response.pdf

•

We now have regular breakfast meetings for leaders in which New Zealand IIMHL, Blueprint for Learning
and other interested leaders in mental health, addiction and disability can share innovations and problem
solve. This occurs in several cities: Hamilton and Wellington (organised by Sally Pitts-Brown, CEO of the
Blueprint Centre for Learning) and Auckland (organised by Robyn Shearer at Te Pou). In 2012 a breakfast
meeting will be established in Christchurch (which has sadly been aﬀected by the ongoing earthquakes).
The Liaison will be the project lead for the 2013 Leadership Exchange to be held in Auckland, New Zealand.

•

Key Ministry of Health mental health and addiction publications in New Zealand in 2011. Some examples of
reports and activities undertaken through the Ministry of Health:
•

Reporting Suicide: A resource for the media. A new resource for the media reporting of suicide has been
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adopted by New Zealand print and broadcast media agencies. The resource is designed for quick access
by busy journalists. It describes issues relating to suicide reporting, suggests areas that journalists should
think carefully about, and identiﬁes sources of information that journalists may ﬁnd useful.
www.health.govt.nz/publication/reporting-suicide-resource-media
•

Youth Forensic Services Development. Guidance for the health and disability sector on the development
of specialist forensic mental health, alcohol and other drug, and intellectual disability services for young
people involved in New Zealand’s justice system.
www.health.govt.nz/publication/youth-forensic-services-development

•

Suicide Prevention Action Plan 2008 – 2012: Second Progress Report. The 'New Zealand Suicide Prevention
Action Plan 2008-2012: Second Progress Report’ (the ‘second progress report’) outlines further progress
made in implementing the New Zealand Suicide Prevention Action Plan 2008-2012. This second progress
report builds on the progress reported in 2009 and describes developments in Government-led suicide
prevention during July 2009 - June 2011.
www.health.govt.nz/publication/suicide-prevention-action-plan-2008-2012-second-progress-report

•

Whānau Ora: Transforming Our Futures. This booklet looks at Whānau Ora - an approach that empowers
Maori (New Zealand’s indigenous people) and other New Zealand whānau (families) to transform their futures
by taking control of their lives. Introduced in 2010, Whānau Ora is driven by a focus on outcomes: that whānau
will be self-managing, living healthy lifestyles, participating fully in society, economically secure, successfully
involved in wealth creation, cohesive, resilient and nurturing. Perhaps the biggest immediate diﬀerence
is that services, providers and agencies are required to work diﬀerently to centre their focus on whānau.
www.health.govt.nz/publication/whanau-ora-transforming-our-futures

•

Mental Health and Addiction Services for Older People and Dementia Services. This guideline provides
a means to achieve an integrated system for users and providers of mental health and addiction services for
older people, and dementia services for people of any age.
The guideline includes: guiding service principles, an evidence-based seven-tiered service model and
recommendations for achieving the vision.
The document discusses the requirements of the proposed framework for the following services: services
for Māori, mental health prevention and promotion, primary health care, specialist services for mental health,
addiction and dementia, support services in home and residential care, alcohol and drug services, intellectual
disability and long-term conditions. The guideline also discusses and makes recommendations on workforce
requirements and clinical leadership.
www.health.govt.nz/publication/mental-health-and-addiction-services-older-people-and-dementia-services

Key IIMHL related mental health activities in New Zealand in 2011 through Te Pou (the National Centre of
Mental Health Research, Information and Workforce Development).
Key activities include:
Reduction of seclusion and restraint. Te Pou is working together with mental health and addiction services to
improve the experience of service users. This is an on-going project that includes the Seclusion: A time for change
project that has largely focused on supporting district health boards to safely implement sensory modulation,
and to provide robust evidence and evaluation of this intervention.
www.tepou.co.nz/improving-services/ seclusion-reduction-and-sensory-modulation
Enhancing talking therapies across services. In 2010, Te Pou developed a series of guides for mental health
and addiction staﬀ to support the growing diversity of people they work with. These guides focus on how
to engage with people to form the vital therapeutic relationship, and how therapy can be adapted to meet
people’s speciﬁc needs. The talking therapies guides are for:
• Older adults
• Māori
• Pasiﬁka people
• Asian people
• Refugees, asylum seekers and new migrants.
A talking therapies guide was also produced for people with problematic substance use.

19

IIMHL | 2011ANNUALREPORT

The alcohol and drug outcome measure. The Alcohol and Drug Outcome Measure (ADOM) is a brief outcome
measure relevant to New Zealand alcohol and other drug (AOD) services. The Ministry of Health contracted Te Pou
to lead the ADOM implementation project. The project is a collaboration between Te Pou and Matua Raki.
Let’s get real. People working in services with the right knowledge, skills, values and attitudes make all the diﬀerence.
After extensive consultation, the Ministry of Health developed Let’s get real: Real Skills for people working in mental
health and addiction. This programme focuses staﬀ on the needs and lives of people using services. It's about
putting people ﬁrst and focusing on their recovery.
Skills matter. Skills Matter manages Health Workforce New Zealand funding for postgraduate clinical vocational
training programmes. These programmes are for nurses and allied health professionals in the mental health and
addiction sector, including social workers, occupational therapists, psychologists and addiction practitioners.
www.tepou.co.nz/training/skills-matter
Disability services. Te Pou assists in the implementation of the Ministry of Health's Disability Support Services (DSS)
Workforce Action Plan. www.tepou.co.nz/supporting-workforce/DWD/background
Outcomes measures. Sharing outcomes information is a therapeutic activity that is highly valued by people
receiving services. People want to know how they’re doing. Using outcomes information well improves services
and ensures they are recovery driven, people focused and culturally responsive. Outcomes information also
supports continuous quality improvement and innovation. www.tepou.co.nz/outcomes/measures
Te Pou Knowledge Transfer in 2011
Trauma informed care: two workshops hosted by Te Pou and led by Dr Bob Glover and Dr Brian Sims from the
US were undertaken in New Zealand. These were held in Auckland and Wellington (after also being held in
Australia). Staﬀ from all parts of the mental health sector attended: NGOs, clinical staﬀ, service users, family
members, Maori, Paciﬁc and Asian staﬀ etc. At the most basic level, trauma-informed care involves the provision
of services and interventions that do no harm (i.e. that do not inﬂict further trauma on the individual or reactivate
past traumatic experiences). It is well known that a high percentage of children, adolescents and adults with
mental health problems also have had trauma in their lives. It may have been psychological, physical or sexual
abuse; environmental (e.g. natural disaster, terrorism and/or war). The workshops were very well attended and
feedback was exceptionally positive. This work is being furthered in 2012 by several agencies.
Wraparound Milwaukee. The Werry Child and Youth Mental Health Centre in Auckland hosted Bruce Kamradt
from Milwaukee, Wisconsin who led a workshop on “Wraparound Milwaukee” in 2011. Wraparound Milwaukee serves families living in Milwaukee County who have a child who has serious emotional or mental health
needs, is referred through the Child Welfare or Juvenile Justice System and is at immediate risk of placement in a
residential treatment center, juvenile correctional facility or psychiatric hospital. The service is funded from a pool
of money from each government agency (e.g. Child Welfare, Juvenile Justice, Mental Health and Medicaid; and
oﬀers individualized strengths-based services for each young person and their family (e.g. crisis mental health,
education, addiction counselling, parenting skills, job coaching, housing etc).
www.county.milwaukee.gov/WraparoundMilwaukee/WraparoundAward.htm
SCOTLAND. International Liaison Report: Penelope Curtis
Key mental health and addiction activities in 2011
Our approach to date has been attempting to do three things. Firstly we have been encouraging a change
in the way in which all of us think about mental health, so that promoting good mental health becomes a
matter of importance for us all. Secondly we have been trying to ensure that all our mental health services are
person centred, safe and eﬀective. Thirdly we have been embedding a culture of continuous improvement
into mental health service delivery.
The Scottish Government is developing a Mental Health Strategy 2012-15 which will build on the approach to
change to date. For the ﬁrst time the Strategy will integrate our approach to mental health improvement and
improving mental health services in a single document. The Strategy will be published in spring 2012 and will
be informed by a recent consultation.
Through this consultation we want to set our priorities for the next 4 years. Implicit in setting priorities is recognition
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that we can’t do everything at once. Rather we need to identify those key issues that, if addressed, will have
a signiﬁcant impact on outcomes. We have already identiﬁed 4 areas where focusing time and eﬀort to make
improvement will deliver better outcomes across the whole pathway of care:
• improving access to psychological therapies;
• implementing the National Dementia Strategy;
• examining the balance between community and inpatient provision and the role of crisis services; and
• preventing suicide.
Each of these priorities, in diﬀerent ways, is enabling us to look at provision in the NHS, local authorities, the
third and private sectors, and work with a range of diﬀerent professional groups to deliver improvements.
Psychological Therapies. We have introduced a HEAT target to deliver faster access to mental health services
by delivering 18 weeks referral to treatment for psychological therapies across all age groups from December
2014. We want to ensure that across Scotland people who are experiencing a mental illness or disorder,
including those suﬀering from anxiety or depression, get safe, eﬀective, evidence-based treatment in a
timely way.
This target measures one part of a well functioning mental health service. Its delivery will depend on the
availability of other tiers of delivery, for example, availability of information and advice, and easily accessible
low-intensity treatments which can meet the needs of people who are experiencing psychological distress
or low mood, but have less complex diﬃculties. One of the aims of the low intensity tier of service will be to
prevent some of these less complex diﬃculties from developing into mental illnesses which may prove more
diﬃcult to treat. The service also needs to be able to respond quickly to the needs of people experiencing
more severe illnesses.
Dementia Strategy. Dementia and the care of older people continues to be a priority. In 2010 we published
Scotland’s ﬁrst National Dementia Strategy which sets out how we will change and improve the whole
system of dementia care, providing more consistency in the quality of post-diagnosis support, improving the
experience of people with dementia in general hospital settings and ensuring that people are treated with
dignity and respect. In taking forward the Strategy, we are focusing on two key change areas. The ﬁrst is
providing excellent support and information to people with dementia and their carers after their diagnosis.
The second is improving the response to dementia in general hospital settings, through alternatives to
admission and better planning for discharge. Both will provide immediate beneﬁts to people with dementia
and their carers, as well as improving eﬃciency and quality of the care system, releasing resources to improve
access to care.
Community, Inpatient and Crisis Services. We have seen a change across Scotland in how mental health
services are delivered as we move towards more services being delivered in the community, with many areas
undertaking major re-designs of services. This provides us with an opportunity to work with partners to
consider what a well-balanced community-focused service should look like, based on a robust analysis of
need and taking into account the activity taking place in inpatient and community mental health services in
the NHS and its partners.
Preventing Suicide. The publication of Choose Life in 2002, introduced a target of reducing the population
suicide rate by 20% by 2013, and provides a strong focus for a wide range of actions to be developed across
Scotland to help tackle suicide.
Preventing suicide requires action across many services, including in the NHS, in local authorities, in the third
sector and in communities. It requires sustained action over a period of time. Ensuring that depression and
anxiety are recognised and responded to, providing a response to alcohol misuse and good discharge planning
all make a signiﬁcant contribution across services to preventing suicide. There has also been signiﬁcant
progress made in training frontline NHS staﬀ in suicide prevention.
US. International Liaison Report:
Information not available at the time of publishing.
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18. International Initiative for Disability Leadership
(IIDL)
Lorna Sullivan from New Zealand has written the following update for this area.
Development of the Initiative. The aim of the International Initiative for Disability Leadership (IIDL) is to help
support current leadership and mentor future leaders through technical assistance, peer to peer discussions
and provision of lessons learned and evidence-informed/best practices. This becomes of critical importance
as we collectively begin to recognize that many of the current approaches to service provision for disabled
people are not only unsustainable over the longer term, time has shown that they do little to advance the
life opportunities and well being of the people they are designed to support.
Benefits for Governments. As Governments and Government agencies seek to ﬁnd sustainable alternatives to
the current, traditional and prevalent approaches of collective, custodial care for disabled people, membership
of the IIDL enables policy-makers and commissioners to connect with their peers in other countries struggling
for common solutions. Active participation in this initiative provides a unique opportunity for leaders to learn
from the experiences and challenges, to meet with international leaders from a wide array of stakeholders and
to work co-operatively to adapt learning to their own situations. Sponsoring Governments would strategically
strengthen leadership skills in their own domestic sectors through the encouragement of leaders, families,
disabled people, and senior executives, to join and play an active role in IIDL.
2011 San Francisco Exchange. The continued growth and development of IIDL was clearly witnessed in the
participation of the 2011 Exchange.
The focus of the exchange was on ‘Service Transformation” and the need for sustainability and outcome
eﬀectiveness to be embraced within the delivery systems and processes of provider agencies.
Host agencies were speciﬁcally chosen for their history of transforming their service models from congregate
approaches to individualized responses.
“It was one of the rare opportunities (if not the only opportunity)
I have had in my role as CEO to spend a couple of days with other senior leaders sharing and
learning in an environment of openness and honesty.”
The Network Meeting brought the topic of service transformation from the individual exchanges into a wider
forum for presentation, dialogue and discussion. The 125 people who attended this meeting attest to the rapid
growth of interest in the initiative, its ability to recognize the global nature of the challenges confronting the
sector and to provide collective leadership around the issues being confronted by all member countries.
“Extremely valuable. Opportunity to meet so many people struggling and
succeeding in achieving a common purpose.”
“It was a great experience – thought provoking and meaningful. Knowing
that this is a ‘world issue’ not just local”
Objectives for 2011. Our principle objectives for the past 12 months have been to focus upon:
1. Ensuring that IIDL has a relevance around both the issues confronting the sector internationally and has the
capacity to bring leadership to these issues.
2. Expand and develop our funding base.
3. Grow our active and participating membership.
Membership. IIDL now has 162 members. We had 125 leaders participating across the 2011 exchange and
networking meeting in San Francisco.
Our major Government sponsorship continues to come from New Zealand (which was as a foundation member
of IIDL) and Ireland. We wish to take this opportunity of expressing our most sincere appreciation of the
commitment of these two countries to the continuation of this initiative. However, if the initiative is to continue
to grow in the strength that is has over this past 12 months it will be important that we are successful in gaining
funding support from other countries where we have membership support.
2012 Exchange. We are now working with IIMHL to develop the theme and host arrangements for the 2013
exchange to be held in Auckland, New Zealand.
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We have already a number of sites interested in acting as hosts for this event and we are hopeful that this
exchange will be in a position to oﬀer leadership opportunities for disabled people and families.

IIMHL Related Publications
The papers for 2010 and 2011 by Professor Pincus and colleagues are noted above in his section on clinical quality.
Beinecke RH, Minas H, Goldsack S & Peters J. Global Mental Health Leadership Training Programmes. International
Journal of Leadership in Public Services, Vol. 6, No 3, 63-72, 2010.
A special issue in Current Opinion in Psychiatry, Vol. 22, No. 6, November 2009 included 7 articles by the Quality
and outcome Measurement work project members led by Prof. Harold Pincus:
• Pincus HA, Naber D, International eﬀorts to measure and improve the quality of mental healthcare
• Brown P, Pirkis J, Mental health quality and outcome measurement and improvement in Australia
• Ito H, Quality and performance improvement for mental healthcare in Japan
• Herbstman BJ, Pincus HA, Measuring mental healthcare quality in the United States: a review of initiatives
• Ruud T, Mental health quality and outcome measurement and improvement in Norway
• Gaebel W, Janssen B, Zielasek J, Mental health quality, outcome measurement and improvement in Germany
• Coia D, Glassborow R, Mental health quality and outcome measurement and improvement in Scotland
Beinecke, R.H. and Spencer, J. “Examination of Mental Health Leadership Competencies across IIMHL Countries”
in Raﬀel, J.A., Leisink, P., Middlebrooks, A.E., (Eds), (2009). Public Sector Leadership: International Challenges and
Perspectives, Cheltenham, UK: Edward Elgar.
Beinecke, R.H. (April 2009). Training the Next Generation of U.S. and Global Mental Health Leaders: Competencies
and Needed Actions. ACMHA Armchair Reflections. American College of Mental Health Administrators. www.acmha.com
and also published at www.iimhl.com
Beinecke, R.H. (2009). Introduction: Leadership for Wicked Problems. The Innovation Journal: The Public Administration
Innovation Journal 14(1), 1-17. Also edited this issue.
Beinecke, R.H. (2009). Leadership Training Programs and Competencies for Mental Health, Health, Public Administration
and Business in Seven Countries. International Initiative for Mental Health Leadership. www.iimhl.com
The Special Edition of The International Journal of Leadership in Public Services .Vol. 4 Issue 1, April 2008. (Note
this came from contributions from 12 groups of people following the Ottawa Network Meeting including
(among others) the two papers below.
Beinecke, R.H., Daniels, A.H., Peters, J., Silvestri, F. (2008). Introduction to the Special Issue: The International
Initiative for Mental Health Leadership: A Model for Global Knowledge Exchange. International Journal of
Mental Health 38(1), 3-13
Beinecke, R.H., Daniels, A., Peters, J., Pitts-Brown, S., Chehil, S., & Van Zwanenberg Z. Attributes of a Successful
Professional Exchange: The 2007 International Initiative for Mental Health Leadership (IIMHL) Cincinnati
Group. International Journal of Leadership in Public Services 4(1), 59-66, 2008
Kendrick MJ. Advocacy as Social Leadership. The International Journal of Leadership in Public Services. Vol. 4(3)
October 2008
Peters J & Pitts-Brown S. Outcomes of the New Zealand Blueprint Executive Leadership and Management
Learning Programmes. The International Journal of Leadership in Public Services, 4, 448-60, 2008
Beinecke RH & Spencer J. Leadership Training Programmes and Competencies for Mental Health, Substance Use,
Health, and Public Administration in Eight Countries. 2007. IIMHL www.iimhl.com
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