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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 organizes structured staﬀ exchanges, systems for international networking, innovation
sharing and problem solving across countries and agencies.
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 2010. In addition it also gives an update of leaders’ activities from the International Initiative
for Disability Leadership (IIDL).

2. Chairperson’s Report
As the incoming Chair, I would like to start by saying that it is an honour for me to work with the
IIMHL members in this role and I am very excited about our work in the year ahead. I’d like to thank
Janice Wilson, previous Chair, for her service, dedication and stewardship. Under her steady
leadership, IIMHL has grown and expanded, and is now ready to move forward on a number of
exciting fronts.
The most recent Leadership Exchanges, which culminated in the Network Meeting in Killarney,
Ireland, were a tremendous success. We have learned a great deal from attendee feedback that
will contribute to continued success for future meetings. The theme of our September 2011 Network
Meeting in San Francisco, California, is “A Diﬀerent Kind of Leadership”, a timely and ﬁtting theme
Kathy Langlois
Chairperson, IIMHL given current demands on mental health services. Necessity being the mother of invention – or
to put a modern twist on Plato’s adage, the mother of innovation - the current economic climate
will continue to exert pressure on mental health systems worldwide, and visionary leadership is
required to ensure continued progress and positive outcomes. The IIMHL is committed to promoting
collaboration and knowledge exchange to strengthen mental health leadership in all of our countries.
Innovation will continue to be a focus in order to ensure eﬀective service to our communities.
The growth and success of the Indigenous leadership group is a wonderful example of “a diﬀerent
kind of leadership”. The Wharerātā Group has grown to a position of inﬂuence not only with IIMHL
countries, but also in wider arenas of Indigenous health. The Wharerātā Declaration includes a
framework on Indigenous leadership which emphasizes collaboration and personal inﬂuence as
key aspects of leadership, which I believe are applicable to all IIMHL members. I look forward to
witnessing the growth and inﬂuence of the Wharerātā Group and its vision of healthy Indigenous
families and communities.
The results the IIMHL has achieved over its seven years of existence would not have been possible
without the dedicated work of Fran Silvestri and his team. A huge thanks to Fran, David Robinson,
Erin Geaney, Lorna Sullivan and Frank Collins for their tireless eﬀorts, commitment and leadership.
I would also like to acknowledge the leadership of Bairbre Nic Aongusa for her groundbreaking
work with disability leaders on the International Initiative for Disability Leadership (IIDL).
In closing, I look forward to collaborating with all IIMHL members, including the members of the
Sponsoring Countries Leadership Group and the country liaisons, as we work towards our common
goal to improve the lives of people with mental illness and their families, and to contribute to the
mental wellness of all.
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3. President and CEO’s Report
In 2010 IIMHL continued to achieve milestones. We passed the 2500 number of subscribers who
receive IIMHL Update and completed a very successful Leadership Exchange thanks to our colleagues
from Ireland. 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. We also had a formal evaluation of
IIMHL processes and outcomes which was conducted by Centerstone Research Institute in the US.
We were delighted to ﬁnd out about our successes and also about our areas for development.
I am delighted to have the opportunity to introduce our 2010 annual report by highlighting for you
some of our exciting developments:
Fran Silvestri
The Wharerātā Declaration. The ‘Wharerātā Declaration’ was born from discussions among
President and CEO, indigenous peoples from Australia, Canada, New Zealand, Samoa and the US. Work continued in
IIMHL
2010 in a meeting in Toronto 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.
2010 IIMHL Leadership Exchange. This Exchange was a success and we appreciate the strong
Irish team led by Martin Rogan and Catherine Brogan with support from many of their colleagues
from Ireland. Leadership matches were held primarily around Ireland with the indigenous meeting
in Toronto. Several powerful and thought provoking presentations were given at the Network
Meeting in Killarney by people such as Anne Beales from England, Prof. Tony Schwartz from the
US, and Tony Bates from Ireland. Evaluations completed by participants showed that this was one
of the most valuable and enjoyable learning experiences to date.
Knowledge Transfer between IIMHL Exchanges. IIMHL has piloted ways 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 are planning two workshops in Australasia led by experts
in trauma-informed care and the award winning Milwaukee wrap-around services for youth.
IIDL – progress in disability activities. IIDL is moving from strength to strength with many hosts
for 2011 already in place. Key issues to be explored by hosts and visitors in 2011 include:
• Life sharing as an alternative approach to traditional group homes
• Self-directed, or family directed service models and approaches
• Provider, person partnerships. Changing the relationship and power dynamic of service systems
• Systems change and service transformation.
Lorna Sullivan outlines IIDL progress over 2010 later in this report.
US and Canada 2011. In 2010 we also have been working closely with our American colleagues
to prepare for the 2011 Leadership Exchange in the US and Canada with the Network Meeting in
San Francisco 12th to 16th September. The theme for the Network Meeting is “A Diﬀerent Kind of
Leadership’.
IIMHL remains a very small 'virtual' organization yet our reach continues to grow. Our success relies
on the participation of the 2500 leaders who 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. During
the economic challenges we all face, it is critical that we not retrench in our eﬀorts to learn what
is new but to actually expand 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 use the economic challenges to push for change.
Thanks to all of you who have contributed to IIMHL’s success in 2010 and we look forward to continuing
to build more eﬀective leadership together.
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4. IIMHL to December 2010 at a glance
Key facts. IIMHL has over 2500 subscribers listed on our database representing 15 countries and
1000 organizations. IIMHL has had seven Leadership Exchanges since 2003 involving around 1300
leaders from the seven countries. Only leaders from the sponsoring countries can attend the Exchanges.
Following each Leadership Exchange is a two day Network Meeting and to date around 1000
leaders have attended these to 2010.

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

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

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

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

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

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

ATTENDANCE

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

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

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

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

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

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

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

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)
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 organized in which leaders visit the host country
and share information, innovations and research. ‘Hosts’ are those leaders who host and arrange
an exchange (or match) and ‘visitors’ are leaders who visit the host site in another country or state.

7. IIMHL Operations
As of January 2010 IIMHL operates as a 501c (3) US non-proﬁt corporation.
IIMHL 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.
• 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 and 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 organize forums to:
• Identify and communicate key issues for that country/area to SCLG (and vice versa)
• Host the Exchange and Network Meeting
• 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:
• Ireland – Cath Brogan
• England – Christina Heap
• New Zealand – Janet Peters
• Canada - Greg Frankson
(Each Liaison has written a brief report about activities in their country in 2009 – see later in this
report).
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9. Sponsoring Countries Leadership Group
The SCLG leadership structure consists of:
• Chairperson
• 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.
• Dr Janice Wilson continued as Chair until the conclusion of the meeting in Ireland in May 2010.
Kathy Langlois from Canada has taken over since then with Dora Hennessey as 1st Deputy and
Dr Aaron Groves as 2nd Deputy.

10. Membership of IIMHL
There are over 2500 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 and 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
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
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• Disability leadership: International Initiative for Disability Leadership (IIDL)
• Council of clinical leads
• The Wharerātā Group – of indigenous leaders

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 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 seven 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.
Our eighth Leadership Exchange in 2011 will be held in the US and Canada with the Network Meeting
held in San Francisco. IIDL will also be an integral part of this Exchange.
Future Leadership Exchanges will be:
• March 4-8, 2013 in Australia and New Zealand with the network meeting in Auckland, New Zealand
• May/June 2014 in England, Republic of Ireland and Scotland with the network meeting in England.
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
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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.
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 San Francisco 2011
The 2011 Leadership Exchange commences the week of September 12th - 16th. On Monday September
12th and Tuesday 13th leaders will be placed in over 60 sites and after a day of travel on September 14th
all leaders will participate in the Network Meeting held in San Francisco on September 15th and 16th.
The focus of the Network Meeting is ‘A Different Kind of Leadership’.
Under this theme, main topic areas will be:
• Leadership: especially in difficult economic
times
• Substance Abuse
• Prevention
• Workforce Development
• Housing

•
•
•
•
•

Trauma
Behavioral Health/Primary Care Integration
Indigenous Populations
Military Families
Outcomes and Quality

2011 PROJECT TEAM
The people involved in planning for 2011 are:
Canadian Team Members
Kathy Langlois

First Nation & Inuit Health Branch

kathy.langlois@hc-sc.gc.ca

Eric Costen

First Nation & Inuit Health Branch

eric.costen@hc-sc.gc.ca

Rose Sones

First Nation & Inuit Health Branch

rose.sones@hc-sc.gc.ca

Louise Bradley

Mental Health Commission of Canada lbradley@mentalhealthcommission.ca

Phil Upshall

Mental Health Commission of Canada pupshall@mentalhealthcommission.ca
US Team Members

Steven Randazzo

SAMHSA

steven.randazzo@samhsa.hhs.gov

Winnie Mitchell

SAMHSA

winnie.mitchell@samhsa.hhs.gov

Paolo del Vecchio

SAMHSA

paolo.delvecchio@samhsa.hhs.gov

Consumer for the
Substance Abuse
ﬁeld

TBC

TBC
echohawk@paciﬁer.com

Holly Echo Hawk
Don Hevey
Kana Enomoto

Mental Health Corporations
of America Inc

heveyd@mhca.com

SAMSHA

kana.enomoto@samhsa.hhs.gov
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Staffed by
Fran Silvestri

IIMHL

NZ fran@iimhl.com

Jeannie Campbell National Council for Community
Behavioral Healthcare
US jeanniec@nccbh.org
David Robinson

IIMHL

NZ david@iimhl.com

Erin Geaney

IIMHL

NZ erin@iimhl.com

Janet Peters
(NZ project lead
for the 2013 IIMHL
Leadership
IIMHL
Exchange)

NZ janet@iimhl.com

15. Knowledge Exchange Activities in 2010
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.
Indigenous leaders: The Wharerātā Group
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.
First meeting in 2009 as an IIMHL Indigenous leadership exchange, the Group appreciates
the support of IIMHL.
The Wharerātā Declaration documents a framework to achieve our vision of “healthy
Indigenous individuals, families and communities through Indigenous leadership”. It
advocates for culturally competent mental health and addictions services, and supports
for the development of Indigenous leaders in mental health. While currently focussed
on mental health, Indigenous health leaders have also shown support and interest.
Wharerātā is Māori and one translation is “house of wisdom and understanding, shelter and protection”.
The Wharerātā logo is representative of Indigenous leadership. The Māori word for the posts that
hold up a meeting house is pou, and there are similar words for house posts in many Indigenous
cultures. Pou also translates to “support, sustenance, elevate, establish”, and additionally is used
to describe the “person who is strength of group, who leads discussion”.
The Wharerātā Group has grown in size and visibility in mental health and health ﬁelds from
communities, the NGO sector and governments. Activities in 2010 included:
• Presentation and discussion on the Wharerātā Declaration to:
- USA: Indian Health Service-Behavioral Health senior leadership, Indian Health Service-Behavioral
Health conference, Substance Abuse and Mental Health Service Administration senior
leadership; Indigenous Research and Evaluation Summit hosted by the Native American Centre
for Excellence in Substance Abuse Prevention.
- New Zealand: Ministry of Health senior leadership; Institute of Health Management.
- Canada: Health Canada senior leadership.
- International: World Conference of the World Federation for Mental Health in USA; International
Union for Health Promotion conference in Geneva; and Healing our Spirit Worldwide in Hawai’i
(largest Indigenous mental health and healing event in the world).
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• Wharerātā members presented workshops and keynotes at a number of additional conferences
and meetings around the world.
• Wharerātā Declaration published in the International Journal of Leadership in Public Services,
Vol.6 (1), February, 2010.
• Re-launch of its website at www.indigenous-mental-health.ca with over 250 resources and research
on Indigenous mental health and leadership in its Online Library, mostly written by Indigenous
authors.
• Discussions and meetings with IIMHL senior leadership on Wharerātā contribution and involvement
in planning for the IIMHL 2011 Network Meeting.
• Two Group meetings to discuss how to manage momentum while strategically building domestic
and international support for the Wharerātā vision.
The priorities of the Group are currently under discussion and likely will be: strengthen the inﬂuence
and contribution of Indigenous intelligence and cultures in mental health and addictions services,
programs and policy; network and share successful Indigenous practices; and support Indigenous
leaders and communities to work towards the vision of Indigenous well-being.
For more information on activities and contact information, go to www.indigenous-mental-health.ca
“Walk the walk and talk the talk”: A summary of some peer support activities in IIMHL
countries
This report was written by Janet Peters with the help of hundreds of people from IIMHL countries
and completed in 2010. It was funded by Te Pou (the National Centre of Research, Information
and Workforce Development in New Zealand) and supported by IIMHL.
IIMHL put out a call for documents on the status of peer support services in the participating
countries: Australia, Canada, England, Ireland, New Zealand, Scotland and the US. The aim was to
quickly share innovation, resources and information across countries. The current document ﬁrst
outlines the policy context for peer support services in each country.
The documents supplied showed that all seven countries have national policy documents which
include strengthening the service user/consumer workforce and most plan to include peer support
services as part of service development plans for the future.
It appears that peer support services may operate eﬀectively across the whole continuum of tertiary,
secondary and community services for mental health and addiction services and primary care
services. We found peer support facilitated groups in Forensic inpatient services, peer support in
acute inpatient services, in community based non-government organizations (NGOs), peer operated
respite services and alternatives to acute inpatient stays; peer operated “warmlines”, peer services
in primary mental health care; and peer led training, recovery education and evaluation. Access
to clinical support is important in some services (e.g. respite services) so that both peer and clinical
services work together to meet the service users’ goals. It was noted that the addiction recovery
peer model has a continuum of service models that are not necessarily inclusive of clinical settings,
but instead have a focus on community settings in which natural supports are highlighted. White
(2009) notes that the history of addiction treatment and recovery in the United States contains a rich
“wounded healer” tradition (p. 7).
Overall ﬁndings suggest that peer support services are eﬀective in encouraging people to move
from “patienthood to personhood”. Beneﬁts include: decreasing hospitalisation and mental health
service usage, reduction of symptoms of mental distress, increases in quality of life, improvements
in social support and accommodation/housing, increased rate of volunteering and employment,
less reliance on beneﬁts, improvements in physical health (when this was targeted) and increases
in use of recreational and community agencies; in addition as peer support workers cost less than
clinicians – suggesting that they are cost-eﬀective. Peer workers have also been used successfully
in education, evaluation and training roles. All roles may lead to the decrease of stigma as people
in services and communities see consumers contributing to services in a positive way.
Related beneﬁts can be seen reported by peer support workers themselves. In addition reported
decreased use of mental health services suggests less distress. For family, carers and people in the
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community the more eﬀective, less coercive approach means that families may be more relaxed
as the right support is provided to the individual and family. For services clinical staﬀ may be more
eﬀective as they are able to really ‘hear’ the service user voice and thereby communication may
be improved and reduction of stigma. Meaningful relationships with staﬀ lead to a more valuing
and eﬀective service and reduced use of resources in the statutory sector. In addition the reduction of
demand on acute inpatient and other mental health and health services is an important outcome.
Several countries have training programs for peer workers that vary in structure and content,
depending on the program and the country of origin. Some countries have certiﬁed training
programs with a core curriculum based on a recovery model of support, rather than a clinical
model. Two key models of training are Wellness Recovery Action Plan (WRAP; Mary Ellen Copeland)
and Intentional Peer Support (Shery Mead). Peer workers have also accessed shorter specialist
workshops around such topics as co-supervision, crisis work, Hearing Voices and Recovery. Recovery
Innovations from the US are seen by many countries as leaders in implementing peer work.
Factors that strengthen peer support workers eﬀectiveness include: careful planning for peer support
workers (e.g. information about how the mental health services operate – staﬀ roles and
responsibilities, eﬀective training (e.g. conﬁdentiality and ethical codes), supervision and ongoing
mentoring; and pay commensurate with other workers). Such practices within organizations were
called “mindful employers” by one agency in that systemic change needs to occur to enhance the
peer workers’ work. Factors that assist clinical staﬀ in services in their embracing of peer support
workers include: information about the eﬀectiveness of peer support; how clinical and peer roles
can intersect and beneﬁt the service user - thus helping clinical staﬀ to see the added value of peer
support workers.
This report is limited in that it only reports on material that was sent to IIMHL. Thus it does not go
into depth on some key issues (e.g. speciﬁc population groups like indigenous people, women, and
people with co-existing challenges).
However it is now clear that peer support services are seen as a key part of eﬀective mental health
services now and in the future in most countries participating in IIMHL. The gains outlined above
also point to the fact that (as noted by White, 2009) peer support services can have a transforming
eﬀect on larger systems of care and on our society, by enhancing recovery outcomes and elevating
public and professional perceptions of hope for recovery.
Future eﬀorts to strengthen the role of peer support workers may include the development of
national/state guidelines to improve consistency in roles, job descriptions, competencies, training (e.g.
conﬁdentiality and ethical codes of practice), supervision, documentation, equitable pay etc.
Continued evaluation of peer led services may capture the unique qualities of peer support work
and add to the growing body of knowledge around these important services.
The Clinical Leadership Group
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 2010 and outlook on activities
planned for 2011:
1. Publications. For Phase I 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.
The work of Phase I was partially summarized in a number of publications:
• Special issue in Current Opinion in Psychiatry, Vol. 22, No. 6, November 2009 included seven articles
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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
In addition, a paper to the British Journal of Psychiatry which describes the range of performance
measures, quality indicators and outcome measures compiled through the international review of
grey literature has been submitted and two others are in preparation (see below).
2. Survey. As part of Phase I of the project, we also developed and implemented a survey to identify
common and diﬀering themes, methods, deﬁnitions and activities across the participating countries.
We are currently preparing two articles which review and summarize the ﬁndings of this survey and
expect to submit them for publication in early spring of 2011.
3. Next steps (2011). We are currently implementing Phase II of the project which will focus on
developing consensus for an overarching shared framework of potential core performance and
outcome measures that could be collectable by all participating countries. Part of this process will
be to ﬁlter and narrow down the overall number of indicators collected in Phase I and to develop
and implement a survey instrument that will allow country experts to rate the reduced list of
performance indicators and determine the quality indicators to be included in the framework.
A second element of Phase II will be to identify ways of using this process to create or link to internal
interest groups/networks related to quality measurement in each country. These networks, consisting
of IIMHL clinical lead members and other designated experts, will actively provide input/feedback
on the development process of the framework and serve as respondents to the next round of surveys
that will provide further input and insight from the perspective of participating countries. In addition,
they would 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 II will be to develop a detailed proposal for implementing Phase III.
Phase III 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 have recently been in contact 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 explore strategies for how to coordinate our eﬀorts.
Mental Health International Collaborative (MHIC)
The MHIC project is to link IIMHL with developing countries and jurisdictions that are interested in
developing community mental health services but need ongoing assistance from volunteer
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leaders. The aim is to develop a partnership with one community and over a three to ﬁve year period
organize a set of volunteers to provide support to the development of a community model. These
volunteers are from the IIMHL membership and oﬀer to help build the capacity for the community
to design and implement their own systems.
The two countries involved in this work to date are USA and England. Our ﬁrst project began in
Ecuador in 2007 and continues under the coordination and leadership of Ken Jue, the former chief
executive of a community mental health agency in the U.S. Ken has engaged native-Spanish speaking
mental health volunteers from at least three states in the U.S. Gene Lawrence, the chief executive
of Southeast Mental Health Centre in Memphis, Tennessee, has provided a social work scholarship
for an Ecuadorian social work student to work with and for Ken when Ken is not in Ecuador. Ken
initially met with community residents who deﬁned and prioritized needs to be addressed.
In 2010 Ken Jue reports that the work in Ecuador has focused on pursuing two priorities. The ﬁrst
priority has focused on training teens to help educate their peers in health education and prevention
of individual mental health problems. The second priority has been to adapt the teen training
content and process to train and educate elementary school teachers and parents in a communitycentered approach. Thus, the training has begun for the teachers and parents of a local elementary
school with the goal being to strengthen their nurturing orientation and behaviors to promote
and advance the mental health status of young children. These two priorities are based upon
the needs identiﬁed in a community-based needs identiﬁcation process within the surrounding
communities.
This is the ﬁfth year of a ﬁve year eﬀort to identify and develop pilot or demonstration community
mental health projects in a sub-region of the Municipality of Quito, Ecuador. Local leaders and
regional government and non-government organizations have become involved with the
communities where these pilot projects have been implemented. Eventually, it will be the decision
of local Ecuadorians whether they decide to advocate with the Ecuador Ministry of Health for a
commitment to establish mental health as a national priority and health concern and to build upon
these pilot community mental health projects
Many community mental health ideas and strategies have been shared with the lead participants
in these projects. Thus, along with the two pilot projects, a self-help and mutual support
organization has been established by families with family members who have issues related to
serious mental illness and developmental and physical disabilities. This would be the ﬁrst of such
organizations in this country. This group is now seeking to become established and recognized
as a formal non-governmental organization (NGO) by the Ecuador government.
In the upcoming year we look forward to working closely with the U.S. Substance Abuse and Mental
Health Services Agency in building the capacity for an enhanced public mental health in American
Samoa.
Ken Jue ken@iimhl.com is the contact to discuss ideas, donations or interest in volunteering.
“We are grateful to IIMHL for alerting us to the innovative programme called MH First Aid.
We now have in the US 900 Instructors, 12000 trained individuals in 43 states and growing. IIMHL
is a wonderful method to share and transfer rapidly new innovations.“
Linda Rosenberg, CEO National Council

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. While
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we will continue to have leaders attending our Leadership Exchange, we may ﬁnd that the majority
of those attending will be from within the regions. If this is the case, then there is a gap of four years
when IIMHL Leadership Exchange comes into each region.
One of the beneﬁts of the Leadership Exchange has been for leaders to directly engage with their
overseas colleagues, learning what others are doing to deal with the ﬁnancial crisis and utilising the
newest eﬀective practices that result in the increased eﬃciency of resources.
Proposed solution: Bringing IIMHL connections more often into the sponsoring countries.
If leaders are not accessing overseas colleagues, IIMHL could enhance leadership development by
bringing to each region in the middle of the four year cycle an opportunity to hold a two day
leadership forum with several key leaders.
This could be done by bringing a few select overseas leaders to do a tour of each region over a week
and oﬀer a forum on topics and then link this meeting with an opportunity for leaders within a region
to share their current innovations.
For example, in 2011 it will be two years since the last Leadership Exchange based in Australia and
NZ and two years before the next Leadership Exchange. Australia and New Zealand SCLG members
could together identify two leaders from North America and/or UK/ROI that would oﬀer timely advice.
IIMHL piloted the concept with Bruce Kamradt who delivered workshops on his award winning
service “Milwaukee Wraparound” for at risk youth in England and Ireland in 2010. IIMHL will now
formally launch the process in Australia and New Zealand in 2011 with workshops by Bruce Kamradt
and Dr Bob Glover (Trauma-informed care).
In this way regions will be able to access IIMHL expertise and connections between Exchanges.
"In Australia the Commonwealth funded workshops on the reduction of seclusion and restraint
by Dr Bob Glover and colleagues, as proposed by the IIMHL. The workshops tapped into a
real interest in this area with many clinicians committing to take the principles and processes
underpinning this work into their wards and inpatient units. A large National forum, hosted
by NSW, was held in November 2010 and demonstrated the sustained motivation and
enthusiasm for improved practice in this area."
Dr Ruth Vine Acting Director, Operations | Mental Health, Drugs and Regions Division

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 England, New Zealand, Ireland and Canada.
Below are brief reports from International Liaisons.
CANADA. International Liaison report: Greg Frankson
IIMHL Liaison activities in 2010:
• Participated in 2010 Leadership Exchange in Ireland in May 2010
• Established Canada’s International Liaison secretariat
• Commenced planning activities for 2011 Leadership Exchange in San Francisco
• Hosted Sir Mason Durie from New Zealand in November 2010, a step towards the implementation
of the Wharerātā Declaration
Key mental health and addiction activities in Canada in 2010:
The Mental Health Commission of Canada. The Mental Health Commission of Canada continues
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to make progress in achieving its mandate, announced publicly by Prime Minister Stephen Harper
at the IIMHL 2007 Network Meeting in Ottawa, including: the continued success of the Opening
Minds anti-stigma initiative; the launch of the At Home Chez Soi homelessness demonstration
project; and the release of the Eight Strategic Directions that form the structure for the upcoming
national mental health strategy. As well, the MHCC released new research reports on peer support,
policy training, psychological safety in the workplace and children and youth mental health.
http://www.mentalhealthcommission.ca/english/pages/default.aspx
The National Aboriginal Youth Suicide Prevention Strategy renewed: In 2010 the Government
of Canada provided $75 million from 2010-2015 to continue to support communities to address
Aboriginal youth suicide. Suicide rates among Aboriginal youth in Canada are among the highest
in the world. This funding will support Aboriginal youth suicide prevention programming in
approximately 200 communities across Canada.
Veterans Affairs Canada / Department of National Defence strategy for mental health: Eﬀorts are
underway to improve access to assessment and treatment for Canadian Forces members and
Veterans suﬀering from psychological injuries. This strategy involves a network of mental health
assessment and treatment facilities, educational forums, a continuing education program, and
research eﬀorts, which together will develop high quality, standardized mental health care for clients.
http://www.veterans.gc.ca/general/sub.cfm?source=department/press/mentalhealth_back
Pan-Canadian mental health strategy in correctional institutions: The House of Commons
Standing Committee on Public Safety and National Security issued Mental Health and Drug and
Alcohol Addiction in the Federal Correctional System, a report which examines mental health and
addictions in the federal correctional system. The study was commissioned after the tragic death of
Ashley Smith, a young woman of 19 who committed suicide in 2007 while detained at a federal facility.
http://www2.parl.gc.ca/HousePublications/Publication.aspx?DocId=4864852&Language=E&Mode=
1&Parl=40&Ses=3&File=18
Nunavut's strategy for youth suicide prevention: The Government of Nunavut, Nunavut Tunngavik
Inc., the Embrace Life Council and the Royal Canadian Mounted Police worked together on this
strategy to prevent suicide in Nunavut. http://www.tunngavik.com/wp-content/uploads/ 2010/
11/2010-10-26-nunavut-suicide-prevention-strategy-english.pdf
British Columbia's new mental health plan: The Province released a 10-year plan to address mental
health and substance use with a focus on prevention of problems, early intervention, treatment and
sustainability. Entitled Healthy Minds, Healthy People, the cross-ministry plan reﬂects both extensive
public and stakeholder consultation and evidence-based research and practice. It is aligned with
existing child, youth and adult mental health and substance use strategies across B.C., as well as
the national mental health framework. http://www2.news.gov.bc.ca/news_releases_2009-2013/
2010HSERV0063-001350.htm
ENGLAND. International Liaison report: Christina Heap
IIMHL Liaison activities in 2010:
• Agreement reached to set up an English steering group to link up with partner countries within
the IIMHL to share learning
• Four IIMHL Steering group meetings (April, September, November, December)
• England contributed to the IIMHL/Te Pou report on Peer Support Services through Christina.
A leadership event to share good practice took place in May 2010. Motivational speakers from the
award winning ‘Milwaukee Wraparound’ USA service addressed over 30 delegates in an inspirational
seminar which took place in London on 12 May 2010. The event was hosted jointly by the International
Initiative for Mental Health Leadership, the Mental Health Network, the National Mental Health
Development Unit and the National CAMHS Support Service. The innovative, ground breaking model
of cost eﬀective, high quality care service has been developed to support young people with mental
health problems and their families. It is the ﬁrst government-operated managed care service
designed to treat at risk youth in the home setting.
Christina Heap, IIMHL Liaison, England
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Key mental health and addiction activities in England in 2010:
Coalition Government outlines plans for the NHS. The coalition Government's white paper Equity
and excellence: liberating the NHS, published in July 2010, sets out the most signiﬁcant reorganization
of the NHS in its history. The consultation closed in October and the Government conﬁrmed its
commitment to pressing on with the reforms on 15 December. For a summary of the reforms
visit the NHS Confederation web pages.
Cost of mental ill health in England exceeds £100 billion. A paper published by the Centre for
Mental Health has revealed the cost of mental ill health in England is now £105.2 billion a year. The
ﬁgure includes the costs of health and social care for people with mental health problems (£21.3 billion),
lost output in the economy, for example from sickness absence and unemployment, (£30.3 billion),
and the human costs of reduced quality of life (£53.6 billion). Read more on the Centre for Mental
Health website.
Mental ill health and offending among veterans. A report published by the Centre for Mental
Health has indicated that armed forces veterans face a range of mental health problems including
depression and alcohol misuse, but they are less likely to go to prison than the general population.
The report suggests that rates of mental ill health among veterans about 4% have probable Post
Traumatic Stress Disorder (PTSD), 20% have depression or anxiety and 13% misuse alcohol. Mental
ill health appears to be more common among reservists than regular troops. Read the report on
the Centre for Mental Health website.
Mental health and the productivity challenge; Improving quality and value for money. The NHS
is facing a signiﬁcant ﬁnancial challenge and needs to make substantial improvements in productivity
if it is to provide high-quality services without additional funding. Spending on mental health
accounts for around 10 per cent of the overall health budget and so the mental health sector has
a key role in responding to this challenge. The King's Fund and Centre for Mental Health, with the
support of the Royal College of Psychiatrists and the NHS Confederation's Mental Health Network,
have worked together to explore how mental health services could be delivered in a diﬀerent and
more cost-eﬀective way. The consensus from their work, including an expert seminar and a review of
evidence, is that there is scope for mental health services not only to improve their own productivity
but also to support productivity improvements in other parts of the NHS. Read the report on The
King’s Fund website.
Commissioning mental wellbeing for all - A toolkit for commissioners. This toolkit provides a
resource for local authority and health commissioners to improve the mental wellbeing of people
living in their areas. Of course, there will be beneﬁts to people at risk of developing a mental illness
and to people in recovery, but what is clear both from the available evidence is that the economic
and social gains of promoting mental wellbeing go wider to encompass a beneﬁt to all. Read more
on the National Mental Health Development Unit website
Mental Health and the downturn, a briefing. In September 2009 a one-day meeting on mental
health and the economic downturn was held in London. The meeting was convened by the Royal
College of Psychiatrists, the Mental Health Network, the NHS Confederation and the London School
of Economics and Political Science. The meeting explored the impact the downturn was having
on mental health as well as where some of the solutions may lie for those working at a local and
national level in service provision and policy. This brieﬁng builds on the outcomes of that meeting.
It outlines the challenges facing the sector and sets out how policy makers, organizational leaders
and health and social care professionals should respond.
Peer Support Initiatives - Shared Practice Examples. Peer support in mental health has been
attracting particular attention as a consequence of the Government's ambition to deliver
personalisation. Following a recent call for submissions, The Personalisation in Mental Health
programme, part of the National Mental Health Development Unit has published examples of good
practice which have helped mental health service users on their recovery journey.
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REPUBLIC OF IRELAND. International Liaison report: Cath Brogan
IIMHL Liaison activities in 2010
• We held a very successful (judging by the feedback and evaluation) IIMHL Leadership Exchange
and Network Meeting in May 2010
• The Liaison played a key role in the organization of these events
• The Liaison contributed to IIMHL reports as requested.
Key mental health and addiction activities in Ireland in 2010:
From the Health Service Executive Report on Mental Health April 2010: “Ireland has taken major steps
away from its institutional past and is guided by a comprehensive policy in A Vision for Change.
This document enjoys the universal support of all stakeholders including clinicians, mental health
professionals, service users and carers, the NGO community and primary care practitioners. Mental
Health is midway through a radical reform which began in the 1980s and is now at a critical juncture”.
“A Vision for Change” provides a template which extends across the full spectrum of service and must
be implemented in its complete form. Many of the actions lie outside of the health service. However,
the HSE has a central role in its successful implementation.
Key elements include:
• Successful engagement with service users and their carers, building capacity and developing
the partnership
• Revisiting the management structures which drive mental health services in enlarged catchment
areas
• Creating a new space for the delivery of modern mental health services through an ambitious
multi-annual sale and reinvestment capital programme
• Managing the decommissioning of the old psychiatric hospitals and the provision of appropriate
alternate services
• Achieving and sustaining quality mental health services
• Protecting the mental health of the community
• Enhancing mental health in primary care
• Investing in the future – the mental health of children and adolescents
• Designing a national forensic service
• Addressing stigma
• Bringing international best practice to mental health services in Ireland
• Creating new service capabilities
• Development of information and knowledge base.
Ensuring its proper place in the planning and delivery of mental health services, the implementation
of the recommendations of A Vision for Change form the basis of the Mental Health Section of the
National Service Plan 2010.
National Service Plan Deliverables 2010
Some examples are:
• Executive Clinical Directorates established including a National Forensic Service
• National e-learning resource developed to assist in staﬀ education and training on the operation
of the Mental Health Act
• Process of reconﬁguration of mental health services to community based settings commenced
with a reduction in inpatient capacity nationally in line with 2010 available resources
• Recruitment of 35 staﬀ allocated in 2009 to support the newly established CAMH teams completed
• “Headstrong” (The National Centre for Youth Mental Health, an organization committed to
changing how Ireland thinks about young people’s mental health) continues its development.
• A population based methodology devised and agreed to guide resource allocation to address
inequity in service access
• Outcome of evaluation of the ﬁrst 4 years of implementation of Reach Out assessed and plans
developed as appropriate, (the national strategy for Suicide Prevention, 2005).
• Eﬀective response to self-harm presentations further developed in line with action area 12 in
Reach Out.
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The demand for mental health services escalates during periods of economic uncertainty and
downturn. The HSE’s ability to meet this challenge has been severely tested in the current operating
environment. The staﬀ demographic in the mental health services gives rise to a particular exposure
to the recruitment moratorium as currently constituted, with over 700 staﬀ leaving the services in
the past 12 months without replacement.
When it was launched in 2006, A Vision for Change was universally welcomed as a progressive,
evidence based and realistic document which proposed a new model of service delivery which
would be patient-centred, ﬂexible and community based. While much has changed economically
in the four years since the report was launched, it remains a progressive document and remains
the roadmap, charting the way forward for the mental health service.
A key value enshrined in A Vision for Change is Recovery, where the individual regains their conﬁdence,
their self-worth and their place within their community. The core function of an eﬀective mental
health service is to oﬀer individuals an attainable recovery pathway”.
NEW ZEALAND. International Liaison report: Janet Peters
IIMHL Liaison activities in 2010:
• Assisting where needed in the planning for (and during) the 2010 Exchange and Network Meeting
in Ireland
• We now have a regular bimonthly meeting in which New Zealand IIMHL leaders in mental health,
addiction and disability can share innovations and problem solve. This occurs in the two main cities:
Auckland and Wellington (organized by Sally Pitts-Brown, CEO of the Blueprint Centre for Learning)
• New Zealand is establishing a Leadership Group which will be made up of key leaders across mental
health and addictions (similar to that already established in England)
• Assisting with the planning for San Francisco 2011
• New Zealand will again use the structured ‘leadership development programme’ for participants
of IIMHL. It proposes that participants establish their own learning objectives and report back on
these
• IIMHL is undertaking early planning for the 2013 Leadership Exchange Network Meeting to be
held in Auckland, New Zealand.
Key Ministry of Health mental health and addiction activities in New Zealand in 2010:
Some examples of reports and activities undertaken through the Ministry of Health:
• Mental Health and Addiction Action Plan 2010
<http://www.moh.govt.nz/moh.nsf/indexmh/mental-health-and-addiction-action-plan-2010>
The Action Plan describes a work programme of Ministry-led activities in four key areas through
to November 2011 to advance the Government's priorities for mental health and addictions.
• Key Performance Indicator Framework for New Zealand Mental Health and Addiction Services,
Phase II: Live Test of the Framework
<http://www.moh.govt.nz/moh.nsf/indexmh/mentalhealth-resources-publications#key>
The Ministry of Health initiated and funded development of the Framework to promote national
quality and performance improvement eﬀorts in the sector. It was intended that the Framework
would lead to active benchmarking where services could learn from each other about the practices
that lead to improved outcomes for service users.
• Mental Health: Service use in New Zealand, 2007/08
<http://www.moh.govt.nz/moh.nsf/indexmh/mentalhealth-service-use-nz-0708>
Covers the following:
1. clients seen by age group, sex, ethnicity and team type
2. referrals by referral source and sex
3. information about speciﬁc groups of services (community, inpatient, alcohol and drug, forensic,
kaupapa Māori and child and youth teams).
• Service Delivery for People with Co-existing Mental Health and Addiction Problems - Integrated
Solutions 2010
<http://www.moh.govt.nz/moh.nsf/indexmh/service-delivery-coexisting-mental-health>
A service delivery guidance document to assist mental health and addiction services to provide
integrated care for people with co-existing mental health and addiction problems.
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• Te Ariari o te Oranga: The Assessment and Management of People with Co-existing Mental Health
and Substance Use Problems 2010
<http://www.moh.govt.nz/moh.nsf/indexmh/assessment-mang-people-coexisting-mental-health>
A clinical framework to assist health professionals working with co-existing substance use and
mental health problems.
• Conduct Problems: Eﬀective Programmes for 3 - 7 year olds
<http://www.moh.govt.nz/moh.nsf/indexmh/conduct-problems-effective-programmes-for-3-7-year-olds>
This report is part of the work programme agreed across agencies in September 2007 to improve
the quality, co-ordination and eﬀectiveness of behavioural programmes.
• First Journal: Adult depression special edition (July 2009) http://www.bpac.org.nz/magazine/ 2009/adultdep/contents.asp
This journal focuses on the management of depression in adults.
• Second Journal: Depression in young people (February 2010) http://www.bpac.org.nz/magazine/2010/youngdep/youngdep.asp
This journal focuses on early interventions in a number of mental health conditions for children
and young people and how every interaction or consultation should be regarded as an opportunity
to assess their psychosocial as well as physical wellbeing which can result in better outcomes.
• Third Journal: Depression in the antenatal and postnatal periods (December 2010) http://www.bpac.org.nz/magazine/2010/nataldep/nataldep.asp
This journal examines the assessment and management of depression in women during the
antenatal and postnatal periods. It is the second of three follow-up publications which supplement
the Best Practice Journal, Special Edition: “Adult Depression”, published in June 2009.
Key IIMHL related mental health activities in New Zealand in 2010 through Te Pou (the
National Centre of Mental Health Research, Information and Workforce Development).
• In 2010 Te Pou trained 2500 staﬀ in best practices including skills such as: Information Use Training,
Real Skills Plus Seitapu, Train The Trainers, Let’s get real, Trauma Informed Care, Tools and Techniques,
Change Management and Le Tautua Leadership
• Sensory Modulation. Links through IIMHL have been inﬂuential in the seclusion reduction work
in New Zealand though the connections with NAMSPHD group, in particular Bob Glover and
colleagues. New Zealand leaders in implementation and research of sensory modulation in acute
mental health inpatient units have a half day workshop with Bob and his team when they are
in NZ end February 2011 to gain expert advice on future directions to this work.
• Te Pou’s Knowledge Exchange is a central web based resource for the mental health and addiction
sector - supporting the translation of knowledge into action. It links to national as well as
international information relevant for planning and service delivery to achieve best outcomes for
service users. IIMHL is a great source for information for new international developments, resources
and research. Relevant documents and links are uploaded to the Knowledge Exchange website
and therefore communicated to the New Zealand sector.
• Talking Therapies. Links through IIMHL have been critical in identifying the excellent international
work to improve access to psychological therapies (particularly in Scotland and England), that can
inform a national framework for talking therapies in New Zealand. IIMHL have promoted the Talking
Therapies guide for Māori to their international network as a contribution to indigenous service
development in mental health.
Knowledge Transfer planned for 2011
• Trauma informed care: Planning is underway for two workshops hosted by Te Pou (the National
Centre of Mental Health Research, Information and Workforce Development) by Dr Bob Glover
and Dr Joan Gillece from the US in 2011 on trauma-informed care. These will be held in Auckland
and Wellington (as well as Australia). We expect interest from all parts of the mental health sector
that is staﬀ from NGOs, all 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 lives1 . It may have been psychological, physical or sexual abuse; environmental (e.g. natural disaster, terrorism and/or war).
1

Jennings A. Models for Developing Trauma Informed Behavioural Health Systems and Trauma Speciﬁc Services. A report for NTAC,
SAMHSA, NASMHPD, HHS, 2004.
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• Wraparound Milwaukee. Planning is underway for The Werry Child and Youth Mental Health Centre
in Auckland to host Bruce Kamradt from Milwaukee, Wisconsin who will lead 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). http://county.milwaukee.gov/WraparoundMilwaukee/WraparoundAward.htm

18. International Initiative for Disability Leadership (IIDL)
Lorna Sullivan from New Zealand has written the following update for this area.
The need for such an Initiative: National policies and directions have often been focused on traditional
practices rather than leadership and innovation as key functions to ensure that relevant and eﬀective
services and supports are delivered. Many countries now realize that service sector leadership is
vital to the success of community-based services. To succeed in attaining full lives for people with
a disability, leaders are required who have the ability to manage change in order to promote and
support continuous improvements in the delivery of disability services.
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.
Benefits for Governments. Many Governments are ﬁnding that traditional approaches to services
for people with a disability are becoming increasingly unsustainable in the current economic climate.
They are reviewing their policies and considering how services might be reformed or reconﬁgured
to perform more eﬀectively and eﬃciently, while meeting the expressed needs of people with a
disability to have choice and control in their lives. Membership of the IIDL enables Government
policy-makers to connect with their peers in other countries, learn from various experiences, and
to meet with international leaders from the array of stakeholders to explore new approaches and
identify how to incorporate them into their services. Sponsoring Governments can also strategically
strengthen leadership skills in their own domestic sectors by encouraging leaders from all entities
to join the IIDL.
Sponsoring Countries Group. This past twelve months has seen IIDL develop to the point of being
able to establish its own Sponsoring Countries Group. The Group is made up of representatives from
Ireland, New Zealand, Australia, Canada, the United Kingdom and the United States.
The group has revised a statement of purpose for IIDL and is now actively working with respective
Governments and non-Government organizations to establish a sustainable source of funding for
the work of IIDL.
IIDL Statement of Purpose
Vision: A full community life for all people with a disability.
Mission Statement: To provide an international leadership forum that shares knowledge, innovation
and eﬀective practices to support our vision of a full life in the community for children, adults and
elders with a disability.
Objectives: Through this international leadership network including policy makers, funders, people
with a disability, family members, caregivers, academics, and providers, we aim to:
• Identify and promote policies, practices and perspectives that support the achievement of a full
community life and access to needed health, behavioral health and social services;
• Challenge and shape national and international policies, practices and perspectives which inhibit
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the achievement of a full community life and access to needed health, behavioral health and social
services;
• Inﬂuence and guide policy makers and communities to adopt life enhancing solutions and challenge
practices that limit opportunities for people with a disability;
• Raise awareness, improve personal leadership, and share ideas on innovative and best and evidenceinformed practices.
Actions:
1. Promote characteristics of eﬀective leadership based on the following attributes:
- Ability to inﬂuence stakeholders
- Ability to listen to, understand and respect the perspectives of others
- Ability to network and form eﬀective relationships across public, not for proﬁt, and private sectors
- Ability to bring a sense of purpose, meaning and value to their work
- Ability to understand the value and practice of regular reﬂection
- Ability to take necessary risks and make diﬃcult decisions.
2. Establish international leadership exchanges between key people in countries of similar language,
economic and cultural development, that:
- Demonstrate and share knowledge of innovative and eﬀective practice
- Help enhance sustainable inﬂuential leadership
- Generate ongoing international networks of leading policy-makers, funders, people with a
disability, family members, caregivers, academics, and providers
- Enhance the understanding of the economic impact from use of best and evidence-informed
practices
- Provide continuous information on new ideas and best and evidence-informed practices that
enable people with a disability to attain a full life.
Objectives for 2010. The objectives for IIDL for the past 12 months have been to:
• Establish a sponsoring countries working group
• Expand and develop our funding base
• Expand the networking amongst disability leaders as members of IIDL.
Membership. Membership of IIDL is now 100 members with 50 leaders participating in the 2010
exchange and network meeting in Ireland.
The Ministry of Health of both New Zealand and Ireland continue to be major Government funders
of this initiative. Work is continuing in building relationships with Government agencies in other of
the membership countries to explore ongoing funding possibilities.
San Francisco Exchange
Themes and Focus. This 2011 IIDL leadership exchange is taking place at a time where the need
for strong leadership, cooperation and coordination of eﬀort is greater than it has ever been.
This need for clear and coherent leadership for change is driven not only out of increasing ﬁnancial
constraints and concerns, but is coupled with an urgent and international need to better respond
to the demands of disabled people and their families for greater and more authentic access to
participatory citizenship.
The exchange themes and Network Meeting are being built around the leadership challenges that
will be required if services and supports are to transform from their current focus on collective and
custodial care, towards a capacity to support disabled people and families towards active citizenship.
Host Sites. The host sites that have been conﬁrmed at this time include leadership that focuses on
• Life sharing as an alternative approach to traditional group homes
• Self-directed, or family directed service models and approaches
• Provider, person partnerships. Changing the relationship and power dynamic of service systems
• Systems change and service transformation.
Additional host sites are currently being sought around family leadership and employment.
Network Meeting. The Network Meeting will continue the theme of leadership for change and
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service transformation. Participants will learn from the experience gained to date around what is
required to bring about organizational change.
The aim is to take agencies from group to individualized supports within an economically sustainable
framework.
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