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The International Initiative for Mental Health Leadership (IIMHL) (www.iimhl.com) is a 
unique international collaborative that focuses on improving mental health, addiction 
and disability services. IIMHL is a collaboration of eight countries: Australia, England, 
Canada, New Zealand, Republic of Ireland, Scotland, Sweden and United States of 
America. 

IIMHL organises systems for international networking, innovation sharing and problem 
solving across countries and agencies. E�ective leadership will promote the best possible 
outcomes for people who use mental health, and addiction services and their families.

The International Initiative for Disability Leadership (IIDL) is a separately funded work 
programme within IIMHL that works to achieve the best possible outcomes for people 
with a disability.

The Leadership Exchange is a weeklong learning event, which is held every 16 months.

Knowledge transfer through IIMHL and IIDL includes not only the Leadership Exchange, 
but also promotion of workshops/training/education, support of learning collaboratives 
and information dissemination between Exchanges.

This report is designed to give a brief overview of IIMHL and IIDL activities for the 12 months 
January to December 2015.

1. PURPOSE OF
      THIS REPORT
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2. CHAIRPERSON’S
      REPORT

As a relative newcomer to the IIMHL community it was a wonderful opportunity to meet 
the other members of the Sponsoring Countries Leadership Group (SCLG) in Washington 
in April 2015. I am very grateful for the warm welcome I received from the group and 
the enlightening discussions we had about innovations in mental health services and 
reforms across the globe. 

As a group we visited the Substance Abuse and Mental Health Services Administration 
(SAMHSA) within the U.S. Department of Health and Human Services that leads public 
health e�orts to advance the behavioral health of the nation. The visit a�orded the 
opportunity not only for some fascinating discussions on SAMHSA’s work but I was also 
able to sit in as an observer on a major IIMHL consultation meeting hosted at SAMHSA.

I am also very grateful to both Fran Silvestri and Kathy Langlois who provided detailed 
brie�ngs on the process of developing matches for the Canadian Exchange, which 
helpfully focussed the mind as we start planning for the Sydney Exchange in March 
2017. We certainly have a lot to learn from the experience in Vancouver and I would like 
to congratulate Louise Bradley and her team for hosting such a successful series of 
matches and an enlightening combined meeting. During the two day combined 
meeting I met a good sample of people who attended the various exchanges and the 
feedback was universally positive.  The combined meeting itself was remarkable for 
the quality of the speakers who managed to maintain interest and energy in the room 
for the entire program. 

An exciting development in Vancouver was the parallel IIDL session and I am delighted 
that Australia was represented at that session and will be hosting the IIDL exchange 
in 2017 in parallel with IIMHL. I will work closely with Eddie Bartnik, the Chair of the IIDL 
Sponsoring Countries Leadership Group, to ensure we make the most of the synergies 
between the two exchanges in 2017.

In closing, I would like to take the opportunity to thank the IIMHL team, led by Fran 
Silvestri, for their continued enthusiasm and expertise for innovation sharing and 
networking which strengthens our individual e�orts to improve the lives of those who 
experience mental illness and those who care for them.

John Feneley
Chair, SCLG IIMHL
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I am pleased to introduce our 2015 International Initiative for Mental Health Leadership 
(IIMHL) annual report. This past year has seen the strengthening of IIMHL’s IIDL program 
and we have continued to build linkages with mental health and disability leaders in 
our sponsoring countries.

In 2015 we had two major events. The �rst was the very successful eleventh Leadership 
Exchange that occurred in North America with matches in the United States and Canada 
and our highly valued meeting for all participants in Vancouver. The second was 
Canada and Australia joining the Republic of Ireland and New Zealand in sponsoring 
the International Initiative for Disability Leadership (IIDL). This will enable us to expand 
the linkages we build with leaders who work in the disability sector and enhance the 
sharing between IIMHL and IIDL leaders. There is much that can be learned by leaders 
of the two sectors when they collaborate.

The 2015 IIMHL and IIDL Leadership Exchange occurred in September with the support 
of the Mental Health Commission of Canada (MHCC), the Centre for Health Promotion 
of the Public Health Agency of Canada (PHAC) and the O�ce for Disability Issues (ODI) 
within Employment and Social Development Canada (ESDC). I want to thank Louise 
Bradley for the Mental Health Commission of Canada’s �nancial support for the 2015 
Leadership Exchange and for the support provided by her sta�. I also wish to thank 
Stephanie Priest and her team from PHAC. Together MHCC and PHAC built strong 
mental health and substance misuse matches. We also appreciate the support of Martha 
Hall of the ODI and James Van Raalte of ESDC and their sta� for their work with disability 
matches and the disability program in Vancouver. 

I especially want to thank Kathy Langlois who was contracted by the Mental Health 
Commission of Canada (MHCC) as the program manager for the 2015 Leadership 
Exchange. Kathy’s energy and enthusiasm was contagious.

The keynote speakers in Vancouver helped to continue the discussions begun during 
the matches and enabled further networking amongst participants. I want to 
acknowledge those speakers and thank them for their contribution.  They were: (for 
IIMHL) the Honourable Michael Wilson, Guy Nasmyth, Shelagh Rogers, Diane Finegood, 
Arthur Evans and Carol Hopkins and (for IIDL) Donna Thomson, Vickie Cammack, 
Honourable Kathleen Lynch, Carla Qualtrough, Al Etmanski, Molly Harrington, Marcia 
Rioux and Mark Benjamin. 

Since our Leadership Exchange in Scotland in 2006, we have been working to build 
support among IIMHL sponsoring countries to include disability leaders into the 
framework of our organization and to ensure that leaders who work in this sector are 
participants in our Leadership Exchanges. This past year we have reached the critical 
threshold of sponsorship with the addition of Canada and Australia as IIDL sponsoring 
countries. The result in the 2015 Leadership Exchange was a very engaged set of matches 
for leaders who work in the disability sector and a strong and integrated program for 
those leaders in Vancouver. 

We look forward to our next Leadership Exchange in New Zealand and Australia during 
the week of February 27, 2017. We are excited that the Mental Health Commission of 
New South Wales and the New South Wales Ministry of Health will lead the development 
of the IIMHL Leadership Exchange and the National Disability Insurance Agency (NDIA) 
will lead in organizing the matches and program for IIDL. These organizations, along 
with colleagues throughout Australia and New Zealand, are already actively planning 
for our twelfth Leadership Exchange.

I want to thank the IIMHL and IIDL ‘virtual’ team of Erin Geaney, Janet Peters, Lorna 
Sullivan and Michael Kendrick who assist us to share information and expertise. Frank 
Collins from the US helps us with the website – thank you to Frank!

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 and IIDL. Together we o�er a conduit for leaders to �nd 
colleagues and ideas so that we all continue to improve what we do. The economic 
situation has convinced us it is critical we learn about innovations by expanding our 
curiosity and strengthening our determination to �nd out how we can work better and 
more e�ectively.

Thank you for participating in IIMHL and IIDL and we look forward to continuing to 
work with global leaders to learn and share from each other.

3. PRESIDENT AND
      CEO’S REPORT

Fran Silvestri
President and CEO
IIMHL



5

Our tagline:  ‘Lead the change you want to see: connecting leaders globally.’

The vision, mission and goals have been re�ned over time since IIMHL’s inception:

Vision. “We seek a future where everyone with a mental illness/mental health, addiction 
and/or disability issue and those who care for them will have access to e�ective treatment 
and support from communities and providers who have the knowledge and competence 
to o�er services that promote recovery.”

Mission. To achieve its vision IIMHL and IIDL provide an international infrastructure 
to identify and exchange information about e�ective leadership, management and 
operational practices in the delivery of services. It encourages the development of 
organisational and management best practice within mental health, addiction and 
disability services through collaborative and innovative arrangements among leaders.

Goals
• Provide a single international point of reference for key mental health, addiction and 
 disability leaders
• Strengthen workforce development and mentoring of mental health, addiction and 
 disability 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 Organisation 
 (WHO), Organisation for Economic Development (OECD), 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.

4. IIMHL VISION,
      MISSION AND
      GOALS

“The International Initiative for 
Mental Health Leadership has 
created a collaborative space for 
leaders working in mental health 
across eight member countries. 
While the service context, policy 
frameworks, resource levels and 
national ambitions can be diverse, 
human needs; distress and 
mental health di�culties have a 
universal familiarity. IIMHL 
provides the platform for leaders 
to exchange ideas, share thinking 
and to refresh their zeal for 
change”.

This photo was taken at the IIMHL/IIDL Leadership Exchange in Vancouver. It comprises most 
IIMHL Board members and some Sponsoring Countries Leadership Group members.

Back: Dr Bob Glover, US, Martin Rogan, Ireland, Ian McPherson, Sarah McClinton, England, 
Fredrik Lindencrona, Sweden, Denny Morrison, US, Fran Silvestri, New Zealand, Dr Aaron 
Groves, Australia, John Feneley, Australia and Gayle DiCesare, US

Front: Kathy Langlois, Canada, Paolo del Vecchio, US, Louise Bradley, Canada, Dr Janice Wilson, 
New Zealand and Stephanie Priest, Canada

Martin Rogan
Ireland
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A good summary of the need for systematic processes to transform mental health 
systems is provided by Bullock et al1:

“The global burden of disease attributed to mental illness and addictions presents the 
greatest disability burden on the planet (Whiteford et al., 2013). Recent estimates in 
Europe show that the annual cost of the 14 most common psychiatric disorders amount 
to about 500-600 billion Euros in total for 30 countries, including direct medical costs as 
well as non-direct medical costs and patients' productivity losses (Gustavsson et al., 2011). 

This challenge has compelled governments across the globe to transform their mental 
health systems. The World Health Assembly recently directed WHO to identify a global 
strategy for closing treatment gaps and improving care (World Health Organization, 
2013). The “globalization” of mental health as a focus of health policy and public health 
has uncovered long neglected structural de�ciencies - on the capacity of delivery 
systems to markedly improve access and outcomes. Countries and provincial/state 
governments have been creating commissions and developing policies and strategies 
to reduce the burden of illnesses and improve mental health. Frameworks for systems 
change in health care often emphasize the need for multi-level approaches (e.g., Ferlie 
& Shortell, 2001), but mechanisms to improve learning and exchange about policies, 
strategies and implementation, while important, have largely been lacking. 

The international mental health policy community could do more to improve learning 
because: 

a)  countries have placed limited attention on describing frameworks for planning and 
 designing rational delivery strategies (Belkin et al., 2012);
b)  the gap between evidence and its implementation within the �eld of mental health 
 remains a key issue, with many implementation e�orts not reaching their full potential 
 (Barwick et al., 2008; Proctor et al., 2009); and 
c)  the adoption of new knowledge into policy and practice is often slow and 
 unpredictable (Nutley, Walter, & Davies, 2007). 

All these contribute to the 8 to 20 year gap from the time the new knowledge is 
created to when it is used in practice (Boren & Balas, 1999; Green, 2001)”.

While creating better opportunities for international learning could contribute to 
narrowing this gap, another challenge presents itself: successfully adapting evidence 
to context. One method, the International Knowledge Exchange Network for Mental 
Health (IKEN-MH) has been supported by IIMHL and the Canadian Mental Health 
Commission.

“The two primary tasks of IKEN-MH are:
a)  to develop capacity globally to share promising national, regional and local innovative 
 practice and systematic evidence on how to design, manage and transform mental 
 health systems, services, and programs; and 
b) to create a community of practice for people with strategic roles in  Knowledge 
 Exchange (KE) and systematic improvement to share learnings and collaborate across 
 borders”.

5. KNOWLEDGE
      TO TRANSFORM
      SYSTEMS

1 
Bullock, H.L., Lindencrona, F., Belkin, G.S., Vanderpyl, J., Watters, N., & Hennessy, K. (2014). Improving Global 

 Knowledge Exchange for Mental Health Systems Improvement. Global Journal of Community Psychology 
 Practice, 5(1), 1-9. (http://www.gjcpp.org/).

“IIMHL seeks new answers 
through collaboration of leaders, 
researchers and providers at 
conferences, which touch on 
issues not yet resolved.  Mental 
health, addiction and disability 
are worldwide concerns and 
IIMHL has brought these concerns 
to the forefront, challenging 
mental health leaders to answer 
di�cult questions and resolve 
di�cult issues.”

IIMHL was initiated in 2003 by three countries (England, the United States of America 
and New Zealand). Additional sponsoring countries now include Australia, Canada, the 
Republic of Ireland, Scotland and Sweden. 

In the beginning, the sole focus for IIMHL was on mental health, however during the 
second Leadership Exchange in Washington, the three founding countries agreed 
that IIMHL should remain open to opportunities to work with other related sectors such 
as substance abuse and disabilities. 

In 2006 several disability leaders attended the Leadership Exchange in Scotland, and 
they decided to set up a work programme to develop IIDL. The intent was to o�er 
disability leaders the same opportunities as IIMHL a�ords mental health leaders. The 
disability leaders agreed to initially utilise the same infrastructure as IIMHL, but to seek 
separate funding for the IIDL work programme. New Zealand, Australia, Republic of

6. BRIEF HISTORY
      OF IIMHL AND
      IIDL

David Covington
US
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Ireland and Canada currently sponsor the programme. Disability leaders continue to 
see value in shared learning between mental health leaders and disability leaders and 
in sharing infrastructure costs and so IIDL continues to operate as a work programme 
within IIMHL.

Leaders involved in IIMHL and IIDL include government o�cials, CEOs and leaders of 
mental health, addiction and disability services (both governmental and non-governmental 
organisations), key decision-makers, funders, service users, family members, clinical 
and community workers, educators and researchers, indigenous peoples and people 
of other cultures.

There are nearly 3000 subscribers registered on the database representing 25 countries 
and over 1000 organisations and all receive the IIMHL / IIDL Update. 

Since its inception, a major mechanism through which IIMHL and IIDL achieves its 
purpose has been its international Leadership Exchanges, currently held every 16 months. 
Leadership Exchanges are week-long events.  First, for two days leaders from sponsoring 
countries visit hosts with shared interests and participate in a jointly developed 
programme to support knowledge exchange. Then there is a two-day ‘Combined 
Meeting’ that both hosts and visitors attend. This meeting comprises presentations 
on topics of interest and further opportunities to exchange knowledge.

The �rst Leadership Exchange was held in Birmingham, England in June 2003 and there 
have subsequently been 10 further Leadership Exchanges. The three regions (North 
America, Australasia and the United Kingdom/Republic of Ireland) take turns hosting 
the Leadership Exchange. The 11th Leadership Exchange was held in Canada and the 
US with the Combined Meeting hosted in Vancouver, Canada. 

The Leadership Exchange continues to provide opportunities for shared learning, 
including peer feedback regarding services, development of collaborative projects 
and research and provision of information about e�ective innovations and their 
implementation.

Over recent years IIMHL has expanded the range of other low-cost mechanisms for 
transfer of knowledge. By 2015 these mechanisms included IIMHL-sponsored visits by 
subject experts to member countries, webinars and videos. Work has continued on 
the IKEN-MH co-hosted by the Mental Health Commission of Canada and IIMHL. These 
knowledge transfer mechanisms are all described in greater detail later in this annual 
report.

As of January 2010, IIMHL has operated as a 501(c) (3) US non-pro�t corporation. It has 
a small Board of Directors currently comprising �ve former Sponsoring Countries 
Leadership Group (SCLG) members who collectively have a long history with IIMHL. 
The Board has �duciary responsibility for the �scal and corporate functions and reviews 
the performance of IIMHL.

Each of the eight sponsoring countries identi�es representatives to participate in the 
SCLG and pays a fee into a small fund to cover the administration and operations of IIMHL. 
The SCLG also includes the President/CEO of IIMHL.

The By-Laws for IIMHL specify the composition of the IIMHL SCLG and authorise the 
SCLG to choose the subject or theme for the Leadership Exchanges, and to provide 
suggestions and advice to the Board and President/CEO regarding the activities and 
expenditures of IIMHL. 

In 2015 we began the organisation of a Sponsoring Countries Leadership Group (SCLG) 
for the International Initiative for Disability Leadership (IIDL).

The President/CEO leads a small “virtual” international IIMHL o�ce. A team of six 
part-time contractors provide administrative and operational support for IIMHL and 
IIDL, including support for the website and database. From IIMHL’s inception until 
2010, Mental Health Corporations of America donated support for IIMHL. IIMHL is 
grateful for MHCA’s support as it allowed the organisation to strengthen and develop.

Each sponsoring country nominates key people to liaise with IIMHL, and these people 
also contribute to the operation of IIMHL in various ways.

7. IIMHL
      STRUCTURE
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According to the Institute of Medicine report, Crossing the Quality Chasm: A New Health 
System for the 21st Century,2  the lag between discovering e�ective forms of treatment 
and incorporating them into routine patient care within the United States is unnecessarily 
long, lasting about 15 to 20 years. It is reasonable to assume that the delay is even longer 
for adoption internationally. 

The IIMHL and IIDL networks a�ord a low-cost way to exchange knowledge rapidly 
between sponsoring countries and to thereby decrease this delay between identifying 
new and e�ective services and implementing them on a wider scale. 

This has been particularly critical in recent years. In the face of economic constraint 
across all jurisdictions and countries, IIMHL and IIDL have provided an opportunity 
for participating countries to learn from each other about how to improve system 
performance including service quality and safety. Information has also been shared 
about ways in which countries are re-focusing expenditure on mental health, alcohol 
and other drug and disability services in order to ensure service e�ectiveness and value 
for money while at the same time living within their means.

Sponsoring countries shape the focus of IIMHL and IIDL knowledge exchange to ensure 
its value and relevance to them. The list below describes some areas of focus in 2015:

• More formal Knowledge Exchange processes
• The use of e-technology 
• Clinical indicators/KPI’s and outcome measurement
• Workforce development 
• Disability issues such as self-directed care and personalised budgets; and, the rights
 of disabled people

Past adaptions of best practice by countries. The table below shows four of many 
examples from IIMHL’s past that illustrate the way in which member countries adapt and 
locally apply what they learn. 

8. BENEFITS TO
      MEMBER
      COUNTRIES

2 
Institute of Medicine Committee on Quality of Health Care in America (2001). Crossing the Quality Chasm: A New 

 Health System for the 21st Century. Washington, DC: National Academies Press. 

Knowledge Exchange
Focus Example of application of shared knowledge

Mental Health First Aid IIMHL facilitated a connection between the US National 
(MHFA) Council of Community Behavioral Health Organizations and the 
 University of Melbourne (originators of MHFA).  In July 2013 
 the federal government added Mental Health First Aid to the 
 Substance Abuse and Mental Health Services Administration’s 
 National Registry of Evidence-based Programs and Practices 
 (NREPP), a searchable database of mental health and substance 
 abuse interventions to help the public �nd programmes and 
 practices that may best meet their needs and learn how to 
 implement them in their communities. Note: In 2015 the NREPP 
 website has been redesigned and improved and now o�ers many 
 new features. These include a new Learning Center, with a 
 Developers Corner featuring a video from a noted program 
 developer, information on program planning, evaluation, and 
 implementation, as well as many new valuable resources. 
 http://nrepp.samhsa.gov/02b_newsroom.aspx

Elimination and In 2005, IIMHL worked with the National Association of State 
Reduction of Seclusion Mental Health Program Directors to arrange visits to various
and Restraint cities in Australia and New Zealand in order to provide 
 information about techniques to reduce seclusion and restraint.  
 A national programme was rapidly established in New Zealand 
 and as a result over 400 sta� were trained in sensory modulation.  
 Much work in New Zealand has been undertaken, see: 
 http://www.tepou.co.nz/initiatives/reducing-seclusion-and-
 restraint/102.  In 2015, many countries continue to strengthen 
 their e�orts in this area.

Wraparound  Wraparound Milwaukee, which pools funding from child 
Milwaukee welfare, Medicaid, juvenile justice and mental health budgets, 

Continued on page 9
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Continued from page 8

 has long been one of the nation’s largest and most e�ective 
 wraparound programs, serving 1,400 children and youth each 
 year. With an annual budget of nearly $50 million, Wraparound 
 Milwaukee has dramatically reduced the county’s use of 
 psychiatric hospital and residential treatment centers. 
 http://wraparoundmke.com/.  Since 2010, IIMHL has facilitated 
 presentations on Wraparound Milwaukee in Australia, England, 
 the Republic of Ireland, Sweden and New Zealand and this has 
 generated interest in all of these countries.

E-technology All countries are interested in e–technologies with this being 
 a focus both in past Leadership Exchanges and also in 2015. 
 Canada and New Zealand are examples of countries promoting 
 this work.

Government strategy Some governments have adopted IIMHL processes in their 
 strategic plans. For example the New South Wales of Australia 
 Plan states: “The NSW Mental Health Commission will build on 
 the International Initiative for Mental Health Leadership model, 
 to strengthen reform capability of mental health in NSW through:
 • knowledge exchange
 • innovation sharing
 • transfer and adaptation of successful policy and service design
 • use of comparative data to drive service improvement
 • problem solving
 • support for change management
 • leadership development and networking”.

When leaders join IIMHL or IIDL, they have access to a global network through: 
• The Leadership Exchange 
• Participation in other collaborative activities
• Linking with international colleagues
• Access to ‘Make it so’ which gives a summary of activities across the eight countries 
 in a speci�c area (e.g. suicide prevention)
• Twice-monthly email bulletins (called IIMHL/IIDL Update) which include information 
 on the latest mental health, addiction and/or disability issues: 
 - Policy
 - News 
 - Research 
 - Webinars on best practice

It is up to each leader to make the most of their learning experience by 
continuing connections with like leaders.

9. MEMBERSHIP OF
      IIMHL AND IIDL

“Membership of the IIMHL has 
exposed me to a range of 
di�erent perspectives from across 
the world, from people with lived 
experience through to those that 
set policy in di�erent cultural 
contexts. I have been a member 
for the past seven years and over 
this time used the exchange 
programme as an opportunity 
to further my knowledge of 
international crisis service 
developments ahead of my work 
in 2010 with the Scottish
Government to write the National 
Standards for crisis services.”

Isabella Goldie
Scotland
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Accelerating Change Toward Mental Health, Well-Being and Inclusion. The 
philosophy behind the 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 bene�ts of such a collaborative e�ort will 
cascade down to all sta� and consumers. These bene�ts could include: 
• Learning about innovations and best practice
• Joint programme and service development 
• Staff exchanges 
• Sharing of managerial, operational and clinical expertise (e.g. in service evaluation) 
• Research 
• Peer consultation 

Each exchange occurs in a di�erent region: Australasia, North America or Europe, with 
one of the member countries from that region hosting the two-day Combined Meeting.  
The exchange process involves the host region matching leaders who share key topics 
of interest. Leaders may be government o�cials, provider organisations, planners 
and/or funders, researchers, leaders from indigenous or speci�c ethnic groups, family 
leaders or consumer leaders. 

Hosting of the 11th Leadership Exchange (2015).  The 2015 Leadership Exchange 
involved Canada and the US, hosting over 27 site visits for IIMHL and nine for IIDL. The 
Combined Meeting in Vancouver, Canada followed this. IIDL was an integral part of 
the 2015 Exchange.

In 2015, the IIMHL operations team worked with a project team from Canada (led by 
Kathy Langlois) and the US to prepare for the 2015 Leadership Exchange. 

The preparatory work for the Leadership Exchange included:
• Identifying hosts and their chosen topics for the sites and providing information to 
 potential visitors 
• Supporting visitors to identify a site with a theme in which they had an interest 
• Supporting hosts and visitors involved in each site to develop a programme that 
 ensured that their collective learning needs were met
• Working with the Host Country Project Team to prepare the Agenda for the two-day 
 Combined Meeting (with the theme of ‘Accelerating change towards mental health 
 and well-being’
• Organising the meeting venue, speakers and entertainment and arranging potential 
 accommodation for meeting attendees
• Publicity
• Organising for some of the visiting experts to deliver workshops within the member
 countries on topics of local interest

2015 saw further development of the trend over recent years away from small site visits 
involving leaders from similar organisations/roles to larger visits that are focused on 
a particular theme (e.g. child and youth services, self-directed care, suicide prevention 
and Zero Suicide, indigenous people's issues and wellness, clinical leadership in outcomes, 
service user developments, policing and community care, addiction, the military and 
mental health, as well as disability topics like human rights issues, individualised funding 
and consumer leadership.

These theme-based exchanges enable the SCLG to target knowledge exchange in 
relation to key areas of current importance within their countries. Feedback from 
participants in these larger exchanges has been very positive. The SCLG formally 
adopted this theme-based approach when it met in March of 2013.

In addition in 2015 there was more opportunity at the Combined Meeting for discussion, 
and also for matches to report back on their work in both documentation and in the 
“Match Spotlight” reporting on the last day of the meeting.

The Wharerātā Group. In 2015, the Wharerātā Group continued to work closely with 
IIMHL and contributed to the 2015 Vancouver gathering.  With two Leadership Exchanges 
focused on Indigenous knowledge in mental health, and strong Indigenous contribution 
and visibility at the Combined Meeting, a new bar was set on Indigenous inclusion.  

Two special Leadership Exchanges were hosted on First Nations territory in Vancouver.  
One was on Indigenous knowledge in mental health systems, which challenged 
participants to consider a new framework and evidence base for mental health.  The 
second Leadership Exchange was on reconciliation in mental health, and how 
reconciliation might impact on how mental health services are delivered.

10. IIMHL AND IIDL
         LEADERSHIP
         EXCHANGES

Vancouver Combined
Meeting Participant

“Indigenous knowledge and hope 
should be the foundation of all 
mental health systems
transformation, and  IIMHL 2017.” 

Elder Woody Morrison
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"At the Combined Meeting, International Chair Rose LeMay provided an Indigenous 
welcome to the west coast of Canada, First Nations dancers shared about the protocols 
and knowledge embedded in dance and song, and Carol Hopkins from the Thunderbird 
Partnership Foundation provided a keynote on Indigenous wellbeing.  Thank you to the 
Public Health Agency of Canada and the Mental Health Commission of Canada for their 
openness to Indigenous knowledge and leadership.  A special thank you to NationTalk 
who donated time and resources to video and livestream Indigenous Leadership 
Exchanges and the keynote by Carol Hopkins. 

In other activities, Wharerātā Group members took a leadership role and contributed 
to another successful Healing Our Spirit gathering in New Zealand; and built renewed 
momentum for Indigenous knowledges in mental health in Queensland with the 
Wharerātā Gayaa Dhuwi declaration.  The foundation is set for continued sharing on 
strength-based approaches, on community-based approaches for mental wellbeing 
for all.  

Whistler Workshop 27-29 September 2015. Theme: ‘Building the Future We Want’ 
A two-day workshop hosted by the Mental Health Commission of Canada (MHCC) was 
held September 27-29, 2015 in Whistler, British Columbia. The Whistler Workshop 
included invited mental health leaders from the eight sponsoring countries of IIMHL, 
as well as emerging leaders from various other sectors in Canada. 

The premise for the Whistler Workshop was that the future mental health systems and 
services will in large part be built by not only emerging leaders from within the mental 
health sector but also, most crucially, by emerging leaders beyond the mental health 
sector. 

Over two days, discussion focused on: 
• What it means to be a leader for mental health
• Values and emerging leadership for mental health
• Skills and competencies for emerging leadership for mental health (10 key skills and 
 competencies were identi�ed) 
• Key actions were identified that can be taken within and across countries to support 
 emerging leadership for mental health

The group adopted a holistic mental wellness approach that shifts the paradigm from 
illness to wellness, moving beyond individual recovery to focus on strengths, culture, 
family and community wellbeing, and is aligned with a public health equity approach. 

More information is on the website: http://www.iimhl.com/using-
joomla/extensions/components/content-component/article-categories/83-iimhl-juarticl
eshow/138-iimhl-whistler-workshop.html

Continued knowledge exchange between Leadership Exchanges.  Over the years since 
its inception, IIMHL and IIDL have encouraged each leader involved in the Leadership 
Exchange to make the most of their learning experience by continuing connections 
with like leaders in the months between the Exchanges. The intent is that the bene�ts 
of such a collaborative e�ort will cascade down to all sta� and service users. Potential 
avenues for collaboration include joint programmes and service development, sta� 
exchanges, collaborative service evaluation, and managerial, operational and clinical 
knowledge sharing, policy, research and peer consultation. 

Planning for the 2017 (27th February to 3rd March) Leadership Exchange. Work is 
well underway for the 2017 Leadership Exchange with the theme being  “Contributing 
Lives, Thriving Communities”. An Australian and New Zealand planning group has been 
formed to work with IIMHL and IIDL to organise the logistics and Combined Meeting 
programme in Sydney.

“Being part of IIMHL is hugely 
rewarding.  It makes it easy to 
quickly gather the world’s best 
evidence on every aspect of mental 
health policy from promoting 
wellbeing and preventing ill health 
through to the most e�ective 
interventions.  Sharing
international best practice 
examples and common challenges 
generates stimulating discussions 
and problem solving approaches.  

Last year’s leadership exchange 
in Vancouver was excellently 
organised and brimming with 
opportunity to network and to 
learn.  Strong leadership in mental 
health is vital to continuous 
improvement and through 
engagement with IIMHL we gain 
access to the highest quality.”

Sarah McClinton
England

Rose LeMay
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Continued on page 13

Giovan Bazan (left) and Fran Silvestri

Through all its activities, IIMHL aims to �nd best and promising practices and facilitates 
the rapid transfer of this knowledge between countries so that it can be applied through 
changing practice (service delivery). IIMHL’s activities during 2015 are described below.

The International Knowledge Exchange Network for Mental Health (IKEN-MH).  This 
is a joint venture between the Mental Health Commission of Canada and IIMHL that 
was launched in July 2012 and aims to provide technological support for collaborative 
theme-based learning in between Exchanges. As Nicholas Watters (who leads this work 
for the MHCC) stated: 

“The IKEN-MH was co-created by the MHCC and IIMHL to help increase the capacity for 
e�ective knowledge exchange in mental health by connecting people, ideas, and resources 
on a global level.”

The IKEN-MH was very active over 2015 ending with the IIMHL Leadership Exchange 
in Vancouver, BC in September. In late 2014 the IKEN-MH began the �rst of a series of 
webinars aimed at building capacity around mental health initiatives and best practices 
internationally. In April 2015, the IKEN-MH held the second webinar of the series, ‘The 
Public’s Mental Health and Wellbeing’ with presenters from Sweden, Canada, the United 
States and England. This webinar looked at wider population and community targeted 
approached to improving mental health and wellbeing for all people. What people 
should invest in, how governments need to work, and how prevention and treatment 
systems are designed were all key focus areas for the webinar.

In May, two members of the IKEN-MH presented at the Global Implementation Initiative 
Conference held in Dublin, Ireland. The theme of the conference was “Implementation 
for Impact” with the IKEN-MH members presenting on the role of intermediaries in 
large-scale system transformation. 

In September, the IKEN-MH co-hosted a SPARK Training Workshop as a pre-event for 
the IIMHL Leadership Exchange. The SPARK Training Workshop, in its third round of 
international adaptations, teaches leaders how to apply techniques for more rapidly 
translating evidence-informed research and knowledge in mental health into practice.
The IKEN-MH also hosted a Match as part of the IIMHL Leadership Exchange. The Match 
highlighted best and promising practices, knowledge exchange tools and techniques, 
implementation strategies, and evaluation methods on an international level, while 
also showcasing gaps in knowledge exchange across countries. The Match featured 
participants from the UK, Sweden, USA, Canada, and Australia.

The IKEN-MH is currently �nalizing their 2016 work plan which includes more webinars, 
workshops, and KE training all leading up to the IIMHL Leadership Exchange in Australia 
in 2017. 

IIMHL and IIDL update. The Update is a twice-monthly email that includes information 
on the latest Mental Health and Disability: 
• News 
• Research 
• Policy Documents
• Webinars on best practice

Examples of key best practice documents (including radio interviews, webinars or videos) 
shared via the Update in 2015 are noted below. Sweden did not have documents in 
English for inclusion in the Updates.

11. IIMHL
        ACTIVITIES TO
        SUPPORT
        KNOWLEDGE
        TRANSFER  IN
        2015

USA • Adaptation of “ Open Dialogue” to the US Healthcare Environment 
  (one hour video)
 • Trauma-Informed Care: Perspectives and resources. A collaborative 
  project with JBS International, Inc and Georgetown University National 
  Technical Assistance Center for Children's Mental Health 
 • Disaster-Specific Resources: Earthquakes: This instalment of the 
  SAMHSA Disaster Technical Assistance Center (DTAC) Disaster 
  Behavioral Health Information Series includes an annotated 
  bibliography and helpful links related to earthquake preparedness, 
  response, and recovery

England • Confidence, competence and commitment - building the skills of 
  leaders and the workforce in public mental health, Public Health 
  England has published a national workforce development framework
 • Mental Health for Sustainable Development, Dr Mary De Silva and
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Continued from page 12

Continued on page 14

Martin Rogan and Lorna Sullivan

  Jonty Roland, on behalf of the Global Health and Mental Health AllParty 
  Parliamentary Groups 2014
 • Transforming Mental Health: A plan of action for London, Kings Fund
 • Transforming Primary Care: Safe, proactive, personalised care for 
  those who need it most, 2014 NHS and Department of Health
 • Early intervention in psychosis: an NHS short film. This new EI in 
  Psychosis film on YouTube (just 4.5 mins long) makes the link with 
  suicide and suicide prevention. It also gives costings showing the value 
  of EI services but more importantly gives stories of recovery.
 • The Mental Health Needs of Gang-Affiliated Young People, Public 
  Health England, 2015

Scotland • National Health and Wellbeing Outcomes Framework. The Scottish 
  Government has published a new framework for improving the planning 
  and delivery of integrated health and social care services in 2015
 • Integrated Healthcare (Scotland) Interview on the BBC which included 
  Nigel Henderson. It is uploaded to the Penumbra YouTube channel
 • What are decision makers’ barriers, facilitators and evidence needs 
  regarding peer support working? The Scottish Recovery Network 
  (SRN) commissioned this research to help us understand the basis for 
  decisions regarding the introduction of peer support working (or not) 
  and whether/how we might engender wider use of peer support 
  working through distilling and disseminating evidence

New Zealand • The Dunedin Multidisciplinary Health and Development Study: 
  overview of the first 40 years, with an eye to the future Prof. Richie 
  Poulton, Terrie Moffitt and Phil A. Silva. The study followed over 1000 
  people over 40 years
 • Towards restraint-free mental health practice: Supporting the reduction 
  and prevention of personal restraint in mental health inpatient setting 
  Te Pou 2015
 • National Drug Policy 2015 to 2020 - Minimise alcohol and other 
  drug-related harm and promote and protect health and wellbeing
   Ministry of Health, 2015
 • A Mental Health and Addiction Framework: A Whānau Ora Approach 
  Published by Te Rau Matatini 2014. This Joint Workforce Development 
  Initiative was funded by the Ministry of Health, Wellington, New 
  Zealand
 • A Guide to the Addiction Treatment Sector in Aotearoa, New Zealand 
  Author: Matua Raki, Publication date: 30 June 2014

Australia • Contributing Lives, Thriving Communities. Report of the National  
  Review of Mental Health Programmes and Services Summary, 30 
  November 2014
 • Minding the Gaps: Cost barriers to accessing health care for people
  with mental illness, The Royal Australian and New Zealand College 
  of Psychiatrists, 2015
 • The global burden of mental, neurological and substance use disorders: 
  An analysis from the Global Burden of Disease Study 2010, Whiteford et al.
 • Strategic Plan for Mental Health by the Mental Health Commission of 
  NSW. The plan, Living Well: A Strategic Plan for Mental Health in NSW 
  2014 – 2024, has been written to reflect the needs, wishes and priorities 
  of people living with mental illness, and their families and carers, to 
  live contributing lives

Canada • The Guidelines for Recovery-Oriented Practice. Mental Health 
  Commission, 2015
 • Taking the Next Step Forward Building a Responsive Mental Health 
  and Addictions System for Emerging Adults, 2015 MHCC
 • National Guidelines for a Comprehensive Service System to Support 
  Family Caregivers of Adults with Mental Health Problems and Illnesses, 
  MHCC
 • Webinar: MHCC and IIMHL - The International Knowledge Exchange 
  Network for Mental Health (IKEN-MH) is hosting a webinar series over 
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“2015 was a year of deep re�ection 
and dialogue about the structure 
and content of the new strategy 
for mental health, an agreement 
between the national, regional 
and local governments in Sweden. 
Several rounds of communication 
between strategic leaders in 
Sweden and their counterparts 
through IIMHL could therefore 
help enrich the design of the 
new strategy by international 
experiences. 

Also, through IIMHLs extensive 
network we were able to rapidly 
get information and practical 
solutions to a few key issues of 
concern in Sweden that needed 
urgent solutions.”

Fredrik Lindencrona
Sweden

International reports shared in IIMHL Update were:

World Health Organisation (WHO) documents included:
 • Thinking Healthy - A manual for psychosocial management of perinatal 
  depression, WHO 2015

World Federation for Mental Health
 • Living with Schizophrenia (2014). World Federation for Mental Health
  OECD documents included:
 • Fit Mind, Fit Job - From Evidence to Practice in Mental Health and
  Work , March 2015
 • Addressing Dementia: The OECD response (2015, March) 
 • How Was Life? Global Well-being since 1820 

United Nations
 • Global Status Report on Violence Prevention, 2014 WHO Jointly 
  published by WHO, the United Nations Development Programme, 
  and the United Nations O�ce on Drugs and Crime

European Union
 • European Union Growing Social Innovation: A guide for policy makers 
  January 2015. Brussels: European Commission, DG Research.

  the next 12 months that will showcase best and promising practices 
  related to mental health programs, research, policy, and knowledge 
  exchange on an international scale
 • Police Interactions - A report towards improving interactions between 
  police and people living with mental health problems, Mental Health 
  Commission of Canada, August 20, 2014

“Make it so” newsletter for key leaders.  Occasionally, IIMHL prepares a newsletter 
for key leaders at high levels within each country to rapidly share the current state of 
international knowledge about a specific topic of interest.

In 2015 three documents were circulated: 

2015 - Some examples of Funding Methods for Mental Health and Addiction Services 
across IIMHL Countries

2015 - National Policies, Activities and Resources related to Mental Health and Addiction 
Workforce Development across IIMHL Countries

2015 - Creating High Quality Individualised Outcomes: The Role of Innovative Funding 
Leadership in Making This Happen

IIMHL and IIDL communication seeking urgent information. From time to time the 
IIMHL operations team sends out an urgent request for information for a particular 
member facing a specific challenge.   An example of an urgent request for informa-
tion that IIMHL sent out in 2015, related to refugees.  Sweden requested information 
on how to provide best practice psychosocial support at all levels of severity for the 
many refugees arriving in Sweden in unprecedented numbers at that time. Sweden 
requested reports, research, ideas and experiences that would assist them in the 
process of supporting refugees.

IIMHL-facilitated visits or information sharing. This is a mechanism through which 
experts can present their expertise at low- or no-cost to the sponsoring region. In 2015 
IIMHL supported many of these, for example:

• Bruce Kamradt of Wraparound Milwaukee spent several weeks in October in Australia 
 in Perth, Sydney and Melbourne doing nine presentations on systems of care and 
 specifically the Wraparound Milwaukee model meeting with a number of health and 
 government ministers: http://wraparoundmke.com/

• Luis Salvador-Carulla, Professor of Disability and Mental Health, Head, Mental Health 
 Policy Unit, Brain & Mind Centre, Centre for Disability Research and Policy, University 
 of Sydney talked about his work on Atlas of Rural and Remote MH in Canada and the 
 US http://sydney.edu.au/brain-mind/docs/MHAtlasFWforComments.pdf
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12. EXAMPLES OF
       KNOWLEDGE
        EXCHANGE
       ACTIVITIES IN
        2015

“I personally have bene�ted from 
connecting with the Prof Pincus - 
led work on benchmarking and 
data and have used some of the 
consensus top level key
performance indicators, agreed 
by international debate, to 
inform our own emerging Scottish 
specialist mental health key 
performance indicator suite.”

John Mitchell
Scotland

• Information on the New Zealand ‘Lowdown’ website for youth 
 https://thelowdown.co.nz/about-us was shared by Virginia MacEwan of the Health 
 Promotion Agency with Dennis P. Calcutt, Project Manager for the Monadnock Region 
 System of Care to see if it could be adapted for New Hampshire

• The MHCC “Tempo” Report on police interactions with people with mental illness 
 was sent to New Zealand Police National Office as they are doing work in this area
 http://www.mentalhealthcommission.ca/English/system/�les/private/document/
 TEMPO%20Police%20Interactions%20082014.pdf

• The New South Wales Mental Health Commission invited Dr Christopher Gordon and 
 Brenda Miele Soares from non-profit organisation Advocates to share how they 
 adapted Open Dialogue for use in Massachusetts, and the model’s benefits and 
 limitations. Open Dialogue is a system of care for people experiencing a mental health 
 crisis, originating in Tornio, Finland. It emphasises working with an individual, their 
 family and network, in their own homes where possible, to help them to be together 
 and engage in dialogue during a crisis situation. Distinguishing features include 
 involving more than one clinician in care and making decisions in front of individuals
 and their network.
 http://nswmentalhealthcommission.com.au/news/our-news/forum- on-open-dialogue-crisis-care
 http://www.advocates.org/services/collaborative-pathway
 http://www.dialogicpractice.net/open-dialogue%E2%84%A0/ 

In addition to the IIMHL Leadership Exchanges, IIMHL facilitates the sharing of knowledge 
and innovations between and within sponsoring countries.  Some examples where 
IIMHL assisted in new activities include:

Consumer Leadership/Yale University. IIMHL supported an international meeting of 
mental health system leaders with lived experience of recovery hosted by Yale University 
to discuss strategies for the development of leadership among persons with lived 
experience to enhance mental health system transformation. Following the meeting, 
there was a nine-month scoping project to develop and test ideas generated at the 
meeting with leaders in IIMHL countries and beyond.  The full report and proposal 
was shared at the IIMHL meeting in 2015. 
http://www.mentalhealthexcellence.org/turning-lived-experience-lived-expertise/

Military learning. DHCC is the Defense Department host for the Substance Abuse and 
Mental Health Services Administration IIMHL military match site. Since 2011, this 
leadership collaboration has focused on the mental health needs of rural and remote 
service members and their families, a critical need identified by mental health 
leaders from the Unites States, United Kingdom, Canada and Australia. The RAND 
Corp. “Access to Behavioral Health Care for Geographically Remote Service Members 
and Dependents in the U.S.” study on the mental health needs of rural and remote 
family members was initiated in support of this IIMHL project. 
http://www.rand.org/pubs/research_reports/RR578.html

In 2014, a representative from DHCC attended the match meeting in London, where 
she contributed to the IIMHL International Outcomes Measures Council. DHCC hosted 
the 2015 annual meeting and participants from several counties attended.
http://www.dcoe.mil/Libraries/Documents/DCoE_PAO_2014AR_Final_2015-07-01_508c
hecked_mashPAO.pdf.  In 2015 Kate McGraw hosted this match - Military mental health 
care: Bridging gaps for access to care for service members, veterans, and their families  
(Defense Centers of Excellence for Psychological Health and Traumatic Brain Injury, 
Department of Defense) in Washington DC.

Child and Adolescent Mental Health Group. This is an ongoing IIMHL group that has 
met over many years with a core group of attendees and new people also welcomed. 
In 2015 the Werry Centre from New Zealand has continued its hosting of teleconfer-
ences between Exchanges with all the international colleagues from this group. 
Examples of information shared in 2015 are:
• www.excellenceforchildandyouth.ca (Centre of Excellence for Child and Youth Mental 
 Health Website)
 http://www.excellenceforchildandyouth.ca/sites/default/�les/ policy_value_based_planning.pdf



16

“When meeting with peers from 
overseas, leaders have a chance 
to bounce and catch new ideas, 
emerging thinking, learn of new 
technologies, new
understandings and tools for 
change. Membership of IIMHL 
will enhance any leader’s ability 
to take a new insight through 
the stages of innovation through 
to full implementation at scale.”

Martin Rogan
Ireland

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). Led by Columbia University in New York, 
the project is currently in its third phase and aims to raise awareness amongst clinicians 
and policymakers regarding the quality of care of mental health systems and, ultimately, 
to be able to compare system performance across countries to inform initiatives for  
transformation of mental health services. Participating countries include Australia, 
Canada, England, Germany, Ireland, the Netherlands, New Zealand, Scotland, and the US. 

Activities undertaken in 2015 included: 

International Mental Health Indicator project - Phase III 

Part A:  Phase III of the project has focused on e�orts to identify and collect data on a 
selected number of indicators which are collected by all participating countries. Building 
on pilot e�orts and previous data collection results presented at the London meeting
(2014), we initiated the collection and submission of actual data for a comparable time 
frame. Looking at the di�erences in numerator/ denominator de�nition of selected 
indicators encouraged some countries to re-evaluate their own data collecting capacities 
and they were able to provide data for some of the indicators. 

Part B: Phase III is also seeking to identify a limited set of recovery oriented measures 
for quality improvement and accountability which could be implemented and 
collected across participating countries. Building on an international literature review 
(review of reviews) of existing recovery oriented measures we developed a concep-
tual framework for evaluating recovery oriented mental health outcomes.

IIMHL Clinical Leaders Group meeting in New York (September 2015). During the 
meeting in New York, results of the data collection on selected mental health indicators 
(Part A) were presented and reviewed. Discussions focused on similarities and di�erences 
of indicator de�nitions across countries, di�erences in scope of data (national, regional, 
other level) and general availability of data.  Meeting participants also discussed the 
inclusion of additional indicators for which countries are currently collecting data for 
further consideration. 

In addition, participants discussed the results of an international literature review of 
existing recovery oriented measures as well as the conceptual framework for evaluating 
recovery oriented mental health outcomes (Part B). 

Next steps planned:

IIMHL Clinical Leadership Meeting – Sydney March 2017. We plan to participate in the 
IIMHL Clinical Leaders Group meeting in Sydney. Tasks in preparation of the meeting 
will include:
• The group will continue to review and discuss challenges to data gathering across 
 countries, identi�cation of gaps in data availability, and re�nement of indicator 
 de�nitions (“deep-dive” examination of numerator and denominator de�nitions of 
 identi�ed measures). 
• Additional measures for future data collection between countries will include both 
 previously identi�ed measurement concepts such as access (wait times), outcomes 
 (symptom reduction, change in daily functioning), medication/ EB, pharmacotherapy 
 as well as additional measures proposed by individual countries but not yet included. 
• We will encourage countries to share measures that have been particularly useful in 
 their national context to advance for international comparison and benchmarking.
• Developing a recovery ontology or taxonomy within the group.
• Survey to collect information on how particular measures are being used in each 
 country based on a conceptual frame that includes strengthening collaboration with 
 other groups – i.e., better aligning and deepening our collaboration with OECD 

13. CLINICAL
         LEADS PROJECT

• smh-assist.ca (Ontario’s School Mental Health ASSIST program)
• Togethertolive.ca (youth mental health suicide prevention and life promotion program)
• www.daretodreamprogram.ca (Centre by youth for youth program)
• http://www.austin.org.au/CASEA
• https://www.kidsmatter.edu.au/primary/programs/kool-kids-positive-parents
• http://servicecollaboratives.ca/service-collaborative-communities/
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 initiatives and explore future collaboration with Columbia’s Global Mental Health 
 Program.

Publications
So far, we have had 19 papers published summarizing the work of Phase I and II of the 
project. 

Three manuscripts summarizing Phase III of the project, both Part A (one manuscript) 
and Part B (two manuscripts), are in development. 

Harold Alan Pincus, M.D.
Professor and Vice Chair
Department of Psychiatry
College of Physicians and Surgeons
Co-Director
Irving Institute for Clinical and Translational Research Columbia University
Director of Quality and Outcomes Research 
New York-Presbyterian Hospital

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 recognise 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.
 
Bene�ts for Governments. As governments and government agencies seek to �nd 
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.
 
2014. The 2011 exchange in San Francisco was a watershed in the development of the 
IIDL leadership network.  As a result we have seen a signi�cant increase in membership, 
with there now being 213 members from six countries.

IIDL is a key part of IIMHL. IIDL continues to operate with very limited �nancial 
membership however, with the New Zealand, the Australian ACT state, and Irish 
governments continuing to be our only sponsoring countries.  This does have the 
impact of limiting the amount of work we can undertake.  We are very fortunate to be 
so well supported by IIMHL and to have access to their resources to ensure the disability 
initiative is able to continue to �ourish.

2015. This year has seen considerable interest being expressed in the development of 
Sister Agency Networks, where agencies can formally or informally work together around 
issues of mutual concern and interest between exchanges.  We now have forty-seven 
members who have joined �ve di�erently focused networks covering areas such as 
agency transformation, change agentry, provider quality, and family and disabled 
persons' leadership.

This approach increases the potential for international partnerships to develop through 
the aligning of leaders and innovators together to build a base from which evidence- 
informed practice can be showcased within the member countries.

The introduction of webinars has been a further very valuable addition to the ability of 
IIDL to continue to engage with our members.  The ability to revisit these webinars on 
the IIMHL website further enhances their value.

14. INTERNATIONAL
         INITIATIVE
         FOR DISABILITY
         LEADERSHIP
         (IIDL) 

Eddie Bartnik
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“My exchange during the recent 
IIDL event in Canada was with the 
Canadian Centre on Disability 
Studies. I was drawn by exploring 
concepts of social impact 
evaluation to ascertain whether 
our collective actions make any 
di�erence to the people who 
allow us into their lives. I found it 
academically stimulating and 
could contrast it with other 
techniques like most signi�cant 
change.

During the event in Vancouver, I 
had a bit of an epiphany. Most of 
us work in naive faith that people 
will do what they say they’ll do 
in the timeframe that we think is 
reasonable. Unfortunately, we 
are often left disappointed by their 
tardiness and, consequently, lost 
opportunities as the world quickly 
moves on to the next distraction.

My intent is to have the multiple 
organisations I am in�uential in 
to implement their great ideas 
without waiting for the permission 
of others to do so.”

Gary Williams
New Zealand

Mark Benjamin

The international relevance of networks such as IIDL and IIMHL are becoming 
increasingly important as governments across the world need to grapple not only with 
tightening �scal conditions, but also with the increasing aspirations of disabled people 
and their families for full, meaningful and inclusive lives.

The ability of IIDL to promote thought leadership, practical application and learning, 
around the issues of service transformation and change, makes the network a very 
valuable asset for government policy-makers and provider agencies alike.

We are also now seeing the emergence of very strong leadership arising from disabled 
people themselves and their families.  As a leadership network IIDL needs to expand 
its capacity to respond to the leadership agendas that are arising from the United 
Nations Convention on the Rights of People with Disabilities, the world wide 
movement towards individualised funding and self-directed services; all of which 
�nd their principal leadership from amongst disabled people and families.

The ability to meaningfully engage this rapidly emerging leadership is one of the 
challenges now for IIDL.  Failure to successfully engage this group and the leadership 
agendas they bring will severely undermine our capacity to remain relevant into the 
future.

IIDL is well placed to take a lead now in bringing together the leadership issues for 
disabled people, families, agencies and governments in a way that recognises the 
respective strengths and contributions of all parties and provides a forum where 
joint action for change can be formulated. We are now working with IIMHL and 
Australia to plan the 2017 Leadership Exchange.

IIDL 2015 examples of articles

Country Topic

England • A good life: Exploring what matters to people facing multiple and 
  complex needs (2015, February). London: Revolving Doors Agency
 • Personalisation in disability services and healthcare: A critical 
  comparative analysis. Teodor Miadenov, John Owens and Alan Cribb,
  King’s College London, England, 2015 Critical Social Policy, 2015, Vol. 35 
  (3), 307-326
 • Expressions of dissatisfaction and complaint by people with learning 
  disabilities: A discourse analytic study. Treena Jingree, University of 
  Portsmouth, UK and W.M.L. Finlay University of Anglia Ruskin, 
  Cambridge, UK

Australia • A Place I Can Proudly Call Home. In this paper we hear from over 650 
  people with disability, their families and carers who shared their 
  housing stories detailing the challenges they face with inadequate 
  housing now, and their fears for the future
 • Person-Centred Approaches to Private Housing for People with 
  Disability: Impediments, Difficulties and Opportunities
 • The Australian National Disability Insurance Scheme is providing 
  information on the hopes and aspirations of people with disabilities
  in respect of housing and the challenges involved in assessing these
 • I can Direct - With an increasing recognition that people with 
  disabilities and their families have both an interest in an capacity do 
  direct their own funds and services, this website has useful and
  practical information for people who are wishing to self manage or 
  self direct their own funding

New Zealand • A Helping Hand for Highest Attainable Health, Te Pou
 • Disability Support Services Data Released in 2015, Ministry of Health
 • Let’s get real: Disability: Leaders and managers guide, Te Pou

US • Behavioral Outcomes of Moving From Institutional to Community 
  Living for People With Intellectual and Developmental Disabilities: 
  US- Studies From 1977 to 2010. Sheryl Larson and Charlie Lakin,
  University of Minnesota: Shannon Hill The Baddour Center
 • Writing the Global Family, International Perspectives on Disability 
  Studies and Family Narratives. Janet Sauer, Lesley University & Philip 
  M. Ferguson, Chapman University - USA
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All correspondence related to this document should be addressed to:
Janet Peters janet@iimhl.com
or
Erin Geaney erin@iimhl.com

IIMHL CONTACT
DETAILS

Dr David Hall, Scotland, Janet Peters, New Zealand, Colum Bracken, Ireland, Howard Tran, 
Canada and Don Mackinven, New Zealand.

Canada • Registered Disability Savings Program
  The Canada Disability Savings Program (CDSP), which is comprised of 
  three components: the Registered Disability Savings Plan (RDSP), the 
  Canada Disability Savings Grant (grant) and the Canada Disability 
  Savings Bond (bond), helps people with disabilities and their families 
  save for the future
 • First Report of Canada on the Convention on the Rights of Persons 
  with Disabilities
 • Better Networks for Better Lives Demonstration Project

“Linking with other members and 
attending the conferences has 
allowed us to learn from other 
jurisdictions about their various 
political systems and movements, 
legislation and policy in disability 
internationally, and to hear from 
families in other areas about 
their lived experience. The variety 
of providers involved with IIDL 
has also allowed us to broaden 
our perspectives in relation to how 
we support people. Membership 
has bene�tted our clients as well 
because we have been able to 
apply learnings, and to keep 
abreast of trends and technology 
which have contributed to service 
and quality improvements.” 

Marsha Marshall
New Zealand
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