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PURPOSE OF THIS REPORT1

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 leaders to share innovations, network and problem solve 
across countries and agencies.  The overall aim is to promote mental health and 
wellbeing for everyone.  This includes developing leaders who can create the best 
possible conditions for mental health in all sectors across the lifespan. Equally, it includes 
developing leaders who can deliver the best possible outcomes for people who use 
mental health and addictions 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. To date the countries that are now members of IIDL are Australia, 
Canada, Ireland, New Zealand and Sweden; and, also participating are England and 
the US.

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 2017.
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PRESIDENT AND CEO’S REPORT    2

I am pleased to introduce our 2017 IIMHL and IIDL annual report. This past year has seen 
continued growth of linkages between leaders from the sponsoring countries of IIMHL 
and IIDL and new, exciting initiatives building international Collaboratives. 

The year began in March with our twelfth successful IIMHL and ninth IIDL Leadership 
Exchange in Australia and New Zealand. We had hundreds of leaders attend matches 
in many sites in Australia and New Zealand and most converged on our two day 
Network Meeting in Sydney.  Our success was led by John Feneley who was also the 
IIMHL chair of our Sponsoring Countries Leadership Group (SCLG). His organization, 
Mental Health Commission of New South Wales; with the National Disability Insurance 
Agency (NDIA), the New South Wales Ministry of Health and with their colleagues Te 
Pou from New Zealand (supported by the New Zealand Ministry of Health) organized 
many matches in Australia and New Zealand and then designed an exciting two days 
of meetings in Sydney. I want to thank Catherine Lourey, Julie Robotham and JulieAnne 
Anderson for their work as a project team. Also Eddie Bartnik, Lorna Sullivan and 
Michael Kendrick for their work on the IIDL Leadership Exchange.

We had several major initiatives in 2017.

During the Leadership Exchange we held our second meeting of International CIty 
and Urban Regional CoLlaborativE (I-CIRCLE)  hosted by the Greater Sydney 
Commission organized by Heather Nesbitt, where discussions continued to progress 
on building an international city and urban partnership that uses population and 
public health approaches. This meeting in March was followed by a weeklong visit to 
Philadelphia and New York City in September to learn about their approaches. That 
resulted in a Declaration that was developed with New York City Thrive that is 
available on our website:  http://www.iimhl.com/files/docs/20180124.pdf   We will hold 
our fourth meeting in Stockholm during the 2018 Leadership Exchange. We published 
a Make it so on city and urban collaborations and that is available with this link:
http://www.iimhl.com/files/docs/Make_It_So/20180116.pdf

We re-launched our Council of Clinical Leadership (CCL), under the leadership of Dr 
Anita Everett from SAMHSA in the US and Dr Peggy Brown from the National Mental 
Health Commission in Australia. First started in 2005, we have redesigned the approach 
and included clinical leaders from all disciplines who have national perspectives in all 
of our eight IIMHL sponsoring countries.

In 2017 we have released a series of videos from a wide range of leaders who have 
been involved with IIMHL and IIDL so share their views of the values and bene�ts of 
becoming involved in IIMHL and IIDL. You can see these videos on our YouTube page:
https://www.youtube.com/channel/UCHuyhkpAi4ybyJ9UspbckUw

Lastly, we have initiated an IIMHL Liaison team of key leaders within each of the IIMHL 
countries who are able to work together when information is needed from our respective 
governments.

Beside these new pieces of work we also had two meetings that I want to identify. 

First, in October the Australian National Disability Insurance Agency (NDIA) was invited 
by six US disability organizations to present their work and current evidence on self 
directed care and personalized budgets as part of the National Disability Insurance 
Scheme.

Second, in November 80 of our members were invited by the Canadian Embassy in 
Washington DC, US; and the Mental Health Commission of Canada (MHCC) and Public 
Health Agency of Canada (PHAC) to share Canadian innovations. 

We also wish to welcome Sweden (The Swedish Agency for Participation) who joined 
the International Initiative for Disability Leadership (IIDL) as our �fth IIDL sponsoring
country. The Sponsoring Countries Leadership Group (SCLG) of IIDL held its second 
weeklong event in Ottawa in October and wishes to thank the O�ce for Disability Issues, 
Employment and Social Development Canada for hosting us.

Fran Silvestri
President and CEO
IIMHL and IIDL
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The Netherlands has agreed to join IIMHL in 2019 which is exciting news.

I want to take this opportunity to thank Erin Geaney for her work with IIMHL and IIDL 
and the IIMHL Liaisons (Janet Peters: New Zealand; Cynthia Waugh and Sapna Mahajan: 
Canada; Steve Appleton: England and Scotland; Laura Molloy: Republic of Ireland; 
Fredrik Lindencrona: Sweden; and Kathy Langlois: USA) and IIDL leaders: Lorna Sullivan, 
Eddie Bartnik and Michael Kendrick.

IIMHL remains a very small 'virtual' organization yet our reach continues to expand. 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 exchange ideas so that we all continue to improve what we do. 

The high prevalence of people with mental health, addiction and/or disability issues 
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. It challenges leaders to both prioritise those with the highest levels of 
distress and need; and to intervene early to avert future problems for infants, children 
and youth and for people with emerging issues. 

We believe that future progress will be built on integrating our work, partnering with 
all of those who are involved and to support international collaboration to quickly transfer 
innovations internationally.

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.

Fran Silvestri
President and CEO, IIMHL and IIDL
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IIMHL CHAIRPERSON’S REPORT        3

2017 was another exciting year for IIMHL. It started o� excellently, under John Feneley´s 
leadership, and he and the team delivered an amazing Leadership Exchange recognizing 
the need to strive towards “Contributing Lives, Thriving Communities” for all, not the 
least the traditional owners of the land where we were able to hold our meetings. In 
Sydney, the agreement between the Wharerātā group of Indigenous leaders and the 
IIMHL was signed. Thank you for a very inspiring Leadership Exchange. Personally, I 
had the opportunity to spend days outside of the Leadership Exchange with John 
Feneley and his team and these discussions not only helped understanding all the 
bits and pieces needed for running a successful exchange but also provided me 
personally with many deeper insights from a leader of John´s calibre. 

During spring, preparations for the Leadership Exchange in Europe started with solid 
support from the Ministry of Health and Social A�airs in Sweden. The IIMHL and IIDL 
work is led by a great team from the Public Health Agency of Sweden and other national 
organizations that I have the privilege to lead. We have worked together towards the 
next Leadership Exchange in Sweden and across Europe where we are joined up behind 
the theme: “Building Bridges Beyond Borders”. We are driven by the vision to provide 
the best opportunities for leaders to connect to build the future together. 

I entered my post as Chair of the Sponsoring Countries Leadership Group July 1. That 
provides, of course, a wonderful opportunity to get into the core of this excellent 
initiative, a truly unique initiative so solidly founded on the values of collective 
intelligence and e�ective networking to jointly learn about how to drive important 
issues forward. Since July, I have also had the privilege to work close to our President 
and CEO, our Chair of the Board and other colleagues on looking ahead into the next 
15 years. 

In September, leaders for the impressive urban strategies for mental health in Philadelphia 
and New York City generously hosted a group of leaders from cities and urban regions 
to discuss how cities and urban regions can develop cross-sector approaches to 
mental health and wellbeing and how this can be structured as an e�ective learning 
collaborative (I-CIRCLE). During the �rst day, Mayor Kenney from Philadelphia and 
during the last day, First Lady of New York City, Mrs. McCray, were actively engaged 
in the discussions, showing how strong the commitment is to the issue of mental 
health and wellbeing for their population from the top of the cities’ leadership.  

The Sponsoring Countries Leadership Group (SCLG) and the Board met in November 
2017 in Washington DC to continue the discussion about IIMHL and its future. Having 
both those who had been involved for a long time and those for which IIMHL was 
newer in the SCLG meeting was really fortunate as it helped to get a fruitful mix of 
perspectives. The SCLG meeting also included two new colleagues from the Netherlands 
who were invited to learn to know us in order to make the case for the Netherlands 
joining us (this decision to join from 2019 has now been taken!).  Some new strategies, 
such as the Liaisons in each country that team up to work together, were introduced 
and discussed and an important strategic decision was taken; to widen the de�nition 
of a leader in IIMHL to respond to the wide-reaching implications of mental health 
and wellbeing in and for all other sectors of society. 

The week in Washington DC started o� with a �rst meeting of the new Council of 
Clinical Leadership, chaired by Dr Anita Everett, Chief Medical O�cer, Substance Abuse 
and Mental Health Services Administration (SAMHSA) from the US and Dr Peggy Brown, 
Chief Executive O�cer, National Mental Health Commission, from Australia. Our 
vice-chair of the Board, Kathy Langlois, has been instrumental in getting the more than 
30 clinical leaders to a very productive meeting in true IIMHL style with great collective 
work, exciting study trips and a shared commitment to work together. 

The Embassy of Canada in Washington DC was our host for a very successful full day 
event where excellent Canadian innovations from our friends at the Mental Health 
Commission of Canada and the Public Health Agency of Canada were demonstrated in 
important areas such as anti-stigma, workplace, family violence prevention, integration 
of prevention and promotion into mental health and the public health innovative 
funding strategy. 

Fredrik
Lindencrona
Chair, Sponsoring
Countries Leadership
Group IIMHL
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The year ended with an inspiring event in Stockholm in December where hosts and 
emerging leaders supporting those from Canada, England, Finland, the Netherlands, 
Scotland, Sweden and colleagues from other European networks, were meeting to 
work on their 2018 matches and to form new networks. They were given excellent 
coaching on e�ective methods and approaches for knowledge exchange and 
implementation by colleagues from the Centre for Addiction and Mental Health (CAMH) 
Provincial System Support Program (PSSP) and the Mental Health Commission of Canada 
(MHCC), and met with our President and CEO, representatives from the Board and 
Liaison colleagues. 

Overall, 2017 has been a great year and I can assure you, as hosts for the next Leadership 
Exchange we are working hard to make 2018 the best IIMHL year ever!

Fredrik Lindencrona
Chair, Sponsoring Countries Leadership Group IIMHL
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IIMHL VISION, MISSION & GOALS        4

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 
organizational 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 Organization
 (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.

From left to right: Mental Health Commission 
of Canada sta�: Sapna Mahajan, Director, 
Prevention and Promotion Initiatives; Michel 
Rodrigue, Vice President of Organizational 
Performance and Public A�airs, Louise 
Bradley, CEO, Ed Mantler, Vice President of 
Programs and Priorities, and Micheal Pietrus, 
Director, Anti Stigma Initiatives.

Our tagline:
‘Lead the change you want to see:

connecting leaders globally’
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Implementation science is “the scienti�c study of methods to promote the systematic uptake 
of proven clinical treatments, practices, organisational, and management interventions into 
routine practice to improve service delivery” 1. 

Haines et al note in the World Health Organization (WHO) Bulletin there is a need to 
strengthen institutions and mechanisms that can more systematically promote 
interactions between researchers, policy-makers and other stakeholders who can 
in�uence the uptake of research �ndings. The concept of public engagement with health 
research requires a public that is both informed and active. Even when systematic 
reviews are available further work is needed to translate their �ndings into guidelines 
or messages that are understandable to patients and health professionals 2.

A good summary of the need for systematic processes to transform mental health 
systems is provided by Bullock et al 3:

“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).

This “research-to-practice gap” is augmented by several factors, including limited 
stakeholder involvement in research, pilot project designs with little consideration for 
scale-up, feeble attempts to disseminate research �ndings and advocate their use, and 
the absence of tools and systematic e�orts to replicate and expand evidence-based 
interventions. These barriers may be particularly evident in resource-constrained 
settings, where weak health systems further challenge the incorporation of research 
into practice. 

KNOWLEDGE TO TRANSFORM
SYSTEMS        

5

1 Olswang & Prelock, 2015 http://www.srcld.org/home/Content/OlswangPrelockJSLHR_2015.pdf
2  http://www.who.int/rpc/meetings/HainesPaperWhoBull.pdf
3  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/
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4 https://www.fhi360.org/sites/default/�les/media/documents/eight-strategies-for-research-to-practice.pdf
5  https://www.centreformentalhealth.org.uk/blog/research-unit-to-bridge-the-evidence-to-policy-gap-in-mental-  
 health?utm_source=Centre+for+Mental+Health+Core+List&utm_campaign=77d09f38�-EMAIL_CAMPAIGN_
  2017_12_113&utm_medium=email&utm_term=0_c0ac5acb39-77d09f38�-212008357

A set of eight strategies that address these challenges and help close the gap between 
research and practice has been outlined by some authors. The strategies are based 
on a growing body of evidence, theoretical frameworks, case studies and published 
guidance. The strategies explain how to plan, implement and disseminate research 
to facilitate its translation into practice. They also describe the most e�ective ways to 
incorporate research results into policies and programs4. 

In England the �rst national Mental Health Policy Research Unit was established in 2017. 
Led by University College London and Kings College London, in partnership with 
researchers from University of London and Middlesex University, it also includes Centre 
for Mental Health and the widely respected Mental Elf. The Mental Health Policy Research 
Unit is commissioned by the Department of Health through the National Institute for 
Health Research’s Policy Research Programme, to support policy-makers make 
informed decisions for the bene�t of the general population, patients and the NHS. 

The unit is tasked with providing robust evidence to inform policy development and 
implementation, and evaluating policies and pilot schemes before policies are fully 
implemented: something The Centre for Mental Health in England has long campaigned 
for and supported5.

In Canada, 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”. 

Fun in Philadelphia.
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In 2003 IIMHL was initiated to assist in global learning as described above. Three countries 
were involved in the planning: 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 
Ireland, Sweden 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 4000 subscribers registered on the database representing 25 countries 
and over 1000 organisations and all receive the IIMHL/IIDL Update. 

Since its inception, the major mechanism through which IIMHL and IIDL achieves its 
purpose has been its international Leadership Exchanges, currently held every 16 months. 
Leadership Exchanges are weeklong 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 ‘Network 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 11 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 Network Meeting hosted in Vancouver, Canada. The 12th Exchange was 
held in 2017 across Australia and New Zealand with the Network Meeting held in Sydney. 
The 13th Leadership Exchange will be across Europe with the Network Meeting to be 
held in Stockholm, Sweden.

Future Leadership Exchanges:
• 2019 Week of September 9th to 13th Network Meeting in Washington and matches
 across US and Canada
• 2020 No Exchange
• 2021 Week of February 22nd to 26th Network Meeting in Christchurch and matches
  across New Zealand and Australia 
• 2022 Network meeting in Amsterdam and matches across Europe

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

BRIEF HISTORY OF IIMHL & IIDL6
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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.

IIMHL STRUCTURE        7

“From the beginning, IIMHL was founded on the premise that e�ective 
leadership is essential to developing and implementing public policies 
and programs to assure people with behavioral health disorders 
have access to the evidence based care they need to ultimately lead 
lives of recovery in their communities.  For more than a decade, IIMHL 
has successfully established numerous pathways to leadership 
knowledge exchange among governments, providers and peers 
resulting in the acceleration of more opportunities worldwide for 
people to attain recovery and a life in the community.”  
 
Charles Curie, SAMHSA Administrator, USA, 2001-2006. 

Dr Barbara Disley, Janet Peters and Carmel
Daly all from New Zealand.
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As noted by Bullock et al above, the lag between discovering e�ective forms of 
treatment and incorporating them into routine patient care within the United States is 
unnecessarily long. 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 drugs, 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 2017:
• Indigenous peoples’ issues
• Parity of esteem between mental and physical health
• City and Urban regional leaders
• Suicide prevention and crisis care
• Quality improvement
• The use of e-technology 
• Clinical leadership
• Mentally healthy cities
• Disability issues such as self-directed care and personalised budgets; and, the rights
 of disabled people
• Emerging and collective leadership in disability
• Addiction best practice

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. 

• Mental Health First Aid: this Australian training has been promoted by IIMHL and is
 used by several countries
• Elimination and Reduction of Seclusion and Restraint: The National Association of 
 State Mental Health Program Directors in the US has developed an approach that is
 used in New Zealand and Australia among other countries
• Trauma informed care work has been led by the US, and in 2017 all IIMHL countries 
 are now developing work in this area
• The Wharerātā declaration has been used by several countries and will be focused on
 at the 2018 Leadership Exchange
• IIMHL helps to support Zero Suicide across IIMHL countries

BENEFITS TO MEMBER
COUNTRIES

8
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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’, a report posted online which gives a summary of activities across
  the eight countries in a speci�c area (e.g. trauma-informed care and healthy cities)
• Twice-monthly email bulletins (called IIMHL/IIDL Update) which include information
  on the latest national mental health, addiction and/or disability issues: 
 - Policy
 - News 
 - Innovation
 - Best practices
 - Research 
 - Webinars and videos on best practice
 - Websites
• A website which has information on the upcoming Leadership Exchange and other
 conferences and webinars.

MEMBERSHIP OF IIMHL & IIDL9

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

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
• Ongoing contact via email, teleconference or Skype
• Joint programme and service development 
• Sta� exchanges 
• Sharing of managerial, operational and clinical expertise (e.g. in service evaluation) 
• Joint research 
• Peer consultation and review

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 Network Meeting.  
The exchange process involves the host region matching leaders who share key topics 
of interest. Leaders may be government o�cials, provider organizations, planners

IIMHL & IIDL LEADERSHIP
EXCHANGES

10

Fran Silvestri (New Zealand), Kathy Langlois
(Canada), Martin Rogan (Ireland), Dr Ian
McPherson (England) and Denny Morrison
(US).
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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 2017 are described 
below.

Nicholas Watters from Canada describes progress in 2017 on IKEN-MH and SPARK:

The International Knowledge Exchange Network for Mental Health (IKEN-MH). The 
formation of the IKEN-MH was jointly envisioned by the Mental Health Commission 
of Canada (MHCC) and the International Initiative for Mental Health Leadership (IIMHL), 
to increase the capacity for e�ective knowledge exchange in mental health by 
connecting people, ideas, and resources on a global level.

The goal of the IKEN-MH is to reduce the time from innovation to implementation to 
improve population mental health while focusing its e�orts on:
• Building capacity and infrastructure;
• Knowledge Exchange (KE) research and tool development;
• Utilizing technology to enhance connectivity; and
• Increasing the uptake of evidence informed knowledge
https://www.mentalhealthcommission.ca/English/initiatives/11859/iken-mh

SPARK:  Implementation Science Training Sweden. The MHCC SPARK Training Program 
partnered with the Centre for Addiction and Mental Health’s Provincial System Support 
Program to develop an interactive workshop for IIMHL’s 2018 match co-hosts. The 
workshop took place December 5-6, 2017 in Stockholm and was intended to provide 
a space for co-hosts to learn knowledge translation and implementation science tools 
to plan the content and activities of their upcoming matches for the IIMHL Leadership

IIMHL ACTIVITIES TO SUPPORT
KNOWLEDGE TRANSFER  IN 2017
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and/or funders, researchers, leaders from indigenous or speci�c ethnic groups, family 
leaders or consumer leaders. 

Hosting of the 12th Leadership Exchange (2017). The 2017 Leadership Exchange 
involved Australia and New Zealand, hosting over 33 site visits for IIMHL and 20 for IIDL. 
The Network Meeting in Sydney, Australia followed this. IIDL was an integral part of 
the 2017 Exchange.

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. 

Planning for the 2018 (28th May to 1st June 2018) Leadership Exchange. Planning is 
going very well for the 2018 Leadership Exchange. The Network Meeting will be held 
in Stockholm, with site visits across England, Republic of Ireland, Finland, Scotland, 
Sweden and the Netherlands. The theme is “Building Bridges Beyond Borders” and people 
involved in planning are the Swedish leaders and IIMHL sta� ably led by Fredrik 
Lindencrona and Kerstin Evelius; and Ola Balke from the Swedish Agency for 
Participation for IIDL.

An exciting range of matches is in place with the Network Meeting agenda nearly 
completed. For both IIMHL and IIDL go to: https://iimhl.se/
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Exchange in 2018. Above all, the co-hosts were encouraged to use these tools to ensure 
that learning during the matches will be communicated and implemented by match 
participants when they return to their home organizations.

The workshop was evaluated positively by the participants with 90% of them agreeing 
to some extent that evaluation criteria were met (objectives, a better understanding 
of knowledge translation and implementation science, e�ective facilitation, helpful 
training materials, etc.). Follow-up will include a webinar for all co-hosts to check in on 
their progress in planning their matches and provide any further support.
https://www.mentalhealthcommission.ca/English/spark-training-workshop

IIMHL and IIDL Update. The Update is a twice-monthly email bulletin that includes 
information on the latest mental health and disability policy documents, news and research.

“Make it so” newsletter for key leaders. Three times a year, IIMHL prepares a newsletter 
for key leaders within each country to rapidly share the current state of international 
knowledge about a speci�c topic of interest.

In 2017 documents were circulated and are available online: 

IIMHL
• Promoting Mentally Healthy Cities Across IIMHL Countries – I-CIRCLE   
 http://www.iimhl.com/files/docs/Make_It_So/20180116.pdf
• Mental Health and Addiction Leadership Programmes Across IIMHL countries
 http://www.iimhl.com/files/docs/Make_It_So/20170726.pdf

IIDL
http://www.iimhl.com/files/docs/Make_It_So/20170822.pdf

“IIMHL and IIDL provides New Zealand leaders to not only showcase 
their own innovative practices with international colleagues, but 
also to fast-track learning from other countries to adapt best practices.  
Our large world is made really accessible via IIMHL and IIDL – many 
leaders gain new knowledge, colleagues and friends during the 
process of the exchanges and network meetings.  Given the 
challenges we all face in services this is a really important aspect of 
support for the ever challenging environments we are working in.  

New Zealand has accessed so many ‘gems’ from IIMHL and IIDL 
including wonderful speakers such as Michael Kendrick and Eddie 
Bartnik who share their wisdom on the transformation of disabled 
persons' services.  We are actively involved in international 
benchmarking of mental health services to help with measurement, 
improvement and improving the use of information to improve 
quality.  Thanks to NASMHPD in the US we had the opportunity to 
signi�cantly reduce our seclusion rates in New Zealand. We have 
adapted the six core strategies for New Zealand which is now being 
showcased in many countries throughout the world.  We  are now 
engaged in the I-CIRCLE initiative which will ensure our cities support 
a mental health response to communities.  Not only can we learn 
but we can share – an ongoing opportunity”.

Robyn Shearer 
CEO
Te Pou o Te Whakaaro Nui
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In addition to the IIMHL Leadership Exchanges and IIMHL communications, IIMHL 
facilitates the sharing of knowledge and innovations between and within sponsoring 
countries. Some examples where IIMHL assisted in new activities include:

IIMHL Liaisons - communication seeking information. From time to time the IIMHL 
operations team sends out a request for information to the Liaisons for a speci�c area 
a country is looking at. Usually the Liaisons are able to send links to reports in a week 
or two. Examples include:
• Canada sought information on: “How a stepped care model (or alternative model) could 
 be e�ectively implemented within multiple diverse settings, what are some best practices 
 of models, and what are some of the key challenges and barriers in implementation”.
• Sweden sought information on: “suicide prevention for unaccompanied child refugees 
 and asylum-seekers”.
• England: “Assess the extent to which countries responds to and learns from independent
  investigations in mental health, primarily homicide”.  

Adoption of an innovation learnt from IIMHL. One example follows: Matua Raki is the 
National Addiction Workforce Development Centre in New Zealand. An innovation from 
England, (The “Wheel of Wellbeing”) https://www.wheelofwellbeing.org/  focuses on 
positive mental health and wellbeing as something that bene�ts all; sta�, communities 
and organisations. Matua Raki adopted this approach as part of their work to promote 
recovery in people who experience addiction problems.

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 2017 
IIMHL supported many of these, for example:
• Fran Silvestri talked to the Australian National University in Canberra on IIMHL and 
 global trends in mental health
• Dr Luis Salvador-Carulla talked to leaders in Toronto and in New York City on cities 
 and the development of Mental Health Atlases. The webinar can be found here:
 http://eenet.ca/resource/webinar-recording-globallocal-mental-health-atlas- project-
 development-and-implications
• Bruce Kamradt described the Milwaukee Wraparound process in Johannesburg, South
 Africa to mental health leaders
• On World Health Day (7th April 2017 - which focused on depression), IIMHL sent out
 a document to all members which outlined work from the WHO and depression related 
 activities in the US and Canada
• The former CEO of the Mental Health Association of San Francisco talked about the
 role of communities in mental health promotion at a meeting of the Health Promotion 
 Agency in Wellington, New Zealand. 

Academic Journal appointment. The President and Publisher of the Journal of Mental 
Health and Addiction Nursing asked for recommendations for the Editorial Board. A 
senior nurse from New Zealand was appointed.

Military learning. The Deployment Health Clinical Center (Defense Centers of Excellence 
for Psychological Health and Traumatic Brain Injury) is the Defense Department host for 
the Substance Abuse and Mental Health Services Administration IIMHL military match 
site. Led by Kate McGraw (Deputy Director) since 2011, this leadership collaboration 
has focused on the mental health needs of rural and remote service members and their 
families, a critical need identi�ed by mental health leaders from the United States, United 
Kingdom, Canada, Denmark, Germany, New Zealand and Australia.

EXAMPLES OF OTHER
KNOWLEDGE EXCHANGE
ACTIVITIES IN 2017
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Re work in 2017 Kate notes: 
“Our IIMHL military match meeting on 6 November 2017 allowed us to review progress 
on the US follow-up RAND study (from the �rst published RAND mental health needs 
of rural and remote service members and their families). The second study is taking a 
closer look at purchased vs non-purchased care, and quality of mental health service 
delivery for service members and their families, focusing on those in rural and remote 
locations.

We discussed a new RAND study just underway, looking at con�dentiality in mental 
health care within the US military system of care, and discussed opportunities to 
collaborate as an IIMHL group to inform the study from an international perspective.  
The study has four broad parts taking place over roughly three years:

1)  A general literature on the topic (peer reviewed, gray, and media literatures).
2)  An unclassi�ed, publicly accessible policy review focusing on the three services in
   the US military. The policy review would secondarily draw upon other Western 
  military policies (e.g., Canada, Australia, New Zealand, UK, Denmark); US government 
  organizations with potentially similar challenges (e.g., FBI, CIA, State Department,
   Coast Guard); and selected policies of analogous occupations (jobs involving
   responsibility for lives, particularly co-worker lives) such as �rst responders or 
  commercial airline pilots.
3)  Qualitative interviews of US military commanders, clinicians, and service members
   aimed at understanding their perceptions regarding US military mental health
   con�dentiality policies and their personal and organizational e�ects.
4)  A quantitative survey of a representative sample of US service members regarding
  con�dentiality policies.  

Finally, we discussed recent presentations on the work of the IIMHL military match group, 
to include presentations at the 2017 American Psychological Association Annual 
Convention Division 19 Society for Military Psychology, and at the 2017 Military Health 
System Research Symposium.  We also discussed completing a paper describing the 
e�ort and the resources available across the globe to increase access to mental health 
services for military members and their families.  We completed the paper recently, 
and submitted it for potential publication to the Military Medicine Journal, 2018”.

Kate McGraw, PhD
Deputy Director
Deployment Health Clinical Center
Defense Centers of Excellence for Psychological Health and Traumatic Brain Injury
US

Child and Adolescent Mental Health Group

Dr Bronwyn Dunnachie gives this update for 2017:

This is an ongoing IIMHL group that has met over many years with a core group of 
attendees and new people also welcomed. In 2017 the Werry Workforce Whāraurau  
(previously called the Werry Centre) from New Zealand has continued its hosting of 
teleconferences between Exchanges with all the international colleagues from this 
group. 

The Child and Youth IIMHL sub-group continued their contact in 2017 via regular meetings 
o�ered via teleconference; coordinated by the team at Werry Workforce Whāraurau in 
New Zealand.  All attendees at the IIMHL meetings are invited to attend these one-hour 
teleconferences.  Average attendances range from 10-20 people representing a range 
of services and countries.  Attendees o�er topics for the discussions.  The programme 
for each meeting includes a presentation on a speci�c topic, followed by open 
discussion.  Presentations and any relevant information are then distributed via email 
to the group. 

Topics discussed in 2017 included:
• Youth Peer Support
• Recovery Colleges
• Trauma Informed Systems of Care
• Youth Forensic Programmes
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The teleconference meetings also provide an opportunity for pre and post IIMHL 
Leadership Exchange discussion.  In 2017, infant to youth mental health-focused meetings 
were held in Melbourne and Sydney.  The meetings provided attendees with direct 
access to speci�c programme delivery and extensive opportunity for the sharing of 
resources.  
• In Melbourne hosts provided a wonderful opportunity for attendees to be immersed
 in the work of a very contemporary and creative CAMHS.  
• In Sydney the two sets of hosts treated attendees to extensive exposure and 
 discussion regarding Infant Mental Health service delivery and a range of speci�c NSW
 workforce development programmes.
 
If you are interested in attending a teleconference of the Child and Youth sub-group 
in 2018, please contact Bronwyn Dunnachie: b.dunnachie@auckland.ac.nz or Karin 
Isherwood: k.isherwood@auckland.ac.nz  
 
Dr Bronwyn Dunnachie
Senior Workforce Adviser
Werry Workforce Whāraurau
New Zealand

Zero Suicide. The inaugural summit was held (as part of the 2014 IIMHL Leadership 
Exchange) in Oxford, England with 14 participants representing four countries. “We are 
at the beginning of this journey and we start out from the core value that not one of our 
patients should die alone and in despair by suicide.” This challenge was issued by Dutch 
psychiatrist Jan Mokkenstorm.

The following year 50 participants from 13 countries attended the Atlanta summit (IIMHL 
Leadership Exchange, Vancouver 2015). The outcome of the second summit was the 
Zero Suicide Declaration, which served as the launch pad for discussions planned for 
the 2017 summit. http://zerosuicide.org/the-declaration/

In partnership with IIMHL, Sue Murray from Suicide Prevention Australia (SPA) and 
Recovery Innovations (RI) International hosted the third international summit of Zero 
Suicide in Healthcare, February 27 - 28, 2017 in Sydney, Australia. Seventy participants 
from 16 countries attended. The 2017 theme, “From declaration to local action,” was 
co-led by David Covington and Dr Mike Hogan. At this summit, suicide prevention 
pioneers from around the world presented and discussed the challenges and successes 
experienced following implementation of suicide prevention initiatives. Presentations 
were organized around �ve key modules: lead/activate, deploy/scale, clinical pathway/ 
protocol, treat/engage/peer supports and research/evaluation.

SPA plans to use the Sydney conference to springboard a �ve year pilot of Zero Suicide 
across multiple sites in Australia. As with many countries participating in the summit, 
suicide is a leading cause of premature death within Australia. In 2015 the ABS reported 
3,027 suicide deaths – accounting for 20% of premature deaths across the nation, 
suicide is the highest single contributor to ‘potential years of life’ lost in this country. 
http://zerosuicide.org/sydneyzerosuicidesummit/

Following the Leadership Exchange, David Covington and Fergus Cumiskey from Ireland 
met with o�cials from the New Zealand Ministry of Health in Wellington, New Zealand 
to discuss suicide prevention.

David Covington US, Janet Peters New
Zealand, Fergus Cumiskey Ireland.
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Fran Silvestri described in his foreword the growth of this work. After the meetings in 
Philadelphia and the successful meeting in Sydney around the concept of International 
CIty and Urban Regional CoLlaborativE (I-CIRCLE), IIMHL held a meeting during the 
week of September 11 in both Philadelphia and New York City. Between 20 and 24 leaders 
participated with some only able to attend for one location. IIMHL had representation 
from seven of the IIMHL Countries, PAHO, the Basque region of Spain and several 
organizations, which are interested in participating in I-CIRCLE. 

Highlights from those meetings included a News conference held by the Mayor of 
Philadelphia and a half-day session with the First Lady of New York City and the Deputy 
Mayor. The result was a small team developed a Declaration that will be used within 
I-CIRCLE to guide work in city and urban environments. 
http://www.iimhl.com/files/docs/20180124.pdf

Leaders have been very positive about the framework and we presented this at a meeting 
of US cities in New York on December 4, 2017. 

INTERNATIONAL CITY AND
URBAN REGIONAL
COLLABORATIVE (I-CIRCLE)
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A re-launch of a clinically focused group took place on 13th and 14th November 2017. 
Kathy Langlois met with two of the founders of the original CCL (Dr Peggy Brown and 
Dr Anita Everett who have both returned to national roles). Attendees were: 
http://www.iimhl.com/files/docs/20180301.pdf

On Monday November 13th the group met at SAMHSA’s new o�ces and discussed areas 
that people are working on.  There were some great presentations, including one from 
Maggie Bennington-Davis, MD, Chief Medical O�cer of Health Share of Oregon, which 
was really helpful in terms of what they are doing in infant and child mental health. 
Dr Elinore McCance-Katz who is the new Assistant Secretary for Mental Health and 
Substance Use (SAMHSA) stopped by and spoke about her support of international 
meetings such as this, felt that more were needed and will be engaged in future 
meetings.  
 
On Tuesday November 14th the group met at the American Psychological Association 
o�ces with Dr Arthur Evans.  Anita Everett spoke about some of the outcomes of the 
meeting which could include:
• A proposed mission statement for CCL (based on guidelines o�ered by Kate McGraw)
• Arthur suggested a group work on a framework for public and population mental 
 health and what this looks like in the sector where everyone is engaged
• Next meeting is likely to be on Wednesday 30th May in Stockholm, Sweden. 

Other possible areas for e�ort include benchmarking and deep diving into seclusion 
and restraint.  A site visit to the Merri�eld Center �nished o� what was a really good 
two-day meeting.

COUNCIL OF CLINICAL
LEADERSHIP (CCL)

14
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With the Leadership Exchange in September 2019 in Washington DC, this will provide 
a good opportunity for SAMHSA. A project team from SAMHSA is being organized.

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 aims to raise awareness amongst clinicians and policy-makers 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, Ireland, the 
Netherlands, New Zealand, Norway, Scotland and the US.

Activities undertaken in 2017 included:

Deep-Dive Analysis. Phase III of the project has focused on compiling data on a 
selected number of indicators which are collected by all (or a majority of) participating 
countries. As part of this overall e�ort, selected IIMHL member countries, under the 
leadership of the UK NHS Benchmarking Network team, undertook a “deep dive” by 
analysing the de�nitions of and available data for a selected list of previously identi�ed 
top rated mental health indicators. Results were presented and discussed at the IIMHL 
Meeting in Sydney. 

IIMHL Meeting, Sydney, March 2017. Parashar Ramanuj, M.B.B.S., M.R.C. Psych., from 
the UK participated in the IIMHL Clinical Leaders Group meeting in Sydney on behalf 
of Harold A. Pincus, MD, who has been leading this international e�ort. 

Participants in the most recent IIMHL Indicators match (Canberra, March 2017) expressed 
interest in continuing e�orts to collect and compare national indicators. Attendees 
from seven countries had lively discussion over two days on the use and bene�ts of 
indicators in mental health care and how to best continue the work. 

Presentations/Publications. Harold A. Pincus gave a presentation at the WPA XVII 
World Congress of Psychiatry Berlin 2017, Germany (8-10 October, 2017) drawing on some 
of the lessons of the group’s work so far. 

We published an open forum in Psychiatric Services on Bringing Recovery and Consumers’ 
Views into the Mainstream of Mental Health Quality Measurement: 
https://www.ncbi.nlm.nih.gov/pubmed/28712351

Other. The Ministry of Health of the Republic of Lithuania is currently designing a 
National Monitoring System for public community mental health services. Experts at 
the Ministry of Health drew on earlier work completed in Phase II of the IIMHL indicator 
project to identify a set of indicators most feasible in the short and long term considering 
the country’s existing administrative databases and registries.

Next steps. During regular discussions with Steve Watkins/UK NHS Benchmarking 
Network, we are exploring content and future directions of the group’s work (content 
priorities, extending number of countries participating in our work, potential alignment 
of IIMHL and OECD e�orts around quality measurement etc.). Discussions will continue 
at the next IIMHL Clinical Leadership Meeting in Stockholm, Sweden (May 2018). During 
a match focusing on international comparison of mental health systems, participating

CLINICAL QUALITY OUTCOMES
PROJECT 
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representatives will discuss analytic approaches, transparency and accountability and 
the use of KPIs to drive and monitor change. Another aspect these discussions will be 
identifying is ways of deepening collaboration between countries as well as relevant 
international organisations such as the OECD. 

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
US

Chairperson’s Report 2017. The IIDL continues to build on solid foundations with good 
progress in all strategic areas during 2017.

The 2017 IIDL Leadership Exchange and combined IIMHL/IIDL Network Meeting was 
very successful with 20 hosted leadership matches available across Australia and 
New Zealand and 120 participants for the IIDL stream of the combined Network Meeting. 
Some particular highlights of the Network Meeting were the panel presentation on 
“The collective leadership to bring about the National Disability Insurance Scheme 
(NDIS) in Australia”, the keynote by Dr Michael Kendrick on “The challenges and 
opportunities of international leadership in disability”, the keynote by Canadian federal 
Minister Carla Qualtrough and the innovations and resources Market Place.

A distinctive feature of the Sydney event was the close collaboration between the IIMHL 
and IIDL Local Organising Committees and the overlapping agendas and opportunities 
such as the innovations Market Place and also the joint USA/Australian presentation on 
self directed support in mental health and psychosocial disability.

I would particularly wish to acknowledge the leadership and high level of collaboration 
from my IIMHL counterpart John Feneley from the Mental Health Commission of NSW 
and his team, especially Julie Robotham. The IIDL Local Organising Committee did a
magni�cent job to pull together such a well-supported event and special thanks to 
Lorna Sullivan (IIDL Coordinator) for all her e�orts especially around the matches and 
the Market Place.

A highlight of the year was Sweden agreeing to join IIDL as a member country and the 
Swedish Agency for Participation taking on the role to chair the Local Organising 
Committee for the Sweden 2018 Leadership Exchange and Network Meeting. We are 
very grateful to Ms Malin Ekman Alden, the Director General of the Swedish Agency 
for Participation for her support and also Ola Balke for taking on the role as Chair of the 
IIDL Local Organising Committee for Sweden. We have had wonderful support from 
Fredrik Lindencrona who is co-chairing the IIMHL Local Organising Committee and 
has been a strong collaborator with IIDL during the transition period prior to Sweden 
joining IIDL.

Planning for the Swedish Exchange and Network Meeting is proceeding strongly and 
the Stockholm event and associated Leadership Exchanges will be our �rst ever in Nordic 
countries. A key feature of the Swedish event will be the continuing focus on emerging 
leadership in disability and building collaborations between member countries and

INTERNATIONAL INITIATIVE FOR
DISABILITY LEADERSHIP (IIDL)  
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Eddie Bartnik, Chair, Sponsoring Countries
Leadership Group IIDL

Prof. Harold Pincus



22

across sectors. The theme of leadership investment was also strengthened by a special 
online edition of “Make it so” featuring international leadership developments and 
resources in disability. Thank you Lorna Sullivan for editing this important collection.

The Sponsoring Countries Leadership Group has been strengthened by the inclusion 
of Sweden as a new member and also the ongoing contribution from Canada to host 
yet another outstanding SCLG Leadership Exchange and Governance Meeting in Ottawa 
in October 2017. Thanks to James van Raalte and Krista Wilcox from the Canadian O�ce 
for Disability Issues and their wonderful team led by Paulette Cornette and Fernand 
Comeau. Work is underway to engage England and Scotland as IIDL member countries, 
given that they are already IIMHL members. The IIDL Chair of the SCLG visited both 
countries during 2017 and met with key government leaders with a view to strengthening 
their country connections to IIDL and the Sweden opportunity in 2018.

Another key strategic development in October 2017 was the hosting of an IIDL 
Symposium in Washington DC on Disability Service Systems Transformation – the 
Australian National Disability Insurance Scheme. We were delighted to have six 
nationally recognized disability rights organizations serve as co-sponsors. The 
symposium was coordinated by a planning committee comprised of Fran Silvestri, 
Michael Kendrick, Aaron Bishop and Lynnae Ruttledge and was held in the fully 
accessible conference room of the US Access Board and the National Council on 
Disability in the heart of downtown Washington DC. We had 25-disability policy issue 
experts that registered for the event, which was presented, by the NDIA’s Anne Skordis 
and Eddie Bartnik.

Work is underway to engage the USA as a member of IIDL in advance of planning for 
the Washington 2019 Leadership Exchange and Network Meeting.

In closing, I would like to acknowledge the wonderful support from the IIMHL team: 
Fran Silvestri (President & CEO), Erin Geaney and Janet Peters and our IIDL key resources 
Lorna Sullivan (Coordinator), Dr Michael Kendrick (consultant) and Aisling Blackmore 
(project support).

In addition, we have received substantial support from the National Disability Insurance 
Agency as the Australian country member and host for Sydney 2017. The support of 
the previous CEO David Bowen and new CEO Rob de Luca is very much appreciated. 

Eddie Bartnik
Chair
Sponsoring Countries Leadership Group
International Initiative for Disability Leadership

Lorna Sullivan reports on IIDL activities

Sponsoring Countries Leadership Group. The 2016/17-year has been one of ongoing 
growth and expansion for IIDL.  The establishment of our relationship with Sweden in 
preparation for the 2018 exchange and their active involvement with the Sponsoring 
Countries Leadership Group (SCLG) has both built on and strengthened the group 
and increased its diversity across the complex issues impacting the lives of people with 
disabilities and their families.

The strength of the SCLG has enabled us to now examine in depth and share the 
learning from the innovation and reforms that are occurring across the sponsoring 
countries.

Showcasing International Initiatives

Advancing Inclusion – Canada. From October 17 to October 20, 2017, members of 
the International Initiative for Disability Leadership/Sponsoring Countries Leadership 
Group (IIDL/SCLG) met in Gatineau, Quebec, for a Learning Exchange and Governance 
Meeting. Representatives from Australia, New Zealand, Sweden, the United States of 
America and Canada attended. The series of events were hosted by the O�ce for 
Disability Issues (ODI) and Employment and Social Development Canada (ESDC).

Eddie Bartnik, Strategic Advisor to the NDIS
and Anne Skordis, General Manager, Scheme
Transition, NDIS.
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The theme of this year’s Learning Exchange, which was held on October 17 and 18, 2017 
was ‘‘Advancing Inclusion and Leadership through People Centered Innovation”. 
Learning Exchange activities were organized in Gatineau and Montreal and had two 
key elements. The �rst showcased innovative practices and initiatives in Canada that 
support the inclusion of persons with disabilities in society. The second highlighted 
innovative disability programs and services in two IIDL member countries. 

Learning activities included panel discussions, presentations, and a site visit and 
were grouped under the following headings:
• Accessible Technology Initiatives;
• Community Engagement and Development of Persons with Disabilities;
• Innovate Disability Support Programs
 - New Zealand Disability Support System
 - National Disability Insurance Scheme of Australia;
• Social Inclusion and Labour Market Engagement; and
• Accessibility and Inclusion.
 
The objective of the Learning Exchange was to showcase initiatives that were adopting 
innovative and unique approaches to programs and services, and adaptable 
practices that were improving the lives of persons with disabilities and their families 
in Canada, and other IIDL member countries. 

National Disability Insurance Scheme – Australia. The development of the National 
Disability Insurance Scheme (NDIS) from Australia continues to be followed with intense 
interest.  The foundational development of the scheme and its progress to date was a 
major feature of the 2017 Sydney Exchange and Network Meeting.

A detailed update of the Scheme was also presented at the SCLG meeting in Ottawa, 
Canada where there was the opportunity for cross government sharing of the policy 
details of the scheme.  This built upon the detailed presentation of the NDIS at the 
2016 meeting.  Australia has again been very generous in sharing its experience and 
learnings from the implementation of such an extensive and wide ranging reform agenda.  
https://ndis.gov.au/

Enabling Good Lives – New Zealand. The New Zealand Government’s Enabling Good 
Lives initiative is another major national reform of disability support services, which 
was introduced at this year’s exchange, with the New Zealand delegates Toni Atkinson, 
Gerri Pomeroy and Sacha O’Dea outlining the policy platform and operating principles 
of the initiative.

A major feature of the New Zealand Enabling Good Lives initiative is the principle of 
Co-Design with People with Disabilities and Families at every level of the scheme.  Along 
with the update on the NDIS, the Ottawa meeting of the SCLG also provided the 
opportunity for New Zealand delegates to detail the co-design process, the challenges 
and bene�ts that such a process provides in the development and implementation of 
such extensive reform. http://www.enablinggoodlives.co.nz/
 
A report on this learning is available: http://www.iimhl.com/files/docs/20171227.pdf

International Leadership Exchange Sydney. As always the highlight of our year comes 
with the hosting of the International Leadership Exchange and Network Meeting.  The 
planning for and development of the comprehensive programme o�ered by IIDL was
managed by Eddie Bartnik of the National Disability Insurance Agency along with a 
local organizing group comprising of representation from disability service providers, 
disabled person’s organisations, Indigenous people and carers.

This event with its focus on Contributing Lives and Thriving Communities, which took 
place across Australia and New Zealand, hosted 20 exchange sites, 17 from Australia 
and three from New Zealand.  These opportunities for leaders to be immersed in and 
contribute to major advances in the sector ranged across national reform agendas such 
as the National Disability Insurance Scheme, individualized funding and self direction 
of supports and services, agency transformation as well as family and disabled persons 
leadership opportunities.

Dr Rhonda Galbally – National Disability
Insurance Agency as part of the panel on
“The collective leadership to bring about the
National Disability Insurance Scheme in
Australia”.

Toni Atkinson, Ministry of Health New Zealand
with James Van Raalte, O�ce of Disability
Issues, Canada presenting on National reform
agendas at the IIMHL/IIDL Network Meeting
in Sydney.

Eddie Bartnik opening address to the
Network Meeting.
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O�cial Welcome performed by indigenous community dance group: “Descendance”.

All exchanges provided participants with an international perspective on key disability 
leadership and sector development, frameworks and international knowledge exchange 
and connections to regional and international leaders.

The combined IIMHL/IIDL Network Meeting (which was held in Sydney) enabled 
participants to further expand on their exchange experience with a focus being given 
to major developments occurring across member and associate countries. 

We now look forward to expanding our member countries for IIDL and our 2018 Leadership 
Exchange to be held in Stockholm.

There was also a highly successful innovation Market Place where eight leading edge 
initiatives from Canada, Australia, Ireland and New Zealand generously shared their 
resources http://www.iimhl.com/iidl-2017-sydney-presentations-materials.html

IIMHL CONTACT DETAILS

All correspondence related to this document should be addressed to:
Janet Peters janet@iimhl.com or Erin Geaney erin@iimhl.com
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