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1. Executive Summary 

At the core of the ProMenPol approach is the view that what is needed in the field of 
mental health promotion and protection is a way of handling complexity. This complexity 
arises not only from the plethora of instruments, tools, methodologies, techniques, 
theories and approaches that have been developed over the years but also the challenges 
in selecting out of this vast repertoire the right tool to address the right issue at the right 
time.  

The ProMenPol toolkit aims to manage this complexity on behalf of the frontline staff 
member of an organisation who is motivated or required to implement mental health 
promotion and protection activities. The foundations of the Toolkit are based on a 
database within which tools and techniques are coded so that they can be retrieved in a 
systematic way that makes sense to the frontline staff member. 

The first task facing the ProMenPol team was to develop a framework which could cope 
with the variety and complexity of the field while at the same time acting as a reference 
point for searching for tools. Two possible sources of models and classification systems 
were considered upon which to base the framework; the recently developed International 
Classification of Functioning, Health and Disability (ICF) and the Models developed within 
the Health Promotion field. Both coding systems have been included in the initial version 
of the database (a final version will be produced at the end of the project). 

The methodology used to reduce the overall complexity of the framework was adapted 
from studies which have been implemented in relation to the ICF. These studies utilised a  
combination of Delphi survey techniques, document analysis and expert focus group 
methodologies to reduce the 1500 codes of the ICF to a manageable number for a specific 
condition in a specific service context. These selective sets of ICF categories are 
commonly called Core Sets. From a ProMenPol perspective the target was to reduce the 
number of ICF categories to specifically target Mental Health in a Health Promotion 
context. In order to retain a focus it was agree that three core sets would be developed, 
one for each of the contexts within the scope of the project i.e. schools, workplaces and 
older persons’ residences. From a mental health promotion (MHP) perspective the 
methodology involved building an initial classification system and testing it through a 
similar procedure to that used for the ICF. As a result two core sets were generated which 
were presented at the first ProMenPol conference and validated against the views of 
participants and their contacts.  As a result a coding system was produced based on the 
framework which has been transformed into a searchable database. 
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2. Introduction 

There were two main sources used as the basis for developing the ProMenPol framework. 
The first source is the International Classification of Functioning, Health and Disability 
(ICF) and the second source is current thinking in the field of Mental Health Promotion 
(MHP). The main distinction between the two approaches to classification is the extent to 
which each focuses on a different perspective of the mental health process. On the one 
hand the ICF sets out to document the implications of mental health in terms of 
functioning, activity and participation for an individual. On the other hand the MHP 
approach focuses on the role of the mental health promoter and classifies interventions 
and strategies from this perspective.  

The decision to incorporate both models into the ProMenPol framework is based on the 
assumption that an analysis of the tools and methods available in the field of mental 
health promotion and protection will provide an insight into the extent to which the two 
approaches overlap. Further it provides the opportunity to explore the utility of each of 
the frameworks to the frontline member of staff who is implementing mental health 
promotion and protection programmes.  

There are times when such an individual wants to focus upon a functional or participation 
issue such as stress management or problem solving and there are other times when the 
issues of mental health promotion and protection are dealt with from an organisational 
perspective. In the former case the ICF provides an excellent reference point for 
categorising tools that focus on the individual from both a functional and an 
environmental perspective. In the latter case the MHP framework provides an opportunity 
for the exploration of the right way to introduce mental promotion at an organisational 
level. It is expected that one of the outcomes of ProMenPol will be a review of the extent 
to which each of the classification approaches provide complementary, conflicting or 
redundant search outcomes for the person using the Toolkit.  These findings will be 
reflected in the design of the final version of the toolkit to be developed at the end of the 
project. 

A brief overview of each of the approaches is provided below and a description of the 
methodology adopted is presented in the following sections. 

2.1 The ICF as a Basis for a Mental Health Promotion framework 

The World Health Organisation provides a potential framework in its International 
Classification of Functioning, Health and Disability (ICF, WHO 2001)1. The ICF began in 
the mid 1990s when the World Health Organisation (WHO) and Disabled Persons’ 
International (DPI) began discussions on revising the 1980 International Classification of 
Impairment, Disabilities and Handicaps to reflect more accurately the social model of 
disability. With extensive effort, an agreed classification appeared in 2001.  The ICF is 
termed a ‘hybrid’ and a ‘universal’ model of disability in that it attempts to encapsulate 
the wide range of conditions from very minor to severe within its remit.  Figure 1 
illustrates the main elements of the ICF. 

 

                                                
1 See http://www.who.int/classifications/icf/en/ [accessed 02.03.08] 
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The ICF proposes a very detailed system to classify a person’s functioning, activity 
limitations, participation restriction and the health, environmental and personal factors 
that influence these.  It also provides a conceptual way to describe the dynamic 
interaction between a person’s health condition and the other factors within the model.  It 
gives a paradigm for describing the impact of system level initiatives (as environmental 
factors) on a person’s residual capacity post-illness or injury.  It also helps describe how 
they operate to influence a person’s activity potential and participation in the community.   

 
Figure 1:  The ICF Classification 

There are a number of reservations surrounding the adoption of the ICF when dealing 
with health rather than disability and impairment. Even though the WHO has explicitly 
stated that the intention in creating the ICF was to focus on health rather than on 
impairment, most of the studies carried out to date and the uses to which it has been 
applied relate directly to the classification and/or assessment and planning for specific 
types of physical impairments e.g. neurological patients with post acute rehabilitation 
needs2. Equally the application of the ICF in the field of mental health and mental illness 
has not often been addressed and thus it is difficult to identify an existing core set of 
appropriate codes to be used in classifying tools. 

Nevertheless, it is clear from the text of the ICF manual that the ICF is a classification of 
health rather than disability and that it is intended to be used to classify environments as 
well individuals. 

                                                

2 Boldt C, Brach M, Grill E, Berthou A, Meister K, Scheuringer M, & Stucki G (2005) The ICF categories identified 
in nursing interventions administered to neurological patients with post-acute rehabilitation needs Disability and 
Rehabilitation, 2005; 27(7/8): 431-436 
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2.1.1 Levels of Application 

The ICF can be applied at an individual, institutional or societal level3 4 5.  It is capable of 
being applied, in the case of a person experiencing a reduction in functioning as a result 
of a health condition, to document that person’s life experience, to specify appropriate 
interventions and to set target outcomes.  Further, it provides a common language to 
facilitate communication between professionals.    

At the institutional level, it has the potential to describe the strategic objectives of an 
organisation operating within the field of disability, to contribute to the development of 
more holistic and relevant programmes, to structure research agendas, to contribute to 
the continuing professional development of staff and to provide the basis for quality 
standards and outcome evaluation.    

At a societal level, the ICF can be used to evaluate the current disability response within 
a jurisdiction, to identify where statutory and regulatory mechanisms are acting as 
barriers to full participation for people with disabilities and to provide a framework for the 
design of more inclusive and responsive policies. 

The ICF has been particularly useful in the design of statistical studies to document the 
lived experience of people with disabilities and has been successfully used in adapting 
questions in a population census to reveal the distinction between impairment and 
participation.  It has also been used in national disability studies to document the impact 
of existing disability policies.    

Thus, adopting the ICF as a framework for ProMenPol means that the deployment of such 
policies can be systematically mapped at the institutional and individual levels.  As a 
result, the evaluating the policy implications of frontline interventions becomes easier.  

2.1.2 Domains of Relevance 

Mental health is a matter of concern across many policy domains.  It is also accepted that 
a major factor in society is the fragmentation of responses within and between different 
domains of policy in the area of mental health.  The desirable response to mental health 
promotion and protection (MHP&P) is one that is ‘joined up’ across policy domains.  One 
major challenge in achieving cross-cutting MHP&P policies is that the language and 
definitions differ from one domain to another.  For example, the way in which mental  

health is described within the domain of health differs qualitatively from descriptions used 
in education, training, work and equality.  

                                                
3Cieza A, Brockow T, Ewert T, Amman E, Kollerits B, Chatterji S, Ustun TB & Stucki G (2002) Linking health-
status measurements to the international classification of functioning, disability and health Journal of 
Rehabilitation Medicine 2002; 34: 205-210 

4 Swanson G, Carrothers L & Mulhorn KA (2003) Comparing disability survey questions in five countries: a study 
using ICF to guide comparisons, Disability and Rehabilitation 2003; 25 (11/12): 665-675 

5 Bruyere S (200) Using the International Classification of Functioning, Disability and Health 
(ICF) to Promote Employment and Community Integration in Rehabilitation, Journal of the National Council on 
Rehabilitation Education 2005,  19: 2 & 3, Special Issue: International Classification of Functioning, Disability 
and Health (ICF) 
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Each domain specifies its mental health response either in legislation, through regulatory 
mechanisms or in ‘soft’ policy terms.  What is required is a way of conceptualising the 
issues of MHP&P across policy domains which acknowledges the need for a diversity of 
definitions and criteria for action in each domain.  The ICF provides a framework which 
can be applied within the domains of health, education and training, work and 
employment, social affairs, social inclusion, social care, transport, communications, 
environment, justice and equality.   It does not require the unification or standardisation 
of criteria or strategies while at the same time each policy response can be mapped on 
the multidimensional axes of the ICF.   

2.1.3 Specificity of Description 

One of the fundamental strengths of the ICF is that it remains coherent at all levels of 
description.  At the most general level, the ICF specifies the inter-relationships between 
health condition, functioning, activity limitation and participation restriction in the context 
of the intervening variables - environment and personal factors.   At a policy level the 
environmental chapter of the ICF specifies the range of policies, systems and services 
that are implicated in the health promotion or enabling process within a jurisdiction or 
organisation.  It can be used to characterise the impact of mediating mechanisms and 
systems of provision upon the lives of people.    

In combination with the ICD-106 it can be used to provide a holistic description of the 
needs and strengths of an individual in terms of his or her mental health while at the 
same time providing a way of characterising the impact of the environment on his or her 
mental wellbeing. The consistency with which the ICF describes health from physical to 
mental health and going from the general to specific, makes it an ideal tool for tracking 
the impact of policies on individuals.   

2.1.4 Sensitivity to Intervening Factors 

An important characteristic of the ICF from the perspective of policy development is that 
at least at the framework level, it acknowledges that mental health will impact differently 
upon people depending on a range of other factors.  Thus, the meaning of mental health 
for someone who is fifty-five years of age is very different to the experience of a person 
who is twenty-five years of age.  It is also the case that mental health challenges can 
differ on the basis of a person’s gender.  Mental health is viewed differently in different 
cultures and can be experienced differently depending on a person’s ethnic origin.  It will 
also have different implications depending on a person’s level of income and level of 
education.   

While the ICF acknowledges the importance of personal factors in the mental health 
process, it stops short of documenting these within the classification.  This is appropriate 
given that its primary function is to provide a systematic way of describing health, 
functioning and disability.  Nevertheless, from a policy perspective acknowledging the 
importance of personal factors and demographics in the mental health process can guard 
against ‘one size fits all’ approaches to MHP&P. The interaction between mental health 
and other factors such as social status and economic status can also be useful in 
specifying the relevance of certain supports, programme and interventions.   

                                                
6 ICD-10 was endorsed by the Forty-third World Health Assembly in May 1990 and came into use in WHO 
Member States as from 1994.  It is used to classify diseases and other health problems.  The ICD-10 has 
become the international standard diagnostic classification for all general epidemiological and many health 
management purposes.  See http://www.who.int/classifications/icd/en/ [accessed 02.03.08] 
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2.1.5 Scope of Activity 

The ICF has been used at policy, research and individual levels in many jurisdictions to 
date.  From a policy perspective it is regularly applied in the assessment of population 
health, in monitoring the impact of disability in both economic and social terms and in 
providing an evidence base for policy makers in relation to a range of policy interventions 
across the domains of health, social security, work and employment and education.   

In particular the ICF highlights the importance of not simply documenting epidemiology 
but also evaluating the responsiveness of systems of provision, efficiency of delivery and 
the effectiveness of performance.  Within the field of research the ICF is being considered 
in areas as diverse as public health, social inclusion, work and employment, equality and 
social security.  It is particularly useful in describing interactions between factors in the 
health promotion process, examining the complex relationships between structural and 
agency explanations of outcomes, facilitating multi-disciplinary research and evaluation 
programmes.   

The ICF enhances the explanatory power of research particularly in relation to service 
utilisation, needs and outcomes and costs and impact.  Within the field of health the ICF 
has broadened out the focus beyond that of impairment, has mainstreamed the concept 
of functioning and health to the general population, has provided common domains of 
description which are independent of diagnosis, helped to link data from both health and 
disability sources and emphasised the importance of environmental factors in planning 
supports and interventions.   

At the level of frontline practice the ICF provides a structure for carrying out needs 
assessment, planning interventions and supports and monitoring outcomes and progress.  
The use of specific core sets for different health outcomes provides a systematic and 
consistent approach which can be applied across policy domains, services and in different 
regions.   

The ICF can also be useful in managing systems of provision in that it is ideally suited to 
the construction of electronic records, monitoring service performance, measuring 
consumer satisfaction, comparing the impact of different interventions and mapping 
utilisation patterns.   

2.1.6 Early Intervention and Prevention 

One key contribution that the ICF can make to health policy is that it broadens the focus 
of policy makers beyond the design and development of responses to people who are 
currently experiencing mental health problems to include the need for policy, systems 
and services to prevent the onset of mental and emotional distress and to intervene 
early.  Thus the ICF bridges the gap between current MHP&P policies and public health 
policies.  In fact, the ICF provides a coherent and systematic approach to the challenge of 
mainstreaming.  Specifically, from an ICF perspective mainstream and specialised policies 
and services must be considered along a continuum which is matched to the capacity and 
needs of the individual. 
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2.2 MHP Models and Approaches 

2.2.1 The Background to Health Promotion 

The domain of health promotion is perhaps most influenced by a single model which was 
developed and launched by the World Health Organisation in 1986 in Ottawa, Canada7.  
Known as the Ottawa Charter, it has since become the main policy statement in the area 
and has profoundly influenced the concepts, methodologies and approaches taken to 
health promotion across the world. 

In the Ottawa Charter, there was a significant move away from the prior tradition of 
health education, which had a predominant focus on altering individual behaviour through 
the provision of information, towards a more balanced approach which emphasises the 
importance of environmental factors in promoting health.  It redefined health promotion 
in terms of: 

• Prerequisites for health such as peace, education, food and income 

• Advocacy for health – this refers to influencing the conditions for health such as 
political, cultural, socio-economic and environmental factors 

• Enabling health – this refers to addressing the cases of inequity in health through 
enabling people to achieve their fullest health potential 

• Mediating for health – this refers to co-ordinating the actions of non-health sectors 
to improve health 

In addition, the Charter goes on to specify the means by which health promotion action 
should be taken: 

• Building healthy public policy – this should take place in non-health as well as 
health policy 

• Creating supportive environments – this means taking co-ordinated action to 
ensure that environments enable health 

• Strengthening community action – this refers to the empowerment of communities 

• Developing personal skills – this means providing people with the necessary 
knowledge and skills to make health developing decisions 

• Re-orienting health services towards promotion and prevention 

The high level goals and strategies of the Ottawa Charter needed to find expression in 
concrete methods that could be used to implement health promotion.  This was done 
through the use of the concept (and actuality) of what has been termed settings, i.e. 
common milieu where large numbers of people inhabit, gather and live.  The objective of 
defining settings was to enable the operationalisation of the approaches specified in the 
Ottawa Charter in a practical and far reaching way. 

                                                

7 World Health Organisation (1986) Ottawa Charter for Health Promotion First International Conference on 
Health Promotion Ottawa, 21 November 1986 - WHO/HPR/HEP/95.1 See 
http://www.who.int/hpr/NPH/docs/ottawa_charter_hp.pdf [accessed 02.03.08] 
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A number of settings have been specified – these include the school, the workplace, the 
community, the hospital and prisons.  Within each of these settings, a number of 
characteristic approaches have been developed and these have been used as the basis for 
developing the MHP&P coding classification that is outlined in Section 4 of this report. 

2.2.2 Developing the MHP&P coding framework 

The process of developing the MHP&P coding framework from the settings approach faced 
a number of significant challenges: 

• There is no classification system or taxonomy of health promotion that is similar to 
the ICF classification system 

• There is no identical approach across the three settings of interest to the project 
(schools, workplace, residences for older people) and there are significant 
differences in the characteristics of the settings 

• There is no widely accepted categorisation of approaches to mental health 
promotion – these differ in terms of the beneficiaries and the relationship between 
the beneficiary and the setting 

There are several distinctive features to each of the settings of interest to the project that 
influence the way in which health promotion is delivered.  For example, in both the school 
and older people’s residence settings, the relationship between the organisation and the 
client is one of care, where the organisation has responsibility for the welfare of the client 
and for the provision of specific services. In the workplace, the relationship between the 
organisation and the employee is fundamentally an economic one and while employers 
and employees have obligations in relation to health and safety, there is no obligation to 
provide care to employees. 

A further significant difference relates to the concept of agency, i.e. whether or not the 
clients (in schools and older people’s residences) are capable of making decisions on their 
own behalf.  This consideration does not apply in workplaces and the difference between 
the settings in this regard leads to differences in the ethical considerations that apply in 
the implementation of Mental Health Promotion. 

The meaning of mental health promotion must also be differentiated from its more 
common counterpart, physical health promotion.  In general terms, methods of health 
promotion have been developed with physical health promotion in mind and from the 
perspective of developing a classification system, this is a significant difficulty. 

Bearing these difficulties in mind, it was decided to take a relatively well developed model 
of health promotion from one of the settings as a basis for the classification system, and 
to add, where appropriate, elements related to mental health promotion and to each of 
the other two settings.  The workplace was chosen as the base setting and the model of 
workplace health promotion developed by the European Network for Workplace Health 
Promotion (ENWHP)8 was taken as the best example of a model for the purposes of the 
PromenPol project. 

                                                
8
 See www.enwhp.org [accessed 02.03.08] 
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This decision meant that the environmental and organisational focus of the Ottawa 
Charter was maintained and that it would complement the more individually focused 
aspects of the ICF. 

2.2.3 The ENWHP model of Workplace Health Promotion 

The ENWHP have developed a comprehensive model of workplace health promotion 
(WHP).  Based on the Luxembourg Declaration (2006)9, which in turn is based on the 
Ottawa Charter, it emphasises the main elements of the charter in terms of enablers, 
approaches, processes and outcomes (see Figure 2). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 2 – Workplace Health Promotion Model of the ENWHP 

This model states that good workplace health promotion is enabled by three key factors – 
strong leadership, a sound policy base (at workplace level) and active participation by the 
workforce.  It also states that a number of approaches can be taken to introducing WHP, 
as it is not always easy to establish a separate WHP programme in a workplace.  In 
essence, WHP can become a part of programmes such as OSH or environmental health, 
lifestyle or working conditions programmes or corporate social responsibility programmes.   

The model also indicates that there is a sound process of implementation to be followed.  
This involves building commitment amongst the workplace stakeholders; assessing and 
establishing the necessary infrastructure for implementation; undertaking a needs 
assessment; developing a plan for implantation of health promotion measures; 
implementing them and undertaking a review or evaluation of the measures with a view 
to consolidating them into standard practice for the organisation. 

Finally, the model indicates that there are a range of outcomes that are possible as a 
result of WHP.  These include individual health benefits, improved employee job 
satisfaction, improved customer satisfaction and ultimately business success. 

 

                                                
9 ENWHP (2007) Declaration adopted by all members of the ENWHP at the network meeting held in Luxembourg 
on November 27-28, 1997. It was updated in June 2005 and January 2007. See 
http://www.enwhp.org/fileadmin/rs-dokumente/dateien/Luxembourg_Declaration.pdf [accessed 02.03.08] 
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This model clearly contains a focus on the organisational environment as much as on the 
individual.  This feature makes it particularly suitable for ProMenPol purposes as it clearly 
incorporates the Ottawa Charter’s emphasis on advocacy, enabling and mediation.  In 
addition, it covers the elements of building policy and supportive environments, 
strengthening community action (in this case the workplace community) and on 
improving personal skills. 

While the ENWHP model clearly emanates from the Ottawa Charter, for purposes of 
ProMenPol it has a number of limitations that needed to be addressed before a typology 
of MHP&P tools could be developed. 

The first of these concerns the need to transfer its structure and concepts to the other 
two settings of interest.  As noted earlier, there are significant differences between the 
settings in terms of the relationship between the organisation and the target groups for 
mental health promotion and protection. 

The second major issue concerns the fact that it was developed to cover all types of 
health promotion and not just mental health promotion.  While this issue is not 
problematic at the high level of description of the model, it becomes one when the model 
is elaborated in detail.   

Furthermore, a related issue concerns the labelling of possible mental health actions in 
any of the settings, but in the workplace in particular.  From a workplace perspective, 
mental health is not an issue which workplaces typically directly address and the 
promotion of mental health would rarely be labelled in that way.  However, workplaces 
undertake many activities that influence mental health in either a positive or negative 
manner, for example, managing stress, designing work flow, organising shift work and 
implementing policies such as flexible work organisation or family-friendly programmes.  
The process of elaborating the WHP model had to take this phenomenon into account. 

The final issue concerns the level of detail supplied by the model.  The ENWHP model was 
developed to provide a high level overview of what WHP should involve and the level of 
detail is insufficient for purposes of creating a full typology of possible MHP&P actions in 
the workplace. 

These concerns were addressed during the process of defining core sets of elements for 
the ProMenPol framework that is described in Section 3. 
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3. Methodology 

The methodology used to develop the framework involved two parallel processes – the 
selection of a core set of elements from the ICF classification and the elaboration of 
elements for an MHP&P classification using the ENWHP model as a starting point.  The 
stages in this process are described below. 

3.1 Step 1: A Biopsychosocial Approach 

During the development of the project concept, it was suggested that a biopsychosocial 
approach would be taken to develop the classification framework. This was proposed 
because such a framework can encapsulate not only those interventions that are designed 
to enhance the health behaviour of individuals but also those that are focused on the 
context within which mental health evolves. For example, a strategy that is focused on 
enhancing the sleep functions of elderly people can be considered to operate at the 
psychological level whereas an initiative to change the resting environment of elderly 
insomniacs can be specified as working at the social or environmental  level. Any strategy 
or intervention that operates outside the direct biological or psychological sphere of the 
individual is considered to be within the social domain. Thus, the introduction of a new 
law or regulation or the enhancement of the psychosocial ambience of a residence all 
operate within the social sphere.  

The International Classification of Health, Functioning and Disability (ICF) (as explained in 
Section 2) which provides a common classificatory system for a wide range of elements 
relevant to health and disability was used as a starting point. A major advantage of using 
the ICF in creating the classification framework for Promenpol is that it allows immediate 
translation of common elements into all languages into which the ICF has been 
translated. This means that the classificatory framework will allow structured search 
functions not only in all languages involved in the current project but to other languages 
as well.  

However, one of the main challenges in using the ICF is that it is extremely detailed with 

over 1500 different elements. This is clearly too complex to serve as a framework without 

significant simplification. 

3.2 Step 2: Core Sets  

With regard to developing a core set from the ICF classification, a precedent had already 
been set in this regard10 11. The approach adopted in relation to other conditions and 
settings, e.g. post acute rehabilitation of acquired brain injury, has been to generate a 
‘Core Set’ of items from the total ICF that need to be addressed within a particular setting 
for a particular condition. The convention is that a core set should exceed no more than 
25 items at various levels of the ICF.  

This, in essence, is the approach we decided to adopt in Promenpol. The project partners, 
would identify a core set of items most relevant to mental health and to mental health 

                                                
10 Cieza A, Stucki G, Weigl M,Disler P,Ja¨ckel W,4 van der Linden S, Kostanjsek N, de Bie R (2004) ICF Core 
Sets For Low Back Pain, J Rehabil Med 2004; Suppl. 44: 69–74 
 
11 Scheuringer M, Professor and Chairman Stucki G, Omega Huber E, Brach M, Schwarzkopf S, Kostanjsek N and 
Stoll T (2005) ICF Core Set for patients with musculoskeletal conditions in early post-acute rehabilitation 
facilities, Disability & Rehabilitation, 27:7, 405 - 410 
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promotion and protection as the basis of a framework which would allow us to categorise 
the techniques, approaches and tools in each of the domains in which we intend to build 
toolboxes.  

To start the production of a core set, a working group of Irish project partners was held 
to dispense with those ICF elements that were completely unrelated to mental health 
promotion and protection.  A very conservative approach was adopted.  All remaining ICF 
elements were categorised into ‘relevant’ and ‘not relevant’.  These were structured into a 
quantitative questionnaire ‘Core Set Questionnaire version 1”.  

The other project partners were asked to consider each element in terms of its relevance 
to categorizing tools to be used in mental health screening, mental health promotion or 
mental health protection. Elements in both categories were considered and participants 
rated their responses as follows:  

• 0=No Relevance  

• 1= Some Relevance  

• 2= Desirable  

• 3= Essential 

The completed questionnaires were returned and the results collated. 

3.3 Step 3: Workshop 1: ICF Core Set and MHP Elaboration 

The first working group of all partners was then held to consider the results, with a view 
to agreeing the elements to be kept in the core set.  In collating the results each element 
had been given an overall rank. The workshop revolved around selecting a cut-off point 
for inclusion, i.e. all elements scoring above the cut-off point were automatically included.  
Once that exercise was completed, a discussion took place with regard to all those 
elements ranking beneath the cut-off point.  Each partner was allowed to argue for the 
inclusion of any of these elements.  A consensus approach was adopted as to whether or 
not these elements should also be added to the ‘included’ list. 

Thus the elements in the core set were reduced, giving the ‘core set version 2’.  This was 
then turned into a questionnaire and once again electronically distributed to all the 
partners.  This time participants were asked to rank each element for each of the 3 
settings separately i.e. each element received three separate rankings.  It had been 
decided during the course of the workshop that it was necessary to have three different 
classifications, one for each setting, because some elements differed substantially 
between settings in terms of relevance.  Participants rated their responses in the same 
way as the previous questionnaire. 

Before workshop 1, research was conducted on the various health promotion models that 
were in existence.  This material was presented at the workshop and a discussion ensued 
as to whether the ICF elements adequately covered the important elements of the major 
health promotion models.  It was agreed that the substantial progress made in the field of 
health promotion should be encapsulated in the classification framework and that the ICF 
did not cover the activities of the these models. It was proposed that each tool coded 
would be coded firstly using a table of ICF core set elements and then using a table 
containing the core set of Mental Health Promotion and Protection (MHP&P) elements.  In 
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other words our classification framework would include ICF elements and MHP&P 
elements in separate tables.  

During the next 6 weeks additional research work was carried on the most relevant 
elements of various health promotion models that were in existence.  This information 
was collated to be used in workshop 2. 

3.4 Step 4: Workshop 2 and Classification Framework Version 1 

The completed ICF Core Set Questionnaires Version 2 were returned and the results had 
been collated prior to workshop 2. A ranked list of ‘included’ elements and another ranked 
list of ‘excluded’ elements for each setting had been produced.   

During the course of the workshop, each element in each setting was considered with a 
view to including it in the core set or omitting it.  A consensus was reached for each 
element and thus the results of this workshop produced an ICF Core Set table of relevant 
ICF elements for each setting. 

At the same time the elements suggested for inclusion in the MHP&P classification system 
were elaborated and discussed.  The ENWHP model of workplace health promotion was 
used as a starting point for the reasons outlined in Section 2. 

A substantial amount of time was then spent considering the most relevant mental health 
promotion elements and building a suitable MHP&P framework.  Here the emphasis was 
on ensuring inclusion of all potentially relevant elements, rather than in producing a 
limited set of elements.  The framework structure was agreed upon and the relevant 
MHP&P elements for the workplace setting were agreed and inserted into the framework.   
Once this was completed significant progress was achieved on both the other settings. 

After the close of the workshop, work continued until a draft MHP&P framework for each 
setting was completed and distributed to all partners to return their comments and 
changes.  Although each partner was involved, the partners who were considered to be 
the ‘setting experts’ looked at the table in depth to consider any amendments that 
needed to be made.  Once all the returned comments and changes had been considered 
an updated version of the MHP&P table was completed. 

In addition, at this stage it was decided that relevant elements from the ICD-10 
classification (see footnote 6) needed to be included in the framework.  As mentioned 
earlier, the ICF does not document specific personal factors within its classification, 
therefore the purpose of including items from ICD-10 was to ensure that the framework 
could be used to code tools that were specific to a persons’ disease or illness. 

The ICF table, the ICD-10 table and the MHP&P table for each setting were then 
incorporated into a database structure which became the Classification Framework 
Version 1. 

Before the next workshop three tools were chosen as an initial pilot test. That is, each 
tool was coded against the elements of the Classification Framework Version 1 by each of 
the partners and the results were collated. 

3.5 Step 5: Workshop 3 and Coding of Tools 

The initial pilot results were presented at workshop 3, with differences in approach by 
individual coders being analysed in depth.  This feedback and the ensuing analyses and 
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discussion produced the basis of the ‘Coding Guidelines’.  These were drawn up in order 
to ensure as consist an approach as possible to the coding of tools.  After workshop 3, all 
partners understood the approaches and methods to be used in coding tools.  They also 
had the coding guidelines to hand.   

At this stage, a search matrix was produced, outlining which partners should search for 
tools in which settings and in which languages, to guard against doubling up of work.  In 
order to eliminate duplicate coding, partners were chosen to hold master lists of coded 
tools, with other partners keeping them informed of additional tools coded.  

Various search words were then centrally produced and distributed to partners as the 
starting point for tool searches. During the next four months a pilot test was carried out 
in which over 100 tools were coded across the three settings using the Classification 
Framework Version 1. This pilot was completed before the first Annual ProMenPol 
Conference. 

3.6 Step 6: Annual Conference & Classification Framework Version 2 

At the first Annual ProMenPol Conference a presentation was made about the progress of 
the classification framework to date.  This presentation was followed by splitting 
participants up into working groups for each of the three settings.  The aim of the 
workshops was to come to an agreement about the core elements of the classification 
framework in each setting.   Did the Classification Framework Version 1 elements address 
all the aspects of Mental Health that were required?  Each element of the framework was 
reviewed in terms of its relevance and usefulness and whether or not it should be 
retained.  Also extra elements to be included were suggested by participants.  In addition, 
after the close of the conference 17 participants volunteered to take a closer look at the 
framework and to provide additional suggested amendments.   

All of the above feedback above was collated and used to update the framework, giving 
rise to the Classification Framework Version 2. 
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4. The Framework 
4.1 Education Setting 
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4.2 Workplace Setting 
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4.3 Residence for Older People Setting 
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