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All information (‘SRAA Information’) provided to you during the webinar series and associated documents 
provided herein contains research material and presents clinical evidence, results and recommendations that is 
available and current at the time of the delivery.   

 All SRAA Information provided to you is only current at the time of delivery and distribution and must only be 
used as general overview information of some tools and methodologies developed with respect to suicidology. It 
does not represent any clinical judgment, medical assessment or diagnosis of any condition. We reserve the right 
to amend or vary the SRAA Information from time to time.  

 SRAA Information, in part or in whole, must not be reproduced, used, cited, distributed, disseminated or 
otherwise communicated to any other party, in any form or by any means without the prior written permission 
from SRAA.  SRAA hold exclusive copyright over the webinar content presented. 

You must not rely on the SRAA Information as a substitute for clinical care, diagnosis, assessment or treatment 
from a qualified professional with respect to SRAA assessment and in the field of suicidology. Each 
person/client/patient must be individually assessed by a qualified professional having considered their specific 
circumstances and needs and on their own merit.   

 SRAA accepts or assumes no responsibility or liability whatsoever for the SRAA Information supplied to you and 
in no event will SRAA be liable for any loss or damage, whether indirect or consequential loss or damage as a result 
of reliance on SRAA Information provided to you. 
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Principle of collaborative care 

The term ‘collaborative’ is central to the provision of care that engages the person to understand their 
needs, from an empathetic and person-centred way. It requires that the clinician meets the person 
‘where they are at’ and actively seeks ongoing consent to understand, incorporate and work to meet 
the client’s needs.  

A clinician’s intent and capability to respond collaboratively to a person’s story should be drawing from 
evidence-based practice, as was reflected through Webinar 1 of this series. 

 

SWOT – Strengths, Weakness, Opportunities and Threats to Collaborative Care 

Strengths are observed in clinicians ongoing desire to deliver better quality services and engage 
with current and emerging evidence. No clinician wants to cause harm or distress to a person, 
whereby with access to ongoing education and resourcing, there is amazing strength in the 
workforce’s commitment to delivering high standards of care. The investments in research 
continue to offer evidence and direction to suicide prevention interventions, whereby we are 
able to feel more certain in what we should be offering our clients.  

There are clearly weaknesses that clinicians and services need to overcome, whereby the most 
evident is that some working environments and policies are not necessarily designed to support 
collaborative practices, sharing information or enabling the client to direct their treatment. This 
can be difficult for service users and their family, as well as the clinicians that may see systemic 
barriers to holistic client care.  

Funding cycles can also create significant weaknesses within systems, where service providers 
may focus on KPIs and data over more intensive time investments, in order to secure future 
funding. This may also mean that innovative, smaller providers can struggle to provide niche 
services. In the event that smaller providers do not secure funding, continuity of care can be 
disrupted.  

Every discipline has unique style and capabilities, with the opportunity to build holistic care and 
work together with a client to deliver intensive services, as needed. Professional learning and 
insights are facilitated through these inter-disciplinary teams, which fuels increased workforce 
engagement, ultimately supporting better health outcomes.  

Threats can emerge to collaborative care when services have not effectively mapped out their 
scope of service delivery, or how to navigate blurring boundaries or client interface challenges. 
At times there may be the potential for services to go into ‘battle’ for clients welfare, over 
servicing and services blocking client’s access to treatment. These challenges are often 
associated with extended political difficulties that may be due to funding or prestige, among 
other things.  

In Alcohol and Other Drug (AOD) settings there are additional challenges, which can relate to 
the complexity of some presentations, the limited resources of some services and the potential 
for limited understanding of clinicians into how suicidality can present.  

For example, when someone presents to the emergency department really intoxicated and 
reporting intent to take their own life, some clinicians may interpret the suicidality as a function 
of the substance use and not progress the person for further assessment – or assess more 
rigorously when they are sober. What is important is that clinicians working in AOD 
communicate with people working in Emergency to explain that the substance use may have 
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disinhibited the suicide related disclosure, and that sobering up allowed the person’s defences 
to return. This does not mean that a compassionate conversation about their suicidality and 
access to means is not needed. It certainly is, yet that is part of the complexity of the 
overlapping of disciplines and services.  

The threshold for services are also a factor, where community and non-Government 
organisations may have a low threshold that instigates a response to a suicide disclosure, where 
the person is taken to Emergency Department (ED). The difficulty is that these services don’t 
recognise that for the ED to admit them, a higher threshold for the presentation needs to be 
met. Frustrations then occur between services, because they don’t understand why the client’s 
needs are not being met by the other service – and importantly, this can also leave the client 
feeling like they don’t belong anywhere.  

Clients must also provide their consent for referral and the disclosure of their private 
information to other providers. In AOD, autonomy and self determination are critical factors to 
service delivery. Loved ones may not be familiar with these principles and this can also cause 
confusion and frustration in collaborative care, whereby unless the client is consenting, the 
provision of collaborative care is not possible.  

Suicide specifically can create challenges to different disciplines, depending on the discipline a 
clinician is working within. Breaches to confidentiality should only be considered if there is 
immediate risk to the person that cannot be averted through any other means.  

 

Reflection –What are some of your experiencing evidencing great systems of collaborative 
care? 

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________ 

 

Frameworks for collaborative care 

Critically, when services and clinicians become familiar with the networks around them, and how to 
initiate and work collaboratively, clients become confident in working with treatment providers. 
Formulation templates (such as SRAAs) present the expectation for collaborative treatment approaches, 
primarily with the client, but secondly, with other treatment providers and services. These frameworks 
also highlight possible service gaps and the resources that may need to be creatively identified or 
develop.  

When crafting a collaborative treatment plan (from a sound assessment and formulation process), 
clinicians, clients and treatment providers transparently describe their scope of service delivery as well 
as who is the treatment coordinator (typically the GP, but possibly another provider).  

A cohesive and transparent formulation and treatment plan ensures everyone is “on the same page”, 
meeting timelines and communication expectations. To be effective, these plans require true 
collaboration, trust and transparency.  
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Essential inclusions to collaborative care 

Dignity of Risk is a principle that highlights a person’s capacity to make their own choices, with the 
clinician’s belief and support that to achieve recovery, self-determination and independence, a person 
should have the right to make calculated and reasonable risks. Such risks can facilitate learning, 
empowerment and growth, albeit with the potential to also experience negative outcomes. Dignity of 
risk asks that overzealous carers or providers, recognise that stepping back can support a step forward 
for a client.  

In suicide prevention, dignity of risk can be terrifying, because we are inviting clients to take 
responsibility for their safety and that while there is the potential that they will take their own life, they 
are supported to rediscover their own power and strength to challenge their own suicidality.  In this 
space, the clinician needs to work with the person to find what is needed to make life a more attractive 
and inviting option. To work towards life that is more engaging and that while they may still think of 
suicide, they are also working towards thinking of other more tempting, enjoyable and life sustaining 
behaviours.  

Collaborative care should be reflective – where the work that is done, whether in suicide 
prevention, AOD or otherwise, is examined to see what has been helpful, what has been less 
so and how do we continue to empower the client to make sound decisions. This becomes a 
reciprocal process where the client and the clinician and reflecting on which psychosocial needs 
continue to cause challenges and what is being met (or partially met) through the strategies 
practiced. When a client can recognise patterns and behaviours that are part of an old way of 
behaving, implementing new behaviours to craft new patterns, then they have an opportunity 
to consciously adapt to setbacks. 
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5 tips to sound collaborative care 

1. Client centred, compassionate care. The End. 

Our culture and personal experiences can shape our core values and our responses base dot others. 
Sometimes it is difficult to separate our personal experiences from an individual, if they are emotive and 
strong. Compassion is critical to setting aside our own thoughts, feelings and emotional reactions 
(whether of distress or agitation or even anger). Compassion needs to be a guiding principle in engaging 
with individuals who are struggling with suicidality (and substance use). 

 

2. Identify services that offer genuine care pathways for clients 

This seems so obvious, but the word ‘genuine’ is important given that sometimes providing a list of 
numbers is seen as sufficient to meet their needs. We need better understandings of our local services 
and what those services can and can not do. We also need to know how we might work collaboratively 
with some services, in order to facilitate warmer transitions between services – and better quality 
collaborative care approaches.  

 

3. Transparent communication following a care framework that maintains confidentiality  

Memorandums of understanding are made between services when they are known to refer between 
each other, share resources or work regularly together. These should be routinely reviewed for ground 
level effectiveness in meeting client need.  

 

4. Name and own your own capability and gaps (and agitate for better, if needed) 

Although clinicians can never meet all client’s needs, it is important to pursue training in clinical gaps or 
service needs. In some cases, supervision should also fill an important need in consolidating capability, 
as well as learning how to more effectively engage trusted others in a treatment plan (with consent) or 
other service providers. When there are clear gaps in what is available to clients, talking with them about 
how to advocate for themselves (and agitate or better) can also act to empower them in areas that they 
have previously felt powerless over.  

 

5. Address discomfort 

Talking with people about their desire to take their life, their sense of hopelessness and despair can be 
incredibly difficult. Sometimes a person may share a story that is distressing and confronting. Such 
discomfort should be acknowledged with a supervisor, and further, alerting the client to possible 
cultural and clinical gaps may open doors to inviting cultural advisors or other clinical expertise into the 
intervention approach. Discomfort can be challenging, but also opportunities for change for a client.  
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