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Background  

The Eastern Mental Health Service Coordination Alliance (EMHSCA) Collaborative Pathways Subcommittee was formed in 
December 2012.   

The purpose of the Subcommittee is to  explore how member agencies can work together to improve the holistic health 
outcome for people with mental health and co-occurring concerns by supporting the development and implementation of 
shared protocols and documentation within and between member agencies.  

Vision 

“All participating agencies offer opportunities for people to participate in a person centered, integrated, shared care 
plan with a recovery focus.” 
The Collaborative Pathways Subcommittee (CP SC) has reviewed the previous Shared Care Protocol and Individual 
Recovery Plan in collaboration with EMHSCA and the Dual Diagnosis Consumer and Carer Advisory Council (DD CCAC). 

The members of EMHSCA agreed in principle to the revisions that are now provided in the Shared Care protocol (SCP) at 
their February 2016 meeting. 

The CP SC was supported by EMHSCA to develop this implementation strategy for consideration of its member 
organisations. 

Objective 

To raise awareness, amongst EMHSCA member services and others, of the existence and content of the SCP Protocol 
To support agencies as they align their practice with the SCP. 
To support agencies in the introduction of appropriate shared care documents. 



 

 

 

Suggested strategies for implementation  

1. Embed the SCP as part of your current model of service provision 
Ensure the key elements of the SCP are highlighted and addressed as part of your service’s response to implementing 
models of service provision such as the new Mental Health Act, Recovery framework etc… 
 

2. Add the SCP to Orientation for new staff  
Ensure all new staff are aware of the SCP document as they enter your workforce. This may be done by registering them 
to attend the next Collaborative care planning workshop and/or by providing the document for them to read at 
Orientation.  
Organizations may also want to consider inviting new staff from other organisations within the sector to specific teams in 
the region to learn about what services the other provides, similar to that of a reciprocal rotation. This networking would 
support staff to develop relationships with other workers and increase their knowledge of the service system which will 
better aid them in supporting client needs. 
 

3. Work together with the Workforce Development Committee to build capacity of organisations by 
a. Ensuring your organisation has an EMHSCA Workforce Development Committee (WDC) member 
b. Send staff to EMHSCA WDC  events  
c.  Provide feedback to EMHSCA WDC following events 

 

4. Embed elements of example policy into existing service policy frameworks (see appendix A) 
 
Examine current policy in relation to Service Coordination elements 



 

 

5.  Embed key elements described in protocol into job descriptions (see Appendix B) 

Examine current job description statements and consider appropriate Service Coordination criteria be added if found to be 
absent. 

6. Examine current care planning tools to ensure SCP Protocol recommendations are taken into account 

Each agency will examine its current care planning tools and practice to ensure that: 

 Written consent is gained from the consumer before any shared care planning 

 The core components of the shared care plan as per page 4 of the SCP are included in your services’ 
Care planning procedures i.e. Individual recovery plan, wellness plan and safety assessment and 
management plan  

 Reviews occur at least 3 monthly, involving all parties concerned 

 

7.  Incorporate Shared Care planning and collaboration as standard item at team meetings –  

Team meetings to incorporate promotion of collaborative practice including awareness/education of other service 
providers, presentations from other services,   promoting clear and regular communication between providers, and 
promoting shared care planning/problem solving.     

 

8. Include shared care conversations in clinical reviews, appraisals and supervision or similar forum. –  



 

 

Individual supervision, direct line, practitioner focused, opportunity to examine practice in relation to complex cases.  The 
usual focus of discussion is around risk and the collaborative work involving external services involved in the shared care 
of the client. 

Group Supervision provides opportunity for collective feedback around appropriate referral pathways between agencies, 
and building capacity to provide holistic and coordinated responses. 

Complex Case Panel, a multidisciplinary panel, who provide recommendations to ensure an integrated approach for 
relevant internal and external services for the most high risk cases identified by the organization. 

Internal Case Allocation Meetings identify the potential for both internal and external services to offer a wrap around 
treatment plan for individuals and families within six weeks. 

9.  Participate in EMHSCA Shared care auditing in conjunction with the CP SC  

An annual audit of Shared Care Practices in the EMR will be conducted by the EMHSCA, first conducted February 2014, 
with the aim of monitoring improvement in shared care practices in this region. 

File audit questions regarding shared care practice could be included in an organisational file audit process. An example of 
a set of shared care file audit question criteria has been included in Appendix H.   These questions are linked to the shared 
care practice performance indicators documented in Appendix B, these being: 

 Shared care practice occurs when the consumer is identified as requiring a coordinated response from multiple 
services. 

 Shared care planning occurs within and across organisations for consumers needing shared care support. 

 A shared care plan document is used to facilitate communication with the health team, consumers, families and 
carers.  



 

 

 The consumer, carer and advocate are supported to actively participate in the shared care planning process. 

10. Appoint Service Coordination Champions to lead staff change (see appendix C) 

Identify staff leaders that have a particular interest in collaboration with other agencies, consumers and carers.  Provide 
their details to the EMHSCA project officer for allocation to an EMHSCA sub-committee. Support them to attend monthly 
sub-committee meetings as scheduled. Encourage them to provide service coordination information to their teams. 
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Appendix A 

 

Policy example 

EMHSCA CP SC is committed to facilitating the delivery of quality integrated & coordinated services which will work 
effectively for better care. We will develop relationships with clients, and as appropriate, their carers, family members, 
significant others and other professionals that build positive partnerships and support enhanced perspectives. We 
acknowledge the importance of sharing client information between agencies, with client consent, in order to provide a 
person-centred response to individual needs and the delivery of a coordinated approach. 

 

Note: This example was developed by examining a number of existing policy statements. It may be used as it is or 
developed with the key elements in tact.



 

 

Appendix B 

Job Description statement 

Key Selection Criteria 

Entry level: 

 Ability to liaise, collaborate and negotiate with other services and consumer and carer groups 
More experienced staff: 

 Demonstrated experience to liaise, collaborate and negotiate with other services and consumer 
and carer groups 

Leadership Level: 

 Demonstrated high level ability to liaise, collaborate and negotiate with other services and 
consumer and carer groups 
 

Major Responsibilities 

Organisational /Leadership level: 

There are supportive structures in place to enable staff members to: 

- collaborate, liaise and negotiate with other services for mutual clients requiring a coordinated service response  

- Initiate and develop shared care plans in partnership with consumers, families, carers and other health professionals. 

 

 



 

 

Practice/ Service provider level: 

There is demonstrated evidence that: 

- Shared care practice occurs when the consumer is identified as requiring a coordinated response from multiple services. 

- Shared care planning occurs within and across organisations for consumers needing shared care support. 

- A shared care plan document is used to facilitate communication with the health team, consumers, families and carers.  

- The consumer, carer and advocate are supported to actively participate in the Shared Care Planning process. 

 

 

Note: This provides an example only and needs to be translated into local service context. 

 

 

 

 

 

 

 



 

 

Appendix C 

Service Coordination Champion Description 
Service Coordination Champions will be members of the EMHSCA sub committees and will lead their service, its staff and its consumers and 
families to maximize opportunities for accessing the services required to facilitate the individual’s recovery journey. They will do this by: 

 

a)  Liaising with management/team leaders around the principals outlined in the Victorian Service Coordination Practice Manual 
and the Shared Care Protocol.  

b) Holding responsibility within their service for disseminating Service Coordination and Shared Care Practice  related  
information to the rest of their team,   

 

c) Supporting the EMHSCA Workforce development events  by advertising them to their teams and encouraging staff 
attendance,  

 

d) Offering support to their fellow staff around Collaborative Care planning issues and/or negotiating contact with a Care 
Coordinator/Support facilitator when required, 

 

e) Attending professional development opportunities re Service Coordination  when able, 
 

f) Obtaining or organising for the purchase (by their service) of relevant resources to enhance understanding of Service 
Coordination. 

 

g) Attending EMHSCA sub committee meetings and reporting back to team members. 
 



 

 

h) Facilitating reciprocal service orientations (optional) (see description) 
 

Reciprocal Service Orientation (RSO) –  
Service Coordination Champions may be called upon by their organisation or by external professionals to facilitate the 
introduction of professionals to their organisation and / or service  areas; with a view to promoting collaborative and purposeful 
professional relationships aimed to enhance better treatment outcomes for consumers their families and communities 
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EXIT/DISCH

ARGE 

If discharge 

considered 

then a Shared 

Care Team 

Meeting is to 

be called by 

the agency 

considering 

discharge / 

exit. Updates 

to Shared 

Care Plan are 

made and 

shared with 

all involved. 

Goals and 

Roles are 

clarified. 

 

Joint Exit Plan 

developed. 

* Where 

Clinical MH 

services are 

involved 

Shared Care 

Consumer 

Progress 

Review 

Meetings 

should be 

arranged prior 

to the AMHS 

Scheduled 

Clinical Review 

to ensure 

collaborative 

feedback/upda

tes can then be 

presented at 

Clinical Review 

NEW 

SHARED 

CARE 

CONSUME

R 

Referring 

Agency to 

schedule an 

initial Shared 

Care Planning 

Meeting 

within 4 

weeks of 

shared care 

commencing. 

 

Purpose of 

meeting is to 

address: 

IRP/ Care 

plan 

develo

pment 

Safety 

Assess

ment 

and 

Manag

ement 

Plan 

Wellness 

Recov

ery 

Plan 

NOTE: To 

ensure the 

consumer 

is at the 

centre of 

the 

process, it 

is best 

practice to 

have 

consumer 

attend all 

Shared 

Care 

Meetings. 

ONGOING 

CONTACT 

Regular face 

to face or by            

telephone / 

email (as 

agreed). 

Yes EXISTING 

SHARED 

CARE 

CONSUME

R 

PROGRAM  

REVIEWS 

Planning 

Coordinator 

to arrange a 

Shared Care 

Team 

Meeting—

minimum 3 

monthly or 

earlier if 

required. 

 

Shared Care 

Team 

Meeting is to 

develop / 

review 

consumers 

Shared Care 

Plan: 

 Safet

y 

Asse

ssme

nt 

and 

Man

age

men

t 

Plan 

 Well

ness 

Reco

very 

Plan 

 IRP/ 

Care 

plan 

Full consent 

provided 

Yes No Is there an 

existing 

shared care 

arrangement

? 

The worker/ 

clinician 

working with 

this 

consumer 

discusses a 

shared care 

arrangement 

with the 

consumer 

and 

1. Obtains 

consent to 

share 

information  

2. Obtains 

consent to 

organise a 

shared care 

team and 

plan 

 

*To ensure 

the 

consumer is 

at the centre 

of the 

process, it is 

best 

practice to 

have 

consumer 

attend all 

Shared Care 

Meetings. 


