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Purpose: Person-centred care is widely endorsed in mental health policy yet remains inconsistently enacted in multidisciplinary
practice, particularly where services default to diagnostic dominance, risk management, and service-led priorities. This critical
review examines what is required to operationalise person-centred, rights-based care across disciplines and settings, positioning
lived and living experience as core expertise rather than a supplementary perspective and considering implications for suicide
prevention.

Methods: A critical review of peer-reviewed and grey literature was undertaken, focusing on person-centred and multidisci-
plinary mental health care. Five commonly used approaches were compared: the Optimal Health Program, the Strengths Model,
Open Dialogue, traditional case management, and Behaviour Support Planning. Models were examined against mechanisms
consistently associated with high-quality care, including supported decision-making, shared formulation, relational continuity,
lived experience leadership, integration of physical and social determinants of health, and management of coercion risk in acute
settings.

Results: Alignment with person-centred, rights-based care was strongest when supported decision-making was routine rather than
discretionary, care was relational and meaning-oriented and lived and living experience leadership was embedded with formal
authority and resourcing. Approaches that are easier to standardise and scale were more likely to drift toward managerial and task-
focused practices unless deliberately redesigned to protect agency, relational safety, and person-defined goals. These mechanisms were
particularly important for suicide prevention and for people experiencing intersecting vulnerabilities, including trauma, disability,
chronic physical illness, substance use, housing insecurity, family violence, racism, stigma, justice involvement, neurodivergence, and
geographic isolation.

Conclusion: Rather than advocating a single branded model, this review supports a shift toward system-wide mechanisms and
minimum standards that travel with the person across settings. Prioritising supported decision-making, shared formulation, relational
continuity, equity-oriented responses, and lived and living experience governance offers a practical pathway to make person-centred
care more consistent, accountable, and safer, particularly in acute, crisis, and rural contexts, to embed suicide prevention within
everyday multidisciplinary practice.
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Plain Language Summary: Mental health services often say they provide person-centred care. This means care should respect
a person’s goals, values, and life context. In reality, many services still focus mainly on diagnosis, risk management, and system rules.
This can leave people feeling unheard, especially during crisis or hospital care. This review explores what factors help multi-
disciplinary mental health teams (teams made up of different professions) deliver care that is genuinely led by the person.

To achieve this, research papers, policy documents, and practice frameworks were compared as to how well they support key
elements of person-centred care. Five common approaches used in services, including programs focused on strengths, self-
management, dialogue with families and networks, care coordination, and behaviour support planning, were additionally compared.

Findings highlight that good care does not depend on choosing the “right” branded model, rather a small set of practices that should
happen everywhere. These include:

® Supporting people to make their own decisions, with help if needed

e Building shared understandings of a person’s experiences, strengths, and life situation, not just symptoms
® Maintaining trusting relationships across service changes

® Including people with lived and living experience in leadership roles

® Addressing physical health, housing, safety, and social connection as part of care

These practices are also critical for suicide prevention. When people feel listened to, respected, and involved in decisions, they are more
likely to seek help early, talk about suicidal thoughts, and stay connected to support. When services protect these practices, people are more
likely to feel respected, safe, and involved. Findings support system changes that make these person-centred practices standard, not optional.

Keywords: person-centred care, multidisciplinary teams, lived and living experience, recovery-oriented practice, mental health

services, suicide prevention

Introduction

Person-centred care has become a dominant organising principle within contemporary mental health policy, service reform,
and professional standards. Across jurisdictions, it is routinely used to signal commitments to recovery, autonomy,
partnership, and holistic care. There is, however, growing recognition that the translation of person-centred principles
into everyday multidisciplinary practice remains inconsistent and uneven.'> In many settings, care continues to be shaped
primarily by service imperatives, diagnostic categorisation, and risk management frameworks, with limited attention to how
power, language, and decision-making are negotiated within multidisciplinary teams.>* Further, across resource constrained
public services, homogenised rather than personalised responses continue to grow, in the pursuit of efficiency.’

Person-centred care is also not universally defined or experienced. Its application is shaped by cultural understandings
of identity, autonomy, and decision-making. Western individualised models may not align with collectivist or Indigenous
perspectives that prioritise family, community, and connection to culture and land.®” Without explicit attention to these
differences, person-centred care risks reinforcing dominant norms and failing to respond to diverse needs. Recent
literature therefore emphasises culturally responsive and contextually grounded approaches.®’

Multidisciplinary care is often positioned as inherently person-centred, yet the presence of multiple professional
disciplines does not guarantee alignment with a person’s values, preferences, or lived realities. Evidence suggests
that without explicit mechanisms for shared decision-making, relational continuity, and accountability to the person’s
goals, multidisciplinary teams risk reproducing professional silos and hierarchical decision-making, even while
adopting recovery-oriented or person-centred language.'®'" In practice, these dynamics are shaped by differences
in disciplinary authority, language, and problem framing. For example, psychiatric perspectives may prioritise
diagnosis, medication, and risk management, while social work and lived experience perspectives emphasise context,
relationships, and structural determinants. Likewise, occupational therapy perspective may foreground everyday
living and community participation,'? and nursing perspectives may attend to lay and embodied experiences and
meaning making.13 When these approaches are not integrated, care can become fragmented or parallel, with
decisions reflecting professional hierarchies rather than person-defined goals.” Service users frequently describe

not being heard and having their priorities overridden in favour of clinical or organisational imperatives.'''*
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Examining how specific disciplines contribute to, and can actively shift, these dynamics is therefore critical.
Understanding where power sits, how knowledge is valued, and how decisions are made across disciplines provides
a practical pathway for addressing imbalances and strengthening genuinely person-centred multidisciplinary care.

Research is increasingly focusing on this gap between policy intent and lived and living experience. Studies show that
people continue to report coercion, fragmentation, and limited involvement in care decisions despite system-level
commitments to recovery.'> '’ As a result, the literature is shifting from describing models of care to identifying the
mechanisms required to embed person-centred practice, including supported decision-making, relational safety, and lived
and living experience leadership.'®'® This review is written from an explicitly person-centred and lived and living
experience-led position. Lived and living experience is conceptualised not as an adjunct perspective or supplementary
workforce role, but as a core form of expertise that informs how mental health care is conceptualised, delivered, and
evaluated.*° This position aligns with rights-based frameworks, including the United Nations Convention on the Rights
of Persons with Disabilities, which emphasise autonomy, participation, and equality of knowledge between people who
use services and professionals.'®*' The authorship team brings together disciplinary expertise from psychiatry, psychol-
ogy, mental health nursing, occupational therapy, social work, exercise physiology, and lived and living experience
leadership. This positionality is deliberate. Each author contributes deep discipline-specific knowledge of assessment,
intervention, and system constraints, while also engaging critically with the limitations of discipline-led models when
applied in isolation. The inclusion of lived and living experience leadership within the author group reflects an
epistemological commitment to valuing experiential knowledge alongside professional and academic expertise, and to
interrogating how multidisciplinary models are experienced by those who receive care, not only those who deliver it.***
Importantly, the review is not intended to promote a single preferred model of care. Instead, it synthesises peer-reviewed
and grey literature on established person-centred and multidisciplinary models to examine how different approaches
address, or fail to address, key elements consistently identified as central to high-quality mental health care. These
include supported decision-making, relational continuity, lived and living experience leadership, integration of physical
and social determinants of health, and mechanisms for multidisciplinary collaboration.'®'? By explicitly foregrounding
author positionality and lived and living experience leadership, this review seeks to move beyond descriptive accounts of
models toward a more critical examination of how person-centred care is enacted in practice. In doing so, it aims to
support clinicians, service leaders, and policymakers to identify the principles, mechanisms, and conditions required for
multidisciplinary mental health care that is not only coordinated but genuinely person-led, ethical, and responsive to the
complexity of people’s lives.

There remains limited cross-disciplinary synthesis of how these mechanisms operate within real-world multidisci-
plinary care, particularly in acute and crisis settings where risk, time pressure, and system constraints are most
pronounced. Existing literature tends to examine models or interventions in isolation, with less attention to how person-
centred care is enacted across disciplines and settings, and what enables or constrains its implementation in practice.'”-**
This review addresses this gap by focusing on the mechanisms that support or undermine person-centred multidisci-
plinary care across contexts. This includes a specific focus on how these mechanisms function as suicide prevention
practices within everyday care, particularly in high-risk environments such as emergency departments, inpatient units,
and rural or resource-constrained settings, where opportunities for early intervention are often missed.

Methods

Review Approach

This paper used a critical review approach to examine how person-centred care is conceptualised and enacted within
multidisciplinary mental health practice. A purposive and theory-informed approach was taken to synthesise peer-
reviewed and grey literature relevant to contemporary mental health systems, workforce design, and service reform.
The review adopts a critical orientation, drawing on approaches that examine underlying assumptions, power dynamics,
and gaps between policy intent and practice.”>*® This included consideration of how dominant diagnostic and risk-based
frameworks shape care, and how alternatives such as supported decision-making and lived and living experience
leadership are operationalised within practice.
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This approach was selected because person-centred care, supported decision-making, and lived and living experience
leadership cut across disciplines, settings, and policy domains, and are not well captured through narrowly defined
intervention studies alone. A critical review using a narrative approach enables integration of empirical evidence,
conceptual frameworks, implementation research, and lived and living experience scholarship, consistent with the
multidisciplinary focus of this journal.

Review Questions
The review was guided by the following questions:

e How is person-centred care conceptualised within contemporary multidisciplinary mental health literature, and
where do gaps emerge between policy intent and practice?

e What models of care are most commonly framed as person-centred in multidisciplinary mental health systems, and
what assumptions do they make about power, agency, and decision-making?

e How do these models support or constrain supported decision-making, lived and living experience leadership, and
attention to social and physical determinants of health?

e What are the implications for workforce design, governance, and service reform, particularly for people experien-
cing intersecting vulnerabilities?

Literature Sources and Selection

Peer-reviewed literature was identified through targeted searches of PubMed, PsycINFO, and Google Scholar using
combinations of terms including person-centred care, recovery-oriented practice, supported decision-making, multi-
disciplinary mental health, lived and living experience, and peer workforce. Searches were iterative rather than
exhaustive and refined as key themes emerged. Grey literature was intentionally included due to its central role in
shaping mental health policy and practice. Sources included national and international policy documents, workforce
guidelines, implementation reports, and frameworks published by organisations such as the National Mental Health
Commission, Roses in the Ocean, Substance Abuse and Mental Health Services Administration, and the United Nations.
Reference lists of key papers were hand-searched to identify additional relevant sources.

Models and Analytic Focus

Five models were selected for focused comparison: the Optimal Health Program, the Strengths Model, Open Dialogue,
traditional case management, and Behaviour Support Planning approaches (to be further defined). These models were
selected due to their prominence in the literature, widespread use across settings, and the way they reflect differing
assumptions about personhood, agency, power, and multidisciplinary care. Analysis focused on features consistently
identified as central to high-quality, person-centred and rights-based care, including supported decision-making, lived and
living experience leadership, multidisciplinary integration, relational continuity, and attention to social and physical
determinants of health, as well as their relevance to suicide prevention, including impacts on help-seeking, disclosure,
engagement, and relational safety.

From Asylums to Autonomy: How Services Evolved (and Where They
Stall)

Modern mental health systems were built through a series of reforms that aimed, at least in theory, to shift care from
containment to community, and from paternalism to partnership. Deinstitutionalisation reduced reliance on long-stay
asylums, expanded community-based services, and created new professional roles focused on psychosocial support,
rehabilitation, and recovery.” Contemporary mental health systems are often described as having progressed from
institutional care to community-based, recovery-oriented, and person-centred models. While this trajectory is broadly
accurate, it risks overstating the extent to which power, autonomy, and decision-making have genuinely shifted in
practice. Under pressure, services can treat the person as the unit of care while sidelining relational networks, despite the
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Figure | From asylum to autonomy — the history of person centred care.

centrality of trusted supporters to continuity, safety, and meaning-making.'"*” The historical evolution of mental health
care from asylums, through deinstitutionalisation and community care, to the current recovery and person-centred era is
summarised in Figure 1.

Mental health reform has reshaped policy and service structures, yet people often continue to experience care as
service-led rather than genuinely collaborative. Across reform phases, changes in settings have outpaced changes in ways
of working, with diagnostic dominance, medico-legal risk frameworks, and organisational accountability continuing to
privilege professional authority over personal knowledge.'*!!

Despite the widespread adoption of recovery-oriented, person-centred and trauma-informed language, service logic
frequently remains oriented toward risk management, throughput, and documentation rather than accountability to the
person.'’ As a result, multidisciplinary teams may function coherently while the person remains peripheral to decision-
making.'” This pattern highlights that person-centred care is not primarily a matter of clinician attitude, but of system
design. Supported decision-making therefore represents a necessary reframing of how power, choice, and responsibility
are distributed across mental health systems, rather than an optional practice add-on.'®?'**?? This is particularly evident
in suicide prevention. System features such as fragmented care, repeated retelling of distress, and risk-driven interactions
can compound vulnerability and disengagement. In contrast, continuity, relational safety, and shared understanding are

associated with reduced suicide risk and improved post-crisis outcomes.>*'

Supported Decision-Making as the Foundational Spine

Supported decision-making is both a practical clinical approach and a rights-based commitment. It refers to the supports,
adjustments, and relational conditions that enable people to make their own decisions about care, support, and risk, rather
than decisions being made on the basis of professional authority, diagnosis, or contested assumptions about
capacity.'®?*?°32 In mental health, it overlaps with shared decision-making®>** but goes further, requiring services to
actively ensure a person’s will and preferences are discoverable and actionable. It is not a single tool but a set of everyday
practices using accessible language, offering balanced information about benefits and harms, checking understanding,
inviting preferences, allowing time, and documenting decisions in ways that preserve narrative rather than reducing it to
risk templates.>*>> It is also evident in team behaviour whether a person’s goals organise care or sit alongside
a professionally driven plan. For multidisciplinary teams, supported decision-making functions as a shared governance
principle, legitimising plural evidence and expertise, including medical, psychological, occupational, social, cultural,
physical health, and lived and living experience knowledge. It reframes breakdowns in participation as gaps in support
rather than non-compliance.'® A lived and living experience lens highlights its safety significance. People are more likely

. . .. 16.1
to disclose risk and return for care when they expect respect, transparency, and non-punitive responses to honesty.'®!7-
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Supported decision-making is therefore not only an ethical requirement but a core suicide prevention mechanism. When
people feel heard, respected, and able to influence decisions about their care, they are more likely to disclose suicidal
distress, remain engaged with services, and seek help earlier, all of which are critical to reducing suicide risk.’

Why Tick-Box Diagnosis Fails Complex Lives

How mental health challenges are classified shapes assessment, formulation, treatment, and whose knowledge is
prioritised. Categorical systems such as the Diagnostic and Statistical Manual of Mental Disorders (DSM) and
International Classification of Diseases (ICD) provide shared language and administrative utility but have well-
recognised limitations that can undermine person-centred multidisciplinary care.**>** Comorbidity is common, raising
questions about whether categories reflect distinct conditions or overlapping expressions of mental health challenges.****
There is also marked heterogeneity within diagnoses, with people sharing a label but having very different symptom
profiles and needs.*' Tick-box approaches can narrow clinical curiosity and reinforce discipline-bound responses,
particularly when physical symptoms such as sleep issues, appetite changes, and fatigue are some of the most commonly
listed symptoms in the DSM and ICD.*** In multidisciplinary teams, diagnostic dominance can quietly create
hierarchies of knowledge. Once a label is assigned, care may default to familiar pathways that prioritise symptom
suppression over meaning, function, and social context. Diagnostic labels can also become identity-defining, justify
coercion, or obscure complexity.

Dimensional and Formulation-Based Alternatives That Support
Multidisciplinary Care

Dimensional approaches have emerged in response to the limitations of categorical diagnoses. One example is the
Hierarchical Taxonomy of Psychopathology (HiTOP), which organises dimensional characteristics of mental health
challenges into an empirically derived hierarchical structure.** 46 Although DSM frameworks remain more familiar,
clinicians find HiTOP to be useful for formulation, treatment planning, and communication because it better reflects the
complexity and overlap of real-world presentations.*’

Another example is the International Classification of Functioning, Disability and Health (ICF).*® Developed to
support interprofessional communication, the ICF offers less diagnostic detail than HiTOP but greater emphasis on
functioning, participation, and interactions between personal, environmental, and social factors.*®* This makes it
particularly helpful for understanding people’s everyday lives, strengths, and contextual barriers in multidisciplinary care.

The value of these alternative approaches lies in enabling formulation that integrates symptoms, traits, strengths,
vulnerabilities, and context. Shared formulation allows teams to hold what matters to the person, what is occurring
biologically, and what is happening in their social world without collapsing complexity into a single label. This is
especially important when integrating mental and physical health, and where substance use may be present.*®
Dimensional and formulation-based approaches therefore better support personalised, collaborative care by focusing
attention on what is most pressing, protective, and changeable for the person at a given time.

Multidisciplinary Processes That Keep Teams on Track with Supported
Decision-Making

Before discussing models of care, it is important to recognise that settings may change, but ways of working often do not.
Supported decision-making is shaped by team processes that operate across community services, primary care, tertiary
mental health teams, emergency departments and inpatient units. Three process commitments are especially protective.

1. Shared formulation as routine practice. This is a structured conversation that produces a single, evolving narrative,
centred on the person’s goals and preferences, and explicit about uncertainty. It should include at least one
deliberate prompt: “What does the person want, and what supports do they need to decide?”'®

2. Role clarity with anti-hierarchy guardrails. Multidisciplinary care fails when role boundaries are unclear and
medical risk logic becomes the default tie-breaker. Teams need agreed rules for disagreement that prioritise the
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person’s will and preferences, and clear escalation pathways that do not automatically translate distress into
control.

3. Documentation that protects agency. Many services document risk exquisitely and preference poorly. Supported
decision-making requires documentation that preserves the person’s narrative, choices, advance preferences,
nominated supports, and specific adjustments that make participation possible.>® In practice, the systems that
carry this information matter as much as the conversations. A beautifully collaborative plan that cannot be found at
2am in ED is not a plan.

These processes also reveal shifts needed in language and power. Whether the setting is a community NGO or
a tertiary inpatient unit, teams can ask, are we talking about the person as an agent, or as a risk object? Are we inviting
the person into decisions, or managing them around decisions?

Discipline Perspectives Within a Person-Centred Framework

Person-centred multidisciplinary care depends not simply on the presence of multiple disciplines, but on how disciplinary
expertise is integrated and held accountable to the person’s goals, values, and lived realities. Each discipline carries its
own epistemic habits and system pressures. The sections below highlight the distinctive contribution of each discipline to
enabling agency, relational safety, and recovery, while keeping supported decision-making and shared formulation as the
shared spine.

Psychiatry

Psychiatry brings essential expertise in diagnosis, medication stewardship, management of severe distress, and the
interface between mental health, physical health, and neurobiology. In person-centred care, the key shift is from
“psychiatry as the final arbiter” to “psychiatry as a partner in shared formulation and decision-making”. This includes
using diagnostic language cautiously, acknowledging uncertainty, and treating medication as one tool among many rather
than the default and sole intervention. Medication decisions are a high-stakes test of supported decision-making. Good
psychiatric practice is transparent and iterative. It focuses on benefits and harms, outcomes that matter to the person, and
support for preferences such as going slowly, trialing alternatives, or prioritising functioning over symptom reduction.
Psychiatry also has a crucial role in reducing coercion by naming when restrictive practices are being driven by
organisational anxiety rather than clinical necessity, and by championing advance statements, nominated persons, and
decision supports as standard practice.'®>® These dynamics are particularly important in suicide prevention, where
medication decisions, admission thresholds, and risk responses can shape whether a person experiences care as
supportive or coercive. Collaborative, transparent approaches to risk and treatment planning are associated with
improved engagement and reduced distress following crisis presentations.*”

In multidisciplinary teams, there can be a tension about roles and responsibilities, with psychiatrists often seeing
themselves as the clinical leaders; and it is the case that medicolegal responsibility ultimately rests with the psychiatrist.
The art is for psychiatry to actively invite and perspectives from other disciplines, and to support decisions that integrate
mental health, physical health, and substance use, rather than fragmenting care and threatening the integrity of team
cohesion.

Psychology

Psychology is an evidence-based discipline focused on understanding cognition, emotion, and behaviour, and applying
this knowledge to support mental health, wellbeing, and everyday functioning.’’ In multidisciplinary mental health care,
psychological practice emphasises individualised, theory-informed understandings of distress and recovery, translated
into interventions responsive to each person’s context, values, and priorities.”> Psychologists contribute expertise in
assessment, intervention, consultation, psychoeducation, advocacy, research, and evaluation.’>>® Practice is guided by
ethical frameworks emphasising dignity, autonomy, and human rights, supporting collaborative, recovery-oriented,
person-centred care and aligning with supported decision-making approaches where power, choice, and consent must
be safeguarded.”*
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A core contribution of psychology is formulation. Psychological formulation provides a structured, hypothesis-driven
synthesis of biological, psychological, and social influences on distress and functioning, supporting shared understanding
of how difficulties develop and what may enable change.’® Although approaches vary, formulation is dynamic and
person-centred, moving beyond diagnosis to situate symptoms within meaning, relationships, and social context, and
supporting coordinated multidisciplinary decision-making.>

The therapeutic relationship is foundational. Strong working alliances characterised by trust, empathy, and collabora-
tion are associated with improved engagement and outcomes, particularly for people with trauma histories.*® Trauma-
informed principles are central to contemporary psychological practice, guided by commitments to safety, choice,
collaboration, and empowerment, and oriented toward resilience rather than control.’” This extends beyond individual
therapy to team practices and organisational culture, including psychological approaches to psychosis that attend to
environmental and relational contributors to distress.”®

Psychologists typically work within multidisciplinary teams where integration is essential. Assessments and formula-
tions are shared to support coordinated planning and unified understandings of needs and goals.”® Psychologists
contribute evidence-based perspectives in case conferences and joint decision-making while respecting other disciplines’
expertise, to align care and reduce fragmentation, particularly in complex systems. Through psychoeducation and
consultation, psychologists also support teams to embed trauma-informed, recovery-oriented, and person-centred prin-
ciples in everyday practice.>

Clinical Exercise Physiology

Clinical exercise physiology contributes to person-centred multidisciplinary mental health care by integrating physical
health, functional capacity, and behaviour change within recovery-oriented systems. Exercise is recognised as an
effective adjunctive treatment across common and severe mental health conditions. Meta-reviews and umbrella syntheses
60-63 (1 itp

additional benefits for cognition, social functioning, and psychosocial wellbeing in people living with severe mental

show exercise produces clinically meaningful reductions in depression, anxiety, and psychological distress,

illness.®** Exercise also operates synergistically with psychotherapy and pharmacotherapy as part of multimodal
care.””"*> Mechanisms span neurobiological, psychological, and social domains, including neuroplasticity, inflammatory
regulation, and enhanced self-efficacy.®

Physical and mental health are tightly interconnected. People living with mental illness experience markedly elevated
cardiometabolic risk and a substantial life expectancy gap, driven by medication effects, sedentary behaviour, and
inequitable access to preventive care.’”® Exercise therefore addresses both mental health symptoms and preventable
physical comorbidities, aligning with international recommendations to embed physical healthcare within mental health
systems.®® This is particularly salient where metabolic conditions such as diabetes intersect with cognitive and functional
impairments in severe mental illness.®’

Clinical exercise physiologists apply exercise science in clinical contexts through comprehensive assessment,
individualised prescription, and long-term self-management support. Professional standards emphasise person-centred
care, accessibility, safety, and cultural responsiveness, positioning exercise as a therapeutic modality within chronic
disease and mental health management.®®®® Behaviour change techniques are a core component of practice, supporting
motivation, adherence, and sustained health behaviour change, particularly where low energy, amotivation, or cognitive
challenges affect adherence to structured interventions.”®"!

Within multidisciplinary teams, clinical exercise physiologists contribute expertise in safe activity prescription,
physical health risk monitoring, and functional goal setting. Their inclusion strengthens shared formulation by addressing
modifiable determinants of health and outcomes that people prioritise in everyday life, such as energy, sleep, confidence,
and participation. This broadens recovery planning beyond symptom reduction and helps counter diagnostic dominance
through attention to functional strengths and whole-person wellbeing.®*°' Despite robust evidence, exercise remains
under-implemented in routine mental health services, underscoring the need for systematic integration of clinical exercise

physiology within person-centred systems of care.®*-%®
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Mental Health Nursing

As a specialist psychosocial field of nursing, mental health nursing brings relational person-centred care through the day-to-
day interactions that constitute models of care and which determine whether a service is experienced as safe or coercive.
Nursing practice is central to de-escalation, trauma-informed engagement, and bridging care across transitions. A foundational
mental health nursing purpose is to create and maintain a therapeutic milieu that can facilitate patient recovery, a sense of
safety and good interpersonal relationships.’? Interpersonal strategies include prioritising responses to requests, using verbal
and non-verbal mirroring for emotional attunement, monitoring and responding to individual’s distress, offering self-soothing
resources, facilitating relationships between consumers, and explaining and adjusting the environment and routines to better fit
unique needs. Via fine-grained attention, mental health nurses facilitate in-the-moment moves towards recovery.

Achieving a milieu that is experienced by consumers as safe, therapeutic and supportive of recovery is challenging,
expressly in environments where people’s experiences of crises are commonly associated with intense inner turmoil, fear
and sense of alienation, and where legislated admission processes and confined spaces add distressing provocations, loss
of freedom and autonomy.” In acute settings in particular, nursing practice can either reinforce surveillance and
compliance cultures or actively create conditions for supported decision-making. This is especially critical for suicide
prevention in acute settings, where the quality of interpersonal interactions can influence whether individuals disclose
ongoing risk or withdraw from care. Relational, trauma-informed nursing practices have been linked to reduced conflict,
improved safety, and better post-discharge engagement.”*”>

Mental health nurses engage in supported decision-making to uphold rights and specifically to redress harms of
breaching human rights, when people are detained without consent. Practical mechanisms include truth telling, respectful
language, offering genuine choices (even small ones) and collaborative safety planning. Consumer dissatisfaction with
choice in treatment decisions in acute settings can reflect limited experience and investment of mental health nurses and
others in supported decision making.”®

Nurse-led interventions such as Safewards grow mutuality and relationships, helping ameliorate conflict and the
associated trauma.”’ But lived experience critiques highlight that power dynamics and coercion must be explicitly
addressed for such models to be experienced as safe.”® Across settings, mental health nursing also plays a crucial role in
medication monitoring and information provision, physical health screening, resources and support for self-care, and
continuity of information among teams. When nursing documentation captures a person’s narrative, preferences, triggers,
and early warning signs, it becomes a key carrier of supported decision-making into ED presentations and inpatient
contexts, where continuity is otherwise fragile.”

Occupational Therapy

Occupational therapists work with individuals, families, groups, and communities to enable participation, support daily
routines, and strengthen environmental and relational supports that make recovery possible.** 2 Occupations in daily life
encompass how people care for themselves and others, experience enjoyment, sustain relationships, and contribute
socially, culturally, and economically.®® This perspective centres everyday life rather than diagnosis, positioning
participation as both a means and an outcome of care.

Occupational therapy draws on evidence that patterns of participation shape wellbeing and are disrupted by illness,
social adversity, and structural inequality.®'**® Such disruption affects agency, identity, meaning, routines, roles, and
relationships, all central to recovery.®*® Consequences include restricted access to meaningful occupations, isolation,
occupational imbalance, and exclusion driven by stigma and disadvantage.®**” These disruptions are core to mental
distress. Lived and living experience accounts similarly describe recovery as rebuilding participation, meaning, and
belonging.***® Occupational therapy therefore understands people as citizens with biographies and social worlds,”® and
attends to interactions between personal capacities and environmental conditions such as housing, resources, and
structural barriers, resisting purely symptom-based explanations.** However, occupational perspectives can be margin-
alised where biomedical and psychological models dominate.”'

Mental health occupational therapy is intended to be individualised, occupation-focused, inclusive, and relational.”?
Models emphasise client values, strengths, lived expertise, and partnership in decisions about priorities and
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participation.”®** Enacting this within institutional systems is challenging where power structures constrain choice.” ™’

Contemporary practice therefore emphasises collaborative, relational, and rights-based approaches, including power-
sharing and cultural safety.”®"’

In practice, occupational therapists use collaborative, action-oriented methods to build skills, solve practical pro-
blems, trial environmental changes, and embed strategies into daily routines to manage health impacts.'®® Group-based
practice is a distinctive contribution, supporting agency, belonging, and peer connection through shared meaningful
activity.'°'%" Co-design and co-facilitation with lived and living experience workforces further strengthen participation
and connectedness. Within multidisciplinary systems, occupational therapy anchors person-centred care in the practical

realities of everyday life.

Social Work

Social work is grounded in international human rights and social justice traditions, with practice aligned to the Universal
Declaration of Human Rights.'®* The global definition developed by the International Federation of Social Workers and
the International Association of Schools of Social Work positions social work as both a practice-based profession and an
academic discipline committed to social change, social cohesion, and the empowerment and liberation of people,
underpinned by human rights, collective responsibility, and respect for diversity.'?*1%4

In Australia, social work is guided by ethical commitments to dignity, human rights, and social justice, with
practitioners working alongside individuals, families, groups, and communities.'®> In mental health contexts, this
includes enhancing wellbeing, addressing interpersonal and structural challenges, supporting social participation, con-
fronting systemic barriers, and protecting people from oppression and abuse. Practice spans direct work, counselling,
group and community work, advocacy, policy, research, supervision, and evaluation, all directed toward improving
access to the social conditions that support recovery.'” A defining feature of social work is its long-standing commit-
ment to strengths-focused practice, predating formal recovery-oriented frameworks.' %' This approach shifts attention
from deficit-based understandings of distress toward recognising people and environments as sources of capability and
growth.'%''% Social workers collaborate with people to identify interests, skills, relationships, and assets, including
housing, networks, confidence, and agency.'''"''? The Strengths Model''? has been especially influential, framing
strengths as coexisting with vulnerability and located in passions, skills, relationships, and environments, challenging
“deficit dominance” and victim-blaming cultures in mental health services.''*"''*

Strengths-focused social work also critically engages with narrowly medicalised framings of distress. Recovery-
oriented practice requires moving beyond disease-based narratives that individualise distress and obscure social,
economic, cultural, and political influences.''""''®> Social work brings a contextual, equity-oriented lens to multidisci-
plinary teams, foregrounding social determinants and structural conditions shaping recovery. Practitioners often navigate
tensions between these commitments and statutory, risk, and compliance demands.'"®!"” Ethical practice in this context
involves questioning constraining structures, using relational and empowerment-focused models, and exercising moral
courage.''® Within multidisciplinary systems, social work anchors person-centred care in human rights, social context,
and everyday realities, extending recovery beyond treatment to participation, inclusion, and justice.

Lived and Living Expertise
Increasingly, lived and living experience is recognised as central to suicide prevention and mental health reform. “Lived”
experience of suicide emcompasses suicidal thoughts, surviving attempts, supporting someone in crisis, or bereavement, with
“living” emphasising continuing impact and expertise over time.''® Lived and living experience is understood as expertise
rather than anecdote, the capacity to translate personal and collective experience into practice-relevant knowledge that informs
systems, professional practice, and outcomes. Meaningful integration requires power sharing, resourcing, and formal
authority, not token consultation.'” Making lived experience leadership explicit responds to mental health systems that
have historically prioritised professional authority, diagnosis, and risk management. Lived experience leadership re-centres
safety, dignity, and recovery as defined from the inside, challenging practices that may unintentionally reproduce harm.'"'®
Evidence indicates that peer and lived experience roles can improve engagement, hope, empowerment, and service
experience when implemented with adequate organisational support.'**'?! These benefits are not automatic. Role
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ambiguity, inadequate supervision, and expectations that lived experience workers assimilate into dominant clinical
norms can dilute impact and increase workforce harm. Clear role definition, training, supervision, and organisational
commitment are therefore essential.'”"'?!

When effectively integrated, lived and living experience practitioners strengthen multidisciplinary care through com-
plementary expertise. They enhance relational safety by modelling non-judgemental engagement and identifying when
language or processes are experienced as coercive or dismissive.'""'” They enrich formulation by linking mental health
challenges to meaning, identity, environment, and connection, and support supported decision-making by helping people
prepare for appointments, articulate preferences, and navigate complex systems. Shared decision-making approaches are
associated with improved decisional quality, therapeutic relationships, and recovery-oriented care planning.*>'%?

Lived and living experience expertise also broadens understandings of quality and safety. People consistently
emphasise dignity, being believed, continuity, and avoidance of iatrogenic harm as central to safety, including suicide
risk, help-seeking, and recovery following crisis. Embedding lived and living experience leadership in governance
broadens what is measured to include relational safety, experiences of coercion, and barriers to help-seeking.'®!” These
contributions are especially important in emergency and inpatient settings, where environments and interpersonal
dynamics can compound distress, reinforcing the ward milieu as a shared clinical intervention.’®

Strengths-based approaches bridge lived and living experience leadership and multidisciplinary care, with imple-
mentation dependent upon fidelity, supervision, and organisational culture.'*> A lived and living experience lens
strengthens accountability for how strengths are defined and whether services genuinely support people’s goals and
identities. Occupational therapy research similarly highlights recovery as enacted through everyday doing, belonging,
and routine, underscoring the importance of housing, structure, social connection, and meaningful activity.***” Lived and
living experience practitioners often work in this terrain, aligning clinical plans with real-world living.

Lived and living experience is not limited to peer roles. Many clinicians have personal experiences of distress, and
supported, ethical use of this can deepen empathy, authenticity, and therapeutic alliance when accompanied by appropriate
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boundaries and organisational support. ~* Meaningful integration therefore requires deliberate workforce design, including

clear role scopes, reflective supervision, career pathways, and safeguards against tokenism and emotional overexposure.'*'?>
These protections are especially important for those in dual roles, including clinicians who are also service users, and include
choice about disclosure, boundary support, and prevention of unresourced lived and living experience labor.

Across disciplines, supported decision-making, relational practice, and shared formulation form the common foundation.
Psychiatry, psychology, exercise physiology, nursing, occupational therapy, social work, and lived and living experience
roles each contribute distinct knowledge that broadens care beyond symptom management to include meaning, participa-
tion, physical health, and social context. Person-centred care is strongest when these perspectives operate collaboratively

rather than hierarchically, and when lived and living experience expertise holds formal authority within systems.

Models of Care Viewed Through Supported Decision-Making

Many services look for a single model to “solve” person-centred care. The literature suggests this is rarely how change
happens. Instead, models work well when they embed the mechanisms already described, those of supported decision-
making, shared formulation, relational continuity, lived experience leadership, and integration of physical and social
determinants. In this paper, we compare five commonly referenced approaches: the Optimal Health Program (OHP), the
Strengths Model, Open Dialogue, Traditional Case Management, and Behaviour Support Plan approaches. These models
arise from different disciplinary traditions and service contexts, and are typically enacted through different mixes of
professional expertise, which shapes how power, agency, and decision-making are operationalised. To keep the main text
lean, we summarise model descriptions, disciplinary origins, and comparative features in Tables 1 and 2, intended to
support reflection and service design rather than provide definitive rankings.

Relational and meaning-oriented models (notably Open Dialogue and OHP) tend to align strongly with person-centred care
because they institutionalise collaborative conversation and tolerate uncertainty.'>*'2”'%° The Strengths Model similarly centres
capability and community participation, and higher fidelity implementation is associated with improved outcomes such as reduced
hospitalisation.'***'** By contrast, more scalable coordination or behaviour-focused approaches can drift into managerialism
unless explicitly redesigned to protect autonomy, meaning, and power sharing.>*'*' Scalability is not the same as quality. Services
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Table | Overview of Person-Centred Multidisciplinary Models

Model What It Is (Short) Core Mechanisms Strengths/Best Fit | Key Limitations/Implementation
Relevant to PCC/SDM Risks
Optimal Structured program SDM, strengths, goal- Good fit for Quality depends on facilitation and
Health supporting self-management | setting, integrates structured coaching organisational support; lived experience
Program and recovery planning physical + mental health across settings leadership variably embedded'?'?’
(OHP)
Strengths Casework approach centred | Strengths-based planning, | Strong for Drift to task-focus under caseload
Model on strengths, aspirations, community participation | psychosocial pressure; requires fidelity
community resources recovery if fidelity supervision' 123128
high
Open Network-based, dialogical Relational continuity, Strong alignment with | Resource-intensive; variable
Dialogue crisis and psychosis care shared meaning, SDM, relational PCC implementation; scalability uncertain'?®'3°
approach tolerance of uncertainty
Traditional Care coordination linking Continuity of contact, Scalable; useful for Risk of managerialism; weak power-sharing
Case people to services access support complex service unless redesigned>*
Management navigation
Behaviour Structured plans to reduce Environmental/ Can support safety High risk of deficit framing/compliance
Support behaviours of concern behavioural strategies when rights-based focus unless redesignedI3I
Plan and trauma-informed
approaches

Abbreviations: PCC, Person Centred care; SDM, Shared Decision Making.

Table 2 Comparative Ratings of Models Against Person-Centred Mechanisms

Model Person- Supported Lived Multidisciplinary Physical + Social | Rights/ Relational Flexibility/
Led/ Decision- Experience Integration Determinants Autonomy | Continuity | Scalability
Strengths Making Leadership

OHP High High Moderate High High High High Moderate

Strengths High Moderate-High Moderate High High Moderate- Moderate- High

Model High High

Open High High Moderate High Moderate-High High High Low-

Dialogue Moderate

Case Low- Low Low Moderate Moderate Low Low- High

Management | Moderate Moderate

Behaviour Low Low Low Low-Moderate Low Low Low Moderate

Support

Plans

can deliver activity without improving trust, agency, or recovery. These models persist for a reason. In resource-limited and high-
demand systems, approaches such as case management provide structure, continuity of contact, and a practical way to coordinate
care across fragmented services. Contemporary evidence continues to show that multidisciplinary case management and outreach
models can support engagement, improve social functioning, and reduce service fragmentation, particularly for people with
complex and ongoing needs.'**'** They can also offer a consistent point of contact within otherwise disjointed systems, which is
critical where workforce capacity is stretched and service pathways are difficult to navigate. More recent evaluations suggest that
outcomes are strongest where models are implemented with fidelity and adapted to context, rather than applied as rigid
templates.'** In this sense, standardised approaches can function as stabilising infrastructure within overstretched systems. The
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issue, therefore, is not their presence, but how they are enacted. Without explicit attention to power sharing, supported decision-
making, and person-defined goals, coordination can become task-focused rather than person-led. When these mechanisms are
protected, scalable models can support person-centred care; when they are not, they risk reinforcing service-led practice. A useful
practical conclusion is that services should adopt minimum standards that travel across settings, regardless of which model is “on
the tin”. These include supported decision-making checkpoints, shared formulation routines, and explicit requirements for lived
and living experience leadership in governance and transition planning."®

Social Context, Stigma, and the Politics of Who Gets to Be Heard

Person-centred care cannot be sustained without explicit attention to social context. Distress and decision-making are
shaped by intersecting forms of stigma, including diagnostic stigma, cultural stigma, structural stigma embedded in
policy and service design, and internalised stigma that constrains what people feel entitled to seek from care.''-**!3°
These dynamics shape multidisciplinary practice by legitimising coercion, narrowing clinical curiosity, and obscuring the
roles of trauma, disability, gender, racism, poverty, and family violence.>

When stigma and structural inequity are not directly addressed, person-centred language can coexist with service-led, risk-
dominated practice, especially in acute and crisis settings.''**” Diagnostic and risk frameworks are often treated as neutral, yet
they can privilege professional authority over personal knowledge and marginalise lived and living experience perspectives on
safety, dignity, and recovery.'”'*> Genuinely person-centred multidisciplinary care therefore requires explicit social and
equity competence, including culturally safe practice, recognition of intersectional disadvantage, and practical attention to the
social and material conditions that make recovery possible, such as secure housing, income security, meaningful roles,
community connection, and access to physical healthcare.''*'**'3” While social work and occupational therapy are central to
this work, responsibility is shared across teams. A treatment plan that ignores housing insecurity, food access, safety, or social

exclusion is not person-centred care, but a partial intervention delivered as if it were sufficient.***’

ED and Inpatient Environments: Making High-Risk Settings Safer and More

Therapeutic

Emergency departments and inpatient units are the places where person-centred principles are most frequently compromised,
often under the banner of safety. These environments are commonly characterised by noise, surveillance, lack of privacy, rapid
consumer and staff turnover, bed pressure, and documentation systems that foreground risk over relationship. For people with
trauma histories, disability, neurodivergence, or experiences of coercion, ED and inpatient settings can be re-traumatising and
can reduce future help-seeking. A supported decision-making lens changes the clinical question in these settings. Instead of
“how do we control risk?”, the question becomes “how do we reduce distress and increase agency quickly and safely?”.
Practical steps include predictable communication, transparent rationale for decisions, genuine choices where possible,
attention to sensory and environmental stressors, involvement of nominated supports with consent, and early planning for
transition back to community care. Safewards and related approaches offer practical tools to reduce conflict, but consumer
research indicates that power dynamics and coercion must be directly addressed to make wards feel safer.”® Multidisciplinary
practice is especially important here because the drivers of crisis are often multi-layered and include medical issues, substance
use, trauma, social stress, sleep deprivation, and despair. A person-centred ED or inpatient response therefore requires rapid
access to multiple kinds of expertise, including lived and living experience practitioners who can support communication, de-
escalation, and continuity. Services need to treat transitions as a core safety task. Many harms occur in the gaps: discharge
without plan, handover without preferences, referral without follow-up. Minimum standards for supported decision-making
and continuity should be strongest at these transition points.

What an Ideal Supported Decision-Making-Aligned Multidisciplinary Model
Looks Like

Rather than advocating for a single branded model, we propose that services define and protect a small set of minimum
elements that any person-centred multidisciplinary model should include. These elements are summarised in Table 3,
alongside practical examples of how disciplines contribute and how lived and living experience expertise is embedded.
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Table 3 Elements of an Ideal Supported Decision-Making-Aligned Multidisciplinary Model

Core Element

What it Looks Like in Practice

How Disciplines Contribute

Supported decision-
making foundation

Shared formulation
beyond diagnosis
Integrated mental and

physical healthcare

Relational continuity
and trust
Trauma-informed,

stigma-aware care

ED/inpatient
adaptations
Governance with lived

and living experience

Will and preferences elicited routinely; decision
supports documented; advance preferences/
nominated persons used
Symptom/strengths/vulnerabilities integrated with
social + physical determinants

Routine physical health screening and care planning;
medication side effects monitored as functional
outcomes

Named relationships maintained across transitions;
handovers include preferences

Coercion minimised; language and environments

reviewed for harm

Rapid SDM supports; sensory/environmental
adjustments; transparent rationale; de-escalation focus
Co-design is resourced; lived and living experience sits
in decision-making roles

All disciplines share SDM language; lived experience roles

support preparation and coaching

Psychiatry, psychology, nursing, OT, social work, exercise
physiology + lived experience co-produce narrative
Exercise physiology and nursing embedded; psychiatry and
primary care linkages; OT supports routines

All disciplines; lived experience roles support transitions;
governance tracks continuity

Nursing + lived experience lead milieu work; psychology
supports trauma-informed practice; social work addresses
structural stigma

ED/inpatient nursing, psychiatry, lived experience
practitioners, OT, social work working in real time

Service leadership + lived and living experience governance;
evaluation includes experiential outcomes

authority

The value of this approach is twofold. First, it makes person-centred care measurable. Services can assess whether
supported decision-making is routine, whether shared formulation is occurring, and whether lived and living experience
leadership holds real authority. Second, it supports consistency across settings. People should not lose autonomy because
the door they walked through happened to be that of an ED. Regardless of the model adopted, the shared formulation
approach illustrated in Figure 2 offers a consistent foundation for multidisciplinary practice that remains person-led and
aligned with supported decision-making.

A person-led, multidisciplinary formulation needs to integrate symptoms and distress, strengths and protective
factors, vulnerabilities and risks, social and structural determinants, and personal goals and values. Implementation
will always involve compromise, particularly in rural and resource-constrained contexts. The point is not perfection. The
point is protecting the mechanisms most closely linked to trust, safety, and recovery, those of supported decision-making,

relational continuity, shared formulation, and attention to social and physical determinants.'®'®

Discussion

Person-centred care is widely endorsed in mental health policy, yet its enactment in everyday multidisciplinary practice
remains uneven. Often treated as a reform endpoint, it is readily displaced when diagnostic dominance, risk management,
and service-led accountability structures shape care delivery. Across disciplines and settings, a consistent pattern
emerges: person-centred care is not secured through model selection alone. It depends on protecting core mechanisms
that redistribute power, enable supported decision-making, legitimise lived and living expertise, and integrate social and
physical context into care, especially for people facing intersecting vulnerabilities in high-risk or resource-constrained
environments. These findings have direct implications for suicide prevention. Rather than being confined to crisis
response or specialised services, suicide prevention emerges here as an outcome of everyday practice: how people are
listened to, how decisions are shared, and whether care feels safe, respectful, and continuous. This reframes suicide
prevention as a whole-of-system responsibility embedded within person-centred multidisciplinary care, rather than

a discrete intervention.'3%!3°

Conceptualising Person-Centred Care in Multidisciplinary Systems
Person-centred care in multidisciplinary mental health is defined as care that respects preferences, values lived and living
experience, and attends to broader life context rather than symptoms alone."''” Policy frameworks position it as central
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Figure 2 Shared formulation map — ideal supported decision-making/shared formulation-aligned multidisciplinary model.

to recovery, autonomy, and partnership,?' a persistent gap remains between policy and practice. This gap reflects
diagnostic dominance, risk management logics, and accountability systems that prioritise organisational demands over
person-defined goals.> ™ In rural and regional settings, workforce scarcity, limited service options, and heightened risk
aversion can further restrict choice, even where relationships are strong. Multidisciplinary care is often assumed to be
inherently person-centred, but teams may reproduce professional hierarchies, with medical or organisational priorities
overriding personal values, particularly in acute or high-risk contexts.'®"'" This tension reflects system design rather than

clinician intent, leaving person-centred care vulnerable to rhetorical rather than structural implementation.

Models Framed as Person-Centred and Assumptions About Power and Agency
Models described as person-centred, including those described above, rest on differing assumptions about power, agency,
and decision-making. Relational and dialogical models such as Open Dialogue centre shared meaning-making, relational
continuity, and tolerance of uncertainty, positioning expertise as distributed rather than professionally owned.'**!3°
Strengths-based approaches similarly emphasise capabilities, aspirations, and community participation, assuming agency
is fostered by recognising what matters to people rather than defining need through deficit.'"?

Structured programs such as the Optimal Health Program foreground self-management, goal-setting, and integration
of physical and mental health, but their person-centredness depends on facilitation quality, organisational support, and
protected time for relational work.'?®'?” In contrast, traditional case management and behaviour-focused approaches
often assume coordination or behaviour change can occur without redistributing decision-making power. These models
risk drifting toward managerialism and compliance unless intentionally redesigned to safeguard agency and shared

decision-making.>* "
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Supported Decision-Making, Lived Experience Leadership, and Determinants of
Health

Lived and living experience leadership strengthens person-centred practice when embedded with authority, resourcing,
and role clarity. Peer and lived experience roles can improve engagement, hope, and relational safety, but only when
supported through governance rather than positioned as symbolic additions.'®'?*!2! Attention to social and physical
determinants shows a similar pattern: housing, physical health, substance use, and social exclusion are central to distress
and recovery yet frequently marginalised in clinical and multidisciplinary planning.**:'3

Advance choice mechanisms bridge rights-based supported decision-making. Advance statements and psychiatric
advance directives can help preserve will and preferences during crisis or fluctuating capacity as well as strengthening
autonomy, reducing conflict, and improving continuity.'** Embedding supported decision-making also means reliably
mobilising the person’s chosen supporters during crisis and transitions, so autonomy is strengthened rather than
displaced.'® '

Coercion is a key stress-test of person-centred care. Although justified in the name of safety, coercive practices are
associated with reduced trust, heightened trauma, and diminished future help-seeking, particularly for people with
histories of violence, institutionalisation, or discrimination.'’'*> Reducing coercion requires coordinated action across
staff capability, therapeutic milieu, organisational policy, and governance conditions that prioritise transparency, de-

escalation, and supported decision-making.”®

Implications for Workforce Design, Governance, and Reform
Workforce development requires explicit valuing and prioritisation of the core principles espoused here, to ensure person-
centred is enacted in everyday clinical settings.>'® It should be part of clinical supervision for all disciplines involved in
the care of the mentally unwell.

Governance is equally critical. Embedding lived and living experience leadership with formal authority over service

design, evaluation, and reform is a matter of accountability, not representation alone.'*"'*!

Quality and safety frameworks
must extend beyond clinical indicators to include relational and experiential outcomes such as dignity, transparency and
continuity.'®!727142 A broader systems lens from public health and health economics further strengthens these findings.
Public health literature emphasises that person-centred care cannot be achieved within service-level reform alone, but
requires attention to upstream determinants, population need, and prevention-oriented investment.'*>'** From a health
economics perspective, current funding and commissioning models often prioritise throughput, short-term outputs, and
crisis response over relational continuity and long-term outcomes, creating structural barriers to person-centred
practice.'*> Workforce shortages and maldistribution, particularly in rural and regional settings, further constrain the
capacity of multidisciplinary teams to deliver relational, person-led care. These perspectives reinforce that the gap
between person-centred policy and practice is not only clinical but systemic. Embedding supported decision-making,
lived experience leadership, and multidisciplinary collaboration therefore requires alignment between service models and
the policy, funding, and workforce structures that shape how care is delivered.'*® These shifts are especially urgent for
people facing intersecting vulnerabilities, including trauma, disability, chronic illness, substance use, housing insecurity,
racism, stigma, and geographic isolation. The literature warns that person-centred care must be explicitly equity-oriented
to avoid reproducing exclusion under recovery language.'>'*¢ Future research should prioritise implementation studies
on sustaining supported decision-making and shared formulation in resource-constrained, rural, and culturally diverse
settings, with attention to how person-centred care travels across services, settings, and delivery modes.

Limitations

This review is grounded in lived and living experience leadership and recognises this as a critical form of expertise
in mental health care. At the same time, this grounding reflects the perspectives within a relatively small authorship
group and cannot represent the full breadth and diversity of lived and living experience. This experience is not
singular; it is shaped by culture, identity, place, and interactions with systems over time. In particular, perspectives
and knowledges of First Nations peoples, culturally and linguistically diverse communities, rural and remote
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populations, and others whose experiences are shaped by structural inequities are not comprehensively represented
here. Ongoing work is needed to ensure a broader range of voices are meaningfully included and resourced in
shaping mental health systems.

The perspectives presented herein also do not encompass all disciplines commonly involved in multidisciplinary
mental health care. Notably, dietetics, general practice, pharmacy, speech pathology, cultural and Aboriginal health
practitioners, and specialist alcohol and other drug roles are not represented within the authorship of this paper. Their
contributions are essential to holistic, person-centred care, particularly where physical health, communication needs,
cultural safety, and medication management are central.

As a critical review that used a narrative approach, this paper does not aim to provide exhaustive coverage of all
relevant literature or models. The models included reflect those most visible in peer-reviewed and grey literature,
particularly within English-language contexts, and those commonly implemented within contemporary mental health
systems. This means the selection is shaped by what is most documented and accessible, as well as by the authors’
disciplinary and practice contexts. Other approaches, including those developed in non-Western or community-led
contexts, may offer important additional insights that are not fully captured here.

The analysis is intended to support reflection, service design, workforce development, and policy discussion. It does
not seek to make definitive claims about effectiveness or to privilege particular models, but rather to highlight the
conditions and mechanisms that support more ethical, responsive, and person-led care.

Recommendations

Table 3 and Figure 1 translate this review’s findings into a concise set of system-level expectations to strengthen
person-centred multidisciplinary mental health practice. Aimed at service leaders, policymakers, commissioners, and
governance bodies, they guide service design, workforce development, quality and safety frameworks, and evalua-
tion. While relevant to clinicians, their main leverage is organisational and systemic. Rather than promoting a single
model, the recommendations presented in Table 4 define minimum mechanisms to be protected across settings,

Table 4 Recommendations to Strengthen Person-Centred Multidisciplinary Practice

Recommendation Description

Make supported decision-making non-negotiable

across all settings.

Require routine documentation of will and preferences, decision supports used
(including nominated supporters), advance statements, and nominated persons
alongside clinical risk, including in emergency and inpatient care where supported
decision-making is most vulnerable.

. Embed lived and living experience leadership in gov-

ernance, not only service delivery.

Move beyond consultation to shared authority in service design, evaluation, and
reform, with appropriate resourcing, role clarity, and safe supervision structures.

. Organise multidisciplinary care around shared for-

mulation and person-defined goals.

Replace parallel discipline-led plans with a single, evolving formulation that
integrates symptoms, strengths, vulnerabilities, and social and physical
determinants, using dimensional and transdiagnostic approaches where helpful.

. Redefine quality and safety to include relational and

experiential outcomes.

Expand quality frameworks beyond incidents and throughput to include dignity,
transparency, relational safety, and avoidance of iatrogenic harm, particularly in
settings where continuity and trust are central to safety.

. Design services to respond to social and physical

determinants and intersectional disadvantage.

Integrate mental health, physical health, and substance use care, with attention to
structural drivers of distress such as housing, poverty, discrimination, and access

barriers.

. Protect relational continuity across transitions of

care.

Treat admission, discharge, handover, and re-presentation as core safety
moments, ensuring supported decision-making information, nominated supports
(where consented), and shared formulation travel with the person across

services and settings, including across regional and rural pathways.
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including community, primary care, tertiary services, emergency departments, and inpatient units. This is particularly
important in rural and regional areas, where workforce limits, fragmentation, and distance can intensify power
imbalances and weaken person-centred practice. The goal is to reduce variability in care, especially during crisis and
transitions, and to ensure supported decision-making, lived and living experience leadership, and equity are treated
as foundational.

Conclusion

Person-centred care depends not on new models but on system mechanisms that redistribute power, support agency, and
centre lived realities. It is strongest where supported decision-making is routine, care is relational and meaning-focused,
and lived and living experience leadership holds real authority. For policymakers and leaders, these mechanisms should
be minimum standards across all settings, including emergency and inpatient care. This critical review shows how
embedding supported decision-making, shared formulation, relational continuity, and lived experience leadership into
system design shifts person-centred care from aspiration to practice, strengthening safety, trust, and recovery for people
with complex needs and limited choices. Strengthening these mechanisms also offers a practical pathway for embedding
suicide prevention within everyday care, through earlier engagement, safer care experiences, and sustained connection to
support.
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