The Content and Clinical Utility
of Psychiatric Advance Directives

Debra S. Srebnik, Ph.D.
Lindsay T. Rutherford, M.A.
Tracy Peto, B.A.

Joan Russo, Ph.D.

Ellen Zick, B.A.

Craig Jaffe, M.D.

Paul Holtzheimer, M.D.

Objective: This paper provides the first systematic examination of the
content and clinical utility of psychiatric advance directives, which are
documents that specify treatment preferences in advance of periods of
compromised decision making. Methods: Directives were completed
by 106 community mental health center outpatients with at least two
psychiatric hospitalizations or emergency department visits within two
years. Participants used AD-Maker software in groups of up to six peo-
ple led by peer trainers. Clinical utility was defined as the degree to
which instructions are clinically feasible, useful, and consistent with
standards of care. Results: Fifty-five percent of participants were fe-
male, and 24 percent were nonwhite. Their mean+SD age was 42+9.1
years. Primary diagnoses included schizophrenia spectrum disorders
(44 percent), bipolar disorders (27 percent), major depression (22 per-
cent), and other disorders (7 percent). Eighty-one percent of partici-
pants listed preferred medications, most often antidepressants and
second-generation antipsychotics, and 64 percent listed medications
they would refuse, most commonly first-generation antipsychotics. Six-
ty-eight percent preferred hospital alternatives over hospitalization,
89 percent specified methods of deescalating crises, and 72 percent in-
dicated that they would refuse electroconvulsive therapy (ECT).
Forty-six percent appointed a surrogate decision maker. Fifty-seven
percent desired a directive that is irrevocable during periods of inca-
pacity. Instructions were rated as feasible, useful, and consistent with
practice standards for at least 95 percent of the advance directives,
with the exception of instructions about the willingness to use med-
ications not specifically listed in the directive. Conclusions: Results
suggested that psychiatric advance directives provide a wealth of
treatment preference information that is almost uniformly considered
clinically useful. Although the utility of advance directives may vary
depending on the circumstances of specific crisis episodes, the infor-
mation provided can expedite and strengthen clinical care. (Psychi-
atric Services 56:592-598, 2005)
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sychiatric advance directives
Pdocument patients’ treatment

preferences and, if desired, a
surrogate decision maker in advance
of periods of symptom exacerbation
and compromised decision making
(1-4). Advance directives provide a
means to recognize treatment prefer—
ences when meaningful patient partic-
ipation in treatment decisions would
otherwise be unlikely (5-8). Such
recognition may decrease perceived
coercion and increase treatment col-
laboration, motivation for treatment,
and treatment adherence (3,4,9-11).
Advance directives may also improve
crisis intervention by identifying re-
sources to deescalate crises and to
serve as viable alternatives to hospital-
ization, which may, in turn, reduce
hospitalizations (3,12-14).

We know little about the content
and clinical utility of psychiatric ad-
vance directives, although this infor-
mation is important for anticipating
individual treatment needs and for
broader service planning. For exam-
ple, while one person’s directive in-
structions about alternatives to hospi-
talization and methods of deescalat-
ing crises may shape care at the indi-
vidual level, patterns of such instruc-
tions may prompt development of cri-
sis services and policies. In the 18
states with statutes about psychiatric
advance directives, content parame-
ters for the document are spelled out,
typically permitting instructions
about psychotropic medications, elec-
troconvulsive therapy (ECT), hospital
admission, and appointment of surro-
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gate decision makers. Some states
also permit instructions about crisis
interventions and about individuals to
notify of hospital admission (15,16).

Very limited information has been
reported about the content of com-
pleted psychiatric advance directives.
Within a small community mental
health sample (N=30), no directives
were used to refuse all treatment, al-
though refusal of ECT was included
in 17 directives (57 percent), and
eight (27 percent) included refusal of
haloperidol (7). In a similar sample
(N=54), two participants (4 percent)
refused all psychotropic medications.
In these samples, most people (66
percent to 82 percent) appointed a
surrogate decision maker (7).

Clinical utility of psychiatric ad-
vance directives can be defined as
the extent to which specified instruc-
tions are feasible, useful, and consis-
tent with standards of care. For ex-
ample, instructions that indicate re-
fusal of all psychotropic medications
would generally not be consistent
with standards of care for individuals
with serious and persistent mental ill-
nesses. Such instructions would have
low clinical utility because of the
clinical challenges they present, al-
though they may nevertheless be en-
forceable (see Hargrave v. State of
Vermont). In contrast, information
about patients’ preferences among
second-generation antipsychotic med-
ications may have high clinical utility.
Similarly, instructions to provide cri-
sis services that are unavailable
would have low clinical utility be-
cause of the infeasibility of providing
such services; however, preferences
among available services would be
very useful. The clinical utility of psy-
chiatric advance directives has bear-
ing on whether the documents are
viewed as helpful, superfluous, or a
hindrance to the provision of clinical
care as well as service and policy de-
velopment. Thus this paper provides
the first systematic examination of
the content and clinical utility of psy-
chiatric advance directives.

Methods

Participants and settings
Participants were enrolled in ongoing
services at two community mental
health centers in Washington State.

At the time of the study (2001-2003),
Washington State did not have laws
specifically addressing psychiatric ad-
vance directives; however, the state’s
broader health care advance directive
laws were considered to apply.

Participant selection and recruit-
ment protocols were approved by the
University of Washington institution-
al review board. By using electronic
records, a pool of 475 potential par-
ticipants were identified as being 18
years of age or older and having at
least two psychiatric emergency serv-
ices or hospitalizations within two
years. Of those potential participants,
172 were ineligible for study partici-
pation: 158 could not be contacted
largely because of long-term hospital-
ization or incarceration, six were un-
able to provide informed consent, six
were unable to participate in research
interviews in English, and two were
too agitated to be approached about
the study. Of the remaining 303 eligi-
ble individuals, 133 were interested
in completing an advance directive
and provided informed consent for
study participation. Twenty-seven in-
dividuals withdrew from the study be-
fore completing a directive, yielding
106 individuals who completed ad-
vance directives.

Procedures

Participants completed advance di-
rectives in groups of up to six people.
Groups were led by a peer trainer
who provided an overview of instruc-
tions, the documents’ legal status, and
potential benefits and challenges to
their use. The peer trainer and re-
search assistants provided assistance
to participants if it was requested or
believed to be needed.

Participants created psychiatric ad-
vance directives by using individual
laptop computers loaded with the
AD-Maker software (17). The pro-
gram communicated information by
using both written information on the
computer screen and a concurrent
voice-over. Users selected responses
by using a mouse. The program be-
gan with a short tutorial about the na-
ture and use of psychiatric advance
directives. It then required the user
to complete a set of six true or false
questions to assess competency to
complete a directive, although this
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competency is also a legal presump-
tion (16). The user had to answer four
of the six questions correctly to pro-
ceed. If the user failed, the program
displayed key concepts again and pre-
sented a new set of six questions. If at
least four of six questions were not
answered correctly by the third at-
tempt, the program did not allow the
user to proceed and asked him or her
to try again on a different day.

The AD-Maker then “interviewed”
the user about his or her preferences
in five treatment areas and five non-
treatment areas; users could specify
instructions in as many areas as they
wished. The five treatment areas
were psychotropic medications; hos-
pital preferences; alternatives to hos-
pitalization; emergency deescalation
methods, including rank-ordered
preferences among seclusion, seclu-
sion plus restraint, and sedating med-
ication; and ECT. Reasons for prefer-
ences were also selected from estab-
lished options. The five nontreatment
personal care areas were persons to
notify of hospitalization; persons not
authorized to visit during hospitaliza-
tion; assistive devices to retain during
hospitalization; dietary preferences;
and persons to contact to take care of
finances, dependents, and pets dur-
ing hospitalization. Users were then
given the option of appointing a sur-
rogate decision maker and also of
specifying any other instructions in a
narrative format.

Users were also given options about
when to activate the directive and
whether they would like the directive
to be revocable at any time or only
when they have not lost decision-
making capacity. The AD-Maker used
a decision-tree structure in which re-
sponses to multiple-choice questions
determine which additional informa-
tion and questions were presented to
participants, thereby reducing the
amount and complexity of informa-
tion that must be processed (17).

The AD-Maker provided guidance
to users in two areas. First, although
the program allowed users to select
refusal of all psychotropic medica-
tions, it suggested, by flashing the re-
sponse option, that permitting some
psychotropic medications was prefer-
able. In addition, users were required
to rank-order preferences among
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Table 1

Medication preferences among 106 outpatients in a community mental health

center who completed advance directives

N %‘d
Preferred medications
Antidepressants 57 54
Second-generation antipsychotics 56 53
Anticonvulsants 34 32
Anxiolytics 20 19
Medications for medical conditions 20 19
First-generation antipsychotics 17 16
Mood stabilizers 14 13
Medications for managing side effects 14 13
Antihistamines 12 11
Other? 7 7
No instructions 20 19
Medications the individual will not consent to (refused)
First-generation antipsychotics 37 35
Mood stabilizers 16 15
Antidepressants 16 15
Anticonvulsants 12 11
Atypical antipsychotics 11 10
Anxiolytics 4 4
Other 4 4
Medications for managing side effects 3 3
Antihistamines 1 1
Medications for medical conditions 1 1
No instructions 38 36
Reasons for refused medications (from a specified list)
Side effects 48 45
Feeling “doped up and foggy” 34 32
Medications “don’t help” 31 29
Can’t do normal everyday activities 30 28
Makes mental problems worse 24 23
Allergies to medication 16 15
Other reasons® 15 14
No instructions 38 36
Willingness to try medications not listed in the directive
(options from a list)
If side effects could be eliminated 38 36
If prescribed by outpatient physician 32 30
If prescribed by inpatient physician 20 19
Unwilling to take medications not listed in the directive 14 13
No instructions 2 2

 Percentages do not add to 100 because individuals may have chosen more than one medication or
reason. A list of medications matched to codes is available from the authors.

b Tncludes sedatives, hypnotics, methadone

¢ Increased blood pressure, weight gain, kidney problems, sexual dysfunction, muscle rigidity, gait

problems, and edema

seclusion, seclusion plus restraint,
and sedating medication rather than
refusing any of these emergency in-
terventions.

Instruments

Clinical utility of each AD-Maker con-
tent area was rated on 3-point Likert
scales about consistency with practice
standards, feasibility, and usefulness.
The scales were modified from a re-
cently developed instrument (18). Be-
cause of alack of variance, these scales
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were recoded as dichotomous—con-
sistent or inconsistent, feasible or in-
feasible, and useful or not useful.

Data collection and

statistical analysis plan

Content analysis. Data elements
were derived to indicate the presence
or absence of instructions for each
AD-Maker content area as well as re-
sponses within content areas. One re-
search team member initially deter-
mined categorical codes for responses

to open-ended questions, which a
second team member independently
coded. Team members discussed dis-
crepancies until an agreement was
reached.

Clinical utility analysis. Clinical
utility ratings were completed by a
third-year psychiatry resident at the
University of Washington Medical
School, who had more than ten years
of clinical experience with the popu-
lation under study. To determine the
reliability of the ratings, an attending
psychiatrist at the same facility also
rated a randomly selected sample of
20 directives. Ratings were made
with reference to each participant’s
primary psychiatric diagnosis, the
context of available services, and usu-
al care within the public mental
health system in which participants
received services. Ratings were
based on experience with typical psy-
chiatric crises, because it was infeasi-
ble to conduct ratings during an actu-
al psychiatric crisis for each partici-
pant. Because of a lack of variability,
percentage exact agreement was cal-
culated rather than kappa coeffi-
cients. Exact agreement was over 90
percent for all ratings, with the ex-
ception of instructions about willing-
ness to try medications not listed in
the directive (67 percent), ECT (73
percent), people not authorized to
visit during hospitalization (70 per-
cent), and “other” narrative instruc-
tions (73 percent).

Two research team members inde-
pendently entered data and then
matched the data within SPSS/Win-
dows to detect discrepancies. Team
members discussed discrepancies un-
til an agreement was reached. De-
scriptive analyses were conducted in
SPSS/Windows 11.0.1.

Results

Participant make-up

Of the 106 participants, 58 were
women (55 percent), and 25 were
nonwhite (24 percent). Participants’
mean+SD age was 42+9.1 years.
Forty-seven (44 percent) had a pri-
mary diagnosis within the schizophre-
nia spectrum, 28 (27 percent) had a
diagnosis of bipolar disorder, 23 (22
percent) had a diagnosis of major de-
pression, and eight (7 percent) had
other diagnoses. Forty-eight (45
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percent) also had a substance use di-
agnosis, and 39 (37 percent) had a
personality disorder diagnosis. The
mean score on the Global Assessment
of Functioning (GAF) (19) was
30.7+9.1. There were no significant
differences between participants
(N=106) and eligible nonparticipants
(N=197) with respect to gender, race,
age, diagnosis, or GAF score.

Treatment preferences
Psychotropic medication. Eighty-
six participants (81 percent) listed
specific preferred medications, 68
(64 percent) listed medications they
would refuse, and no one rejected all
psychotropic medications. Partici-
pants generated their own lists of
medications, which were later coded
into categories shown in Table 1. An-
tidepressants and atypical antipsy-
chotic medications were the most
frequently listed preferred medica-
tions. First-generation antipsychotic
medications topped the list of med-
ications that participants refused,
nearly half of which was haloperidol.
Negative side effects were the most
common reason for refusing particu-
lar medications. Most individuals
were willing to try medications not
listed in their directive if side effects
could be eliminated or their physi-
cian recommended it.

Hospitals and alternatives to
hospitalization. About two-thirds
of participants (68 percent) ex-
pressed a preference for hospital al-
ternatives over hospitalization, par-
ticularly alternatives provided by
professionals rather than family or
friends, as shown in Table 2. Partic-
ipants selected alternatives from a
preestablished list. Although most
participants preferred hospital al-
ternatives, nearly all respondents
recognized the need for hospitaliza-
tion in some circumstances and
specified at least one preferred hos-
pital. About half specified at least
one hospital to avoid, most fre-
quently the state hospital. Partici-
pants cited poor care as the most
common reason for wanting to
avoid a given hospital.

ECT. Nearly three-quarters (72
percent) indicated refusal of ECT, as
shown in Table 3. Of those consenting
to ECT (N=17), three selected in-

Table 2

Preferences for hospitalization and alternatives to hospitalization among 106 out-
patients in a community mental health center who completed advance directives

N %3
Preference between hospitals and alternatives to hospitalization
Preferred alternatives 72 68
Preferred hospitals 26 25
No instructions 8 7
Preferred hospital alternatives (from a specified list)
See prescriber to help with medications 50 47
Have someone I could call 45 42
Stay overnight at a crisis or respite bed 45 43,
Have a mental health provider visit me 41 39
Have someone who would call me 40 38
Stay overnight with a friend 17 16
Stay overnight with family 17 16
Have a friend stay with me 10 9
Have a family member stay with me 5 5
Other (women’s shelter; marijuana) 2 2
No instructions 34 32
Preferred hospitals
Specific preferred hospitals listed 85 80
Specific hospitals to avoid listed 51 48
No instructions 21 20
Reasons for listing hospital(s) to avoid (from a specified list)
Poor quality of care 31 29
Staff not treating clients with respect 22 21
Problems with patient being hurt or abused 17 16
Inconvenient location for family and friends to visit 8 8
Other reasons specified” 17 16
No instructions 55 52

 Percentages do not add to 100 because individuals may have chosen more than one alternative or

hospital.

b Having treatment provided involuntarily at the facility; having too many rules, such as limitations
on smoking; not having enough safety or support; or having generally poor care

structions about the number and volt-
age of administrations.

Emergency response including
seclusion, restraint, and medica-
tion. Ninety-four participants (89
percent) selected at least one method
of deescalating crises from a pre-
established list, and most participants
wanted to have privacy or to be of-
fered time out, as shown in Table 3.

Participants generally ranked med-
ication, especially in pill form, as pre-
ferred over seclusion or seclusion plus
restraint. Participants most frequently
reported increased psychiatric symp-
toms, fears, and physical problems as
reasons for their preferences.

Clinical utility of

treatment preferences

All treatment preferences were rated
as feasible, useful, and consistent with
practice standards for at least 95 per-
cent of the directives, with the excep-
tion of instructions about willingness
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to use medications not listed in the di-
rective, as shown in Table 4. This
finding was because of a small num-
ber of individuals who indicated that
they would reject trying such medica-
tions under any circumstances.

Nontreatment personal

care instructions

The proportion of participants who
specified instructions about nontreat-
ment personal care instructions are
shown in Table 5.

People to contact and people
not authorized to visit during hos-
pitalization. Most participants (81
percent) specified individuals to be
notified of hospital admissions. Par-
ents were most frequently listed, fol-
lowed by siblings, friends, clinicians,
spouses, and children. Only one-quar-
ter of participants (27 percent) speci-
fied people not authorized to visit dur-
ing hospitalization, most often first-de-
gree relatives, friends, or spouses.
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Table 3

Preferences about electroconvulsive therapy (ECT) and emergency response op-
tions among 106 outpatients in a community mental health center who complet-
ed advance directives

Preference Rank?® N %
ECT
Would refuse ECT 76 72
Would consent to ECT 7 16
Specified instructions about ECT 3
Lower voltage preference and more treatments 3 3
Maximum number of treatments as one 2 2
Maximum number of treatments as two 1 1
No instructions 13 12
Emergency response options
Deescalation methods (from a specified list)
Offer me time out or privacy 2.2 40 38
Other instructions? 2.8 5 5
Talk me down 3.1 15 14
Decrease stimulation around me 3.2 9 8
Help me vent or examine feelings 3.5 11 10
Offer me more medications 3.5 8 8
Divert my attention to something else 3.7 5 5
Have a neutral person settle the dispute 4.5 1 1
Set firm limits on me 6.0 0 0
Show authority or force 7.5 0 0
No instructions 12 11
Seclusion, restraint, and sedating medication (from
specified list)
Medication in pill form 1.9 45 42
Medication in liquid form 2.7 7 7
Medication via injection 2.9 15 14
Seclusion alone 2.9 25 24
Seclusion plus restraint 4.6 2 2
No instructions 12 11
Reasons for ordering of seclusion, restraint, and
medication (from a specified list)¢
Restraints cause an increase in psychiatric symptoms 47 44
Seclusion makes me more afraid and withdrawn 36 34
Restraints cause me physical problems 27 25
Seclusion triggers my claustrophobia 27 25
Medications fog my mind 27 25
Scared of needles 25 24
Medications cause terrible side effects 23 22
Medications cause me to sleep too much 21 20
No instructions 12 11

4 Mean ranking; lower ranking indicates higher preference. For ranked preferences, the N value in-
dicates the number of participants for whom the preference was a first choice.

b Tncludes calling a specific person, music or art, sleep, hot tea, going for a walk

¢ Percentages do not add to 100 because individuals may have chosen more than one reason.

Assistive devices. Slightly more
than half of the participants (59 per-
cent) selected, from a preestablished
list, at least one assistive device to be
retained during hospitalization. Al-
most all were corrective lenses or
dentures or plates.

Persons to notify about care of
finances, dependents, and pets.
About half the participants (48 per-
cent) specified someone to manage
finances during hospitalization.
Most often case managers were list-
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ed, followed by parents, siblings,
friends, and spouses. Few partici-
pants listed someone to contact to
care for pets (14 percent) or de-
pendents (6 percent).

Dietary preferences. Forty-two
percent of participants selected di-
etary preferences from a preestab-
lished list. The most common foods to
be avoided were sugar, salt, meats,
acidic foods, and fats.

Appointment of a surrogate de-
cision maker. Just under half of the

sample (46 percent) appointed a sur-
rogate decision maker. Most often
friends were listed, followed by par-
ents, siblings, spouses, and children.

“Other” instructions. Thirty per-
cent of participants specified addi-
tional instructions, most often treat-
ment for medical conditions or want-
ing to have someone to talk to during
a crisis, to be able to sleep, or to do art
or other expressive activities.

Clinical utility of nontreatment
personal care instructions

All nontreatment personal care pref-
erences were rated as feasible, use-
ful, and consistent with practice
standards for at least 95 percent of
the directives.

Activation and

revocation of directives

About half of the participants in the
study (47 percent) chose to tie direc-
tive activation to the point of legal in-
capacity, and nearly all others chose
activation at utilization of crisis serv-
ices (22 percent) or hospitalization
(24 percent).

Slightly more than half the partici-
pants (57 percent) wanted their di-
rective to be irrevocable during peri-
ods of incapacity.

Discussion

The results suggest that individuals
with severe and persistent mental ill-
nesses can clearly specify crisis treat-
ment preferences and reasons for
their preferences in psychiatric ad-
vance directives. Contrary to con-
cerns often raised by clinicians (16),
our study further shows that advance
directive instructions are largely fea-
sible, useful, and consistent with stan-
dards of care. These indicators of
clinical utility suggest that the docu-
ments will be helpful to patients and
clinicians to reach mutually agreed-
upon treatment (11). Furthermore, at
the point that interventions specified
in advance directives are medically
necessary, the documents may facili-
tate treatment consent and collabora-
tion, expedite the provision of clinical
care, and avert hospitalizations.

Study limitations
A number of study limitations should
be noted. First, directives were creat-
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Table 4

Clinical utility of instructions in psychiatric advance directives of 106 outpatients in a community mental health center®

Consistent
No in- Unable with stan-
Instructions structions to rate Rated dard of care (%)  Feasible (%) Useful (%)
Preferred medications 11 2 93 94 99 97
Medications the individual would 38 0 68 96 96 96
refuse
Willingness to try medications 2 2 102 57 59 59
not listed in the directive
Preferred hospital alternatives 35 0 71 100 100 100
Hospital preferences 22 0 84 100 100 100
Electroconvulsive therapy 13 0 93 100 100 100
Deescalation methods 12 0 94 99 100 100
Seclusion, restraint, and 12 0 94 98 99 100
sedating medication
Persons to notify of hospitalization 20 0 86 100 100 100
Persons to prevent from visiting 77 4 25 100 100 100
Person to care for dependents 99 1 6 100 100 100
Person to care for pets 87 0 19 100 100 100
Person to care for finances 55 5 46 100 100 100
Dietary restrictions 61 0 45 100 100 100
Assistive devices 43 1 62 100 100 100
Designation of surrogate 58 0 48 96 96 96
decision maker
Other instructions 76 2 28 96 96 96

* The percentages indicated are derived from the proportion of responses for which ratings were obtained.

ed by using the AD-Maker (18), in
which participants selected most
treatment instructions from estab-
lished lists. Although this structure al-
leviated concerns of some patients
about how to specify instructions
(11), it may have also optimized the
documents’ clinical utility. However,
clinical utility ratings were also high
for medication instructions and “oth-
er” instructions, for which preestab-
lished choices were not provided.
Nevertheless, an important question
for future research is whether the
content and clinical utility of direc-
tives created in our study can be gen-
eralized to those created from narra-
tive type forms that are available in
some states.

Clinical utility ratings were also
made on the basis of typical crises
rather than during actual crises,
which could inflate ratings. For exam-
ple, specified alternatives to hospital-
ization may be consistent with stan-
dards of care for most crises but not
those in which an individual is acute-
ly suicidal.

Generalizability of study findings is
also limited by our selection of partic-
ipants who, because of their engage-

ment in outpatient services, may have
been more likely than others to pro-
vide instructions in advance direc-
tives consistent with familiar usual
care. Future research should examine
the content and utility of directives
created by individuals who use self-
help, crisis, or hospital services but
not regular outpatient care.

Implications for clinical care,
service planning, and policy
Preferences stated in advance direc-
tives suggest that professionally
staffed alternatives to hospitalization,

crisis phone support, 24-hour pre-
scription availability, and a variety of
crisis deescalation methods are desir-
able services that should be made
available. Furthermore, the fact that
no participants indicated refusal of all
psychotropic medications, yet partici-
pants indicated a clear preference for
second-generation antipsychotic med-
ications over first-generation antipsy-
chotics, underscores the documented
desirability of these newer medica-
tions (20,21).

Slightly less than half the partici-
pants appointed a surrogate decision

Table 5

Preferences for nontreatment personal care among 106 outpatients in a commu-
nity mental health center who completed advance directives

Preference N %
Persons to notify of hospital admission 86 81
Assistive devices desired to keep during hospitalization 63 59
Persons to notify about care of finances while hospitalized 51 48
Appointment of a surrogate decision maker 49 46
Dietary preferences 45 42
Other instructions specified by respondent 32 30
Persons not authorized to visit during hospitalization 29 27
Persons to notify about care of pets while hospitalized 15 14
Persons to notify about care of dependents while hospitalized 6 6
597
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maker, a substantially lower rate than
found in previous studies (7,11,22).
This finding may reflect characteris-
tics of our sample, which had high
levels of impairment and was more
reliant on formal services than family
support. Nonetheless, treatment fa-
cilities would be advised to develop
policies and procedures for including
surrogate decision makers in treat-
ment, as well as notifying specified in-
dividuals of hospital admission and
arranging for care of finances while
individuals are hospitalized.

The high rate of ECT refusal could
reflect stigma associated with the
treatment rather than direct experi-
ence with this intervention, in con-
trast to, for example, instructions for
deescalating crises likely based on di-
rect experience. Truly informed con-
sent in creating directives could be
bolstered by providing information
about evidence-based interventions
and the contexts in which they are
used—for example, ECT would be
used only after unsuccessful trials of
antidepressant medications. Treat-
ment preferences in advance direc-
tives may also change over time and
various crisis situations, suggesting
that the documents should be re-
viewed and updated periodically. It
should be noted, however, that indi-
viduals creating health care advance
directives for end-of-life treatment
decisions face the same chal-
lenges—preferences may change
over time and circumstances, and
these documents are additionally
made with limited information and a
complete absence of relevant experi-
ence. Preferences specified within
psychiatric advance directives may in
fact be more reliable as they are more
likely to be based on past experience.

Policy implications can first be
found in our result of high clinical
utility of directive instructions across
all content areas, which implies that
state laws should not exclude certain
areas as many currently do. Also,
nearly half the study participants
wanted directives to be revocable,
even during incapacity, which is con-
sistent with results from one survey
on this topic (11). Currently, all but
one state with laws about psychiatric
advance directives preclude revoca-
tion during incapacity. Whether many
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individuals attempt to revoke advance
directives while incapacitated, how
this situation is dealt with clinically,
and whether fewer individuals are
willing to create directives if irrevoca-
bility is the only option are important
empirical and policy questions.

In sum, psychiatric advance direc-
tives provide a wealth of information
about patient treatment preferences,
and this information is almost uni-
formly considered clinically useful.
Our data also suggest that people
with mental illnesses are increasingly
well informed about evidence-based
cost-efficient interventions, such as
second-generation medications and
alternatives to hospitalization. As
such, psychiatric advance directives
are not only an important means for
including patients in treatment deci-
sions and efficiently providing care
matched to needs, but they may also
serve as a bellwether for appropriate
treatment. ¢
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