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Psychiatric advance directives
are an emerging method of
treatment planning for adults

with serious and persistent mental ill-
ness (1–3). The directives document
preferences in advance of acute

symptoms that may compromise the
capacity for decision making. In-
structions in the directives may in-
clude preferences about medica-
tions, electroconvulsive therapy, re-
straint and seclusion, hospitals, alter-

natives to hospitalization, and per-
sons to contact about care of pa-
tients’ dependents and household
(4–7). Individuals may also appoint
in the directive an “agent” or attor-
ney-in-fact, who has legal authority
to make treatment decisions that are
consistent with instructions con-
tained in the directive (8).

Psychiatric advance directives have
been promoted by professional, self-
help, and advocacy organizations, and
nearly all states have either specific
statutes about the directives or
statutes concerning advance direc-
tives for general health care that are
considered to cover psychiatric ad-
vance directives (1,9–15). Supporters
of the directives believe that their use
may improve services and outcomes
for service recipients. Foremost, the
directives provide a mechanism for
individuals to have their voice heard
during mental health crises, when
they are least likely to have meaning-
ful participation in treatment deci-
sions (16,17). Such participation can
enhance treatment self-efficacy and
responsibility, collaboration and re-
spect in the treatment relationship,
and clinical outcomes (3,18–21). The
directives can also support planned,
effective crisis treatment by identify-
ing resources to deescalate crises and
to serve as alternatives to hospitaliza-
tion. These efforts may, in turn, re-
duce hospitalizations, court proceed-
ings, and costs (3,7,19–23).

Despite these potential benefits,
some of the most basic questions
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Objectives: This study examined rates of interest in creating psychiatric
advance directives among individuals at risk of psychiatric crises in
which these directives might be used and variables associated with in-
terest in the directives. Methods: The participants were 303 adults with
serious and persistent mental illnesses who were receiving community
mental health services and who had experienced at least two psychiatric
crises in the previous two years. Case managers introduced the concepts
of the directives and assessed participants’ interest. The associations be-
tween interest in the directives and demographic characteristics, psychi-
atric symptoms, level of functioning, diagnosis, history of hospitaliza-
tions, history of outpatient commitment orders, support for the direc-
tives by case managers, and site differences were examined. Results: In-
terest in creating a directive was expressed by 161 participants (53 per-
cent). Variables significantly associated with interest were support for
the directives by a participant’s case manager and having no outpatient
commitment orders in the previous two years. Reasons for interest in-
cluded using the directives in anticipation of additional crises and as a
vehicle to help ensure provision of preferred treatment. Conclusions:
Substantial interest in psychiatric advance directives was shown among
individuals with serious and persistent mental illness. The results strong-
ly suggested that attitudes of clinicians about psychiatric advance direc-
tives are associated with interest in the directives among these individu-
als. Therefore, it is important to educate clinicians and address their con-
cerns about the directives so that they can more comfortably support
creating the documents. A shift in values may also be necessary to more
consistently recognize and honor patients’ treatment preferences as
specified in the directives. (Psychiatric Services 54:981–986, 2003)



about psychiatric advance directives
remain unanswered. In particular, we
know little about how many and
which individuals are interested in
creating the directives and why they
are interested. The limited literature
suggests that a substantial proportion
of service recipients may be interest-
ed in creating these documents. In
one study, 62 of 93 outpatients (67
percent) surveyed at a community
mental health center responded that
they would want to complete a psy-
chiatric advance directive if shown
how to create one (24). In another
study, 30 of 40 outpatients (75 per-
cent) were interested in preparing a
directive; greater interest was shown
by women and those with previous
hospitalizations (16). In a London
study, 42 (40 percent) of 106 individ-
uals with psychotic disorders and at
least one previous hospitalization
were interested in creating a “crisis
card,” which is similar to a psychiatric
advance directive. Greater interest
was shown by persons who were
white, had affective disorders, and
had had fewer hospitalizations (25).

No research has systematically
studied individuals receiving mental
health services to determine rates of
interest in psychiatric advance direc-
tives or has systematically evaluated
the clinical, demographic, and contex-
tual variables associated with interest.
It is especially valuable to assess the
extent of interest in psychiatric ad-
vance directives among persons at
high risk of having crisis episodes that
trigger the use of the directives, be-
cause these individuals are the most
likely to need, use, and benefit from
the documents.

Our study determined rates of in-
terest in and factors associated with
interest in creating psychiatric ad-
vance directives among persons who
were at high risk of mental health
crises as judged from a history of cri-
sis service and hospital use. We exam-
ined variables associated with interest
in the directives found in previous re-
search, including demographic char-
acteristics, psychiatric symptoms, lev-
el of functioning, diagnosis, and histo-
ry of hospitalization. In addition, we
examined outpatient commitment or-
ders, because the directives have
been posed as a potentially less coer-

cive alternative, suggesting that indi-
viduals with a history of outpatient
commitment orders may be particu-
larly interested in creating the direc-
tives (3,26). We also examined case
managers’ support for psychiatric ad-
vance directives, because case man-
agers introduced concepts about the
directives to study participants and
therefore could affect their interest in
the documents. Finally, we examined
differences between sites in partici-
pants’ rates of interest in the direc-
tives, because organizational values
and characteristics may influence in-
terest in mental health innovations
such as the directives (27).

Methods
Participants
The participants were adults enrolled
in services in two community mental
health centers in two counties in
Washington State. Recruitment pro-
cedures and consent forms were ap-
proved by the University of Washing-
ton’s institutional review board. Par-
ticipants were selected as part of a
larger study about implementation of
psychiatric advance directives.

To be eligible, individuals had to be
at least 18 years old, to have had at
least two psychiatric emergency de-
partment visits or hospitalizations
during the previous two years, and to
be able to participate in research in-
terviews in English. On the basis of
the criteria of age and service use, 475
potentially eligible individuals were
identified from electronic records in
the two participating agencies.

Of potentially eligible individuals,
158 could not be contacted, 12 were
either unable to provide informed
consent or unable to participate in in-
terviews in English, and two were
considered too agitated to be ap-
proached about participation. The re-
maining 303 persons were considered
eligible for participation.

Instruments and data collection
Data collection occurred between
January 2001 and March 2002.

Interest in psychiatric advance
directives. Case managers assessed
interest in the directives among eli-
gible individuals with a structured
introduction to key concepts about
the directives. The introduction not-

ed that psychiatric advance direc-
tives include a listing of treatment
preferences, give the individual an
opportunity to have a say in treat-
ment decisions, and are completed
when psychiatric symptoms are not
acute. If a participant was not inter-
ested, the case manager asked an
open-ended question about reasons
for lack of interest. Verbatim respons-
es were documented, and the infor-
mation, stripped of participant identi-
fiers, was given to the study team.
Participants interested in creating a
directive were asked for permission
to release their contact information to
the study team. The study team ob-
tained informed consent and then
asked participants an open-ended
question about reasons for interest in
the directives. Verbatim responses
were again documented.

Independent variables. For each
participant, demographic characteris-
tics—age, ethnicity, and gender—as
well as diagnosis, score on the Global
Assessment of Functioning (GAF)
(28), and number of hospitalizations
and outpatient commitment orders in
the previous two years were obtained
from electronic records of the partic-
ipating agencies. Ethnicity was di-
chotomized as white or nonwhite be-
cause of the small proportion of sev-
eral of the groups of nonwhite partic-
ipants. Of the 303 participants, 219
(72 percent) were white. Of the 84
nonwhite persons (28 percent), 55
(65 percent of the nonwhite group)
were African Americans, 12 (4 per-
cent) were Asians or Pacific Islanders,
nine (3 percent) were Native Ameri-
cans, six (2 percent) were Hispanics,
and two (.7 percent) were from other
ethnic groups. Primary axis I diag-
noses were placed in four categories:
schizophrenia spectrum, bipolar dis-
order, major depression, and other di-
agnoses. Hospitalizations and outpa-
tient commitment orders were di-
chotomized as 0 or ≥1 because of
skewed distributions. Recruitment
site was also identified.

Symptom severity and level of
functioning were assessed with the
Problem Severity Summary (PSS), a
13-item instrument designed for
community mental health treatment
planning and performance monitor-
ing. The PSS has shown adequate in-
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ternal consistency, sensitivity to treat-
ment change, and concurrent, predic-
tive, and discriminant validity (29).

Case managers rated themselves on
support for the concepts of psychi-
atric advance directives before intro-
ducing the information about the di-
rectives to the participants. The case
managers answered a four-question
scale with Likert scoring (negative-to-
positive scale), created for the study:
How useful do you think psychiatric
advance directives would be for con-
sumers during mental health crises?
How useful do you think psychiatric
advance directives would be for serv-
ice providers during mental health
crises? How do you feel, personally,
about psychiatric advance directives?
How useful would it be for con-
sumers to have service providers to
help them complete psychiatric ad-
vance directives? The scale has ade-
quate internal consistency (coeffi-
cient alpha=.79).

Statistical analyses
Narrative responses to open-ended
questions about interest in psychiatric
advance directives were coded by
conceptual category by the first au-
thor and independently by one of the
coauthors. Discrepancies in coding
were discussed until agreement was
reached. Reasons for interest or lack
of interest in the directives are report-
ed here, along with rate of interest.

To determine quantitative variables
associated with interest in the direc-
tives, we analyzed differences between
the participants whose data were used
in the analyses and the 46 participants
(15 percent) whose data were not used
because of missing case manager data.
Bivariate associations were then used
to examine differences between par-
ticipants who were and those who
were not interested in creating the di-
rectives. To determine the best set of
independent variables associated with
interest, logistic regression analyses
were conducted for the variables that
were statistically significant (p<.05) in
the bivariate analyses. To better un-
derstand the results, and to calculate
meaningful odds ratios (ORs) and 95
percent confidence intervals (CIs),
variables with significant associations
were recoded, and the logistic regres-
sion was recalculated.

Results
The study sample of 303 included 152
women (50 percent) and 84 nonwhite
persons (28 percent). The mean±SD
age of the sample was 42.5±10.5
years. The primary axis I psychiatric
diagnoses for the participants were
schizophrenia spectrum disorders
(155 patients, or 51 percent), major
depression (61 patients, or 20 per-
cent), bipolar disorder (77 patients, or
25 percent), and other diagnoses (ten
patients, or 3 percent). The mean±
SD GAF (28) score was 31.1±8.5, in-
dicating major impairment in several
areas of functioning.

Rate of and reasons for interest
Of the 303 participants, 161 (53 per-
cent) expressed interest in creating a
psychiatric advance directive. Of this
group of 161 participants, 132 (82 per-
cent) answered the open-ended ques-
tion about the reasons for their inter-
est. Some participants provided more
than one reason. A total of 163 reasons
were cited. Thirty-five participants (27
percent) reported a case manager’s
suggestion that the participant create a
psychiatric advance directive, and 36
(27 percent) reported their general
belief that a psychiatric advance direc-
tive would be helpful. A total of 22 par-
ticipants (17 percent) reported want-
ing to avoid repeating previous nega-
tive treatment experiences; 16 (12 per-

cent) wanted monetary compensation
from the study; 14 (11 percent) were
simply curious about the directives; 13
(10 percent) wanted to have input
into, a say in, or control over their
treatment; and 11 (8 percent) wanted
a plan for future incapacity.

Of the 142 participants who were
not interested in psychiatric advance
directives, 96 (68 percent) specified a
reason. A total of 96 reasons were giv-
en. Despite attempts to design the in-
troductory script to separate interest
in the directives from interest in the
broader study about the directives, 21
participants (22 percent) reported
concerns about research participa-
tion. A total of 18 persons (19 per-
cent) denied having a mental illness
or the potential for future crises that
would warrant a psychiatric advance
directive, 16 (17 percent) reported al-
ready having sufficient plans for crisis
treatment, 12 (13 percent) reported
not having the time to create a psy-
chiatric advance directive, and six (6
percent) believed that having a psy-
chiatric advance directive would not
affect treatment.

Factors associated with interest
Data about case managers’ support for
the directives were missing for 46 of
the 303 participants, and these individ-
uals were not included in the analysis
of factors associated with interest,
leaving 257 participants with complete
data on all key variables. Participants
whose data were used in the analyses
did not differ from those whose data
were not used with respect to age, eth-
nicity, primary axis I diagnosis, and
GAF score. However, those lacking
case manager data were more likely to
be women (χ2=4.9, df=1, p=.03).

Bivariate analyses showed that sev-
eral factors were positively related to
interest in creating a psychiatric ad-
vance directive: the case manager’s
support for directives, having major
depression, not having schizophrenia,
and having no hospitalizations or out-
patient commitment orders in the
previous two years. Variables not sig-
nificantly related to interest were age,
GAF score, PSS score, ethnicity, gen-
der, a diagnosis of bipolar disorder,
and agency, as can be seen in Table 1.

On the basis of these bivariate
analyses, five variables were entered
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into a logistic regression model for in-
terest in psychiatric advance direc-
tives: any hospital admission, any out-
patient commitment order, a primary
axis I diagnosis of major depression, a
primary axis I diagnosis of schizo-
phrenia, and case manager’s support
for psychiatric advance directives. In
the results of the logistic regression,
the only variables that were positively
associated with participants’ interest
in the directives were having no pre-
vious outpatient commitment orders
(Wald’s t=11.69, df=1, p<.001) and
having a case manager who supported
psychiatric advance directives (Wald’s
t=15.44, df=1, p<.001). To test the va-
lidity of these relationships, we fit
models using stepwise techniques,
both forward and backward. The
same two variables were  significant
in all models.

Then, to best summarize the model,
the two significant variables associated
with interest were recoded, and the
model was refit. Having an outpatient

commitment order was reverse coded,
and the case manager support scale
was dichotomized at the median, 14.0.
The logistic regression model showed
that participants with case managers
whose ratings were above the median
on support of psychiatric advance di-
rectives were more than twice as likely
to be interested in creating a directive
as were participants whose case man-
agers’ ratings were below the median
on support (Wald’s t=8.64, df=1,
p=.003; OR=2.20, 95 percent CI=1.30
to 3.73). In addition, participants with
no outpatient commitment orders
were almost four times as likely to be
interested in creating a directive as par-
ticipants with a history of at least one
outpatient commitment (Wald’s t=
20.04, df=1, p<.001; OR 3.87, 95 per-
cent CI=2.14 to 6.99).

Discussion and conclusions
More than half (53 percent) of our
sample of outpatients with histories of
repeated use of crisis services and

hospitalization expressed interest in
creating a psychiatric advance direc-
tive. Individuals with this history are
at risk of future mental health crises
and therefore have the greatest need
for methods of advance crisis plan-
ning such as directives. We found a
slightly lower rate of interest in psy-
chiatric advance directives than did
previous surveys of outpatients who
were not selected on the basis of high
use of crisis services (16,24), but a
somewhat higher rate than a study
with a sample similar to ours in which
interest in executing “crisis cards” was
assessed (25). Given these findings,
we believe that our results are likely
to be representative of interest in psy-
chiatric advance directives among
persons who have a history of psychi-
atric crises. 

In our study, in contrast with previ-
ous research, demographic character-
istics were not significantly related to
interest in psychiatric advance direc-
tives. It could be that previous re-
search confounded ethnicity with so-
cioeconomic status or education lev-
el, both of which were low and had
little variation in our sample. Diagno-
sis was significantly associated with
interest in the directives, but only in
the bivariate analyses. Our study was
consistent with one earlier study with
a comparable sample, selected for
previous hospital use (25), in that
having major depression and having
fewer hospitalizations were associat-
ed with interest in psychiatric ad-
vance directives. However, in a study
with a broader sample, greater inter-
est in the directives was associated
with having had at least one recent
hospitalization (16).

Logistic regression showed that
case managers’ support of psychiatric
advance directives and participants’
having no previous outpatient com-
mitment orders were significantly as-
sociated with interest in the direc-
tives. In post hoc analysis we also
found a significant positive correla-
tion between case managers’ support
for the directives and the proportion
of case managers’ caseloads of pa-
tients who expressed interest in the
directives (r=.34, p<.01). In addition,
in narrative responses, the most com-
monly cited reason for interest in the
directives was case managers’ sug-
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Characteristics of individuals with serious and persistent mental illnesses by
whether they were interested in creating psychiatric advance directives

Interested Not interested
(N=135) (N=122)

Test
Characteristic N or mean % N or mean % statistic df

Age (mean±SD years) 42.5±9 42.4±11.6 t=–.11 228
Race, nonwhite 42 31 33 27 χ2=.5 1
Sex, female 70 52 52 43 χ2=2.2 1
Case manager support for

directivesa 14.8 ±3 13.6±4 t=4.5∗∗∗ 219
At least one hospital admis-

sion during past two years 99 73 107 88 χ2=8.3∗∗ 1
At least one outpatient

commitment order
during past two years 22 16 52 43 χ2=21.7∗∗∗ 1

Primary axis I diagnosis 
Schizophrenia 63 47 72 59 χ2=3.9∗ 1
Major depression 34 25 15 12 χ2=6.9∗∗ 1
Bipolar disorder 38 28 26 21 χ2=1.6 1

Global Assessment of
Functioning score 

(mean±SD)b 32±8 30.1±8.9 t=–1.76 248
Problem Severity

Summary score
(mean±SD)c 33.8±10.6 35.4±13.4 t=1.05 211

Harborview site 36 27 30 25 χ2=.1 1

a Possible scores range from 4 to 20, with higher scores indicating greater support.
b Possible scores range from 0 to 100, with higher scores indicating better functioning.
c Possible scores range from 0 to 65, with higher scores indicating poorer functioning.

∗p<.05
∗∗p<.01

∗∗∗p<.001 



gesting the directives. These results
strongly suggest that clinicians’ atti-
tudes about psychiatric advance di-
rectives influence service recipients’
interest in the documents when the
clinicians are responsible for intro-
ducing the directives to patients.

Contrary to our expectation, having
any outpatient commitment orders
was inversely related to interest in
psychiatric advance directives. It
could be that service recipients do
not view the directives as a potential
substitute for outpatient commit-
ment orders in the way that re-
searchers and policy makers have
viewed them. Certainly, to the extent
that the directives remain consumer-
directed documents, voluntarily cre-
ated, they cannot be used to leverage
treatment in the same manner as
court-ordered outpatient commit-
ment. Alternatively, it could be that
having an outpatient commitment or-
der serves as a proxy for other un-
measured variables, such as treat-
ment engagement, adherence, or ap-
preciation that one has a mental ill-
ness. Outpatient commitment is un-
likely to serve as a proxy for impair-
ment, because our results and post
hoc analyses did not show a signifi-
cant association of the GAF score or
the PSS score with interest in psychi-
atric advance directives.

The data suggest that individuals
with arguably great need for the di-
rectives—those with schizophrenia,
multiple hospitalizations, and outpa-
tient commitment orders—are less
interested in the directives than oth-
ers with severe and persistent mental
illness. However, as noted above, in
multivariate analyses, the importance
of diagnosis and hospitalizations were
overshadowed by outpatient commit-
ment orders, suggesting that the rela-
tionship of diagnosis and hospitaliza-
tions to individuals’ lack of interest in
the directives may instead be a func-
tion of disengagement from voluntary
outpatient treatment. For those who
discount the need for treatment, psy-
chiatric advance directives will pre-
dictably be of little interest, except
possibly as a vehicle for refusing fu-
ture treatment. The directives may be
valuable only to individuals who per-
ceive value in the treatment that the
documents direct. However, although

the directives may not be appealing to
everyone who could benefit from
them, our study confirmed interest in
the directives by a majority of individ-
uals at risk of future crises. If the hy-
pothesized benefits of the directives
are supported empirically, interest in
them may increase.

Our findings must be interpreted
within the limitations of the study.
First, we were only partially success-
ful in differentiating interest in the di-
rectives themselves from interest in
participating in research about them,
and our results may therefore some-
what underestimate actual rates of in-
terest in the directives. Second, our

selection of individuals who had had
repeated previous crises and hospital-
izations and who were also receiving
outpatient services limited our ability
to generalize results to a broader pop-
ulation. Third, some potentially im-
portant variables, such as socioeco-
nomic level, education, treatment ad-
herence, organizational culture, and
service system characteristics, were
not examined. Finally, it should be
noted that not everyone who express-
es interest in creating a psychiatric ad-
vance directive will ultimately create
one—for a variety of reasons, which
may include difficulty in navigating

complex legal information, lack of a
simple form for the directive, and lack
of assistance in completing it.

Despite these limitations, the find-
ings are relevant to the implementa-
tion of psychiatric advance directives
in public mental health systems.
These directives have the potential to
improve treatment involvement and
outcomes for patients (2,3,21) and re-
duce hospitalization and service costs
(7,19–22). Even if only a few of these
benefits are realized, introducing in-
dividuals to psychiatric advance di-
rectives is worthwhile, given the sub-
stantial rate of interest in the direc-
tives among persons who are likely to
have frequent crises in which the doc-
uments could be used. Our findings
suggest that introduction to and train-
ing about the directives can be fruit-
fully focused on this population.

Our findings also make clear that
clinicians’ attitudes about psychiatric
advance directives influence interest
among service recipients. Although
many participants were interested in
creating the directives to increase the
likelihood that preferred treatment
would be received, some felt that the
documents would have little actual
effect on treatment decisions. There-
fore, an important step in implement-
ing the directives is to educate clini-
cians about the directives and address
clinicians’ concerns about them. Clin-
icians will then be able to more com-
fortably support the directives (10).
Although this step is important, a true
shift in values about how treatment is
conducted is also necessary if clini-
cians are to fully support the direc-
tives. For the documents to be used
and to be effective, clinicians must
recognize and honor the treatment
preferences specified by service re-
cipients. This stance, although often
preached, is not always practiced,
particularly during crisis episodes ex-
perienced by persons with severe and
persistent mental illness. It is this
shift in values that may be the most
critical to encouraging interest in and
successful use of psychiatric advance
directives. ♦
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