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Objective: Psychiatric advance directives allow patients with severe
mental illness to document their preferences for particular medica-
tions. This study investigated the role of psychiatric advance directives
in treatment choice and medication adherence. Methods: A total of 123
persons with severe mental illness recorded medication preferences in
psychiatric advance directives. The authors compared medication pref-
erences to prescribed medications over 12 months, determined con-
cordance between preferred and prescribed medications, and exam-
ined the effect of concordance on medication adherence at 12 months.
Results: Participants requested a median of two medications in their
psychiatric advance directives (range from zero to six) and refused a
median of one medication (range from zero to ten). Between baseline
and follow-up there was a 27% increase in the number of medications
prescribed that had been requested on the psychiatric advance direc-
tive (Wilcoxon matched pairs, p<.001). After correction for the number
of medications listed in the psychiatric advance directive, a 10% in-
crease in concordance remained significant (p<.001). Being prescribed
at least one medication requested in the psychiatric advance directive
predicted higher medication adherence at 12 months, after the analysis
controlled for relevant covariates (odds ratio=7.8, 95% confidence in-
terval=1.8-34.0). Conclusions: Providing information about medication
preferences in psychiatric advance directives may increase prescribing
of patient-preferred medications even in noncrisis settings. Patients
who were prescribed medications that they requested in advance were
significantly more likely to adhere to medications, supporting the ben-
efit of patient participation in medication choice. Psychiatric advance
directives appear to be a clinically useful conduit for communicating pa-
tient medication preferences. (Psychiatric Services 61:380-385, 2010)
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oor medication adherence re-
Pmains a significant problem for
many persons with severe men-
tal illness (1-5). Medication prefer-
ences logically should affect medica-
tion adherence; patients who choose
to take certain medications in accord
with their personal preferences
should be more likely to adhere to
those medications over time. For pa-
tients, an informed decision to take a
particular medication can be a highly
personal choice that involves balanc-
ing perceived benefits with potential
drawbacks and risks (6-8). To make
this choice, patients must be offered
opportunities to clearly communicate
their preferences, and prescribers
must acknowledge and respect pa-
tients” stated choices. Psychiatric ad-
vance directives provide patients with
mental illness a formal way to docu-
ment their treatment preferences, in-
cluding medication preferences
(9,10). It is unknown whether psychi-
atric advance directives can help align
prescribed medications with patient
preferences and thus improve med-
ication adherence. This study exam-
ined whether patients who use psy-
chiatric advance directives to request
particular medications are actually
prescribed their preferred medica-
tions and, when they are, whether
concordance between preferred and
prescribed medications improves
medication adherence.
Barriers to medication adherence
among persons with severe mental ill-
ness have been studied extensively,
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and they include poor efficacy of
available medications for some pa-
tients (11,12), intolerable medication
side effects (13-15), delusional think-
ing (16,17), lack of insight into illness
(3,18-20), co-occurring substance
abuse (1,17,18,21), lack of social sup-
port (22,23), and poor therapeutic al-
liance (16,19,21,24). Among individu-
als with physical illnesses, numerous
studies also have shown that when pa-
tients perceive input into decision
making about their own treatment,
they are significantly more likely to
adhere to that treatment (25-28).
However, expressed patient prefer-
ence for medication among persons
with mental illness has been less well
studied.

Psychiatric advance directives are
legal documents that allow individu-
als with severe mental illness to doc-
ument preferences for future treat-
ment if they lose decisional capacity
during a psychiatric crisis (9,29). Al-
though psychiatric advance direc-
tives were designed for crisis situa-
tions, they can also be used as per-
son-centered plans to coordinate on-
going treatment (30,31). Facilitated
psychiatric advance directives, in
which a clinician or other support
person assists the patient in complet-
ing an advanced directive, provide a
forum for patients to express their
preferences about psychiatric med-
ications in a mnonconfrontational
manner (28). Because most psychi-
atric medications are not uniquely
indicated for acute care, it is likely
that the medications individuals re-
quest on psychiatric advance direc-
tives are those that have worked well
for them not only in crisis situations
but also in long-term use.

Content analyses of psychiatric ad-
vance directives have reported the
frequency of medication requests and
refusals in these documents (32-34).
However, no previous studies have
compared medications requested in
psychiatric advance directives to
those actually prescribed or examined
whether receiving preferred medica-
tions improves medication adher-
ence. The goals of this study were to
describe the medication preferences
of individuals with severe mental ill-
ness who completed psychiatric ad-
vance directives, determine the ex-

tent to which participants’ prescribed
medications were aligned with their
medication preferences, and examine
whether the degree of alignment be-
tween prescribed and preferred med-
ications predicted medication adher-
ence at 12-month follow-up.

Methods

This study is part of a larger random-
ized controlled trial of the effective-
ness of a facilitation intervention for
psychiatric advance directives con-
ducted in two county-based mental
health programs in north-central
North Carolina (32). The interven-
tion, adapted from several medical
and psychiatric advance directive
planning tools (35-37), was an approx-
imately two-hour, semistructured,
manualized interview and guided dis-
cussion of choices for planning mental
health care during future periods of
incapacity. It incorporated all re-
quired elements of psychiatric ad-
vance directives in North Carolina
statutes, including advance instruc-
tions for preferred facilities, treat-
ments, crisis interventions, and emer-
gency contacts, as well as the option to
designate a health care power of attor-
ney. The facilitator also assisted par-
ticipants in completing legal psychi-
atric advance directive documents,
obtaining witnesses, getting docu-
ments notarized, and filing forms in
the medical record and electronic reg-
istry. In this article we address only
the medication portion of the facilitat-
ed advance directives; previous arti-
cles have reported on other aspects of
patient preference (32,33,38).

To be eligible for the study, partici-
pants had to be 18 to 65 years old and
have a chart diagnosis of schizophre-
nia, schizoaffective disorder, bipolar
disorder with psychotic features, or
major depressive disorder with psy-
chotic features. All participants were
outpatients receiving community-
based treatment in one of two county-
based programs. Eighty-three per-
cent of participants (N=390) were
randomly drawn from deidentified
client lists of the two mental health
programs and were prescreened for
eligibility. In order to increase the
study’s generalizability to patient pop-
ulations with severe mental illness at
high risk of relapse and with decision-
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al incapacity, the remaining 17% of
participants (N=79) were identified
from sequential admissions from the
mental health programs to the re-
gional state hospital. These individu-
als were contacted, screened, and
randomly assigned after discharge to
the facilitation group or the control
group.

A total of 636 individuals were
screened for inclusion; of these, 469
enrolled and provided written in-
formed consent after receiving a
complete description of the study. A
total of 239 were randomly assigned
to the facilitation group; 230 were
randomly assigned to the control
group, which was provided with gen-
eral information about psychiatric ad-
vance directives, copies of standard
psychiatric advance directive forms,
and a toll-free number for the local
consumer organization that provides
consultation on psychiatric advance
directives. All participants completed
a structured baseline interview to ob-
tain personal demographic, clinical,
and attitudinal information. Of the
239 individuals randomly assigned to
the treatment group, 174 participated
in a facilitation session and 146 com-
pleted a legal psychiatric advance di-
rective. Of these 146 individuals, 123
completed a 12-month follow-up in-
terview. Interviews were conducted
between October 2004 and Septem-
ber 2006. The study presented here is
restricted to the 123 participants who
completed the intervention and the
12-month follow-up interview. The
Duke University Medical Center In-
stitutional Review Board approved
this study.

Measures

At baseline and the 12-month follow
up, participants completed a struc-
tured interview to obtain personal de-
mographic, clinical, and attitudinal
information. They identified all med-
ications they were currently taking
and estimated their level of adher-
ence to their medication regimen on
a 6-point scale. Possible scores
ranged from 1 (never took medica-
tion) to 6 (never missed taking medi-
cine), with higher scores indicating
better adherence. For data analysis,
we dichotomized the responses as
“never missed taking medicine” ver-
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sus all other responses, because our
sample had a high overall adherence
rate; 65 (53%) reported that they had
never missed taking any medication.
Previous studies have documented
that individuals tend to overestimate
their adherence to medications
(39,40), which may partly explain this
finding. Using the strictest criteria for
adherence may help counteract self-
report bias.

We reviewed participants’ psychi-
atric advance directives and recorded
patient medication preferences. Dur-
ing the psychiatric advance directive
facilitation, participants were assisted
in completing their psychiatric ad-
vance directives through open-ended
prompts to identify medications they
would request for treatment if they
were in a crisis. Likewise, they were
prompted to identify medications
they would not be willing to take. All
medications that patients explicitly
consented to or refused in their psy-
chiatric advance directives were listed

as “requested medications” or “re-
fused medications,” respectively.

Analysis

Descriptive statistics and correlations
were calculated for relevant variables.
We used Wilcoxon matched-pairs
testing to compare change in medica-
tions from baseline to 12 months. We
also compared participants’ medica-
tion preferences with their report of
medications they were prescribed at
baseline and at 12 months. Because of
the small sample, we used forward-se-
lected stepwise logistic regression to
identify factors associated with med-
ication adherence at 12 months. Our
possible predictor variables included
age, sex, race, diagnosis, Brief Psychi-
atric Rating Scale (BPRS) score (41),
positive score on either drug or alco-
hol abuse screens (CAGE screens)
(42,43), history of hospitalization in
the past 12 months, baseline medica-
tion adherence, and concordance be-
tween participants’ medication prefer—

Table 1

Most common medications prescribed, requested on psychiatric advance
directives, and refused on psychiatric advance directives among 123 persons

with severe mental illness?

Prescribed
at baseline

Refused on
psychiatric
advance directive

Requested
on psychiatric
advance directive

Medication N % N % N %

Risperidone 32 26 25 20 15 12
Valproate 31 25 31 25 11 9
Benztropine 22 18 19 15 5 4
Trazodone 22 18 15 12 3 2
Olanzapine 18 15 21 17 5 4
Haloperidol 17 14 19 15 30 24
Fluoxetine 17 14 15 12 14 11
Sertraline 17 14 13 11 7 6
Clonazepam 17 14 15 12 1 1
Quetiapine 17 14 18 15 1 1
Lithium 15 12 16 13 28 23
Bupropion 13 11 11 9 5 4
Fluphenazine 10 8 9 7 7 6
Paroxetine 9 7 12 10 8 7
Carbamazepine 8 7 8 7 2 2
Venlafaxine 8 7 7 6 1 1
Aripiprazole 7 6 7 6 3 2
Escitalopram 7 6 6 5 2 2
Lorazepam 5 4 7 6 2 2
Ziprasidone 5 4 3 2 4 3
Gabapentin 5 4 6 5 3 2
Trifluoperazine 1 1 2 2 9 7
Chlorpromazine 1 1 3 2 21 17
Thioridazine 0 — 1 1 5 4

* Medications are listed if they were mentioned in one or more categories by at least five participants.
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ences and their prescribed medication
at baseline and at 12 months. We used
SAS, version 9.1, for all data analysis.

Results

Of the 123 study participants, 73
(59%) were female. Sixty-five (53%)
were African American, and the re-
mainder were Caucasian. Mean+SD
age was 44.5+9.9 years. Seventy-sev-
en (63%) had either schizoaffective
disorder or schizophrenia, 31 (25%)
had bipolar disorder, and 15 (12%)
had major depressive disorder with
psychotic features. Although 37
(30%) individuals reported using
drugs or alcohol in the past 30 days,
only eight (7%) had a chart diagnosis
of a substance use disorder. Nineteen
(15%) scored positive on the CAGE
questionnaire (a widely used method
of screening for alcoholism) (42), and
ten (8%) scored positive on a version
of the CAGE adapted for drug abuse
screening (43). The average BPRS
(41) score was 33.3+8.9, which is con-
sistent with mild impairment (44).
(Possible scores on the BPRS range
from 18 to 126, with higher scores in-
dicating more severe pathology.)
Twenty-eight individuals (23%) had
experienced a psychiatric hospitaliza-
tion in the past 12 months. Seventy
(57%) were living independently, 21
(17%) were married or cohabiting,
and 31 (25%) were currently em-
ployed. When we compared the par-
ticipating individuals to the 23 indi-
viduals who completed psychiatric
advance directives but did not com-
plete the 12-month follow-up inter-
view, we found no significant differ-
ences in demographic characteristics
or clinical data.

Most individuals reported taking
several medications; they reported
taking a mean of 2.4+1.2 medications
at baseline and at 12 months (median,
two; range, one to six). Individuals re-
quested a mean of 2.4x1.4 medica-
tions in their psychiatric advance di-
rectives (median, two; range, zero to
six) and refused a mean of 1.5+1.6
medications (median, one; range,
zero to ten). The most common med-
ications that were prescribed, re-
quested, and refused are reported in
Table 1.

Concordance between individual
participants’ requested medications
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and prescribed medications increased
between baseline and the 12-month
follow-up. Between baseline and fol-
low-up there was a 27% increase in
the number of prescribed medica-
tions that had been requested on the
psychiatric advance directive (Wil-
coxon matched pairs, p<.001). For
the 113 persons for whom data were
available, only seven (6%) had a de-
crease between baseline and the fol-
low-up in the number of requested
medications they were receiving,
whereas 77 (68%) had no change and
29 (26%) had an increase (Figure 1).
Because listing more medications on
the psychiatric advance directive
would increase the probability of hav-
ing a positive change (for example, if
a participant requested ten medica-
tions, by chance alone there would be
a greater possibility of adding a re-
quested medication than if she or he
listed only one), we corrected for the
number of medications listed in the
psychiatric advance directive by di-
viding the number of requested med-
ications prescribed by the total num-
ber of medications requested. Mean
corrected concordance was .73 at
baseline and .82 at the 12-month fol-
low-up, a 10% increase that remained
significant (Wilcoxon matched pairs,
p<.001).

Our final reduced regression model
of self-reported adherence at 12
months (R%2=.33) showed that receiv-
ing at least one requested medication
at the 12-month follow-up predicted
greater adherence at 12 months (odds
ratio [OR]=7.8, 95% confidence inter-
val [CI]=1.8-34.0, p<.01). This re-
mained significant after the analysis
controlled for adherence to medica-
tions at baseline (OR=8.2, CI=3.4—
19.9, p<.001). No other variables were
retained in the final model.

Discussion

Examining psychiatric advance di-
rectives for medication instructions
provides a unique way to identify
medication preferences among indi-
viduals with severe mental illness.
Individuals who requested particular
medications on their psychiatric ad-
vance directives were more likely to
report being prescribed those med-
ications at the 12-month follow-up,
and individuals who were taking at

least one requested medication at
the 12-month follow up were more
likely to report adherence to their
medications. These findings are con-
sistent with literature on adherence
to medical treatment showing that
patient preferences are associated
with better adherence (14,26,28).
Given the correlation between pref-
erences expressed in the psychiatric
advance directive and the individ-
ual’s medication regimen one year
later, psychiatric advance directives
may offer an important new tool for
providers to incorporate shared deci-
sion making with patients and elicit
patient preferences.

It is important to note that although
there was an increase in average con-
cordance between medication prefer-
ences as expressed in participants’
psychiatric advance directives and the
medications they received one year
later, 77 individuals reported no
change in the number of preferred
medications they were taking over the
study period. Completing a psychi-
atric advance directive is clearly not a
guarantee that a patient will receive
preferred medications. However,
even among individuals who had no
increase in the number of preferred
medications over the study period,
adherence was greater after 12
months as long as they reported tak-
ing at least one preferred medication.

That is, individuals were more likely
to adhere to medication regimens
that included at least one preferred
medication, regardless of whether
they were switched to that medica-
tion or maintained one that they were
already taking at baseline.

We can only speculate about the ac-
tual processes through which docu-
menting medication preferences in a
psychiatric advance directive could
result in changes to patients’ pre-
scribed medications. Although we did
not assess whether participants dis-
cussed their psychiatric advance di-
rectives with their outpatient provi-
ders, it is possible that they used their
psychiatric advance directives as a
tool for direct communication with
their clinicians, leading to a change in
medication based on their explicitly
expressed preferences. It is also pos-
sible that the act of completing a psy-
chiatric advance directive, which re-
quires thinking about preferences,
may have indirectly affected partici-
pants’ interactions with their clini-
cians. The process of completing a psy-
chiatric advance directive can help
patients recognize and articulate their
preferences for the first time. In sub-
sequent interactions with clinicians,
patients who have completed psychi-
atric advance directives may feel em-
powered and may become more as-
sertive and articulate in stating their

Figure 1

Number of persons receiving medications requested on their psychiatric
advance directives, at baseline and 12-month follow-up

50
45 M Baseline
40 — [J12-month follow-up
€ 35
(9]
o 30
o
5 25
é 20 —
S 15—
z
10 —
5—
- J m
3 4 5 6

0 1 2

Number of requested medications that were received

PSYCHIATRIC SERVICES ¢ ps.psychiatryonline.org ¢ April 2010 Vol. 61 No. 4

383



preferences. Regardless of mecha-
nism, our findings suggest that psy-
chiatric advance directives could have
benefits beyond those of their origi-
nal crisis-related purpose.

Results for specific medications
that participants requested and re-
fused on the directives are interest-
ing, but given the small sample, it is
difficult to make detailed inferences
from this information. Our results do
suggest that preferences for medica-
tion are highly individualistic, as sug-
gested by the occurrence of haloperi-
dol and risperidone as among the
most commonly preferred and the
most commonly refused medications
in our sample. It is also worth noting
that the average number of refused
medications was 1.5, whereas the av-
erage number of requested medica-
tions was 2.4. Some clinicians fear
that psychiatric advance directives
will enable patients with poor insight
to refuse all treatment, even treat-
ment that might be beneficial (38,45).
However, in this study, individuals on
average provided prior consent to
more medications than they refused.
For these individuals, psychiatric ad-
vance directives should help clini-
cians provide patient-centered care
rather than hinder them.

The size of our sample limits the
precision of our results, particularly
in our statistical model of adherence;
results should be considered prelimi-
nary. Another limitation of the sam-
ple is that it may not be representa-
tive of the population of persons with
severe mental illness as a whole. Al-
though our participants were drawn
from a randomized study, we exam-
ined only those who completed the
study. These participants were will-
ing to spend several hours complet-
ing a psychiatric advance directive
and to be recontacted after a year;
thus it is possible that this group was
more motivated and more interested
in self-determined care than the
overall group from the randomized
trial or from this population in gener-
al. Our results may be most applica-
ble to patients who have expressed
interest in self-directed care or de-
sire to participate actively in their
treatment. Finally, the use of self-re-
port to measure adherence may limit
our findings. Previous studies have
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shown that individuals tend to over-
estimate their adherence to medica-
tions (43,44,46). Self-report meas-
ures of adherence are less reliable
than objective measures (for exam-
ple, pill counts) and may also be less
reliable than pharmacy records.
Without corroborating evidence
from external sources, a bias toward
overestimation of adherence exists.
We attempted to correct for this bias
by using a highly stringent definition
of adherence.

Conclusions

Our results indicate that psychiatric
advance directives have the potential
to be useful tools in facilitating med-
ication treatment decisions between
physicians and patients. In this study,
completing a psychiatric advance di-
rective allowed participants to ex-
press their preferences about med-
ications and may have positively in-
fluenced medication adherence up
to a year later. Individuals who re-
quested medications in their psychi-
atric advance directive were more
likely to be taking those medications
a year later. Further, individuals who
were taking at least one medication
that they had requested in their psy-
chiatric advance directive were sig-
nificantly more likely than those who
were not taking a requested medica-
tion to adhere to their medication
regimen. This suggests that wider
use of psychiatric advance directives
could increase patient participation
in medication choice and potentially
improve adherence to treatment
regimens.
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