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Poor medication adherence re-
mains 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 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)



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 nonconfrontational
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-

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-

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 2.4±1.4 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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Most common medications prescribed, requested on psychiatric advance 
directives, and refused on psychiatric advance directives among 123 persons
with severe mental illnessa

Requested Refused on 
Prescribed on psychiatric psychiatric
at baseline advance directive 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

a Medications are listed if they were mentioned in one or more categories by at least five participants.



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 (R2=.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
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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

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.

Acknowledgments and disclosures

This study was funded by grants 5-R01-MH-
063949, T32-MH019117, and K02-MH67864
from the National Institutes of Health and by
the John D. and Catherine T. MacArthur
Foundation.

Dr. Swanson and Dr. Swartz have received re-
search support from Eli Lilly. Dr. Swartz has
also received consulting and educational fees
from AstraZeneca, Bristol-Myers Squibb, Eli
Lilly, and Pfizer. The other authors report no
competing interests.

References

1. Bebbington PE: The content and context of
compliance. International Clinical Psy-
chopharmacology 9(suppl 5):41–50, 1995

2. Perkins DO: Adherence to antipsychotic
medications. Journal of Clinical Psychiatry

60(suppl 21):25–30, 1999

3. Rittmannsberger H, Pachinger T, Keppel-
muller P, et al: Medication adherence
among psychotic patients before admission
to inpatient treatment. Psychiatric Services
55:174–179, 2004

4. Scott J, Pope M: Nonadherence with mood
stabilizers: prevalence and predictors. Jour-
nal of Clinical Psychiatry 63:384–390, 2002

5. Weiden PJ, Kozma C, Grogg A, et al: Par-
tial compliance and risk of rehospitalization
among California Medicaid patients with
schizophrenia. Psychiatric Services 55:886–
891, 2004

6. Rogers A, Day JC, Williams B, et al: The
meaning and management of neuroleptic
medication: a study of patients with a diag-
nosis of schizophrenia. Social Science and
Medicine 47:1313–1323, 1998

7. Bissell P, May CR, Noyce PR: From com-
pliance to concordance: barriers to accom-
plishing a re-framed model of health care
interactions. Social Science and Medicine
58:851–862, 2004

8. Mitchell AJ: Adherence behaviour with
psychotropic medication is a form of self-
medication. Medical Hypotheses 68:12–21,
2007

9. Srebnik D, LaFond J: Advance directives
for mental health services: current perspec-
tives and future directions. Psychiatric Ser-
vices 50:919–925, 1999

10. Swanson JW, Tepper MC, Backlar P, et al:
Psychiatric advance directives: an alternative
to coercive treatment? Psychiatry 63:160–
172, 2000

11. Swartz MS, Stroup TS, McEvoy JP, et al:
What CATIE found: results from the schiz-
ophrenia trial. Psychiatric Services 59:500–
506, 2008

12. Falkai P: Limitations of current therapies:
why do patients switch therapies? Euro-
pean Neuropsychopharmacology 18(suppl
3):S135–S139, 2008

13. Fleck DE, Keck PE Jr, Corey KB, et al:
Factors associated with medication adher-
ence in African American and white pa-
tients with bipolar disorder. Journal of Clin-
ical Psychiatry 66:646–652, 2005

14. Johnson FR, Ozdemir S, Manjunath R, et
al: Factors that affect adherence to bipolar
disorder treatments: a stated-preference
approach. Medical Care 45:545–552, 2007

15. Robinson DG, Woerner MG, Alvir JMJ, et
al: Predictors of medication discontinuation
by patients with first-episode schizophrenia
and schizoaffective disorder. Schizophrenia
Research 57:209–219, 2002

16. Holzinger A, Loffler W, Muller P, et al:
Subjective illness theory and antipsychotic
medication compliance by patients with
schizophrenia. Journal of Nervous and
Mental Disease 190:597–603, 2002

17. Verdoux H, Lengronne J, Liraud F, et al:
Medication adherence in psychosis: predic-
tors and impact on outcome: a 2-year fol-
low-up of first-admitted subjects. Acta Psy-
chiatrica Scandinavica 102:203–210, 2000

18. Coldham EL, Addington J, Addington D:

PSYCHIATRIC SERVICES � ps.psychiatryonline.org � April 2010   Vol. 61   No. 4338844



PSYCHIATRIC SERVICES � ps.psychiatryonline.org � April 2010   Vol. 61   No. 4 338855

Medication adherence of individuals with a
first episode of psychosis. Acta Psychiatrica
Scandinavica 106:286–290, 2002

19. Day JC, Bentall RP, Roberts C, et al: Atti-
tudes toward antipsychotic medication: the
impact of clinical variables and relation-
ships with health professionals. Archives of
General Psychiatry 62:717–724, 2005

20. Kozuki Y, Froelicher ES: Lack of awareness
and nonadherence in schizophrenia. West-
ern Journal of Nursing Research 25:57–74,
2003

21. Tunis SL, Faries DE, Stensland MD, et al:
An examination of factors affecting persist-
ence with initial antipsychotic treatment in
patients with schizophrenia. Current Med-
ical Research and Opinion 23:97–104, 2007

22. Draine J, Solomon P: Explaining attitudes
toward medication compliance among a se-
riously mentally ill population. Journal of
Nervous and Mental Disease 182:50–54,
1994

23. Seo MA, Min SK: Development of a struc-
tural model explaining medication compli-
ance of persons with schizophrenia. Yonsei
Medical Journal 46:331–340, 2005

24. Howgego IM, Yellowlees P, Owen C, et al:
The therapeutic alliance: the key to effec-
tive patient outcome? A descriptive review
of the evidence in community mental
health case management. Australian and
New Zealand Journal of Psychiatry 37:169–
183, 2003

25. Patall EA, Cooper H, Robinson JC: The ef-
fects of choice on intrinsic motivation and
related outcomes: a meta-analysis of re-
search findings. Psychological Bulletin
134:270–300, 2008

26. Williams G, Freedman Z, Deci E: Support-
ing autonomy to motivate patients with dia-
betes for glucose control. Diabetes Care
21:1644–1651, 1998

27. Williams G, Rodin G, Ryan R, et al: Au-
tonomous regulation and long-term med-

ication adherence in adult outpatients.
Health Psychology 17:269–276, 1998

28. Bellg A: Maintenance of health behavior
change in preventive cardiology: internal-
ization and self-regulation of new behav-
iors. Behavior Modification 27:103–131,
2003

29. Scheyett A, Kim M, Swanson J, et al: Psy-
chiatric advance directives: a tool for con-
sumer empowerment and recovery. Psychi-
atric Rehabilitation Journal 31:70–75, 2007

30. Elbogen E, Swanson JW, Swartz MS, et al:
Effectively implementing psychiatric ad-
vance directives to promote self-determi-
nation of treatment among people with
mental illness. Psychology, Public Policy,
and Law 13:273–288, 2007

31. Henderson C, Swanson JW, Szmukler G, et
al: A typology of advance statements in
mental health care. Psychiatric Services
59:63–71, 2008

32. Swanson JW, Swartz MS, Elbogen EB, et
al: Facilitated psychiatric advance direc-
tives: a randomized trial of an intervention
to foster advance treatment planning
among persons with severe mental illness.
American Journal of Psychiatry 163:1943–
1951, 2006

33. Kim M, Van Dorn RA, Scheyett AM, et al:
Understanding the personal and clinical
utility of psychiatric advance directives: a
qualitative perspective. Psychiatry 70:19–
29, 2007

34. Srebnik D, Rutherford LT, Peto T, et al:
The content and clinical utility of psychi-
atric advance directives. Psychiatric Ser-
vices 56:592–598, 2005

35. Hammes BJ, Rooney BL: Death and end-
of-life planning in one midwestern commu-
nity. Archives of Internal Medicine 158:383–
390, 1998

36. Advance Health Care Directives. Pub no
5088.01. Sacramento, Calif, Protection and
Advocacy, 2000

37. Colvin ER, Hammes BJ: “If I only knew”:
a patient education program on advance
directives. ANNA Journal 18:557–560,
1991

38. Elbogen EB, Swartz MS, Van Dorn RA, et
al: Clinical decision making and views
about psychiatric advance directives. Psy-
chiatric Services 57:350–355, 2006

39. Byerly M, Thompson A, Carmody T, et al:
Validity of electronically monitored med-
ication adherence and conventional adher-
ence measures in schizophrenia. Psychi-
atric Services 58:844–847, 2007

40. Velligan DI, Wang M, Diamond P, et al: Re-
lationships among subjective and objective
measures of adherence to oral antipsychot-
ic medications. Psychiatric Services
58:1187–1192, 2007

41. Moerner MG, Mannuzza S, Kane JM: An-
choring the BPRS: an aid to improved reli-
ability. Psychopharmacology Bulletin
24:112–117, 1988

42. Mayfield D, McLeod G, Hall P: The
CAGE questionnaire: validation of a new
alcoholism instrument. American Journal
of Psychiatry 131:1121–1123, 1974

43. Brown RL, Rounds LA: Conjoint screening
questionnaires for alcohol and drug abuse.
Wisconsin Medical Journal 94:135–140,
1995

44. Leucht S, Kane JM, Kissling W, et al: Clin-
ical implications of Brief Psychiatric Rating
Scale scores. British Journal of Psychiatry
187:366–371, 2005

45. Srebnik D, Rutherford L, Peto T: The con-
tent and clinical utility of psychiatric advance
directives. Psychiatric Services 56:592–598,
2005

46. Remington G, Kwon J, Collins A, et al: The
use of electronic monitoring (MEMS) to
evaluate antipsychotic compliance in out-
patients with schizophrenia. Schizophrenia
Research 90:229–237, 2007



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier (FOGRA1)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (DSC Distiller 7 Basic - Non Ad Managment)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


