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In December 1991, the Patient
Self-Determination Act (Om-
nibus Budget Reconciliation Act

of 1990) was implemented. The act
requires federally funded hospitals
and other health care facilities to in-
form patients that they have a right to
complete an advance directive in ac-
cordance with state law and to pro-
vide educational material and the ap-
propriate form (1).

Advance directives should ensure
that patients’ medical health care
preferences guide their future clinical

care and should avoid ethical and le-
gal complications when patients may
not be able to make or communicate
their choices (2). Similarly, psychi-
atric advance directives allow a com-
petent individual to document his or
her psychiatric treatment preferences
and identify a surrogate decision
maker to serve as a proxy during peri-
ods of future compromised decision
making (3). A psychiatric advance di-
rective is described as empowering
patients to assert control in treatment
decisions; decreasing perceived coer-

cion; increasing treatment collabora-
tion, motivation, and adherence; en-
hancing communications about treat-
ment preferences; facilitating appro-
priate and timely treatment; and
avoiding conflicts over treatment and
medication issues (4–7).

Despite these reported benefits,
several surveys of mental health
providers reveal a reluctance to em-
brace psychiatric advance directives
because of perceptions that such di-
rectives may disallow appropriate
treatment interventions or hospital-
ization (8–10). On the other hand, nu-
merous studies document the interest
in and willingness to complete psychi-
atric advance directives by persons
with serious mental illness (3,11–13).

In previous reports, we used med-
ical illness scenarios to describe the
Health Care Preferences Question-
naire (HCPQ) (14,15) and its utility in
eliciting end-of-life care preferences
for persons with serious mental illness
(16). The purpose of this survey-based
study was to evaluate the utility of us-
ing the HCPQ psychiatric scenario to
inform psychiatric advance directives
for persons with serious mental illness.
Specific questions include the follow-
ing: Are hypothetical scenarios about
health status a feasible approach for
eliciting psychiatric treatment prefer-
ences? What are the views of persons
with serious mental illness regarding
involuntary psychiatric care? What
characteristics are associated with con-
sumer treatment preferences?

Methods
Participants in this study were clients
of the Massachusetts Department of
Mental Health receiving services
from one of five contracted commu-
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Objectives: The study addressed whether a hypothetical psychiatric sce-
nario is a feasible approach for eliciting psychiatric treatment prefer-
ences and identified consumer preferences regarding involuntary care.
Methods: Community-residing adults with serious mental illness (N=150)
voluntarily completed the Health Care Preferences Questionnaire to de-
termine treatment preferences in response to the use of psychiatric med-
ications, seclusion and restraint, and electroconvulsive therapy (ECT). A
vignette was used to determine preferences first with respect to an imag-
inary patient and then with respect to the respondent. Results: Few par-
ticipants were distressed by the psychiatric scenario (7%). In regard to
their own care, in an emergency most participants supported the use of in-
voluntary treatments (medications, 70%; medication injection, 76%; and
seclusion and restraint, 73%), with the exception of ECT (quick treatment,
32%; if life is in danger, 60%). Participants were less likely to support
treatments for themselves than for an imaginary patient. The majority
(65%) identified specific medication preferences. Conclusions: Scenarios
about the state of medical and psychiatric health are a feasible method of
identifying treatment preferences. They are well tolerated and may serve
as a model for assisting persons with serious mental illness in considering
difficult treatment decisions. (Psychiatric Services 58:1467–1471, 2007)
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nity mental health agencies. Partici-
pant recruitment began in November
2000 and ended in July 2001. The
first 150 eligible volunteers were in-
cluded in this study. All participants
met state criteria for a serious and
persistent mental illness. Participants
were 18 years of age or older, able to
communicate in English, and provid-
ed written informed consent. Two in-
stitutional review boards approved
the study protocol and the informed
consent document. Written informed
consent was obtained from partici-
pants after they received a complete
description of the study. A previous
publication provides a detailed de-
scription of the sample and data col-
lection methods (15).

The HCPQ is divided into five
parts and evaluates participants’ atti-
tudes and preferences for treatment-
specific choices and assesses basic
health care values. HCPQ topic areas
include health status, assessed with
the 12-item Short Form Physical and
Mental Health Summary Scales (SF-
12) (17,18); advance care planning;
treatment preferences concerning
scenarios about medical and psychi-
atric state; beliefs, values, and con-
cerns about the end of life; and inter-
view feedback and follow-up, includ-
ing questions regarding comfort and
stress associated with the interview
and talking about the end of life
(15,16). Participants’ health care val-
ues and beliefs were obtained by
agency clinicians who were trained to
administer the HCPQ.

The HCPQ was supplemented by
an addendum where clinicians sub-
jectively evaluated participants’ un-
derstanding of the questions, obvious
comfort or distress during the inter-
view, apparent cognitive impairment
or mental status abnormalities (each
rated on a 5-point scale), and expres-
sions of a negative reaction to any
question.

The hypothetical psychiatric health
state scenario describes the progres-
sive deterioration of a psychiatrically
ill person and asks about providing
medications, emergency interven-
tions (restraint or seclusion), and
electroconvulsive therapy (ECT).
Clinician interviewers first read the
scenario with an imaginary patient as
the subject and then asked the partic-

ipant to select the most appropriate
treatment choice for this person. Par-
ticipants were then asked to choose
among the same treatment options
for himself or herself. Where applica-
ble, scenarios included elements per-
taining to judicial review, in accor-
dance with Massachusetts legal re-
quirements. Results from the hypo-
thetical medical health state scenarios
are described in previous work (16).

Psychiatric treatment preferences
were examined through cross-tabula-
tion analyses. Correlations were iden-
tified between treatment preferences
and having a proxy decision maker;
medication noncompliance; age; phys-
ical and mental well-being; psychi-
atric diagnosis; cognitive impairment;
understanding of questions; and com-
fort, stress, and negative reactions to
the interview.

Results
Description of participants
As previously reported (15), 67 partici-
pants (45%) were female, the mean±
SD age of the sample was 42.0±10.4
years, and 137 participants (91%) were
Caucasian. Participants were predomi-
nantly educated through high school or
beyond (N=116, or 77%), and most
had never married (N=129, or 86%).
Seventeen participants (11%) had a
guardianship of person.

Ninety-nine participants (66%) had
a primary psychiatric diagnosis of
schizophrenia or other psychosis, 42
(28%) had a diagnosis of a mood dis-
order, and nine (6%) had a diagnosis
of personality disorder or posttrau-
matic stress disorder. Participants had
demographic, clinical, and functional
characteristics similar to a larger sam-
ple of Massachusetts Department of
Mental Health consumers, as as-
sessed by the Current Evaluation of
Risk and Functioning (15,19). Partic-
ipants’ mental and physical health
functioning was similar to that in
samples from other studies of persons
with serious mental illness, as meas-
ured by the SF-12 (15,18).

The psychiatric vignette
The psychiatric scenario has four
stages where questions are asked of
participants. The first stage evaluates
preferences for providing medication
against one’s will. The vignette reads

as follows: “Imagine that a person with
a serious mental illness becomes
frightened of others, upset, and con-
fused. Over a few weeks things get
worse and the person is placed in a
hospital. He believes that other peo-
ple want to hurt him and that the food
is poisoned. He refuses to take any
medications. At this point, he is so sick
that he is unable to make good deci-
sions. If medications will help this
person to get better, is it OK to give
them to him against his will? If this
were you, would you want medication
to be given to you against your will? If
you had a person who was your health
care proxy, would you want your proxy
to approve medication for you, even if
you were refusing it?”

As shown in Table 1, a total of 112
participants (79%) believed that med-
ication should be given to the imagi-
nary other person; however, only 99
participants (70%) would want to re-
ceive the medication against their own
will. There were significant correla-
tions between approval for providing
the medication and greater under-
standing of the interview (r=–.188,
p<.05), adherence to medications
(r=–.180, p<.05), and older age (r=
–.200, p<.05). Finally, having a proxy
was positively correlated with believ-
ing that the proxy should approve the
medication (r=.228, p<.01).

The second stage of the scenario
describes increased aggression and
the need for emergency interven-
tions. The vignette continues as fol-
lows: “Let’s say this person assaulted a
hospital employee because he is
afraid the employee wants to hurt
him, even though that employee was
trying to help. In this situation,
should the physicians use an emer-
gency intervention, such as putting
the person in a locked quiet room or
limiting his movements by tying him
down to a bed with restraints?”

Participants had similar responses
for self and other in the use of emer-
gency interventions. Most believed
that emergency interventions were ap-
propriate measures in this situation for
the imaginary other person (72%) or
for themselves (73%). Among the 101
participants who said that emergency
interventions should be administered,
seclusion in a locked quiet room was
preferred over physical restraints

PSYCHIATRIC SERVICES ♦ ps.psychiatryonline.org ♦ November 2007   Vol. 58   No. 1111446688

van.qxd  10/18/2007  1:31 PM  Page 1468



(N=81, or 80%, versus N=20, or 20%).
Affirmative responses to the use of re-
straint or seclusion were correlated
with greater comfort with the interview
(r=.244, p<.01) and having picked a
health care proxy (r=.191, p<.05).

The third stage of the scenario asks
about involuntary medications that
the patient has been refusing to take
and that could improve his or her
thinking. “Now he is so confused and
fearful that he is attacking others. In
this situation, should the physician or-
der an injection of medication that
would calm the person and that might
help to treat his mental illness?”

Most participants would want the
physician to provide an injection of
medication under these circum-
stances. However, participants were
more likely to want the physician to
give the injection to the imaginary
person than to themselves (88% ver-
sus 76%). Here, 94 of 145 partici-
pants (65%) had specific medications
that they would never want to re-
ceive. The medications that were

most commonly cited included
haloperidol (indicated by 32 partici-
pants) and thorazine (mentioned by
24 participants).

Younger age (r=.181, p<.05) and
nonadherence to medication routines
(r=.191, p<.05) were associated with
refusing specific medications. A total
of 118 participants (81%) also had
preferences regarding which medica-
tions were the most appropriate.
Having lower mental well-being, ac-
cording to the mental component of
the SF-12 (r=.222, p<.01), or a mood
disorder (r=–.197, p<.05) instead of a
thought disorder was associated with
preferences about the best medica-
tion to treat one’s mental illness. Fi-
nally, adherence to medication was
positively correlated with choosing
that the health care proxy would in-
form the physician or judge about
particular medication preferences
(r=–.167, p<.05).

The final stage of the scenario ad-
dresses the provision of electrocon-
vulsive therapy against the patient’s

wishes. “Now let’s imagine that this
person’s mental illness symptoms
might be quickly and effectively treat-
ed with ECT (electroconvulsive ther-
apy, or ‘electric shock therapy’) treat-
ments. In this situation, he is refusing
ECT. If a judge says that the person is
not able to decide for himself at this
time because of his illness, is it OK to
give these treatments?”

The scenario goes on to ask, “If this
patient’s situation worsened so that
his life was in danger due to his men-
tal illness (for example, he is in dan-
ger of dying from starvation or self-in-
jury) and other treatments were not
helping, do you think electric shock
treatments should be ordered, even if
he were refusing them at the time?”

Most participants were unwilling to
receive ECT as a potential quick and
effective treatment (other, 40%; self,
32%). They were more likely to agree
to ECT when life was in danger be-
cause of psychiatric symptoms (other,
57%; self, 60%). Worse physical well-
being was associated with believing
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Preferences for psychiatric treatment in the case of compromised decision making for an imaginary other patient and for
the respondent (self), among persons with serious mental illness

Response in relation to the other patient

Self, yes Self, no Other, totala

Scenario N % N % N % χ2b p

Medication 79.4 <.001
Other, yes 98 69 14 10 112 79
Other, no 1 1 29 20 30 21
Self, totalc 99 70 43 30 142 100

Emergency intervention 
(restraint or seclusion) 60.3 <.001

Other, yes 91 66 9 6 100 72
Other, no 10 7 29 21 39 28
Self, totalc 101 73 38 27 139 100

Medication injection 52.2 <.001
Other, yes 107 75 18 13 125 88
Other, no 1 1 16 11 17 12
Self, totalc 108 76 34 24 142 100

Electroconvulsive therapy
Treatment 77.4 <.001

Other, yes 41 30 14 10 55 40
Other, no 3 2 81 58 84 60
Self, totalc 44 32 95 68 139 100

Life is in danger 76.0 <.001
Other, yes 73 52 7 5 80 57
Other, no 11 8 49 35 60 43
Self, totalc 84 60 56 40 140 100

a Represents responses in relation to the imaginary patient
b df=1. The analysis compared the percentages of self and other responses.
c Represents responses in relation to the self (that is, the patient completing the Health Care Preferences Questionnaire)
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that the judge should decide to pro-
vide the participant with ECT (r=
.180, p<.05). In addition, more med-
ical problems were associated with
believing that ECT should be or-
dered in a life-threatening situation
(r=–.202, p<.05).

Distress
As previously reported (16), 29 par-
ticipants (22%) experienced some
level of distress or negative reaction
associated with the HCPQ interview
(subjectively rated by the clinician in-
terviewer). Among these participants,
eight were distressed by the psychi-
atric vignettes in particular and two
were distressed by the entire inter-
view (7% total). A total of six partici-
pants terminated the interview pre-
maturely because of negative reac-
tions, and two of these terminated af-
ter they had completed the psychi-
atric vignette portion (4% total). Neg-
ative reactions to the HCPQ inter-
view were associated with the belief
that a physician should not order a
medication injection for the partici-
pant (r=–.212, p<.05).

Understanding
Clinician interviewers indicated that
most participants understood HCPQ
questions (extremely well or very
much, N=90, or 68%; somewhat,
N=34, or 26%; not at all or not very
much, N=9, or 7%). Greater under-
standing was associated with affirma-
tive responses regarding the receipt of
medications via injection (r=–.259,
p<.01) and a wish to have the health
care proxy tell a judge (r=–.214, p<.05)
or physician about ECT preferences
(r=–.236, p<.01). In contrast, the in-
terviewer’s subjective perception of
the participant’ impaired decision
making (N=17, or 13%) was correlated
with negative responses to providing
medications against one’s will (r=.200,
p<.05) or having the proxy recom-
mend medications against one’s will
(r=.202, p<.05), receiving medications
by injection (r=.265, p<.01), and want-
ing the proxy to tell the physician
about one’s wishes regarding ECT
(r=.191, p<.05).

Discussion
The findings from this study suggest
that consumers are able to identify

their preferences for psychiatric ad-
vance directives by responding to hy-
pothetical psychiatric scenarios. Only a
small number of participants experi-
enced significant distress during the
administration of the HCPQ, and most
participants had a good understanding
of the questions and concepts. Partici-
pants provided similar, though some-
what lower, approval of involuntary
psychiatric treatments for themselves
compared with an imaginary patient.
Of note, involuntary treatments, such
as the provision of medications, med-
ication injection, and seclusion or re-
straint, were supported by over two-
thirds of participants. In contrast, use
of ECT as a “quick and effective treat-
ment” was supported by less than one-
third of participants.

These findings supplement our
previous work, which found that the
HCPQ provides a feasible, accept-
able, and useful standardized ap-
proach to medical advance care plan-
ning for persons with serious mental
illness (15). Similar to our previous
analyses that conclude that persons
with serious mental illness were able
to designate treatment preferences in
response to end-of-life health scenar-
ios (16), this study shows that the
same is true for psychiatric health
scenarios.

Mental health providers, family
members, and consumers support the
use of psychiatric advance directives
as an important means of strengthen-
ing communication, avoiding unwant-
ed treatment, obtaining needed treat-
ment, and empowering consumers
(7,13). One-half to two-thirds of per-
sons with serious mental illness con-
sistently express interest in complet-
ing psychiatric advance directives
(7,13), and one recent study found
that 61% completed psychiatric ad-
vance directives when this process
was facilitated through a structured
session with a manual (20).

A significant barrier that limits the
use of advance directives among indi-
viduals with serious mental illness is
difficulty obtaining appropriate sup-
ports to complete a psychiatric ad-
vance directive (7). One recent study
found that 44% of consumers needed
nontechnical support to complete
psychiatric advance directives (termi-
nology paraphrasing, discussions of

the purpose, when they can be acti-
vated, role of surrogate decision mak-
ers) and 35% wanted help from a case
manager (4). In contrast to software-
produced advance directives, the
HCPQ is a semistructured interview
that provides support to consumers
while it is being completed and allows
for alliance building between the cli-
nician and the consumer.

Clinicians can use the HCPQ “imag-
inary person” methodology to support
consumers in designating advance di-
rectives. The initial presentation of
health state scenarios through the
“imaginary person” point of view al-
lows the consumer to think of the situ-
ation in the third person, as a story, and
ask questions about it. This process fa-
cilitates active discussion of treatment
preferences while ensuring that indi-
viduals have the opportunity to re-
quest clarification and enhance their
understanding of treatment choices. It
can reduce consumer anxiety, improve
understanding, and set the stage for
thoughtful responses. This process
also can increase clinician sensitivity to
proposed treatments and their impact
on a consumer. Once completed, doc-
umented preferences can guide health
care providers, proxies, and court-ap-
pointed guardians in choosing treat-
ments when the consumer may be un-
able to either make or communicate
his or her choices.

Our findings regarding treatment
preferences are similar to recent re-
ports suggesting that consumers pre-
fer methods for deescalating crises
over restraint and ECT (3). Most par-
ticipants supported the use of invol-
untary treatments in an emergency
situation (medications, 70%; medica-
tion injection, 76%; seclusion and re-
straint, 73%). Participants were least
likely to support the use of ECT
(32%), which aligns with findings by
Srebnik and colleagues (3) and Back-
lar and colleagues (21), who found
that 72% and 57% of consumers, re-
spectively, refused ECT. Of note, par-
ticipants in our study were more like-
ly to support the use of ECT when
their life was in danger (60%).

As noted in other studies, several
characteristics were associated with
psychiatric treatment preferences. The
provision of medications was associat-
ed with greater understanding, compli-
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ance with medications, and age. Sixty-
five percent of participants identified
one or more medications that they did
not want to receive. This is slightly low-
er than the 71% that has been reported
elsewhere in the literature (20). Prefer-
ences about specific medications that
one would never want to receive were
associated with younger age and med-
ication nonadherence.

There are several limitations that
should be considered in the interpre-
tation of this data. As mentioned in
previous studies using this data set
(15), the study sample was drawn from
one urban and suburban area, was not
culturally or racially diverse, and used
a purposive sampling method of self-
selected participants. In addition, al-
though the study sample consisted of
individuals receiving mental health
treatment services, the extent of par-
ticipants’ experience or knowledge
with each health issue or procedure is
unknown. Health care preferences
may be shaped by poorly formed un-
derstanding of treatment procedures;
however, this concern is broadly appli-
cable to general health care decision
making, as well as for health care prox-
ies who speak on behalf of others. Fur-
thermore, stigma and misperception
may influence decisions about some
psychiatric treatment choices. For ex-
ample, the low acceptance of ECT,
which aligns with findings from other
studies of persons with serious mental
illness (3,21), may indicate that per-
sons receiving mental health treat-
ment experience the same distrust and
misperception of ECT that is held by
the general population (22,23).

Future studies may wish to examine
the utility of the HCPQ among mem-
bers of ethnic minority groups, other
cultures, or individuals in rural set-
tings. Future studies also may wish to
examine the utility of the HCPQ in en-
hancing the therapeutic alliance be-
tween consumers and clinicians and in
ensuring that consumers receive pre-
ferred interventions during periods of
compromised decision making.

Conclusions
In summary, our study illustrates that
persons with serious mental illness
may benefit from the use of a semi-
structured interview technique for
eliciting preferences to be included in

a psychiatric advance directive. The
use of a hypothetical psychiatric sce-
nario was intended to prepare persons
with serious mental illness to identify
treatment preferences in a nonintimi-
dating manner. This approach was as-
sociated with minimal distress, high
rates of understanding, and the elici-
tation of treatment preferences that
are similar to those reported by oth-
ers. This study complements existing
data (15,16) and supports the use of
the HCPQ as a means for eliciting
medical and psychiatric treatment
preferences for advance directives.
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