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Summary

Self-binding directives (SBDs) are an ethically controversial type of advance decision making
involving advance requests for involuntary treatment. This study systematically reviewed
the academic literature on psychiatric SBDs to elucidate reasons for and against the use of
SBDs in psychiatric practice. Full texts were thematically analysed within the international,
interdisciplinary authorship team to produce a hierarchy of reasons. We found 50 eligible
articles. Reasons for SBD use were: promoting service user autonomy, promoting well-being
and reducing harm, improving relationships, justifying coercion, stakeholder support and
reducing coercion. Reasons against were: diminishing autonomy, unmanageable
implementation issues, issues with assessing mental capacity, challenging personal identity,
legislative issues, and causing harm. A secondary finding was a clarified concept of a
capacity-sensitive SBD. Future pilot implementation projects are required which
operationalise the clarified definition of capacity-sensitive self-binding with safeguards
around informed consent, capacity assessment, support for drafting and independent

review. (145 words)
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Panel: Research in context

Evidence before this study

This is the first systematic review and synthesis of ethical reasons for and against mental
health self-binding directives (SBDs). SBDs are a type of advance decision making document
which includes a clause that mental health service users can use to provide advance request
for involuntary hospital admission and treatment in a future mental health crisis. Other
systematic reviews have been undertaken evaluating empirical evidence for the use of
general mental health advance decision making (ADM) - e.g. psychiatric advance directives,
joint crisis plans. The primary outcome of interest for these reviews has been the

guantitative impact on reducing hospital admission.

Added value of this study

This study reviews ethical reasons for and against self-binding as the most controversial
form of ADM and one where service users request admission. SBDs must be considered by
policy makers as it is clear that at least a sub-group of service users highly endorse it and it
has been discussed in clinical ethics literature since the early 1980s. This study provides
comprehensive analysis to enable policy makers and practitioners to come to more

informed, higher quality decisions around implementation.

Implications of all the available evidence

SBDs are considered by most authors as an important tool in supporting service user
autonomy. However, there are significant ethical concerns that they could in fact diminish
autonomy and increase coercion. These ethical concerns could be addressed by attention to
implementation; in particular using a capacity-sensitive model of SBDs and resourcing

appropriate safeguards around drafting the document and application in crisis.
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Introduction

Over the last two decades, international interest in mental health advance decision-making
(ADM) has expanded because of evidence that it can increase service user autonomy (1),
support human rights (2), increase therapeutic alliance (3) and reduce involuntary
admissions (4, 5). Increasing numbers of jurisdictions have introduced statutory support for
mental health ADM (6, 7). Government in England and Wales has committed to introducing
statutory ADM in the form of Advance Choice Documents and is currently considering this

issue (8).

Self-binding directives (SBDs) are a type of advance decision-making document which
includes a clause enabling mental health service users to give advance request for

involuntary psychiatric hospital admission and treatment.

Self-binding is the most controversial form of ADM because it involves actively overriding a
person’s present expressed wishes around treatment refusal. Counter to common intuition
and the primary outcome of randomised controlled trials on ADM documents (9-11), the
purpose of SBDs is to request admission rather than to avoid it. SBDs must be considered by
law and policy makers as there is emerging evidence that this form of ADM is supported by
service users and clinicians (12-14). The Netherlands already offers legislative support for
SBDs (15, 16) and provisions for ADM in several US states include elements of self-binding,
notably the opportunity to use an advance statement to consent to mental health
treatment in advance and the irrevocability of advance statements when service users lack

mental capacity (17-23)

A body of mostly conceptual literature on SBDs has accumulated which explores ethical
issues surrounding SBDs. However, this literature has yet to be systematically reviewed to

lay the foundation for empirical research and support policy makers and practitioners.

Therefore, this study aims to:
1. Systematically review the reasons that have been given for and against the use of
SBDs in the management of individuals with serious mental illness (SMI)

2. Identify implications for policy, psychiatric practice and research
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Methods

Search strategy and selection criteria

We carried out a PRISMA (24) concordant systematic review of reasons according to Strech
and Sofaer (25). This is a method of systematically reviewing argument-based literature with
the aim of improving the quality of ethical decisions in the domains of policy, practice and

research (25).

Eligibility criteria
We included a paper if:
1. The paper discussed the care of people with any form of severe mental illness,
and
2. The paper reported on SBDs, and
3. The SBD discussed in the paper was targeted towards mental health crisis
management, and
4. The main focus of the paper was on ethical reasons for or against the use of SBDs
in psychiatric care, and

5. The paper was peer reviewed

We excluded a paper if:
1. The paper was not available in English, or

2. The paper was not from an academic source

Information sources

Experts in psychiatry (GO), law (Alex Ruck Keene) and philosophy (MS, TG) were consulted
about specialist databases. The following databases were searched from inception to
22/03/2022: SCOPUS, CINAHL, Cochrane, EMBASE, Medline, PsychINFO, PubMed, Web of
Science, Heinonline. Further experts in psychiatry, law, philosophy and service user research
were contacted to identify additional literature. The snowball method was used to detect
any other papers.

Search strategy
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The search strategy used variants of the terms ‘advance directive’ and ‘mental illness’ found
in key texts and excluded terms such as ‘dementia’ and ‘end of life care’. Searches were
tailored according to the capabilities of each database. Where possible, subheadings were
used and combined with basic search terms to ensure all terms in the search grid were
covered. Databases were searched across all available dates and all publication types. The
searches were cross checked for reproducibility amongst the team. The full electronic

search for Pub Med is included in supplementary material.

Study selection

Papers resulting from the electronic search were compiled into a central EndNote database
and duplicates removed. Titles and abstracts were independently searched for relevance by
two team members (AG and LS). Disagreements were discussed until consensus was
reached. The full texts were screened using the same process and disagreements were

discussed with a third team member (MS).

Data analysis

Included papers were imported into coding software (MAXQDA and NViVO) and thematic
analysis (adapted from Braun and Clark 2006 and Strech et al (2012)) was used to synthesise
key reasons. After reading all articles, an initial coding framework was devised (AG and MS).
One member of the research team (AG) coded a sample of 10% of included papers, and the
coding for this sample was cross checked by another researcher (LS) for coding consistency.
All other articles were analysed by either AG, LS or MS. Coding disagreements were
discussed amongst members of the research team (AG, MS, LS, TG) until consensus was
reached. All reasons for or against SBDs mentioned in included full texts were coded,
independently of whether these reasons were original or whether they were endorsed by
the authors of the article. This was to give a sense of the relative weight of concern within
the academic community about particular reasons. An inductive approach was used to
refine and expand the initial coding framework and themes through an iterative process
until all articles were analysed. The final themes were presented to the entire research team

and refined until consensus was achieved.

Role of funding source
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The funder of the study had no role in study design, data collection, data analysis, data

interpretation, or writing of the report.

Results

A total of 3426 articles were identified through the systematic search. Four articles were
identified through expert consultation and four via snowball search. Of the total
identified papers, 50 met inclusion criteria. There were 2 papers which met inclusion
criteria but were not coded in the summary table of reasons as their content focussed on

specific models of SBDs (26)

The search is summarised in figure 1.

[insert figure 1 about here]

The included studies are summarised in table 1 (Appendix). Of the included papers, 11 (22%)
are from an authorship team with a legal background, 6 (12%) philosophical, 14 (27%)
ethical, 2 (4%) psychological, 1 (2%) anthropological, 9 (18%) psychiatric and 7 (14%)
interdisciplinary. The earliest article was written in 1981. 7 articles were written in the
1980’s, 11 in the 1990's, 14 in the 2000’s, 12 in the 2010’s and 7 in the 2020’s. The majority
of the included papers are conceptual or normative, with 1 case study and only 7 of 50

(14%) papers including empirical evidence for their conclusions.

A secondary finding of this review deserving early mentioning for conceptual reasons is
variability in the definition of SBDs. An overview of these definitions can be found in table 1
(Appendix). Definitions included at least one but mostly more of the following elements:
SBDs: (a) are a type of advance decision making document, which (b) provide advance
request for treatment in a future mental health crisis, (c) instruct clinicians to override
treatment refusals and arrange involuntary treatment in a future mental health crisis, and
(d) cannot be revoked in the situation for which they are written. There is considerable
variation in the literature on whether SBDs are understood as including only advance

request for treatment, or also advance refusals of treatment; and on whether SDBs are
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understood as applying only when service users lack mental capacity, or also when they

have mental capacity.
The primary findings of this review were synthesised and reasons were organised into
categories for and against SBDs. Six broad reason themes emerged for SBDs and six

against. These are discussed below and outlined in table 2 and 3.

[insert table 2 and 3 about here]
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Reasons for SBDs

Most papers (38/50, 76%) argued for SBDs because they promote service user autonomy.
There were several strands of thought on how this occurs. These included investing in the
person to empower them, improve their sense of self with a more holistic life narrative,
allow them to describe the thresholds of capacity for independent decision making and
enhance the role of others in their care. SBDs were thought to enhance autonomy by
promoting the decisions made by the authentic (i.e. well) self and as a tool which
operationalised precedent autonomy (i.e. giving priority of capacitous past over
incapacitous present wishes). One author argued that the irrevocability of SBDs was
important to enhance autonomy because it protected against ‘weakness of will’ when
unwell. Several authors argued that SBDs are such a powerful tool in promoting autonomy

that opposition to their use is counter to ethical principles.

The second most common reason (24/50, 48%) was that SBDs can promote service users’
well-being and reduce harms. Personal well-being could be enhanced through the
therapeutic drafting process and improved, personalised crisis care. Societal benefit could
be found by reducing length and therefore costs of admission. SBDs could reduce harms,
including self-defined harms, through initiation of early involuntary treatment, preventing

episode escalation and containing risky behaviours.

There were 15 references to improving relationships through using SBDs. This included
relationships between service users, health professionals and family members by

increasing therapeutic alliance and improving communication during drafting and crisis.

Fourteen papers discussed the potential of SBDs in justifying coercion i.e. to make
psychiatric involuntary treatment less ethically problematic. These arguments rested upon
SBDs as a tool to avoid particular forms of paternalism. Eight papers discussed SBDs as a tool
that enables ‘self-paternalism’, arguing that self-paternalism is ethically acceptable because
paternalistic intervention is guided by the person themselves. Three papers argued that
applying SBDs involves morally permissible ‘soft’ paternalism (i.e. overriding non-capacitous

choices in the person’s best interests) rather than morally impermissible ‘hard’ paternalism
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(i.e. overriding capacitous choices in the person’s best interests). Three papers draw on

arguments around precedent autonomy to conclude that SBDs justify the use of coercion.

Six papers referenced stakeholder support for SBDs as a reason to use them. The empirical

literature that surveyed stakeholders confirmed service user endorsement of SBDs.

Five papers claimed that SBDs should be used because they can reduce coercion on three
fronts. Firstly through the use of early intervention to prevent actual formal coercion,
secondly through reducing the intensity of perceived coercion through greater service user
involvement in care, thirdly through early, personalised treatment reducing the length of

involuntary admissions.

Reasons against SBDs

The most commonly cited concern (26/50 52%) was that although SBDs might be intended
as a tool to increase service user autonomy, they would ultimately diminish autonomy.
Referring to Mill’s ‘slavery exception’ (i.e. slavery contacts are void), authors argued that
SBDs are void and non-enforceable because in the SBD service users would forfeit the very
liberty that underlies the validity of the document. Service users may also be more
vulnerable to experiencing unnecessary involuntary treatment when in crisis due to poor
judgement about applying their SBD, or they may commit to treatment based on their

experience of internalised stigma.

Other autonomy related concerns revolved around reliance on expired consent to apply
SBDs, the need to allow for treatment refusals as well as requests, reliance on
hypothesised rather than actual risks which may be inaccurately predicted, the increased
likelihood of rapid escalation in physical coercion needed to enforce an SBD and the

increased power SBDs offer psychiatrists to detain people earlier.

The second most prominent concern was unmanageable implementation issues (21/50,

42%). Overarching issues were the limited availability of resources to implement SBDs in a

10
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way that minimises harms, the risk of clinical liability if there are adverse events and the lack

of justification for implementation given lack of empirical evidence for effectiveness.

Other implementation concerns can be divided into three categories: issues with drafting,
accessing, and applying SBDs. Concerns about drafting SBDs included challenges around
raising service user awareness and the risk of undue influence and unmanageable distress
during drafting. If SBDs are drafted, there is the challenge of providing infrastructure to
ensure accessibility in a crisis. Concerns around applying SBDs included lessons from the
Dutch experience that complex procedures and long time frames for obtaining legal
authorisation for applying an SBD make them redundant in a crisis. Clinician-centric
application concerns were around the difficulties of correctly predicting and planning for
future mental health crises plus the issue that the document may limit the reach of their
clinical judgement. User-centric concerns were that the person may be unable to
communicate a legitimate change of mind during a crisis, the document would expire,
trusted staff may not be available when needed during a crisis and there may be poor

communication between services.

There were 18/50 papers that discussed issues with assessing mental capacity both at
the point of drafting and applying an SBD. Critics argued the construct of mental capacity
is problematic and its assessment is unreliable. Accordingly, SBDs may be made by a
service user when they do not have the capacity to write an SBD and hence fail to reflect
their authentic wishes. In addition, there is the concern that if mental capacity is wrongly
judged at the time of SBD application, the service user may be wrongfully detained when
they have mental capacity. Interestingly a survey of service users found most
respondents did recognise the concept of mental capacity but held differing views of the
impact of illness on thinking. The majority (411/565 89%) both endorsed SBDs and
thought thinking is distorted when unwell. A minority (38/565) believed they retained

capacity when unwell and most of this group (26/38) did not endorse SBDs (13).

There were also 18/50 papers discussing concerns around SBDs challenging personal

identity as they rely on problematic conceptual assumptions around continuity of personal

11
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identity. There were 15 references to the challenge of identifying one ‘self’ as having
authority over another ‘self’. These arguments draw on the philosophical tradition of
guestioning the possibility of a personal identity persisting over time when there is limited
psychological continuity between the past and present self. Three authors drew attention
to the difficulty in determining whether past or present wishes represent the person’s

most ‘authentic’ preferences.

There were 17/50 papers which raised concerns that legislative issues around SBDs would
be too complex. This is largely supported by authors writing about the situation in the US
and the Netherlands; jurisdictions which have the most experience with drafting ADM
legislation including elements of self-binding. The major concern is about the complexity of
the legislation that would be required to implement SBDs while retaining the right balance
of personal autonomy versus coercion. In the USA, key concerns are also around the risk of
liability for those involved in supporting the service user to draft and use an SBD. Three US

authors raised the issue that legislation for SBDs may conflict with constitutional principles.

Three papers expressed concerns about SBDs causing harm. One of the oldest papers on
SBDs raised a concern about the inherent stigma of having an SBD. Interestingly, one harm
expressed by service users was that implementing an SBD might prevent someone from
experiencing the benefits of mania. Stakeholders questioned in a focus group study raised
concerns about the risk that if a document is not taken seriously in a crisis, the service user

is likely to disengage in future.

Discussion

This is the first systematic review of reasons for and against SBDs. It has identified a
developing international and interdisciplinary evidence base that is largely conceptual.
Over the last 5 years, however, some important empirical work has been completed which
includes service user and other stakeholder perspectives (1, 13, 27-29). The results
indicate the most commonly cited ethical reason in favour of using SBDs is the promotion

of service user autonomy, while the most common objection is the converse —that SBDs

12
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will diminish service user autonomy. Other reasons for using SBDs, in order of prominence
in the literature, are: promoting well-being/reducing harm, improving relationships,
justifying coercion, stakeholder support and reducing coercion. Other concerns are:
unmanageable implementation issues, issues with assessing mental capacity, challenging

personal identity, legislative issues, and causing harm.

Our analysis of the data showed variation in the definition of SBDs (see Table 1 Appendix).
Many definitions do not specify whether the treatment requests in the SBD override only
treatment non-capacitous refusals or also capacitous refusals. The former type can be called
‘capacity-sensitive SBDs’, the latter type ‘capacity-insensitive’ SBDs (30). It is not always
clear to which of these types of SBDs included papers refer, even if the overview of SBD
definitions (Table 1 Appendix) provides some orientation. This should be considered when
interpreting the findings because some reasons for SBDs seem to apply only to capacity-
sensitive SBDs (e.g. facilitating self-defined indicators of loss of capacity and SBDs as soft-
paternalistic instruments), whereas some reasons against SBDs seem to apply only to
capacity-insensitive SBDs (e.g. concerns relying on the analogy with Mill’s slavery exception,
including concerns about paternalism and the priority of past over present wishes).
Implementing capacity-sensitive SBDs within a broader capacity framework (7, 31) can thus

address, or at least mitigate, some of the fundamental concerns about SBDs.

A finding that requires explanation is that “promoting service user autonomy” is the most
frequently given reason for the use of SBDs, while “diminishing service user autonomy” is
the most frequently given reason against their use. These findings need not be
contradictory. One possible explanation is that multiple concepts of autonomy are
presupposed in the debate around SBDs. According to one prominent conception,
autonomy involves acting according to one’s own highest-order desires (32), evaluative
judgments (33) or long-term plans (34). According to a more everyday conception, it
involves what philosophers after Berlin call “negative liberty”(35), namely, having the ability
to do what one wants at a given point of time. If a person’s current treatment refusal is
overridden based on her SBD, this diminishes her autonomy in the latter sense, while at the
same time promoting her autonomy in the former sense (7). Accordingly, a crucial question
for those considering drafting an SBD is which type of autonomy they find more important.

13
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While most of the included articles employed exclusively conceptual methods, some papers
included empirical data on stakeholders’ attitudes towards SBDs (12, 13, 28, 36-39). The
papers on stakeholders’ attitudes tended to focus less on fundamental concerns about SBDs
(e.g., those repeating to personal identity and paternalism) and more on personal benefits
and practical challenges. Although the empirical data on stakeholders’ attitudes to SBD is
still too limited to draw solid conclusions, it does suggest that reasons against SBDs may be
raised less often by stakeholders with familiarity of SMI. Papers written in the Netherlands,
a jurisdiction where SBDs were legally binding at the time of publication (15, 40), tended to
focus more on policy and implementation issues, in particular on validity criteria for SBDs

and the process for obtaining legal authorisation of involuntary treatment based on an SBD.

The implementation of general mental health ADM documents is notoriously difficult.
Surveys in several jurisdictions have identified high endorsement but low uptake (27, 41)
and barriers to implementation have been identified at systemic, health professional and
service user levels (42). Given the controversial nature of SBDs, it is unsurprising that
implementation has been identified as a significant hurdle. Future research should involve
piloting and evaluating SBDs with service users and health professionals and include
capturing stakeholder attitudes. Using the findings from this systematic review, it is possible
to clearly identify the challenges that researchers and policy makers seeking to implement
SBDs may face. These are outlined below along with suggested ways to address some of
these challenges drawn from the results of this study and wider literature on general mental

health ADM.

1. Diminishing autonomy
To address concerns that SBDs may diminish autonomy, several safeguards could be
employed in the design of the SBD document and process of making it. Firstly, as
discussed above, a capacity-sensitive model can allay concerns about paternalism
and the priority of past over present wishes. To this end capacity assessment should
be undertaken at the time of drafting the SBD and when it is applied (43-46).
Secondly a structured SBD template can be created which allows for treatment
requests as well as refusals (38, 47, 48) and includes prompts for relevant SBD

14
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content (e.g. conditions for involuntary treatment, preferred treatments, maximum
duration of involuntary treatment and contact persons. Thirdly, to address concerns
about the validity of consent, service users who want to draft an SBD must be
informed of the risks and benefits of the treatment alternatives, the possibility that
their wishes expressed in crises may be overridden, and the practical risks associated
with SBDs.

2. Unmanageable implementation issues
Several papers included in this review highlighted the importance of involving a third
party in the drafting process (43, 46, 49, 50). Empirical evidence from the wider
literature on mental health ADM evidence suggests that involving a third party
facilitator in the process of making documents is vital to aiding uptake and
implementation (11, 51, 52). Addressing accessibility issues are less well considered
in the literature. Digital formats can allow for ease of production and access. There
are digital precedents to be found in physical health ADM (e.g. Coordinate My Care
(53), Urgent Care Plan (54)) which have increased uptake and accessibility of ADM.

3. Issues with assessing mental capacity
The use of a clinical tool can facilitate capacity assessment in the context of ADM
and yield highly reliable judgements of mental capacity (7, 55). Gergel and Owen
(2015) propose, furthermore, using a personalised mental capacity assessment
whereby service users document indications for capacity loss in their SBD (31). SBD
templates could incorporate prompts encouraging service users to provide this kind
of information.

4. Challenging personal identity
Research in progress on general mental health ADM has pointed to the importance
to service users of including information about their personal identity on their
documents (56). Including a biographical section in SBDs to provide a context for the
interpretation of the document’s content can go some way to addressing concerns
about personal identity.

5. Legislative issues
The biggest learning opportunity for legislators seeking to implement SBDs is from
The Netherlands. The Dutch legislation provides detailed criteria for the validity,
content and application of SBDs (15, 16). A lesson learned from the Dutch

15
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experience is that involuntary hospital admission or treatment based on an SBD
should be subject to a form of independent review that does not impede
intervention according to the SBD (15, 40, 57).

6. Causing harm
While in the wider literature low endorsement by clinicians has been identified as a
key stumbling block for successful use of ADM documents (9, 58), the risk of
disappointment on the part of the service users if their SBD is not access or followed
in a crisis is significant (29, 57). . This issue points to a need for awareness raising and
training amongst healthcare professionals as well as the development and

evaluation of clinical implementation strategies.

Strengths and limitations

This paper is, to our knowledge, the first systematic review and synthesis of the literature
on SBDs. It offers policy makers and clinicians a comprehensive analysis of reasons relevant
to SBD implementation. Synthesising this body of academic literature faces limitations due
to the breadth of disciplines, jurisdictions and methodologies represented. Only English
language publications were reviewed with the effect that some literature from the
Netherlands published in the Dutch language was excluded. A reading of the literature in
Dutch by a native speaker (MS), however, revealed that the articles published in Dutch do
not add substantially to the findings. The generalisability of findings is limited by the fact
that the vast majority of included articles are written by authors who work in high-resource

settings.

Conclusion

This systematic review of reasons for and against SBDs identified the opportunity to
increase service users’ autonomy as the major reason for implementing SBDs. The major
concern is the removal of the right to negative liberty. The factor that may tip the balance
between these two reasons is how SBDs are implemented. To test implementation, we
recommend pilots of capacity-sensitive SBDs which employ the described safeguards
around information, capacity assessment, support for drafting and independent review
when the SBD is in use.

16
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Appendix
The full electronic search strategy for PubMed is presented below:
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((((advance directive OR advance care planning[MeSH Terms])) OR (“advance
decision”[Title/Abstract] OR “self-binding”[Title/Abstract] OR “psychiatric advance
directive”[Title/Abstract] OR “advance agreement”[Title/Abstract] OR “advance
statement”[Title/Abstract] OR “mill’s will”[Title/Abstract] OR “voluntary commitment
contract”[Title/Abstract] OR “nexum contract”[Title/Abstract] OR “crisis
plan”[Title/Abstract])) AND (mental disorder OR Bipolar and related disorders OR Mood
disorder OR psychotic disorders OR depression OR mental health OR mentally ill

persons[MeSH Terms])) NOT (dementia OR terminal care OR palliative care[MeSH Terms])

[Insert table 1 about here
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Figure 1. Summary of PRISMA search
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Table 1. Summary of included papers

Paper | Authors | Academic | Methodology | Clinical | Definition of SBD quoted Key points addressed
No Year disciplines context
Country | of the
authors
1 Dresser | Law Legal analysis | SMI ‘The voluntary commitment Argues that SBDs do not address the problems around
1981 contract would enable such an involuntary treatment of mental iliness in that SBDs
USA individual (paper includes case themselves are a coercive, paternalistic measure that cannot
study of someone with bipolar), | be feasibly legally enacted.
and person’s suffering from
similar disorders, to receive
treatment during such
foreseeable episodes.
Involuntary confinement and
specified forms of treatment
would be authorised when the
diagnostic criteria explicitly set
forth in the contract were
satisfied.’
2 Ennis Psycholog | Conceptual SMI Definition not given Outlines several barriers to SBD use, including: difficulty of
1982 y analysis determining capacity, radical treatment refusal. But overall in
USA support of SBDs.
3 Howell Psychiatry | Conceptual SMI ‘enable patients with recurrent | Outlines a model for an SBD including profile of a service user
et al analysis psychotic illnesses to who it would be most useful for, key components of the
1982 voluntarily, during periods of document, and safeguards.
USA remission, enter into
agreements with their
physicians that would commit
them to treatment during a
relapse’




Winston | Law Conceptual SMI ‘instructs others to disregard his | Advocates for a specific process for creating SBDs to be
et al analysis deranged protests and to carry | created. Commentaries on the case described in the article
1982 out what he had indicated in his | suggests safeguards including a third party and independent

competent hours to be his review.

authentic desires’
Dresser | Law Legal analysis | SMI ‘consenting in advance to On balance, the potential benefits of SBDs do not outweigh the
1984 treatment for a mental disorder | costs (financial and ethical cost of ‘mistaken deprivations of
USA and of waiving the right to liberty’).

refuse that treatment when it is

administered’
Lavin Philosoph | Conceptual SMI ‘prearrange involuntary Argues for an additional safeguard around the use of SBDs:
1986 y analysis commitments to be put into lack of symptoms alone should not suffice to allow a service
USA effect if the patient satisfies user to create an SBD. The service user should be able to offer

certain diagnostic criteria in the | good reasons for drafting an SBD.

future’
Macklin | Law Conceptual SMI ‘The Ulysses contract is a device | Compares SBDs with the ‘psychiatric will’. Concludes that legal
1987 analysis through which an individual provision could be made for a psychiatric will but not for SBDs
Canada anticipates the impact of mental | because they are too complex.

illness on his/her willingness to

accept help and attempts to

inoculate himself/herself

against it.’
Rogers & | Lived Conceptual SMI ‘authorise psychiatric treatment | Advocate for ‘Mill’s Wills’, which support requests and refusals
Centifant | expertise/ | analysis in advance’ rather than SBDs on the grounds that people with SMI should
i Law have the same right to refuse as those with physical health
1991 difficulties
USA
Rosenso | Psychiatry | Conceptual SMI ‘a prior consent agreement’ Advocates for SBDs as a tool to promote autonomy but
n & analysis/surv emphasises the importance of safeguards, monitoring and
Kasten ey




1991

raises concerns about practical issues that make

USA 9 service implementation challenging.
users,
12 family
members,
and
8
professionals
10 Radden Philosoph | Conceptual SMI ‘to bind oneself ahead of time Critiques Buchanan and Brock’s support for SBDs for SMI on
1992 y analysis to some course of action or the grounds that determining capacity is more complex for
USA treatment’. people experiencing SMI than in medical scenarios (e.g.
dementia), there may be diverse reasons for people changing
their mind and because of issues with Buchanan and Brock’s
notion of personhood
11 Brock Bioethics | Conceptual SMI ‘it would be possible for Builds on earlier models of SBDs to address criticisms to
1993 analysis mentally ill persons who are propose a new model which includes ensuring that an SBD is
USA currently refusing treatment to | only applied when the person is incapacitous. Argues that
give prior consent, while prior, competent consent offers the strongest justification for
competent and with their involuntary treatment.
disease in remission, to
treatment at a later time when
they are incompetent, have
become noncompliant and are
refusing treatment’.
12 Cuca Law Conceptual SMI SBDs ‘allow a physician to Argues for SBDs as a tool to reduce emotional and financial
1992 analysis ignore a patient’s disease- burden of illness to individual and society and to increase
USA induced refusal and administer | service user autonomy. Outlines difficulties with the current
medication’ legal support for SBDs in Minnesota.
13 Mester Psychiatry | Conceptual SMI ‘anticipatory consent for Advocates for greater use of and support for SBDs to support
et al analysis psychiatric treatment’ autonomy and build therapeutic alliance.




1994

Israel

14 Backlar Bioethics | Conceptual SMI ‘the competent person binds Observes that the Oregon legal framework for ADM allows not
1995 analysis herself or himself to a future only advance refusal of but also advance consent to mental
USA treatment’ health treatment. Is on balance supportive of the framework.

Sees benefits if service users have mental capacity and
collaborate with clinicians and relatives in the drafting process
but sees disadvantages if these conditions are not fulfilled.

15 Ritchie Psychiatry | Conceptual SMI ‘allowing patients, when Advantages of advance decision making include increased
et al /Law analysis competent, to opt for the autonomy, reduced harms, resources savings, increased
1998 treatment that they might therapeutic alliance. Recommends safeguards when using
Canada refuse when their capacity SBDs: capacity at the time the SBD is made must be

becomes impaired’ documented and an SBD should specify whether or not a proxy
decision maker could override treatment decisions in the SBD.

16 Dickenso | Ethics Conceptual SMI ‘way to facilitate the mentally ill | Argues that SBDs like other forms of ADM should be respected
n & analysis consenting in advance to insofar as they represent a person’s dispositional preferences,
Savulesc psychiatric treatment when they | past and likely future preferences. These may conflict with
u become incompetent’ someone’s present preferences when they are unwell.

1998 Treatment refusals as well as requests should be respected.
Australia There should not be a distinction between respecting the
/UK preferences of those who are physically vs mentally ill.

17 Quante Ethics Conceptual SMI/ne | ‘are of use for individuals with Asserts that SBDs can be understood as ethically permissible
1999 analysis urodeg | recurrent but treatable tools as concerns about the reliance on precedent autonomy
Germany enerati | psychotic disorders, are puzzling | are caused by a mistaken understanding of personal identity,

ve because the individual is namely a conflation of persistence and biographical identity.
disease | competent during the episode These concerns can be addressed.

of disorder and will not consent
to hospitalisation because the
disorder causes change of
personality’




18 Widders | Ethics Conceptual SMI ‘give prior authorisation to Advocates for the use of SBDs as a tool to reduce harm from
hoven & analysis treatment at a later time when | SMI. Discusses common ethical concerns and proposes taking a
Berghma they are incompetent, have narrative approach and seeing SBDs as a process in the context
ns become non-compliant and are | of a positive therapeutic relationship between service user and
2001 refusing care’ health professional.

Netherla
nds

19 Spellecy | Philosoph | Conceptual SMI ‘enable persons to commit Advocates for the use of SBDs on the grounds that criticisms
2002 y analysis themselves at an initial time to a | that SBDs are paternalistic understand SBDs in terms of a
USA course of treatment at a future | ‘desire-belief’ model of practical reasoning. The author

20 Spellecy time if they suspect they will not | challenges this and proposes an alternative model, ‘the
2003 be willing or able to follow that | planning theory of practical reason’. Drafting an SBD can be
USA course of treatment at that rational and applying them therefore respectful. Practical

future time’ recommendations for applying of SBDs are made.

21 Anderso | Law Conceptual SMI ‘mental health care advance Amendment is required to the law that supports SBDs to
n analysis with directives that could be ensure there are sufficient safeguards. These should include a
2003 fluctuat | irrevocable’ ‘rights advocate’ and a written warning in the document
USA ing template.

capacit
y

22 Davidson | Psychiatry | Case report Anorexi | ‘developing an agreement for Supports the use of SBDs in the treatment of Anorexia nervosa
and a the management of episodes of | to increase control over management and support for the
Birmingh nervosa | relapse with both the health- patient’s family/friends.
am care provider and the patient’

2003
Canada

23 Atkinson | Psycholog | Conceptual SMI ‘a form of opt-in to services’ Psychiatrists are often understood as members of Ulysses crew
2004 y analysis in the literature on SBDs. However, there is reason to
Scotland understand the role of the psychiatrist as Circe — giving

directions to Ulysses.




24 Backlar Bioethics | Conceptual SMI ‘mechanism by which SBDs may become coercive instruments because past wishes
2004 analysis individuals may make choices in | may not cohere with present wishes.
USA the present about treatment
they would want or not want
should they, in the future, lose
their capacity for decision-
making’
25 Saks Lived Conceptual SMI ‘patients should self-bind (i.e. Argues for use of SBDs to prevent harms from illness and
2004 expertise/ | analysis give an advance directive) to promote autonomy. The risks of unjustified detentions are
USA Law care under similar outweighed by these advantages and can be managed using
circumstances as in the case of | safeguards; this is ultimately a decision for the person drafting
the first break — or self-bind to the SBD. Argues that the well self should be respected over the
no treatment undertaken for unwell self and that self-paternalism is justified.
the patient’s own benefit’
26 Varekam | Psychiatry | Qualitative SMI ‘a client with recurrent Results suggest the most important motivations for drafting
p study psychiatric episodes which are SBDs is to prevent harms by facilitating early hospital
2004 not (yet) deemed dangerous admission and reducing the severity of episodes. Important
Netherla Semi gives permission in advance for | concerns were potential for coercion in the process of drafting
nds structured admission and treatment, the document, premature admission to hospital and practical
interviews thereby forfeiting the right to issues in creating and applying documents including resource
with 18 refuse them’ constraints.
service users,
17
psychiatrists,
and 15
relatives
27 Van Philosoph | Conceptual SMI ‘By means of what might be Support SBDs as a tool to support autonomy as authenticity
Willigen |y analysis termed an ‘extended hand rather than autonomy as sovereignty.
burg & construction’ the psychiatrist is
Delaere authorised, in strictly defined




2005 future situations, to do all that is

Netherla necessary to help the patient,

nds even when in future situations
the patient emphatically rejects
any help’

28 Widders | Ethics/psy | Conceptual SMI ‘people cannot revoke their Discusses issues in the context of using coercion in the course
hoven & | chology analysis request (like Ulysses)’ of caring for a service user with SMI. These include managing
Berghma service user and clinician emotions, elucidating desired
ns 2007 outcomes and communication.

Netherla
nds

29 Andreou | Philosoph | Conceptual Addicti | ‘they mandate that the Reviews various models of how addiction may disturb
2008 y analysis on ‘benefits’ due be forced onto behaviour. Argues that the use of SBDs can be justified to
USA the one to whom they are due, address addictive behaviour if this behaviour can be

even if the ‘beneficiary’ clearly understood in terms of particular problematic preference
expresses wishes that the structures.
‘benefits’ not be provided’

30 Davis Ethics Conceptual SMI ‘precommit themselves to The use of SBDs is justified because when they are enacted,
2008 analysis treatment’ health professionals are respecting service users’ autonomy
USA diachronically and prospectively, rather than synchronically

and retrospectively. As such, SBDs do allow a person’s
autonomy to be respected even when overriding a capacitous
treatment refusal.

31 Gremme | Ethics Conceptual SMI ‘an arrangement between a Argues for the use of the concept of an ‘ethic of care’ in
n et al analysis/inter patient suffering from a chronic | debates about SBDs as an addition to language around
2008 view study relapsing serious psychiatric autonomy and the right to non-intervention. Stipulates the
The iliness and professional care importance of SBDs being made within the context of trusting
Netherla Semi providers, at a time when the relationships and continuity of care.
nds structured patient is competent, about the

interviews

use of involuntary admission




with 18

service users,

12 family
members/fri
ends, 17
health

professionals
, and 19 legal
professionals

and/or treatment during a
future episode of relapse when
the patient will not be
competent’

32 Ambrosi | Law Conceptual SMI ‘Ulysses type contracts are SBDs could be permissible under certain conditions. Legislative
ni analysis and intended specifically to allow reform is necessary to support the involvement of service
2011 mixed individuals to make their wishes | usersin ADM.
Canada methods irrevocable’
study
33 Berghma | Ethics Conceptual SMI ‘the patient can indicate when SBDs can be a helpful intervention to prevent harm to the
ns et al analysis and how mental health person or others. However, too many detailed legal rules
2012 professionals may intervene about their use in the Netherlands ‘are a threat to increasing
Netherla against his or her will’ patient empowerment’.
nds
34 Radoilsk | Philosoph | Conceptual SMI ‘pre-commitment’ Addresses objections to the use of SBDs for SMI which rest on
a 2012 y analysis the potential for SBDs to undermine autonomy. Argues that
there is no difference in kind between the types of pre-
commitments made in every day circumstances compared to
those made to manage episodes of mental disorder.
35 Sarin Psychiatry | Conceptual SMI ‘the person may mandate Advocates for the use of SBDs and other forms of ADM on
2012 analysis treatment for anticipated conceptual grounds but raises concerns about issues around
India incapacity’ assessing capacity, self-paternalism, lack of empirical evidence

and ensuring service users’ participation in the process of
drafting an SBD.




36 Sarin et Psychiatry | Conceptual SMI ‘advance consent to treatment | SBDs offer a solution to the conflict between well and unwell
al analysis and waiving the right to refusal’ | self-experience in SMI. Concludes that ADM (including SBDs)
2012 may have a role as a clinical tool to increase autonomy and
India improve therapeutic alliance but has significant limitations as a
legal tool.
37 Walker Ethics Conceptual SMI ‘at the time treatment is needed | Advocates for the use of a modified SBD which would include
2012 analysis the patient will frequently be the use of a ‘safe word’ to ensure that the service user could
UK competent to refuse it. As such | revoke the SBD if they change their mind.
they would appear to authorise
another at Time 2 to disregard
the patient’s present wishes and
forcibly medicate him’
38 Bielby Law Conceptual SMI ‘an agreement where a patient | Advocates for the use of ‘Ulysses Arrangements’. Distinguishes
2014 analysis may arrange for psychiatric between ‘capacity sensitive’ and ‘capacity insensitive’ SBDs.
treatment or non-treatment to | Outlines legal models which would provide support
occur at a later stage when she | mechanisms for service users in creating a capacity insensitive
expects to change her mind’ SBD.
39 Clausen | Law Conceptual SMI ‘a special type of mental health | Argues for SBDs on the grounds that mental illness can having
2014 analysis advance directive that devastating effects if treatment is not enforced at an early
USA authorises a doctor to stage in an episode. Makes a case for increased legal support
administer treatment during a for SBDs and improved safeguards against their abuse.
future episode even if the
episode causes the individual to
refuse care’
40 Bell Anthropol | Conceptual Addicti | ‘Ulysses contracts instruct The use of SBDs in addiction illuminates models of this
2015 ogy analysis on others to force one to do or psychopathology — they rely on the concept of there being an
USA refrain from doing something ‘authentic’ self which requires protection from a ‘usurping

regardless of one’s anticipated
resistance’

alien force’. Self-binding involves an ‘abdication’ of the will
which ‘becomes the key to exerting it’.




41 Gergel & | Psychiatry | Conceptual SMI ‘Commit themselves to Argues for the use of SBDs as a tool to prevent personal harms
Owen /Philosoph | analysis treatment during future and promote service user autonomy. Argues that patient-
2015 y episodes of mania, even if centred evaluation of capacity, drafting SBD within the context
UK unwilling’ of a therapeutic relationship could address some ethical
concerns. Refusal to support SBDs could be understood as
undermining service user autonomy.
42 Kane Psychiatry | Conceptual Bipolar | ‘a person with previous Critique of Gergel & Owen 2015; argues that enacting an SBD
2017 analysis experience of mania enters into | should be justified according to personalised ideas about ‘risk
UK an agreement to be forcibly to self’ rather than a personalised capacity assessment.
detained and treated if she
relapses into mania even if her
manic self refuses detention and
treatment at time of
enforcement’
43 Hindley Psychiatry | Survey Bipolar | ‘the individual wants the 69% participants expressed an interest in SBDs; this interest
et al contents of their plan to be was associated with experience of involuntary treatment.
2019 932 people respected even if they no longer
UK with bipolar agree to it when they are
unwell’
44 Standing | Ethics Conceptual SMI ‘commit to a specified medical Advocates for the use of SBDs to increase service user
& Lawlor analysis treatment at a future time autonomy and counters common objections around capacity,
2019 under specific conditions where | authenticity, paternalism. Concludes there is an ethical
UK the patient anticipates that they | imperative to respect SBDs.
may be unwilling to consent at
the specified future time’
45 Del Villar | Law Legal analysis | SMI ‘a type of advance health Australian law needs to be reformed to strengthen the legal
& Ryan directive used by people with enforceability of SBDs for treatment. This will facilitate the use
2020 mental illness to bind of SBDs by service users in Australia and allow SBDs to reach
Australia themselves to future treatment | potential to increase autonomy.




that is likely to be resisted at the
time when it is needed’

46 Lundahl | Ethics Conceptual Borderl | ‘pre-emptive agreements to Argues that SBDs should not be used for service users
et al analysis ine treatment and detention, and diagnosed with borderline personality disorder because
2020 person | are to be implemented under detention is unlikely to be beneficial in this group and
Sweden ality certain conditions specified in uncertainty about decision making capacity is likely to be high.
disorde | the contracts’
r
47 Raphael | Law Conceptual SMI ‘a contract by which the person | Raises concern about binary definitions of capacity, which
2020 analysis Demen | commits to a future course of mean that those who experience fluctuating capacity have a
tia action by giving prior diminished ability to exercise autonomy. Proposes a model of
authorisation to treatment SBDs which addresses these issues. Also proposes expansion of
intervention and consent to the application of SBDs beyond SMI to other episodic
override a potential refusal ata | disorders.
later time when they become
incompetent’
48 Stephens | Psychiatry | Focus group | Bipolar | ‘an advance request for coercive | Reports on key themes from 7 stakeholder focus groups and a
on et al /Philosoph | study and treatment in acknowledgement | consultation process with service user and health professional
2020 y/Law consultation that at the time when the organisations as well as co-production of an ADM template
UK process treatment is required i.e. during | which supports self-binding. Concludes that stakeholders from
an episode of illness, they are all groups support ADM and SBDs but significant practical
10 service likely to refuse it’ barriers remain. Potential enabling factors including the ADM
users template were presented and discussed.
3 family
members/fri
ends,
19 clinicians,
3 legal

experts,




5 service user
led
organisations

, and
5 clinical
teams
49 Gergel, Psychiatry | Empirical SMI ‘instruct clinicians to overrule Results suggest that of the 565 who responded to a question
Das et al | /Philosoph | survey and treatment refusal during future | about SBDs 82% endorsed SBDs. 89% of these people cited
2021 y qualitative severe episodes of illness’ ‘distorted thinking’ when unwell as the key justification.
analysis
932
individuals
with bipolar
50 Scholten | Ethics Legal analysis | SMI ‘special type of psychiatric Discusses change in recent legal provision for SBDs in Dutch
et al advance directive by means of law. Argues that it is difficult for SBDs to achieve their
2021 which mental health service potential under the new legal framework because arranging
Germany users can give advance consent | admission as requested in an SBD is too complex and takes too
/Netherl to compulsory hospital much time. The authors suggest a more feasible model of
ands admission or treatment during a | authorising treatment based on an SBD.

future mental health crisis’




Table 2. Reasons for the use of SBDs
Narrow reasons

Number Reference details
of

papers

which

include

reason

Broad reason 1: Promoting service user autonomy (38/50 76% of papers)
SBDs increase the actual and/or perceived autonomy of service users

SBDs advance the autonomy of individuals

SBDs promote decision making by the authentic self

SBDs are empowering for service users

Not allowing people to use SBDs is paternalistic

SBDs support precedent autonomy

SBDs facilitate self-defined indicators for loss of capacity
SBDs can support continuity in personal identity by creating a narrative

SBDs protect against weakness of will
SBDs facilitate relational autonomy

26 (39) (59) (60) (40) (61) (62) (18) (63) (64) (65)
(66) (13) (36) (27) (67) (68) (43) (69, 70) (44)
(71) (15) (72) (73) (74) (38)

18 (39) (60) (40) (75) (68) (76) (43) (70) (69) (44)
(77) (50) (48) (74) (46) (78) (47) (73)

11 (39) (60) (79) (13) (31) (67) (77) (72) (74) (38)

(46)

(60) (75) (67) (43) (44) (50) (48)

(39) (40) (31) (27) (44)

(46), (31) (80)

(46) (40)

(19) (72)

2 (38) (46)
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Broad reason 2: Promoting well-being and reducing harm (24/50 48% of papers)
Drafting and applying SBDs can reduce harm from illness and unhelpful treatments



Involuntary treatment based on an SBD helps to avoid harms to service users 20 (40) (75) (18) (65) (66) (31) (13) (36) (67) (68)
(43) (44) (77) (50) (19) (72) (73) (80) (38) (46)

SBDs enable early intervention in mental health crises 12 (62) (18) (64) (66) (31) (67) (69) (44) (15) (73,
80) (38)

Drafting an SBD can have a positive therapeutic effect (65) (44) (15) (80) (46)

Rapid treatment based on an SBD can reduce episode severity (31) (36) (77) (38)

SBD instructions can improve the quality of care (13) (80) (44)

SBDs can reduce cost of illness to society 1 (18)

Broad reason 3: Improving relationships (15/50 (30%) of papers)
Drafting and applying SBDs could improve the quality of relationship between service users and health professionals as well as other informal
supporters (e.g. family members/friends)

w b~ U

SBDs improve therapeutic alliance between service users and professionals 12 (39) (79) (31) (36) (27) (43) (49) (77) (15) (80)
(38) (26)

SBDs improve relationships between service users and family members/friends 5 (79) (36) (77) (15) (80)

SBDs improve communication between service users and professionals 3 (71) (48) (46)

Broad reason 4: Justifying coercion (14/50 28% of papers)
SBDs can render involuntary treatment ethically justifiable in virtue of prior consent

Involuntary treatment based on an SBD is a form of self-paternalism 8 (76) (43) (77) (50) (71) (19) (73) (74)
Using SBDs can make involuntary treatment more ethically acceptable 4 (36) (74) (38) (81)

Involuntary treatment based on an SBD is a form of soft/weak paternalism 3 (72) (19) (73)

Involuntary treatment based on an SBD is justified because of the person’s prior 3 (73) (61) (36)

competent request
Involuntary treatment based on an SBD is justified because of ‘distorted thinking’” 1 (13)
when unwell
Broad reason 5: Stakeholder support (6/50 12% of papers)
People likely to be most involved in/impacted by drafting and applying SBDs are keen to do so

Service users support SBDs 3 (27) (13) (80)
SBDs utilise service user expertise 3 (68) (50) (80)
Psychiatrists support SBDs 1 (43)

Broad reason 6: Reducing coercion (5/50 10% of papers)



The use of SBDs can reduce the overall amount of coercion and/or perceived coercion

SBDs can reduce formal coercion 3 (62) (31) (36)
SBDs can reduce perceived coercion 2 (82) (31)
SBDs can reduce the duration of involuntary treatment 1 (15)

Table 3. Reasons against the use of SBDs
Narrow reasons Number Reference details

of

papers
which

include
reason

Broad reason 1: Diminishing autonomy (26/50 52% of papers)
SBDs may be designed to enhance service user autonomy but may actually undermine it and increase coercion

SBDs are paternalistic instruments 17 (75) (39) (23), (40) (62) (66) (65) (67) (68) (43)
(49) (15), (83) (69) (19) (72) (38)

SBDs might be used to exert undue influence on service users to accept 13 (82) (75) (13) (31) (67) (68) (76) (43) (50) (71)

treatment/admission (15), (38) (81)

SBDs do not provide valid consent 3 (62) (15) (81)

SBDs should include the option of treatment refusals besides treatment requests 3 (47) (48) (38)

Predictions about the escalation of risk during a mental health crisis cannot be 2 (66) (65)

made accurately, which may result in people being admitted unnecessarily

Physically enforcing SBDs implies an escalation of coercive measures because the 2 (66) (65)

power of the state must be evoked

SBDs give psychiatrists increased power to instigate involuntary treatment 1 (43)

Broad reason 2: Unmanageable implementation issues (21/50 42% of papers)
SBDs are conceptually attractive but too complex to implement successfully
Resources to support drafting, accessing and applying SBDs are limited 6 (68) (43) (49) (84) (80) (38)
SBDs need safeguards to prevent mistakes and abuse 5 (40) (61, 62) (50, 66)



Risk of professional liability if serious adverse events occur as a result of following 2 (76) (80)
or not following the SBD
Lack of empirical evidence for the effectiveness of SBDs 2 (71) (84)
Issues with drafting SBDs
Service users may face ethical and practical challenges while drafting an SBD

Others may exert undue influence on service users during the drafting process 10 (40) (65) (66) (13) (31) (43) (71) (15), (80) (38)
Drafting SBD takes time and effort and may be distressing 7 (23) (36) (50) (71) (15), (80) (38)
Low awareness of SBDs amongst service users, family/friends and professionals 2 (77) (50)

Issues with accessing SBDs
Once an SBD is made, it is uncertain how it can be accessed in a crisis
Difficulty faced by clinicians in accessing SBDs during a crisis 4 (13) (50) (84) (80)
Issues with applying SBDs
Applying an SBD in a crisis would be unfeasible
Overly complex legal regulations make SBDs unfeasible 4 (40) (49) (15, 77)
There is a risk of failure to foresee all contingencies of a future mental health crisis 4 (13) (49) (84) (81)
SBDs may limit clinical judgement 4 (59) (13) (66) (80)
Service users with an SBD would be unable to communicate a change of mind 1 (81)
SBD may become out of date 1 (13)
Familiar staff may not be available during a mental health crisis 1 (38)
Poor communication between services 1 (38)
Broad reason 3: Issues with assessing mental capacity (18/50 36% )
Assessing mental capacity when drafting or applying an SBD is challenging

It is difficult to assess mental capacity to make decisions about treatment when 18 (82) (85) (40) (18) (65) (13) (31) (67) (68) (83)
drafting an SBD and/or deciding to apply an SBD in crisis (77) (71) (84) (48) (38) (78) (86) (87)
It is possible to retain mental capacity even during mental health crises 1 (13)

Broad reason 4: Challenging personal identity (18/50 36% of papers)
Identifying the person’s most ‘authentic’ preferences is complex and using these preferences to override treatment refusals during a mental
health crisis is hard to justify
Problematic to assume priority to wishes of past over present self 15 (39) (88) (82) (85) (40) (62) (65) (76) (70) (49,
83) (71) (48) (72) (81)



Unclear what constitutes the individual’s authentic self 3 (60) (70) (81)
Broad reason 5: Legislative issues (17/50 34% of papers)
Making legal provisions for SBDs is too complex and the provisions may conflict with other laws or legal principles within the jurisdiction

Legislating for SBDs is complex 14 (39) (60) (40) (64) (13, 76) (43) (49) (45) (71) (84)
(72) (19) (81)
Legislation for SBDs may conflict with other laws or legal principles 3 (61) (18) (65)

Broad reason 6: Causing harm (3/50 6% of papers)
Applying SBDs may cause harm to the service user

Involuntary admission and treatment based on an SBD removes the benefits of 1 (13)
mania
Disappointment if SBDs not accessed or followed in crisis 1 (80)

Stigma of having an SBD 1 (67)



