OVERVIEW OF SOME
RELEVANT AD
RESEARCH

ARE WE INTERESTED IN ADS IN
VIRGINIA?

= Stakeholder survey in 2010 in anticipation of
legislative changes
= Knowledge of and attitudes about ADs from:
Mental health service users,
Family members,
Administrators of hospitals,
CSBs, and
Advocates.

= Everyone had favorable views of ADs with
instructions for mental health care
(Wilder, Swanson et al., 20:I§3)
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ARE WE INTERESTED IN ADS IN
VIRGINIA?

ADs will give people with SMI more ADs will lead to better understanding of treatment
control over their lives desires in crisis and outpatient settings

89% 87%
ADs will lead to improved ADs will improve relationships ~ ADs will increase providers
quality of life for individuals between providers & listening to consumers
consumers

BENEFITS FOR CONSUMERS

® Increased sense of control >

increased sense of well-being
= Improved working alliance with
providers
= Improved feeling of having
treatment needs met
® Increased likelihood of :
receiving medication requested
- increased likelihood of — .

staying on medication, reducing

symptoms (Srebnik & LaFond, 1999; Swanson et al.,

2006)
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BENEFITS FOR CONSUMERS

® Having an AD with instructions for mental health
care reduces the incidents of coercive intervention

= Coercive interventions = Police transport, involuntary
commitment, seclusion & restraints, involuntary
medications

= People with ADs were HALF as likely to experience
coercive interventions compared to people without
ADs

=QOver a 2 year period
(Swanson et al., 2008)

5

EVIDENCE OF THE CLINICAL UTILITY OF

ADS

m All ADs were rated as including useful instructions

=In agreement with clinical practice standards

®No one used an AD to reject all treatment

®m Everyone authorized hospitalization or feasible
alternative

® When reasons for medication refusal given, doctors
more likely to honor that choice

(Srebnik et al., 2005; Swanson et al., 2006; Wilder et al., 2007)
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...if given the

A PERVASIVE PROBLEM FOR ADS
to ‘
Yes choice and help
7%

e
AD
13%
to
(Swanson et al., 2006b) 7

A PILLAR OF AD IMPLEMENTATION

® Facilitation overcomes barriers to AD completion

ﬁeople who completed an AD on\ ﬁeople who completed an AD with\
their own... help from a facilitator...

4
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A PILLAR OF AD IMPLEMENTATION

® Other effects of facilitation

Quality Understanding Use in Sense of
of AD of AD a crisis autonomy
(Swanson et al., 2006a) 9

FISCAL CONSIDERATIONS (sresnik &

LAFOND, 1999; SWANSON & SWARTZ, UNPUBLISHED)

m ADs can reduce costs associated with involuntary
hospitalization, court time and costs, and costs of
alternatives like guardianship

= Empirically-derived assumptions about costs to create a cost
estimator

= Increases in use of medication management visits, outpatient crisis
prevention services

= Decreases in likelihood of needing inpatient treatment

= Other factors like training costs, facilitation services, hospital
length of stay

®= > Increasing the rate of AD completion even modestly
resulted in substantial cost savings

4/27/2016



REFERENCES

Elbogen, E. B., Swanson, J. W., Appelbaum, P. S., Swartz, M. S.,
Ferron, J., Van Dorn, R. A., & Wagner, H. R. (2007). Competence to
complete psychiatric advance directives: Effects of facilitated
decision making. Law and Human Behavior, 31(3), 275-289.

Srebnik, D. S., & La Fond, J. Q. (1999). Advance directives for mental
health treatment. Psychiatric Services, 50, 919-925.

Srebnik, D. S., Rutherford, L. T., Peto, T., Russo, J., Zick, E., Jaffe, C.,
& Holtzheimer, P. (2005). The content and clinical utility of
psychiatric advance directives. Psychiatric Services, 56, 592-598.

Swanson, J. W., & Swartz, M. S. (unpublished manuscript). Estimating
the cost impact of implementing psychiatric advance directives.

Swanson, J. W., Swartz, M. S., Elbogen, E. B., Van Dorn, R. A., Ferron,
J., Wagner, H. R., McCauley, B. J., & Kim, M. (2006a). Facilitated
psychiatric advance directives: A randomized trial of an intervention
to foster advance treatment planning among persons with severe
mental illness. American Journal of Psychiatry, 163, 1943-1951.

REFERENCES

Swanson, J. W., Swartz, M. S., Elbogen, E. B., Van Dorn, R. A., Wagner,
H. R., Moser, L. A., Wilder, C., & Gilbert, A. R. (2008). Psychiatric
advance directives and reduction of coercive crisis interventions.
Journal of Mental Health, 17, 255-267.

Swanson, J. W., Swartz, M. S., Ferron, J., Elbogen, E. & Van Dorn, R.
(2006b). Psychiatric advance directives among public mental health
consumers in five US cities: Prevalence, demand, and correlates.
Journal of the American Academy of Psychiatry and the Law, 34, 43-
57.

Wilder, C. M., Elbogen, E. B., Swartz, M. S., Swanson, J. W., & Van
Dorn R. A. (2007). Effects of patients’ reasons for refusing treatment
on implementing psychiatric advance directives. Psychiatric Services,
58, 1348-1350.

Wilder, C. M., Swanson, J. W., Bonnie, R. J., Wanchek, T., McLaughlin,
L., & Richardson, J. (2012). A survey of stakeholder knowledge,
experience, and opinions of advance directives for mental health in
Virginia. Administration and Policy in Mental Health and Mental
Health Services Research, 1-8.

4/27/2016



