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ABSTRACT 

 

Background. 

Mental health advance directives support service users’ autonomy and provide a 

voice in their care choices when they may not have capacity to give informed 

consent. New Zealand’s Southern District Health Board has recently introduced 

advanced directives in mental health services.   

 

Method  

Completed advance directives (n=53) and additional demographic data were 

accessed from clinical records.  

 

Analysis  

Counts of preferences were made for each decision point provided in the advance 

directive instrument. Cluster analysis was conducted to ascertain correlations 

between categories of service users and the preferences expressed in their advance 

directives.   

 

Results 

The advance directives provided expressions of preferences which were personally 

meaningful while providing pragmatic guidance for clinicians. Service users 

expressed mainly positive preferences with some expressing negative treatment 

preferences. Friends, family members and clinicians were nominated as preferred 

contacts in a crisis. Many service users expressed preferences relating to personal 

affairs.   

  

Conclusions 

Service users will engage with advance directives if supported to do so. The results 

of this study will inform wider availability of advance directives and the current reform 

of New Zealand’s mental health legislation. 
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1. INTRODUCTION  

Mental health advance directives (ADs) are instruments that allow mental health 

service users a voice in their future care choices even when they may not have 

capacity to give informed consent. There are various forms such instruments can 

take, including psychiatric advance directives (PAD), advance decision-making 

(ADM), joint crisis plans (JCP), wellness recovery action plans (WRAP), advance 

statements and mental-health advance preference statements (MAP) (Henderson, 

2008; Lenagh-Glue, 2018). While the form may vary, all aim to increase service 

users’ autonomy and engagement in their care, and to ensure it is consistent with 

their preferences. This helps ensure mental health services are delivered 

consistently with New Zealand’s obligations as a signatory under the Convention on 

the Rights of Persons with Disabilities (CRPD), particularly the need to respect the 

rights, will and preferences of all persons, regardless of any disability.   

 

While ADs are seen as a positive tool for promoting autonomy (Amering, 2005; Kim, 

2007; Farrelly, 2014), there is still resistance to their use, from both clinicians and 

service users (Shields, 2014). Service users tend to express scepticism that their 

ADs will be followed (Thom, 2019; Zelle, 2015; Amering, 2005), whereas clinicians 

fear service users will make clinically inappropriate choices leading to negative 

treatment outcomes that are inconsistent with their duty of care (Sellars, 2015; Bee, 

2015; Backlar, 2001). Previous research has studied the clinical utility of PADs 

(Srebnik, 2005), the content of advance statements (Reilly, 2010) and consumers’ 

experiences their use (Maylea, 2018). 

 

The legal effect of ADs varies somewhat across jurisdictions. In both Scotland and 

Victoria, their use is incorporated into mental health legislation. The Mental Health 

(Care and Treatment) Act 2003 (Scotland) requires a clinician treating a person 

 
1 Abbreviations used in this document: AD – advance directive; CRPD – Convention on the Rights of Persons 
with Disabilities; MAP – Mental Health Advance Preference statement; SDHB – Southern District Health Board. 
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under the Act to “have regard to the wishes specified in the advance statement” (s 

276(3)) although the clinician may still override those wishes as long as they 

document the circumstances and reasons for doing so (s 276(8)(a)). The Mental 

Health Act 2014 (Victoria) defines an advance statement as “a document that sets 

out a person’s preferences in relation to treatment” (s 19). While it is valid until 

revoked, an ‘authorised psychiatrist’ may override a patient’s preferences in their 

advance statement if they consider it clinically appropriate (s 73). If it is overridden, 

the psychiatrist must inform the patient of the decision and give reasons, and advise 

the patient they have the right to request written reasons for the decision. 

 

Right 7(5) of New Zealand’s Code of Health and Disability Service Consumers’ 

Rights (www.hdc.org.nz) states that every consumer may use an advance directive 

in accordance with the common law, but the legal position is that any directive so 

completed can still be overridden by the powers to provide treatment ‘for mental 

disorder’, to any person who is a compulsory patient under the Mental Health 

(Compulsory Assessment and Treatment) Act (1992) (MHCAT). This paper 

describes the content of ADs for mental healthcare completed in one publicly-funded 

health provider in the South Island of New Zealand, the Southern District Health 

Board (SDHB), which serves a population of 330,000. The MHCAT makes no 

reference to advance directives. 

 

2. ADVANCE DIRECTIVES IN SOUTHERN DHB 

This project arose from a consumer-led initiative to increase the number of ADs in 

the southern region and has been developed through a collaboration between health 

professionals, researchers and consumer organisations. Our previous publications 

have described how we developed a new AD instrument, which we have called a 

“Mental-health Advance Preferences statement (or MAP)” (Lenagh-Glue, 2018), and 

a thematic analysis of what service users and their whānau2 believe are important to 

have in a MAP (Thom, 2019). In this sub-study we audited the content of completed 

MAPs to explore what types of preferences service users included in them; who was 

involved, alongside the service user, in completing them; and whether the document 

 
2 Whānau is the widely accepted term in New Zealand for “family”, but it has a broader meaning than blood 
relations and includes all people that the individual considers part of their social and support circle. 

http://www.hdc.org.nz/
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was completed differently, depending on whether the process involved the aid of a 

clinician, a peer-support worker, or a friend/family member respectively. 

 

 Once a template for the MAP had been created (Lenagh-Glue, 2018), we held a 

series of training workshops and presentations to familiarise stakeholders with the 

process of completing one. Presentations for service providers were held within 

different service units of the SDHB, introducing the theoretical framework for MAPs, 

a brief overview of the research to create the MAP, and advice on helping service 

users to complete their MAP. In addition, we provided a diagram of a “roadmap” to 

completing a MAP (see Fig 1) and Frequently Asked Question sheets. Discussion 

and questions were taken during and after the presentation. Similar presentations 

were held for service users. These took place at NGOs and day-activity centres. In 

total 21 presentations were held for service providers, 4 presentations to 

professional bodies (continuing medical education seminars for psychologist, GPs, 

mental health professionals and psychological medicine grand rounds) and 18 were 

held for service users from November 2018 through August 2019.   

 

[Insert Fig 1 here – RoadMAP] 

 

Following these presentations, a series of workshops were held at community day 

centres where two members of the research team, an academic and the consumer 

advisor of the SDHB, reintroduced the MAP and then offered a paper copy of the 

MAP instrument to any individuals who wished to complete one. The team members 

worked together with the NGO manager to assist people to complete the MAP, 

where requested. Three such workshops were held in May and June 2019. 

 

One of the major impediments identified to effective use of ADs is the accessibility of 

the completed document (Shields, 2014), especially to clinicians. To ensure that 

service users’ MAPs would be accessed by service providers, we established a 

process upload to them to a service user’s electronic health records, and place an 

alert on the record, advising anyone who accessed an individual’s national health 

index number (NHI) that that person had completed an AD. Initially all MAPs were 

completed on paper, scanned and uploaded manually by members of the research 

team into the SDHB’s health records, due to the fact that the SDHB was 
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restructuring its website when the new MAP went “live”. Now an individual can 

access the MAP template online, complete it electronically, and submit it 

automatically. Then, to verify that the MAP reflects the will and preferences of the 

individual, MAPs submitted electronically are verified through personal contact by 

SDHB staff before they are added to the individual’s electronic health file. In addition, 

MAPs may still be filled out in hardcopy and be sent to the SDHB to be uploaded in 

the prior manner. 

 

The MAPs have eight sections (or decision points) that can be filled out, on different 

aspects of the person’s care: (1) What I would like to have happen; (2) What I do not 

want to have happen; (3) Who should be contacted if I am in crisis; (4) Who DO I 

wish to have included in my care; (5) Who DON’T I wish to have included in my care; 

(6) Management of personal affairs; (7) Preferences; (8) Other relevant information. 

Demographic information is also included (name, date of birth, current address, 

national health identifier number, mental health team or clinician, signature, and 

date).  

 

3. METHODS 

This study was approved by the Auckland University Ethics Committee (Approval 

number 021062) and was prospectively submitted to the ANZ Clinical Trial registry 

(ACTRN12618001720202). The study was informed by an earlier exploratory survey 

(Thom, 2015)  which demonstrated strong support for the use of advance directives 

within mental health services in New Zealand, but with limited consensus on what 

should be included in the instrument. 

 

All the MAPs submitted from December 2018 through September 2019 were 

accessed by a SDHB staff member who removed all identifying data and added the 

person’s ethnicity and gender. Tally sheets were created to identify whether a field 

had been filled out or left blank and whether a preference had been stated by the 

person completing the document at each decision point. The MAPs were then read 

and coded for fields completed (yes/no), and it was noted whether they were signed, 

dated, and witnessed. The relationship between the witness and the service user 

was noted. The percentage of consumers who completed each category was 

calculated. Each time a response was mentioned, an entry on the appropriate tally 
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sheet was registered, allowing totals to be calculated for each type of preference. In 

addition, the content of the responses given was categorised for each field by three 

researchers, firstly independently (JLG, KT and AOB) and then by consensus, 

grouping similar responses. The data were then subjected to a cluster analysis to 

ascertain correlations between categories of service users and the type of 

information provided in their MAPs.  

 

4. RESULTS 
 
4.1 Completeness 

Fifty-four MAPs were analysed. One MAP was removed from the analysis as its 

creator had not completed any relevant fields but used the document to write a 

detailed complaint about his last inpatient experience. Of the 53 retained MAPs, 66% 

(n=35) were completed by women, 15% (n=8) were from individuals who self-

identified as Māori. The mean age was 44.7 years; the youngest service user was 20 

and the eldest was 74. Almost all the MAPs (n=52, 98%) included information about 

what the consumer would like to have happen in their care and who should be 

contacted in case of crisis. 88% included information on which people should be 

included in their care and 87% included instructions on the management of their 

personal affairs. 79% contained information on what people did not want to have 

happen, while just over half the completed MAPs mentioned people the consumer 

did not wish to have included in their care (n=30, 57%). The more open-ended 

sections concerning “preferences” and “other relevant information” were completed 

less frequently than the targeted categories. Possible fields that could be completed 

on the MAP are shown in Table 1: 

 

[INSERT TABLE 1 here] 

 

Only 85% of the MAPs (n=45) had a physical signature as the digital document did 

not have a signature field. However, all the MAPs submitted digitally were witnessed 

by a mental health practitioner. Overall, 28 (53%) of the witnesses were clinical 

professionals (including community mental health team members (CMHT), nurses, 

psychologists, and GPs and 16 (30%) were support workers (including NGO 
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managers). Approximately 9% of the MAPs (n=5) did not include a signature from a 

witness, although all of these were emailed to the team by CMHT members. 

 

4.2 Comprehensiveness 

MAPs varied in the amount of information provided. Only nine of the 53 MAPs had all 

fields completed. Some provided minimal information. Others were quite 

comprehensive and detailed. In our tallying of responses, any response given in a 

field counted for one, even if several were given in that category. For example, if a 

person named more than one clinical practitioner they wished to have contacted, or 

mentioned a brother, a sister and a cousin, this would be counted as a single 

response for each category.  Similar responses were then grouped together and only 

recorded for the collapsed category, even if there had been multiple responses in the 

expanded tally sheets. For example, in the field “What I DON’T want to have 

happen”, the collapsed category “Be insensitively treated” included all such 

responses as: “Be isolated or lonely”, “Be ignored” “Have decisions made without 

me” and “Have assumptions made about me”. Table 2 outlines the types of response 

by category. A cluster analysis demonstrated no clear structure to the data. Results 

did not show any statistically significant differentiation in responses for age or sex 

although there was a weak correlation indicating that older people were more likely 

to not document specific preferences. 

[INSERT TABLE 2 here] 

 

4.3 Positive preferences 

While 98% of the MAPs contained information about who should be contacted in 

case of crisis, the responses were quite diverse. Many named partners and family 

members, but a significant number requested that a particular mental health clinician 

- often from their CMHT, or a non-clinical support person - such as a counsellor, be 

the person they wished to have contacted. A similar number also requested a 

personal friend or neighbour be informed of their situation. There was a 

correspondingly broad response to the field “Who I would like to have included in my 

care”. While over a third of respondents (n=20, 38%) referred to one or more mental 

health professionals, 13% (n=7) said they wanted their GP involved in their care. 

Approximately one-quarter of respondents (n=13, 24%) wished to have a partner or 

spouse included in their care. Parents were named in 17% of the MAPs (n=9), while 
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other family members were mentioned in 26% (n=14), with more than half of these 

being siblings (n=8). Interestingly, many service users wanted personal 

acquaintances or non-clinical support people as people they would want to have 

included in their care.  

 

All but one MAP included more or less detailed responses in the field “What I would 

like to have happen”. Responses referring to medication or treatment-related issues 

were most common (n=20, 38%). These ranged from general statements, such as 

wanting “treatment that enables more motivation” or “stay on same medication”, to 

the very specific: “sodium valproate and phenergan have previously been helpful” 

and “Respite in hospital; involve MHS [named nurse and doctor] and involve [named 

psychiatrist] on [acute inpatient] ward”.  

 

There was a strong theme of procedural justice in the responses to ‘What I would 

like to have happen”. Service users talked about wanting “to be understood and 

listened to, for the person to not be too reactive to what I am saying … listen with an 

empathetic ear”; or “treated with respect; open communication about treatment and 

plans”. While some individuals indicated they would prefer not to be hospitalised, 

they were also realistic: “If presenting to ED for suicidal thoughts that are 

unmanageable or a suicide attempt, I will want to go home, but that is a bad idea”. 

Additional non-clinical or treatment related responses were mentioned by some 

participants. These included “personal matters” (care of pets, households, personal 

belongings) (n=6, 11%); non-clinical support (n=9, 17%) such as attending or 

contacting support groups or activities; quiet, private spaces where the individual 

could feel safe (n=11, 21%) and a variety of “other” responses such as wanting 

internet access, access to helplines and being “encouraged to get ‘out and about’” 

(n=18, 34%).  

 

Most MAPs (n=46, 87%) included specific information in the field “Management of 

personal affairs”.  Almost 28% of these discussed personal affairs that they would 

like to have taken care of, including help in contacting their workplace, collecting 

their post, watering plants, and addressing financial affairs. Care of pets was 

mentioned in 13% of the MAPs where this field was completed. While the majority of 

respondents wanted their partners or family members to take care of these things, 
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20% mentioned NGO support workers or counsellors as their preferred person and 

another 13% named a personal acquaintance as the person they would count on to 

help them manage personal affairs. Three individuals said they had identified an 

Enduring Power of Attorney (EPOA) who would be responsible, and seven said that 

they manage their personal affairs themselves. 

 

4.4 Negative preferences 

Approximately 80% of MAPs responded to the field “What I do not want to have 

happen”. The largest proportion of responses had to do with medication or treatment 

(n=16, 30%), but these responses were often tempered with other options or with 

specific explanations such as: “Do not want medication as first treatment option…I’m 

extremely sensitive to medications. Have found sertraline helpful if anxiety does not 

abate”; “Do not want tegretol – it makes me manic”; “(No) substantial changes to 

medication without consulting own psychiatrist”.  Just over one-fifth of respondents 

expressed an aversion to being subjected to coercive behaviour (n=12, 23%). This is 

illustrated in Table 3. Statements included: “No seclusion, it makes me worse”; 

“Don’t put me in isolation for so long”; “(Do not want) to be admitted or medicated 

against my will”; “Prefer to avoid hospitalisation and the MHA”. 

[INSERT TABLE 3 here] 

 

Seven respondents made mention of not wanting to be ignored or isolated or have 

decisions made without their input.  Approximately 13% (n=7) of respondents 

requested that family not be involved or contacted regarding their care, a matter also 

specifically mentioned in the field “Who DON’T I wish to have included in my care”. 

Under this field, parent(s) were cited by six people (12%) and other family members 

by 13 people (25%). Two people stated that they did not want anyone other than 

their partner involved in their care and a third person stated that they did not want 

any male nurses looking after them. Only three people (6%) specifically said that 

they did not want ECT: two were categorically against it: “No ECT under any 

circumstances - hasn’t always helped and it impaired me to the extent that I could 

not do work properly” and “do not want ECT considered”, while the third stated “no 

ECT – don’t like it – only as a last resort”.  
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While some people mentioned a specific ward or service in the field “What I do not 

want to happen”, they did not name specific mental health professionals, whereas in 

“Who DON’T I wish to have included in my care”, three people named specific 

psychiatrists that they did not want involved in their care team, and two people 

named a specific ward they did not want to go to. Treatment settings were also 

mentioned in statements about what people did not want to have happen, with three 

people naming a specific ward they did not to go to and one naming a specific ward 

they wished to be admitted to. 

 

4.5 Additional information 

The final two fields in the MAP are “Preferences” and “Other relevant information”.  

Only half included information under “Preferences”, but a third of these listed specific 

sensory or other comforts that they felt was important, such as: “I prefer a warm 

place, wheat bag and warm drink”; “I need regular time to partake in creative 

activities”; “sensory modulation – lavender, soft blankets, music, stress balls”; “if I am 

having a rough time, I like slices of corned beef from the deli once a week”. The 

other most frequent response was the wish to be given a voice: “Be fully involved in 

decisions”; “Be treated kindly by mental health services. I may prefer respite rather 

than admission, please ask”. While “Other relevant information” had the fewest 

responses (n=19, 36%), the information provided by some people was very detailed 

and did not necessarily fit logically in any of the other fields: “I am a trained MH 

professional…and can present myself as … asymptomatic. This may give an 

appearance of my being less unwell than I am. It is important that [my partner’s] 

viewpoint is listened to and heard and … should sometimes be taken with more 

weight than the way I have presented myself”; “I am supported by [named worker] – 

it might be a useful contact pre-discharge home from hospital”. Some individuals 

used this field as a place to mention physical health matters, including the need for 

asthma medication, a history of blood clotting, or anaphylaxis to NSAIDs. Known 

triggers or early warning signs were also detailed here: “Early warning signs – 

isolating myself, not communicating. Month of December/holiday season is a high-

risk time for me”; “Tend to be pissed off about everything when things are feeling 

worse – this presents as agitation, anxiety, anger. I feel stuck in my own head”; 

“Triggers for me include seeing violence on TV and unpredictable behaviour or 

environments. Being around other clients who are arguing, yelling, shouting could be 
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difficult for me to manage – I might start to panic”; “If I stop taking my medication or 

have repeated (more than one) presentations to ED for self-harm, this is a warning 

sign that things are going downhill”. 

 

5. DISCUSSION 

From a clinical perspective, the content of the MAPs seems largely positive and 

appropriate, which should allay clinicians’ fears.  At a practical level, most of the 

preferences expressed should be very helpful, especially in an acute crisis 

situation.  The opportunity to talk with people about their preferences in advance and 

during crises will be facilitative in ensuring preferences are fully supported. While 

some choices do not assist directly with healthcare, they offer opportunities to 

reinforce the collaborative relationship, and potential to improve the person’s 

outcomes. 

 

5.1 Who to involve 

The breadth of responses on the matter of who service users want involved in their 

care is especially interesting. Clinicians might presume it would be reasonable to 

contact a person’s next-of-kin or another known family member when they present 

with acute symptoms and Cohen (2013) reported that 78% of people with severe 

mental illness wanted their family involved in their care. However, the results of the 

current study show that individuals were as likely to want a specific clinician 

contacted as a partner or spouse, and a significant number wished to have a 

personal acquaintance or non-clinical support person contacted. Only 17% wanted 

their parents involved in their care, and 26% mentioned other family members (such 

as siblings, in-laws or children). This is interesting in light of Elbogen’s (2006) finding 

that clinicians who assigned great importance to the wishes of a service user’s family 

were significantly less likely to follow their treatment refusals stated in an AD. It was 

more common to request that a mental healthcare practitioner be involved in their 

care (n=20, 38%) and seven (13%) requested their GP be part of their care team. 

This matches the finding of Backlar (2001) that more than one third of participants in 

their study chose, in their AD, to have their clinicians involved in their treatment 

planning. 

 

5.2 Trusted person 
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The feedback from the focus groups (Thom, 2019) strongly indicated that it was 

important that the MAP be created with a trusted person. Our data shows that for this 

group, more than half created their MAP with a clinician, which suggests that, at 

least in some cases, there is a high level of trust between clinicians and service 

users. However, this is not universal, and it is important that the choice of person to 

assist in creating the MAP is determined by the individual. People are very clear that 

trust is important in healthcare engagement. Allowing these choices to happen 

promotes a therapeutic relationship and is an indication of goodwill. 

 

5.3 Clinical utility 

Because the MAP is a personal reflection of an individual’s will and preferences, we 

did not believe it appropriate to rate them as to “quality”, although the team members 

who work in clinical services (AOB, HC, JP, PG) did consider the question of clinical 

utility – did the MAPs contain actionable and practicable information that would 

assist in negotiating care? In general, they found that the MAPs contained useful 

information that gave them insights they might not otherwise easily have elicited. 

While Ruchlewska (2014) found that crisis plans facilitated by patient advocates 

were more complete and more specific than those facilitated by clinicians, this did 

not appear to be the case in our study. 

 

5.4 Clinical appropriateness 

Previous studies (Henderson, 2017; Elbogen, 2006) found that clinicians’ resistance 

to ADs was correlated with the concern that individuals would use their AD to make 

inappropriate treatment decisions which could conflict with the clinician’s duty of 

care. In a study of completed advance statements under the Scottish legislation, 

96% included at least one treatment refusal (Reilly & Atkinson, 2010). In our study, 

very few completed MAPs expressed ‘negative preferences’ (excluding options 

clinicians might want to utilise). There were only three ECT refusals, with even one 

of those conceding it could be considered as a “last resort”. In the 16 instances 

where medication was mentioned, only six cited a specific psychotropic that they 

would not like to be given and of these two named another specific drug that would 

work for them; seven made only non-specific references to use of medications, such 

as “don’t over-medicate me”, or “don’t want to be on medication long-term”; and one 

referred to allergies to specific pain medication (tramadol and codeine). This 
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suggests that the service users who have created MAPs to date are pragmatic and 

understand what treatments have worked or not for them in the past, a finding that is 

consistent with our previous research which shows that service users would 

generally use ADs to engage in treatment rather than oppose it (Lenagh-Glue, 

2018). The current study therefore does not support clinicians’ concerns that AD 

would prevent the delivery of effective care. 

 

5.5 Non-clinical content 

Completed MAPs also demonstrate that non-clinical issues are important to service 

users, at a time of crisis, including managing their personal affairs, pets, work, 

finances, tenancies, etc.  Many people also identified the sensory activities that they 

find useful/soothing. This will be helpful in a practical sense as people may not 

always be able to express their wishes while in crisis and yet it is these very activities 

that will support the person toward wellness. The importance of such information 

was highlighted in the focus groups that informed the creation of the MAP (Thom, 

2019) and led to the decision to include such issues in the MAP template. Reilly and 

Atkinson (2010) found that matters of finances or the care of family members or pets 

were not commonly incorporated into advance statements in Scotland. However, this 

may reflect the legislative structure surrounding the specific ADs whose use they 

studied in Scotland, which focusses on treatment provided under the MHCT Act. The 

Scottish AD may be accompanied by a personal statement broader in scope  looking 

at “important things apart from your treatment for your mental disorder”, but it does 

not have the same standing in law (Scottish Executive, 2005). 

 

5.6 Procedural justice 

The concept of procedural justice informed the creation of MAPs. Tyler (1992) 

emphasised that often people are less concerned about the outcome of a particular 

process than by their perception that the process is fair and balanced, and that they 

are heard. Service users are empowered by participating in the selection of 

treatment goals that support their personal aspirations (Linhorst, 2002). MAPs are an 

important tool to promoting empowerment, as they provide an opportunity to allow 

clinicians and service users to have a broad discussion of the service user’s will and 

preferences. As services shift towards a consumer-centric model of service delivery 

it is crucial that clinicians have the tools to understand service users’ preferences 
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and respect these. ADs can promote service users’ perception of procedural justice 

by allowing them to have their voice heard, even at a time when they may lack the 

capacity to give informed consent (Lenagh-Glue, 2018; La Fond, 2002).  

 

5.7 Legislative impact 

New Zealand is currently reviewing its mental health legislation with a view to 

aligning it more closely with international human rights instruments, such as the 

CRPD. The UN Committee reviewing New Zealand’s current legislation 

recommended: “The State party take immediate steps to revise laws and replace 

substituted decision-making with supported decision-making. This should provide a 

wider range of measures which respect the person’s autonomy, wills and 

preferences…” (UNCRPD, 2014, p. 3 at 22). New legislation may include reference 

to ADs, requiring them to be considered fully by clinicians, as a means of giving 

service users more autonomy, as has been the case in Scotland and some states in 

Australia.  

 

Much of the literature has focussed on the impediments to creating ADs in the 

mental health context (Shields, 2014; Sellars, 2015), but the current study 

demonstrates that, when given the opportunity and adequate information, service 

users will create meaningful ADs that include information that can provide clinicians 

with additional tools to provide holistic mental healthcare. ADs should be 

incorporated into legislation in a manner that increases service users’ participation in 

their care and promotes their sense of procedural justice. It is unlikely that ADs will 

be considered binding in all circumstances (Scholten, 2019). But the legislation 

should at least require that the service user’s preferences be acknowledged by 

clinicians, and followed as far as practicable, and clear reasons should be provided 

in the clinical records where any such preference is overridden. 

 

6. STRENGTHS AND LIMITATIONS 

6.1 Strengths 

This project arose from a consumer initiative and has been developed using 

codesign principles. The MAP template directly reflects the kinds of preferences that 

participants wanted to see included in the document, as identified in our survey 
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(Thom, 2019). The use of MAPs has been endorsed by senior management of the 

SDHB, and it has promoted training workshops for clinicians to promote their use.  

 

6.2 Limitations 

The sample of 53 analysed here is relatively small, representing approximately 1% of 

enrolled consumers in mental health services in the region, but includes all ADs 

developed in the first ten months that MAPs were available in the health board’s 

region. The average age in sample was 44.7 years old, and so the study might not 

reflect the views of younger service users. This is a study of the implementation of 

MAPs within one health board only, which may not reflect the perspectives of the 

wider New Zealand population. We consulted with Māori in developing the MAP, and 

15% of completed MAPs were done by individuals who self-identify as Māori, but we 

do not have confirmation that the MAP reflects the specific needs of Māori and 

Pasifika service users. To date, we have not examined whether the MAP is equally 

relevant for different age groups. A future area to look at is whether MAPs need to 

be tailored to youth and older adults.  

 

7. CONCLUSION 

This study shows that consumers use ADs to express a wide range of preferences, 

including their views on clinical matters such as medication and the place of care, 

who to involve and exclude from their care, and the management of their personal 

affairs. When consumers are given an appropriately supported opportunity to 

develop an AD they produce preference statements that are both strongly 

personalised and would be useful in assisting clinicians to provide care that is 

consistent with their preferences. Future research will examine how clinicians work 

with ADs in practice, and consider how satisfied consumers are with clinicians’ 

response to these statement of their preferences for care.  
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Table 1. MAP fields 

DESCRIPTOR # completing field % 

What I would like to have happen 52 98.1 
What I do not want to have happen 42 79.2 
Who should be contacted if I am in crisis 52 98.1 
Who DO I wish to have included in my care 47 88.7 
Who DON'T I wish to have included in my care 30 56.6 
Management of personal affairs 46 86.8 
Preferences 28 52.8 
Other relevant information 19 35.8 
Male/Female F=35 66.0 
Age (mean) 44.7  
Signed 45 84.9 
Dated 53 100 
Witnessed 47 88.7 
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Table 2. Categories of MAP preferences 

Category Count 

WHO SHOULD BE CONTACTED IF I AM IN CRISIS  

Clinical practitioner  (Community mental health team, psychiatrist, nurse, case worker, psychologist) 17 
General practitioner 3 
Partner / spouse 17 
Parent 16 
Other family member. (Sibling, child, other) 14 
Personal acquaintance  (Friend, neighbour, colleague) 13 
Non-clinical support person  (NGO support worker, pastor, counsellor, social worker) 14 
Total tally of preferences 77 
WHAT I WOULD LIKE TO HAVE HAPPEN 
Medication / treatment  (Use of named medication, hospitalisation, admission to specific ward) 20 
Personal dignity  (Being listened to, being heard, treated with respect, involved in decision making) 15 
Treatment setting. (Community based, hospital, specific ward) 12 
Contact specific people 12 
Specific clinician or treatment team 13 
Personal matters  (Care of pets, household, cars, personal belongings) 6 
Non-clinical support  (Attend or contact support groups/NGOs/activity groups; general support) 9 
Safe place. (Quiet, privacy, free of assault, conflict) 11 
Other  (eg: internet access, be allowed to vape, have as much leave as possible, be encouraged to get “out & 
about”, access to helplines) 

18 

Total tally of preferences 101 

MANAGEMENT OF PERSONAL AFFAIRS 

What needs attending to: 
      Pets 

 
6 

      Personal affairs   (Car, mail, financial, house, workplace, care of child)  
Who should attend to this: 
      Partner / spouse 

 
11 

      Family member  (Parents, sibling, other) 15 
      Enduring Power of Attorney 3 
      Personal acquaintance (Neighbour, friend, pastor) 7 
      Non-clinical support  (NGO support worker, counsellor) 9 
      Self-managed preferences 7 
Total tally of preferences 77 

WHO DO I WISH TO HAVE INCLUDED IN MY CARE  

Clinical practitioner (Community mental health team, psychologist, psychiatrist, nurse, case worker) 20 
General practitioner 7 
Partner / spouse 13 
Parents 9 
Other family (Aunt, cousin, in-law, sibling, child) 14 
Personal acquaintance. (Friend, neighbour, colleague) 10 
Non-clinical support (NGO support workers, counsellor, pastor)  8 
To be decided at the time 1 
Total tally of preferences 72 

WHAT I DO NOT WANT TO HAVE HAPPEN?  

Medication / treatment (Medication: specific medication named, or general reference to changes to medication) 16 
ECT 3 
Be insensitively treated (Be lonely, isolated, ignored, decisions made without me, assumptions made about me) 7 
Specific people not involved in care 3 
Family involved 7 
Choice of treatment setting (Specific hospital / ward) 4 
Coercive treatment (Mental Health Act, restraint, seclusion, police) 12 
Privacy breached (Information widely shared, specific people finding out) 3 
Personal affairs (Personal effects, change of residence) 2 
Other (eg: no eggs, not stuck in noisy or crowded room, too much talk, not be allowed to see my children, opposed 
to drug testing) 

15 

Total tally of preferences 72 

WHO I DON’T WANT INCLUDED IN MY CARE  

Clinical practitioner. (Named psychiatrist, ward, service) 5 
Parent(s) 6 
Other family (Grandparent, in-law, sibling) 13 
People I don’t know or trust 3 
Other (Lifeline, police, to be decided at the time) 5 
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Total tally of preferences 32 

PREFERENCES  

Dietary 4 
Given a voice (respect, involved in decision-making) 6 
Alternatives to admission 2 
Specific sensory and other comforts. (activities, sensory comforts, smoking, comfort foods, see pets) 10 
People not to involve 1 
No coercive treatment 2 
Practical life issues (financial issues, support contacting work) 2 
Spiritual or community support (Salvation Army, alternative therapies, supportive community worker) 4 
Specific medication preferences 3 
Total tally of preferences 34 

 

 
 

Table 3. Types of Coercive Behaviour 

No seclusion or restraints 5 
Locked ward 2 
Compulsory care (MHA) 3 
Police involvement 1 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


