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ABSTRACT

Psychiatric Advance Directives (PADs) can protect the autonomy of those living with severe mental illness
(SMI) and improve their treatment outcomes. However, their uptake is low for several documented
reasons. Attempts to increase patient uptake of PADs can circumvent risks of undue provider influence in
the facilitation process and promote optimal mental health outcomes with a peer-support model, thereby
protecting patient autonomy in accordance with the principle of beneficence. Moreover, policymakers and
mental health organizations should devote sufficient resources toward establishing peer-support specialist
networks to mitigate the inequities those with SMI face. Capability theory can guide state leaders and
directors in justifying the distribution of scarce resources to achieve these outcomes.
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INTRODUCTION

Since the mid-twentieth century, scholars have increasingly rejected a strong paternalistic relationship
between physician and patient, emphasizing the right of patients to accept or decline medical treatment.?
With this greater emphasis on patient autonomy, a healthcare model of shared decision-making ascended
in the 1980s.2 Considering limitations in a patient’s capacity to make informed decisions in their treatment,
the US Congress passed the Patient Self-Determination Act in 1990.3 The act legally obliged hospitals and
other care facilities that participate in Medicare and Medicaid to ask patients if they have an advance
directive. In the absence of such a directive, these institutions are to ask if patients would like to complete
one and to abide by it if presented by the patient.*

These directives give patients control of future medical decisions in three key areas: entrusting an individual
to act as a medical decision-making proxy, preferences for and consent to future treatment, and a
statement of overall personal values and preferences to help inform future medical decisions by providers.®
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Although professionals initially crafted the law with end-of-life care in mind, 27 states now have mental
health-specific provisions included in advance directive statutes.® As a subset of advance directives,
psychiatric advance directives (PADs) are meant to protect patient autonomy during the treatment of
psychiatric episodes when competence is compromised. Despite their promise and protection, PADs are
underutilized by those with serious mental illness (SMI).

In a survey of psychiatric patients, only 4-13 percent of respondents across multiple US sites reported having
completed a PAD.” The same study indicated that 66-77 percent of respondents were interested in
completing one if given assistance.® Having recognized the gap between patient interest and uptake,
researchers have explored the possible reasons for this disparity. Several barriers have been identified and
characterized at the system, health-professional, and service-user levels.® Although exploring interventions
targeted at each level individually may be worthwhile, several barriers may be effectively overcome with
one cross-level intervention. Specifically, a network of peer-support facilitators may be able to mitigate
resource concerns of the system level, provider fears, reluctance, and lack of knowledge of PADs at the
health-professional level, and a lack of trust and support among those with SMI within the service-user
level. 10

Although the Patient Self-Determination Act mandated protections for patient autonomy, the law did not
provide a sufficient mechanism to ensure the broad use of those protections. Much of the logistical burden
falls on those living with SMI to educate themselves and initiate the completion of a PAD.** However, many
of those living with SMI already face additional burdens that prevent their successful navigation of a
complex healthcare system, including poverty, marginal housing, and food insecurity. *? In addition,
individuals with SMI tend to be more socially isolated, with few others to trust besides their providers.?
Efforts to promote the uptake of PADs by those living with SMI that neglect these additional burdens risk
exacerbating health inequities faced by those with SMI.

Attempts to increase patient uptake of PADs should circumvent risks of undue provider influence in the
facilitation process and promote optimal mental health outcomes with a peer-support model, thereby
protecting patient autonomy per the principle of beneficence. Additionally, policymakers and mental health
organizations should devote sufficient resources toward establishing peer-support specialist networks to
mitigate the inequities those with SMI face. Capability theory can guide state leaders and directors in
justifying the distribution of scarce resources to achieve these outcomes.

l. System-Level Barriers to Psychiatric Advanced Directive Uptake

At least three barriers to PAD uptake exist at the system level. Still, only one can be effectively addressed
by peer-support specialists: resource implications to providers and administrators.'* In one study, 71
percent of administrators and 52 percent of clinicians believed that a shortage of time would prevent
adequate facilitation of PAD completion among those with SMI. ¥ Logistical difficulties, such as
incorporation into routine documentation and making them easily accessible, were mentioned by 25
percent of respondents in another study.® Professionals should take clinical burdens seriously since they
can impact care and patient outcomes. Shifting to a peer-support model would alleviate these constraints
on providers, who could then focus on other aspects of patient care.

Il. Health Professional-Level Barriers to Psychiatric Advance Directive Uptake

Barriers at the health-professional level, which include a lack of knowledge and training, fear of complete
treatment refusals, and a reluctance to facilitate PAD creation, keep patient uptake of PADs low.'” Among
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these barriers is a need for more knowledge and training among healthcare professionals. In one study, 55
percent of health professionals had never heard of PADs; only 11 percent claimed they were "very familiar"
with PADs.*® In a survey of professionals, 45 percent voiced concern that the potential disadvantages such
as the use of PADs to refuse medications could outweigh the benefits.'® The reluctance of providers to assist
service users in completing a PAD stemmed from concerns over time constraints and the providers’ ability
to facilitate the completion of a PAD without bias.?° These concerns are serious and hint at the asymmetrical
power dynamic between providers and patients. By removing the responsibility of unbiased communication
from the provider and placing it with peer-support facilitators, the risk to patient autonomy would be
significantly lessened.

M. Service User-Level Barriers to Psychiatric Advance Directive Uptake

Several barriers exist at the service-user level that prevent the widespread adoption of PADs. These include
a lack of trust, support, and knowledge of PADs, as well as a lack of understanding in completing a PAD.?*
Concerning trust, one study found that 43 percent of patients did not feel they had someone they could
trust to help them complete their PAD.?? Other studies indicated that patients had limited trust in their
healthcare professionals.?® Regarding the lack of support, one survey found that 94 percent of respondents
would be unable to complete a PAD without assistance or without a facilitator.?* Many patients lack
knowledge and awareness of PADs, how to complete, and what to include in them.? Due to their complex
legal nature, over half of the respondents in one survey indicated that they had problems understanding
the PAD.% Similarly, 79 percent of clients interviewed in one study felt that PADs posed too much of a
burden.?” Through their shared lived experience, peer-support facilitators would be in a greater position to
foster trust with patients and create the environment necessary for patients to explore their values and
preferences through this process.

IV. Circumventing Undue Provider Influence on Patient Autonomy

The risk to patient autonomy is pervasive because of the advanced nature of medical practice and the
dependence of patients to providers. In their delineation of bioethical principles, Beauchamp and Childress
state: "To respect autonomous agents is to acknowledge their right to hold views, to make choices, and to
take actions based on their values and beliefs."?® This duty extends through a respectful attitude toward the
patient and respectful action toward the patient.?° On average, patients with SMI take 14.6 minutes to
complete a PAD, which is well within the 30-minute time limit imposed by insurance reimbursement
schedules.3® However, as other researchers have indicated, this time of completion does not take into
account the time required to inform and discuss the implications of future treatment decisions
adequately.3! Given that those living with SMI are often affected by cognitive deficits, the ability of a
provider to relay complex health and legal information promptly may be further hamstrung.3? By offloading
the burden of providing efficient and practical education to patients with various levels of cognitive
impairment, peer-support specialists could provide the necessary space and time to obtain informed
consent and protect patient autonomy.

Much of the moral force behind advance directives is the respect for patient autonomy, which has been a
focus of researchers over the past several years.?* Because psychiatric episodes severely limit the ability of
a patient to make well-informed treatment decisions in a crisis, PADs are a way to protect the patient from
paternalistic interventions. This takes on greater weight in treating patients experiencing a psychiatric
episode when the threat and use of coercive treatment options are frequent.* Moreover, a report in North
Carolina has uncovered a "culture of commitment" whereby providers routinely and reflexively override
patient PADs through the legal execution of involuntary commitment.3® This is despite the affirmation of
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the autonomy of psychiatric patients by the US District Court in Vermont, which concluded in Hargrave v.
Vermont that clinicians could not overrule written directives regarding mental health treatment in non-
emergency situations.®® Although the invalidation of a PAD occurs during treatment, well after discussing
and creating it, providers holding the view that PADs are of little utility may not accurately or effectively
discuss their relevant features with patients. However, this issue could be side-stepped entirely with peer-
support specialists who would be responsible for obtaining informed consent from the patient within the
value structures espoused by the patient.

V. Beneficence Through Peer Support

A growing amount of research indicates how peer-support facilitation of PADs can improve the mental
health outcomes of those with SMI. Studies show that adults with SMI can complete legally valid PADs with
appropriate assistance and that these documents faithfully represent their preferences.3” At a minimum,
service users report no bias against peer specialists in facilitating PADs.3® Peer-support specialists use their
lived experience to foster empowerment among patients, serve as role models, and promote a patient-
centered process in successful PAD completion.3® Mitigating concerns from providers that PAD creation
would include complete refusal of treatment, other studies have found that peer-facilitated PADs were
significantly more likely to be prescriptive than PADs facilitated by non-peer clinicians.*® Most importantly,
peer-facilitated PADs effectively decrease compulsory hospital admissions and increase mental health
outcomes such as self-perceived symptoms, empowerment, and recovery.*!

Providers have a prima facie duty to prevent harm from occurring to others, remove conditions that will
cause harm to others, and help persons with disabilities.*? This is often conceptualized within the patient-
provider relationship, but it need not be. Although general beneficence is controversial in ethics circles,
providers can promote the welfare of those they may never meet by relinquishing the responsibility of PAD
facilitation to peer-support specialists.** In doing so, they remove the possibility of unduly influencing
patient preferences, thereby reducing the risk of harm. Additionally, providers incur no additional costs,
ameliorating concerns that they do not have the time or resources to facilitate PAD creation effectively.*
Additionally, they would be implicitly endorsing a better treatment option, allowing them to meet the prima
facie obligation to help persons with disabilities.

VI. Relational Autonomy and Informed Consent in PAD Creation

Shifting the burden of PAD facilitation from providers to peer-support specialists may not settle questions
of undue influence. However, under their own SMI, peer-support specialists have lived experiences that
strongly parallel others with SMI, which may augment patient autonomy overall. In support of this relational
turn, Susan H. Williams explains: "Once the social sources of our identities are recognized, it becomes
apparent that someone else who shares my culture [experience] might be able to understand me better
than | understand myself.” % Essentially, the lived experience of peer-support specialists does not
necessarily impede autonomy but can effectively enhance it through facilitated support.*® Recognizing that
individuals are embedded in social relations makes it clear that conceptions of autonomy that neglect
emotions, communal life, social context, interdependence, reciprocity, and the development of persons
over time are exceedingly narrow.*” Within this framework of relational autonomy, peer-support specialists
can guide service users through their struggles with SMI. So long as the interaction allows service users to
act intentionally, with understanding, and without external influences, professionals can respect an
individual's autonomy.*® The enhancement in service-user autonomy ultimately arises from the relationship
and shared experience with the peer-support specialist.
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Of course, peer-support specialists would be obligated to the affirmative duties necessary to ensure service
users' understanding and informed consent. Peer-support specialists can achieve informed consent through
a certification procedure and a manualized structured conversation that guides the patient to understand
their preferences better.* To achieve informed consent, "the patient must have the capacity to be able to
understand and assess the information given, communicate their choices, and understand the
consequences of their decision.”*° To this end, professionals must train peer-support specialists to apply
standards of competence to service users prior to PAD facilitation. Although intervening with peer-support
specialists can yield substantial benefits—including fewer coercive interventions, a better-working alliance
with care providers, and higher odds that individuals will receive and adhere to their preferred
medications— professionals must reach informed consent during each facilitation session.>!

VII. Guiding Distributive Justice: Capability Theory

Capability theory is an account of justice opportunity that places a fundamental moral significance on
individuals' ability to reach proper functioning and well-being.>> Whether or not an individual can make use
of a particular set of resources and convert them into a state of functioning depends on personal,
sociopolitical, and environmental conditions ("conversion factors").>3 In this sense, liberty is not the absence
of restraint from others or institutions but the freedom achieved through capability-enhancing
relationships.>* Within the context of bioethics, capability theory shifts focus toward creating circumstances
by which individuals can direct their lives as they choose.>® Acting in accordance with the principle of
beneficence, peer-support specialists could enhance the capability of patients to be self-determined and
autonomous, which would promote patient well-being and empowerment.>®

Those living with SMI, such as schizophrenia and bipolar disorder, are among the most disadvantaged in
society, experiencing social and economic hardship related to their illness.>’ These individuals are often
feared and rejected by others, which increases depression, lowers self-esteem, and engenders feelings of
social isolation.® Compounding their challenges, especially for those facing structural inequalities, is
insufficient access to appropriate mental health services supporting recovery.>® Capability theory provides
a sound justification for the resource distribution necessary to create and sustain a thriving network of peer-
support specialists, to which those with SMI currently do not have access. Establishing this conversion factor
would increase the uptake of PADs and motivate continued engagement in treatment, which is crucial for
patients with SMI.%°

Governments and private and public mental healthcare organizations should prioritize establishing peer-
support facilitator networks to provide those living with SMI with this much-needed resource. Funding
should be directed to train peer-support specialists so that available treatment options are clearly
communicated and informed consent is achieved. NAMI Peer-to-Peer and Integral Care (Travis County) Peer
Support Specialists may provide effective support models. However, policymakers should take note of
Virginia's facilitation model implementation efforts and consider potential roadblocks at the state and local
levels.®! Additionally, investment should be made into a nationwide PAD repository that providers can
access electronically during intake so that patient preferences are respected throughout treatment.

CONCLUSION

Those living with severe mental illness experience disproportional disadvantages that limit their ability to
access mental health resources that protect their autonomy during a crisis. These disadvantages should be
acknowledged and addressed with the creation and sufficient funding of peer-support specialist networks
to help these individuals complete and execute psychiatric advance directives during treatment. Efforts that
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attempt to promote psychiatric advance directive facilitation through providers risk undue influence and
poor mental health outcomes, despite the duties of non-maleficence and beneficence. While different
models may be explored, peer-support specialists can leverage the advantages of their shared lived
experience with patients within a framework of relational autonomy following the principle of beneficence.
Capability theory offers state, local, and organizational leaders’ guidance in promoting and justifying peer-
support specialist networks, which protect patient autonomy, increase well-being, and decrease harm.

PERSONAL PERSPECTIVE

As someone who has voluntarily been admitted to a psychiatric health facility twice to treat manic episodes
stemming from Bipolar | Disorder, | recognize the autonomy-persevering utility of psychiatric advance
directives on a theoretical and experiential level. Through my research and the benefit of hindsight, | believe
that a psychiatric advance directive could have facilitated my treatment regimens and perhaps mitigated
some of the depersonalization and lack of control | felt. This experience informs my approach and
contribution to the academic conversation surrounding the systematic barriers and ethical dilemmas

preventing the widespread use of psychiatric advance directives.

1 Madison K. Kilbride and Steven Joffe, "The New Age of Patient Autonomy," JAMA 320, no. 19 (2018): 1973-1974,
https://doi.org/10.1001/jama.2018.14382.

2 Kilbride and Joffe, "The New Age of Patient," 1973-1974.
3 patient Self-Determination Act, H.R. Res. 5067, 101st Cong. (Nov. 5, 1990) (enacted).

4 Billy Table, Jaime Thomas, and Virginia A. Brown, "Psychiatric Advance Directives as an Ethical Communication Tool: An Analysis
of Definitions," The Journal of Clinical Ethics 31, no. 3 (2020): [353-363]

5 Heather Murray and Hal S. Wortzel, "Psychiatric Advance Directives: Origins, Benefits, Challenges, and Future
Directions," Journal of Psychiatric Practice 25, no. 4 (2019): 303-307, https://doi.org/10.1097/PRA.0000000000000401.

6 Table, Thomas, and Brown, "Psychiatric Advance," 353-363.

7). Swanson et al., "Psychiatric Advance Directives among Public Mental Health Consumers in Five U.S. Cities: Prevalence,
Demand, and Correlates.," The Journal of the American Academy of Psychiatry and the Law 34, no. 1 (2006): 43-57.

8 Swanson et al., "Psychiatric Advance," 43-57.

9 Laura S. Shields et al., "A Review of Barriers to Using Psychiatric Advance Directives in Clinical Practice," Administration and
Policy in Mental Health and Mental Health Services Research 41, no. 6 (2013): 753-766, https://doi.org/10.1007/s10488-013-
0523-3.

10 Charles M. Belden et al., "Appropriateness of Psychiatric Advance Directives Facilitated by Peer Support Specialists and
Clinicians on Assertive Community Treatment Teams," Journal of Mental Health 31, no. 2 (2021): 239-245,
https://doi.org/10.1080/09638237.2021.1952946.; Shields et al., "A Review," 753-766.

11 Tracy Peto et al., "Support Needed to Create Psychiatric Advance Directives," Administration and Policy in Mental Health 31,
no. 5 (2004): 409-419, http://ezproxy.lib.utexas.edu/login?url=https://www.proquest.com/scholarly-journals/support-needed-
create-psychiatric-advance/docview/210976273/se-2?accountid=7118.



KARASIK, PROTECTING THE AUTONOMY OF PATIENTS WITH SEVERE MENTAL ILLNESS, VOICES IN BIOETHICS, VOL. 9 (2023)

12 Rachel C. Conrad et al., "Duties toward Patients with Psychiatric lliness," Hastings Center Report 50, no. 3 (2020): 67-69,
https://doi.org/10.1002/hast.1139.

13 Murray and Wortzel, "Psychiatric Advance," 303-307.

14 Shields et al., "A Review," 753-766.

15 Christine M. Wilder et al., "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 40, no. 3 (2013): 232-239,
https://doi.org/10.1007/s10488-011-0401-9.

16 Maria J. O’Connell and Catherine H. Stein, "Psychiatric Advance Directives: Perspectives of Community

Stakeholders," Administration and Policy in Mental Health 32, no. 3 (2005): 241-265, https://doi.org/10.1007/s10488-004-0843-
4.

17 Shields et al., "A Review," 753-766.

18 O’Connell and Stein, "Psychiatric Advance," 241-265.

19 Eric B. Elbogen et al., "Clinical Decision Making and Views about Psychiatric Advance Directives," Psychiatric Services 57, no. 3
(2006): 350-355, https://doi.org/10.1176/appi.ps.57.3.350.

20 Debra Srebnik and Lisa Brodoff, "Implementing Psychiatric Advance Directives: Service Provider Issues and Answers," The
Journal of Behavioral Health Services & Research 30, no. 3 (2003): 253-268, https://doi.org/10.1007/BF02287316.; |. Varekamp,
"Ulysses Directives in the Netherlands: Opinions of Psychiatrists and Clients," Health Policy 70, no. 3 (2004): 291-301,
https://doi.org/10.1016/j.healthpol.2004.03.003.

21 Shields et al., "A Review," 753-766.

22 Richard A. Van Dorn, Jeffrey W. Swanson, and Marvin S. Swartz, "Preferences for Psychiatric Advance Directives among Latinos:
Views on Advance Care Planning for Mental Health," Psychiatric Services 60, no. 10 (2009): 1383-1385,
https://doi.org/10.1176/ps.2009.60.10.1383.

23 Jeffrey W. Swanson et al., "Psychiatric Advance Directives: A Survey of Persons with Schizophrenia, Family Members, and
Treatment Providers," International Journal of Forensic Mental Health 2, no. 1 (2003): 73-86,
https://doi.org/10.1080/14999013.2003.10471180.

24 Eric B. Elbogen et al., "Effectively Implementing Psychiatric Advance Directives to Promote Self-determination of Treatment
among People with Mental Iliness.," Psychology, Public Policy, and Law 13, no. 4 (2007): 273-288, https://doi.org/10.1037/1076-
8971.13.4.273.

25 Shields et al., "A Review," 753-766.

26 Marvin S. Swartz et al., "Patient Preferences for Psychiatric Advance Directives," International Journal of Forensic Mental
Health 5, no. 1 (2006): 67-81, https://doi.org/10.1080/14999013.2006.10471231.

27 Richard A. Van Dorn et al., "Reducing Barriers to Completing Psychiatric Advance Directives," Administration and Policy in
Mental Health and Mental Health Services Research 35, no. 6 (2008): 440-448, https://doi.org/10.1007/s10488-008-0187-6.
28 Tom L. Beauchamp and James F. Childress, Principles of Biomedical Ethics, 8th ed. (n.p.: Oxford University Press, 2019).

7

29 Beauchamp and Childress, Principles of Biomedical.


https://doi.org/10.1007/BF02287316

KARASIK, PROTECTING THE AUTONOMY OF PATIENTS WITH SEVERE MENTAL ILLNESS, VOICES IN BIOETHICS, VOL. 9 (2023)

30 Sharad Philip et al., "EAT-PAD: Educating about Psychiatric Advance Directives in India," International Journal of Social
Psychiatry 65, no. 3 (2019): 207-216, https://doi.org/10.1177/0020764019834591.

31 Table, Thomas, and Brown, "Psychiatric Advance," 353-363.

32 Julia M. Sheffield, Nicole R. Karcher, and Deanna M. Barch, "Cognitive Deficits in Psychotic Disorders: A Lifespan
Perspective," Neuropsychology Review 28, no. 4 (2018): 509, https://doi.org/10.1007/s11065-018-9388-2.

33 Stavroula Tsinorema, "The Principle of Autonomy and the Ethics of Advance Directives," Synthesis Philosophica 59, no. 1
(2015).

34 Marie Chieze et al., "Coercive Measures in Psychiatry: A Review of Ethical Arguments," Frontiers in Psychiatry 12 (2021):
https://doi.org/10.3389/fpsyt.2021.790886.

35 Taylor Knopf, "Health Providers Sometimes Ignore Mental Health Patients' Documented Wishes during Treatment," NC Health
News, last modified February 7, 2023, https://www.northcarolinahealthnews.org/2023/02/07/health-providers-sometimes-
ignore-mental-health-patients-documented-wishes-during-treatment/.

36 Diane McDevitt, "Psychiatric Advance Directives," The Nurse Practitioner 45, no. 4 (2020): 10-13,
https://doi.org/10.1097/01.NPR.0000657304.67256.E5.

37 Marvin S. Swartz et al., "Implementing Psychiatric Advance Directives: The Transmitter and Receiver Problem and the
Neglected Right to Be Deemed Incapable," Psychiatric Services 72, no. 2 (2021): 219-221,
https://doi.org/10.1176/appi.ps.202000659.

38 Michele M. Easter et al., "Impact of Psychiatric Advance Directive Facilitation on Mental Health Consumers: Empowerment,
Treatment Attitudes and the Role of Peer Support Specialists," Journal of Mental Health 30, no. 5 (2020): 585-593,
https://doi.org/10.1080/09638237.2020.1714008.

39 Michele M. Easter et al., "Facilitation of Psychiatric Advance Directives by Peers and Clinicians on Assertive Community
Treatment Teams," Psychiatric Services 68, no. 7 (2017): 717-723, https://doi.org/10.1176/appi.ps.201600423.

40 Belden et al., "Appropriateness of Psychiatric," 239-245.

41 Aurélie Tinland et al., "Effect of Psychiatric Advance Directives Facilitated by Peer Workers on Compulsory Admission among
People with Mental lliness," JAMA Psychiatry 79, no. 8 (2022): 752, https://doi.org/10.1001/jamapsychiatry.2022.1627.

42 Beauchamp and Childress, Principles of Biomedical.
43 Beauchamp and Childress, Principles of Biomedical.
44 Shields et al., "A Review," 753-766.

45 Williams, "Comment: Autonomy and the Public-private Distinction in Bioethics and Law," Indiana Journal of Global Legal
Studies 12, no. 2 (2005): 483, https://doi.org/10.2979/gls.2005.12.2.483.

46 Carlos Gomez-Virseda, Yves De Maeseneer, and Chris Gastmans, "Relational Autonomy: What Does It Mean and How s It Used
in End-of-life Care? A Systematic Review of Argument-based Ethics Literature.," BMC Medical Ethics 20, no. 1 (2019): 76,
https://doi.org/10.1186/s12910-019-0417-3.



KARASIK, PROTECTING THE AUTONOMY OF PATIENTS WITH SEVERE MENTAL ILLNESS, VOICES IN BIOETHICS, VOL. 9 (2023)

47 Beauchamp and Childress, Principles of Biomedical.
48 Beauchamp and Childress, Principles of Biomedical.

49 Easter et al., "Facilitation of Psychiatric," 717-723.

50 Christine S. Cocanour, "Informed Consent-It's More than a Signature on a Piece of Paper," The American Journal of
Surgery 214, no. 6 (2017): 993-997, https://doi.org/10.1016/j.amjsurg.2017.09.015.

51 Easter et al., "Facilitation of Psychiatric," 717-723.
52 Beauchamp and Childress, Principles of Biomedical.

53 Ingrid Robeyns and Morten Fibieger Byskov, "The Capability Approach," Stanford Encyclopedia of Philosophy, last modified
December 10, 2020, https://plato.stanford.edu/entries/capability-approach/#toc.

54 Bruce Jennings, "Reconceptualizing Autonomy: A Relational Turn in Bioethics," Hastings Center Report 46, no. 3 (2016): 11-16,
https://doi.org/10.1002/hast.544.

55 Beauchamp and Childress, Principles of Biomedical.
56 Easter et al., "Impact of Psychiatric," 585-593.

57 Amy J. Morgan et al., "Interventions to Reduce Stigma towards People with Severe Mental Iliness: Systematic Review and
Meta-analysis," Journal of Psychiatric Research 103 (2018): 120-133, https://doi.org/10.1016/j.jpsychires.2018.05.017.

58 Rose Weitz, The Sociology of Health, lliness, and Health Care: A Critical Approach, 8th ed. (Cengage, 2020), digital file.

59 Anita Ho and Joshua S. Norman, "Social Determinants of Mental Health and Physician Aid-in-dying: The Real Moral Crisis," The
American Journal of Bioethics 19, no. 10 (2019): 52-54, https://doi.org/10.1080/15265161.2019.1654025.

60 Easter et al., "Impact of Psychiatric," 585-593.

61 Heather Zelle, Kathleen Kemp, and Richard J. Bonnie, "Advance Directives for Mental Health Care: Innovation in Law, Policy,
and Practice," Psychiatric Services 66, no. 1 (2015): 7-9, https://doi.org/10.1176/appi.ps.201400435.



