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Abstract

Background

Advance psychiatric agreements could guide medical teams in providing care consistent

with the incapacitated service user’s wishes. However, these types of agreements are rarely

completed in Asian settings. What challenges can a traditionally paternalistic healthcare

system expect to encounter when attempting to implement psychiatric advance directives?

Methods

We answered this research question by exploring the cultural, administrative and logistical

challenges that might impede the implementation of the system supporting the service. We

interviewed key stakeholders, 28 service users and 22 service providers, to seek their views

and interests in the implementation of directives. We structured our analyses along a litera-

ture-review-based framework designed to guide further implementation studies, proposed

by Nicaise and colleagues (2013). Accordingly, we divided our inductively generated

themes into four longitudinal categories: pre-development stage, development stage, imple-

mentation stage, post-implementation stage.

Results

Overall, the findings indicated that many service users and service providers are interested

in advance care planning. They believed that foreseeable challenges could be overcome

with appropriate measures. However, the multiple challenges of implementation led some

service providers to be ambivalent about their implementation and led service users to dis-

miss them. Specifically, factors related to the local culture in Singapore necessitated adjust-

ments to the content and structure of the directives. These include language barriers in a

multicultural society, conflicting wishes in a collectivist society, taboos for speaking about

undesirable outcomes in a traditionalist society, and time limitations in a fast-paced society.
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Conclusion

While culture-specific changes may be required to enable service users in a small Asian

country to employ existing advance psychiatric agreement approaches, service providers

and service users see their benefits. However, service providers must be mindful not to

assume that service users are willing to defer every decision to their physician.

Background

In the event of a psychiatric crisis (e.g., psychotic episodes), advance psychiatric agreements

could guide medical teams in providing care consistent with the incapacitated service user’s

wishes. This involves a series of voluntary and non-legally binding discussions between service

providers and service users. Such discussions must be held when the service user is competent,

usually when their illness is in remission, and able to provide input to the types of treatment

they wish to receive should they become incapacitated again [1, 2]. It may entail documenting

their preferences for medications, treatment procedures, hospital admissions and emergency

contacts, to name a few [3–7]. Advance psychiatric agreements are designed to reflect the val-

ues and long-standing opinions that service users endorse in their lives [8].

Research has shown that the timely completion of such advance psychiatric agreements, or

advance care plans (ACP) could provide many advantages. Service quality, for instance, may

improve [9]. There could be a reduction in the need for involuntary admission and treatment

[10]. Service users may also perceive a more positive experience of care [11–13]. Amidst these

promising benefits, however, evidence suggests that the completion of an ACP remained low

[14–17]. Reasons include the administrative burdens of care plans [18], the uncertainty of ser-

vice user’s mental capacity to inform their care plans [19, 20], and cultural taboos for having to

hypothetically speak about matters pertaining to one’s deteriorating condition [21], a taboo

which is particularly present in the Asian cultures that make up Singapore’s population. More-

over, the service user’s documented wishes in the ACP may be difficult to adhere due to a mul-

titude of reasons, ranging from the practical to the legal [2, 22]. For example, those under

mandatory treatment orders, as provided by civil commitment orders, will likely not be able to

choose the conditions of their next treatment [23]. Practically, a physician may not be able to

follow wishes if the documented intervention is insufficient to bring about clinically significant

improvement in the individual’s condition. Clinicians thus do retain some leeway to override

previously documented wishes. This may in turn fail to provide any significant improvement

to the therapeutic alliance as research had suggested [24], or at worse, jeopardize it, thereby

calling into question the merits of completing an ACP.

Aside from the theoretical gaps, there are also foreseeable cultural challenges for setting up

ACPs. Numerous Asian countries have been slow to adopt legislation that supports ACP prac-

tices [25]. This may result from the perception that people with mental illness fall under the

legislation protecting people with disabilities [25] or may result from the vestiges of colonial

legislation that have only recently been shed [26]. In this way, the interplay of politics and cul-

ture play an important role, especially when updating practices to move beyond colonial legis-

lation becomes politically important. In Singapore, for instance, locals have lived by the same

political system since it gained independence in 1965. Largely attributed to the founding father

Lee Kuan Yew, early social policies were so far-reaching they continue to have an impact

today. The policies have also contributed to the rapid developments in Singapore, propelling it

from ‘third world to first’ [27]. Despite having received much criticisms for the same
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authoritarian outcomes in every general election, or in certain parts of their leadership styles,

Singaporeans largely trust the paternalistic government, as surveys regularly indicate [28]. In

Singapore, this paternalistic culture permeates local organisations, especially in the healthcare

sector. “Medical paternalism serves the patient best [29].” The principle of beneficence from

the doctor’s perspective often drives the dynamics of healthcare provisions in Singapore [30].

With years of education and training, doctors are seen to be better informed to treat a service

user’s medical condition. Because paternalism permeates, the authority of physician is not usu-

ally disputed and service users, in turn, express high levels of trust in letting the physicians

direct their treatment [31]. Additionally, the numerous cultures that make up the Singapore

mosaic [32] each have different sets of traditions and beliefs that impact their decisions for

medical treatment in general, despite the fact that the country seeks to merge local and West-

ern practices [33].

Given that there are many divided opinions on the practicality of ACPs [2, 4, 7], it is diffi-

cult to determine if setting up an advance psychiatric agreement programme would indeed

improve mental health services. Existing work have been quite keen in highlighting the poten-

tial benefits that advance statements (or directives) have on the processes of care, and this is

typically evaluated through randomised controlled trials [34, 35]. While this methodology is

appropriate in measuring the effectiveness of the intervention, it provides little information to

the implementation and delivery of an intervention as complex as advance agreements [24,

36]. Since implementing complex interventions requires context-specific solutions, questions

remain as a result of these gaps, especially in what concerns Asian contexts [25]. Putting in

place a system for ACP without an adequate understanding of the potential barriers could

compromise the exercise [7, 22].

Aims

Given that ACP have shown promise in other contexts, but might be challenging to transplant

into an Asian context as conceived of in the Western context, there are two aims to this paper:

1) To determine service user and service provider interest in ACP, and 2) To determine the

logistical and administrative challenges that might impede the effective implementation of a

system for ACP with consideration for psychiatric agreements.

Methods

All procedures performed in studies involving human participants were in accordance with

the ethical standards of the institutional and national research committee and with the 1964

Helsinki declaration and its later amendments. Ethics approval was obtained from the insti-

tute’s ethics review committee (Clinical Review Committee reference #613–2018), as well as

the national ethics committee (National Health Group Domain Specific Review Board,

Domain F1 #2018/00247). Written informed consent was obtained from all individual partici-

pants included in the study prior to their participation. Service user participants were screened

by their treating physician for fitness to participate.

This qualitative project sought to obtain the perspectives of service users and service provid-

ers to determine how each group viewed the use of ACP. It was nested under a larger qualita-

tive project that sought to obtain the participants’ perspectives on treatment choices and

which choices they would like documented in their ACP. Service user participants were indi-

viduals diagnosed with psychosis-related disorders, and service provider participants worked

with service users with psychosis-related disorders. Digitally recorded semi-structured inter-

views were conducted and transcribed verbatim. Transcripts were first inductively coded to let

themes emerge, and then deductively coded to fit the findings into an existing theoretical
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framework developed by Nicaise and colleagues [24]. Logistical and administrative barriers in

implementing ACP are described below. Barrier-specific recommendations are presented in

the discussion section. We followed the Consolidated Criteria for Reporting Qualitative

Research, an atheoretical guide, to structure our manuscript [37].

Setting

Singapore is a small equatorial island nation that is composed of predominantly Chinese,

Malay, and Indian people [38]. Accordingly, the country observes the religious customs of

each group, Confucian, Taoist, Muslim and Hindu [32]. This cultural plurality has led to an

eclectic mix of various cultural and religious beliefs, all coexisting with Western ideals of free

market economic systems [33]. This mosaic traces its roots to a British colonial past [27, 32].

While the predominant medical model resembles Western systems, picking from American

and British systems [39], other models of care exist, including traditional Chinese medicine,

Hindu and Muslim spiritualism [40–42].

Concerning psychiatric care in general, the host institute where the data was collected is the

largest source of tertiary psychiatric care in Singapore. It has a capacity of approximately 1800

beds divided between long-stay (6 month or more) and acute-stay wards. It has specialized

wards for first episode psychosis, mood disorders, substance use disorders, rehabilitation, as

well as geriatric and palliative care wards. Its occupancy rate fluctuates between 85% and 95%.

It hosts a wide variety of outpatient services including specialist follow up, occupational ther-

apy, and psychological services. It has the only emergency service dedicated exclusively to the

treatment of psychiatric emergencies in the city, which serves approximately 16,000 cases a

year [43]. A special interest group dedicated to advance care and psychiatric directives was

formed in 2014. Interested staff met to share experiences and discuss the implementation of

such practices. As part of this interest group, workshops were held yearly to allow staff to gain

experience with facilitating the completion of ACP.

Theoretical framework

The goal of an ACP is to maximize the chances of recovery while minimizing unwanted inter-

ventions. Despite the intuitive appeal, multiple drawbacks have led opponents and proponents

alike to underutilize ACP [44]. We pulled heavily on the theoy constructed by Naicaise and

colleagues, who applied implementation theories to the development of ACP services. The the-

ory postulates that each stage of development will be accompanied by a stage-specific set of

obstacles that should be overcome in order to facilitate successful transition through the stages

and ultimately successful implementation of services. While such a theory is not necessarily

content dependent (the development of any new service may fit into a staged model of imple-

mentation) listing the barriers sequentially in each of these stages allows for a systematic over-

view of processes. Expanding on the three stages developed by Nicaise and colleagues [24], the

present paper describes four stages where barriers occur: pre-development stage, development

stage, implementation stage, and post-implementation stage. The pre-development stage is the

additional stage proposed in this study, as inspired by previous researchers [45, 46]. It

describes intangible barriers, such as misconceptions or conflicting perceptions of ACP, that

exist even before the service is created. The development stage describes the process of devel-

oping the system, such as the content of the document and selecting the right service user for

the service. The implementation stage describes barriers such as dealing with conflicting

wishes for the document; the final stage of post-implementation describes system-level barri-

ers, such as accessing the information in the document, and legal matters concerning the over-

riding of the document under the mental health act.
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Overall, a system for using ACP is notably complex as it embodies principles and care con-

cepts meant to be used in various ways across stakeholders in a typically disjointed healthcare

system [22]. The present paper thus draw on the above features to determine the challenges of

implementing ACP in a different context to which it has not been generalized.

Participant sampling and recruitment

In total, we recruited 28 service users with psychotic-related disorders and 22 service providers

(i.e., staff) who worked with them. We chose to focus on service users with psychosis-related

disorders because in comparison to those with milder forms of mental disorders, which are

largely more accepted and better funded, people with more chronic and persistent forms of

mental disorders are often neglected in planning and budgeting [47]. Additionally, people

with psychotic-related disorders alternate between periods of competence and incompetence

regularly [47].

People with psychosis-related disorders, who were receiving inpatient and outpatient ser-

vices were eligible if they were between the age of 21 and 65. Those with comorbid diagnoses

of intellectual disability or dementia-related diagnoses were excluded, as were those who did

not understand the research procedures. Inpatients were recruited only from the hospital’s

rehabilitation ward, as this pool of service users was preparing for discharge and were well.

Outpatients were recruited by means of referral from their attending physician.

We began sampling service providers by interviewing the handful of them who had been

trained to conduct ACPs in general medicine as part of the institute’s ACP interest group.

Those who were interested in this interview responded to an email invitation. Subsequent

recruitment followed a snowballing technique independent of people’s participation in the

ACP interest group [48], where previous participants recommended who else to interview

based on the information discussed during their interview. This was done to acquire a range of

perspectives from the respective stakeholders yet maintain a focus on those with relevant

knowledge of advance care.

Data collection

Digitally recorded semi-structured interviews were conducted between June 2018 and April

2019. We chose to stagger the interviews with the two groups of participants, beginning with

staff. A recruitment overlap allowed us to use theory emerging from the service user groups to

query staff perspectives. It also allowed us to develop an understanding of the issues on which

to base our service user interview guide and sampling approach.

We developed two general interview guides based on existing literature done in other fields

of care where ACPs are relevant [49–52]. Additional questions were posed to fill in the gaps as

identified in the theoretical framework used for this study. For instance, defining the right

moment to raise the topic about an ACP to the service user was found to be a common barrier

across various studies [21, 53], but not in Nicaise and colleagues (2013). These guides thus take

into account a holistic overview of processes that would facilitate the effective implementation

of ACP (see S1 File).

For staff, we queried their understanding of ACP, the challenges they expected, and their

roles and responsibilities. For service users we queried their illness experiences, the periods in

their life when they lost capacity, the decisions made for them and the decisions they would

like to make for themselves. After discussing these elements, we introduced the ACP concept

and explored their interest. We did not query the ACP immediately because service users may

lack familiarity with them. Finally, we queried whether certain limitations of ACP might
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compromise their therapeutic alliance with their service providers, notably the condition by

which physicians could over-ride the ACP.

Staff interviews were conducted by the senior author, lasted an average 48 minutes (SD 12),

and were conducted in the staff’s office. The first author and senior author conducted the ser-

vice user interviews predominantly in pairs. These lasted an average 44 minutes (SD 12) and

were conducted on the IMH campus in outpatient offices or in inpatient offices. These envi-

ronments would have been familiar to service users.

We placed our questions in an order which reversed our aims, as we knew that service users

may not be able to immediately answer questions about their preferences for ACP and because

we wanted service provider participants to reflect on their opinions, both positive and nega-

tive, before providing a decision about ACP.

Data analysis

Interviews were transcribed by the research team shortly after each interview to allow the team

to reflect on the interview style. Nvivo 11 was used to facilitate the coding.

It is important to note that the order of the aims was reversed in the analyses, commencing

first with the analysis of the content related to the processes required to implement advance

care. We then proceeded to the analysis of the content related to participant interest in ACP.

This is because the order of the aims reflects certain epistemological priorities of the local con-

text; and the order of the analyses follow the flow of the interviews, ordered, as noted above,

specifically to facilitate the co-creation of knowledge with the participants.

To determine which administrative processes would need to be implemented to facilitate

the use of ACP, we used a content analysis [54] to analyse the data. The first author and senior

author searched for and coded barriers and facilitators to the implementation of these services.

The coded text (unit of analysis) was set to be wide enough to contain the context of the quote,

but narrow enough to avoid missing the key elements of the unit. This was approximately 4–6

sentences, as agreed upon by the team. Descriptions of each code were created by the team and

stored in the software. When adjustments were made to the use or meaning of a code, the old

code was tagged with a prefix to indicate that it was the older version, and a new version with

the modified meaning was created. Codes were discussed and various elements that emerged

from our data were then organized into themes along the theoretical framework noted above.

We did not restrict the coding to content related to the theoretical framework, and used an

inductive approach to ensure that blind spots were not omitted.

We considered participants’ interest in ACP as manifest content and categorized their opin-

ions. We intended to split the participants between those who were in favour of ACP and

those that were opposed by coding the section of the interview where we had asked partici-

pants to sum up their thoughts on the topic. However, as noted below, the data resisted binary

coding and multiple categories emerged. For both areas of focus, we used primacy and inten-

sity to assign importance to the content. An audit trail was kept by using Nvivo’s tracking

function, which logs each activity by each user.

Reflexivity

The team is composed of a qualitative method specialist trained in psychiatry, senior consul-

tant psychiatrists, and a researcher trained in psychology. None of the team has first-hand

experience with service use. The qualitative researcher has conducted several previous projects

in the same setting, but is not of the same ethnicity as the local population. The other team

members, including the first author who analysed and interpreted the data, are Singaporean.

The ethnic difference between the lead interviewer and service users might have contributed
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to the information which the participants were willing to report. Conducting the interviews

with service users in pairs mitigated this effect and allowed the team to pick up on culturally

relevant elements during the interviews. The team believes that interviewers had good rapport

with participants because participants spoke the majority of the time with minimal input from

the interviewers.

The order in which we approached the collection of data may influence the results of our

analyses. We are conscious that the way in which we co-created knowledge with our partici-

pants had an effect on our conclusions. Specifically, asking staff participants to list their

impressions of ACP and its implementation before asking them to sum up their impressions

in a recommendation may have led them to take stock of the multiple barriers to implementa-

tion prior to formulating a summative opinion. Therefore, their results may lean more toward

a reduced interest in ACP because of the perceived barriers. Conversely, because we asked peo-

ple to talk first about their general health seeking experiences and the difficult periods in their

life when they had lost capacity before we introduced the topic of ACP, it is possible that ser-

vice user participants had a more favourable view of ACP as it was offered as a potential solu-

tion to eliminate coercive practices in the future. We defend our choice of co-creating

knowledge in this order and temper our conclusions accordingly.

Findings

Demographics

A total of 50 people participated in our qualitative interviews (28 service users, and 22 staff).

Thirteen of the staff participants and 16 of the service user participants were women. Staff

composition was as follows: 9 psychiatrists, 7 nurses, 3 medical social workers, 2 case manag-

ers and 1 pharmacist. Of the service providers, 14 were Chinese, six were Indian, and two

were Pilipino. None was Malay. By virtue of the recent introduction of advance care and psy-

chiatric directives to the institute, staff had relatively uniform experience with ACP. Not all

had received specific training on facilitating ACP, but the majority had some involvement

with the institute’s ACP interest group. Details of service user participants are given in

Table 1.

Service user and service provider interest in advance care planning

The first aim of this study was to explore participant’s interest in using ACP. This was deter-

mined by getting participants to summarize their opinions about advance planning and its fea-

sibility at the end of each interview. We originally planned to split the participants between

those who were willing to embrace the principles of ACP, and those that were satisfied with

the existing standard of care. Such a binary division was logical and would allow us to compare

and contrast the two groups and determine which points we could leverage to bring about a

greater acceptance of ACP, and thereby overcome the respective barriers.

Ambiguities arose, however, making a binary distinction between adopters and non-adopt-

ers difficult. Responses were therefore placed along a continuum between our two original

poles as appeared logical to us: for service users, the categories were 1) strongly agree, 2) agree,

3) neutral, 4) disagree, 5) strongly disagree, and 6) did not contemplate ACP; for service pro-

viders, categories were 1) agree, 2) neutral, and 3) disagree. Service provider responses were

more straightforward, probably because they were already familiar with the principles of ACP.

The descriptions of each category and the results are presented in Tables 2 and 3. While these

categories are our own classification of interest, they pull on common forms of interest grading

to facilitate interpretation.
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For service users, the results show a mix of participants who wished to complete their care

plan and those who were satisfied with their existing standard of care. One participant who

was in favour of completing the ACP noted:

"I think it is important that we do that. We still do advance care planning. At least we have
safety plan. At least we have something to fall back on. Rather than not having the plan at all.
Because not having a plan at all, just liberates everyone to make every decision they want to
make on it. And you don’t really have a, a 1.10% of say. At least, when you do a plan, umm,
you have already state what you wanted, and what you’re comfortable with, and whether the
medical team eventually do carry it out, is depending on them and not on you anymore.
That’s not something that you can control, but you already have state your demands, set your
boundaries, I think that is enough. I mean, ya. . . you’ve done as much as you can to help
yourself." [20013, service user]

Table 1. Service user participant demographics.

Mean SD

Age 39 11

Education 13 4

Comorbid medical conditions 4 3

n = 28 %

Employment status

Full time 9 32

Part- time 4 14

Volunteer or student 2 7

Unemployed 4 17

Special work programme 9 32

Ethnicity

Chinese 15

Malay 7

Indian 5

Other 1

On public assistance 4 14

Receive Medifund� 14 50

Relationship status

Divorced 5 18

Married 2 7

Single 21 75

Maintains Contact with parents

Parents Deceased 4 14

No 2 7

Yes 22 79

Housing status

Private home owned by parents/ family 10 36

Private home owned by participant/ spouse 5 18

Renting under participant/ spouse 1 4

Renting under parents name 1 4

Supported accommodation 11 39

� Medifund is healthcare-specific social assistance.

https://doi.org/10.1371/journal.pone.0242085.t001
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Service users who were satisfied with their existing standard of care expressed high depen-

dency on others to make treatment decisions on their behalf:

"I will leave it to the doctors lah. . . they’re the professionals. . . they should do their job lah. . ."
[20028, service user]

While it is difficult to explore the impact of age in the current study, it is notable that the

younger participants spoke more of the various types of plans they had initiated to prepare for

an eventual relapse, whether it was a crisis plan, an informal ACP or a registered directive.

Older participants appeared to be more satisfied with deferring the issues to their physicians.

Unlike service users, service providers did not generally disagree with the use of ACP, but

rather were neutral about their use or agreed that the service would be beneficial. While they

saw the benefits, they saw many challenges that would make the implementation unfeasible.

For those who advocated for the implementation, one participant described:

"ACP is good as it gives peace of mind to the service users and family knowing the decisions
have been made. It is simpler to have the decision made prior to their need, rather than not
have the information/decision and need it urgently." [Participant 25, professional]

For those who were neutral about service, the multitude of barriers they identified were the

cause of their apprehension. These barriers are organized along the ACP’s longitudinal devel-

opment, and are discussed below.

Logistical and administrative processes

The second aim of this study was to determine the logistical and administrative processes

required to effectively implement a system for ACP. The analyses of the findings were

Table 2. Service user degrees of interest in ACP, and corresponding number of participants that expressed

interest.

Service users

Strongly agree Strongly advocated the service with some having thought about ACP previously. 7

Agree Tended to show some inclination towards the service (able to describe preferences for

future treatments), but did not elaborate on their preference. Had previously made

requests known to attending physicians

5

Neutral Saw the benefits of the service but also identified many challenges 1

Disagree Would rather rely on others to make decisions for them; did not see the need, or was

unable to plan ahead of time

9

Strongly disagree Strongly discouraged the service 0

Did not contemplate

ACP

No opinion; did not immediately grasp the intention of ACP�; limited contribution to

the discussion;, or raised to them but participant did not answer

6

� See Limitations.

https://doi.org/10.1371/journal.pone.0242085.t002

Table 3. Service provider degrees of interest in ACP, and the corresponding number of participants that

expressed interest.

Service providers

Agree Strongly advocated the service. Have identified various challenges but deemed that the challenges

can be overcome. Benefits outweigh challenges.

11

Neutral Saw the benefits of ACP but also deemed many challenges difficult to overcome 9

Disagree Strongly discouraged the service. Thought that challenges outweigh the benefits. 1

https://doi.org/10.1371/journal.pone.0242085.t003
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structured in a way that pulls on the framework proposed by Nicaise and colleagues (2013).

This allowed us to divide our inductively generated themes into four categories along the lon-

gitudinal development: pre-development stage, development stage, implementation stage,

post-implementation stage. A summary of the barriers in each of these stages can be found in

the Table 4.

Pre-development stage

This stage forms a large bulk of this exploratory study as we sought to understand the views

and perceptions of both service users and providers on the topic. Various limitations were

identified, including low awareness and conflicting perceptions of ACP.

As Singapore has never had a centralized systematic system for using ACP in psychiatry,

there was limited awareness on the process amongst staff and service users. Only a handful

was aware because they had attended courses related to ACP. Others possessed some knowl-

edge on end-of-life care, which is common in the medical setting, and were thus able to relate

to ACP when it was addressed in reference to end-of-life care.

“Because as of now, if it is not implemented at all, there isn't even the checking in on the pref-
erence, so the complaint is& nobody even knows that there is that piece of paper.” [Participant
17, professional]

Some participants expressed conflicting perceptions to the goals of ACP with consider-

ation for psychiatric agreements. For instance, instead of facilitating treatment decisions, doc-

umented wishes may obstruct treatment decisions when they are not aligned with the service

user’s best interest.

“It may facilitate, but on the other hand, let’s say. For example, a person with schizophrenia
has done an ACP, and he or she does not want neural stimulation options. But perhaps when
the person is unwell and admitted to hospital, that might be the only and best treatment
option available. . . and so, his decision on the ACP will have to be overridden in such a
situation. . . so then, so that doesn’t really help to facilitate treatment, but rather obstruct
treatment, in that sense. . .” [Participant 35, professional]

Additionally, even though the document advocates service user autonomy in healthcare

provisions, many service users would rather rely on the service providers to make treatment

decisions on their behalf.

Table 4. Organization of the barriers along the 4 stages of implementation.

Stages Barriers

Pre-development stage • Low awareness

• Conflicting perceptions and misconceptions

Development stage • Selecting the right service users for the agreement

• Types of contents to include in the document

• Person-in-charge of initiating the document

Implementation stage • Language barriers

• Conflicting wishes for the document

• Cultural taboos about discussing undesired outcomes

• Service provider attitudes

Post-implementation stage • Ease of access

• Complexities in cross-system collaboration and IT systems

• Honouring and overriding wishes

https://doi.org/10.1371/journal.pone.0242085.t004
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"yeah I think there’s no reason because I find my doctor is fine. . . I mean, whatever he does,
he does for my best. . . " [20016, service user]

"I’m also not really sure what to do because I’m not those decision-maker. . . so, I just let them
do what they think is better, because I’m not really sure what’s. . . um. . . better for me. Ya. . .

and they know more than me, so. . ." [20010, service user]

Some service providers also pointed out the high degree of paternalism in Singapore, which

would act as a barrier to implementing ACP:

“I think there would be barriers. . . and I think it might be particularly difficult to
implement. . . in Singapore which is still largely quite paternalistic, I feel. . . as opposed to
somewhere like the States. . . if I’m not mistaken, I think ACP is available in certain states
within the US. . . not sure about Europe or UK. . . but in general, I think these countries do
value service user’s autonomy quite a bit. And therefore I can imagine the actual implementa-
tion of it, might be a little bit different from what it’s going to be like if it’s implemented in Sin-
gapore.” [Participant 35, professional]

This is especially relevant in the psychiatric context, where service providers may question

the service user’s mental capacity and level of insight. Service providers believed that people

with low levels of insight were unamenable to the completing an ACP.

“. . . if they don’t believe they have an illness, how can they make a care plan to manage the ill-
ness. . . so, because for them, they’re normal. These delusions are real. For them it’s real. If
they could be reassured, if they could be reasoned, then they wouldn’t be in the hospital, they
wouldn’t be needing medication, because they’re fine. It’s just, you know. . . it’s just. . . so this
is fixed, non-shakeable. . . if they say no no no. . . this is happening, why should I take the med-
icine. Then it’s going to be very difficult.” [Participant 1, professional]

Development stage

This stage involves understanding the types of preparation (or training, standardization) that

would be required before rolling out the service to service users. It includes knowing which

service users to select, what to include in the document and who to initiate the service.

Service providers found it challenging to imagine what types of service user would be

suited to completing an ACP. Service users who were new to services were believed to possess

insufficient knowledge about the various treatment alternatives to make informed decisions,

and those who were too old were seen as too set within the “patient role” to accept the idea of

informing their care.

“. . . what kind service user is possible. . . too young, cannot. . . too old, cognitive wise unless
family is involved and things like that. . . but they must be, to some level, stability. . . otherwise
it’s not very helpful for them.” [Participant 41, professional]

As we noted above, some service users who had good service use experiences were willing

to defer to their treating physician, meaning that service user who were in a good working alli-

ance may be the easiest to talk to, but also the least likely to see the need for an ACP. Whereas

those with negative experiences may be more reluctant to engage with services, but may be

most willing to document an ACP.
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Some disparities in the contents of the document could also be observed between the two

groups of participants. In general, service users generated more themes in their preferences for

the document than service providers–while service providers tended to focus only on treat-

ment preferences, service users also expressed non-treatment preferences: “And just by show-
ing empathy, and being there for me, those are the things I’d want.” [20012, service user] The

challenge is to determine how concise the document ought to be–too much will result in infor-

mation overload, too little will provide physicians with insufficient information.

Basing the discussion as a joint crisis care plan initiative, there were questions about who

could initiate the document, and when. Some participants preferred that service users them-

selves, for their sheer interest, initiate the process. Others took on a more ambivalent stance

that anyone with good knowledge of the process and of the service user could do it. Still others,

were able to pinpoint the exact profession who should initiate the process, but suggestions var-

ied, including doctors, nurses, or social workers.

Implementation stage

The stage involves understanding the challenges that the respective stakeholders may face dur-

ing the discussion (or negotiation) process of ACP. Various cultural elements unique to this

study were addressed, including language barriers, conflicting wishes for the document, cul-

tural taboos, and service providers possessing the right attitudes during the ACP’s

discussion.

Because Singapore is a multi-racial and multilingual society, language barriers are bound

to occur. This, unfortunately, was deemed to have a significant impact on the way message is

communicated and understood:

“most of my patients who are dialect-speaking, so I get an interpreter from the medical records
office, because I want to be convinced that she completely understands in the language she’s
comfortable with. So that’s another complexity you have to pitch it, it’s my problem, I don’t
know Chinese.” [Participant 1, professional]

Singapore was also developed on the basis of many Confucian principles. One of it is the

idea of collectivism, where individual exists in the context of family, friends, and the wider

society. In line with this, decisions, including documented wishes in their ACPs, are to be

made collectively with one’s family members. The difficulty here lies on having to reconcile

differences in opinions (or wishes) that are to be documented into the agreement, or when

the medical team is actually attempting to realize the wishes during a crisis episode. “When we
were at training, we were told, that there were also incidents where the family quarrelled even
though there is that piece of paper written up” [Participant 17, professional]

Being a majority Chinese (76.2%) country, some entrenched beliefs and customs exist in

the local culture. One of it is the abstinence of undesirable outcomes, such as death. Death is a

huge taboo topic among many Chinese. Because some misconceptions arise about ACP being

solely relevant to end-of-life statements, brief mentions about the document would incur

thoughts of death. Chinese believe that discussing mortality would beget bad luck and bring

the inevitable nearer than it may already be. Parents refrain from discussing the topic with

their children in order to protect them; people abstain from the digit 4 as it resembles the word

‘death’ in Mandarin; and few people register as organ donors or write their own wills for fear

of cursing themselves. In line with this topic, many negative reactions to the advance agree-

ment proposal would be expected.
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“a lot of our patient they will say that ‘If I ever plan for my future. . . it is just like now advance
care for directive’, a lot of people are not doing it, ‘I am well, I am still so young, I am still so
strong. why plan for someone, is it taboo, are you cursing me,’ that kind of thing. . .” [Partici-
pant 5, professional]

There were also concerns about having the necessary attitudes during the ACP discussion.

This is in view that Singapore is a fast-paced society, and that the additional service would

pose greater workload on the already time-restricted medical team. This would translate into a

task that meets bureaucratic expediency, rather than to serve dynamic user centred needs.

“I think it is the time taken. . . so it will take more time to engage, I need to set aside time, cos
you don’t want to rush these things. . . but at the same time, we don’t want this to be a mind-
less paper exercise, where you just put in another piece of document, it gets filed somewhere
and nobody really pays attention to it. And it doesn’t really mean anything. . . so I think if you
do do that, it has to be done meaningfully. . . patients were engaged in the process, know what
they’re giving, expressing their preferences for and about. . . and physicians take it seriously. . .

[. . .] otherwise, it’s a waste of time. . .” [Participant 37, professional]

If service providers held such an attitude, people worried the intention of the exercise

would be lost.

Post-implementation stage

This stage involves many system-level processes, where the documented wishes are stored into

the system for later retrieval. Barriers concern the ease of accessing that information and

cross-system collaboration. There were also many concerns about reconciling the service

user’s wishes in situations where the Mental Health Act is called upon to enforce protective

measures.

Many variations of ACP are already in place in Singapore, such as living will, the lasting

power of attorney and do not resuscitate order. The addition of psychiatric agreements into

the current work processes poses a challenge to physicians when it comes to accessing the

information in the most convenient way possible.

“if you’re going to systematize it, you could do it, but do it together I think. Otherwise it’s just
two different systems in place. Already there’s so many different things, there’s the MCA,
[mental capacity act] then there’s this ACP, then there’s AMD [advance medical directive],
and so on. . . so, I kind of thought if you could kind of combine with the ACP for physical con-
dition, I think that would be a nice kind of dovetailing, I think, to start off. . .” [Participant 31,
professional]

The sharing of information between organizations (or hospitals) also appeared to be a com-

plex one as there may be a lack of cross-system collaboration compounded by IT systems.

This fragmentation of existing service and limited resources make the implementation of ACP

difficult to realize in practice.

“I think it’s quite difficult. . . because even to access notes from the another hospital, it’s quite
tricky, you need consent from the patient, you need to go through medical records office, MRO
needs to process. . . and they need to get their own hospital data. . . guardian or custodian to
approve to release of information. . . so it’s a very tedious process. [. . .]. If you do want to have
an electronic document that can be shared across institutions, particularly across clusters. . .
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and I think if. . . even if the patient were to carry their own document, oftentimes they lose the
document and they seldom remember at all, or have it with them, particularly when they’re
unwell, and need that document. . .” [Participant 37, professional]

Should the need arise, service users may be subjected under the Mental Health Act to

receive services against their will. People questioned how these situations could be handled

and the two forces reconciled. The effort to conduct the ACP process may prove futile if it

fails to take into account these implicit coercive elements of mental health services, as service

users noted:

“Because if I went through the trouble of making an emergency plan. . . then, then they didn’t
adhere to it, then what would be point of making the emergency plan in the first place? Ya. . . I
will be mad if they didn’t follow the treatment plan.” [20027, service user]

Discussion

The research question posited at the outset of this study was ‘What challenges can a tradition-

ally paternalistic healthcare system expect to encounter when attempting to implement psychi-

atric advance directives?’ The study answered this by uncovering the administrative and

logistical challenges that would surface when setting up the framework supporting the service.

This information was obtained by interviewing service users with psychosis-related diagnoses

and the service providers that care for them. Overall, the majority of service user and service

provider participants believed that benefits outweighed the foreseeable challenges. They

believed these challenges could be overcome with appropriate measures and preparation. This

opinion was not universal and the multiple challenges service providers and users expected to

encounter led some service providers to be ambivalent about its implementation and led some

service users to dismiss them altogether. Unlike service providers, who might feel more obli-

gated to agree with the merits of ACP, service users occasionally expressed clear disinterest in

ACP. This disinterest surfaced because they believed that the role of treatment decision was

that of the professional paid to provide care. These disinterested service users also believed

that they were not the right ones to make those types of decisions, possibly because they have

long assumed a passive patient role. This is somewhat supported by the slight but perceptible

age difference between those who wished to complete ACP and those who did not. This

appears in line with self-advocacy being higher in youth. Our distribution of interest in com-

pleting ACP amongst our service user participants indicates that service providers initiating

ACP need to be prepared for varying responses and should have various work-flows that suit

these varying interests, being fully prepared to complete the ACP for those who are enthusias-

tic, being prepared to revisit the issue with those who have building interest, and specific

reminders not to dismiss completing ACP in those who have once refused it in the past. Vari-

ous overlaps can be found between the current study and the existing framework used to cap-

ture barriers to the implementation of ACP. These include misconceptions and low awareness

about ACP due to its novelty [2, 22], concerns about the level of details to include in the docu-

ment [18], system-level barriers such as cross-system collaborations in accessing the informa-

tion [18, 22], and issues of honouring challenging wishes [23]. Other theoretical overlaps

include the paternalism philosophy [31], as service user participants could be seen to be

inclined towards accepting the decisions made for them by their physicians without much

questioning. Like Swanson and colleagues (2006), there were also apprehensions about service

user’s mental capacity to complete their care plans, given that the nature of work in mental
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health settings often deals with people who may lack capacity during acute phases of illness

[26]. Believing that by default people in acute phases of illness lack capacity may stem from the

tendency to err on the side of caution, characteristic of the paternalism present in Singapore.

While resorting to alternative medicine occurs frequently in Singapore [40], it did not surface

as relevant to the discussion of ACP in our participants. This could be because our sample,

with an average age of 39 were relatively young, whereas alternative medicines, especially tradi-

tional Chinese medicine are favoured by older Singaporeans [40, 41].

Aside from barriers that have already been established in literature, the present paper also

highlighted various interesting findings. There are many factors about the local culture that

will make the planning of psychiatric agreements in Singapore different from Western settings.

Culture-specific barriers identified in the current paper include language barriers, conflicting

wishes between stakeholders in a collectivist society [26, 30, 55, 56], taboos for speaking about

undesirable outcomes that not only surrounds death [21] but also any event that might be seen

as undesirable, and time limitations in a fast-paced society. Though somewhat unique to Sin-

gapore, some of these elements may be generalized to other cultures that practice similar poli-

cies or customs. Malaysia, Indonesia or India, for instance, are in many ways more

multilingual than Singapore as they actively practice several dialects, on top of the four main

languages that they have in common with Singapore [57]. China is also in many ways similar

to Singapore, given that majority of Singaporeans are Chinese and have ancestral roots in

them [58]. Some of the recommendations discussed below may thus be relevant beyond the

local context.

Practice implications

According to the literature, many of the barriers identified during the interviews could be par-

tially addressed with the introduction of courses, trainings and workshops prior to the actual

implementation of ACP with consideration for psychiatric agreements [22]. This is because a

concept as new as this would foremost require greater awareness among the public about its

existence [59]. Such wider training and advertising would not only serve to eradicate any mis-

conceptions (i.e., taboo topics) about the idea of ACP, but to also raise greater intrinsic interest

among service users who may have an idea of how they would like their future treatments to

be. As some service provider participants in the current study had previously expressed a pref-

erence for service users to initiate the discussion themselves, such initiatives may likewise

reduce the cognitive workload of the respective personnel documenting the service user’s

wishes as the service users would already have known what they want to include in the docu-

ment. On this note, however, strong evidence had been found for the service provider’s atti-

tude that service users should initiate discussions being a barrier [60]. This may explain why

some discussions end up being initiated tardily when decisions need to be made [60, 61]. Con-

flicting perceptions like this would have to be addressed in these trainings so as to equip service

providers with the right skills and attitudes towards the discussion.

Trainings and courses could also be implemented to equip service providers with adminis-

trative skills needed in the documentation process. The contents of this document, for exam-

ple, may vary because it is tailored to the individual and to the system in which they are

treated. However, service providers should minimally cover some basic information, such as

the service user’s preference for medication and hospitals, information on crisis and relapse

symptoms, emergency contacts, and when appropriate, a surrogate-decision maker [24, 44].

Other additional information may include the specific types of services that the service users

would like to undergo (e.g., electro convulsive therapy), some protective and de-escalating

methods should the service user experience a psychotic episode, and instructions to inpatient
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staff [45]. These contents had generally garnered consensus from both participant groups dur-

ing the interview, and which can also be found in existing literature [45, 62, 63]. Nonetheless,

the findings from this study also suggest that service users have an interest in discussing non-

clinical preferences, such as financial concerns compounded by career progress, dietary prefer-

ences, or sending memos to their employers for their leave of absence. The study by Hender-

son and colleagues [7] showed that the documentation of non-treatment preferences could

significantly enhance service user autonomy. Service providers should thus be informed of the

types of information that may add value to the document beyond its clinical content.

Service providers who have time limitations might prioritize work agendas such as risk

assessments, over other long-term recovery goals such as ACP. This lack of alignment of care

planning activities with the everyday life of service users may result in its redundancy or obso-

lescence. In such situations the service risks becoming a checkbox exercise that meets organi-

zational goals at the expense of delivering the primary stated purpose of care planning. In

order to reorient care plans to the everyday lives of service users, other professionals like peer

support specialists may be engaged to complement the ACP service in order to take care plan-

ning in a different, more user-focused direction. This would steer the objective of the care plan

away from organizational constraints, as well as the paternalistic and clinical norms of surveil-

lance and control associated with statutory services [64, 65].

Some physicians may forgo routine queries of interest in ACP, because they mistakenly

believe that their service users would defer to the physicians. This risks potentially missing

opportunities to learn about their service users’ wishes. Documenting wishes, however, may

serve the physician in situations where conflicting wishes within the family emerge in the

absence of a formal document. This emerged in managing end of life care decisions [30].

In light of Singapore’s Mental Capacity Act (MCA), treatment decisions are to be guided

based on the service user’s best interest; in the event that service users are deemed completely

incapable of completing the document, the relatives of the service users are to be consulted as

part in decision-making process under the MCA. A review by Menon (2013) provides a com-

prehensive overview of dealing with these difficult choices, which have not been covered here.

Additionally, when the MCA is required, service user’s wishes may be overridden. In this

regard, two measures may be considered in order to minimize the negative impact on the ther-

apeutic alliance. First, users should be informed about the possible scenarios that might lead to

their documented wishes being overridden. Second, users should be debriefed and informed

about any overridden wishes in a structured and documented manner following any applica-

tions of care under the MCA. The intentions associated with the overriding of ACP should be

clearly presented to the individual, and service providers might benefit from confirming that

the rationale is understood. Given that ACP documents are expected to be reviewed following

changes in the person’s experiences (such as following a psychiatric episode, or new experi-

ences with treatment), debriefing provides the opportunity for service users and service pro-

viders to refine the document. Accordingly, clear communication serves to update the ACP as

part of routine best practice.

Limitations

Our results may not generalize to other populations and research is needed to extend our find-

ings to different service user populations as we restricted our sample to service users with a

psychosis-related diagnosis. Additionally, the system on which we focused is still planning its

advance care strategy. While this allows us to provide timely input to service implementation,

it does mean that many discussions had to work in the hypothetical rather than the concrete.

Similarly, because the services are still in the early stage of development, administrators, who
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might eventually be involved in the daily operation of services, were not interviewed. We

chose rather to focus on service providers who had existing knowledge of ACP. Concerning

our sample of service users, it is important to note that the capacity to participate in research

and the ability to communicate wishes for care did not invariably mean that the service user

participants grasped the abstract idea of advance care planning. As such, we were very clear in

our classification of service user interest to avoid categorizing those that did not consider ACP

(last category in Table 2) by equating their interest in having physicians follow their treatment

wishes (something readily understood) with their wishes to speak with someone about their

future medical treatment to record their wishes in an ACP (something slightly abstract for

some service users). Those that did not grasp the concept of ACP or did not answer are

grouped in the last category of Table 2. We might have increased the number of people with a

clear opinion about ACP by sampling service users with a clear opinion of the process, but we

preferred to sample a wider range of service users to gather information on their treatment

wishes first, an important point of the larger project under which this one was nested.

Conclusion

Professionals and service users are interested in the potential contribution to care that could

be made if ACP is implemented successfully. However, they perceive multiple barriers that in

turn dampen their enthusiasm for completing ACP. These barriers can be divided along a

development continuum and can be expected to surface at different staged in the implementa-

tion and use of ACP initiatives. It is important that policymakers and organizations anticipate

the emergence of such barriers and consider which other culturally specific obstacles might

arise over the course of implementation and initiation.
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