Supplemental Table 3. Data Extraction Categories and Codes 
	Question
	Code

	Title of Paper
 
	 

	Journal/ Publication
 
	 

	Year of Publication
 
	 

	First Author Last Name
 
	 

	Author Contact
 
	 

	Conflicts of Interest
 
	 

	Type of Manuscript
 
	 

	What mental illness is discussed?
 
	
	Psychotic Disorders

	Mood disorders

	Dementia

	Autism Developmental Disorder

	Eating Disorder

	More than one

	N/A

	Other




	What medical illness is discussed?
 
	
	Infection

	Cardiac

	Pulmonary

	Malignancy

	Trauma

	Nutritional

	Dialysis/ Renal

	N/A

	Other




	What is the reason for consideration of 'terminal illness'/access to palliative or end-of-life care?
 
	
	Medical Illness

	Psychiatric Illness

	N/A

	Other




	What factors are discussed which would allow a patient to have natural death/access to palliative or end-of-life care?
 
	
	Futility of medical care

	futility of psychiatric care

	surrogate decision maker/ substituted judgment

	Best interests standard

	terminal medical illness

	Terminal psychiatric illness

	psychiatric advanced directives

	traditional advanced directive

	practical limitations of life-prolonging medical interventions

	refusal of life-prolonging medical interventions

	N/A

	Other




	If terminal psychiatric illness is discussed, what makes the psychiatric illness 'terminal?'
 
	
	Futility

	Incurability

	Burden of psychiatric treatments

	imposing on patient autonomy (restricted freedoms, inpatient hospitalization, etc)

	lack of efficacy of psychiatric treatments

	nonmaleficience (iatrogenic harm of psychiatric treatments)

	cost/ limited resources

	co-occurring medical illness

	legal issues

	age

	frailty

	psychiatric disease staging/severity

	N/A

	Other




	If discussed, what psychiatric illnesses may be considered 'terminal?'
 
	
	Mood disorders

	psychotic disorders

	neurocognitive disorders

	developmental disorders

	personality disorders

	eating disorders

	chronic suicidality/ self injury

	N/A

	Other




	If discussed, what psychiatric interventions or treatments may be 'palliative?'
 
	
	Psychiatric treatments are already palliative

	dose de-escalation or discontinuation of psychotropics

	symptom-based treatments

	'recovery model'

	goals of care conversations with patient/surrogate

	change in perspective to patient-centeredness

	change in environment (move away from inpatient settings/institutionalization)

	change in environment (move toward inpatient settings/institutionalization)

	psychotherapy

	skill building (verbal deescalation, teaching the patient safer methods of self harm, etc)

	N/A

	Other




	If the article addresses refusal or discontinuation of life-saving procedures, what factors allow a patient to refuse or discontinue life-saving treatment?
 
	
	Patient Capacity

	Patient Competence

	Surrogate Decision Maker

	Patient Autonomy

	Futility in medical care

	Futility in psychiatric care

	Advanced directive

	Psychiatric Advanced Directive

	Need for decision to be consistent with prior wishes

	Legal right to refuse life-saving treatment

	Depression may be a ‘reasonable’ reaction to diminished quality of life

	Depression must be distinguished from desire to die

	Burden of the intervention/ Nonmaleficience

	Unsustainablility of coercion/ Impracticality of forcing intervention

	N/A

	Other




	If psychiatric illness and its impact on decision-making capacity is discussed, what arguments are discussed?
 
	
	Patient autonomy

	Need for decision to be consistent with prior wishes

	Legal right to refuse life-saving treatment

	Depression may be a ‘reasonable’ reaction to diminished quality of life

	Depression must be distinguished from desire to die (suicidality as an isolated symptom)

	Psychiatric illness can negatively impact decision making

	Psychiatric illness does not necessarily preclude decision making capacity

	Need to be free from coercion

	Reversibility of diminished capacity

	Practical implications of saying patient does not have capacity (forcing treatments, etc)

	N/A

	Other




	If issues with capacity assessments are raised, what factors are discussions?
 
	
	Assessor bias

	backdoor paternalism

	Poor inter-rater reliability

	Partial capacity

	deficiency in Appelbaum's criteria

	Need for information (knowing what can be known)

	Considering complexity of the decision

	Need to predict the future

	advanced directives presumed to be completed with capacity

	current decision needing to match prior written wishes

	Advanced directives can be revoked or amended at anytime

	Written wishes are suspended to clarify current situation

	cognitive assessments can be mistaken for decision making capacity assessment

	Capacity need not necessarily be influenced by disease

	Capacity can be influenced by disease

	Projection bias

	impact bias

	focalism

	N/A

	Other




	If the article addresses psychiatric advanced directives/Ulysses Contracts, what arguments are discussed?
 
	
	Difficulty in development

	Need for competency/capacity in filling them out

	Need to have lost competency/capacity for them to be applicable

	Ease of being overridden/ revoked

	Not applicable to end of life situation

	Not comparable to medical advanced directive

	Difficulty in application

	Conflict of interest for clinician (clinician offering treatment and judging competence)

	Legal considerations

	Need for increased use

	N/A

	Other






