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Objective: An influential rationale for involuntary hospitalization is that prospective pa-
tients who refuse hospitalization at the time it is offered are likely to change their belief
about the necessity of hospitalization after receiving hospital treatment. The authors exam-
ine how patients changed their evaluations of psychiatric hospitalization following hospital
treatment. Method: The authors studied 433 patients who were interviewed about their
hospitalization within 2 days of their admission to a psychiatric hospital; 267 of these pa-
tients were reinterviewed 4—-8 weeks following discharge. Results: When reinterviewed at
follow-up, 33 (52%) of 64 patients who said at admission that they did not need hospitaliza-
tion said that, in retrospect, they believed they had needed it. Only 9 (5%) of 198 patients
who said at admission that they needed hospitalization shifted to saying that they had not
needed it. Conclusions: Many of the patients who initially judged that they did not need
hospitalization revised their belief after hospital discharge and reported that they had
needed hospital treatment. However, perceptions of coercion were stable from admission
to follow-up, and patients’ attitudes toward hospitalization did not become more positive.
Coerced patients did not appear to be grateful for the experience of hospitalization, even if
they later concluded that they had needed it.

(Am J Psychiatry 1999; 156:1385-1391)

For the past two decades, an important psychiatric ra-
tionale for involuntary hospitalization has been that pa-
tients who initially object to being hospitalized change
their views after receiving hospital treatment (1, 2). It
has been argued that patients may even be grateful that
clinicians overrode their initial refusals of hospital treat-
ment. Stone (1) called this rationale for involuntary
hospitalization the “thank you” theory. In the current
article we examine how patients’ evaluations of a psy-
chiatric hospitalization changed between admission and
a period approximately 1 month after discharge.

There have been few attempts to learn whether pa-
tients actually change their views about the necessity
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for hospitalization after they have experienced it. Kane
et al. (3) interviewed 75 involuntarily hospitalized pa-
tients after their admission to the hospital and then se-
lected 35 patients who strongly objected to one or more
aspects of their commitment and reinterviewed them
before discharge. At each interview, Kane et al. asked
patients several questions about their hospitalization,
including, Should you have been committed? Patients
gave significantly more positive responses to this ques-
tion during the interview near discharge than during
the admission interview. Kane et al. noted, however,
that their results need to be interpreted cautiously be-
cause patients were selected for reinterview because of
their strong objections to commitment; therefore, a re-
gression to the mean, in which strong opinions amelio-
rated over time, would register as a shift toward more
positive attitudes toward commitment.

Beck and Golowka (4) interviewed 104 state hospital
patients about their hospitalization and reinterviewed
60 of them at discharge. They found that, although
many patients expected little or no benefit from hospital
treatment at admission, a large proportion reported at
discharge that they had received benefit from treatment.
Beck and Golowka noted, however, that their data may
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TABLE 1. Characteristics of 433 Psychiatric Patients Interviewed at Hospital Admission Who Were or Were Not Interviewed

After Discharge

Patients Interviewed
After Discharge

Patients Not Interviewed
After Discharge

Characteristic (N=270) (N=163) Analysis
N % N % X2 df p
Sex 0.57 1 n.s.
Male 143 53 79 49
Female 127 47 84 52
Race 0.33 1 n.s.
White 139 52 88 54
African American 131 49 75 46
Legal status 0.50 1 n.s.
Voluntary 186 69 107 66
Involuntary 84 31 56 34
Site 31.60 1 0.0001
Virginia 94 35 102 63
Pennsylvania 176 65 61 37
Primary diagnosis 1.69 2 n.s.
Affective disorder 118 44 55 34
Schizophrenia 44 16 29 18
Other 108 40 79 49
Substance abuse 0.03 1 n.s.
Present 132 49 80 49
Absent 138 51 83 51
Patient’s beliefs at admission about
his or her iliness 0.34 1 n.s.
Mental illness present
No 47 17 32 20
Yes 223 83 131 80
Hospitalization needed? 0.45 1 n.s.
No 64 24 43 27
Yes 203 76 117 73
Mean SD Mean SD t df p
Age (years) 36.90 12.40 36.00 13.30 0.72 431 n.s.
Brief Psychiatric Rating Scale
(BPRS) score 38.34 7.06 39.30 8.15 1.29 431 n.s.
Perceived coercion (range=0-5) 1.31 1.90 1.45 1.96 0.71 431 n.s.
Procedural justice (range=4-16) 6.95 331 7.36 3.60 1.19 431 n.s.

aSix patients did not answer the question about the need for hospitalization at the initial interview. Three of these six were interviewed

after discharge, and three were not interviewed after discharge.

have been biased in the direction of overreporting pa-
tients with good outcomes, because the latter were inad-
vertently more likely to be reinterviewed.

In this study, we examined whether patients revised
their beliefs after they were discharged from the hospital
and returned to the community. We used a larger study
group of reinterviewed patients than previous studies, as
well as recently developed instruments for eliciting pa-
tients” views about their hospital admission (5-7).

METHOD

Study Group

Between July 1992 and August 1994, we studied 293 voluntary and
140 involuntary patient admissions (total N=433) at two university-
based psychiatric hospitals: one in Pennsylvania (N=237) and one in
Virginia (N=196). Patients were interviewed within 48 hours of admis-
sion to one of the hospitals. (Additional details, including a description
of the differences between the study groups at the two sites, have been
reported elsewhere [3, 8, 9].) We selected the study group consecu-
tively except when so many patients were admitted that they could
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not be interviewed within the time limit or when patients’ involve-
ment with treatment precluded their taking time for the interview.

Patients with diagnoses of dementia or more than mild mental re-
tardation were excluded because they had difficulty completing the
interview. The Pennsylvania and Virginia interviewers were trained
together, including observing each other’s interviews and periodi-
cally reviewing audiotapes of each other’s interviews. Patients gave
written informed consent to participation after hearing a complete
description of the study.

The Virginia and Pennsylvania sites were slightly different in the
ways in which they regulated short-term commitments. Pennsylvania
allowed the emergency detention of patients for 5 days for observa-
tion before a longer-term commitment hearing. Virginia restricted
their short-term commitments to 72 hours. Both states require that,
to be committable, an individual must be mentally ill and either dan-
gerousness to self or others or unable to care for himself or herself. In
addition, Virginia permits commitment of individuals who are men-
tally ill if they are at risk of substantial deterioration. In neither site
was there significant use of outpatient commitment. Moreover, none
of our study subjects was committed as an outpatient after the index
admission. Of the 270 subjects whom we followed, 47 (17%) were
committed for a longer period of time than the brief emergency com-
mitment. In this article, when we refer to “legal status” or “commit-
ment,” we are referring to legal status at admission—either voluntary
or emergency committed—as opposed to the patient’s status after any
later commitment hearing.
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We interviewed patients after admission to the hospital and then re-
interviewed them between 2 and 6 weeks after discharge, when they
were in the community and under no legal compulsion to receive psy-
chiatric treatment. Follow-up interviews were obtained for 270 (62%)
of the 433 patients interviewed the first time. The primary reason for
not interviewing patients the second time was the difficulty in locating
them. Table 1 shows that patients with follow-up interviews did not
differ from those without interviews on age, sex, race, legal status af-
ter admission, primary diagnosis, or whether a substance abuse diag-
nosis was present. Most important, they did not differ on perceived
coercion—whether they believed that hospitalization was needed or
whether they had a mental illness. The patients from Pennsylvania,
however, were significantly more likely to have a follow-up interview.
The difference in follow-up rates was largely attributable to the urban
versus rural character of the sites: patients released from the rural (Vir-
ginia) hospital dispersed to a much larger area and were therefore
harder to locate and reinterview.

Measures

Each interviewee was administered a semistructured interview, the
MacArthur Admission Experience Interview (7). This interview fo-
cused on the interviewee’s perceptions of 1) coercion in the decision
to be admitted, 2) any pressures to be hospitalized brought to bear
on the patient, and 3) how the patient was treated by others while
coming to the hospital and being admitted. The interview included
structured questions for which the patient chose from predetermined
answer sets. These questions yielded several scores reflecting the
three listed aspects of the admission process.

Perceived coercion. In a previous article (5), we reported psycho-
metric analyses of four questions in the Admission Experience Inter-
view that make up the MacArthur Perceived Coercion Scale. These
questions focus on influence (What had more influence on your being
admitted: what you wanted or what others wanted?), control (How
much control did you have?), choice (You chose or someone made
you?), and freedom (How free did you feel to do what you wanted?).
These questions were weighted by using a principal components anal-
ysis to yield a 0-5 scale of perceived coercion on which higher values
indicated more perceived coercion (mean=1.75, SD=2.07).

Pressures. We also asked about the occurrence of several differ-
ent ways in which others might have tried to influence the decision
about hospitalization (“pressures”). The pressures included per-
suasion (Did anyone try to talk you into going to the hospital or
being admitted?), inducement (Did anyone offer or promise you
something?), threats (Did anyone threaten you?), and force (Did
anyone try to force you?). All of these questions had dichotomous
yes-or-no answers. Pressures were summarized by variables indi-
cating whether the patient reported any persuasion or inducement
(positive pressures) or any threats or attempts to force admission
(negative pressures).

Procedural justice. Patients were asked four questions about their
perceptions of the procedural justice administered to them during
their admission (7). These questions involved patients’ perceptions
of validation (How seriously did people consider what you had to
say?), process satisfaction (How satisfied were you with how people
treated you when you were coming into the hospital?), fairness
(How fair was the process of coming into the hospital?), and voice
(How much chance did you have to say everything you wanted
about coming into the hospital?). Patients responded by using 4-
point scales (e.g., for fairness, 4=very fair, 3=mostly fair, 2=mostly
unfair, 1=very unfair). Procedural justice was the sum of the scores
for each question. (This is a slightly different scoring of this variable
than was reported previously [7].)

Need for bospitalization. During the admission interview, patients
were asked, Do you believe that you need to be in a hospital? Patients
responded to these questions on a 6-point scale (definitely no, proba-
bly no, a little no, a little yes, probably yes, definitely yes). To simplify
this presentation, and because the variable is bimodally distributed,
we recoded the following responses as no: definitely no, probably no,
a little no; all yes responses were similarly recoded as yes.
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RESULTS

For this article we focused on patients’ beliefs about
their need to be hospitalized. First, we examined factors
that were associated with patients’ judgments at the ini-
tial interview about whether they needed to be hospital-
ized. Then we examined changes in patients’ views and
factors associated with these changes. In what follows,
our statistical tests were divided into three groups. For
each group, the Bonferroni test procedure was used to
ensure that the group-wise chance of at least one falsely
significant result was less than 0.05.

Admission to the Hospital

Table 2 shows that most patients (76 %) believed that
they needed to be hospitalized. Patients who reported at
admission that they needed hospitalization were not dif-
ferent from those who said that they did not in sex, site,
or age. White patients were slightly less likely to report
that they needed hospital treatment than African Ameri-
can patients did. Individuals with affective disorder were
much more likely to say that they needed to be admitted
than patients with other diagnoses. We speculate that the
depressed patients (who made up most of the affective
category) were in pain and wanted help. Patients who
believed that they did not need to be hospitalized had
lower BPRS severity scores than those who believed that
they needed hospitalization. Similarly, patients who be-
lieved that they did not need to be hospitalized were less
likely to have a substance abuse disorder.

Not surprisingly, patients who reported that they
needed hospital treatment were substantially more
likely to say that they had a mental illness. Patients
who said that they needed hospital treatment also re-
ported much less coercion and much more procedural
justice during the admission. Patients who stated that
they did not need hospitalization were more likely to
be admitted involuntarily than patients who endorsed
a need for hospitalization. Were these patients admit-
ted involuntarily just because they stated that they did
not need hospitalization? Although our data provide
no further insight into the reasons for involuntary ad-
mission, it is natural that patients who did not see the
need for hospitalization would be less likely to enter
the hospital voluntarily. Nevertheless, believing that
one did not need hospitalization was not a sufficient or
automatic ground for commitment, because 41% of
patients who did not believe they needed hospitaliza-
tion entered voluntarily anyway.

Change From Admission to Follow-Up

Table 3 shows that about half of the patients (52%)
who said that they did not need hospitalization at ad-
mission changed their views at the follow-up interview.
In contrast, only 5% of the patients who stated at ad-
mission that they needed to be hospitalized changed
their views. The comparison between the rates of
change in beliefs was significant by McNemar’s test
(x*=12.59, df=1, p<0.001) (10).
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TABLE 2. Characteristics of 267 Psychiatric Patients Interviewed at Hospital Admission and After Discharge? in Relation to Belief
at Admission Regarding Their Need for Hospitalization

Patients Who Believed They
Needed Hospitalization

Patients Who Believed They
Did Not Need Hospitalization

Characteristic (N=203) (N=64) Analysis
N % N % X2 df o
Sex 0.32 1 n.s.
Male 106 52 36 56
Female 97 48 28 44
Race 3.94 1 <0.05P
White 98 48 40 63
African American 105 52 24 38
Legal status 32.90 1 <0.0001
Voluntary 158 78 26 41
Involuntary 45 22 38 59
Site 2.95 1 n.s.
Virginia 65 32 28 44
Pennsylvania 138 68 36 56
Primary diagnosis 11.60 2 <0.003
Affective disorder 101 50 16 25
Schizophrenia 29 14 13 20
Other 73 36 35 55
Substance abuse 4.80 1 <0.03°
Present 108 53 24 37
Absent 95 47 40 63
At admission, patient believed
he or she had mental illness 25.00 1 <0.0001
No 21 10 24 37
Yes 182 90 40 63
Mean SD Mean SD t df p
Age (years) 36.80 11.40 37.30 15.30 0.33 265 n.s.
BPRS score 38.60 6.70 36.30 7.80 2.58 265  <0.01°
Perceived coercion (range=0-5) 0.74 145 3.16 2.02 -10.49 265  <0.0001
Procedural justice (range=4-16) 6.02 2.38 10.02 1.45 9.79 265 <0.0001

aThree of the 270 patients seen at follow-up did not answer the question about need for hospitalization when they were interviewed at

admission.

b Bonferroni correction of the p value for these tests makes the significance of these comparisons questionable.

TABLE 3. Association Between Beliefs at Hospital Admission
and After Discharge Regarding Their Need for Hospitalization
Among 261 Psychiatric Patients Interviewed Both Times?

Belief at Admission

with whether the patient was angry about the admis-
sion at the time of the admission interview or felt de-
ceived during the admission. Interestingly, patients
who changed their views did not differ in the severity

F?id ’\_‘tOtI_Net?d 9y N‘_’-te?e‘jt_ Total of their illness at admission as measured by BPRS
_ 058\']36;23? on os(ﬁllzalgglon (Nfzeél) scores (mean=36.97, SD=8.28) from patients who did
Belief After not change their views (mean=36.67, SD=7.89) (t=
Discharge N % N % N %
0.15, df=64, p<0.88).

Had not needed . . .
hospitalization 30 48 9 5 39 15 Change in the belief that one needed to be hospital-
Needed ized had an important but complex relationship to le-
hospitalization 33 52 189 96 222 8 gal status. Table 4 shows that among those patients

2N=261 because six patients of the 267 reported in table 2 did not
answer the question about need for hospitalization at follow-up.
One of the six had said at admission that hospitalizatiion was not
needed, and five had said at admission that hospitalization was
needed.

Covariates of Changes in Belief

It is important to see what patient characteristics might
be associated with changes in beliefs about the need for
hospitalization. Whether patients who initially be-
lieved that they did not need to be hospitalized
changed their views was not significantly associated
with the patients’ race, sex, age, or the site at which the
patient was hospitalized. Neither was it associated
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who believed at admission that they needed hospital-
ization, legal status was not associated with change in
belief. However, among those patients who believed at
admission that they did not need hospitalization, vol-
untary legal status was associated with a change to the
belief at follow-up that they needed hospitalization.

Change of belief was also related to believing at ad-
mission that one had a mental illness. Of 39 patients
who believed that they did not need hospitalization
but that they had a mental illness, 25 (76 %) subse-
quently changed their views about the need for hospi-
talization, compared with only eight (35%) of 23 pa-
tients who did not believe they needed hospitalization
and did not believe they had a mental illness. One pa-
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TABLE 4. Relation of Change in 260 Psychiatric Patients’ Beliefs Regardlng Their Need for Hospitalization, From Admission to

Postdischarge Interview, to Belief at Admission and Legal Status

Patients Who Believed at Admission
That They Needed Hospitalization

Patients Who Believed at Admission
That They Did Not Need Hospitalization

(N=198) (N=62)
Voluntary Involuntary Voluntary Involuntary
(N=158) (N=40) (N=26) (N=36) Analysis
Change in Beliefs N % N % N % N % X2 df p
Did not change (N=218) 151 96 38 95 7 27 22 61 0.02 1 n.s.
Changed (N=42) 7 4 2 5 19 73 14 39 7.09 1 <0.008

8N=260 because one of the patients reported in table 3 had missing legal status data.

tient who believed that he had a mental illness but did
not believe that hospitalization was needed did not
answer the need for hospitalization question at fol-
low-up. Similarly, of the 45 patients who believed at
admission that they did not need to be hospitalized
but who felt that they had been coerced, 20 (44%)
changed their belief in the need for hospitalization,
compared with 13 (72%) of 18 patients who believed
at admission that they did not need to be hospitalized
but who did not feel that they had been coerced (x*=
3.97, df=1, p<0.05).

Alternative Interpretations of Patients’ Revisions of Beliefs

There were some plausible reasons why patients
might respond differently at admission than they do af-
ter hospitalization that did not involve changes in be-
lief. For example, patlents might have described their
admissions in positive terms at follow-up because they
perceived a risk of being rehospitalized if they were
critical. We think that this was unlikely. The inter-
viewer was identified to the patient as a member of a
research team rather than clinical staff, and patients
were assured that responses would be kept confiden-
tial. The interviewers also believed that patients re-
sponded candidly. More plausibly, patients in a com-
munity setting might have responded positively to
questions about their hospital admissions because they
were being interviewed in a noncoercive setting and at
a less stressful point in their lives than at admission.
The effect of treatment might have been to render the
patient more likely to respond positively to any evalu-
ative question about hospitalization. Thus, a tendency
to agree that treatment was necessary might have re-
flected a general brightening of mood rather than a
change in belief about the necessity for hospitalization.

These alternative interpretations of the shift in be-
liefs about need for hospitalization were testable be-
cause they both implied that patients would have
responded more positively at follow-up to any retro-
spective question that evaluated their admission. How-
ever, patients held stable views on most evaluative
questions (table 5). Patients’ judgments of perceived
coercion, procedural justice, negative pressures, and
positive pressures did not change from admission to
follow-up. The small and nonsignificant differences in
the means were toward patients reporting more coer-
cion and less procedural justice during the follow-up in-
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TABLE 5. Change in 270 Psychiatric Patients’ Judgments of In-
fluences on Their Decisions About Hospitalization From Ad-
mission to Postdischarge Interview

Judgment Judgment
at After
Variable Admission Discharge Analysis?
N % N %  x2 df
Positive pressures 096 1
No 153 57 162 60
Yes 117 43 108 40
Negative pressures 000 1
No 198 73 197 73
Yes 72 27 73 27
Emotion®
Angry (N=252) 0.00 1
No 180 72 179 71
Yes 71 28 72 29
Sad (N=257) 0.02 1
No 102 40 104 40
Yes 155 60 153 60
Relieved (N=252) 1.02 1
No 73 29 65 26
Yes 179 71 187 74
Frightened (N=258) 044 1
No 146 57 139 54
Yes 112 43 119 46
Mean SD Mean SD t df
Perceived coercion
(range=0-5) 131 190 142 199 142 269
Procedural justice
(range=4-16) 6.95 331 7.09 325 1.02 269

2The chi-square values are based on McNemar's test. The t values
are based on paired t tests. Only patients with data for both ad-
mission and postdischarge interviews are included in the table.
All p values were nonsignificant.

b Some patients did not answer questions about judgments of influ-
ences on their decisions at either the admission or the follow-up
interview.

terview. Nor did patients’ reports about their emotional
responses to the hospital admission change. None of
these responses changed significantly from the admis-
sion to the follow-up interview. Therefore, there is no
evidence that patients were changing their responses
because of a brightening of mood.

Another alternative explanation for these data is that
there was a selection effect influencing which patients
participated in the follow-up interview. Patients who
did not return for the second interview might have had
a different pattern of changes in belief. Had we been
able to interview those patients, their data combined
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with those of patients whom we did interview might
have altered our conclusions. Because we do not know
how the patients who were not interviewed would
have responded to our questions, we cannot rule out
this possibility with certainty. However, it seems un-
likely, given that none of the differences between fol-
low-up participants and nonparticipants presented in
table 1 was statistically significant, except for the site
where the patient was admitted. It is important that
how patients responded to the question about the need
for hospitalization was not associated with whether a
follow-up interview occurred.

A final possibility is that the shift in views was less
dramatic than it appeared and that many patients who
expressed the view that they did not need hospital
treatment were actually more ambivalent than they
stated when being pressured to come into the hospital.
It may be that the “change” in attitude was less a
change than a willingness to admit ambivalence in a
less confrontational situation. This is consistent with
our findings, which, however, contain no clear evi-
dence to support this view. Further research will be
needed to clarify this issue.

DISCUSSION

Patients’ posttreatment reports of changed beliefs
in their need for hospitalization can best be under-
stood by considering Alan Wertheimer’s analysis of
what he called the “retrospective” rationale for psy-
chiatric coercion (11):

What, then, does the retrospective theory show? If a
reasonable number of patients come to retrospectively
approve of CT [coercive treatment], retrospective ap-
proval may show that it was reasonable for us to have
imposed CT in the first place. Not because the later con-
sent removes the force of the earlier refusal to consent,
but because it shows us that we may have been right not
to place excessive value on the earlier refusal in the first
place. (p. 254)

There are two critical points here. First, how one in-
terprets our results is likely to depend on whether one
believes that a “reasonable” number of patients
changed their views about their need for hospitaliza-
tion. More than half of the patients who initially
judged that they did not need hospitalization revised
their beliefs and later reported that they had needed
hospital treatment. This was far more than the number
of patients who initially judged that they needed hospi-
tal care and later said that they did not need it. On the
other hand, 61% of those involuntarily committed pa-
tients who initially judged that they did not need hos-
pitalization continued to believe that they had not
needed it despite their hospital care.

A second point of Wertheimer’s is important here as
well. A patient’s retrospective acknowledgment of a
need for hospitalization may help justify a coercive ad-
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mission, but it does not abolish the moral fact that the
patient was coerced. Moreover, it does not imply that
the patient will forget or forgive the coercion after
treatment. On one hand, patients who felt coerced dur-
ing hospital admission were less likely to revise their
views about their need for hospital treatment than
were other patients. On the other hand, patients’ per-
ceptions of coercion were stable across the admission
and follow-up interviews: we did not see evidence of
more positive feelings about the experience. So it may
be somewhat misleading to call a retrospective ratio-
nale for hospitalization a “thank you” theory—there
was not much evidence that coerced patients were later
grateful for the experience of hospitalization, even if
they concluded that they needed it. We expect that psy-
chiatric patients are similar to the rest of the popula-
tion in this regard. Many of us can recall ordeals that
we were forced to undergo at the hands of people we
perceived as unjust, disrespectful, or insensitive. We
may well believe that we are stronger, healthier, or
wiser for the experience; but are we truly grateful to
the person who coerced us?

This suggests that patients’ aversion to commitment
is a moral response to the loss of dignity and respect
implicit in the deprival of autonomy. Mental health
professionals have often justified commitment in terms
of its consequences for the patients’ health. However,
patients’ retrospective evaluations of these conse-
quences apparently do not change their feelings about
coercion. Looking back on their hospitalization, co-
erced patients are likely to continue to be offended,
even if they now view the hospitalization as a necessity.

An important issue for future research concerns why
some patients who initially do not view themselves as
needing hospitalization later revise their views but oth-
ers do not. Some patients who judge that they do not
need hospitalization may indeed be correct; that is,
their hospitalization may have resulted from a clinical
error. We had no method for assessing such errors in
this study. We did find that, compared with patients
who believed that they needed to be hospitalized, pa-
tients who believed that they did not need hospitaliza-
tion tended to perceive that 1) they were treated more
coercively, 2) they were subject to forceful and threat-
ening pressures to be admitted, and 3) they were
treated with less procedural justice. Some of these pa-
tients were presumably coerced into the hospital by
staff or family members because they needed but re-
sisted hospitalization. However, it is also possible that
some patients developed a resistance to hospitalization
because of unnecessarily forceful and insensitive pres-
sure from family members or staff. Further detailed
studies of coercion in psychiatric hospital admission
would be useful to clarify these processes.
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