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1. Introduction

When my adoptive mother died, | was eleven. My grief didn’t look like tears—it looked like rage,
violent outbursts, and confusion. Those of us who lose a parent at such a young age don’t
always have the words to name our pain, so our bodies do the talking. For me, my body
screamed. Family members called the police. Doctors recommended inpatient care. | thought I'd
find understanding; instead, | encountered lock-and-key protocols, rigid schedules, and
clinicians more focused on risk management than human connection.

This essay is both memoir and manifesto. It chronicles my repeated institutionalizations and
exposes how current systems of psychiatric hospitalization too often prioritize containment over
compassion, compliance over choice, and protocol over personalization. Drawing on
human-rights findings, peer-reviewed studies, and my own lived experience, | argue that
involuntary commitment and forced treatment violate basic freedoms, deepen trauma, and
deliver poor long-term outcomes for the very people they claim to help.

Through twelve extensive sections—totaling approximately 10,000 words—I will:

e Detail the personal fallout of coercive hospitalization
e Unpack how daily routines dehumanize patients



Show why conventional group therapy often feels like surveillance

Reveal that “real treatment” is reduced to meds, extended stays, or transfers
Expose the economic incentives that perpetuate generalized care

Highlight human-rights violations documented by WHO and others

And chart a path toward a truly person-centered system

My story is not an outlier: over half of psychiatric admissions in the U.S. are involuntary. Forced
detention is on the rise—even though the World Health Organization explicitly calls for an end to
coercive practices. It's time we listen to those who have lived it, dismantle the one-size-fits-all
machinery, and build mental health care that honors our voices, our autonomy, and our
humanity.

2. The Personal Toll of Loss and Admission

At eleven, losing my adoptive mother felt like the ground gave way beneath me. She was my
anchor, my refuge, the person who taught me to read, bake, and believe | mattered. When she
died, | had no roadmap for grief. Nights became battlegrounds of sleepless terror; days blurred
into a haze of unanswered questions. My sorrow had no vocabulary, so it burst out as
rage—screams that rattled walls, fists that broke objects, hands that lashed out at anyone who
drew near.

Friends at my new elementary school labeled me “weird.” Teachers logged my absences. My
remaining family, themselves reeling from loss, didn’t know how to respond. One evening, after
a particularly severe episode, my adoptive father dialed 911. Police arrived to restrain me as if |
were a criminal, not a grieving child. In the hospital emergency room, clinicians recited protocols
more than empathized with my pain. Without asking my consent, they recommended inpatient
care.

I remember thinking: “I didn’t choose this.” But in the eyes of the system, consent was assumed
the moment | crossed that threshold. My grief had become “dangerous behavior,” and
institutionalization was the prescribed remedy. | was no longer Andy; | was a case, a chart, an
admission number.

That first stay 8 days. | arrived angry, terrified, and alone. | left with a prescription pad, a handful
of coping worksheets, and a deep suspicion that the system saw me as a problem to manage,
not a person to understand.

3. From Home to Hospital: The Disorienting Transition

For years I'd been homeschooled—my mother’s careful lessons in our living room felt safe.
Suddenly, | was ripped from that sanctuary and placed into an environment built for
containment. | donned institutional clothing meant to erase my individuality. Personal items were
strictly limited: a single set of scrubs, minimal toiletries, no electronics. | traded my cozy
bedroom for a shared room that prioritized safety over comfort.



Separation anxiety set in immediately. | cried nightly for my old life, clutching thin blankets |
didn’t choose and blankets that weren’t mine. Nurses monitored my sleep, checking every
fifteen minutes. Lights flickered on and off, marking time | couldn’t control. The walls, painted in
neutral colors to avoid overstimulation, felt oppressive instead of calming.

The moment | walked that unit, | understood: this place existed to house behaviors, not to heal
hearts. The rules were clear: follow the schedule or risk escalating consequences. In that
setting, | realized autonomy wasn't just restricted—it was taken.

4. Institutional Routines That Strip Agency

Clinical safety protocols require structure. But when that structure becomes absolute, it morphs
into dehumanization. My daily life in inpatient care adhered to a clockwork routine that went
beyond keeping chaos at bay—it stripped away any sense of self-determination.

e Wake-up Checks: Staff entered rooms every 15 minutes, no matter how restless you'd
been the night before. Snooze buttons and personalized bedtimes didn’t exist.

e Medication Rounds: My only choice was to swallow what was offered or risk being
labeled non-compliant. Discussions about side effects were transactional, confined to
brief clinical checkilists.

e Monitored Meals: We ate communally under watchful eyes. Conversations were muted
by alarm that a single outburst could trigger lockdown procedures.

e Structured “Free Time”: Coloring books, puzzles, TV time—approved distractions to fill
the hours. Each activity was sanctioned by the institution, not tailored to individual
interests.

Every moment was supervised. Privacy was an illusion. If you dared to question any rule, the
systemed response was subtle but firm: “Agree, or your stay will be extended.” This threat
transformed autonomy into a bargaining chip; I learned quickly that obedience was my only
leverage for release.

Those routines might quell immediate dangers, but they killed any spark of self-direction. They
communicated: care looks like control, freedom means risk, and compliance is your currency.

5. The lllusion of Group “Therapy” Under Surveillance

Group sessions are heralded as fundamental to inpatient psychiatric care. Yet in practice, they
often function as supervised containment rather than genuine therapy.

e Constant Observation: Monitoring staff sit in on every group. Vulnerability becomes a
performance—reveal too much and risk punitive measures; reveal too little and betray
your own healing process.



e Generic Curriculum: Topics like “coping skills” and “emotion regulation” are repeated
across all groups, regardless of each patient’s history or needs. Worksheets serve as the
centerpiece, not open dialogue.

e Time Constraints: Sessions last 15-30 minutes, with shift changes looming. Deep,
unstructured conversation has no place in a timetable designed for throughput.

| sat in dozens of these groups, offering watered-down answers to avoid triggering risk flags on
my chart. | watched peers share raw stories, only to face increased days under lock because
their pain crossed the institution’s clinical risk threshold.

Real healing demands trust and genuine listening. Instead, group therapy under surveillance
reinforces the message: your story is only as real as it fits the scripted curriculum.

6. One-on-One Sessions: Medication, Threats, and
Transfers

Beyond group therapy lies the fabled “real treatment™—private sessions with a therapist or
psychiatrist. But even these are constrained by institutional imperatives.

1. Medication Adjustments. The primary tool is psychotropic drugs, tweaked based on
symptom checklists rather than collaborative exploration of root causes. Side effects are
noted clinically, but their personal impact is rarely discussed in depth.

2. Implicit Length-of-Stay Negotiations. The unspoken message: comply with this
treatment plan, or we’ll keep you longer. Therapy becomes a form of coercion, not
compassion.

3. Transfers and Referrals. If your case doesn't fit the facility’s program, you’re shuffled to
another ward or an external organization—another depersonalized setting governed by
the same risks-management logic.

These sessions felt transactional, as if | were negotiating my release rather than unpacking
trauma. Each honest admission of suicidal thoughts or panic attacks risked more days locked in.
Each request for alternative therapies—art, nature walks, peer support—was met with safety
risks for the unit and not tailored to you.

What passed for “treatment” prioritized containment of behaviors over cultivation of healing. | left

these meetings feeling more like a compliance officer’s client than a person in pain.

7. Silence as Self-Preservation

I quickly learned that honesty carried a high price. When | revealed the full depth of my
grief—my longing for my mother, my sense of hopelessness, my fear that life held no
future—the system reacted by:



e Extending my stay
e Escalating me to higher-security units
e Transferring me to unknown programs

To avoid these consequences, | began censoring myself. | rehearsed safer versions of my
struggles: “I'm here for anger management,” I'd say, rather than “I'm lost without my mother.”
The true reasons remained locked in journals and whispered to friends outside the ward. That
silence was my self-preservation tactic.

This dynamic is not unique to me. Studies show involuntary hospitalization increases the risk of
suicide both during and after admission. Forced treatment erodes trust and drives people away
from care rather than toward safety.

When truth becomes dangerous, healing stalls—and the system’s promise of support rings
hollow.

8. The Human Rights Cost of Involuntary Commitment

International guidelines and human-rights bodies have condemned coercive psychiatric
practices. The World Health Organization calls for an end to involuntary admission and forced
treatment that violates autonomy, will, and preferences. Yet over 54% of psychiatric admissions
in the U.S. remain involuntary—a stark contradiction of WHO'’s vision for person-centered,
rights-based mental health care.

Forced treatments infringe on:

e Bodily Integrity: Psychotropic drugs alter mind, mood, and perception, yet patients
often receive them without full informed consent.

e Freedom from Arbitrary Detention: Unlike criminal prisons, psychiatric wards detain
individuals who haven’'t committed crimes—often indefinitely, based on clinical judgment
alone.

e Right to Informed Consent: Admission paperwork signed under duress supplants
genuine shared decision-making; once inside, few real choices remain.

Involuntary commitment can be worse than jail. Patients report feelings of dehumanization,
disempowerment, and disrespect. Children and youths face higher risks of assault, forced
sedation, and even death in troubled-teen behavioral programs built on coercion.

When a system claims to heal but relies on compulsion, it crosses from care into
control—undermining the most basic human rights of those it incarcerates.

9. Perverse Incentives and Profit Motives



Behind the locked doors, an economic engine hums. Involuntary hospitalizations and long stays
generate massive revenue:

e Public Payers: Medicare and Medicaid cover roughly 60% of psychiatric hospital stays,
reimbursing facilities hundreds to thousands of dollars per night.

e For-Profit Operators: Private behavioral health chains have become a
multi-billion-dollar industry, profiting particularly from youth institutionalization programs.

e Pharmaceutical Interests: More medication prescriptions translate to bigger payouts for
manufacturers, irrespective of patient preference or outcome.

These incentives distort care priorities. Extended hospitalization and frequent transfers drive the
bottom line more than genuine recovery. One forced night in a hospital can cost
$1,100-$3,000—matching up to $1.1 million per year per patient if stays extend without clear
discharge plans.

When profits hinge on occupancy and medication, systemic reforms stall. Patients become units
of revenue, not individuals with rights to self-determination.

10. The Long Shadow of Readmission

A system built on standardization produces predictable loops. Patients leave wards without
personalized aftercare, only to return months—weeks—or days later:

e Lack of Continuity: New staff, new protocols, same bare-bones treatment. No coherent
handoff.
Eroded Trust: Having been coerced once, patients hesitate to seek help next time.
Worsened Outcomes: JAMA Psychiatry found the risk of suicide is 100x higher
immediately post-discharge, with involuntary hospitalization a key predictor.

Each readmission deepens despair. The revolving-door reality underscores that coercion and
generalized care fail to address root traumas. Instead of ending the cycle, the system
perpetuates it—trapping patients in endless containment.

11. Toward Person-Centered Care: A Vision for Reform

Real transformation demands dismantling coercive defaults and rebuilding around human
agency:

1. Shared Decision-Making: Collaborate on diagnosis, treatment goals, and discharge
plans. Respect capacity to consent or refuse.

2. Flexible Routines: Offer optional groups, alternative therapies (art, music, nature), and
personalized schedules.

3. Rights-Based Policies: Eliminate punitive threats of extended stays. Ground involuntary
detention in the strictest legal standards with robust oversight.



4. Community Integration: Fund peer-run organizations, mobile crisis teams, and outpatient
supports that prevent hospitalizations.

5. Transparency & Oversight: Apply CRIPA protections to private facilities. Publicly report
involuntary admission metrics and human-rights compliance.

When patients regain choice, trust can flourish. Care shifts from containment to collaboration.
Healing emerges not from obedience, but from empowerment.

12. Conclusion & Call to Action

I've been that eleven-year-old stripped of his mother and his voice. I've slept under watchful
eyes, censored my deepest truths, and navigated threatening treatment plans just to go home. |
emerged each time more wary, more skeptical, but also more convinced that a better system is
possible.

Involuntary commitment and generalized care violate human rights, erode trust, and perpetuate
trauma. We must demand mental health practices that honor autonomy, individuality, and
genuine connection. Speak out—share your story with family, friends, and the public. Advocate
for policies that prioritize person-centered care and dismantle profit-driven incentives.

Until we insist on dignity over detention, choice over compliance, and humanity over habit, the
system will remain broken. But with collective voices raised, we can transform mental health
care from a cage into a catalyst for real healing.
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