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Psychiatric Patients Who Do Not Believe
They Deserve to Get Better

S

even years ago, our clinical research group began to
work in our hospital’s partial hospital program. Patients
are most commonly referred to the partial hospital because
they are in crisis, are being transferred from a more intensive
level of care (ie, inpatient services), or are referred from
outpatient settings because they have not responded to
treatment. While the average length of stay in the partial
hospital program is approximately 2 weeks, a minority of
patients are treated for more than a month. During the
course of prolonged admissions, some patients make little
change in their behavior and do not experience much
improvement in symptoms or functioning despite intensive
psychotherapy and ongoing pharmacotherapy. In trying to
understand the reasons for the lack of progress, we learned
that some patients asserted that they did not believe that they
deserved to feel better. It has been our clinical impression
that the patients who did not believe that they deserved to
feel better were less responsive to treatment.
We are unaware of any studies of psychiatric patients’
beliefs as to whether they merited feeling better. This is
understandable because it is reasonable to assume that
patients seeking treatment in an ambulatory setting are doing
so because they wish to get better. While desired clinical
improvement is usually the primary reason that patients
seek treatment, patients also come for treatment for extrinsic
rather than intrinsic considerations. The encouragement (or
requirement) of family, friends, school officials, employers,
or the legal system are some external factors that may be
responsible for patients coming for treatment. Incentive to be
discharged sooner from inpatient settings and the desire not
to be hospitalized when seen in the emergency department
are some other motivations for patients to present for care in
ambulatory settings. Such dynamics likely influence patients’
opinions of whether they want or need treatment. However,
our focus in this commentary is not on whether patients
want treatment, or want to get better, but instead on patients’
internalized belief of whether they deserve to feel better.
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We examined the prevalence of the belief of
undeservingness and the demographic and clinical
features that characterized patients who held this belief.
In working with patients in the partial hospital, it was our
clinical impression that patients with depression, a history
of trauma, and borderline personality disorder were more
likely to question whether they deserved to feel better. We
also hypothesized that patients who did not believe that they
deserved to feel better would more frequently drop out of
treatment and, if they stayed in treatment, would have a
greater length of stay in treatment.
Method
Four hundred five patients admitted to the Rhode Island
Hospital partial hospital program were interviewed with
semistructured diagnostic interviews and completed a selfadministered clinical history questionnaire that included
a question about whether the patient thought he/she/they
deserved to feel better (“Do you deserve to feel better? 1 = yes,
absolutely; 2 = I think so; 3 = I am not sure; 4 = probably
not; 5 = definitely not”). The diagnostic interview and
questionnaire were completed before treatment began.
Admissions to the program are on a rolling basis, with
patients completing varying lengths of treatment. Treatment
noncompleters included patients who either voluntarily
discontinued treatment (eg, reported dissatisfaction with
the program, discharged due to nonattendance) or were
discharged due to external limitations (eg, insurance no
longer covering partial hospitalization level of care, need
to return to work, transfer to inpatient). The other patients
were treatment completers.
Results
The majority of the patients indicated that they deserved
to get better (83.0%, n = 336). Fifty-two patients (12.8%)
indicated that they were not sure whether they deserved
to feel better, and 17 (4.2%) indicated that they did not
believe that they deserved to feel better. The patients who
were unsure that they deserved to feel better and those
who indicated that they did not deserve to feel better were
combined and compared to the patients who indicated that
they deserved to feel better.
The patients who did not indicate that they deserved to feel
better were significantly younger (mean ± SD = 32.2 ± 12.6
vs 37.7 ± 14.3 years, t = 3.0, P < .01). There was no difference
between the patients who did and did not indicate that they
deserved to feel better in gender, race, or marital status.
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feel better were diagnosed with a greater number of disorders
at the time of the evaluation (3.6 ± 1.8 vs 2.9 ± 1.6, t = 3.39,
P < .01), and they were significantly more often diagnosed
with major depressive disorder (75.4% vs 53.3%, χ2 = 11.40,
P < .01), panic disorder (36.2% vs 23.2%, χ2 = 5.12, P < .05),
agoraphobia (27.5% vs 11.6%, χ2 = 11.84, P < .01), obsessivecompulsive disorder (14.5% vs 4.5%, χ2 = 9.94, P < .01),
posttraumatic stress disorder (44.9% vs 25.9%, χ2 = 10.05,
P < .01), and borderline personality disorder (29.0% vs
17.9%, χ2 = 4.47, P < .05).
The patients who did not indicate that they deserved to
feel better were significantly less likely to have completed
treatment in the partial hospital program (52.3% vs 68.8%,
χ2 = 9.32, P < .01) and missed significantly more days of
treatment while in the program (1.7 ± 2.3 vs 1.3 ± 1.7, t = 2.08,
P < .05). Of the patients who completed treatment, the
patients who did not indicate that they deserved to feel better
were in treatment for significantly more days (14.1 ± 6.9 vs
11.8 ± 6.1, t = 2.06, P < .05).
Discussion
These preliminary findings were consistent with our
clinical experience working in the intensive acute care setting
of a partial hospital program that a significant minority of
patients did not believe that they deserved to get better, and
there were significant diagnostic and treatment outcome
differences between patients who did and did not assert that
they deserved to feel better. Specifically, the patients who did
not believe that they deserved to get better were younger,
diagnosed with more psychiatric disorders, and more likely
to drop out of treatment or take longer to treat if they did
not drop out.
The diagnosis with the highest odds ratio in its association
with deservingness was obsessive-compulsive disorder
(OR = 3.5). Forty percent of the patients with obsessivecompulsive disorder did not assert that they deserved to
feel better. Patients with obsessive-compulsive disorder are
frequently ashamed of their symptoms, particularly those
symptoms that are publicly visible.1–3 Moreover, patients
with obsessive-compulsive disorder usually have insight into
the unreasonableness of their compulsive behavior. While
other anxiety disorders such as specific phobia and social
phobia require the patient to recognize the unreasonableness
of their phobic fears in order to receive the diagnosis,4 we
suspect that compulsive behavior is considered more “crazy”
and thus self-stigmatizing than the avoidance behavior of the
phobic disorders and thus the reason patients with obsessivecompulsive disorder are significantly less likely to believe
they deserve to get better.
Patients with borderline personality disorder and
posttraumatic stress disorder were significantly less likely to
assert that they deserved to feel better. Patients with these
disorders have frequently experienced abuse, bullying,
assaults, and other forms of aggression in childhood and
as adults.5,6 While not all patients with these disorders
experience invalidating childhood environments, the vast

personality disorder and posttraumatic stress disorder
have such experiences. Many individuals with borderline
personality disorder and posttraumatic stress disorder
experience profound shame,7–10 and we would hypothesize
that shame is associated with patients’ belief that they do not
deserve to feel better.
Major depressive disorder was also significantly
associated deservingness. Worthlessness and guilt are
diagnostic criteria for major depressive disorder. While these
symptoms are frequently present in depressed patients, they
are not universally present11; we would predict that these
symptoms are associated with deservingness.
Most important may be the impact patient deservingness
had on treatment retention and treatment duration. There
was a 16% difference in the likelihood of completing
treatment. If this were a treatment study in which patients
were randomized to 2 different treatments, a difference in
outcome of 16% would reflect a number needed to treat of
6. A number needed to treat of 10 is generally considered
clinically important,12 thereby highlighting the clinical
significance of this difference in noncompletion rates
between the patients who did and did not indicate that they
deserved to feel better. The longer duration of treatment for
the patients who did not believe that they deserved to get
better but nonetheless remained in treatment is consistent
with our experience that it is sometimes necessary to address
deservingness in order to make progress in treatment.
The concept of deservingness has heretofore not been
studied in psychiatric patients and opens up a line of research.
Potential areas of future research include an examination of
the psychological factors associated with patients’ perception
of whether they deserve to get better. Shame and stigma are
some of the factors that we have observed clinically as being
associated with patients stating that they did not deserve to
feel better. We would also predict that cognitive symptoms
of depression such as guilt and worthlessness will be more
strongly associated with deservingness than vegetative
symptoms. We have found that progress in treatment is
delayed if the issue of deservingness is not addressed.
Understanding the factors that underlie patients’ questioning
or asserting that they do not deserve to feel better can
provide clinicians a specific target to address. Related to
this, it will be important to determine if psychotherapeutic
interventions such as motivation to change approaches can
modify patients’ beliefs about not deserving to feel better, and
whether this reduces dropout rates and improves outcome.
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