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Abstract

Background: Hospitalization and incarceration are distinct institutional experiences, but
both may involve reduced autonomy, externally regulated routines, uncertainty, restricted
privacy, and disruption of meaningful social relationships. This systematic review exam-
ined shared and setting-specific psychological outcomes and associated factors across the
two environments. Methods: PubMed, Scopus, Web of Science and the Cochrane Library
were searched from database inception to 30 January 2026. Of 1149 identified records,
22 studies met the eligibility criteria. Methodological quality was assessed using the Mixed
Methods Appraisal Tool 2018, and findings were synthesized narratively because sub-
stantial clinical and methodological heterogeneity precluded meta-analysis. Results: Ten
studies examined incarcerated populations and twelve examined hospitalized populations.
Across incarceration studies, reported estimates ranged from 14.9% to 72.6% for depressive
symptoms or mood disorders and from 23.3% to 77.8% for anxiety symptoms or disorders.
Across hospitalization studies, corresponding estimates ranged from 5.1% to 41.0% and
from 5.8% to 60.0%, respectively. These ranges reflect heterogeneous screening instruments,
diagnostic procedures, populations, and outcome definitions and were not statistically
pooled. In both settings, poorer psychological outcomes were associated with reduced
perceived control, disrupted routines, uncertainty, limited social support, and individual
vulnerability. Setting-specific factors included prison climate, coping style, shame, and
sentence-related circumstances in incarceration, and illness severity, functional impairment,
prognostic uncertainty, isolation precautions, and prolonged or repeated admission in
hospitalization. Findings concerning exposure duration were inconsistent in both settings.
Conclusions: Hospitalization and incarceration should not be regarded as psychologi-
cally equivalent. Nevertheless, they may share experiential conditions associated with
distress, particularly when autonomy, privacy, predictability, and social connectedness
are reduced. Because the evidence was heterogeneous and predominantly observational,
causal conclusions and direct quantitative comparisons cannot be made.

Keywords: psychological effects; imprisonment; long-stay hospitalization; restricted
context; humanization

1. Introduction
1.1. Institutional Distinctions and Comparative Scope

Long-term hospitalization and incarceration are fundamentally different institutional
experiences and should not be regarded as equivalent. Incarceration is inherently im-
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posed within a legal and coercive framework and entails a formal deprivation of liberty.
Hospitalization, by contrast, has a therapeutic purpose and is often entered with consent,
although the degree of voluntariness may vary in emergency, psychiatric, isolation, incapac-
ity, and other clinical circumstances. Hospitalized individuals may also retain substantially
greater legal and practical possibilities for participation in decisions or discharge than
incarcerated individuals.

The principal sources of psychological distress may consequently differ. In incarcera-
tion, distress may be related to legal coercion, punishment, sentence uncertainty, stigma,
prison climate, interpersonal threat, and separation from ordinary social life. In hospital-
ization, distress may arise primarily from illness severity, pain, functional impairment,
diagnostic or prognostic uncertainty, treatment burden, dependency, or fear of deterioration.
Institutional restrictions may contribute to distress in both settings, but similar symptom
profiles cannot by themselves demonstrate a common cause.

The comparison developed in this review is therefore limited to specific experiential
dimensions—such as reduced perceived control, externally regulated routines, limited
privacy, uncertainty, and disrupted social relationships—rather than implying equivalence
between the institutions or between the causal pathways leading to psychological distress.
The broader concept of a restrictive environment has been examined in settings including
hospitals, nursing homes, prisons, and detention facilities, as well as during exceptional
periods of restricted mobility and social isolation, including the COVID-19 pandemic [1].

1.2. Restrictive Environments and Theoretical Framework

In the present review, a “restrictive environment” is operationally defined not merely
as a physically enclosed setting, but as an institutional context characterized by a sus-
tained reduction in personal choice, autonomy, privacy, perceived control, and access to
meaningful social relationships. Such restrictions may concern movement, daily routines,
visiting opportunities, personal space, communication, and participation in decisions af-
fecting everyday life. In the present review, the term “restrictive” is used as an analytical
descriptor of these specific experiential conditions and not as a claim that hospitalization
and incarceration have the same legal status, degree of coercion, institutional purpose,
or psychological meaning. This definition draws on the classical concept of the “total
institution,” which describes institutional settings in which major aspects of everyday life
are organized within the same place and under a shared system of authority [2]. More
specifically, the proposed conceptual framework is informed by Self-Determination Theory,
according to which autonomy, competence, and relatedness represent basic psychological
needs whose satisfaction supports motivation and psychological well-being, whereas their
frustration may contribute to distress and maladjustment [3].

Evidence from psychiatric inpatient settings indicates that institutional practices may
either support or frustrate these psychological needs by influencing patients’ behavioural
freedom, participation in treatment decisions, access to meaningful activities, and relation-
ships with healthcare professionals and significant others [4]. Similarly, research conducted
in prison settings has shown that perceived opportunities for choice and autonomy are
associated with prisoners’ subjective quality of life and psychological well-being [5]. In
accordance with the United Nations Standard Minimum Rules for the Treatment of Pris-
oners [6], the prison system must not exacerbate the suffering already inherent in the
situation of deprivation of liberty. Therefore, the present comparison does not assume
that hospitals and prisons are interchangeable. Rather, it investigates whether reduced
autonomy, externally regulated routines, separation from significant relationships, limited
privacy, and uncertainty represent recurring experiential correlates of distress across the
two settings. These factors are not assumed to constitute identical causal pathways, because
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distress during hospitalization remains inseparable from illness and treatment, whereas
distress during incarceration occurs within an inherently coercive legal environment.

1.3. Deprivation, Institutionalization, and Exposure Context

Within this framework, Sykes’s deprivation model and the concept of the “pains of
imprisonment” describe confinement-related suffering as arising not only from the loss of
liberty, but also from reduced autonomy, security, access to valued resources, and mean-
ingful relationships [7]. Although originally developed in relation to imprisonment, these
mechanisms provide a cautious comparative lens for prolonged hospitalization, where long-
term institutional living may also be associated with dependency, passivity, withdrawal,
and reduced initiative phenomena historically discussed within the institutionalization or
“institutional neurosis” literature [8,9]. From an environmental-psychology perspective,
perceived control, crowding, privacy regulation, and the ability to manage social interac-
tion represent potential pathways through which institutional environments may affect
psychological well-being [10]. To provide a balanced comparison with the prison-climate
construct, the hospital environment can be examined through the related concepts of ward
climate or ward atmosphere, which encompass the relational, organizational, and phys-
ical characteristics of inpatient units. Ward atmosphere has been associated particularly
with patient satisfaction, although evidence regarding direct treatment outcomes remains
mixed [11,12]. The scale and duration of institutional exposure differ substantially between
the two settings. The fourteenth edition of the World Prison Population List estimated that
approximately 11.5 million people were held in penal institutions worldwide in 2024 [13].
A directly equivalent global point-prevalence estimate is not available for hospitalization,
because hospital activity is generally reported through admissions, discharges, bed capacity,
and length of stay. Across OECD countries, there were an average of 128 acute-care hospital
discharges per 1000 population in 2023, and the average length of stay for acute hospital
care was 6.5 days [14]. Council of Europe data indicated that the average duration of
imprisonment across reporting European prison administrations was 11.3 months in 2023,
while the median was 8.7 months [15]. These figures provide broad contextual indicators
but should not be interpreted as directly comparable measures because they reflect different
populations, institutional purposes, and methods of calculation. Hospital discharge and
release from prison are administrative endpoints and cannot be treated as equivalent indica-
tors of psychological improvement or recovery; no harmonized comparative improvement
rate was available.

1.4. Public Expenditure and System Burden

Both institutional systems also entail substantial public expenditure. Hospitalisation
has a substantial impact on national public health expenditure. In 2016, total healthcare
spending represented 17.8% of GDP in the United States, compared with 9.6% in Australia
and 12.4% in Switzerland [16]. In Victoria, Australia, hospital stays lasting >14 days
represented only 9.7% of admissions but accounted for 44.2% of all inpatient bed-days; a 5%
reduction in these stays was estimated to save more than 104,000 bed-days annually [17].
Detention also generates markedly different public costs across countries. In 2020, the
reported daily expenditure per incarcerated person ranged from €6.50 in Bulgaria and
€8.08 in Azerbaijan to €303 in Sweden, €330.60 in Norway, and approximately €332.60
in Luxembourg. Prison expenditure also varied as a proportion of GDP, from 0.03% in
Bulgaria and 0.07% in Greece to 0.35% in Moldova and 0.40% in Albania [18].

1.5. Terminology, Psychological Outcomes, and Confounding

Throughout this review, the terms psychological distress, psychological symptoms,
positive screening results, and mental disorders are used distinctly. Psychological distress
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refers to a non-specific state of emotional suffering that may include anxiety, low mood,
irritability, perceived stress, or difficulties in adapting to a new environment. Psychological
symptoms refer to manifestations measured through self-report questionnaires or psycho-
metric scales. Scores above a validated screening cut-off indicate the possible presence of
clinically relevant symptoms but do not, by themselves, establish a psychiatric diagnosis.
The term “mental disorder” is therefore reserved for conditions identified through clinical
assessment, structured diagnostic interviews, or clearly reported diagnostic criteria.

Both hospitalization and incarceration may be associated with psychological distress;
however, the available studies differ considerably in study design, population, assess-
ment instruments, and methods of diagnostic ascertainment. During the initial period
of incarceration, individuals may report increased distress and difficulties in adapting to
institutional life [19]. Psychological well-being in prison may also be influenced by the
perceived prison climate, including institutional relationships, safety, autonomy;, fairness,
and the organization of everyday life [20]. These findings should not be interpreted as
demonstrating that incarceration necessarily causes a specific mental disorder, because
pre-existing vulnerabilities, previous psychiatric conditions, social circumstances, and
characteristics of the prison environment may also contribute to the observed outcomes.

Hospitalized patients may similarly experience psychological distress associated with
illness-related concerns, separation from familiar relationships, reduced autonomy, dis-
rupted routines, environmental noise, uncertainty, and limited privacy. Earlier observa-
tional studies documented emotional reactions, anxiety, discomfort, and sleep difficulties
during hospitalization [21,22]. More recent studies using screening instruments such as the
Hospital Anxiety and Depression Scale and the Patient Health Questionnaire-9 have re-
ported elevated anxiety and depressive symptoms among hospitalized patients [23]. These
results indicate symptom severity or screening positivity and should not automatically be
described as confirmed anxiety or depressive disorders.

Similar caution is required when interpreting evidence from detained populations.
Self-report questionnaires may identify high levels of anxiety symptoms, depressive symp-
toms, perceived stress, or general psychological distress, but diagnostic terminology should
be used only when the original study employed an appropriate clinical or structured
diagnostic assessment. Research among prisoners has also identified associations be-
tween perceived stress, psychological distress, poor sleep quality, and insomnia symp-
toms [24]. However, these associations do not establish that detention directly causes an
insomnia disorder.

Pre-existing psychopathology represents an important potential source of confound-
ing in both settings. Individuals entering prison may already present mental disorders,
substance-use problems, trauma-related difficulties, personality pathology, or develop-
mental histories involving conduct problems and persistent antisocial behaviour. Such
developmental associations are probabilistic rather than deterministic and should not be
interpreted as implying that childhood behavioural disorders or antisocial personality
disorder inevitably result in criminal behaviour or incarceration.

Similarly, hospitalized individuals may enter the institution with pre-existing depres-
sive, anxiety, alcohol-related, cognitive, or other psychiatric conditions. Silverstone, for
example, assessed psychiatric status both during hospitalization and during the month
preceding admission and found that several disorders identified among medical inpatients
had already been present before hospitalization. Psychological morbidity observed within
either institution therefore cannot automatically be attributed to institutional exposure, and
temporal information was considered whenever it was reported by the original studies.

Although the present review is particularly concerned with prolonged hospitalization,
the included literature encompasses acute, general medical, psychiatric, and long-stay
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inpatient settings. These contexts are distinguished when interpreting the findings, and
evidence from ordinary or short-term hospitalization is not treated as directly equivalent to
the experience of long-stay patients.

1.6. Subjective Restriction and Humanized Institutional Care

Beyond the structural characteristics of institutional settings, the subjective experience
of restriction is clinically relevant. Institutional rules may be necessary to ensure safety,
treatment delivery, and the organization of everyday activities. However, when these rules
are experienced as rigid, impersonal, unpredictable, or insufficiently negotiated, they may
reduce individual agency and intensify feelings of dependence, uncertainty, isolation, and
loss of identity.

Hospitalization may negatively affect patients” emotional adjustment, coping abilities,
and psychological well-being, although these effects may vary according to the duration of
hospitalization, the severity of the underlying clinical condition, previous psychological vul-
nerability, social support, and the organization of care [25]. In inpatient settings, humanized
and person-centred care requires that necessary institutional rules be balanced with indi-
vidualized communication, preservation of dignity and privacy, participation in treatment
decisions, access to meaningful activities, and continuity of significant relationships.

Qualitative evidence from acute psychiatric inpatient units indicates that patients,
caregivers, and healthcare professionals understand humanized care as individualized,
ethical, safe, and empowering care, supported by therapeutic relationships, effective com-
munication, and the active involvement of patients and caregivers [26]. Furthermore,
experiences that support behavioural freedom, participation in treatment decisions, mean-
ingful activities, and positive relationships may promote the satisfaction of patients’ needs
for autonomy, competence, and relatedness [27]. A review has emphasized the need for
discretion and flexibility in striking a balance between regulations and improving long-term
residents’ quality of life [28]. In this regard, programs aimed at humanizing care come into
play, particularly in situations involving prolonged hospital admission. Long-term hospital-
isation may be defined as a continuous inpatient stay that extends substantially beyond the
duration normally expected for the patient’s clinical condition and care pathway. Although
no universally accepted temporal threshold exists, acute-care studies have frequently oper-
ationalised prolonged hospitalisation as an admission lasting at least 14 days [17]. Within
this context, humanisation theory can be understood as a phenomenologically informed,
lifeworld-oriented framework that places the person at the centre of care. It considers
whether healthcare practices preserve or undermine fundamental dimensions of human
experience, including personal agency, uniqueness, embodiment, meaningful relationships,
sense-making, personal history, and a sense of place and belonging [29]. Humanised care
consequently integrates scientific competence with authentic presence, empathy, ethical
sensitivity, and recognition of the patient as a unique person with physical, psychological,
social, cultural, and spiritual needs [30]. In long-term hospitalisation, humanisation should
not be interpreted minimally as the use of respectful, inclusive, or technically correct ter-
minology; rather, it must be translated into observable and sustained actions aimed at
preserving dignity and improving quality of life. Such actions include involving patients
in shared decision-making, providing clear and consistent information, individualising
routines and care plans, protecting privacy, facilitating family and social relationships,
ensuring effective symptom management, promoting mobility, sleep, nutrition, and mean-
ingful daily activities, allowing access to personal belongings and familiar environmental
elements, and providing psychological, social, and spiritual support. Continuity of care,
interdisciplinary collaboration, adequate staffing, professional education, and systematic
reflection on humanising and dehumanising practices are also essential. Instruments such
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as the Humanised Care Assessment Tool can help professionals identify concrete aspects of
practice that make patients feel recognised as human beings rather than treated as passive
recipients of care [31]. Evidence from recent reviews similarly indicates that empathy, effec-
tive communication, personalised care, family participation, and supportive organisational
conditions can improve patient satisfaction, the experience of hospitalisation, and clinical
outcomes [32,33].

Also, in correctional settings, humanisation entails recognising incarcerated individ-
uals as persons with inherent dignity, autonomy, and healthcare rights, notwithstanding
the legal restriction of their liberty. Humanised correctional care requires an appropriate
balance between institutional security and the ethical obligations of healthcare profes-
sionals, ensuring that custodial priorities do not override clinical judgement or reduce
the individual to their legal status or offence. In practical terms, it involves providing
healthcare equivalent to that available in the wider community, protecting confidentiality
and informed consent, ensuring non-discriminatory access to treatment, adopting com-
passionate and culturally sensitive communication, and involving incarcerated people in
decisions concerning their health whenever possible. Humanisation should therefore not
be limited to respectful terminology or courteous interactions but should be reflected in
concrete organisational and professional practices that reduce stigma, avoid unnecessarily
restrictive measures, preserve privacy, strengthen therapeutic relationships, and promote
physical, psychological, and social well-being [34,35].

In prison settings, the lived experience of restriction is similarly influenced not only
by physical confinement, but also by externally regulated routines, limited autonomy;,
separation from significant others, reduced control over access to healthcare, and uncer-
tainty regarding institutional procedures. Qualitative research has shown that waiting for
healthcare in prison may be experienced as an additional form of punishment because
incarcerated individuals have limited control over when and how care is accessed [36]. The
absence of visits from family or friends has also been associated in prisoners’ narratives
with loneliness, depressed mood, and social isolation, whereas supportive visiting rela-
tionships may promote self-esteem, improved mood, and personal growth [37]. Moreover,
autonomy-supportive prison environments that provide meaningful opportunities for
participation and internally motivated activities may contribute to better psychological
well-being [38].

Consistent with this perspective, the WHO Prison Health Framework emphasizes that
the health and well-being of incarcerated people are influenced not only by the availability
of healthcare services, but also by the prison environment, the organization of institutional
life, respect for human rights, equity, and the responsiveness of prison health systems [39].
Accordingly, the present review adopts an experiential perspective and examines how
long-term hospitalized patients and incarcerated individuals may subjectively experience
reduced autonomy, externally regulated routines, limited privacy, separation from meaning-
ful relationships, and diminished participation in everyday decisions. Mental-health care
in correctional facilities may include screening at admission, psychological and psychiatric
assessment, crisis intervention, suicide prevention procedures, psychosocial or psychother-
apeutic interventions, pharmacological treatment when clinically indicated, substance-use
treatment, stress-management programmes, and referral to specialized services. Continuity
of care during transfers and following release is also considered important. Nevertheless,
the availability, accessibility, intensity, and quality of these interventions differ considerably
across countries and correctional systems; therefore, their presence should not be assumed
for all incarcerated populations [39-42]. This perspective is particularly relevant when
hospitalization or detention is prolonged, and the institutional environment becomes part
of everyday life rather than a brief interruption of ordinary routines.
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1.7. Review Aim, Research Questions, and Working Hypothesis

Against this background, the aim of the present systematic review was to synthe-
size and compare the available evidence on psychological, emotional, behavioural, and
sleep-related outcomes associated with incarceration and hospitalization, with particular
attention to prolonged hospitalization and the subjective experience of reduced autonomy.

The review addressed the following research questions: (1) Which psychological,
emotional, behavioural, and sleep-related outcomes have been reported among adults
exposed to incarceration or hospitalization? (2) Which environmental, individual, and
social factors are associated with these outcomes in each setting? (3) Which shared and
setting-specific patterns emerge when the two bodies of evidence are compared?

The working hypothesis was that hospitalization and incarceration might show par-
tially overlapping experiential correlates of psychological distress when individuals per-
ceived reduced autonomy, control, privacy, predictability, or social connectedness. We
did not hypothesize that these settings would produce equivalent psychological effects
or that similar symptoms would arise through the same causal mechanisms. Instead, we
expected the determinants and meaning of distress to differ substantially because incarcer-
ation involves involuntary legal coercion, whereas hospitalization is primarily shaped by
therapeutic aims, illness burden, treatment requirements, and variable degrees of consent
and dependency.

2. Materials and Methods
2.1. Review Design, Reporting, and Registration

This study was conducted as a systematic review with narrative synthesis of empirical
studies examining psychological and emotional outcomes associated with incarceration and
hospitalization, with particular attention to prolonged hospitalization and the subjective
experience of reduced autonomy. The review was designed to identify, select, critically ap-
praise, and synthesize eligible studies using predefined methods. The review is reported in
accordance with the Preferred Reporting Items for Systematic Reviews and Meta-Analyses
2020 statement (PRISMA 2020) and the PRISMA extension for reporting literature searches
in systematic reviews (PRISMA-S) [43,44]. The completed PRISMA checklist is provided
in the Supplementary Materials. The review methods were retrospectively registered on
the Open Science Framework after completion of the original review process (OSF; DOLI:
10.17605/OSEIO/723GA). The review commenced on 30 June 2025, and the original review
process was completed on 30 January 2026.

2.2. Information Sources and Search Strategy

A systematic literature search was conducted in PubMed, Scopus, Web of Science
and the Cochrane Library. The searches were conducted between 30 June 2025 and
30 January 2026. Each database was searched from its inception to 30 January 2026, with
no restrictions on publication year. The final search was conducted on 30 January 2026.
Only studies published in English were considered eligible. Two complementary free-text
search strategies were developed. The first was designed to identify studies examining
psychological outcomes associated with detention or confinement, whereas the second was
designed to identify studies examining psychological outcomes associated with long-term
hospitalization or institutionalization. The psychological outcome search block included

"o 7o

the terms “psychological effects,” “psychological impact,” “mental health outcomes,” and

“psychological distress.” For studies concerning detention, these terms were combined

7 e

with “detention,” “incarceration,” “imprisonment,” and “confinement.” For studies con-

"o

cerning hospitalization, they were combined with “long-term hospitalization,” “prolonged

” o

hospitalization,” “extended hospital stay,” and “institutionalization.” The Boolean operator
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OR was used to combine synonyms and related terms within each search block, whereas
AND was used to combine the psychological-outcome block with the institutional-setting
block. The search syntax was adapted to the requirements and searchable fields of each
database. The complete database-specific search strategies are reported in Supplementary
Table S1. The reference lists of the included studies and relevant reviews were also manu-
ally examined to identify additional potentially eligible studies. To enhance transparency
and reproducibility, the review process comprised six sequential stages: (1) identification
of records through two complementary database-search strategies; (2) record management,
including exclusion of non-English publications and manual removal of duplicates; (3) title
and abstract screening according to the predefined eligibility criteria; (4) full-text eligibility
assessment and documentation of exclusion reasons; (5) methodological quality appraisal;
and (6) standardized data extraction and narrative synthesis according to institutional
setting and principal outcome domains.

2.3. Eligibility Criteria

Original peer-reviewed empirical studies published in English were eligible if they
examined adults exposed to incarceration or hospitalization and reported at least one psy-
chological, emotional, behavioural, or sleep-related outcome. Eligible outcomes included
psychological distress, anxiety or depressive symptoms, stress, adjustment difficulties, psy-
chological well-being, coping, quality of life, sleep quality, insomnia symptoms, self-harm,
suicidal ideation, or clinically diagnosed mental disorders. Positive screening results and
clinically diagnosed mental disorders were considered separately. A direct comparison
between hospitalized and incarcerated populations within the same study was not required.
Studies involving general medical, surgical, psychiatric, rehabilitation, or long-stay inpa-
tient settings were eligible. Prolonged hospitalization was identified when the original
authors described the admission as prolonged, extended, or long stay, or when hospitaliza-
tion duration was explicitly examined in relation to psychological outcomes. No restrictions
were applied according to publication year or sample size. Reviews, meta-analyses, proto-
cols, case reports, conference abstracts, dissertations, editorials, commentaries, and letters
were excluded. Studies were also excluded if they involved only children or adolescents;
examined staff, family members, or caregivers rather than hospitalized or incarcerated
individuals; focused exclusively on outpatient, emergency, post-discharge, or post-release
populations; or did not report relevant original psychological or sleep-related data. When
multiple publications used the same sample, the most complete report was retained.

2.4. Study Selection Process

All records retrieved from the electronic databases were imported into Microsoft
Excel 2021 (Microsoft Corporation, Redmond, WA, USA). Articles published in languages
other than English were first excluded, after which duplicate records were manually
identified and removed. One reviewer (A.A.) performed the study selection sequentially
by screening titles, abstracts, and the full texts of potentially eligible articles according
to the predefined eligibility criteria. Two additional reviewers (M.P. and E.C.) checked
the selection process and verified the final set of included studies using the same Excel
database. Any uncertainties or disagreements identified during the verification process
were discussed among the three reviewers and resolved by consensus. The screening
process was not conducted as fully independent duplicate screening. The study selection
process is presented in the PRISMA flow diagram.

2.5. Methodological Quality Assessment

The methodological quality of the included studies was assessed using the Mixed
Methods Appraisal Tool, version 2018 (MMAT) [45]. The appropriate MMAT category was
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selected according to the design of each study. One reviewer (A.A.) performed the initial
assessment, and two additional reviewers (M.P. and F.C.) verified the judgments. Any
disagreements were resolved through discussion and consensus.

Each methodological criterion was rated as “Yes,” “No,” or “Can’t tell.” In accordance
with the MMAT recommendations, no overall numerical quality score was calculated.
Instead, the results for each individual criterion were reported to preserve information con-
cerning the specific methodological strengths and limitations of each study. The complete
assessment is presented in Supplementary Table S2.

2.6. Data Extraction and Synthesis

Data extraction was performed by one reviewer (A.A.) using a standardized Microsoft
Excel spreadsheet. The extracted information included authors and year of publication,
country, study design, institutional setting, sample size, participant characteristics, duration
of hospitalization or incarceration when reported, assessment instruments, psychological or
sleep-related outcomes, and main findings. Where available, information was also extracted
on baseline psychiatric history, previous trauma, socioeconomic characteristics, substance-
use problems, illness severity, treatment burden, social support, hospitalization duration,
time served, prison conditions, isolation conditions, sentence-related circumstances, and
the voluntary or involuntary nature and legal status of hospital admission.

Owing to substantial heterogeneity in study populations, institutional settings, study
designs, assessment instruments, cut-off scores, reference periods, case definitions, and
outcome definitions, a meta-analysis was not considered appropriate. The findings were
therefore synthesized narratively and organized according to principal psychological
outcome domains, including anxiety and depressive outcomes; psychological distress,
stress, and well-being; sleep-related outcomes; diagnosed mental disorders and other
psychiatric outcomes; and factors associated with psychological outcomes and duration of
exposure. Within each outcome domain, evidence concerning incarcerated and hospitalized
populations was presented side by side to facilitate qualitative comparison.

Findings based on screening instruments and symptom questionnaires were inter-
preted separately from clinically diagnosed mental disorders. Study-specific percentages
were not statistically pooled or arithmetically averaged and were not considered directly
comparable when they were derived from different instruments, cut-off scores, reference
periods, or diagnostic procedures.

Similarities and differences between the two institutional settings were examined with
particular attention to duration of exposure, institutional conditions, perceived autonomy,
social support, individual vulnerability, and setting-specific clinical or legal circumstances.
Potential confounding factors were considered as alternative explanations for the reported
psychological outcomes when they were available in the original studies. However, because
these variables were inconsistently measured and statistically controlled, the independent
contribution of institutional restriction could not be determined.

Instrument-level characteristics, including the construct assessed, number of items
and dimensions, scoring procedures, original development or standardization year,
and sample-specific psychometric information when reported, were summarized in
Supplementary Table S3. Reliability and validity indices were reported only when ex-
plicitly provided by the included studies; otherwise, they were marked as not reported.

3. Results

The results are presented in relation to the predefined research questions and concep-
tual working hypothesis. Following the description of study selection, study characteristics,
and methodological quality, the evidence is synthesized according to the principal psycho-
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logical outcome domains. Within each outcome domain, findings concerning incarcerated
and hospitalized populations are presented side by side to facilitate the identification of
shared and setting-specific patterns.

Because of substantial methodological and clinical heterogeneity, the working hypoth-
esis was examined through structured narrative synthesis rather than inferential statistical
testing. Study-specific percentages were not statistically pooled or arithmetically aver-
aged and should not be interpreted as directly comparable when derived from different
populations, instruments, cut-off scores, reference periods, or diagnostic procedures.

The characteristics of the included studies are presented in Table 1, which is organized
into separate panels for studies involving incarcerated and hospitalized populations. De-
tailed information concerning the psychological assessment instruments is provided in
Supplementary Table S3.

3.1. Study Selection

The database searches identified 1149 records. After the exclusion of 22 non-English-
language records and the removal of 578 duplicates, 549 records underwent title and
abstract screening. Following this screening stage, 58 full-text articles were assessed for
eligibility. Of these, 36 were excluded for the reasons reported in the PRISMA flow diagram.
A total of 22 studies met the eligibility criteria and were included in the systematic review.
The study selection process is presented in Figure 1.

—
c . i . .
K= Records identified through Records identified through Records |dent|ﬁe.d through Records |dent|ﬂe.d tr.wough
B database searching in Pubmed database searching in Scopus database searching in database searching in Web of
o _ _ Cochrane Library Science
= (n=633) (n=284)

s (n=34) (n=198)

c

@

=

v v
P Total Records Pubmed + Scopus+Cochrane Library+Web of Science
(n =1149)

oo

=

5 Duplicates (n=578)

o non-English articles (n = 22)

a

A4
— Title and Abstract screened Excluded Title (n=365)
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Table 1. Characteristics, methodological design, assessment instruments, and principal findings of the included studies.

References Aim of the Study Sample (N) Country Setting Study Design ﬁl ssst:lsxinn;;r:; Main Findings
At t1, 69.0% of participants had a clinically
assigned mental disorder diagnosis,

To compare psychiatric compared with 48.3% at t2 after a mean

diagnoses, personality Clinical incarceration period of 14.6 years.
characteristics, cognitive 87 incarcerated Retrospective forensic—osvchiatric Adjustment disorder was identified in
[46] Dettbarn, 2012 functioning, and physical individuals Germany Detention longitudinal assessmenIt)' 1}’ 6-PF: FPI: 25.2%; suicide attempts and self-inflicted
health at the beginning and comparison W, AIS T injuries were reported in 8.0% and 5.7%,
end of long-term respectively. Personality disorder
incarceration. diagnoses decreased by 19.7 percentage
points. The study did not demonstrate a
damaging effect of long-term incarceration.
Eighteen percent scored above the K6
To examine associations screening cut-off for serious psychological
between individual- and ‘ ' dist.ress. Mor.e posit.ive individpal
[20] van Ginneken et al. umit-level perceptions of Nationwide PCQ; K6; MHC-SF perceptions of prison climate, particularly
2019 ! prison climate, psychological 4538 incarcerated adults ~ Netherlands  Detention cross-sectional emotional well-being autonomy, safety, sleep quality, contact,
distress an,d subjective multilevel survey subscale and meaningful activities, were generally
w/e Il-being associated with lower distress and/or
’ higher subjective well-being; unit-level
effects were limited.
Offence-related shame was positively
To examine offence-related associated with somatization symptoms,
shame and guilt, coping distraction, and self-blame. Guilt was
strategies soma,tization 316 adult male Prospective CSPI; ORSGS; SCL-90-R  positively associated with self-blame and
[19] Kovécs et al., 2019 f / d ori offenders with Hungary Detention longitudinal somatization subscale; negatively associated with venting
a d?;l;ﬁigrr?flh Tilngptlﬁzofist follow-up data observational study official prison records emotions. The measured psychological
four months of incarceration variables did not significantly predict
’ official prison adaptation indicators at four
months.

To examine cognitive Self—cent.red imPulsi\.zity, proact.ive
psychopathic aggressi\;e aggression, trait anxiety, negative
affective, rum/ina tive, an d/ . Raven SPM; Digit Span; affectivity, persorTa~l distress, fantasy, and

[47] Lanciano et al., 2022 empathic traits associated 93 adult male inmates Italy Detention Crossjsectlonal PPLR; RI?Q’ STAI_?{’ selgcted cognitive measures were
with mood, anxety, correlational study PANAS; RRS; IRI; associated with poorer psychological

depressive symptoms, and
general health in prison.

BDI-II; GHQ-12

outcomes. Fearless dominance, positive
affectivity, and empathic concern were

associated with more favourable outcomes.
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Table 1. Cont.

References Aim of the Study

Sample (N)

Country

Setting

Main Findings

To examine whether time
spent in prison predicted
psychological distress and
whether coping style
moderated this relationship in
younger and older adult
prisoners.

[48] Luke et al., 2021

366 male inmates

Australia

Detention

. Assessment
Study Design Instruments
C.zﬁsst' Sect“onfl Sur‘t’.ey K10; Brief COPE;
with structural equation PDS-IM

modelling

Time spent in prison was not associated
with psychological distress, and coping
style did not moderate this relationship.
Avoidance coping was associated with
greater distress; seeking social support was
associated with lower distress only among
older adults.

To examine psychological
symptoms according to age,
pre-incarceration
psychopathological history,
and time in prison.

[49] Molina-Coloma
et al., 2021

100 inmates (50 men
and 50 women)

Ecuador

Detention

SCL-90-R; ad hoc

Cross-sectional sociodemographic,
exploratory study health, and prison
questionnaire

Participants with a pre-incarceration
psychopathological history and younger
inmates reported significantly more
psychological symptoms. Those
incarcerated for 1-11 months showed
higher mean scores for several symptoms,
including depression, phobic anxiety, and
paranoid ideation, but differences
according to time in prison were not
statistically significant.

To estimate the prevalence
and correlates of general
psychiatric morbidity,
depressive symptoms, and
anxiety symptoms among
prison inmates.

[50] Osasona & Koleoso,
2015

252 inmates

Nigeria

Detention

SRQ-20; HADS;
sociodemographic and
forensic questionnaire

Cross-sectional
descriptive study

General psychiatric morbidity was
identified by the SRQ-20 in 80.6% of
participants. Positive HADS screening
results for depressive and anxiety
symptoms were observed in 72.6% and
77.8%, respectively; 84.5% screened
positive for at least one form of psychiatric
morbidity.

To examine psychological
well-being and whether
coping styles, sentence length,
and time served predicted
well-being in male prisoners.

[51] Gullone et al., 2000

81 male sentenced
prisoners

Australia

Detention

Psychological well-being was
compromised: 38% had BDI scores in the
moderate-to-severe depressive-symptom

range, and state and trait anxiety exceeded
normative values. Coping styles were
stronger predictors of well-being than
sentence length or time served.

To examine whether
psychological distress and
perceived stress mediated

associations between

dispositional mindfulness and
subsequent sleep quality and
insomnia symptoms.

[24] Poorebrahim et al.,
2020

208 male prisoners

Iran

Detention

Coopersmith
Cross-sectional Self-Esteem Inventory;
. BDI; STAIL;
correlational survey Comprehensive Quality
of Life Scale; CISS
Prospective MAAS; HADS; PSS;
observational cohort PSQI; ISI

Higher dispositional mindfulness
predicted better sleep quality and fewer
insomnia symptoms at three months.
Psychological distress and perceived stress
partially mediated both associations.
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Table 1. Cont.

References Aim of the Study Sample (N) Country Setting Study Design ﬁl ssst:lsxinn;;r:; Main Findings
Lifetime prevalence of any mental disorder
To estimate lifetime and Multicentre ASSISDI-(i\s/ofr(;lre]rDsSII\lgg)\}g was 84.4%. Past-month prevalence was
[52] Vicens et al., 2011 past-month prevalence of 707 sentenced male Spain Detention cross-sectional clinical an(’i " 41.2%, including anxiety disorders (23.3%),
v mental disorders among prisoners epidemiological stud offendine-data substance-use disorders (17.5%), mood
sentenced male prisoners. P & y . & disorders (14.9%), and psychotic disorders
interview (4.2%).
Most items elicited positive or neutral
responses. Six of 60 items were
predominantly negative: bedpan use,
To identify aspects of hospital . . . anticipated painful procedures, seeing a
[21] Wilson-Barnett, life that evoked anxiety, 200 general medical Eneland Hospitalization ex ?rf sts-:ecifrlli)nali Op}?n(;ler;ded 1n;ier11‘v1§gv very ill patient, leaving work, separation
1976 depression, or other negative inpatients g ospriatization explorato yd erview schedu efi)ve . ‘(1; lif from family, and the patient’s own illness.
emotional reactions. study aspects of hospital life Night-time difficulties were reported
negatively by 86 participants; negative
responses were more frequent among
women aged 40 years or younger.
Psychological decompensation was
To assess changes in affective Cottfries Ratin associated with longer hospital stay and
status from admission to 214 . . Py 3 greater medication use. Affective and
. . . consecutive elderly Prospective Scale-derived affective ; .
[53] Incalzi et al., 1991 discharge and 1dent1fy inpatients; 191 Ttal Hospitalization longitudinal and functional funct10r}al status were correlated; ho.w ever,
’ correlates of psychological Pl) ted f 1’1 y P b gt 1 stud . HRSD i affective status worsened or remained
decompensation in elderly compieted fotlow=up observational study meai}gets:, b 1rt1 a unchanged in 51% of medical patients
inpatients. vahidation subse despite improved physical function.
Surgical patients improved more often.
HADS screening positivity was 41% for
To compare depressive and depressive symptoms and 60% for anxiety
anxiety symptoms in Cross-sectional HADS; PHQ-9; symptoms; 40% had clinically relevant
[23] De Fazio et al,, 2017 oncological and 360 hospitalized Ttal Hospitalization comparative hospital GHQ-12; SF-12; clinical depressive symptoms according to the
v non-oncological inpatients patients y P P P interview and PHQ-9. Longer hospitalization, poorer
and identify associated survey medical-record review  mental and physical health, and a positive
factors. psychiatric family history were associated
with higher symptom scores.
The principal stressors concerned failure to
recover, serious illness, cancer, possible
To identify . surgery, family responsibilities, and financial
hospitalization-related 93 male medical Cross-sectional Mal(z};?sfii)% ;;jllirss'ress difficulties. Younger age, higher education,
[54] Boey & Boey, 2016 stressors and their correlates Malaysia Hospitalization / larger household size, and no previous

among rural medical
inpatients.

inpatients

descriptive survey

sociodemographic and
clinical questionnaire

admission or three or more previous
admissions were associated with higher stress
scores. Overall stress was lower than in a
previously studied urban sample.

https:/ /doi.org/10.3390/psychiatryint7040178


https://doi.org/10.3390/psychiatryint7040178

Psychiatry Int. 2026, 7, 178

14 of 29

Table 1. Cont.

Assessment

References Aim of the Study Sample (N) Country Setting Study Design Instruments Main Findings
To compare the psvchological Both groups reported negative
elzfects of foZtine & HADS; Health Illness psychological effects. Patients in source
e inpatients . uasi-experimenta owerlessness isolation had significantly higher anxiet
40 inpati 20 Quasi-experi 1 P 1 isolation had significantly high iety
hospitalization and source United
[55] Gammon, 1998 isolation on anxie routinely hospitalized Kinedom Hospitalization post-test-only Questionnaire; and depressive-symptom scores and
depression. self-es tetg;n and 20 isolated) 8 comparison Rosenberg Self-Esteem significantly lower self-esteem and
erceiIx)/e d cont,rol and co in Scale perceived-control scores than routinely
P . Ping: hospitalized patients.
Trait neuroticism was strongly associated
. . . with daily anxiety and
To identify factors associated .
. with daily anxiety and . Prospective . depressw.e—s.ymptom SCOTes. S cores
[22] Wilson-Barnett & : . Lo . United T S EPL; MACL; daily reported within 24 h of admission were
) depressive reactions 202 medical inpatients ; Hospitalization longitudinal : . L . o .
Carrigy, 1978 throushout medical Kingdom observational stud structured interviews significantly higher than patients’ median
hosg italization y scores across hospitalization, and patients
p ’ with higher neuroticism generally required
longer to adjust.
To describe psychological StateTrait Anx1ety. The small purposive sample sk.’lowec.l
o . . Inventory; StateTrait elevated depressive-state and trait-anxiety
. characteristics of long-stay 15 long-stay inpatients . . . -
[56] Benitez-Agudelo . ; . T Cross-sectional Depression Inventory; scores, low open emotional expression,
inpatients and propose a selected from a Colombia  Hospitalization o . . (s . -
etal., 2016 rotocol for their clinical opulation of 50 descriptive study Sandin and Chorot and high positive reappraisal. The findings
P manasement pop Coping Strategies were descriptive and did not establish that
8 ’ Questionnaire hospitalization caused these symptoms.
. L. Higher depressive-, anxiety-, and
To examine associations s s .
between psychological Modified SCL-90; Zung cognitive-impairment scores were
comorbidity and length of 278 general-hospital United T Prospective Depression Inventory; associated Wlt.h longer }}osplt'al stays.
[57] Saravay et al., 1991 . - . . . Hospitalization - MMSE; Karnofsky Several associations remained significant
hospital stay while accounting inpatients States observational cohort . .. .
for physical impairment and Performance Status after controlling for physical impairment,
othgr yotentialionfounders Scale emergency versus elective admission, and
p : medical versus surgical service.
Among the 313 patients interviewed with
To determine the prevalence SCAN, 27.2% received at least one DSM-IV
of DSM-1V psychiatric . . MMSE; Schedule for d1agnpms durmg the week al"ter a(.iTmS?mn'
. . . 313 acutely ill medical . . . Adjustment disorder was identified in
disorders during the first . . . . Prospective consecutive Assessment in o . . . . o
- : inpatients interviewed . Acute . . 13.7%, major depressive disorder in 5.1%
. week of admission and in the . United . cross-sectional Neuropsychiatry . o . .
[58] Silverstone, 1996 . with SCAN (343 . medical . . using modified DSM-IV criteria, anxiety
month before admission i Kingdom diagnostic prevalence (SCAN); DSM-IV and . . o
underwent cognitive wards disorder in 5.8%, and alcohol dependence

among acutely ill medical
inpatients, and to assess their
recognition by clinical staff.

assessment)

study

modified DSM-IV
diagnostic criteria

or abuse in 5.4%. Many disorders were
already present before admission, and the
findings do not establish that
hospitalization caused them.
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Table 1. Cont.

. . . Assessment O
References Aim of the Study Sample (N) Country Setting Study Design Instruments Main Findings
Using conservative cut-offs, 16.1-24.9%
. Six selected self-report  screened positive for depressive symptoms
To screen for depressive and . . . o . .
. . . 322 inpatients from 11 . . screening scales, and 20.7-30.3% for social anxiety
[59] Kiinsebeck et al., social-anxiety symptoms s .. 1. .. Cross-sectional hospital . - - .
. wards in five Germany Hospitalization including BDI, STAI, symptoms. Nine-point-three percent had
1984 among non-psychiatric d survey g d 1 d in both d . I
hospital inpatients epartments FPI, assertiveness, an elevated scores in both domains; overall,
’ aggression measures 31.4-42.0% had elevated scores in at least
one domain.
To estimate psychiatric The es'tu'nated prezfalence of pS}"ChlatFlC
e ; morbidity was 30%, and was higher in
morbidity in general medical ical (45%) th ical (23
and surgical inpatients and 209 general-hospital Cross-sectional medical (45%) than surgical (23%)
[60] Clarke et al., 1991 - . . Australia Hospitalization GHQ-60; IDD; STAI inpatients. Twelve percent met DSM-III
compare medical versus inpatients prevalence study o . .
. . criteria for a current major depressive
surgical and elective versus . .
. - episode, and STAI anxiety scores exceeded
non-elective admissions. .
general population norms.
To screen consecutive general Probable anxiety and probable depression
medical inpatients for anxiety . . according to HADS cut-offs were observed
. . Scotland, Prospective consecutive . o o . A
[61] Beausang & Syyed,  and depressive symptoms and 119 general medical . e . in 23% and 19% of patients, respectively;
. o . . . United Hospitalization cross-sectional HADS o -
1998 examine associations with age, inpatients - . 10% screened positive for both. Most
Kingdom screening

sex, and
psychotropic-medication use.

screen-positive patients were not receiving
psychotropic medication.

Legend: 16-PF: 16 Personality Factors; SCL-90-R: Symptom Checklist-90-R; HADS: Hospital Anxiety and Depression Scale; PCQ: Prison Climate Questionnaire; K6: Kessler Psychological
Distress Scale; CSPI: Coping Strategy Preference Inventory; ORSGS: Offence-Related Shame and Guilt Scale; BDI: Beck Depression Inventory-II; PPI-R: Psychopathic Personality
Inventory—Revised; RPQ: Reactive-Proactive Aggression Questionnaire; STAI: State-Trait Anxiety Inventory-Y; RRS: Ruminative Response Scale; K10: Kessler Psychological Distress
Scale; Brief COPE: Brief Coping Orientation to Problems Experienced; PDS-IM: Paulhus Deception Impression Management Subscale; SRQ-20: Self-report questionnaire; CISS: Coping
Inventory for Stressful Situations; PSQI: Pittsburgh Sleep Quality Index; PSS: Perceived Stress Scale; Structured Clinical Interview for DSM-IV Axis I: Structured Clinical Interview for
Diagnostic and Statistical Manual of Mental Disorders-Fourth Edition Axis I; IPDE: International Personality Disorders Examination; Ad hoc questionnaire of 60 “open” questions on
patients’ feelings; PHQ-9: Personal Health Questionnaire-9; GHQ-12: General Health Questionnaire-12; SF-12: Short Form Health Survey—Physical and Mental Health Functioning;
EPI: Eysenck Personality Inventory; MACL: Mood Adjective Checklist; SCID: Structured Clinical Interview for DSM-IV; IDD: Inventory for the Diagnosis of Depression; FPI: Freiburg
Personality Inventory; Assertiveness Questionnaire; Multidimensional standardized questionnaire on aggression; ISI: Insomnia Severity Index; The Powerlessness Assessment Tool;
RSE: Rosenberg Self-Esteem Scale.
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All included studies examined the psychological effects and quality of life during hos-
pitalization and detention. Of the 22 selected studies, 10 examined the psychopathological
aspects of detention [19,20,24,46-52], and 12 examined the psychopathological aspects of
hospitalization [21-23,53-61]. For a detailed description of the studies, see Table 1.

3.2. Characteristics of the Included Studies

A total of 22 studies were included, of which 10 examined incarcerated popula-
tions and 12 examined hospitalized populations. The studies were conducted in differ-
ent geographical and institutional contexts and showed substantial variation in sample
size, participant characteristics, duration of institutional exposure, study design, and
assessment instruments.

Most studies used observational designs. These included cross-sectional descriptive
or correlational surveys, prospective observational studies, retrospective longitudinal
comparisons, and one quasi-experimental comparison. Sample sizes ranged from small
purposively selected clinical groups to large multicentre or nationwide samples.

Psychological outcomes were assessed using heterogeneous methods, including struc-
tured diagnostic interviews, standardized self-report questionnaires, screening instruments,
clinical ratings, institutional records, and exploratory interviews. The principal outcomes
included psychological distress, anxiety and depressive symptoms, clinically diagnosed
mental disorders, psychological well-being, coping, perceived control, social support, sleep-
related difficulties, self-harm, and adjustment to the institutional environment. Detailed
study characteristics are reported in Table 1.

3.3. Methodological Quality of the Included Studies

Methodological quality varied substantially across the included studies. Larger mul-
ticentre and nationwide studies generally showed stronger sampling procedures, more
standardized assessments, and more appropriate statistical analyses. In contrast, several
investigations were based on small, single-centre, convenience, volunteer, or purposively
selected samples, which limited representativeness and generalizability.

Common methodological limitations included unclear recruitment denominators,
nonresponse or attrition bias, exclusion of severely ill or cognitively impaired partici-
pants, insufficient adjustment for potential confounding variables, and reliance on self-
report screening instruments. Some studies used structured diagnostic assessments,
whereas others measured symptoms or positive screening results without confirming a
clinical diagnosis.

The complete criterion-level methodological appraisal using the MMAT 2018 is re-
ported in Supplementary Table S2. No overall numerical quality score was calculated.

To facilitate comparison between the two institutional settings, the findings were
grouped according to psychological outcome domains rather than presented study by
study. Within each subsection, evidence concerning incarceration and hospitalization is
presented together. The percentages reported below are study-specific estimates and should
not be interpreted as directly comparable prevalence rates because the studies differed
in populations, assessment instruments, cut-off scores, reference periods, and diagnostic
procedures. No prevalence estimates were statistically pooled or arithmetically averaged.

3.4. Anxiety and Depressive Outcomes

Anxiety and depressive outcomes were frequently examined in both institutional
settings, although the measurement methods varied substantially. In incarcerated popu-
lations, Osasona et al. [50] reported positive HADS screening results for depressive and
anxiety symptoms in 72.6% and 77.8% of participants, respectively. Gullone et al. [51] found
that 38% of participants scored within the moderate-to-severe depressive-symptom range,
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while state and trait anxiety scores exceeded normative values. By contrast, the structured
diagnostic assessment conducted by Vicens et al. [52] identified current mood disorders in
14.9% and anxiety disorders in 23.3% of the sample.

In hospitalized populations, De Fazio et al. [23] reported HADS screening positivity
of 41.0% for depressive symptoms and 60.0% for anxiety symptoms; 40.0% also presented
clinically relevant depressive symptoms according to the PHQ-9. Beausang et al. [61]
reported probable depression in 19.0% and probable anxiety in 23.0% of general medical
inpatients. Kunsebeck et al. [20] reported estimated ranges of 16.1-24.9% for depressive
symptoms and 20.7-30.3% for social anxiety symptoms. Clarke et al. [60] identified a
current major depressive episode in 12.0% of participants and higher anxiety scores than
those reported in general population samples. Using a structured diagnostic interview,
Silverstone et al. [58] identified major depressive disorder in 5.1% and anxiety disorders in
5.8% of acute medical inpatients.

These estimates should not be ranked or directly contrasted because some represent
screening positivity or symptom severity, whereas others represent disorders identified
through structured diagnostic assessment.

3.5. Psychological Distress, Stress, and Well-Being

Psychological distress was also reported in both settings. In incarcerated popula-
tions, van Ginneken et al. [4] found that 18.0% of participants scored above the K6 cut-off
for serious psychological distress. Osasona et al. [50] reported SRQ-20 screening posi-
tivity for general psychiatric morbidity in 80.6% of participants. Other prison studies
examined distress as a continuous outcome and found associations with prison climate,
limited perceived control, avoidance coping, shame, negative affectivity, and pre-existing
psychological vulnerability [19,20,47-49].

In hospitalized populations, Clarke et al. [60] estimated psychiatric morbidity at
30.0% using the GHQ, whereas other studies assessed distress, affective decompensation,
perceived powerlessness, or hospitalization-related stress without providing directly com-
parable prevalence estimates. Important hospital stressors included uncertainty regarding
recovery, illness severity, possible surgery, family responsibilities, financial difficulties, loss
of control, and disruption of ordinary roles [53-55].

Across both settings, adaptive coping, social support, positive interpersonal relation-
ships, and greater perceived control were generally associated with better psychological
well-being. Nevertheless, the evidence was observational and did not establish that institu-
tional conditions caused the reported distress.

3.6. Sleep-Related Outcomes

Sleep-related outcomes were examined less frequently. Among incarcerated individ-
uals, Poorebrahim et al. [24] found that psychological distress and perceived stress were
associated with poorer sleep quality and greater insomnia symptoms. Higher dispositional
mindfulness predicted more favourable sleep outcomes at follow-up, with distress and
perceived stress partially mediating these associations.

Among hospitalized patients, Wilson-Barnett [21] reported that 86 participants expe-
rienced night-time difficulties associated with ward noise, the presence of other patients,
or unfamiliarity with the hospital environment. However, the hospital study used an ex-
ploratory interview rather than standardized sleep diagnostic criteria. Consequently, these
findings indicate sleep-related difficulties in both settings but do not provide comparable
prevalence estimates for insomnia or sleep disorders.

https:/ /doi.org/10.3390/psychiatryint7040178


https://doi.org/10.3390/psychiatryint7040178

Psychiatry Int. 2026, 7, 178

18 of 29

3.7. Diagnosed Mental Disorders and Other Psychiatric Outcomes

Structured or clinical diagnostic assessments identified additional psychiatric out-
comes. Among incarcerated populations, Vicens et al. [52] reported a past-month prevalence
of 41.2% for any mental disorder, including substance-use disorders in 17.5%, psychotic
disorders in 4.2%, anxiety disorders in 23.3%, and mood disorders in 14.9%. Lifetime
prevalence was substantially higher, indicating that many disorders may have preceded the
current period of incarceration. Dettbarn [46] reported clinically assigned mental-disorder
diagnoses in 69.0% of participants at the initial assessment and 48.3% at long-term follow-
up; adjustment disorder, suicide attempts, and self-inflicted injuries were also documented.

Among hospitalized populations, Silverstone et al. [58] identified at least one DSM-IV
diagnosis in 27.2% of acute medical inpatients. Adjustment disorders were identified in
13.7%, alcohol dependence or abuse in 5.4%, major depressive disorder in 5.1%, and anxiety
disorders in 5.8%. Importantly, several disorders had already been present during the
month preceding hospital admission. Therefore, psychiatric morbidity observed during
either incarceration or hospitalization cannot automatically be attributed to the institutional
exposure itself.

3.8. Associated Factors and Duration of Exposure

The factors associated with psychological outcomes differed between the two set-
tings. In incarcerated populations, outcomes were associated with prison climate, shame,
coping style, interpersonal relationships, social support, sentence-related circumstances,
and pre-existing psychopathology. Evidence regarding duration was inconsistent: some
studies reported greater symptom severity during earlier periods of incarceration, whereas
others found no statistically significant association between time served and psychological
distress [46,48,49].

In hospitalized populations, psychological outcomes were more closely associated
with illness severity, functional impairment, diagnostic or prognostic uncertainty, previ-
ous admissions, medical procedures, isolation precautions, and disruption of family or
occupational roles. Some studies reported associations between longer hospital stays and
greater anxiety, depressive symptoms, or affective decompensation, but duration was not
examined consistently across all samples.

Thus, duration alone did not provide a uniform explanation for psychological out-
comes in either setting. The available evidence instead suggests that duration interacts
with individual vulnerability, institutional conditions, social support, coping resources,
illness burden, and the meaning of the institutional experience.

Potential confounding factors were assessed inconsistently across the included studies.
Baseline psychiatric morbidity, previous trauma, socioeconomic circumstances, illness
severity, prison conditions, and voluntariness of hospital admission were frequently absent
or incompletely controlled. Consequently, the independent association between institu-
tional restriction and psychological outcomes could not be determined.

3.9. Comparative Interpretation

The two bodies of evidence showed overlap in broad outcome labels, including anxiety,
depressive symptoms, psychological distress, adjustment difficulties, and sleep-related
problems. This overlap should not be interpreted as evidence of equivalent prevalence or
identical causal mechanisms. Hospital-related distress was frequently embedded within
physical illness, pain, functional impairment, treatment burden, and prognostic uncertainty,
whereas prison-related distress occurred within an involuntary legal and coercive context.

No included study directly compared incarcerated and hospitalized populations
using the same design, assessment instruments, cut-off scores, and reference periods.
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Direct statistical comparison, formal harmonization of case definitions, and conclusions of
psychological equivalence were therefore not possible.

4. Discussion
4.1. Principal Findings and Answer to the Research Question

Given the predominantly observational and cross-sectional nature of the included
evidence, the findings should be interpreted as associations rather than as demonstrated
causal effects.

In particular, the high prevalence of psychiatric morbidity among incarcerated in-
dividuals cannot be interpreted as evidence that incarceration caused the onset of these
conditions, because mental disorders, substance-use problems, trauma-related difficulties,
and social vulnerability may have been present before prison entry [13,49,52].

The principal finding of this review is that hospitalization and incarceration cannot
be considered psychologically equivalent environments, but they may share several ex-
periential conditions associated with distress. Across both settings, poorer psychological
outcomes were more frequently reported when institutional exposure involved reduced per-
ceived control, uncertainty, disrupted routines, separation from significant others, restricted
privacy, and limited opportunities for autonomous decision-making [3-5,10,20-24,53-55].

The comparison nevertheless identified substantial contextual differences. In incarcer-
ation, psychological outcomes were more frequently associated with prison climate, coping
style, social support, shame, sentence-related circumstances, and pre-existing psychologi-
cal vulnerability. In hospitalization, distress was more frequently associated with illness
severity, functional impairment, uncertainty regarding diagnosis or prognosis, medical
procedures, repeated or prolonged admission, and isolation precautions [19,20,23,46-61].

The answer to the research question is therefore qualified. Restrictive institutional
environments may share psychological stressors, particularly when autonomy, control,
privacy, and social connectedness are reduced. However, the nature, meaning, and determi-
nants of distress differ between hospitalization and incarceration. The available evidence
does not support treating the two settings as equivalent, nor does it permit a direct quan-
titative comparison between them. The principal scientific contribution of this review
lies in its structured comparison of two institutionally and socially distinct environments.
Rather than suggesting that hospitalization and incarceration are equivalent, the synthesis
identifies experiential dimensions that may be relevant across both contexts, including
autonomy, perceived control, uncertainty, privacy, social connectedness, and disruption
of ordinary roles. It also shows that similar psychological outcomes may have different
determinants and meanings depending on the legal, clinical, and social context in which
they occur.

4.2. Similarities Between Hospitalization and Incarceration

Several recurring themes were identified across the two institutional settings. First,
reduced perceived control was associated with poorer psychological outcomes. Indi-
viduals in both settings may be required to adapt to externally imposed schedules, in-
stitutional rules, restrictions on movement, and reduced control over ordinary daily
decisions [3-5,10,20,55].

Second, uncertainty appeared relevant in both contexts. For incarcerated individ-
uals, uncertainty could concern sentence progression, release, relationships, personal
safety, and adaptation to the prison environment. For hospitalized individuals, uncer-
tainty more frequently concerned diagnosis, prognosis, medical procedures, recovery, and
discharge [19-23,37,54].

https://doi.org/10.3390/psychiatryint7040178


https://doi.org/10.3390/psychiatryint7040178

Psychiatry Int. 2026, 7, 178

20 of 29

Third, separation from ordinary social roles and significant relationships was re-
peatedly associated with distress. Institutional exposure could disrupt family contact,
employment, privacy, identity, and established routines. Social support and adaptive
coping were associated with better psychological outcomes in both populations, although
these relationships were not uniform across all studies [20,21,37,48,51,54]. These similarities
suggest that the psychological relevance of a restrictive environment may depend not only
on physical confinement, but also on the individual’s subjective experience of autonomy,
predictability, social connectedness, and control.

4.3. Setting-Specific Differences

Despite these common themes, hospitalization and incarceration differed substan-
tially in their purpose, legal status, expected duration, social meaning, and sources of
vulnerability. Voluntariness represents a particularly important disanalogy. Incarceration
necessarily involves coercive legal authority and the inability to leave the institution freely.
Hospitalization, by contrast, has a therapeutic purpose and is often consensual, although
some patients may experience limited choice because of clinical urgency, impaired decision-
making capacity, compulsory psychiatric treatment, infection-control requirements, or
dependence on continuing care. The degree and meaning of restriction therefore vary
substantially within hospital settings and cannot be assumed to correspond to the formal
deprivation of liberty inherent in incarceration [2,6,7,25,27].

In incarcerated populations, distress appeared particularly related to prison climate,
interpersonal relationships, coping style, shame, social isolation, sentence-related circum-
stances, and pre-existing mental health vulnerability. The evidence concerning time served
was inconsistent, suggesting that duration alone did not adequately explain psychological
outcomes [19,20,37,38,47-52].

In hospitalized populations, psychological distress was more closely associated with
the burden of physical illness, functional impairment, uncertainty regarding prognosis,
repeated admissions, prolonged length of stay, invasive procedures, isolation, and dis-
ruption of family and occupational roles. The psychological experience of hospitaliza-
tion was therefore inseparable from the underlying medical condition and its perceived
severity [17,21-25,53-61].

These differences indicate that similar psychological outcomes may arise through
different pathways. Anxiety or depressive symptoms in prison cannot automatically be
interpreted as equivalent to similar symptoms during hospitalization, because the insti-
tutional meaning, precipitating factors, and associated vulnerabilities differ substantially.
Accordingly, the presence of anxiety, depressive symptoms, sleep disturbance, or psycho-
logical distress in both populations does not establish that these outcomes arise from the
same mechanism. The comparison concerns partially overlapping experiential dimensions,
not causal equivalence.

4.4. Possible Shared and Specific Mechanisms

Several experiential factors recurred across both bodies of evidence and may repre-
sent candidate shared mechanisms associated with psychological distress. These include
reduced autonomy, diminished perceived control, disruption of ordinary routines, uncer-
tainty, limited privacy, social separation, dependency on institutional staff, and restricted
opportunities for meaningful activity. These factors are consistent with the conceptualiza-
tion of restrictive environments as settings in which individuals may experience a sustained
reduction in choice and control [2-5,7-10,20-24,53-55].

However, these mechanisms should be interpreted as explanatory hypotheses rather
than as demonstrated causal pathways. None of the included studies experimentally
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manipulated autonomy, control, or institutional restriction, and no study directly tested the
same mechanism in hospitalized and incarcerated populations. Accordingly, the presence
of similar symptom profiles in the two settings should not be interpreted as evidence that
the same psychological mechanisms were operating.

Setting-specific mechanisms were also identified. In incarceration, legal coer-
cion, stigma, sentence uncertainty, prison climate, interpersonal threat, and adapta-
tion to institutional rules may be particularly relevant. In hospitalization, illness sever-
ity, fear of deterioration, dependency resulting from functional impairment, diagnos-
tic uncertainty, treatment burden, and isolation for clinical reasons may have greater
importance [7,19,20,23,27,37,46-61].

Several alternative explanations must also be considered. Entry into hospitalization or
incarceration is not random, and psychological status during institutional exposure may
reflect vulnerabilities and circumstances that preceded admission or detention. Baseline
psychiatric disorders, previous trauma, socioeconomic disadvantage, substance-use prob-
lems, and limited social support may independently predict anxiety, depressive symptoms,
and psychological distress. In hospitalized populations, illness severity, pain, functional
impairment, prognostic uncertainty, and treatment intensity may represent more immediate
determinants of distress than institutional restriction itself. Moreover, a longer hospital
stay may be a consequence or marker of greater clinical severity rather than an indepen-
dent cause of poorer psychological outcomes. In incarcerated populations, psychological
outcomes may vary according to prison climate, safety, interpersonal threat, access to
healthcare, opportunities for social contact, and other material or organizational conditions.
Voluntary and involuntary hospitalization may also involve substantially different experi-
ences of autonomy and coercion. Because these variables were inconsistently measured
and adjusted for in the included studies, the independent contribution of institutional
restriction could not be isolated [13,17,20,23,37,49,52,58].

Accordingly, the findings are consistent with an interpretive model in which psycho-
logical distress may reflect interactions among institutional conditions, the meaning of
the institutional experience, pre-existing vulnerability, coping resources, social support,
and setting-specific clinical or legal circumstances. This model should be regarded as a
framework for future investigation rather than as a causal mechanism demonstrated by
the included studies. Similar symptom profiles across the two settings are compatible with
multiple alternative pathways and cannot, by themselves, be attributed to confinement or
restriction [3,5,10,20,23,24,51,55].

4.5. Comparison with Previous Reviews and Meta-Analyses

Previous systematic reviews and meta-analyses have consistently documented a sub-
stantial burden of psychiatric morbidity among incarcerated populations [13]. Fazel and
Danesh reported major depression in approximately 10% of male prisoners and 12% of
female prisoners, and psychotic disorders in 3.7% and 4.0%, respectively [62]. A subse-
quent meta-analysis reported pooled prevalences of major depression of 10.2% among male
prisoners and 14.1% among female prisoners, together with psychotic disorders in 3.6%
and 3.9%, respectively [63]. Among incarcerated populations in low- and middle-income
countries, Baranyi et al. reported pooled one-year prevalence estimates of 16.0% for major
depression and 6.2% for psychosis [64].

The structured diagnostic estimates identified in the present review were broadly
consistent with these previous meta-analytic findings. For example, Vicens et al. re-
ported current mood disorders in 14.9% of participants and psychotic disorders in 4.2%.
By contrast, markedly higher estimates were found in studies using symptom-screening
instruments, including the HADS and SRQ-20. These differences should not be inter-
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preted as disagreement with previous meta-analyses because positive screening results,
symptom severity, and clinically diagnosed disorders are not equivalent outcomes. Vari-
ation in sampling procedures, countries, institutional settings, reference periods, assess-
ment instruments, cut-off scores, and case definitions may also explain the wide range of
estimates [50,52].

Previous evidence also challenges a simple environmental-causation interpretation.
Psychiatric disorders, substance-use problems, trauma-related difficulties, and social disad-
vantage may already be present before prison entry. Baranyi et al. also observed higher
prevalence estimates in samples assessed at prison intake, suggesting that at least part of the
psychiatric burden may precede prolonged exposure to the prison environment [64]. Simi-
larly, the high lifetime prevalence reported by Vicens et al. indicates that many disorders
were not necessarily initiated by the current period of incarceration [13,49,52].

Consequently, cross-sectional prevalence data cannot establish that incarceration
caused the onset of the observed disorders. Prison conditions may exacerbate, maintain, or
interact with pre-existing vulnerabilities, but the temporal direction of these relationships
remains uncertain. The present findings therefore support an interactional interpreta-
tion in which individual vulnerability, previous psychopathology, social disadvantage,
and prison-specific environmental conditions may jointly contribute to psychological
morbidity [19,20,46,48,49,52].

Comparison with previous reviews of hospitalization is less straightforward because
hospital studies include markedly heterogeneous acute, medical, surgical, oncological,
psychiatric, isolation, rehabilitation, and long-stay populations. Alzahrani’s integrative
review similarly identified anxiety, depressive reactions, emotional distress, and impaired
coping and adjustment during hospitalization, as well as associations with admission,
length of stay, readmission, patient characteristics, and the role of healthcare profession-
als [25]. However, that review did not provide a single pooled prevalence estimate directly
comparable with the study-specific estimates reported here. Agreement with the previous
hospitalization literature is therefore primarily thematic rather than numerical.

Overall, the present review does not provide new pooled prevalence estimates. Its
contribution lies in comparing recurring psychological and contextual patterns across hos-
pitalization and incarceration while demonstrating that apparently similar outcomes may
reflect different assessment methods, pre-existing vulnerabilities, institutional conditions,
and causal pathways.

4.6. Methodological Quality and Interpretation of the Evidence

The included studies were heterogeneous not only clinically but also methodolog-
ically. Sample sizes ranged from very small purposively selected groups to large mul-
ticentre or nationwide populations. Sampling strategies included consecutive recruit-
ment, random or systematic sampling, volunteer participation, convenience sampling, and
purposive selection. The evidential contribution of the studies should therefore not be
considered equivalent.

Larger epidemiological studies generally provided more precise estimates and used
more standardized procedures, although they were not free from nonresponse, selection, or
generalizability concerns. Several smaller studies provided useful contextual information
but were limited by single-centre recruitment, low response rates, restricted eligibility
criteria, incomplete follow-up, or insufficient adjustment for confounding variables.

Measurement methods also differed substantially. Some studies used structured diag-
nostic interviews, whereas others relied on symptom questionnaires or screening cut-offs.
Positive screening results cannot be interpreted as equivalent to confirmed clinical diag-
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noses. Differences in instruments, reference periods, thresholds, and outcome definitions
also prevented direct comparison of prevalence estimates.

These methodological differences reduce confidence in broad generalizations and
reinforce the decision not to calculate pooled or average prevalence estimates. The complete
MMAT criterion-level assessment is presented in Supplementary Table S2.

4.7. Clinical and Institutional Implications

The findings suggest that psychological support in restrictive institutional settings
should not focus exclusively on identifying symptoms. Attention should also be directed
toward potentially modifiable contextual factors, including perceived control, communica-
tion, privacy, predictability of routines, meaningful social contact, and opportunities for
participation in decisions [3-5,10,20,26,29-33,39].

In hospital settings, professionals should provide clear and repeated information
concerning diagnosis, procedures, prognosis, and discharge planning. When clinically fea-
sible, care should preserve privacy, family contact, ordinary routines, access to meaningful
activities, and patient participation in treatment decisions. Patients exposed to prolonged
admission, repeated hospitalization, isolation precautions, functional impairment, or lim-
ited social support may require additional psychological monitoring [4,25,26,28-33].

In correctional settings, implications include timely mental health screening, access
to psychological and psychiatric care, suicide prevention procedures, meaningful daily
activities, supportive interpersonal relationships, transparent institutional processes, and
opportunities to maintain family and social connections. Interventions aimed at coping or
emotional regulation should also be adapted to the specific restrictions and stressors of the
correctional environment [6,27,34—-42].

A practical implication common to both settings is the need to distinguish pre-existing
mental disorders from symptoms that emerge or worsen during institutional exposure.
Initial assessment should therefore include previous psychiatric history, substance use,
social support, coping resources, and relevant clinical or legal circumstances. Repeated
assessment may be particularly useful when exposure is prolonged or when significant
changes in psychological functioning are observed [13,52,58].

These principles may also be considered in other environments characterized by re-
duced autonomy and externally regulated routines, such as psychiatric units, rehabilitation
facilities, residential-care institutions, immigration detention settings, and other forms of
long-term institutional care. Their application should be adapted to the purpose, popula-
tion, legal framework, and degree of restriction of each setting rather than assuming that
all restrictive environments are equivalent [1,2,8,9,28,29].

Because the evidence reviewed was predominantly observational, these recommen-
dations should be interpreted as practice-oriented implications supported by recurring
patterns in the literature, rather than as interventions whose effectiveness was directly
demonstrated by the included studies. Future implementation studies should evalu-
ate whether improving communication, autonomy support, privacy, social connected-
ness, and participation in decisions reduces psychological distress in specific institutional
contexts [3-5,26,29-33,39-42].

4.8. Strengths and Limitations

This review has several strengths. It applies an explicit systematic review framework,
reports database-specific search strategies, distinguishes psychological symptoms and
positive screening results from clinically diagnosed mental disorders, appraises method-
ological quality using the MMAT 2018, and provides a structured comparison between
hospitalization and incarceration.
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Several important limitations must nevertheless be acknowledged. First, no included
study directly compared hospitalized and incarcerated populations within the same re-
search design. The comparison presented in this review is therefore indirect and is based
on patterns identified across two separate and heterogeneous bodies of literature. It should
not be interpreted as demonstrating equivalence between hospitalization and incarceration.

Second, the included studies differed substantially in participant characteristics, in-
stitutional settings, duration of exposure, study design, sampling strategy, assessment
instruments, reference periods, and outcome definitions. This heterogeneity prevented
meaningful statistical pooling and limited the direct comparability of individual findings.
Moreover, the hospitalization literature included both prolonged or long-stay admissions
and studies conducted in general or acute inpatient settings, limiting the extent to which
all findings can be generalized specifically to long-term hospitalization.

Third, most studies used cross-sectional or observational designs. Temporal direction
could therefore not be established, and causal conclusions concerning the psychological
effects of incarceration or hospitalization are not supported. Baseline psychiatric disorders,
previous trauma, socioeconomic disadvantage, substance-use problems, social circum-
stances, and limited social support may have preceded institutional exposure and indepen-
dently influenced the reported psychological outcomes. In hospitalized populations, illness
severity, pain, functional impairment, prognostic uncertainty, and treatment intensity may
have contributed directly to distress, while duration of hospitalization may have reflected
greater clinical severity rather than an independent effect of restriction. In incarcerated
populations, prison climate, safety, interpersonal conditions, access to healthcare, isolation,
and opportunities for family or social contact may have influenced outcomes independently
of confinement itself. Voluntary and involuntary hospital admissions were not consistently
distinguished. Because these factors were inconsistently measured or statistically adjusted
for, the review could not isolate the independent contribution of institutional restriction.

Fourth, the methodological quality of the included studies was not uniform. Sample
sizes ranged from very small purposively selected groups to large multicentre or nation-
wide samples. Several investigations relied on single-centre, volunteer, convenience, or
purposive recruitment. Nonresponse, attrition, unclear recruitment denominators, and
the exclusion of severely ill, cognitively impaired, or non-communicating individuals may
have introduced selection bias and limited the generalizability of the findings.

Fifth, outcome measurement was highly heterogeneous and directly limited the va-
lidity of the cross-setting comparison. Screening instruments, symptom questionnaires,
clinical ratings, institutional records, exploratory interviews, and structured diagnostic
assessments were not interchangeable. Positive screening results cannot be considered
equivalent to clinically confirmed mental disorders, and percentages obtained using differ-
ent instruments, cut-off scores, reference periods, and case definitions cannot be interpreted
as directly comparable prevalence estimates. This heterogeneity prevented meaningful
quantitative pooling.

A further limitation concerns the difficulty of investigating the subjective experience
of restriction. Autonomy, perceived control, privacy, uncertainty, and social disconnection
are complex experiential dimensions that cannot be fully captured through symptom scales
or administrative measures alone. Only a limited number of studies directly explored
how hospitalized or incarcerated individuals interpreted and experienced institutional
restrictions. Consequently, the present review may not fully represent the lived experience
underlying the reported psychological outcomes.

The comparison is also complicated by the different meaning of the two institutional
conditions. Hospitalization is generally justified by health-related and therapeutic needs,
whereas incarceration occurs within a legal and coercive framework. The two settings
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differ in voluntariness, responsibility, stigma, institutional purpose, and social meaning.
These differences may shape psychological responses independently of the degree of
environmental restriction.

Comparability was further limited by variation across national healthcare and penal
systems. Countries differed in legal frameworks, admission and detention procedures,
institutional organization, staffing, living conditions, access to mental-health services,
continuity of care, and opportunities for family and social contact. These system-level
differences may have influenced the reported outcomes independently of hospitaliza-
tion or incarceration and restrict the transferability of findings across institutional and
national contexts.

The review process also presents limitations. The search strategy was based on free-
text terms and did not incorporate controlled vocabulary or all possible outcome-specific
terms, such as individual terms for anxiety, depression, insomnia, or self-harm. Although
multiple synonyms were used and the reference lists of included studies and relevant
reviews were manually examined, potentially eligible studies may have been missed. Only
English-language publications were included, potentially introducing language bias. Pub-
lication bias also cannot be excluded, because studies reporting elevated psychological
distress or statistically significant associations may have been more likely to be published
than studies reporting null, inconsistent, or favourable findings. Retrieval bias is also
possible because the original search relied on free-text terms and did not include controlled
vocabulary or all potentially relevant outcome-specific terms. The review methods were
registered retrospectively rather than prospectively. In addition, title and abstract screening,
full-text assessment, and data extraction were primarily performed by one reviewer and
subsequently checked by two additional reviewers rather than being conducted indepen-
dently in duplicate. These methodological features may have increased the risk of selection
and retrieval bias.

Opverall, the findings should be interpreted cautiously. They identify potentially shared
experiential dimensions across restrictive environments, but they do not demonstrate that
hospitalization and incarceration produce equivalent psychological consequences or that
the reported institutional factors directly cause psychological distress.

4.9. Future Research

Future research should directly examine shared psychological mechanisms across
different restrictive environments using comparable measures and clearly defined exposure
characteristics. Studies should assess perceived autonomy, control, privacy, uncertainty,
social support, institutional climate, and duration using longitudinal designs.

Direct comparative studies between institutional settings would improve understand-
ing of which psychological outcomes reflect shared experiences of restriction and which
are specific to legal coercion, illness burden, treatment procedures, or institutional cul-
ture. Future investigations should also distinguish symptoms and screening results from
clinically diagnosed disorders and should report recruitment, nonresponse, attrition, and
confounding more transparently.

Intervention studies are needed to determine whether improving communication,
predictability, social contact, privacy, participation in decisions, and access to psychological
support can reduce distress in hospital and correctional settings.

5. Conclusions

This systematic review suggests that hospitalization and incarceration should not be
regarded as psychologically or causally equivalent environments. Nevertheless, the two
bodies of evidence reported partially overlapping psychological outcomes, including anxi-
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ety, depressive symptoms, psychological distress, adjustment difficulties, and sleep-related
problems. These outcomes were more frequently observed in association with reduced
perceived control, disrupted routines, uncertainty, limited privacy, and reduced social
connectedness. Important setting-specific differences were also identified. In incarcerated
populations, psychological outcomes were more frequently associated with prison climate,
legal coercion, sentence-related circumstances, coping style, social support, shame, and
pre-existing vulnerability. In hospitalized populations, distress was more closely associated
with illness severity, pain, functional impairment, diagnostic or prognostic uncertainty,
treatment burden, repeated or prolonged admission, and isolation precautions. Similar
symptom profiles may therefore arise through substantially different pathways and should
not be interpreted as having the same origin or meaning. The evidence was heterogeneous
in study populations, institutional contexts, assessment instruments, case definitions, and
methodological quality. Most studies were observational or cross-sectional, and no in-
cluded study directly compared hospitalized and incarcerated populations using the same
design and measurement procedures. Consequently, causal conclusions, pooled prevalence
estimates, and direct quantitative comparisons are not supported. The findings indicate
that institutional settings should pay attention to potentially modifiable contextual factors,
including communication, privacy, predictability, social contact, perceived control, access
to psychological care, and participation in decisions when legally and clinically feasible.
These implications should be adapted to the distinct clinical, legal, and organizational char-
acteristics of each setting. Future longitudinal, comparative, and intervention studies using
harmonized definitions and assessment procedures are needed to distinguish pre-existing
vulnerability from psychological changes associated with institutional exposure.
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