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Abstract 

Seclusion is an intervention used in mental health settings, with nurses playing a key role 

in decisions related to secluding a patient.  The purpose of this interpretive description 

qualitative study was to explore the place of ethics in mental health nurses’ clinical 

judgements on the use of seclusion.  The research questions were: 1.What are mental 

health nurses’ experiences with the use of seclusion in inpatient mental health settings? 2. 

What are mental health nurses’ perceptions of the factors that influence the judgment to 

seclude a patient in a mental health setting? 3.  What consideration is given to the ethics 

of this practice when secluding a patient?  Data collection involved semi-structured 

interviews of nine registered psychiatric nurses and eight registered nurses working on 

acute adult mental health units where seclusion was used.  Nurses described their 

experiences with seclusion and identified patient, nurse, and unit factors that impacted 

their decision to use seclusion.  Ethical tensions related to seclusion use were outlined.  

Two themes were identified.  The first, the complexity of promoting safety and 

preventing harm, illustrates nurses’ sometimes competing responsibilities to keep a 

variety of people safe, understanding of power differentials and patient vulnerability, and 

recognition of the various types of harms that can arise with seclusion.  The second 

theme, the importance of knowing for ethical action with seclusion use, highlights the 

role of knowing oneself, the patient, other team members, and the unit in judgments to 

seclude.  The findings have implications for mental health nursing education, research, 

and clinical practice, including the need for: education to enhance patient engagement 

and reduce seclusion use; opportunities to debrief following seclusion events; and 

research related to nurses’ competing obligations to keep people safe.   
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Chapter 1: Introduction and Statement of the Problem 

 An individual’s liberty is viewed as important in North American society and in health 

care today (Upshur, 2002).  So how ought we to think about the practice of seclusion, described 

by the Canadian Psychiatric Association as the “confinement of the person in a room or area 

from which free exit is prevented” (Chaimowitz, 2011, p.1)?  Seclusion is frequently used in 

mental health units “for the management of disturbing patient behaviours” (Holmes, Kennedy, & 

Perron, 2004, p. 559) and has been called a “violation of human rights and a form of 

punishment” (Moran et al., 2009, p. 599).  Mental health nurses, in consultation with immediate 

team members, play a key role in making the decision to seclude patients (Happell et al., 2012; 

Janssen, Noorthoorn, van Linge, & Lendemeijer, 2007).  Taxis (2002) refers to seclusion as an 

ethical quagmire where the nurse must balance the principles of autonomy, beneficence, and 

non-maleficence with therapeutic goals.  But the way that nurses navigate this ethical quagmire 

is not well understood at present.  This study explored the place of ethics in nurses’ clinical 

judgments related to seclusion use. 

 In this chapter, the statement of the problem is presented and the context of seclusion in 

acute mental health units is explored.  The definitions, guidelines, rates, and ethical dimensions 

of seclusion are reviewed.  The research questions are presented along with the significance of 

the study.  Finally, an overview of the conceptual model for this study, the Clinical Judgment 

Model (Tanner, 2006), is provided. 

Statement of the Problem 

Seclusion Defined. 

Mosby’s Dictionary of Medicine, Nursing and Health Professions (2009) defines 

seclusion in the following two ways.  First, seclusion is a term used in psychiatry meaning to 
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isolate “a patient in a special room to decrease stimuli that might be causing or exacerbating the 

patient’s emotional distress.  The room is free from objects that the patient might use to cause 

self-harm or to harm others” (seclusion1, 2009).  Second, the term is used as “a nursing 

intervention from the Nursing Interventions Classification (NIC) defined as solitary containment 

in a fully protective environment with close surveillance by nursing staff for purposes of safety 

or behavior management” (seclusion2, 2009).  The term restraint is an umbrella heading which 

includes seclusion, physical restraint, chemical restraint, and mechanical restraint when the aim 

is to reduce, immobilize, or restrict a patient’s freedom of movement (Department of Health and 

Human Services, 2006). 

In the literature, seclusion is defined very similarly to the dictionary definitions presented 

above.  Sailas and Wahlbeck (2005) define it as “the placement and retention of an inpatient in a 

bare room in order to contain a clinical situation that may result in a state of emergency” (p. 

555).  Cleary, Hunt, and Walter (2011) cite the definition of seclusion from the Australian 

Government: “the supervised confinement of a patient alone in a locked room, from which the 

patient cannot leave of their own accord, at any time and for any duration and for any purpose” 

(p. 459).  The Canadian Patient Safety Institute (2010) defines seclusion as “a type of restraint, 

involves confining a person in a room from which the person cannot exit freely” (p. 1).  The World 

Health Organization (2005) describes seclusion as “the practice of placing a patient in a confined 

space alone (e.g., in a locked room)” (p.28). 

The National Institute for Health and Clinical Excellence (NICE) (2005) in the United 

Kingdom created a clinical practice guideline entitled Violence: The short-term management of 

disturbed/violent behaviour in in-patient psychiatric settings and emergency departments.  This 
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document covers the broad topic of violence and includes definitions and guidelines on the use 

of seclusion and restraint.  The NICE (2005) defines a seclusion room as follows: 

This is a room that is fit for purpose, as defined by the principles laid out in the Mental 

Health Act Code of Practice. It should only be used for the purpose of carrying out 

seclusion.  As such, it should be distinguished from a low stimulus room, where a service 

user can go simply for the purpose of de-escalation. (p.10) 

In the NICE (2005) guideline, seclusion is defined as: 

The supervised confinement of a patient in a room, which may be locked, to protect 

others from significant harm.  Its sole aim is to contain severely disturbed/violent 

behaviour that is likely to cause harm to others.  Seclusion should be used as a last resort, 

for the shortest possible time. Seclusion should not be used as a punishment or threat; as 

part of a treatment programme; because of shortage of staff; where there is any risk of 

suicide or self- harm. Seclusion of an informal patient should be taken as an indicator of 

the need to consider formal detention. (p. 10) 

 To sum up, the commonalities of these definitions are that patients are placed in a locked 

room, from which they cannot leave, in order to protect them or others from harm.  The 

following section expands on the definition and provides key elements necessary for using 

seclusion as an intervention. 

Guidelines for Seclusion Use. 

 Seclusion involves actions that have ethical and legal implications (Larue, Piat, Racine, 

Menard, & Goulet, 2010) and, accordingly, all psychiatric staff require intensive orientation to 

policies on seclusion and training on behavioural interventions in order to appropriately use 

seclusion and minimize the potentially deleterious effects on the patient (Huckshorn, 2004).  The 
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Cochrane Review on seclusion and restraint has determined an absence of any controlled trials to 

support or refute these practices and calls for “randomised controlled trials to test the benefits 

and harms of seclusion and restraint” (Sailas & Fenton, 2000, p. 8).  The therapeutic 

effectiveness of seclusion has been called into question in other studies (Landeweer, Abma, & 

Widdershoven, 2011; VanDerNagel, Tuts, Hoekstra, & Noorthoorn, 2009) and, therefore, it is 

recommended that seclusion should only be used as a last resort after less restrictive measures 

have been exhausted (Chaimowitz, 2011; Department of Health and Human Services, 2006; 

NICE, 2005). 

 The NICE (2005) guideline outlines the following for the use of seclusion: 

Rapid tranquillisation, physical intervention and seclusion should only be considered 

once de-escalation and other strategies have failed to calm the service user.  These 

interventions are management strategies and are not regarded as primary treatment 

techniques. When determining which interventions to employ, clinical need, safety of 

service users and others, and, where possible, advance directives should be taken into 

account. The intervention selected must be a reasonable and proportionate response to the 

risk posed by the service user. Commentary: There is a lack of evidence relating to the 

effectiveness of these three interventions, particularly for physical intervention and 

seclusion. Therefore the GDG felt the need to stress caution when implementing these 

interventions, and used formal consensus techniques to derive this recommendation (see 

also the legal preface, page 20). (p. 12) 

 The Department of Health and Human Services (2006) in the United States specifies in 

the Condition of Participation: Patient’s Rights similar recommendations to those listed above 

along with the need for corresponding institutional policies, physician orders for seclusion, 
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monitoring and care of the patient whilst in seclusion, and training requirements for staff using 

seclusion and restraint.  The guideline also stipulates that seclusion is not to be used as a form of 

punishment and should only be used when the person is a danger to themselves or others for as 

short a duration as possible (Department of Health and Human Services, 2006).  

Seclusion Rates. 

International rates. Globally reliable estimates of the prevalence of seclusion are limited 

due to variable methods in calculation and dissemination of empirical knowledge (Dumais, 

Larue, Drapeau, Ménard, & Giguère Allard, 2011).  Steinert et al. (2010) reviewed studies and 

unpublished data from 2000-2008 from a variety of countries and found seclusion rates in acute 

psychiatric units specific to those studies varying from 0.2% of patients all the way to 35.6%.  

The authors also highlight that Iceland has no seclusion rate as seclusion was abolished some 

decades ago and they instead use one-to-one nursing (Steinert et al., 2010).  VanDerNagel et al. 

(2009) reported a range of seclusion rates for admitted psychiatric patients, from 25% in the 

Netherlands up to 66% in the United States. 

Happell and Gaskin (2011) conducted a cross-sectional study of eleven mental health 

services across Australia.  In a six-month period, there was a seclusion rate of 6.8% of the 4337 

admissions with an average of 2.32 seclusions per patient and with 44% of them having been 

secluded more than once.  The average length of seclusion was 2 hours and 52 minutes and 

seclusion episodes occurred more frequently on the first 2 days of admission, on weekdays, and 

between the hours of 0900 and 2400.  There was no statistical significance between gender, age, 

and seclusion.  The authors make note that seclusion reduction strategies were in effect in many 

of the sites and may account for the lower seclusion rate than the national Australian range of 
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12% and 31% and average duration of seclusion lasting 4 hours or longer (Happell & Gaskin, 

2011). 

De Hert, Einfinger, Scherpenberg, Wampers, and Peuskens (2010) reported 472 episodes 

of seclusion for 170 admitted patients, or a seclusion rate of 25% for patients admitted to the 

University Psychiatric Centre KU in Leven, Belgium, between June 1, 2002 and March 31, 2009 

with a diagnosis of schizophrenia alone.  Seclusion episodes per patient ranged from 1 to 32 with 

a 2.8 mean number of seclusion episodes per patient (De Hert et al., 2010). 

National rates.  Dumais et al. (2011) conducted a two-year retrospective audit of a 

Québec adult psychiatric hospital for the period of April 1, 2007 to March 31, 2009.  The 

prevalence rate, calculated by dividing the number (n = 632) of different individuals secluded 

with or without restraint by the total number (n = 2721) of different patients admitted, was 

23.2%.  The mean length of stay in the seclusion room over the entire period of hospitalization 

for individuals secluded with or without restraint was 134.3 hours with a median of 12.5 hours.  

Predictors of seclusion use with or without restraint included a younger age, diagnosis of 

schizophrenia or other psychosis, bipolar and personality disorders, and a longer hospital stay 

(Dumais et al., 2011).   

 The only other Canadian study reported in the literature was conducted by Ahmed and 

Lepnurm (2001) where 183 patients admitted to a secure psychiatric forensic hospital in the 

prairie region of Canada, or 27.7% of total admissions, were secluded on 306 occasions.  The 

mean duration of seclusion was 90.3 hours and a diagnosis of substance-related disorder 

accounted for 40.8 % of all seclusion episodes and a diagnosis of schizophrenia or other 

psychosis accounted for 28.1%. 
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 In summary, seclusion is an intervention used to confine an individual who is a danger to 

himself or others.  Guidelines for seclusion use have been created and provide criteria for when 

and how to use seclusion to guide both the institutions and staff using seclusion and to protect 

patients whilst in seclusion.  Rates of seclusion vary globally, reported as low as 0.25% and as 

high as 66%, as there are no globally recognized standards for measuring and reporting 

seclusion. 

Ethical Dimensions of Seclusion 

The idea of placing a patient in a locked room, from which he or she cannot leave, in 

order to protect the patient or others from harm raises many questions regarding the ethical 

notions of “right” and “good”.  The ethical principles of respect for person, respect for 

autonomy, beneficence, and nonmaleficence have been identified as highly relevant in the use of 

seclusion.  Respect for persons involves “two ethical convictions” (The National Commission for 

the Protection of Human Subjects of Biomedical and Behavioral Research, 1979, p. 4): a) people 

ought to be treated as autonomous agents; and b) people with “diminished autonomy” ought to 

be protected.  Beauchamp and Childress (2009) have identified that personal autonomy 

“encompasses, at a minimum, self-rule that is free from both controlling interference by others 

and from certain limitations such as inadequate understanding that prevent meaningful choice” 

(p. 99).  Beneficence involves obligations to act so as to promote good and prevent or remove 

harm, while nonmaleficence “imposes an obligation” to not inflict harm (Beauchamp & 

Childress, 2009, p. 149).   

The codes of ethics for registered nurses and registered psychiatric nurses highlight the 

importance of safe, competent, and ethical practice or care, promoting and respecting people’s 

informed decisions and right to choice, and promoting people’s dignity and welfare (Canadian 

Nurses Association [CNA], 2008; Registered Psychiatric Nurses of Canada, 2010).  Protecting a 
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patient’s autonomy, especially one who is severely compromised in his/her decision-making 

abilities, can be challenging for nurses (Benner, 2003).  Biggin Moylan (2009) noted that along 

with respecting a patient’s inherent worth, dignity and autonomy, and the safety of the patient, 

other patients and the caregivers must also be considered.  If a patient is deemed “likely to cause 

serious harm to himself or herself or to another person” (Manitoba Mental Health Act, 2005, p. 

8), limits may be placed on a person’s liberty and choices.  The Department of Health and 

Human Services (2006) lists under the standard of restraint or seclusion (Section 482.13):  

All patients have the right to be free from physical or mental abuse, and corporal 

punishment.  All patients have the right to be free from restraint or seclusion, of any 

form, imposed as a means of coercion, discipline, convenience, or retaliation by staff.  

Restraint or seclusion may only be imposed to ensure the immediate physical safety of 

the patient, a staff member, or others and must be discontinued at the earliest possible 

time. (71426-71427) 

Psychiatric nursing often requires the use of restrictions or a limiting of patients’ liberty 

or choices to protect patients or others from harm, with a potential “risk of misuse of power and 

perceived punishment, even if the expressed purpose is good” (Lind, Kaltiala-Heino, Suominen, 

Leino-Kilpi, & Valimaki, 2004, p. 381).  As Lind et al. (2004) have suggested, “the 

presupposition that mental illness involves limited autonomy cannot be taken to justify use of 

coercion, which is often poorly defined in mental health literature” (p. 383).   

As noted earlier, mental health nurses, in consultation with immediate team members, 

make the decision to seclude patients when they are a danger to themselves or others (Janssen et 

al., 2007).  This involves clinical judgment, defined by Tanner (2006) as “an interpretation or 

conclusion about a patient’s needs, concerns, or health problems, and/or the decision to take 
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action (or not), use or modify standard approaches, or improvise new ones as deemed appropriate 

by the patient’s response” (p. 204).  Seclusion as an intervention has ethical implications for 

nurses and patients alike (Larue et al., 2010; Prinsen & van Delden, 2009), where nurses must 

maintain their duty to protect those they care for from harm (Bowers et al., 2007; Steele, 1993) 

while keeping in mind patients’ rights.  A decision to seclude may promote safety but can have 

implications for the patients involved, including a loss of autonomy, harm in relation to dignity, 

and physical or psychological harm.  At present, we have limited understanding of the way 

nurses navigate the tension between protecting patients and preserving their rights, described by 

Taxis (2002) as an ethical quagmire.  The purpose of this study was to explore the place of ethics 

in nurses’ clinical judgments about the use of seclusion in mental health settings. 

Research Questions 

1. What are mental health nurses’ experiences with the use of seclusion in inpatient 

mental health settings? 

2. What are mental health nurses’ perceptions of the factors that influence the judgment 

to seclude a patient in a mental health setting?  

3. What consideration is given to the ethics of this practice when secluding a patient? 

Significance 

 Benner, Sutphen, Leonard-Kahn, and Day (2008) have argued that we need to expand our 

examination of ethics in nursing by considering both everyday clinical concerns and how they 

are sorted through and notions of good, or that which is morally desirable, in practice.  At 

present, we have limited knowledge of nurses’ clinical judgment in relation to the use of 

seclusion in inpatient mental health settings and the place of ethics in those deliberations. As 

some jurisdictions move away from the use of seclusion as a therapeutic intervention, it is 

important to critically examine its use in mental health settings, including nurses’ reflections on 
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seclusion use.  The knowledge gained through this exploration of mental health nurses’ clinical 

judgment, and, more specifically, the ethical elements of their clinical judgments with seclusion 

use has the potential to inform education, clinical practice, and future research in this area. 

Clinical Judgment as a Conceptual Framework 

Warne, McAndrew, and Gawthorpe (2011) point out that “mental health nurses are often 

not faced with big ethical dilemmas requiring the convening of ethics committees to resolve 

issues, but with ethics of the ordinary” (p. 83).  In mental health settings, nurses make judgments 

on an on-going basis regarding clinical interventions within their scope of practice and their 

appropriateness or utility, including the use of seclusion.  As noted above, clinical judgment is 

defined by Tanner (2006) as “an interpretation or conclusion about a patient’s needs, concerns, 

or health problems, and/or the decision to take action (or not), use or modify standard 

approaches, or improvise new ones as deemed appropriate by the patient’s response” (p. 204).  

Tanner (2006) identified that clinical judgment is complex: 

It is required in clinical situations that are, by definition, underdetermined, ambiguous, 

and often fraught with value conflicts among individuals with competing interests.  

Good clinical judgment requires a flexible and nuanced ability to recognize salient 

aspects of an undefined clinical situation, interpret their meanings, and respond 

appropriately.  Good clinical judgments in nursing require an understanding of not only 

the pathophysiological and diagnostic aspects of a patient’s clinical presentation and 

disease, but also the illness experience for both the patient and family and their physical, 

social, and emotional strengths and coping resources.  (p. 205) 

Tanner (2006) outlined the Clinical Judgment Model, which is divided up into four 

sections:  noticing, interpreting, responding, and reflecting.  Noticing involves the nurses’ 

expectations and initial grasp of the situation.  Tanner identifies that the context of a situation is 
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important and so, too, is the nurse’s experience.  In noticing, nurses’ “expectations stem from 

nurses’ knowledge of the particular patient and his or her patterns of responses; their clinical or 

practical knowledge of similar patients, drawn from experience; and their textbook knowledge” 

(Tanner, 2006, p. 208).  Other variables that influence what is noticed by nurses, include nurses’ 

ideas about good practice, general values and values specific to the patient situation, unit culture, 

and approaches to care in the setting (p. 208). 

 Once nurses have noticed a clinical situation they begin interpreting what is before them.  

The clinical situation triggers patterns of reasoning (analytic, intuitive, or narrative) as nurses try 

to make sense of the data and determine an appropriate response.  As Tanner (2006) explains: 

“when the nurse is unable to immediately make sense of what he or she has noticed, a 

hypothetico-deductive reasoning pattern might be triggered, through which interpretive or 

diagnostic hypotheses are generated” and ruled out by further assessment (Tanner, 2006, p. 208).  

A response to the situation is selected based on this process of interpretation.   

 The last step in Tanner’s model involves reflection-in-action, where nurses assess in the 

moment how the patient is responding to the intervention, and reflection-on-action, where the 

nurses review the situation, interventions, and the response to learn from the situation and 

consider what knowledge has been gained.  As Tanner (2006) explains: 

Reflection-in-action refers to nurses’ ability to “read” the patient – how he or she is 

 responding to the nursing intervention – adjust the interventions based on that 

 assessment.... Reflection-on-action and subsequent clinical learning completes the cycle; 

 showing what nurses gain from their experience contributes to their ongoing clinical 

 knowledge development and their capacity for clinical judgment in future situations 

 (p. 209). 
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Given that the topic of interest in this study is mental health nurses’ clinical judgment, 

Tanner’s (2006) Clinical Judgment Model was used to guide aspects of this study.  In particular, 

this model was used to inform:  a) the questions on the interview guide so that the questions 

guided the nurses through the process of the model (noticing, interpreting, responding, and 

reflection) as they talked about situations when they used seclusion; and b) the early stages of 

data analysis as data were coded. 
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Chapter 2:  Review of the Literature 

In this chapter, literature related to nurses’ and patients’ experiences with and attitudes 

towards seclusion, the characteristics of seclusion, and nursing strategies prior to and during 

seclusion episodes is explored.  The literature on the social and political call for the reduction 

and elimination of seclusion is also reviewed.  In addition, the ethical dimensions of seclusion 

are discussed and a gap in the literature is identified.  The databases used to search the literature 

were PubMed, CINAHL, Scopus and Google Scholar.  Search terms, used in a variety of 

combinations, included seclusion, ethical decision making, clinical judgment, nursing, mental 

health, psychiatric, and psychiatry.  Reviews of reference lists from retrieved articles and some 

tables of contents of key mental health and ethics journals were also done. 

Nurses’ Attitudes and Feelings Towards Aggression and Seclusion 

Mental health nurses “provide the majority of day-to-day care for patients” (Happell & 

Harrow, 2010, p. 163) and this includes deciding to seclude patients when they are a danger to 

themselves or others (Janssen et al., 2007). The following section explores nurses’ attitudes 

towards seclusion, feelings towards aggression, and strategies employed by nurses prior to and 

during seclusion use in acute mental health care.   

Happell and Harrow (2010) conducted a review to “identify current knowledge of nurses’ 

attitudes to the use of seclusion” (p.163).  From a broad search of over 700 articles related to 

seclusion, 28 journal articles were included if they addressed one of the following aspects of 

seclusion use: “nurses’ responses to seclusion use, nurses’ decision-making to seclude, and 

identification of factors influencing nurses’ use of seclusion” (Happell & Harrow, 2010, p. 163).  

Identified were the following six themes in relation to nurses’ attitudes to seclusion: 1) a 

necessary intervention, 2) workplace culture, 3) staff composition and experience, 4) conflict, 5) 
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ethical considerations, and 6) consumer characteristics.  Nurses viewed seclusion as a necessary 

intervention for dealing with threats, aggression, and violence, for increased feelings of personal 

safety, and as being beneficial to the patient.  The continued use of seclusion has been associated 

with workplace culture where continued exposure to seclusion is associated with a positive view 

of its value.  Studies examining staff composition found that gender, experience, and education 

affected seclusion use.  Female staff, less experienced and less educated nurses, and non-nurse 

health professionals were associated with higher uses of seclusion.  Conflict was identified as 

feelings of caring for versus feelings of control over patients, but these emotions were kept 

hidden by the nurses while they remained in the workplace.  Female nurses tended to experience 

more emotional conflict whereas male health care aides were least likely to report same.  Happell  

and Harrow list ethical considerations as a subheading of conflict and suggest that the ethical 

appropriateness of seclusion is challenged with increased age of the health care professional.  

The articles reviewed suggest that, when compared to other care providers, nurses tended to have 

more confidence in a positive outcome from using seclusion and did not find coercive measures 

such as seclusion to be ethically problematic.  The sixth theme, patient characteristics as 

perceived by nurses, tended to be based on the patient’s current behaviour where a potential for 

harm existed and not on history or diagnosis.  Happell and Harrow suggest that given the lack of 

evidence to support the use of seclusion as an evidence-based practice, nurses’ attitudinal change 

is an important component of seclusion and restraint reduction strategies. 

VanDoeselaar, Sleegers, and Hutschemaekers (2008) created and administered the 

Professionals’ Attitudes Toward Seclusion Questionnaire to 540 mental health professionals in 

the Netherlands between 2003 and 2006.  The respondents comprised 70% nurses, 11% 

psychiatrists, 5% psychologists and 8% non-verbal therapists or social workers.  Results showed 
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that “while professionals have many ethical questions they are predominantly in favor of the 

practice of seclusion” (p. 105), and seclusion was seen as a solution for dealing with threatening 

situations.  Seclusion was strongly linked to departmental culture and the more professionals 

were involved with seclusion the more they believed it to be a viable intervention.  This article 

examined the ethics of and confidence in seclusion where ethics was described as the necessity 

and desirability of seclusion, and confidence as seclusion being a means of dealing with 

threatening situations.  Univariate analyses of variance showed significant differences by age, 

discipline and personal involvement in seclusion:  with increased age there was increased ethical 

questioning of seclusion as a practice, fewer ethical questions were raised by nurses and 

psychiatrists, and professionals farther removed from the practice of seclusion raised more 

ethical questions.  Direct care staff and those more personally involved in seclusion had more 

confidence in its use.  Openness to other care was lowest amongst psychiatrists and those most 

frequently involved in seclusion.  A cluster analysis provided the following three clusters to 

differentiate types of professionals: 1) transformers, in whom ethical thinking was strongly 

prevalent, and who had limited faith in seclusion, questioned the practice, and were strongly in 

favour of alternatives to seclusion; 56 nurses comprised this category; 2) maintainers had some 

ethical objections to seclusion, however, did not identify a need to reduce seclusion, with 126 

nurses in this category; and 3) doubters valued seclusion as an intervention, identifying violence, 

threat, and the culture of the ward as influencing seclusion use, with 97 nurses in this category.  

The authors suggest that attitudinal change will be needed to successfully implement seclusion 

and restraint reduction strategies and that policy alone will not be effective. 

VanDerNagel et al. (2009) conducted a qualitative study with nine mental health nurses, 

focusing on their feelings prior to, during, and following a seclusion episode.  The three main 
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themes identified by the nurses were tension, trust, and power.  The tension related to feelings 

such as fear of threat from the patient, for example, an adrenaline rush, or feeling relieved 

following the seclusion incident, for example, being relieved that the person had been locked 

away.  Feelings of trust included confidence in the use of seclusion as an effective intervention 

and feeling solidarity with team members.  Distrust and feeling unsafe that there would be a 

positive end to the seclusion episode would occur when the nurses felt ill-equipped to handle the 

patient, for example, when six armed police officers brought in a patient to unarmed nurses.  

Feelings related to unequal power and control between patients and staff during a seclusion 

episode induced feelings of powerlessness to use such a restrictive intervention and a feeling of 

responsibility to keep the patient safe.  Conversely, some mentioned feeling pleasure in 

secluding a patient.  A fourth category identified other feelings not related to the three main 

themes.  Feelings of inhumanity, shame, pity, and distress were expressed at using such a 

restrictive intervention.  Some nurses reported feelings of frustration and anger towards the 

patient for creating unsafe and dangerous situations or towards the physician for not forcing 

medication treatment earlier. 

A qualitative study by Moran et al. (2009) explored the emotions and feelings 

experienced by nurses in response to restraint and seclusion interventions.  They held three focus 

groups with 23 nurses from four psychiatric units.  Three themes were created from the 

interpretive analysis.  The first theme was that restraint and seclusion were seen as a last resort 

where less restrictive interventions were attempted prior to using seclusion or restraint.  The 

second theme, emotional distress, stemmed from participants’ feelings of uneasiness, anxiety, 

and fear.  Nurses felt uneasy that the treatment milieu was disrupted and affected not only the 

patient being secluded or restrained but the other patients as well.  Some nurses expressed fear of 
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being assaulted during seclusion and restraint, and for some the experience of this fear made 

them feel incompetent.  Guilt about the use of seclusion and restraint was also expressed by the 

nurses and one participant’s quote spoke of the intervention being in opposition of a caring 

attitude and nursing principles.  The third theme was that nurses supressed unpleasant emotions 

so that they could get through seclusion and restraint interventions.  This suppression was also 

described by some nurses as diminishing their well-being and morale.  Some nurses spoke of the 

need to not become “hardened up” or emotionally detached and that detachment could decrease 

their ability to meet the patients’ needs.  Overall the findings showed that nurses experienced 

distressing emotions in response to seclusion and restraint and that effective communication and 

connected nurse-patient relationships are necessary to manage patient aggression and violence. 

Several studies have examined the perceptions of nurses and other mental health staff 

regarding patient aggression in acute psychiatric units as patient aggression is often a factor in 

the use of seclusion (for example, Bowers et al., 2009; Duxbury, Hahn, Needham, and Pulsford, 

2008; Jonker, Goossens, Steenhuis, & Oud, 2008; Papadopoulos et al., 2012; Pulsford et al., 

2012).  This body of literature includes reports on the frequency of aggressive incidents, patient 

factors related to aggression such as symptoms and diagnoses, risk assessment and prediction, 

the effects on staff, and staff training (Bowers et al., 2009).   

Duxbury (2002) presents three models “that incorporate explanations for the causes of 

patient aggression and violence in health care from individual perspectives” (p. 326).  The first 

model is the internal model in which individual patient characteristics, such as mental illness, 

personality, or substance abuse, are seen as the cause of patient aggression and violence.  The 

second model is the external model in which the aggression or violence is caused by the person’s 

physical or social environment, such as the physical layout of the ward or the way the ward is 
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managed by the staff.  The third model is the situational model which finds that factors in the 

immediate situation are the cause for the aggression or violence.  The situational factors are 

linked to the interactions between the patient and others, such as patient to patient or patient to 

staff interactions.  These three models help explain possible reasons for patient aggression or 

violence and have implications for clinical interventions (Duxbury, 2002).  Several scales have 

been developed to measure the attitudes of staff and/or patients regarding aggression and 

violence in mental health settings.  Examples of such tools include the Staff Observation of 

Aggression Scale (SOAS) (Ketelsen, Zechert, Driessen, & Schultz, 2007), the Attitude Toward 

Aggression Scale (ATAS) (Jonker et al., 2008), the Perceptions of the Prevalence of Aggression 

Scale (POPAS) (Jonker et al., 2008), and the Management of Aggression and Violence Attitude 

Scale (MAVAS) (Duxbury, 2002).  The management of patient aggression in mental health 

settings includes “preventative measures, de-escalation and traditional methods such as 

seclusion, restraint, and medication” and “more recently, combined strategies that incorporate the 

principles of prevention and effective communication” (Duxbury, 2002, p. 328).  Following are 

synopses of studies that investigated the attitudes of nurses and patients related to aggression or 

violence and seclusion. 

The MAVAS (Duxbury, 2002), a 27-item questionnaire, has been used in a series of 

studies to “survey the views of both patients and staff about the broader approaches used to 

manage patient aggression” (Duxbury, 2003, p. 39).  Duxbury (2002) used a pluralistic design 

which included 80 patients, 72 nurses, and 10 physicians on acute mental health units answering 

the MAVAS, semi-structured interviews of 4 nurses, 4 patients and 3 physicians, and recording 

incidents of aggression and violence and their resulting management on a modified version of the 

SOAS.  Patients perceived the external and situational models, such as staff interaction and 
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restrictive regimens, as contributing to aggression while staff perceived the internal model of 

illness to be the problem.  Both staff and patients viewed the external model of restrictive 

regimens contributing to patient aggression.  Nursing staff did not view their interaction style as 

problematic or a cause of patient aggression.  This was contrary to the significant number of 

patients who did believe it was a factor.  Nursing staff reported a desire for practices such as 

seclusion to continue but this was not the case for all of the patients.  Almost half of the staff 

reported using a range of techniques that incorporated medication, restraint, and seclusion.  

Additionally staff and patients reported opposing views about the use of, effectiveness, or value 

of de-escalation techniques.  These results suggest that “staff and patients’ views are at times 

contradictory” (Duxbury, 2002, p. 335) and that strategies targeted at improving staff 

communication may improve the way staff perceive and manage aggression.   

Similar findings were obtained in a subsequent study by Duxbury and Whittington (2005) 

where 80 patients and 82 nurses were surveyed using the MAVAS and 5 patients and 5 nurses 

participated in follow-up interviews.  Interestingly, staff perspectives differed in a cross-national 

comparative study where Duxbury et al. (2008) surveyed 75 Swiss nurses and 75 nurses from the 

United Kingdom working on acute mental units using the MAVAS.  Swiss nurses tended to 

attribute patient aggression to factors internal to the patient whereas United Kingdom (UK) 

nurses perceived environmental factors to be more highly related to patient aggression.  

Strategies of medications, seclusion, restraint, and non-physical methods of aggression 

management were utilized by both groups.  Swiss nurses endorsed more frequently than the UK 

nurses that medications should be used and “that seclusion is one of the most effective 

approaches” (Duxbury et al., 2008, p. 603).  Both groups reported that restraint is used more than 

necessary and that non-physical approaches to management could be used more effectively.   
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In a recent study, Pulsford et al. (2012) surveyed patients and staff in a high secure 

hospital using the revised Likert version of the MAVAS, the MAVAS-L.  A total of 109 out of 

301 staff completed and returned the questionnaire and 26 out of 97 patients approached returned 

their questionnaires.  The patients in these high secure hospitals are described as being “men, 

who are deemed to be a grave danger to themselves and/or others, in conditions of maximum 

security” (Pulsford et al., 2012).  Staff and patients agreed that factors related to the internal, 

external, and situational models of aggression existed.  The patients and staff were opposed in 

their views on two statements in the MAVAS-L related to these models.  First, “patients felt that 

aggression could be handled more effectively while staff disagreed” (Pulsford et al., 2012, p. 7).  

Second, “patients also felt that aggressive patients would calm down on their own while staff 

again disagreed” (Pulsford et al., 2012, p. 7).  Unlike the studies discussed above, both the 

patients and the staff were in favour of controlling strategies and felt that seclusion of violent 

patients should not be discontinued, that seclusion is not used more than necessary, and that 

seclusion is an effective approach for a violent patient.  This difference could be attributed to the 

unique setting of a high secure hospital versus the general psychiatric hospital.   

Overall, these studies demonstrate that the attitudes and beliefs of staff regarding patient 

aggression will determine the management style they utilize.  The study findings also suggest 

that improved nurse-patient relationships and communication could positively impact the need 

for managing aggressive behaviour and the use of non-physical management styles. 

Jonker et al. (2008) sent 113 nurses questionnaires to measure 1) attitudes towards patient 

aggression, 2) perceptions of the prevalence of patient aggression, and 3) determinants of the use 

of less coercive interventions.  A 75% response rate was obtained where 85 mental health nurses 

in the Netherlands responded to the ATAS and the POPAS.  They found that although nurses 
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were regularly confronted with aggression and viewed this aggression as being destructive or 

offensive, they perceived themselves to have control over patient behaviour.  “The view that 

patient aggression is mostly destructive and largely offensive may also negatively influence the 

patient-nurse relationship and lead to a particularly negative attitude towards patient aggression” 

(Jonker et al., 2008, p. 497). The authors suggest that “coercive interventions, like seclusion, are 

more quickly applied when patients show extreme behaviour, which may include aggression” 

(Jonker et al., 2008, p. 497). 

De Benedictis et al. (2011) surveyed 309 staff members, with 188 being nurses, in 8 

university-affiliated psychiatric hospitals in Quebec on their perception of patient aggression 

related to the use of seclusion.  Demographic variables were collected along with scores to the 

Quebec Psychological Distress Index, Group Environment Scale (GES), POAS, Overt 

Aggression Scale (OAS), and prevalence rates of seclusion and restraint.  Bivariate analyses did 

not find an association between psychological distress and increased seclusion use.  A significant 

association between use of seclusion and scores on two subscales of the GES were determined 

where staff who expressed anger and aggression used seclusion more frequently and staff who 

had greater order and organization used seclusion less frequently.  Scores for one subscale of the 

POAS indicated that when aggression was perceived as dysfunctional there was a higher use of 

seclusion.  Scores for the OAS found a significant association between more aggression and 

greater use of seclusion.  Seclusion use was found to be higher in intensive care units, emergency 

departments, and teaching hospitals and when staff perceived an insufficient level of safety 

measures in the workplace.  These findings highlight the importance of measuring staff 

perceptions towards violence. 



ETHICS AND SECLUSION                                                                                           22 

  

Heyman (1987) surveyed 32 nurses and 30 patients in an American psychiatric hospital 

using the Attitudes Towards Aggression Scale. Nurses and patients both reported that patients 

spent more than eight hours in seclusion but patients believed they spent too long in seclusion 

and would have preferred fifteen minutes whereas nurses thought that eight hours was a 

reasonable time for seclusion.  Both groups agreed that aggressive behaviour would lead to 

seclusion, however, patients perceived refusing to go to an activity, asking to see the doctor, and 

refusing medications as more likely to result in seclusion than did nurses.  Overall there were 

differences in opinions about the effect of seclusion on the patients where nurses had a higher 

opinion of a positive effect of seclusion than did patients.  There were differences in the feelings 

of patients while in seclusion where patients reported anger and disgust and nurses believed the 

patients experienced helplessness, anger, and being scared.  There were also differences in 

opinions about how nurses felt when putting a patient in seclusion.  Patients reported nurses felt 

powerful whereas nurses felt the opposite and many reported feeling guilt over secluding a 

patient.   

Meehan, Bergen, and Fjeldsoe (2004) cite research showing staff to perceive the use of 

seclusion as being beneficial to the patient.  Meehan et al. (2004) surveyed the attitudes of 60 

Australian nurses and 29 patients towards seclusion by administering Heyman’s (1987) Attitudes 

Towards Seclusion Questionnaire.  They found both nurses and patients believed seclusion was 

beneficial some of the time whereas more nurses than patients found seclusion to be often 

beneficial to the patient.  Differences were found in the reasons for seclusion, where 68% of 

patients believed they would be secluded for not taking medications and 70% for the risk of 

absconding, whereas 78% of nurses did not believe that patients would be secluded for not taking 

medications and 43% of nurses did not believe seclusion was used to prevent a patient from 
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absconding.  Nearly all agreed that seclusion would occur if a patient was attempting to hurt 

himself or herself or engaging in aggressive behaviour.  Patients reported that minor disturbances 

such as “cursing/swearing at others” (Meehan et al., 2004, p. 36) warranted seclusion.  Although 

staff reported that seclusion would have a calming effect on patients, only one-third of patients 

shared this opinion.  Interestingly, only 22% of patients and 2% of staff were in favour of the 

abolition of seclusion. 

Mann-Poll, Smit, de Vries, Boumans, and Hutschemaekers (2011) conducted a vignette 

study to address the impact of professional factors on the decision to use seclusion, the impact of 

patient and environmental factors on the decision, and which factors have the strongest impact 

on the judgment that seclusion is necessary.  Following the development of 64 vignettes, 82 out 

of 128 staff from four acute psychiatric institutes in the Netherlands returned the rated vignettes.  

The vignettes were rated on the need to seclude the patient.  The sample comprised of 44 women 

and 38 men with the majority being nurses (n = 72) and 3 physicians, 4 psychiatrists, and 3 

social workers.  “A univariate general linear model examined the vignette variables and rater 

characteristics influencing the decision to seclude” (Mann-Poll et al., 2011, p. 498).  Rater 

characteristics and vignette variables accounted for 46% of the decision to seclude.  Of this 46%, 

31.7% was attributed to rater characteristics and 27.9% to the vignette variables, with an 

interaction effect of 13.6% between the vignette variables and the rater characteristics.  The rater 

characteristics showed that the decision to seclude was rated higher for staff who: 1) worked on a 

crisis-intensive care unit compared to those working on other units (type of care); 2) used 

seclusion more frequently (more than once a day); 3) worked at a site that participated in the 

study; 4) had more experience using seclusion; and 5) were working as clinicians compared to 

those in training.  The vignette variables that increased the judgment about the necessity for 
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seclusion included: 1) the approachability of the patient where communicating with the patient 

was not possible; 2) seriousness of the danger, with cases of acute danger increasing choice over 

imminent danger; 3) limited availability of single-person bedrooms and multiple public spaces; 

4) diagnoses of schizophrenia and other psychotic disorders over personality disorders or bipolar 

disorders; 5) lack of confidence in their colleagues; 6) work shifts with low staff-patient ratios; 

and 7) patients who were involuntarily admitted.  These variables reflect findings from other 

studies and suggest a need for training staff in methods of communicating with patients, training 

to use de-escalation techniques in emergency cases, and learning to use interventions that are 

tailored to the situation.  

In a follow-up study to the afore-mentioned study, Boumans, Egger, Souren, Mann-Poll, 

and Hutschemaekers (2012) surveyed 60 Dutch psychiatric nurses who worked on four acute 

inpatient units.  They hypothesized that a nurse’s judgment to use seclusion would be affected by 

the contextual and interpersonal variables between the nurse and patient rather than the patient 

variables such as diagnosis, gender, and age.  The second hypothesis was that teams high in 

reflexivity would seclude less frequently than less reflexive teams.  Team reflexivity was 

“defined by West as ‘the extent to which group members overtly reflect upon, and communicate 

about, the group’s objectives, strategies (e.g. decision-making) and processes (e.g. 

communication) and adapt them to current or anticipated circumstances’ (West et al. 

1997).”(p.265).  Two web-based questionnaires were administered: 1) 16 vignettes where the 

nurses indicated on a 9-point Likert scale whether they would or would not proceed to seclude 

the patient; and 2) the 11-item Shortlist Reflexivity in teams scale which measured the nurses’ 

reflexivity of how their team functioned.  The decision of whether or not to seclude was related 

to the contextual factors of approachability, staffing level, and confidence in the team and team 
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reflexivity.  The decision to use seclusion was affected by several factors.  The first was a lack in 

approachability, meaning the nurse was not able to approach the patient to communicate with the 

patient.  Other factors included a low staffing level, a moderate to poor confidence level within 

the team, and a team that was not high in reflexivity. 

Hyde, Fullbrook, Fenton, and Kishaw (2009) ran a six month quality improvement 

project to develop and implement a decision-making framework for the use of seclusion on two 

inpatient psychiatric units in Australia.  The project involved a series of four action cycles of 

plan, do, study, act (PDSA).  The first cycle involved providing nurses with preparatory 

questions to discuss with their coworkers about seclusion, factors that include the decision to 

seclude and release a patient from seclusion and alternatives to seclusion.  Six nurses participated 

in one of two 2-hour workshops and discussed the preparatory questions.  From these 

discussions, safety was deemed as the only factor that influenced the decision to seclude a 

patient.  Safety was informed by assessing a patient’s current history, past history, and verbal and 

behavioural cues from current physical presentation.  Participants also discussed what they felt 

were effective and alternative strategies to seclusion.  These discussions informed the decision-

making model that was created at the end of the four action cycles.  The second cycle invited 

nurses to participate in a weekly 20-minute staff forum where various topics related to seclusion 

were discussed.  The nurses were asked to share their decision-making process to use seclusion 

as well as their decision-making to release a patient from seclusion.  These discussions were used 

to create two decision-making models, one for the use of seclusion and the other for the release 

of a patient from seclusion.   The third cycle involved trialling the two decision-making models 

with the nurses and inviting feedback about the various stages of the model.  From these 

discussions, changes were made to the models.  In the fourth cycle, other issues raised during the 
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discussions were addressed, such as the seclusion observation record, and the visual layout of the 

models were finalized.  This was a collaborative project led by a unit nurse and sought the 

feedback of her nursing colleagues.  The models provided guidance for using seclusion and 

releasing patients from seclusion.  Quality improvement projects like the one described would be 

useful to engage nurses in examining the process and use of seclusion. 

The literature suggests that nurses find seclusion an important intervention to effectively 

deal with patient behaviours, maintain a safe ward environment, and promote the well-being of 

patients (Happell & Harrow, 2010; VanDoeselaar et al., 2008).  Increased educational level and 

clinical experience of staff are associated with a reduction in seclusion (Prinsen & van Delden, 

2009).  A variability of age, gender, education and experience in teams, targeted seclusion 

reduction strategies, and support by management are associated with overall seclusion reduction 

(Happell & Harrow, 2010; VanDoeselaar et al., 2008).  Education and seclusion reduction 

strategies can be enhanced when patient characteristics and perceptions about seclusion are taken 

into account. 

Patients 

 Studies focusing on patient characteristics related to seclusion include identifying factors 

such as age, gender, psychiatric diagnosis, length and number of hospitalizations, and duration of 

seclusion.  Understanding patients’ perceptions about the use of seclusion is also important so 

that common goals about treatment and intervention can be mutually developed between the 

patient and the nurse.  Identification of these factors may assist staff in identifying patients at risk 

for seclusion so that staff may intervene early and reduce the use of seclusion (Knutzen et al., 

2011). 

Psychiatric diagnoses, such as a diagnosis of schizophrenia, bipolar disorder, and 

personality disorders, in younger and often male patients (Holmes et al., 2004; Jonker et al., 
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2008; Prinsen & van Delden, 2009), have been associated with increased rates of aggression or 

agitation (Marangos-Frost & Wells, 2000).  Patient behaviours such as unpredictable affect, 

impulsiveness, and anxiety have been associated with the use of seclusion (Marangos-Frost 

&Wells, 2000).  Knutzen et al. (2011) conducted a two-year retrospective case-control study of 

all restrained patients (n = 375) and a control group of randomly selected non-restrained patients 

(n = 374) who were hospitalized in three acute psychiatric wards in Norway.  This study 

described restraint according to the Norwegian Mental Health Care Act and included 

pharmacological restraint, mechanical restraint, and seclusion.  The findings indicated that use of 

restraint was “predicted by a long hospital stay, multiple admissions, involuntary referral, and a 

diagnosis of personality disorder, psychosis, or a substance use disorder”, even when “controlled 

for variables such as age, gender, immigrant background, and residence in the catchment area” 

(Knutzen et al., 2011, p. 496).  Knutzen et al. (2011) suggest that “diagnoses reflect severity of 

illness and, indirectly, the risk of violence” (p. 496).  They propose that “involuntary admission 

is related to illness severity and especially lack of insight” (p. 496) and therefore these patients 

may be more prone to conflicts with staff.  They also suggest that multiple admissions and 

lengthy hospitalizations are linked to increased illness severity and lack of insight and treatment 

alliance.  Another important consideration for staff is that the “use of restraint must be regarded 

as an indication of mutual distrust that may be hard to overcome” (Knutzen et al., 2011, p. 496). 

Taylor et al. (2012) conducted a retrospective chart review in a US hospital between 

January 2006 to December 2008 of 63 patients who had been secluded or restrained multiple 

times during a single hospitalization.  The patient characteristics and events associated with the 

seclusion or restraint were compared to the characteristics of 110 patients who had only a single 

episode of seclusion or restraint and 3585 patients who had no seclusion or restraint episodes.  
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Compared to patients who had no seclusion or restraint episodes, those with multiple seclusion 

and restraint episodes were more likely to be male, have a history of aggression, and have a 

longer length of stay.  Cognitive impairment and involuntary admission were associated with 

patients who had any episodes of seclusion or restraint.  The authors recommend targeted 

interventions aimed at patients who are at elevated risk for multiple seclusion or restraint use. 

Holmes et al. (2004) conducted a qualitative study where they interviewed six patients 

who had experienced seclusion on an inpatient psychiatric unit.  Findings showed that patients 

regarded the use of seclusion as punitive and a modality for social control.  They also felt it 

intensified already existing feelings of rejection, exclusion, abandonment, and isolation.  The 

patients also discussed negative emotional experiences from a lack of nurse-patient contact 

during seclusion. The authors suggest that the patients may have coped by regressing, acting out, 

or taking a more compliant stance as they were motivated by a need to connect with the staff.   

Seclusion has also been associated with feelings of shame, injustice, reliving of former 

traumatic events, abandonment and neglect in patients, which diminish the therapeutic 

relationship between patient and nurse (Larue, Dumais, Ahern, Bernheim, & Mailhot, 2009; 

Meehan et al., 2004; Prinsen & van Delden, 2009, Steele, 1993).  Often patients are unclear 

about the reason for seclusion and do not perceive it to have the same therapeutic effect reported 

by staff (Steele, 1993).   

Meehan et al. (2004), as discussed in the previous section, surveyed patients (n = 29) 

about their attitudes towards seclusion and found that 72% of patients never felt that seclusion 

helped patients feel better and only 28% felt that this was sometimes/often the case.  The item 

“Helps patient to get away from too much excitement on ward” was reported as never being the 

case for 50% of the patients and sometimes/often the case for the other half of the patients.  Only 
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33% of the patients felt that seclusion did not help them calm down while 67% felt seclusion did 

sometimes/often help them calm down.  Seventy-one percent of the patients felt that seclusion 

sometimes/often helped them get away from people who were upsetting them and 39% felt this 

was never the case.  Ninety-six percent of the patients reported that seclusion sometimes/often 

made them feel frustrated and 92% reported that seclusion sometimes/often made them feel 

punished.  When asked whether seclusion would help them behave better when let out of 

seclusion, 89% reported that this was sometimes/often the case and 64% felt seclusion 

sometimes/often allowed them to express feelings in a non-disruptive way.  Eighty-five percent 

of the patients reported that seclusion sometimes/often made them feel angry towards staff and 

only 54% of the patients felt that seclusion sometimes/often let them know that staff care.  

Between 90 and 100% of the nurses reported that the effects of seclusion on the patients was 

sometimes/often the case on these items listed above and only 66% of the nurses felt that 

seclusion showed patients that staff care.  These findings show a difference of opinion between 

nurses and patients on the effects of seclusion on patients and highlight the importance of 

listening to the patients’ perspectives on seclusion. 

Frueh et al. (2005) examined the frequency and associated distress of potentially 

traumatic or harmful experiences of patients receiving public mental health services.  

Participants were recruited from a day hospital program and 142 adult psychiatric patients were 

randomly selected and given self-report measures to assess traumatic and harmful events that had 

occurred in their mental health care while an inpatient.  Responses on the Psychiatric 

Experiences Questionnaire (PEQ), a 26-item list of possible experiences, showed that 84 patients 

had been placed in seclusion, 14 reported having police or a security guard outside their 

seclusion room with no explanation, and 77 had been around other patients who were very 
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violent or frightening in other ways.  The exposure to lifetime trauma was high, with 123 patients 

reporting a history of physical and or sexual assault.  The responses on the PEQ were also 

grouped by history of childhood abuse, adult sexual assault, and physical assault, and for patients 

who were secluded 26 also had a history of childhood sexual abuse, 16 a history of adult sexual 

assault, and 64 a history of physical assault.  For the item of having police or a security guard 

outside your seclusion room with no explanation, 5 had a history of childhood sexual abuse, 2 a 

history of adult sexual assault, and 12 a history of physical assault.  For the item of being around 

other patients who were very violent or frightening in other ways, 23 had a history of childhood 

sexual abuse, 13 a history of adult sexual assault, and 66 a history of physical assault.  The data 

demonstrate that both traumatic and harmful experiences were associated with psychological 

distress.  The “patients in the study who met criteria for probable post-traumatic stress disorder 

(PTSD) reported feeling less safe, more fearful, and more distressed in psychiatric settings” 

(Frueh et al., 2005, p.1131).  This study highlights that psychiatric patients are a vulnerable 

population who require treatments that are sensitive to issues related to trauma and access to 

psychiatric settings that provide safe, dignified, and humane care. 

Whitecross, Seary, and Lee (2013) interviewed 31 patients on two inpatient psychiatric 

wards who had experienced seclusion.  The Impact of Events – Revised (IES-R), a scale 

developed to measure trauma symptoms, was used to measure the effectiveness of a post-

seclusion counseling session for patients who had experienced seclusion.  A semi-structured 

post-seclusion counseling session was developed that included counselling, ventilation, support 

and reassurance, screening for physical adverse effects, and psychoeducation.  This counseling 

was delivered to patients three to seven days post seclusion who were on the intervention ward.  

The 31 patients who agreed to participate in the study, from both the intervention ward and a 
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second ward, were then given the IES-R to complete.  The patients were encouraged to focus on 

the most recent seclusion episode.  Scores on the IES-R consistent with a post-traumatic stress 

disorder (PTSD) were found in 16 of the 31 patients.  There was no significant difference found 

between IES-R scores for patients who received the post-seclusion counseling versus the patients 

who received support as usual.  Patients who received the post-seclusion counseling spent 

significantly less time in seclusion than the patients who received support as usual.  Overall, 

higher ratings of trauma were associated with patients who had a diagnosis of schizoaffective 

disorder, who were older, and had spent less time in seclusion.  Although staff-related factors 

were not discussed in this paper, the authors acknowledged that this may be an important factor 

in how post-seclusion counseling is carried out.  Studies such as this one could increase the 

understanding of what information is helpful in a post-seclusion debriefing intervention. 

Georgieva, Mulder, and Wierdsma (2011) examined patients’ preferences for coercive 

methods regarding medication and seclusion and whether previous experiences affected their 

preference.  They note that seclusion use in the Netherlands is high compared to forced 

medication.  This prospective study was part of a quality control procedure and, from 2006 to 

2009, 451 patients were asked to complete a questionnaire regarding the following patient 

experiences: 1) experiences with seclusion and forced medication in their current hospitalization; 

2) containment method they would prefer in a future emergency; and 3) perceived coercion 

measured by an adapted version of the Perceived Coercion Scale.  Of this sample, 376 responded 

and respondents were included if they completed the questionnaire before discharge of their first 

admission and answered the question: “If you could choose between seclusion or forced 

medication, what would be your choice?” (p. 4).  This yielded a sample of 161 respondents with 

64 experiencing no coercion, 39 experiencing both seclusion and forced medication, 58 
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experiencing seclusion only, and the 4 who had experienced forced medication without seclusion 

were grouped with those who had been medicated and secluded.   

The results showed that male patients and involuntary admitted patients experienced 

coercive measures more often than others.  Forced medication was preferred by 57% of the 

respondents.  Improvement from the measure was reported by 72% of the patients.  An 

explanation of the reason for the restrictive measure was given to 83% of the patients.  

Debriefing following the intervention was reported by 67% of the patients and 69% of the 

patients retrospectively approved the measure.  The results showed that “compared to patients 

who had only been secluded, those who had no experience of coercion were 3 times more likely 

to choose forced medication, and those who had  experienced both measures were 2.5 times 

more likely” (Georgieva et al., 2011, p. 9).  The patients who had been secluded were more 

likely to choose seclusion if they were content with the duration of seclusion, but if they 

perceived seclusion as being too long, they were five times more likely to choose forced 

medication.  Voluntarily admitted patients were two times more likely to favour medication than 

patients who were involuntarily admitted.  The authors note that comparison with studies from 

other countries is challenging due to the fact that seclusion is a preferred method in the 

Netherlands.   

Cano et al. (2011) interviewed thirty patients in a French hospital three to four weeks 

after having been secluded with the goal of exploring their perceptions of the experience.  The 

ethical principles of autonomy, beneficence, and non-malfeasance were used to develop the 

interview guide.  Half of the participants were men (56%) with an average age of 43 years and a 

6.7 day average length in seclusion.  Seventy-three percent of the patients felt the seclusion room 

to be uninhabitable or unlivable and 73% reported having received little information on the 
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purpose, practice, or duration of seclusion.  Seventy percent felt the staff to be physically present 

for short periods of time, for example, checking on them at the seclusion room door, while about 

half did not feel listened to.  Less than half (43%) of the participants perceived seclusion to be 

useful to their stay: only 36% believed that seclusion helped them to feel and behave better and 

only 26% believed that seclusion helped them calm down.  In relation to the principle of non-

malfeasance, 66% reported seclusion as a difficult and traumatizing experience and hence not a 

therapeutic intervention.  Emotions and feelings experienced by the participants during seclusion 

included anger (60%), anxiety (76%), helplessness (76%), agitation (63%), fear (63%), 

depressed mood (50%), feeling devalued (60%), and unusual sensations (44%).  Although 53% 

of the participants recognized that seclusion was used to control self-harm, 56% felt that it was a 

punitive measure and 76% believed seclusion could have been avoided.  Cano et al. (2011) 

recommend from these results a re-evaluation of seclusion and recognition that patients are 

autonomous agents who require both more information about the use of seclusion and a means 

for overcoming the negative effects of seclusion. 

Patients’ perspectives about seclusion demonstrated that there is variability in their 

opinions and views of seclusion as treatment intervention.  Recognizing that many patients 

experience seclusion as a distressing option indicates the need for continued efforts to find useful 

and appropriate alternatives to seclusion and strategies to mitigate the possible negative effects 

of seclusion if seclusion is used.  Understanding patients’ perspectives about seclusion can guide 

nurses in providing individualized care. 

Reduction and Elimination of Seclusion 

 There has been a call for and evidence of the reduction and elimination of seclusion in 

some jurisdictions.  An estimated 100 patients in the United States die each year from the use of 
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restraints and there has been a push from the public for legislative and policy change (Taxis, 

2002).  The Joint Commission on the Accreditation of Healthcare Organizations (JCAHO) 

revised its seclusion and restraint standard in 2001 to reflect that seclusion and restraint should 

not be used as a behavioural treatment but rather as a last resort to maintain the safety of the 

individual and/or others (Huckshorn, 2004; Taxis, 2002).  Other jurisdictions, for example 

Iceland, have abolished the use of seclusion in favour of one-to-one nursing (Steinert et al., 

2010) while others, like Finland and Australia, have amended their Mental Health Acts to 

explicitly state the terms of how seclusion can be used (Happell & Gaskin, 2011; Kontio et al., 

2009). 

In the United States, the National Association of State Mental Health Program Directors 

(NASMHPD) has worked with other mental health stakeholders to develop a seclusion and 

restraint reduction strategy (Huckshorn, 2004).  This strategy is known as the Six Core Strategies 

to Reduce Seclusion and Restraint and covers: 1) leadership toward organizational change; 2) 

use of data; 3) work force development; 4) use of seclusion and restraint prevention tools; 5) 

consumer roles in inpatient settings; and 6) debriefing tools (Huckshorn, 2004).  Pilot testing of 

this training curriculum, where before and after data were collected in eight states, showed that 

seclusion and restraint hours were reduced by as much as 79%, the percentage of patients 

secluded and restrained was reduced by as much as 62%, and the number of seclusion and 

reduction episodes in a month were reduced by as much as 68% (Huckshorn, 2004).  These are 

encouraging numbers and indicate the need for future research on not only seclusion rates but on 

the effectiveness of seclusion reduction strategies. 

Pollard, Yanasak, Rogers, and Tapp (2007) conducted a chart audit of a secure acute 

mental health unit in a Veterans Affairs facility to examine characteristics of seclusion and 
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restraint before and after the adoption of the 2001 changes to JCAHO seclusion and restraint 

standards.  The variables extracted from charts and various facility reports included patient 

acuity category, daily census, number of hours in seclusion or restraint, number of hours of 

seclusion or restraint per patient, number of admissions and discharges, and length of stay.  

Implementation of the changes involved various institutional efforts such as policy changes, a 

review of all seclusion and restraint episodes, discussions on alternatives to seclusion or restraint 

use, exploration of staff concerns about the standards through informal and focus groups, and 

positive feedback to staff from senior leadership and management for the use of alternatives.  

Descriptive statistics revealed fewer hours of seclusion or restraint in months after the 

implementation of the revised JCAHO standards.  Seclusion/restraint hours pre-intervention at a 

mean of 182.48 hours decreased to a mean of 55.64 hours and the mean hours of seclusion or 

restraint per patient decreased from 8.58 to 2.72 hours.  There was also a statistical change in the 

rating of patient acuity to patients being rated as less acute.  The authors propose that the change 

in acuity rating and use of seclusion or restraint may have been due to an increase in nursing 

emphasis on early intervention with escalating patients and using pro re nata (p.r.n.) 

medications.  Additionally, nurses included in their initial nursing assessment asking each patient 

how they would like to be approached should they become upset and agitated and this was 

documented in the patient record.  This care plan was referred to in the event that patients 

escalated, and if a patient required seclusion, the nurse had to document that the patient’s 

preferred intervention was attempted prior to seclusion or restraint.   

Borckardt et al. (2011) studied the effects of a multiple-baseline design to study the 

implementation of a seclusion reduction initiative on the rate of seclusion and restraint in five 

psychiatric units in the southeastern United States.  Over a 3.5 year period, patients and staff 
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participated in the study of the implementation of Bloom’s engagement model that includes the 

four components of: 1) trauma-informed training; 2) changes to unit rules and language; 3) 

changes to the physical environment; and 4) involvement of the patients in treatment planning.  

Each unit was randomly assigned to implement the components in a different order.  A total of 

446 patient questionnaires of the Quality of Care form and 340 staff questionnaires of the 

Quality of Care form were collected.  “Overall, the findings suggest that patients’ ratings of the 

environment and involvement in treatment planning significantly increased following 

interventions to affect these factors. All other intervention validity measures showed non-

significant changes” (p. 481).  During the study period 97% of the incidents involved seclusion 

and only 3% involved restraints.  The implementation of inexpensive physical changes to the 

environment, for example, painting walls with warm colours, placement of decorative throw rugs 

and plants, and rearrangement of furniture, significantly decreased the rate of seclusion.  The 

engagement model was found to significantly decrease the use of seclusion and restraint by 

82.3%.  These results indicate that seclusion and restraint reduction strategies can be very 

effective and that further research to replicate these findings is necessary. 

Ethical Dimensions of Seclusion 

While studies outlined in the previous sections have touched on ethical dimensions of 

seclusion, one study was found addressing it more specifically.  Lind et al. (2004) conducted a 

study examining nurses’ perceptions of whether coercive measures were ethically problematic.  

In their review of the literature they found that nurses may receive conflicting messages about 

how and when to use seclusion by administration and feel discomfort in using such a restrictive 

intervention despite it being part of their job description.  A structured questionnaire was sent to 

170 psychiatric nurses in five psychiatric treatment settings in Finland and 126 nurses responded, 

over half of whom (63%) were female.  The psychiatric nurses were asked to use a 5-point Likert 
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scale to indicate the degree to which they agreed that the measure in question was ethically 

problematic.  The six different coercive measures used in Finnish psychiatric hospitals and 

derived from the literature included: 1) treating patients in a closed ward environment; 2) 

implementation of restricted leave; 3) implementation of patient seclusion; 4) implementation of 

4-point restraints; 5) implementation of forced medication; and 6) implementation of persuasion 

to make patient to take medication.  Implementation of patient seclusion was found to be 

ethically problematic by 11% of respondents.  The responses on this coercive measure ranged 

from 26% in total disagreement, 46% in disagreement, 18% not in agreement but not in 

disagreement, 9% in agreement and 2% in total agreement that “in my opinion, an ethically 

problematic situation is implementation of patient seclusion” (Lind et al., 2004, p. 382).  Lind et 

al. (2004) suggest that studies like theirs and others are important to psychiatric nursing practice 

and should be shared with staff and used to search alternatives to coercive measures. 

Prinsen and van Delden (2009) discuss the ethical principles of respect for autonomy and 

dignity to both support and reject a non-seclusion approach.  They argue that at a cursory level 

“respect for autonomy and the violation of human dignity” (Prinsen & van Delden, 2009, p. 70) 

supports the elimination of seclusion, but that using seclusion as a means of protection from 

harm supports the use of seclusion.  They go on to propose that the use of seclusion is supported 

when it is viewed as an intervention to avoid self-destructive behaviour in order to regain 

autonomy rather than one that restricts autonomy.  Prinsen and van Delden (2009) associate the 

principle of dignity with the way seclusion is used.  Seclusion can be viewed as an intrusion in a 

person’s private sphere where his/her sense of self-respect and worth are negatively affected and 

therefore the person’s dignity is violated.  However, respect for dignity is supported when 

research on patient experiences indicated that competent staff minimized shame.  Prinsen and 
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van Delden (2009) also counter that seclusion must be discussed with patients and that treatment 

must be individualized since the research has shown that lack of information and education about 

seclusion contributed to negative patient experiences.  Overall, they conclude that on the basis of 

autonomy and dignity, coercive measures cannot be supported or rejected.  They call for more 

research on whether coercive measures are beneficent and until then that the principle of first do 

no harm be followed.   

Gap in the Literature 

 An incongruity between the use of seclusion and its therapeutic value is noted in the 

literature (Cano et al., 2011; Happell & Harrow, 2010; Prinsen & van Delden, 2009) and several 

articles call for further research in the area of ethics and the use of seclusion.  Despite this 

observation and conclusion, there is limited research examining the ethical dimensions of this 

intervention.  Seclusion is a coercive practice and can be viewed in some instances as restricting 

an individual’s autonomy and in others as protecting an individual lacking decision-making 

capacity from actions that may cause harm to that individual or to others (Cano et al., 2011; Lind 

et al., 2004).  For health care providers considering the use of seclusion, attention to their legal 

and ethical responsibilities to patients is required (Kontio et al., 2009).  The literature points to 

the ethical complexity of this practice and this complexity has not been well explored to date.  

This study increases our understanding of nurses’ clinical judgment in the use of seclusion and 

the place of ethics in that process. 
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Chapter 3:  Methods 

In this chapter, the methods used to carry out the study will be outlined, including the 

qualitative approach used and recruitment, data collection, and data analysis strategies.  Polit and 

Beck (2008) define the general purpose of nursing research as a way to answer questions or solve 

problems relevant to nursing.  Research that seeks to identify or describe phenomena can be 

conducted using either quantitative or qualitative research methods (Polit & Beck, 2008).  

“Quantitative description focuses on the prevalence, incidence, size and measureable attributes 

of phenomena” while qualitative studies “describe the dimensions, variations, and importance of 

the phenomena” (Polit & Beck, 2008, p. 19).  Qualitative research is characterized by a focus on 

the research participants’ perspectives, acknowledgement of the researcher as an instrument of 

the research, and a reporting style emphasizing participants’ responses and experiences (Speziale 

& Carpenter, 2007).  A variety of qualitative and quantitative studies have been conducted on the 

topic of seclusion.  The research questions posed in this study, with the focus on nurses’ 

experiences, were best answered using a qualitative descriptive approach. 

The qualitative research methodology of interpretive description (ID) was used for this 

study.  In the late 1990s, Thorne, Reimer Kirkham, and MacDonald-Emes (1997) published an 

article in which they identified the need to “build methods that are grounded in our own 

epistemological foundations, adhere to the systematic reasoning of our own discipline, and yield 

legitimate knowledge for our practice” (p. 172).  ID as a qualitative research approach was 

outlined in that original article and later developed and refined by Thorne (2008).  The aim of ID 

is to generate knowledge relevant for the clinical context of nursing (Hunt, 2009; Thorne, Reimer 

Kirkham, & MacDonald-Emes, 1997; Thorne, Reimer Kirkham, & O’Flynn-Magee, 2004).  As 

Thorne (2008) explained, this approach “recognizes that the clinical mind tends not to be 
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satisfied with ‘pure’ description, but rather seeks to discover associations, relationships and 

patterns within the phenomenon that has been described” (p. 50).  The starting point for ID is a 

critical exploration of existing knowledge and theory.  Also important in this approach is 

attention to the subjective experience of those being studied while searching for broader patterns 

(Oliver, 2012, p.410). 

Sample 

 Inpatient, acute care mental health units are staffed by both registered psychiatric nurses 

(RPNs) and registered nurses (RNs).  Consistent with ID guidelines (Thorne et al., 1997), a 

convenience sample of RPNs and RNs who work in the city of Winnipeg were invited to 

participate in the study.  To take part in the study, nurses had to be registered with their 

respective college of nursing and have a minimum of one year of experience within the last five 

years on an acute adult mental health unit where seclusion is used.  It was anticipated that a total 

sample size of ten to twenty nurses would allow for a rich enough data set to allow for a 

beginning understanding of the place of ethics in nurses’ clinical judgements to use seclusion 

(Oliver, 2012).  Permission was obtained to access mental health nurses through the College of 

Registered Psychiatric Nurses of Manitoba (CRPNM) and the College of Registered Nurses of 

Manitoba (CRNM) (Appendix A).  Through preliminary discussions regarding the feasibility of 

this recruitment strategy 335 RPNs who work in acute care mental health settings in Winnipeg 

were identified (R. Shymko, personal communication, February 21, 2012) and 289 RNs who live 

in Winnipeg and work in mental health settings  were identified (L. Ridgley, personal 

communication, February 23, 2012).  Ethical approval was obtained from the Education and 

Nursing Research Ethics Board (ENREB) at the University of Manitoba (Appendix B).  Two 

minor revisions, one to the recruitment letter and one to the consent form, were also approved by 

the research ethics board (Appendix B).   Once permission from the colleges was obtained, a 
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recruitment e-mail message (Appendix C) was sent out on my behalf by the colleges to RPNs 

and RNs who had identified themselves as working in acute adult mental health settings.  The 

RPNs and RNs who voluntarily contacted me, met the inclusion criteria, and consented to take 

part in the study, were interviewed. 

Data Collection 

 Data were collected through face-to-face, individual interviews.  The interview guide 

(Appendix D) was developed based on a review of the literature (including gaps in the literature, 

such as the place of ethics and the culture of seclusion), my own clinical experience, and 

discussions with my supervisor and thesis committee. Tanner’s (2006) Clinical Judgment Model 

was also used as a framework to inform the interview questions.  In the interview, participants 

were asked questions about their nursing practice in using seclusion, the context of the seclusion 

situation described, the nurses’ reasoning at the time, the actions taken in the situation, and the 

nurses’ thoughts after the experience.  The interpretive descriptive qualitative nature of this study 

design allowed for flexibility in the interview guide and for additional questions to be posed.  As 

the interviews progressed, additional questions were added based on the responses of the first 

few participants and observations recorded in the field notes.  

Each participant was interviewed once, at a time and place of the participants’ 

convenience and choice.  The interviews lasted on average 45 minutes, with a range from 22 

minutes to 81 minutes.  The interviews were audio-taped and transcribed verbatim, nine by me 

and eight by two professional transcriptionists.  Prior to beginning the first interview, 

participants were asked to answer some demographic questions for the purposes of describing 

the sample (Appendix E).  Questions were asked, for example, about the nurses’ age, education, 

and nursing experience. 
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Directly after each interview, detailed field notes (Appendix F) and a brief synopsis of 

the interview were recorded.  In addition, any concerns with the interview questions (e.g., 

wording, order of questions, the need for additional questions) were noted.  A reflective journal 

was also kept.  Thorne (2008) suggests that regular self-inquiry through examination and 

dissection of thoughts, can help the researcher understand where curiosity as a researcher is 

dominant and where some elements of knowledge as a clinician are dominant.  This allowed me 

to maintain awareness of the individual participants and cases “while seeking to identify 

inductively what [is] common among the experiences of the nurses” (Hunt, 2009, p. 1287). 

Data Analysis 

Data analysis in ID involves inductive reasoning to make sense of the data from a clinical 

perspective through an immersion in the data to search for broad themes or ideas (Thorne, 2008).  

Data collection and analysis occurred concurrently, where I interviewed, transcribed, intensively 

read and reflected upon, and entered participant interviews into the NVivo software in order to 

better manage the data.  Thorne (2008) cautions against coding too narrowly in the early review 

of data and she advocates for an “active process” (p. 147) of on-going critical evaluation of 

categories and possible patterns.  After completion and transcription of the first two interviews, 

my supervisor and I separately conducted a line-by-line analysis and coded these interviews with 

the assistance of NVivo software.  We then met to discuss and agree upon codes to be used in the 

analysis of the remaining transcripts.  As additional transcripts were reviewed, new codes were 

added as needed by either me or my supervisor and then discussed.  Thirty-two separate codes 

were created from the data and from the terminology used in the Clinical Judgment Model 

(Tanner, 2006).  The nurses’ narratives of their decision making for seclusion episodes were 
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coded to the four main aspects described in Tanner’s (2006) model: noticing, interpreting, 

responding, and reflecting.  Other codes were also applied to these narratives as appropriate.   

After all of the transcripts were coded, meetings were held with my supervisor to explore 

grouping the codes into larger categories in order to explore relationships and patterns between 

data sources (Hsieh & Shannon, 2005; Hunt, 2009) and to answer the research questions.  The 

thematic analysis approach outlined by Braun and Clarke (2006) was used to analyze patterns in 

the data and identify themes.  These authors provide a step-by-step approach to thematic 

analysis.  The six steps in the process are: “familiarizing yourself with your data; 2) generating 

initial codes; 3) searching for themes; 4) reviewing the themes; 5) defining and naming themes; 

and 6) producing the report” (Braun & Clarke, 2006, p. 87).  When searching for themes, 

consideration is given to how the various codes may fit together.  This work was carried out by 

both me and my supervisor individually, and then we met to discuss different ways of organizing 

and grouping the categories until themes were agreed upon.  Although interpretation of the data 

may occur indefinitely, the end of ID is a pragmatic one: to reasonably answer the practical 

questions driving the study (Oliver, 2012). 

Rigour 

 As with all research, attention must be paid to ensuring the process is rigorous.  Thorne 

(2008) describes four general principles for quality evaluation in ID: epistemological integrity; 

representative credibility; analytic logic; and interpretive authority.  Epistemological integrity 

has to do with credibility in relation of the fit of the methods with the research questions and a 

case has already been made for the fit between ID and the questions of interest to this study.  

Representative credibility has to do with the sample.  In this study, a varied sample was obtained 

by interviewing RPNs and RNs with varied backgrounds.  The concurrent data collection and 
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analysis allowed for “insights developed during early interviews [to] be incorporated in the 

ongoing data collection” (Hunt, 2009, p. 1287).  Analytic logic involves making explicit the 

researcher’s logic in carrying out the study.  Thorne et al. (1997) recommend the construction of 

an audit trail where the researcher lays out the theoretical assumptions, personal agendas, and 

professional experiences that inform his or her inquiry.  This is achieved through a reflexive 

process and therefore a reflective journal and detailed field notes were kept so that I could 

capture my own understandings and those of the participants.  In addition, all decisions related to 

the study were discussed with my supervisor.  Finally, interpretive authority has to do with 

trustworthiness, that is to say, revealing knowledge about the clinical experience as related by the 

participants.  To promote trustworthiness, data analysis involved an on-going process of 

discussion with my supervisor as interviews were completed and transcripts reviewed to ensure 

rigor in the analysis process.  In addition, illustrative quotations from the interviews have been 

included in this document so that readers can assess the consistency between my interpretations 

and the data examples (Thorne et al., 2004). 

Knowledge Translation 

Participants were informed that the results of this study are anticipated to be shared with 

others in the following ways: published thesis on the University of Manitoba electronic 

repository of theses called M space, a published article, a poster or presentation at mental health 

nursing conferences, and as a thesis presentation.  A summary of the results was provided to the 

participants upon completion of the thesis.  Participants were given a choice of mechanisms (e.g., 

mail, email) by which to receive a summary. 
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Ethical Considerations 

Ethics approval was sought from the University of Manitoba Fort Garry Campus 

Education and Nursing Research Ethics Board (Appendix B).  The study was designed with 

attention to the core principles expressed in the The Tri-Council Policy Statement: Ethical 

Conduct for Research Involving Humans (TCPS) (Canadian Institutes of Health Research 

(CIHR), Natural Sciences and Engineering Research Council of Canada (NSERC), and Social 

Sciences and Humanities Research Council of Canada (SSHRC), 2010).  Those principles are: 

respect for persons, concern for welfare, and justice.  The following discussion sets out how this 

study adhered to the TCPS. 

Respect for persons, the first core principle of the TCPS, includes honouring a person’s 

autonomy and protecting those with developing, impaired, or diminished autonomy (CIHR, 

NSERC, SSHRC, 2010).  This study sought registered psychiatric nurse and registered nurse 

volunteers who are governed by their respective legislation and by virtue of their legislation are 

not considered to have developing, impaired, or diminished autonomy.  These nurses however 

were afforded the right of autonomy through a consent process that was free from coercion, and 

was informed and ongoing (CIHR, NSERC, SSHRC, 2010).  Participant selection included direct 

care mental health nurses who may, at times, use seclusion while caring for hospitalized 

psychiatric patients.  Nurses were interviewed since it is typically nurses who make the decision 

to seclude patients (Happell & Harrow, 2010; Larue et al., 2010).  Access to mental health nurses 

was obtained from the College of Registered Psychiatric Nurses (CRPNM) and the College of 

Registered Nurses of Manitoba (CRNM). 

Each participant was provided with a consent form (see Appendix G) and an opportunity 

to ask questions about the study.  Permission was obtained part-way through the data collection 
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to have a professional transcriptionist transcribe the interviews (see Appendices H, I, and J).  

Information was provided on the “purpose of the research, what it entails, and its foreseeable 

risks and potential benefits, both to the participant and to others” (CIHR, NSERC, SSHRC, 

2010, p. 9).  Potential participants were supplied with information so they could make a free, 

informed, and ongoing decision to consent to participation.  The purpose of this study was shared 

as exploring the place of ethics in nurses’ judgments to use seclusion on patients in mental health 

facilities.  The significance to nursing knowledge was outlined as a way of gaining a better 

understanding of the place of ethics in mental health nurses’ decisions about seclusion to change 

the education, clinical practice, and future research related to seclusion.  Information on the 

foreseeable risks of participating in the study could include feeling uncomfortable with the 

possibility that their use of seclusion was under scrutiny.  Participants were encouraged to ask 

the researcher to stop if they felt uncomfortable with a question and the options to discuss it with 

the researcher, omit their response from the interview, stop the interview, or withdraw from the 

interview were provided.   

Participants were informed of the length of time involved in participating in the study as 

taking approximately 60 minutes for interview one and 30 to 60 minutes for a second, optional, 

interview if a participant’s comments required clarification.  Interviews were conducted at a time 

and place of the participants’ convenience and choice.  Participation in this study may have 

caused some inconvenience to participants, including the time it took to be interviewed and 

complete the demographic survey. 

“The welfare of a person is the quality of that person’s experience of life in all its 

aspects” (CIHR, NSERC, SSHRC, 2010, p. 9).  Concern for welfare, the second core principle of 

the TCPS, includes the privacy and control of information that the participants had in this study 
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through the free, informed, and ongoing consent process.  Participants were provided with 

sufficient information to understand the risks and benefits of participating in the study.  The 

participants were not exposed to unnecessary risks.  They were informed that they could 

withdraw at any time without any consequences or any explanation.  It was also made clear that 

if a participant withdrew from the study, his/her data would not be used and would be destroyed.   

The confidentiality of the participants was safeguarded.  Data collection and analysis 

included assigning an alphanumeric code to each participant’s data (e.g., A01, A02) and the key 

to the code was kept in a secure place (i.e., a locked cabinet) away from the data set.  Data 

analysis included entry of participant interviews into the NVivo software.  Data was stored in a 

locked drawer in a secure office (i.e., transcripts and audio-recordings) and on a password-

protected computer and will be destroyed five years following the defense and publication of the 

thesis.  The only people who had access to the data were me, my supervisor, and my thesis 

committee.  Participants were informed that the results of this study are anticipated to be shared 

with others in the following ways: published thesis on the University of Manitoba electronic 

repository of theses called M space, a published article, a poster or presentation at mental health 

nursing conferences, and as a thesis presentation.  A summary of the results was provided to the 

participants upon completion of the thesis.  Participants were given a choice of mechanisms (e.g., 

mail, email) by which to receive a summary. 

The third principle of the TCPS, justice, refers to treating people fairly and equitably.  

This study was “based on inclusion criteria that are justified by the research question” (CIHR, 

NSERC, SSHRC, 2010, p. 11).  “An important threat to Justice is the imbalance of power that 

may exist in the relationship between researcher and participant” (CIHR, NSERC, SSHRC, 

2010, p. 11).  The researcher acknowledged the potential for conflict of interest where some 



ETHICS AND SECLUSION                                                                                           48 

  

nurses may believe there is an imbalance of power due to the researcher’s current and past roles 

as a mental health nursing colleague.  The researcher’s roles include being a registered 

psychiatric nurse working on acute mental health units in the city of Winnipeg or in her current 

role as clinical nurse specialist in a large tertiary hospital.  The researcher does not currently 

have supervisory duties or powers over nurses.  To mitigate this threat to justice, participants 

were recruited via the nursing colleges so as to allow potential participants to freely consider 

participation in the study.  Participants may also have been recruited by word of mouth from 

nurses who participated in the study or had knowledge of the study.  Interested potential 

participants were reminded that the researcher will not use any information gathered in the 

course of the study for other purposes, for example, career advancement or demotion. 
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Chapter 4: Findings 

 This chapter presents the findings of this interpretive description study exploring the 

place of ethics in the clinical judgment of nurses when deciding to use seclusion.  Following the 

description of the nurses who participated in the study, an exploration of the seclusion events 

discussed by the nurses is provided.  The findings as they relate to the three research questions 

are then presented.    

Description of Participants 

The sample consisted of 17 nurses, 9 RPNs and 8 RNs, who worked in Winnipeg on 

acute mental health units.  Ten possessed a bachelor degree in psychiatric nursing or nursing, 

with four having additional post-secondary education, and seven were diploma-prepared 

registered psychiatric nurses or registered nurses.  The mean number of years of mental health 

nursing experience was 17.5 years, ranging between 2 years to over 30 years of experience.  Four 

RNs also had non-mental health experience, ranging between 4-13 years.  The average age of the 

nurses was 44 years old.  The sample consisted of 13 women and 4 men.  All of the nurses 

participating in this study indicated they had specialized training on seclusion. 

Experiences with the Use of Seclusion 

Research question one queried mental health nurses’ experiences with the use of 

seclusion in inpatient mental health settings.  All of the nurses shared their experiences with 

seclusion in a general sense and mentioned one or more specific examples of a time when a 

decision was made to seclude a patient.  Specific seclusion episodes were shared by nurses in 

response to various questions during the interview and nurses were asked to categorize them as 

being typical or atypical cases.  The decision regarding what constituted typical was left to the 

nurses and they described why they thought the seclusion episode was typical or atypical.  
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Overall, 45 seclusion episodes were described, with six nurses describing 1 episode, five 

describing 2 episodes, one describing 3 episodes, two describing 4 episodes, two describing 5 

episodes, and one referred briefly to 8 episodes. Of the 45 episodes, nurses categorized 15 as 

being typical cases of seclusion and 30 as atypical.  The typical cases were considered as such 

because the patient’s behaviour was escalating and that patient’s aggression posed a risk of harm 

to self or others, as illustrated in the two excerpts that follow. 

I guess in general, when I’m using seclusion, it’s usually because there’s been like a 

physical outburst where there’s a safety risk for the patient or somebody else. (Nurse [N] 

3) 

And we decided as a group at that point, that unless we were able to have him settle with 

verbal direction, that he was going to need to go into a more restrictive environment so 

he couldn’t hurt himself or other people. (N17) 

One nurse identified that one example of a typical seclusion episode involved the practice 

of placing newly admitted patients into seclusion if the emergency department reported the 

patient had been violent. 

Well, we used to get a call from Emerg., somebody’s brought in by the police, they’ve 

been tasered, this, that and the other thing.  They’re rip-roaring angry about being 

admitted and so we would get the seclusion room ready.  And we would actually, when 

the patient would come on the ward, having got that report, we would literally admit 

them into the seclusion room, and lock them in there for a period of time, whatever that 

might be.  So that was sort of our standard practice, with potentially agitated, angry, 

violent individuals. (N11) 



ETHICS AND SECLUSION                                                                                           51 

  

This episode was considered typical because it involved a practice approach of placing a newly 

admitted patient into seclusion based on the admission referral source and not the nurse’s 

assessment.  Another nurse also talked about how this was common practice on his unit but that 

he chose not to follow the practice without assessing the patient himself to determine the need 

for seclusion.   

The seclusion episodes categorized as atypical included ones that involved a significant 

event like a staff member being hurt, a staff member being unintentionally locked in the 

seclusion room with the patient, or a patient being carried to the seclusion room.  Four nurses, 

however, reflected that it was not unusual for staff and patients to be injured during a seclusion 

event, as illustrated in these excerpts:  

Yeah, that was completely bizarre but it wasn’t really unusual for someone to get hurt in 

the process…as the cause of the seclusion episode or in the course of the seclusion 

episode, it wasn’t that unusual… [S]ometimes it’s that someone has been injured, but 

more often than[not] it’s in the - in the process of seclusion because it’s more like all bets 

are off depending on how it’s going… [S]o if you feel ganged up on then you are more 

likely to fight back…it’s what I’ve seen. (N1) 

If it was an incident where somebody didn't get hurt, that was kind of interpreted as a, 

“Ohhh, that was a good one”. Because nobody got hurt… a lot of times it was, honestly, 

it was staff.  I would say maybe some were staff getting physically hurt, I wouldn’t say, 

no, it didn’t happen every time, obviously. (N5) 

Four nurses described atypical seclusions as being ones where the patient’s medical or 

psychiatric condition was impairing his/her judgment and so the patient had to be secluded to 

maintain dignity and privacy and prevent other patients from being physically or psychologically 



ETHICS AND SECLUSION                                                                                           52 

  

harmed.  Examples were given of patients who had a delirium and were disrobing in public or 

intrusive into others’ personal space.  For example, one nurse described the following: 

I can remember one time secluding somebody who was delirious, and the decisions I 

made around that were because the person was confused of course with delirium, was 

wandering into other people’s rooms.  That in itself did not make the decision to seclude 

the person, but they unfortunately were stripping and would not keep their clothes on.  So 

at that point it was like how can we protect this person’s privacy because they are 

delirious?  And when they aren’t delirious anymore they realized what was happening, 

how would that impact them at that point? (N10) 

 Nurses described a change over time in the use of seclusion and identified that they 

developed confidence in dealing with escalating patients and seclusion.  The concept of 

confidence was touched on by 11 nurses who spoke of how their personal confidence had grown 

over time regarding their ability to advocate for their patients and to clinically assess their 

patients with regards to the need for seclusion.  The nurses described, as they gained experience, 

relying less on their co-workers to validate their assessments, being able to differentiate between 

a need to seclude or not seclude, and being certain that a decision to not seclude was the correct 

one, as described in the two excerpts that follow. 

Well, when you first start your career you tend to follow the pack, you know.  And so you 

do what your more experienced peers do.  And you’ll often ask them for guidance and 

then you’ll follow their direction. Or you’ll learn by watching.  But over time you sort of 

have to develop your own approach and you come to realize what you feel, what your 

own comfort level is with seclusion and using seclusion rooms.  And so, over time I have 

become, I think, more and more lenient and more, and more sort of tolerant of behaviors 



ETHICS AND SECLUSION                                                                                           53 

  

that may have warranted seclusion in my mind in the past.  And so time and experience 

and confidence.  Really a lot of it has to do with confidence that you’re not going to be 

judged negatively if you make a decision.  And even if you are, then you’re able to handle 

it, you’re able to cope, you know, to deal with opposition from other staff. (N 6) 

I’m more confident in a situation where I think seclusion may or may not be required -- 

in making that decision and putting together a plan, and executing that plan, should 

things start to go downhill with that patient.  In the past I would say that, (pause) being 

new and not having experienced any seclusions in my training process, that you just kind 

of rely on the other people’s assessments and opinions.  So I think that they should be 

secluded, and you’re like “Okay, okay, let’s go, you know”, and so you do that, and 

you’re not actively contributing your own assessment to that decision making process.  

And that has certainly changed for me.  (N8) 

 The perception that seclusion was used less frequently than when they had first started 

working as mental health nurses was discussed by 11 nurses.  They described that there had been 

changes in the way staff members dealt with seclusions because of education on alternatives to 

seclusion, ways of dealing with a patient’s escalating behaviour, and ways of dealing with the 

process of seclusion events.  One nurse stated: 

So early on in my years of being on that unit, I would say that maybe people went to 

seclusion a little bit quicker than by the time I left that unit. It was something that was 

not, it was certainly not a first, second, third, or fourth choice any more. It had, in a good 

way, flipped down the ladder. The practice really became last resort. And so there was -- 

what are all the various things we can do before seclusion? And if we have to get there, 

and if that ends up being something that we need to use, how can we do that in the safest 
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way possible? So lots of education … about how to do that safely, how to physically do it 

safely, what you need to be thinking about in terms of a team, what you need to be 

thinking about after the seclusion, how you connect with one another, how do you 

debrief, how do you debrief with the patient? And really looking at that practice in a way 

that I don’t think was being looked at when I first started on that unit. (N13) 

 One nurse described seeing an increase in the use of seclusion, stemming from the culture 

of the unit. 

In the last few years, and this was just my perception, I’ve noticed that people tend to use 

it, sometimes I feel as a punishment.  And not only when the person can cause harm to 

themselves or others. You know, I mean there are times where decreasing the stimulation 

as well, that you can use seclusion.  But I just find that people, but I’m being general 

here, are using seclusion probably more often than they should lately…I’m saying there 

are cultures on the ward, with new people coming on, even though they may know what 

needs to be done, if the culture is: it’s ok to seclude, for lack of a better term, is that new 

person going to balk, going to go against that culture? Unfortunately, I don’t think so.  

So I think the cultures on the wards also have an impact with how much seclusion is 

done. (N10) 

 All of the nurses described trying to avoid using seclusion and using it only after other 

interventions had been attempted and if the patient was going to injure himself/herself or 

somebody else.  For example, one nurse stated: “I try and avoid seclusion period, that’s why I 

try and intervene early” (N10).  When asked, all but one of the nurses refuted that the use of 

seclusion was an expected practice or that part of the work culture was to always seclude or 

seclude early on in a situation where a patient’s behaviour was escalating. One nurse stated: “It 
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wasn’t an expected practice, it was an alternative. It was a tool, but it wasn’t an expected 

practice” (N16). 

 Five nurses specifically articulated their rationale for using seclusion as a last resort 

stating that the patient’s clinical presentation was taken into account when deciding whether 

seclusion would be of benefit to the patient at that moment.  For example, two nurses stated that 

a patient’s self-harming behaviour, where the patient was trying to harm himself/herself or 

attempting suicide, would not be improved by placing the patient in the seclusion room.  Another 

reason for avoiding seclusion was because they felt discomfort in using it due to personal 

experiences and because it restricted a patient’s freedom, as indicated in the excerpt that follows.   

 “Even though, even though I was comfortable with the whole seclusion process, and what 

 needed to be done, I hated doing it, because you were taking that person’s freedom and   

 everything away from them at that moment in time.” (N10) 

One nurse described wanting to avoid seclusion because of experiences that had caused her 

discomfort: 

Because I was in enough situations where people either, because of something that had 

happened in the community or in emerg., came to the unit and went directly into 

seclusion. And I didn’t like that and I felt quite uncomfortable about that. Or because I 

had been in situations where I myself had been the person that said this person needs to 

go into seclusion and it had gone very badly. (N13) 

 To set the stage about clinical judgment and seclusion, nurses were first asked to describe 

a time they had decided to use seclusion, including how the decision was made and what 

happened before, during, and after the seclusion event.  In response to this question, 13 nurses 

discussed specific examples of seclusion, 3 of which were recent and 10 of which were not 
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recent and, in some cases, at the beginning of their careers.  There were four nurses who were 

more general in their response, speaking about seclusion in general terms, and describing 

seclusion use as a last resort when a patient’s behaviour was escalating.  They described 

examples of patient behaviours that could lead to seclusion.  For example, one nurse stated the 

following: 

(big sigh) I can’t, I don’t, it is very difficult to come up with one example.  I was involved 

in seclusion incidents, many, many times, so they kind of in a way sort of blur together in 

my mind…For me the decision to seclude somebody, it would be a very clear threat for 

physical harm….So how would I interpret that?  Like it typically, there would have to be 

a verbal threat, like “I am going to fffffing kill you”. Or it would be somebody’s body 

language that would be very, very threatening, like say coming in my face or going into 

somebody else’s face or like a patient’s, or another staff member’s.… But that, that being 

said, just because somebody has verbally, made a verbal threat, that doesn’t necessarily 

mean I would go right away to a seclusion incident. It would depend on the degree of 

what, of what was being said, and it would also depend on, you know, if it was a repeated 

thing.  I guess that would be the best way to describe it. (N5) 

 In describing their experiences, the 13 nurses who provided specific seclusion examples 

spoke of how they “noticed” by perceiving that there were events leading up to the seclusion, 

how they “interpreted” the situation as one requiring them to respond, and how they “responded” 

and made the decision that seclusion was the appropriate action.  The “reflecting” aspect of the 

clinical judgment model was demonstrated by how the nurses recollected what happened during 

and after the seclusion event.  They reflected on how they assessed the patient’s response to 
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seclusion and afterwards considered the entire seclusion episode and whether it was appropriate.  

For example, one nurse described the rationale for a seclusion episode in the following way: 

Basically, the patient was pretty agitated and not re-directable.  And we tried you know, 

providing options, and direction, and medications, and he was just refusing everything 

and pacing the unit, hitting the walls, so eventually we just had to call security and 

provide that as an option, because he was not following direction. …I guess the decision 

was based on his increasing, getting more agitated and he was kind of unpredictable.  

And we…, for his safety and other patients’ safety, because he went in his room, and then 

he knew we were calling security and then he wrapped something around his neck.  So, 

that was also another reason, because he was basically saying that he can’t keep himself 

safe, so…  (N7). 

 The nurses shared their experiences with seclusion and were willing to categorize 

seclusion events as typical or atypical.  Nurses reflected on their practice of seclusion and while 

some reported that their practice and use of seclusion had always remained low, most felt that 

over time their confidence grew and that seclusion practice changed and its frequency decreased.  

Some reported negative experiences with seclusion and these will be explored further in the 

following sections.  Nurses spoke very respectfully about their patients when relating their 

stories. 

Perceptions of the Factors that Influenced the Judgment to Use Seclusion 

 The second research question looked at mental health nurses’ perceptions of the factors 

that influenced the judgment to seclude a patient.  Nurses shared their experiences with seclusion 

and their rationale for the use of seclusion.  In relating their stories, the notion of “getting it 

right” and finding the balance between seclusion or alternatives in applying interventions became 

evident.  Nurses spoke of the need to balance the needs of patients, nurses, and the unit and the 
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various considerations required by each of these areas.  The following model illustrates how 

patient factors, nurse factors, and unit factors come together to influence the judgment to seclude 

a patient (see Figure 1).  The factors listed below the circles were discussed by the nurses as they 

described their judgment to use seclusion.  The nurses considered the patient’s behaviours, risk 

of harm to self or others, past history, and current mental status.  The nurses described relying on 

their experiences as a nurse, skill, education, philosophy of or attitude toward seclusion, 

assessment of danger, fear and use of therapeutic rapport when deciding to use seclusion.  They 

also described unit factors such as the culture of the unit, who was working on the unit, and 

policies as influencing their decision to seclude. 

 Nurses spoke of a need to balance the safety and risk of harm for everyone on the unit 

and this influenced their decision to seclude.  Accompanying the issue of safety and harm was an 

appraisal of the factors that would lead to seclusion, for example, a patient throwing furniture, 

and how at times fear, from both the patient and the staff, also entered into the equation.  In 

reading the narratives it became evident that an underlying current of trust was central to their 

work, where nurses discussed how they needed to trust their clinical judgment, the patient, and 

the team in order to make the decision regarding whether or not to use seclusion.  One nurse 

stated:  

We secluded many times.  And most of the time we secluded for patients or if the milieu 

was not safe.  So if a patient became agitated, very threatening verbally, that was an 

automatic decision…it was automatic reflex that we would seclude for that behavior so 

that you could keep the ward safe. We always had staff available.  With some staff that I 

worked with we knew exactly how to, because we knew each other very well, some of the 

team members, we knew right away if this was happening, we would look at each other 
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and we would say “Okay, let’s go seclude because this person’s becoming agitated”.  

And we would have the reinforcement that we would need, extra staff, and then we would 

ask the patient to go. (N14) 

Figure 1. Factors influencing judgment to use seclusion 
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 Patient Factors. 

 The nurses described that their judgment to use seclusion was influenced by the patient’s 

behaviours, risk to cause harm, past history, and current mental status.  A variety of patient 

behaviours that indicated a person was agitated or escalating were described: pacing, yelling, 

screaming, throwing things, not listening to directions, damaging the environment, getting into 

other people’s personal space, verbal or physical threats, unpredictable behaviour, and irregular 

breathing.  Nurses also evaluated the risk of harm posed by the patient to the patient, other 

patients, and to the staff.  Some nurses also described trying to understand the cause or trigger 

for the escalating behaviour, as illustrated in the comments of one nurse: 

I can think of somebody who was agitated, and it was unexpected and I was unable to 

ascertain why, what was going on.  Was throwing chairs and getting physically 

disruptive on the unit.  And at that instance, I had to call a code and put them into 

seclusion.…safety concern.... Well, at that point, the person was throwing furniture 

around so the safety of other patients and the staff.  But ultimately I didn’t know where it 

was going to go from there.  So for that person’s safety, too. (N3) 

 The patient’s history of violence was also assessed as a factor in the decision to use 

seclusion.  The history of violence was considered as a predictor for future potential violence to 

gauge what interventions should be used.  This patient factor is also related to the notion of 

knowing a patient, which will be described more fully in the next section, and knowing how the 

patient will react to a given intervention.  Being mindful of a history of violence was important 

to nurses in their consideration of seclusion, as described the following two excerpts: 

I mean obviously, if somebody has a history of violence and that predisposes them to 

being or makes them more likely to be violent again.  It’s just the fact, and so you need to 
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keep that into consideration when you’re considering whether or not to seclude 

somebody. (N5) 

Okay, there was one time again, it was a woman who was in … It was the evening shift, 

she had been in her room due to threatening behaviour, so she kept getting time outs in 

her room because she was threatening and agitated and upset.  And she did have a 

history of violence, so myself and the other staff were debating if she actually should be 

going to seclusion or should she be going back to her room. (N1) 

 One nurse described the complexity of assessing for a risk of current violence based on 

limited information about a previous history of violence coupled with a lack of knowledge about 

the patient and the patient’s reaction to various treatments like medication. 

Often times, at least in my experience, the people that would end up in seclusion were, 

not always, but often, people that we didn’t know very well, so they were brand new 

admissions.  We didn’t know a lot about them. They had come in through emerg.  They 

had this really, you know, either brief history or this really dramatic history in the 

emergency department where they had been really violent or there was some story in the 

community, but beyond that we didn’t know a lot about them.  And that often times they 

would have gotten perhaps medications in emerg., and now we medicated them again, 

and now we’ve put them in this room and we’ve locked the door.  And so I was always 

worried that, you know, what if we’ve overmedicated them?  Are we going to know?  Are 

we going to be able to act quickly enough?  I always worried about the worst case 

scenario.  I worried about things like rhabdomyolysis, like I just was always—I didn’t 

like them being in that room. (N13) 
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The patient’s mental status was also taken into account to help determine if seclusion 

would be helpful in dealing with a patient’s escalating behaviour.  For example, an absence in 

the patient’s ability to follow directions and think rationally due to delirium or psychosis was 

used to determine the need for seclusion.  As described in the previous section, four nurses 

described needing to use seclusion because of a patient’s mental status due to delirium or 

impaired judgment and the need to protect both the patient and the other patients on the unit.  

One nurse described her assessment of a situation which ended up in a seclusion episode as 

follows: 

Well because even with one patient, let’s say, who is very, has no insight, very, very 

delusional and paranoid, disorganized and energized and sped up, and doesn’t want to 

be in hospital, doesn’t see why he needs to be here, or why he needs to take medication.  

And he was freaking out, basically because he was just so angry with being here, and 

then angry because he couldn’t go outside.  So he’d just blow, verbally.  And then it’s the 

interaction with the co-patients because a lot of times co-patients don’t get along.  And so 

he started threatening the co-patient and we were thinking it is quite serious because he 

came in saying, “Gonna kill em”.  And you could see that he wanted to and he could.  

And threatening doctors and his parents for bringing him here, and basically everyone.  

And just progressively escalating.  But even at that point, I still try not to seclude people 

or patients.  I don’t know, like I just, I would try room rest, I would try just, “Come for a 

walk, or let’s just talk or maybe try this medication.” (N4) 

The patient factors involved in the judgment to use seclusion include patient behaviours, 

risk of harm, past history of aggression, and their current mental status.  These factors are not 
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considered in isolation, but rather as one part of a larger assessment by the nurse.  The next 

section will describe the nurse factors involved in the judgement to use seclusion. 

 Nurse Factors. 

Nurses described how their experiences, skills, education, philosophy and attitude 

towards seclusion, assessment of danger, fear, and use of therapeutic rapport affected their 

decision to seclude.  All of the nurses described having experience with the use of seclusion and 

they believed it was usually used as a last resort.  They spoke about how education had increased 

the awareness of how seclusion can impact patients and how the physical practice of seclusion 

had changed.  Nurses described their clinical judgment in secluding patients and shared that 

while each situation was unique it depended on other factors, including the nurses’ experience 

with current or prior events. 

There’s no kind of algorithm for how I would handle that.  It would depend on this 

person, it would depend on the situation, it would depend on if I went up to them and I 

knew that would be more agitating, then I wouldn’t, and so….That’s how you get to know 

patients, and that’s when you, that’s when clinical judgment comes in.  And so if it was a 

patient I just met, I wouldn’t know that, so I would try my best based on the 

moment…But, but if you have a patient who’s been on your unit for six months and you 

know what makes them tick, then you don’t react, you may, your reaction’s going to be a 

bit different, based on how you know they react. (N9) 

Nurses assessed for danger by examining their experiences, education, and fear along 

with patient factors like the ones discussed above.  How the nurses defined danger is complex 

and there was variation in the definition.  For example, one nurse described danger to others as: 

 “…harming others, just if they’re reacting to someone because they’re responding 
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 to hallucinations or delusions about other individuals, they may react to that delusion 

 and their reaction may be a physical response to another person.” (N6) 

Two other nurses described this in terms of imminent danger: 

And a danger to others, I think is when somebody is actively aggressive to more violent 

towards another individual and in the actual act of behavior of doing something.  So not 

threats of violence, but actual violent behavior to others.  They have the method, mode, 

and means to carry out what they’re going to do.  And they’re going to do it in the next 

several minutes.  That would be my definition, and I’m probably wrong.  It has to be 

immediate. (N11) 

Imminent danger means that the individual, like you, the recipient of the anger and the 

wrath and whatever, that there is reason to believe that if the situation continues, that 

you will be physically harmed in a significant way or killed.  So it’s…Yes, like it’s not just 

the patient slapped you in the face.  I mean that’s not a good thing, but it’s, you’re not 

going to be severely harmed from that. (N12) 

 The skills related to the judgment to use seclusion involved how a nurse would respond 

to a patient’s behaviour and his or her ability to notice early on when a patient was escalating.  

The ability to respond to a patient’s escalating behaviour was described by all of the nurses as 

offering choices and options to the patient in two ways: one, as an attempt to avoid seclusion, 

and the other, during seclusion as a way of providing the patient some degree of control.  For 

example, providing the patient pro re nata (p.r.n.) medications, redirecting them to another 

activity or area, and spending time with the patient were given as options to the patient.  The two 

excerpts that follow illustrate this. 
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Probably most of the incidents where seclusion’s an option end up that way.  Probably 

most of the times we would seclude someone, first we would always offer that, so 

probably the majority of people do go with the option of, of finding that they’re able to go 

to their room and calm down and take a medication to help them calm down.  We usually 

would always offer the p.r.n.[to] help them before it gets to that point.  But if it’s 

someone that’s just agitated, agitated around the ward, we would always try and get 

them to go to a quiet place and settle down because seclusion is like not an option we like 

to have to use, right? (N17) 

I can think of several examples of that.  Basically it looks like the patient is… Out of 

control either you know potential violence, potential for AWOL [absent without official 

leave], you know… aggressive to other patients or whatever.  And, you know, and spend 

time with them, assess them, get the meds they might need, negotiate with them, explain 

that these are the choices and if they work with us we won’t use seclusion.  Rarely does 

the patient agree to have seclusion, but I have seen it, but it is rare.  And so… Always, 

it’s like what can we do instead?  And sometimes you can negotiate with the patient, 

telling them that this might be the means we have to use with them, but what else can we 

do to help the person get the equilibrium back? (N2) 

Nurses were also asked to talk about a day when there was no seclusion.  Although most 

of them were not certain that a state of no seclusion would ever be possible due to extreme cases 

of violence, all of the nurses spoke about the need to be skilled in offering choices and 

alternatives to seclusion.  Nurses talked about skills such as knowing their patients, strategies 

that included spending time with patients and using therapeutic doses of medication, more 

activities on the unit, and having more staff, as illustrated by the excerpts that follow. 
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It would be no seclusion rooms.  So, you wouldn’t have an option. You would have to use 

and you- you would have to know what’s going on with your patients, and engage with 

them and know where they’re at and utilize medication if necessary and, you know. 

Because it wouldn’t be an option, it just—it’s not there.  The room isn’t there, so …. 

(N15) 

I did a lot of reading about how hospitals were coping without [seclusion].  It reminded 

me of when we were introducing no smoking on the unit.  And we thought that, no it’ll be 

terrible and it’s just not been the case; and it’s the same thing with getting rid of 

seclusion.  People say it’s not going to work and all these terrible things are going to 

happen.  But if you read the literature… But it seems that what the difference is that they 

prepare for it.  And they have, you know, alternative ways to help the patient deal with 

the crisis and … hopefully enough staff to help them to be able to spend the time with 

them and that the rest of the unit is okay while you focus on that one particular patient.  

But anything that I read, any of the hospitals that made the move to no seclusion, were 

having successes, the patients were doing better than when the seclusion was in 

place….And… I think what it means is that we need to, that if we don’t have the skills, we 

need to build the skills so we know how to help the patient who is out of control.  You 

know?  And I do think seclusion, for some people, does make it worse, it re-traumatizes 

them… You know, patients who set themselves up to have that experience as part of a self 

abuse; I think that we saw that many times.  It doesn’t have a place in a hospital.  That’s 

like incarceration. (N2) 

 All of the nurses noted on their demographic questionnaire having received specialized 

training in code whites and seclusion.  Eleven nurses spoke about how this education assisted 
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them in assessing patients in terms of the need for seclusion and the actual practice of seclusion.  

New knowledge increased their understanding of options, the importance of debriefing with the 

team and patient following a seclusion event, violence prediction tools to assess the risk for 

violence, the need to provide information about seclusion to the patient, and the benefits of using 

seclusion for the shortest duration possible.  One nurse described that the practice of seclusion 

had changed over time: 

Well, I think that what we’ve probably done on the ward is, it’s become more, I think it’s 

become shorter.  Like the duration of people staying in a seclusion room is shorter now 

than when I started practice.  Because we used to put people in seclusion and they would 

remain in there for an indefinite period of time.  And we didn’t necessarily, at the time, 

we didn’t necessarily communicate exactly what we expected: “We expect you to be 

settled for one hour and then we’ll talk about what we need to do to get you out of there”. 

You know what I mean?   It’s more specific now, it’s more interacting with the patient 

around our expectation and when they’re ready to come out, than just letting them like 

sleep in there for a whole day.  Like if they were medicated and they fell asleep, you 

would just leave them.  But if we’ve already like negotiated with them and told them, if 

you remain settled for one hour, we will come in and offer you to go to your room, then 

we would do that, right?  We would go in after an hour if they were settled.  And, and if 

they were settled means not banging on the walls, not punching the window, not 

screaming or jumping up and down in sec—like they’d have to be basically sitting or 

lying on the bed, looking like they were settled, that’s what...  And we also would tend to 

intervene verbally with them while they’re in seclusion more than we used to in the past, I 

would say. (N17) 
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 Nurses’ philosophy and attitude towards seclusion also factored into their judgment to 

use seclusion.  As previously discussed, all of the nurses described using seclusion as a last resort 

and if a person was a danger to themselves or others.  Confidence was discussed by 11 of the 

nurses, and how this growth in confidence had assisted them in assessing patients in using 

seclusion.  One nurse stated: 

I try and avoid seclusion period, that’s why I try and intervene early.  It can… I kind of 

see when some things aren’t going right with somebody, i.e., pacing or change in their 

behavior or facial expression.  So you might want to go and talk to them, to see how 

things are.  And if they need anything at that moment and hopefully that’ll stop, if the 

person’s going to escalate.  Of course if they don’t want you or push you away, you have 

to, I observe, to see are things getting better or things getting worse?  You know and give 

them their space, but be monitoring them and at some point, if they are getting worse, to 

go in again and try and talk to them, offer medications, intervene in order to stop them 

from becoming really agitated. (N10) 

The concept of fear was discussed by nine participants as a factor in determining whether 

seclusion was used.  Some participants talked about their own fear helping them determine the 

risk of harm and danger that a patient’s behaviour posed, while others talked about how fear in 

their co-workers may lead to seclusion earlier because they are following their fear and not 

necessarily trying other interventions prior to seclusion.  This is illustrated in the two excerpts 

that follow:   

Well, I would consider if the patient, what the patient is saying.  If they’re verbally 

stating that they’re going to go after one of the staff, for sure, that’s a concern.  Or if 

they’d say that they go after some patients, and sometimes they would clearly say that.  
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Other times they wouldn’t say anything, but I can’t read their minds, and at that time, my 

thought was we just have to make sure that the unit is safe.  For my own safety, staff’s 

safety, everybody’s safety, including my own.  I’m afraid too.  I was afraid too, there’s no 

doubt.  I think sometimes if you’re not afraid there’s something wrong.  I think it’s 

normal to be afraid of somebody who’s overbearing, screaming, yelling, threatening, 

threatening with their hands gesturing.  It’s kind of scary.  So… (N14) 

Some people will be more likely to seclude because of somebody’s history of violence 

because they’re afraid.  And so it’s a fear based reaction and they’re trying to prevent 

being injured or prevent other people from being injured and so they decide to, what they 

feel like they’re being pro-active when they seclude that individual.  But they’re actually, 

potentially exposing people to harm because if you have a history of violence, that 

probably means you’re not too shabby at it.  So, right, and you’re not afraid necessarily 

of other people, right?  I mean most people don’t become violent, like physically violent, 

when they’re agitated, the great majority, no matter how agitated they may seem.  But the 

ones who have a history of violence are more likely to, so, in some respects, you need to 

be more careful and perhaps less likely to seclude those individuals than the other ones.  

That depends on how you look at it, I guess. (N6) 

The concepts of therapeutic rapport, therapeutic use of self, and the therapeutic relationship were 

discussed by 12 of the nurses as being factors in deciding to use seclusion.  These nurses 

described these concepts as knowing the patient by spending time with the patient, using 

alternatives to seclusion, providing choices and options, and considering how the patient will 

respond to various interventions.  One participant had commented how it was important to 

consider whether secluding a patient would negatively impact the therapeutic relationship.  
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Empathy was central to establishing a therapeutic rapport with a patient and the notion of 

therapeutic use of self.  The two excerpts that follow illustrate the importance of this rapport. 

Therapeutic alliance is, from my perspective, is the patient knowing that, that they, for 

the most part, are still going to be in control of most things in their life?  And I’m there to 

try and sort of help them reach the goal that they want, when they come into a hospital. 

And do so in an empathetic sort of compassionate way that you would want to be treated 

yourself…. I want to know what makes them happy.  I want to know when did you really 

enjoy life, and what were you doing at that time?  And how can you get back to that 

place, and what’s important to them?  And like, employment is important to some people, 

and other people it’s totally unimportant.  Family is important, others it’s unimportant.  

And so just, I get to know them on a human level and share in their success and their 

sadness too. (N11) 

I, for example, always kind of put myself in the equation.  If I was the person who needed 

to be secluded, how would I want to be treated?  What would I want somebody to do, or 

wouldn’t want somebody to do?  And kind of the least, the least restrictive possible, in 

order to get the ends met.  To me you need to look at absolutely everything, and…I 

would, well, when something was bothering me, I would like for somebody to approach 

me.  And be talked to or offered certain things or be given some guidance of what else I 

could try.  If it was beyond that point I would like to become informed, you know, what 

was going to happen, what my options again to work, cause there still are some options, 

like walking there, or being escorted there physically, your medication options, I would 

like that.  I would like to be told, you know, what is happening, how long, or what needs 

to be done in order for me not to be secluded anymore?  So, that I still feel like I’m part 
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of the whole process, even though the options for you participating are few.  Does that 

make sense? (N10) 

 One nurse commented on how therapeutic use of self involved a cognitive and emotional, 

yet rewarding, element to the nursing care involved in de-escalating a patient. 

 It’s emotionally draining because… because what your first instinct is to… If they’re so   

 agitated like that you want to put them in a room, or send them to their room.  That’s the   

 first instinct that you’d want to do.  But it’s exhausting because you have to put yourself   

 out there and…be vulnerable.  And you’re vulnerable because you do not have all the   

 answers and you don’t know what is going to be coming up next.  So you have to spend   

 time with the patient while they are upset, angry, crying, screaming, and you’ve got a   

 stay with that patient.  And you’re thinking all the time, what am I going to say next, what 

 am I going to do next?  Because you’ve got a plan, and you’ve got to go along with,   

 according to what the patient is saying.  So it’s an emotional roller coaster in a way.    

 Because you don’t know what’s coming up next.  It’s much easier to seclude them, or give 

 the medication.  It’s much easier, this is more difficult.  But in the end this pays off   

 because you’ve- that patient knows, even when they’re sick, that you’ve helped them   

 through that difficult, difficult period or time in their day, or their life at that time.  And I   

 think that is very rewarding.  After I think putting all the energy and effort at first is very   

 difficult.  It’s draining.  And I guess I’ve seen it, and I’ve been watching, and you’re   

 holding your breath and thinking “okay, what would I say next?”  Because you’re   

 thinking all the time, what would I say, what am I going to say?  So you don’t – because   

 you can easily escalate them with one little word.  So I think that comes with practice and 

 I think it comes with… you’re leaving yourself open as a human being because you’re   
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 talking to another human being who’s really struggling. (N14) 

 Nurses were asked whether they could describe a day without seclusion.  All of the 

nurses felt there may still be a need for seclusion or have alternatives, such as calling the police 

to help intervene in extreme cases.  As previously discussed, in order for seclusion reduction or 

elimination to occur, nurses reported a need for more education and supports, including training 

in alternatives to seclusion and using the psychiatric rehabilitation model/psychosocial recovery 

model and trauma-informed care models.  One nurse described it in the following way: 

 Because I understand that this is the way, there’s a tide, it’s changing, things are 

 changing from when I started nursing to now – the mentality.  And I think the unit I   

 worked on, the mentality was never seclude first, think later.  I think a lot of things that … 

 the mentality of avoiding [seclusion] and that it’s not as therapeutic as maybe we think it   

 is.  I think we always, I feel like that, it’s always kind of how I operated.  I don’t think it’s  

 so out of the blue that this is a big initiative and big thing to talk about. So if there’s ways 

 to improve this, I’m all for being part of it. Right?….If there’s something we’re doing that 

 can change, tell us.  Because I don’t want to do it, I don’t want to hurt anyone, I don’t   

 want to be doing something to put someone in to more distress than, right?  That’s not   

 why I became a nurse, that’s not why I work here.  So if there’s- if we can learn 

 something then great.  But I definitely think that, a piece of it is, no one wants to feel like   

 they did something wrong or bad.  And I think that, there’s a bit of that feeling though,   

 right? I feel, and I’m not saying it’s coming from this or from you or from coming down   

 the pipe.  But I feel like already, when I’ve secluded someone, I felt that that, I felt bad   

 enough, that that happened, and I hope that people don’t feel every time, if they do end   

 up secluding someone that it’s a failure on their part as a nurse. Because I think that   
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 feels pretty bad.  No one comes to work to try to do harm to someone.  So I would just   

 hope that the people don’t feel that way. (N9) 

 Unit Factors. 

The context of the unit also impacts nurses’ judgment to seclude a patient.  All of the 

nurses spoke of working as a team and within a team.  The team was mentioned as a source of 

support when secluding a patient, both in a physical sense where they assisted in placing the 

patient in seclusion and also in the psychological sense that they were available to help make the 

decision to seclude.  For example, one nurse stated: “I think in any seclusion, you know, you 

need to have teamwork, you need to have trust in each other.  And you know what each other’s 

strengths are as well” (N10).  There were 11 nurses who described how their team members 

would at times apply pressure and affect their decision-making.  Twelve nurses described that 

there would be times when debates occurred about whether a patient should be secluded.  A few 

nurses described feeling pressure from other patients to seclude a patient who was acting out. 

There were 10 nurses who described that their decision-making was negated because they were 

following orders of their team members to seclude a patient.  Four participants commented that 

the decision to seclude could be influenced by which team members were present.   

Over my career, um, I would notice that there was a trend depending on who you were 

working with. Where the frequency of when seclusion would come into, as an option.  

And it depended on the staff you were working with.  Because I think there was a reliance 

on some to use seclusion more or less than others, so. (N16) 

The concept of pressure was described by the nurses as feeling pressure to seclude a 

patient and the courage it took to continue with the alternative to seclusion or with their 

assessment.  They spoke of the importance of assessing patients for factors of violence, harm, 
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and mental status impairments.  They also spoke to the ethical tension of using seclusion for 

convenience or ease of the staff. 

Sometimes I’ve seen people want to seclude and I would not be ready to seclude the 

person.  Just because they seem to be more of a pest or, or irritating the nurse, i.e., 

coming to the desk every, every 5 or 10 seconds to ask a question.  “Well let’s just 

seclude them, to get them out of the way”.   And I don’t necessarily think that that’s 

appropriate.  You know, why couldn’t you go talk to the person?  It’s obviously, to me 

would seem like there’s obviously an anxiety around there somewhere.  So let’s try to go 

talk to the person, offer medication, try those things first, rather than “Oh they’re being 

really irritating to me, so let’s just get them out of the way”.  So things like that, that… 

and sometimes people would be willing to talk to you about, about it, other people don’t 

want to discuss, discuss it, so. (N10) 

One nurse described the following pressure by coworkers in the context of a new 

admission arriving to the unit: 

 I manage it by staying calm.  I don’t allow myself to show any anxiety or fear or you 

 know, I don’t react.  I don’t think too harshly or quickly.  I take my time gathering the 

 information.  I take advantage of the opportunity to talk to a patient when there is extra 

 staff available, so if the security staff is available then I’m going to take as much time as I 

 want to do my assessment and determine where I feel that patient is at in terms of their 

 level of agitation, if there is any agitation at all.  And so some people find that annoying 

 because they would like you to immediately put them in seclusion, in case something were 

 to happen.  You know, what if they suddenly get up, and or what if while talking to you 

 they become agitated, then you’ve potentially exacerbated the situation, you know.  They 
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 were sleeping, you could have just put them right in the seclusion room, just put him in 

 and lock the door. That is the approach of many, but I just don’t like doing that, and I get 

 away with it primarily because people, I have enough experience and success when it 

 comes to dealing with agitated patients, that people respect my approach. (N 6) 

The concept of pressure was further supported by the 12 nurses who described debates 

over the most appropriate action in terms of whether or not to seclude.  Many times the debate 

occurred when the nurse was trying to avoid seclusion and was using an alternative intervention.  

For example, one nurse described how a code white emergency code had been called to deal with 

an aggressive individual. The nurse was questioned by the staff who attended the emergency 

code when it was decided that they would not move to seclusion.   

I do recall there was a number of times where we called a code and did not go to 

seclusion.  Staff were there and there would be a lot of mudslinging about being too 

flexible and it’s not helping the person.  We used to get into that kind of bickering back 

and forth….Well, when we made the, we would make a decision not to, no, we’re not 

going to go seclusion right now, they’ve agreed to stay in their room and we’ll sit with 

them and chat or whatever, and then usually on the way out, it’s, you know what?  I 

mean, got the room there, and um, you should be really considering him going… 

because, you know, how many times are you going to call a code?  I mean, we’ve had 

that said more than a couple times. (N16) 

Pressure from co-workers to seclude could also involve situations where the nurses felt 

they had no choice but to follow an order to seclude a patient.  Some nurses felt undermined by 

this pressure and felt that their clinical judgment was not being heard.  One nurse described 
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trying to advocate for a patient to have alternatives to seclusion but that the situation resulted in 

seclusion because of debate and pressure: 

 Well, you’re going against what the group is doing, so you’re pitting one person against 

 each other.  And…that’s a big NO, NO!!  You don’t quote “split”!  You have to stand up 

 to that, and so that can be very, very, very hard, and sometimes you’re just…exhausted, 

 you just go with what the group says.  And…I don’t like it at all! I, it doesn’t feel right, it 

 feels very wrong.  Because…I’m a nurse.  I’m supposed to be protecting somebody’s 

 dignity and their human rights.  And I’m not when I just sort of go with the group. (N5) 

 The concept of uncertainty was discussed by 11 nurses, where uncertainty stemmed from 

the unpredictability of the patient’s behaviour and the fear and assessment of risk of harm 

associated with this.  There was also the uncertainty of knowing how a situation was going to 

play out and so needing to trust in your own judgment as well as in your team that taking a 

course of action was the best choice at that moment.   

 I think it’s kind of interesting that I’m you know, there’s- it’s not super clear.  Because I   

 think even now with the ones that I ended up having to seclude, there was no clear   

 process, there was no, they did A, so I did B and we equaled C.  It was- no situation was   

 the same, every situation was different, every team was different, every process was   

 different.  In the moment, we do as best we can and I’d like to think that that’s how it   

 worked.  And so for the most part, because I don’t, I think I didn’t seclude more people   

 than I had to seclude.  So that was just how your day went.  That was just, it didn’t seem   

 like, yes, I avoided secluding someone today, that was just a normal day.  It was more of   

 a, not as normal if that had to happen. (N 9) 
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The perceptions that influence nurses’ judgment to seclude a patient involved balancing 

the needs of the patient, the unit, and the nurse and factors such as safety, harm, fear, skills, and 

the team.  The importance of knowing a patient by developing a therapeutic rapport with them 

greatly influenced nurses in the use of seclusion.  Nurses weighed their own experiences with 

and attitudes towards seclusion against those of the team and the patient factors to decide on the 

threshold for seclusion (see Figure 2). 

Figure 2. Threshold of seclusion 
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preventing both psychological and physical harm, assessing for danger to the patient, the staff, 

and other patients, and trying to determine the threshold for seclusion.  The theme of the 

importance of knowing for ethical action with seclusion use was evident from how the nurses 

described how they made the decision about whether to use seclusion.  As discussed in a 

previous section, developing rapport and a therapeutic relationship with the patient allowed 

nurses to get to know a patient and build trust in their working relationship with the patient.  

Also important, however, was knowledge of self and of the team one was working with when 

seclusion was being considered.  This next section will begin with a description of how nurses 

described the concept of ethics and the ethical tensions they felt regarding the use of seclusion.  

This will be followed by an examination of the two broad themes identified and conclude with a 

discussion about nurses’ perceptions of seclusion reduction. 

Definition of Ethics 

There was variability in the way nurses described the concept of ethics and how they 

viewed ethics in relation to seclusion.  One nurse described ethics as follows:  “Ethics to me is to 

do no harm or least amount of harm ... even when the action is to shut off the machine that may 

be keeping someone alive” (N16).  Three other nurses shared:  

I ... think ethics is, you know, that’s what I always call like the capital E ethics, and I just 

think about all of the things that happen every single day that are in that ethics realm that 

we don’t call ethics....  So, if I’m talking about putting someone in a room and locking the 

door, there’s all kinds of ethics. (N13) 

Ethics, alright…What does it mean to me, if are you ethical?  Is what you are doing 

going to harm another person in any fashion -- either directly or indirectly? It’s being 

accountable for your practice and how you engage in your position, your job. (N12) 
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“What you ought to do and what you ought not to do”, I believe is the quote…Doing 

right by the patient, protecting the patient’s rights and protecting your rights.  And doing 

the best thing that you can possibly do in a situation, when not necessarily all your 

choices are good. (N8) 

 Two nurses described the importance of having a therapeutic relationship with the patient 

as a way of providing good ethical care.  The notions of empathy, respect, and individualized 

care were identified as being associated with ethics, as the two excerpts that follow illustrate. 

If you’re making decisions in an ethical manner, then that means that to some extent 

you’re doing your best to consider the whole situation.  You’re doing your best to see 

things from the perspective of the patient, putting yourself in their shoes to some extent, 

and basing your decision on complete information, or as much as you can obtain.  And 

not using sort of predetermined rules for secluding somebody,… but taking each situation 

sort of on a case by case basis.  …trying to maintain objectivity… (N6) 

Okay, well first of all, is respect and honour our patients; they are in a vulnerable, 

possibly the most vulnerable state in their lives.  We have a very special power and we 

need to treat them as precious and important and… Recognize what their strengths and 

limitations are to be there to help them to live the best way they can with what the 

situation is.  To help them look at, you know, what’s important to them, help them build 

their sense of values. Probably the most important thing that we do as nurses is to help 

them find hope, build hope. (N2) 

Ethical Tensions 

Nurses were asked to share any ethical tensions they had experienced in their work 

related to seclusion.  Tensions between what the nurses observed and what they thought could 
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have happened were described and these tensions included pressure from the team and patients to 

seclude, uncertainty about risks, seclusion as punishment, and making the right decision.  In 

describing an ethical tension, one nurse stated: 

So, the unit assistant who is very senior felt very strongly that the patient’s behaviour was 

suggestive that seclusion was the only thing that was going to be useful in the situation. I 

didn’t agree.  Um, and I felt like I didn’t do a very good job expressing that I didn’t 

agree.  And because this individual was very influential, there was lots of sort of talk 

about the discu—the situation.  And so we ended up putting the person in seclusion but it 

wasn’t, it wasn’t actually a treatment that I thought was warranted in the circumstances. 

Um, so there wasn’t any issues with the seclusion in that there were no issues putting the 

individual in seclusion in that there was no, you know, extreme agitation or aggression or 

anything like that.  And so it was a fairly uneventful seclusion but it bothered me a great 

deal because I didn’t think it was warranted. (N13) 

The idea of seclusion as punishment was described by five nurses who commented that 

they had observed situations where patients were secluded following interactions with staff 

members who had further escalated the situation.  One of these nurses reflected that it had been 

in the past and that staff training had improved the way staff handled situations. 

On two occasions, seeing situations where I thought that the nurse was actually getting 

the patient more agitated.  And making it ending up requiring seclusion.…  But I was too 

junior at the time to be assertive enough to step in or stop that.  It was almost like they 

just wanted to seclude somebody and just wanted to put the person in seclusion.  So, we 

weren’t being therapeutic as opposed to punitive.  So that was years ago, I don’t see that 

anymore.  I haven’t seen that in years. (N3)  
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Another nurse provided the following comment about punishment: 

So sometimes, like if you’re working on a unit, and then all of a sudden someone decides 

that they’re going to be secluding somebody, I find it bizarre because to me it’s like, 

should be kind of…obvious sign where this person is really, really current safety issue of 

like banging their head against the glass, like that’s happened to me before where 

someone is doing that.  But if it’s just kind of like escalating and I think teams need to 

talk about it versus, I’ve worked in places where like, two people will seclude a patient.  

So really, if [it’s] taking two people, do you really need, and you don’t have security or 

anything, and the person’s settled enough to do that?  To me it’s almost just being 

punitive.  So that person is not that out of control … So it’s just used as a punishment. 

(N7) 

  The notion of “getting it wrong” when seclusion had been used was mentioned by 13 

nurses.  The context of “getting it wrong” ranged widely and was identified as an ethical tension.  

Four nurses described not following policies or protocols, for example, carrying a patient to 

seclusion when it was contraindicated in the protocol or not debriefing with the staff following a 

seclusion episode.  The notion of not intervening early enough was attributed to factors such as 

staff fear, lack of skill and knowledge in intervention techniques, or because of inadequate 

assessment of the patient situation.  For example, one nurse reflected on a seclusion episode and 

stated: “…we probably could have intervened a lot earlier because he was getting agitated. 

Retrospectively, when I look at it…” (N16) 

The converse was also felt to be problematic, when a patient was secluded too quickly 

and before other interventions had been attempted prior to seclusion indicating that the threshold 

to seclude was low and was influenced by the team.  One nurse described it as:  
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The threshold was, in places that I was working, the threshold was pretty low.  And being 

 within culture, I mean you participated as the culture demanded….the threshold was 

 pretty, pretty low.  It was too low, but it was, that was the environment. (N12) 

 The emotional impact of secluding a patient was described by eight nurses as feeling bad 

or wrong and fit with the concept of “getting it wrong”.  For example one nurse reflected on the 

length of seclusions and trying to imagine what that might have felt like for the patient: 

They were very long.  They would be…overnight two days, three days, if somebody 

received acuphase medication.  At that time, we are giving that quite a bit, quite liberally, 

and that’s sedating for up to three days.  It would take at least a day before it would start 

working, or having its desired effect to slow down the patient.  And we would keep them 

in there for up to three days.  And the guys would be sleeping, the patients would be 

sleeping… But they were locked in a room.  And that was totally wrong.  Absolutely 

wrong to do that.  Because they’d wake up and probably be disoriented; first of all, you 

don’t know where you are, you don’t know what day it is, you don’t know if it’s day or 

night because you can’t really tell… That’s awful.  I couldn’t imagine that. (N 14) 

 The notion of power was described by five nurses as being an ethical tension for them 

because they felt that it required them to act in a way that was contrary to how they wanted to act 

towards the patient.  Two nurses spoke of how they had observed staff members using power in a 

paternalistic way to maintain order on the unit and force patients to take medications against 

their will.  One nurse spoke of the tension that nurses had whey they used their power to 

independently make the decision to seclude a patient when all of the elements to reach the 

threshold for seclusion had not been examined.   
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And I often thought that we as nurses had too much power to deprive people of their 

freedom. You know that we could just do that, like one nurse could make a decision to 

and it’s done. It tends to be that it’s your patient, you get to decide and even if you don’t 

have enough experience, even if you have a poor relationship with that patient, maybe 

your bring your own issues into it and… It’s an unhealthy relationship… You have the 

right to decide to seclude them. (N2) 

 One nurse talked about the power that families give the nurses to look after their loved 

ones and how they trust that the nurses will give the best care to the patients.  This nurse stated: 

“They give us incredible power” (N2), when talking about families.  Two nurses spoke about the 

power that nurses had over patients and the importance of not being adversarial and paternalistic 

when getting patients to comply with staff requests.  For example, one nurse described how it 

was paternalistic for the nurse to tell patients to go to their rooms like a parent would tell a child.   

 Another dimension of power was discussed by two nurses who spoke of the power that 

physicians had over a situation in either ordering or refusing to order medications or seclusion 

when the nurse assessed the opposite was needed.  For example, one nurse reflected on a 

situation when nurses had assessed a patient’s behaviour escalating and requested that the 

physician order medication to de-escalate the patient’s behaviour.  The physician had refused and 

the nurse described feeling frustrated because it was going into a weekend and the patient ended 

up needing medications and seclusion.  One nurse contrasted the use of power as being a nurse’s 

responsibility to treat patients with respect and help patients build hope. 

 From the stories nurses told about seclusion use and the ethical tensions that arise when 

contemplating seclusion, two broad themes were evident.  These are:  the complexity of 
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promoting safety and preventing harm; and the importance of knowing for ethical action with 

seclusion use.  Each of these themes will be discussed in some detail. 

The complexity of promoting safety and preventing harm. In all of the interviews, 

nurses identified that they had a duty to maintain the safety of everyone in their work 

environment (e.g., patients, staff members, visitors).  What became apparent as the interviews 

progressed, however, was that promoting and maintaining safety on their units was quite 

complex.  The factors nurses identified as creating complexity around promoting safety included:  

how harm was defined by the individual nurse, including the various types of harm (e.g., 

physical, psychological); how others around the nurse defined harm; whose safety had to be 

considered when contemplating using seclusion; nurses’ past experiences with violence and 

harm; nurses’ confidence in their assessment of risk; and trust of the patient, one’s team, and 

oneself.   

 How the nurses defined harm varied, with no consistent definition emerging from the 

interviews.  Some described it broadly as a risk of harm to self or others while others described it 

more specifically as an imminent danger where there was a risk of significant injury to a person 

or possibly death.  One nurse described imminent risk as: “They have the method, mode, and 

means to carry out what they’re going to do.  And they’re going to do it in the next several 

minutes” (N11).  It was evident from nurses’ stories that the various team members could have 

different assessments of the risk of harm a situation posed and this could cause team conflict or 

tension, as illustrated in this excerpt: 

 I think the first is to seclude or not to seclude.  Because sometimes the tension is there, 

 where some person thinks that the individual needs secluding and you don’t think they 

 need secluding, and so that’s a tension…  Like is it really worth laying your hands on 
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 that person and violating their body, because everybody deems it to be a violation?  Is it 

 really going to meet your therapeutic goal or is there some other way? (N11) 

 The degree of risk of violence was also discussed by nurses who considered the risk for 

imminent danger along with the patient’s psychiatric presentation to determine whether seclusion 

was an appropriate intervention.  Nurses described assessing the congruency of a patient’s verbal 

responses with their behaviours as part of the complex assessment of imminent risk of harm. 

I think that, to me that term is just too vague [danger to self or others], in a sense, 

because it can be interpreted so many different ways.  Like if I said, I’m going to hit you, 

right now, well you could interpret that as a threat, and (pause) well, you could say, well 

I’m going to seclude you because you’ve just threatened me.  Okay, but, I’m not going to 

seclude somebody because they’ve just said I’m going to hit you, there’s got to be more 

to it than that.  Right?  There’s got to…what’s that person’s body language and what 

exactly are they saying?  And there’s degrees of what a person says, it depends how 

vicious it is, like, sometimes it can be pretty darn vicious.  And if somebody is like, you 

throw in some psychosis in there, you throw in delirium, delirium particularly, where 

there really isn’t any, it’s very, (long pause) I don’t know what the word for it is, that’s 

somebody’s… Interviewer: unpredictable?? Participant:  Yeah, and, or, yeah, danger to 

themselves, well, I mean I’ve walked in on people who’ve, you know, they’re tying a sheet  

around their neck or that kind of thing.  But, just because I walk in on somebody’s tying a 

sheet around their neck, doesn’t necessarily mean I am going to seclude them. (N5)  

 In some instances, the nurses described having to weigh out the possible harms and they 

acknowledged this could prove challenging.  This was particularly true given the consequences 

of “getting it wrong” for the patient involved, co-patients, or staff members.  This is effectively 
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illustrated in the comments of one nurse who described the self-reflection that goes on to weigh 

out the possible harms to the patient when considering seclusion use.   

 Well, just that, I mean and again we tend to seclude, I would say, it’s not a quick 

 decision, but it’s usually something that, that we can anticipate as coming but are trying   

 to avoid.  So if we’re getting to that point, I mean you wrestle with it inside yourself.  Is   

 this the best option for the patient?  Am I hurting them more by putting them in there?  Is   

 it horrible to have to get them changed into hospital PJs with 60 people standing in a   

 room?  You-, 60 is a bit of an exaggeration but…  So those are kind of ethical things, you  

 know, giving someone medication against their will, is ethical, is an ethical issue… (N9) 

 As noted above, the nurses’ past experiences also influenced their assessments of risk and 

safety.  One nurse described witnessing staff and patients being injured during the seclusion 

process and feeling frustrated and compelled to look at alternatives to seclusion.  This nurse 

referred to the fact that there was a lack of evidence to support seclusion: 

 I think probably more just competence… in my confidence, that, you know, I don’t really   

 give a crap anymore about for the friggin evidence, there’s no evidence to say…[that   

 seclusion was effective]… I mean (big sigh) and I saw it in action.  I saw people getting   

 hurt while they’re being secluded.  And so for me, something is wrong here.  We have got 

 to be doing something wrong so we need to try something different… Interviewer: And   

 would the patient become injured in that process? Participant:  Not a lot of times,   

 surprisingly, but yes, you know when you say injured, okay well, physically injured but   

 emotionally, that’s a whole different story.  Interviewer: So when you say that, do you   

 mean that you think that patients are emotionally injured when they are secluded?    

 Participant: Absolutely, yes. (N5) 
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 Two nurses described questioning why seclusion was being used and the need to be self-

aware and really examine the purpose of why seclusion was happening.  It was within the 

context of maintaining safety but it may also be about what harm could be done by using 

seclusion. 

Well, you have to think is that the right thing to do, when we’re secluding.  You have to 

re-examine that.  Why, what’s the purpose?  Is it for your own safety, staff safety, patient 

safety?  Why are you really secluding this person?  So it’s really, so it’s like self-

awareness, you’re examining the real reason why.  And being honest with yourself and 

the team, why are we secluding this patient? (N14) 

So eventually my career moved to where I would move to [another department], and so 

when I moved … I had people on my caseload who I had worked with while they were an 

inpatient.  And these people at the time that I saw them were in a period of wellness.  And 

they wanted to talk to me about the times they were secluded and I can’t tell you how 

powerful that was to hear that, and how, I don’t know if the word is, I guess it was kind of 

upsetting to hear that.  I very clearly remember one girl having said to me, “I can’t 

believe I shit in the seclusion room, and you guys told me I had to wait because you guys 

were on a coffee break”, and that’s just wrong.  That’s just wrong that our needs, the 

staff needs, came before that person’s needs, and… so then after hearing some stories 

like this and how that was an incident that prior to my going to the [department] 

would’ve been just another “day at the office”.  It was very jarring, very jarring for me, 

and it was striking to me, how those emotions that I had. (N5) 

 The complexity of promoting safety is illustrated well in nurses’ comments about the 

threshold in the judgement to use seclusion.  This was discussed by 13 nurses.  The decision to 
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seclude a patient was based on knowing the patient, the patient’s response to therapeutic use of 

self, trust, support from the team, concerns regarding safety and harm, fear, pressure from others, 

and imminent risk of danger.  These factors would be weighed by the nurses and assist them in 

determining the need for seclusion.  Nurses described assessing the patient and the situation and 

coming to the conclusion that seclusion was the only viable option at the moment.  It was not 

done in punishment but rather from a need to maintain everyone’s safety and minimize the risk 

of harm to everyone on the unit.  The three excerpts that follow illustrate the idea of the 

threshold for seclusion use. 

 And for me, early on in my practice, it would have been my preference not to have ever 

 put someone in seclusion. But in situations where I felt like it was, I didn’t see us as 

 having another choice, was that the threshold was that the person was imminently, like, 

 causing themselves serious harm.  Or imminently it was very apparent that they were 

 actually quite threatening to somebody else.  They had either actually started to 

 physically assault somebody else or they had started to physically harm themselves in a 

 way I didn’t think that there was any other option but seclusion.  So to me the threshold 

 was, like, I was really, really, really concerned about their own personal safety, or I was 

 really concerned that they were going to hurt somebody else, whether it be a staff or 

 another patient. (N13) 

 I guess if none of, like I said, if none of the interventions have worked that you’ve tried, 

 and they continue to escalate and even with the show of force, do you want me to explain 

 that further?  Ok, by a show of force, is you have a number of, of people coming to show 

 the person that you mean what you say.  And sometimes at that point the person will be 

 more co-operative whether it be taking medications or just walking into their room to 
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 have a quiet time.  If they continue to escalate even with that show of force is usually 

 when I make that decision that, this needs to become, the person needs to be secluded. 

 (N10) 

 I think it was the spitting in the face.  Actually, well the tipping point was, I felt that he 

 was out of control of his own behavior, having kneed me in the groin and assaulted me, 

 so I thought that at that point that it was necessary. (N11) 

 In summary, the nurses discussed in some detail the challenges and complexity of 

keeping people safe and preventing or minimizing harm when faced with a situation where 

seclusion use was contemplated (see Figure 3).  It was noted that patients are vulnerable in terms 

of the potential for physical or psychological harm and harm in relation to dignity.  It was also 

acknowledged that nurses and physicians were in a position of power in their relationships with 

patients.  Seclusion use as punishment was to be avoided and finding the right balance in using 

power was essential.  There were other complicating features in clinical situations: 1) the nurses’ 

sense of responsibility to keep a number of people other than the patient safe, including co-

patients, staff members, and themselves; 2) varying perceptions of risk amongst those involved 

in the situation (e.g., staff members); and 3) uncertainty in many situations.  Nurses weighed out 

a number of factors to “get it right” when making judgments regarding the use of seclusion, but 

the comments of some of the nurses illustrated that upon reflection in some situations, both at the 

time and later, and through discussions with patients, they worried that they may have gotten it 

“wrong” in terms of the harm caused to patients by seclusion.      
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Figure 3. The complexity of promoting safety and preventing harm 
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The importance of knowing for ethical action with seclusion use.  A second theme that 

was evident from the interviews was the importance of knowing for ethical action with seclusion 

use.  Nurses described the importance of developing a therapeutic relationship with the patient 

and how this helped them to “know” the patient’s preferences, behaviours, how the patient may 

react in certain situations, and what interventions work well or best with the patient.  Working 

with patients to develop rapport with them and using “therapeutic use of self” allowed nurses to 

know their patients.  As previously described, nurses also talked about unit factors of knowing 

their team and the unit when determining the need for seclusion.  Nurses discussed needing to 

consider the impact of secluding someone and the need to maintain the patient’s dignity and 

prevent re-traumatization.  Figure 4 depicts these various components of the importance of 

knowing which the nurses considered when deciding to use seclusion. 

Developing this relationship or, as one nurse described it, “therapeutic alliance”, involves 

spending time with the patients and talking with them about a variety of topics, not only related 

to their psychiatric illness but who they are as individuals.  One nurse stated:   

 It is absolutely true that if you engage people and have conversations with them, be it 

 over a pool table, or over a desk, both parties benefit from that -- both short and long 

 term.  I think what you need to do personally, is go back to Nursing 101, about being 

 nonjudgmental, being empathic, spending time communicating in a therapeutic manner 

 with these people. (N11) 
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Figure 4. The types of knowing for ethical action with seclusion use 
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The concept of “therapeutic use of self” was described by nurses, where the nurse was 

using himself/herself to work with the patient.  This required the nurse to think in the moment 

and offer himself/herself to the patient.  This was done by using “themselves” as a tool to interact 

in a genuine fashion with patients.  One nurse noted: 

 I use a lot of humour.  I try to put myself in their position.  I try to be real, understand 

 what they’re going through, and say to myself, what would I need to hear if I was in their 

 situation right now?  You know?  That’s what I do. (N15) 

The essence of trust in the nurse and patient relationship was highlighted by many nurses.  

Some nurses described how if an agreement was made with a patient, they had to trust that the 

patient would follow through with the agreement.  Some nurses also described that they had to 

trust their instinct with a patient and that their intervention would be effective.  For example, one 

nurse described how when a patient was poking her in the foot with an object, she had to be 

creative in assessing the patient and working with the patient to discuss the patient’s frustration.  

She trusted that her intervention of talking with the patient would be more effective at dealing 

with the patient’s behaviour than putting the patient in seclusion.  Another nurse described how 

trust between the nurse and patient could be affected if a patient was secluded.  This nurse would 

consider whether seclusion warranted potentially affecting his therapeutic alliance with a patient: 

 You know, you’re breaking the trust every time you seclude somebody, to some extent.  

 Even though some patients recognize that it needed to happen, and then those cases they 

 don’t necessarily feel that way.  That’s not always the case. (N6) 

Summary 

 In this chapter, responses to the three research questions are provided.  Nurses shared 

their experiences with seclusion use and categorized their experiences as typical or atypical.  The 
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nurses described a growth over time in their personal confidence and ability to clinically assess 

patients and the need for seclusion.  Most of the nurses perceived that seclusion was used less 

frequently now than earlier in their careers.  All of the nurses described trying to avoid seclusion 

and using it only after other interventions had been attempted and when there was a risk for 

injury.  The nurses perceived patient, nurse and unit factors to influence their judgment to use 

seclusion.  They also talked about the intricate evaluation and weighing out of factors to 

determine the threshold of seclusion.  In relation to the question of the place of ethics in their 

judgments to use seclusion, two themes were identified: the complexity of promoting safety and 

minimizing harm and the importance of knowing for ethical action with seclusion use.  Table 1 

provides a summary of all of the findings reported in this chapter.   
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Table 1. Research questions and responses 

  

1) What are mental health nurses’ 
experiences with the use of seclusion in 
inpatient mental health settings?;  

•All of the nurses shared their 
experiences with seclusion in a general 
sense and mentioned one or more 
specific examples of a time when a 
decision was made to seclude a patient.   

•45 seclusion episodes were described 
as either typical or atypical 

•Typical: 

•The patient’s behaviour was 
escalating and that patient’s 
aggression posed a risk of harm to self 
or others 

•Placing newly admitted patients if 
they had a recent history of violence 

•Atypical: 

•Ones that involved a significant event 
like a staff member being hurt, a staff 
member being unintentionally locked 
in the seclusion room with the 
patient, or a patient being carried to 
the seclusion room 

•Ones where the patient’s medical or 
psychiatric condition was impairing 
his/her judgment and so the patient 
had to be secluded to maintain dignity 
and privacy and prevent other 
patients from being physically or 
psychologically harmed 

•Growth over time in personal 
confidence regarding their ability to 
advocate for their patients and to 
clinically assess their patients with 
regards to the need for seclusion 

•Perception that seclusion was used less 
frequently than when they had first 
started working as mental health 
nurses 

•All of the nurses described trying to 
avoid using seclusion and using it only 
after other interventions had been 
attempted and if the patient was going 
to injure him/herself or somebody else  

•Based on patient’s clinical 
presentation  

•Nurses felt discomfort in using it due 
to personal experiences and because 
it restricted a patient’s freedom 

2) What are mental health nurses’ 
perceptions of the factors that influence 
the judgment to seclude a patient in a 
mental health setting? 

•Patient Factors 

•Behaviours 

•Risk of harm 

•Past history 

•Current mental status 

•Nurse Factors  

•Experiences as a nurse 

•Skill 

•Education 

•Philosophy/Attitude 

•Assessment of danger 

•Fear 

•Use of therapeutic rapport 

•Unit Factors 

•Culture of unit 

•Who is working on shift 

•Policies 

•Threshold of Seclusion  

•Knowing the patient 

•Patient's response to nurse's 
theraputic use of self 

•Trust (patient, team, judgment) 

•Support from team 

•Concerns re: safety and harm 

•Fear 

•Pressure from others 

•Imminent risk of harm 

3) What consideration is given to the 
ethics of this practice when secluding a 
patient? 

•The theme of the complexity of 
promoting safety and minimizing harm 

•Attention nurses gave to preventing 
both psychological and physical harm 

•Assessing for danger to the patient, 
the staff, and other patients 

•Trying to determine the threshold for 
seclusion 

•The theme of the importance of 
knowing for ethical action with 
seclusion use 

•developing rapport and a therapeutic 
relationship with the patient allowed 
nurses to get to know a patient and 
build trust in their working 
relationship with the patient 

•Variability in the way nurses described 
the concept of ethics and how they 
viewed ethics in relation to seclusion 

•Tensions between what the nurses 
observed and what they thought could 
have happened were described 

•Pressure from the team and co-
patients to seclude 

•Uncertainty about risks in terms of 
safety 

•Seclusion as punishment 

•Concerns regarding making the right 
decision 
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Chapter 5: Discussion 

In this chapter, the findings of this interpretive description study will be discussed, 

particularly in relation to the literature on the use of seclusion in mental health inpatient settings.  

The ways in which the findings of this study extend our knowledge of nurses’ clinical judgment 

with the use of seclusion will be highlighted.  In addition, the study limitations will be examined 

and recommendations will be made for practice, education, and research. 

Experiences with the Use of Seclusion 

All of the nurses in this study described experiences with the use of seclusion and more 

than half commented on how their confidence in knowing when and how to use seclusion 

developed over time as they gained more experience as a nurse.  VanDoeselaar et al. (2008) 

found in their survey of 540 nurses in the Netherlands that direct care staff and those more 

personally involved in seclusion had more confidence in its use as an effective treatment they 

also found that and with increased age there was increased ethical questioning of seclusion as a 

practice.  The nurses interviewed for this study described trying to use other interventions prior 

to resorting to seclusion, thereby avoiding seclusion unless absolutely necessary.  Some of the 

nurses reported that this was due to basing the decision to seclude on the patient’s clinical 

presentation or because of feelings of discomfort in using seclusion due to previous personal 

experiences.  This is similar to the findings of Moran et al. (2009), where they identified that 

restraint and seclusion were seen as a last resort, with less restrictive interventions attempted 

prior to their use.  Nurses in that study reported feeling uneasy, at times, with using seclusion or 

restraint (Moran et al., 2009). 
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Perceptions of the Factors that Influenced the Judgment to Use Seclusion 

 In describing the factors that influenced their judgment to use seclusion, nurses in this 

study reflected on patient, nurse, and unit factors.  These patient factors included patient 

behaviours, risk of harm, past history of violence, and current mental status.  The nurse factors 

included their experiences as a nurse, skill, education, philosophy and attitude towards seclusion, 

assessing danger, fear, and the use of therapeutic rapport.  The unit factors included the culture 

of the unit, the team members who were on shift, and unit or facility policies.  Similar to what  

Hyde et al. (2009) reported, nurses in this study assessed a patient’s current history, past history, 

and verbal and behavioural cues from current physical presentation to inform safety when 

making a judgment about seclusion use.  In a recent review and meta-analysis of the patient 

factors associated with psychiatric in-patient aggression, Dack, Ross, Papadopoulos, Stewart, 

and Bowers (2013) concluded that nurses consider the patient’s current state when trying to de-

escalate an aggressive patient.  This is similar to assessing the patient factors of escalating patient 

behaviours, risk of harm to self or others, the patient’s history of violence and current mental 

status reported by the nurses in this study.   

 The nurses in this study talked about having benefitted from learning new skills related to 

seclusion and about alternatives to seclusion.  They also benefitted from receiving education 

about seclusion on an ongoing basis.  These findings are in keeping with the findings of previous 

studies (Happell & Harrow, 2010; Van Der Merwe, Muir-Cochrane, Jones, Tziggili, & Bowers, 

2013; Scanlan, 2010).  As with the findings of the review carried out by Happell and Harrow 

(2010), workplace culture and staff composition were important considerations in the decision to 

use seclusion.  Nurses in this study provided examples of situations where unit culture influenced 

the decision to seclude because they felt pressure from other staff members or even co-patients to 
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use seclusion.  Van Der Merwe et al. (2013) suggest strategies such as determining ahead of time 

what behaviours constitute the need for seclusion help decrease the pressure that staff may feel in 

the moment of seclusion.  Establishing behaviours in advance decreases subjectivity and 

potential disagreement between staff as to which behaviours will lead to seclusion, thereby 

decreasing the pressure to make a decision that is contrary to others. 

Van Der Merwe et al. (2013) and VanDoeselaar et al. (2008) found that seclusion was 

strongly linked to departmental culture and the more professionals were involved with seclusion 

the more they believed it to be a viable intervention.  This can add to the pressure to seclude that 

nurses feel from co-workers who believe seclusion is beneficial.  Some of the nurses in this study 

spoke of how they had to deal with this type of pressure and how at times they were successful at 

implementing their treatment plan of not using seclusion at all or trying other interventions first.  

Others reported feeling pressured and going along with the team’s decision to seclude because 

they felt they did not have the power or voice to prevent seclusion from being used.  This feeling 

of pressure was reported as stemming from the need to conform to the team even when the nurse 

did not deem seclusion was necessary.  The feeling of needing to conform came from 

experiences where nurses had observed non-conformers as not being team players.  One nurse 

described it as being insulted that the nurse is “splitting” or pitting one team member against 

another, which is a trait attributed to the diagnosis of borderline personality disorder.  The 

pressure also arose from a lack of confidence to address co-workers and risk being negatively 

labeled as “splitting”. 

The concept of fear was mentioned by half of the nurses where they either relied on fear 

to help determine the threshold for seclusion or where they felt that other staff members’ fear led 

to an earlier use of seclusion.  Moran et al. (2009) reported that nurses in their study felt 
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emotional distress with some nurses expressing a fear of being assaulted during seclusion and 

restraint.  Fear was also attributed to feelings of tension about seclusion by the nurses in 

VanDerNagel et al.’s (2009) study. 

The other factor related to the clinical judgment to use seclusion was the concept of 

therapeutic rapport.  Nurses in this study reported the importance of knowing the patient, using 

himself or herself as an intervention to interact with the patient when the patient’s behaviour was 

escalating.  Similarly, Moran et al. (2009) found that effective communication and connected 

nurse-patient relationships are necessary to manage patient aggression and violence.  In their 

review of patient and staff views regarding seclusion, Van Der Mewe et al. (2013) found better 

communication and more contact between the nurses and patients to be a major theme.  Better 

communication involved respectful communication between patients and staff where staff 

provided hope, information about rights for the patient, communication during seclusion, and 

debriefings after seclusion.  The patients and staff felt that increased contact between patients 

and staff before, during, and after seclusion would provide support and reassurance during 

seclusion events.   

It was evident from the interviews carried out for this study that the threshold to 

determine the necessity for seclusion is complicated and involves several factors.  Some of the 

factors discussed by the nurses in this study, like fear, pressure from others, and knowing the 

patient have already been discussed above.  The other factors that nurses considered when 

deciding the threshold for seclusion include the patient’s response to the nurse’s therapeutic use 

of self, trust, concerns regarding safety and harm, and imminent risk of harm.  In their study of 

vignette variables, Mann-Poll et al. (2011) found that the judgment about the necessity for 

seclusion included the approachability of the patient where communicating with the patient was 
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not possible and where there was serious risk of danger.  Similarly, Boumans et al. (2012) found 

that the decision of whether or not to seclude was related to the contextual factors of 

approachability, whether communication with the patient was possible, but also included staffing 

level and confidence in the team and team reflexivity.  They found that a low staffing level, a 

moderate to poor confidence level within the team, and a team that was not high in reflexivity 

were also associated with the decision to use seclusion.  The finding of a low staffing level was 

not mentioned by the nurses I interviewed, however, they did mention that trust was needed 

between team members in both deciding and implementing seclusion and some spoke about the 

need to have team debriefings following seclusion events.  The practice of debriefings is in 

keeping with Boumans et al.’s (2012) finding that staff members need to be reflexive about their 

use of seclusion.  The importance of debriefing was also found in Kontio et al.’s (2010) study, 

where staff-to-staff and staff-to-patient debriefings were identified as useful learning experiences 

for both patients and staff. 

Confidence and trust were discussed by the nurses in this study in reference to their 

personal assessment skills and being a valued team member.  Nurses also viewed trust as an 

important component of the nurse-patient relationship where they had to gain the patient’s trust 

so the patient would open up to the nurse, trust the patient to follow through on mutually agreed 

upon behaviours, and trust that the interventions chosen by the nurse were the best choice at that 

particular time.  Van Doeselaar et al.’s (2008) finding that nurses’ ethical questioning of 

seclusion increased with age is similar to how the nurses talked about a growth over time, but 

varies in that their confidence to use seclusion or not use seclusion is what changed.  This growth 

over time allowed the nurses to draw on and incorporate knowledge of which interventions may 

or may not be more effective.  Boumans et al.’s (2012) finding that trust within the team is 
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necessary when making decisions about the use of seclusion is similar to what nurses in this 

study considered.  In their study of nurses and physicians, Kontio et al. (2010) found that 

confidence among team members was important and that confidence depended on how long 

team members had worked together.  As shown in Figure 2, trust in the patient, the nurse’s 

judgment, and the team were carefully weighed to help nurses decide on the use of seclusion.  

The notion of trust in team members is an important element in maintaining everyone’s safety 

when secluding a patient.   

The Place of Ethics in Nurses’ Judgments About Seclusion Use 

 In the opening paragraph of this thesis, two observations were made.  First, it was noted 

that Taxis (2002) refers to seclusion as an ethical quagmire where the nurse must balance the 

principles of autonomy, beneficence, and non-maleficence with therapeutic goals.  Second, the 

observation was made that the way that nurses navigate this ethical quagmire is not well 

understood at present.  The interviews with nurses in this study revealed two important themes in 

relation to seclusion use:  the complexity of promoting safety and preventing harm and the 

importance of knowing for ethical action with seclusion use.  Each of these themes will be 

discussed in terms of how they build upon and extend our understanding of the place of ethics in 

nurses’ clinical judgments related to seclusion use.  Before discussing these themes, the notions 

of everyday ethics and more complex ethical issues will be considered. 

As Warne et al. (2011) described, day in and day out in their practice nurses deal with the 

ethics of the ordinary.  This reality was evident in the way that nurses in this study defined 

ethics.  For example, ethics was defined in terms of values, preventing harm towards a patient, or 

keeping a patient safe.  Nurses also viewed using the therapeutic relationship as a way of being 

ethical.  It is worth noting that in some instances, the nurses hesitated when defining the term, 
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uncertain of what type of response to provide.  In a study on ethical practice in nursing, Varcoe 

et al. (2004) wrote:  “Practising under the shadow of what some biomedical ethicists term big 

“E” ethical issues, meaning the significant quandaries such as euthanasia, nurses often struggle 

to name their everyday challenges as ‘ethical’” (p. 317).  The nurses interviewed for this thesis 

exhibited this same struggle and, interestingly, one nurse used the language of “capital E ethics” 

to illustrate the contrast between everyday ethics and larger issues.  Although the nurses in this 

study did not explicitly talk about ethics in terms of ethical principles such as beneficence or 

autonomy, they did talk about the need to use seclusion judiciously and only after careful 

consideration of numerous factors.  For example, those nurses who had perceived seclusion used 

as a punishment felt that it had been wrongly used, and therefore was an ethical tension for them. 

Some nurses commented that their decision to participate in this study was sparked by the 

research focus on ethics and their wish to see the use of seclusion viewed with an ethical lens. 

While the nurses in this study did not specifically use the language of “ethical quagmire” 

(Taxis, 2002, p. 158) when describing seclusion use, they did identify a number of issues 

associated with seclusion which were ethically problematic for them.  These included: pressure 

from the team and co-patients to seclude, concerns regarding traumatizing (or re-traumatizing) 

patients, uncertainty about the risks in maintaining safety, seclusion being used as a punishment, 

and concerns regarding making the right decision to seclude.  Like VanDerNagel et al. (2009), 

who identified that nurses using seclusion experienced feelings of power to keep patients safe, 

the nurses in this study also identified these feelings.  Nurses in this study recognized they both 

had and used power over their patients because they had a duty to protect patients and others, and 

this influenced their decision to seclude.   
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While the nurses in this study did not use the language of moral distress to describe their 

feelings in some situations, it is possible that they may have experienced this distress.  According 

to the Canadian Nurses Association (2008), moral distress “arises in situations where nurses 

know or believe they know the right thing to do, but for various reasons (including fear or 

circumstances beyond their control) do not or cannot take the right action or prevent a particular 

harm” (p. 6).  Some of the nurses talked about the frustration they experienced when 

participating in what they perceived to be the inappropriate use of seclusion (e.g., when used for 

punishment).  For some nurses, these stories served as an important example of “getting it 

wrong” and informed their future practice.  Deady and McCarthy (2009), in a qualitative study 

on moral distress in psychiatric nurses in Ireland, identified that professional conflict could lead 

to moral distress, with nurses finding it difficult to challenge a colleague’s practice.  The nurses 

in my study described the moral courage it took to challenge a team member’s decision to 

seclude and the importance of experience and confidence in doing this.       

 Complexity of promoting safety and preventing harm. 

 In a very different context to the one under study in this thesis, Upshur (2002) has written 

about ethics and clinical decisions.  The context he wrote about is public health intervention, and 

he advocated for the use of four principles to guide such action:  the harm principle, the use of 

the least restrictive or coercive means possible, the reciprocity principle, and the transparency 

principle.  Upshur (2002) acknowledges that: a) “ethics is essentially a reflective task” (p. 103); 

and b) it is important to make that reflection visible.  In this study, nurses’ reasoning related to 

judgments to seclude or not seclude a patient becomes visible. 

 The complexity of promoting safety and preventing harm on inpatient mental health units 

was discussed by all the nurses in this study and included consideration of such factors as 
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preventing psychological and physiological harm to patients and staff, assessing the risk of 

danger to patients and staff, and determining the threshold for seclusion.  Clinical judgments 

were often situated in uncertainty, particularly uncertainty of the risk for harm posed by a 

patient’s behaviours, making decisions all the more challenging.  This is similar to Kontio et al.’s 

(2010) finding that staff balanced safety and the risk of harm to patients, to other patients, and to 

staff.  Taxis (2002) also described that nurses felt conflicted when they tried to reconcile their 

sense of obligation to protect patients from harm while trying to maintain safety.  Nurses and 

physicians in the Kontio et al. (2010) study identified a number of “patient-related ethical 

principles” (p. 68) that guided their decisions to seclude or restrain a patient:  respect, dignity, 

patient autonomy, patient safety, and knowledge of patient history.  In this study, the nurses I 

interviewed were concerned about the impact seclusion would have on patients, especially in 

terms of psychological harm, a finding similar to one reported by Moran et al. (2009).  In terms 

of dignity and patient autonomy, all of the nurses I interviewed spoke of providing patients 

choices prior to using seclusion as being important to try and avoid seclusion and as a way of 

respecting the patient.  As well, more than half of the nurses spoke about the importance of 

knowing the patient’s history so that they could offer interventions that are tailored to the 

individual.  Frueh et al. (2005) found that many patients had histories of trauma prior to 

attending psychiatric units and that events while on a psychiatric unit, such as seclusion, 

increased feelings of distress for patients.  Whitecross et al. (2013) measured trauma experienced 

by patients following seclusion, and found that about half had experienced seclusion as 

traumatizing.  The consideration of trauma was discussed by some nurses in this study where 

they considered previous trauma and the risk of causing new or further trauma to make the 

decision to seclude.  Some of the nurses told stories of talking to patients about previous 
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seclusion experiences and how this informed their judgment on a go-forward basis and some 

commented on the way that experience shaped their thinking about seclusion.  This is similar to 

the finding of VanDoeselaar et al. (2008) that with increased age there was increased questioning 

of seclusion as a practice.   

 One of the ways the findings of this study extend our knowledge in this area is in 

exploring the notion of the threshold to seclude, as illustrated in Figure 2 on page 77.  Previous 

studies have examined and reported on factors that are considered when contemplating secluding 

a patient (Knutzen et al., 2011; Marangos-Frost & Wells, 2000; Taylor et al., 2012).  What was 

evident from the nurses’ stories told in their interviews was the complex interplay between 

concerns for the safety of a variety of people (i.e., the patient, co-patients, staff members), the 

pressures or benefits of unit culture and working as part of a team, trust, the nurse’s knowledge 

and skill, and uncertainty in situations that could evolve quickly.  This is similar to Kontio et al. 

(2010) who found that nurses were concerned for safety for patients, staff, and co-patients and 

that the decision to seclude was also influenced by their confidence in their team members.  Like 

Kontio et al. (2010), who found that being able to discuss alternatives and find support from 

team members was helpful, the nurses I interviewed reported that increased confidence in their 

co-workers assisted them in determining the threshold to seclude.  This confidence can also be 

linked to the ability to trust their colleagues, which is similar to the finding by Boumans et al. 

(2012). 

 The importance of knowing for ethical action with seclusion use. 

The second theme related to the place of ethics in nurses’ judgments about the use of 

seclusion is the importance of knowing for ethical action with seclusion use.  Nurses in this study 

discussed the importance of knowing the patient, knowing the people you are working with, and 
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knowing yourself.  Central to this knowing was the notion of trust.  Although studies were found 

that illustrate that confidence or trust in team members was important, for example, Kontio et al., 

2010 and Boumans et al., 2012, I suggest that the notion of knowing as it relates to team 

members is also at play.  

Tanner (2006) found that “nurses use the language of ‘knowing the patient’ to refer to at 

least two different ways of knowing them: knowing the patient’s pattern of responses and 

knowing the patient as a person” (p. 206).  Tanner describes knowing the patient beyond 

information that is obtained from formal assessments so that typical response patterns, 

comparison of current versus usual patient presentation, and individualized responses and 

interventions can be provided to the patient.  Radwin (1996) identified that knowing the patient 

is important to nursing practice for at least three reasons:  a) it allows for treating patients as 

individuals; b) it is integral to developing “expert nursing judgment” (p. 1145); and c) it can 

promote positive outcomes for patients.  Kontio et al. (2010) discuss how nursing ethics involves 

knowing where the patient is “coming from” so as to accurately assess a patient’s needs and 

intervene in an ethical manner (p. 72).  This was also described by the nurses in this study when 

they spoke about their patients and the need to relate to them on a human level as well as for the 

purposes of assessing the need for interventions, including the use of seclusion. 

The nurses’ attention to knowing and relationships fits well with the description of 

relational ethics outlined by an interdisciplinary research group led by Bergum and Dossetor 

(2005).  Austin (2006), a member of that research group, described relational ethics as involving 

“engagement, mutual respect, embodied knowledge, uncertainty/vulnerability, and attention to 

an interdependent environment” (p. 136).  From these authors’ perspective, “ethical actions” are 

“generated from relationships between persons, caregivers, and patients, in real-life situations” 
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(Bergum & Dossetor, 2005, p. 4).  Others writing in this area have identified the importance of 

the “web” of relationships so evident in our lives and work when considering the right and good 

(see, for example, Gilligan, 1982 or Nortvedt, Hem, & Skirbekk, 2011).  This, too, fits with the 

stories told by the nurses in this study, as they described their responsibilities and relationships 

with the patient, other patients on the unit, and other team members.        

The relational nature of the nurses’ practice was evident in all of the interviews.  The 

nurses in this study spoke of the importance establishing a therapeutic rapport with patients.  

They also described that by spending time with patients, knowing their preferences and 

responses, and using their knowledge of theory of psychiatric nursing while paying attention to 

the multiple considerations of the patient, the nurse and the unit, they were able to provide the 

care required by the patient in an ethical manner.  The nurses also described how they 

encountered uncertainty and vulnerability when dealing with patients who were escalating in 

behaviour and that this entered into their clinical judgment of whether or not to seclude a patient.   

The importance of the nurse-patient relationship is a basic tenet of mental health nursing, 

where the nurse learns about the patient in order to provide appropriate care.  Peplau’s 

Interpersonal Nursing Theory can be a useful guide for the nurse in establishing a relationship 

with a patient.  The book Hildegarde E. Peplau: Interpersonal Nursing Theory, written by 

Forchuk (1993), serves as a guide to Peplau’s theory and draws from Peplau’s original work in 

1952 as well as personal communication between Forchuk and Peplau to enhance the 

understanding of this theory.  

Peplau’s theory is based on the following assumptions:  

1) The kind of nurse each person becomes makes a substantial difference in what each client will 

learn as she or he is nursed throughout her or his experience with illness. 
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2) Fostering personality development in the direction of maturity is a function of nursing and 

nursing education; it requires the use of principles and methods that permit and guide the process 

of grappling with everyday interpersonal problems or difficulties. (Peplau, 1952 as cited in 

Forchuk, 1993, pp. 5-6) 

Peplau’s theory also posits that “the meaning of behaviour to the client is the only relevant 

basis on which nurses can determine needs to be met” and that “each person will behave, during 

any crisis, in a way that has worked in relation to crises faced in the past” (Peplau, 1952 as cited 

in Forchuk, 1993, p. 6).  The concepts of the theory include an interpersonal focus and the nurse-

client relationship which revolve around nursing, the person, the environment, and health.  The 

interpersonal focus requires “the nurse to attend to the interpersonal processes that occur 

between nurse and client” (Forchuk, 1993, p. 7).  This requires the nurse to use self-reflection 

and attend to: “the nurse-client relationship, communication, pattern integration, and the roles of 

the nurse” (Forchuk, 1993, p. 7).  Peplau described the nurse-client relationship as evolving over 

the three phases of orientation, working, and resolution.  The orientation phase allows the nurse 

and client to know each other as people and where the client can begin to build trust in the nurse.  

The working phase involves identifying and working on the problems or issues that are relevant 

to the client.  The resolution phase involves terminating the nurse-client relationship.  Peplau 

considers the concept of communication, both verbal and non-verbal, as being key to the nurse-

client relationship.  Peplau described pattern integration as the customary patterns that 

individuals and systems had of interacting with others.  She felt that the nurse-client relationship 

was also subject to pattern integration and that the nurse had to be aware of this.  The fourth way 

that nurses could self-reflect was through identifying the various roles that the nurse enacts for 
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the patient.  She maintained that these various roles, for example, as educator or service 

coordinator, would be based on the client’s needs.   

Peplau also incorporated the concept of intrapersonal processes, or processes that occur 

within the person.  These processes include anxiety, learning, thinking, and competencies where 

the nurse must monitor these processes both within the client and within her or himself.  For 

example, Peplau described anxiety as occurring both within the client and the nurse.  The nurse 

should help the client work through his or her anxiety but must also monitor and be self-aware of 

the impact that the client’s anxiety is having on the nurse.  Peplau cautioned that if the nurse was 

not self-aware, the client’s anxiety could increase the nurse’s anxiety and could actually escalate 

the client’s anxiety.  The second intrapersonal process requires the nurse to assess the client’s 

ability to learn and tailor interventions to an appropriate level so that the client can accordingly 

learn coping strategies.  This also requires the nurse to learn strategies to facilitate this process.  

The third process, thinking, describes the clients’ and nurses’ cognitive processes.  She described 

that this thinking included preconceptions, “initial impressions the nurse and client have of each 

other, before they know each other” (Forchuk, 1993, p. 20).  The nurse had the responsibility to 

work through these preconceptions so as to advance the nurse-client relationship and achieve 

therapeutic goals.  The other piece to thinking involves self-understanding which is solely the 

nurse’s responsibility.  Peplau maintained that self-understanding is achieved through self-

reflection, supervision, and the nurse being constantly aware of how he or she is impacting the 

relationship.  The last component of intrapersonal processes includes competencies or skills that 

the both the client and nurse learn.  These are skills the client required by therapeutic goals and 

the nurse needs to assist the client in learning these skills.  The nurse also has the responsibility 

of learning skills and competencies.  One skill is knowing how to apply therapeutic 
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interventions, for example, how to sit with a client for five minutes, that vary with the client 

situation.  The other skill involves learning how to identify the client’s preferences and coping 

strategies.  Lastly, clinical phenomena, such as loneliness and hallucinations, need to be 

considered in creating a nurse-client relationship.  

Similarly to Peplau’s Interpersonal Nursing Theory, the nurses in this study described the 

importance of knowing the patient, knowing the patient’s response to the nurse, trust, and fear in 

assessing the threshold for seclusion.  Nurses also described their experiences, confidence, skill, 

education, and use of therapeutic rapport as influencing their judgment to use seclusion.  

Therefore, Peplau’s Interpersonal Nursing Theory provides an excellent framework to the nurse-

patient relationship, but also to guide the clinical judgment of nurses with respect to the use of 

seclusion.   

As posited by Tanner (2006) in the Clinical Judgment Model, nurses’ descriptions of their 

experiences reflected the steps in the model, moving from noticing and interpreting a patient’s 

behaviour to responding to this behaviour and reflecting on the practice of seclusion.  The nurses 

who provided specific seclusion examples spoke of noticing that there were events leading up to 

the seclusion, such the patient’s behaviour changing and beginning to escalate, or a change in the 

unit routines, such as the unit assistant who individually secluded a patient.  The next step, 

interpreting, required the nurses to interpret and respond to a situation.  Tanner spoke of three 

types of reasoning patterns: 1) analytic processes; 2) intuition; and 3) narrative thinking.  

Analytic processes are those that involve clinicians breaking down a situation into its elements 

either because one lacks essential knowledge, “there is a mismatch between what is expected and 

what actually happens” (p. 207), or when “one is consciously attending to a decision because 

multiple options are available” (p. 207).  Intuition is described as an immediate apprehension of 
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the current situation due to having previous experiences with similar situations.  Narrative 

thinking is defined as “thinking through telling and interpreting stories” (p. 207).  Nurses 

described examples of intuitively recognizing a patient’s behaviour as escalating and responding 

with the team to use seclusion.  Other nurses described recognizing that a patient’s behaviour 

was escalating but trying out various interventions and observing the patient’s response to these 

prior to moving to seclusion.  Tanner describes two types of reflection, reflection-in-action and 

reflection-on-action.  The reflection-in-action occurred as part of the interpreting and responding 

step of the model whereas the reflection-on-action occurred afterwards.  Some nurses spoke of 

using time to debrief with their team members or thinking about the seclusion event later on as 

ways of reflecting on their use of seclusion.  It was also demonstrated during the interview 

process when the nurses recollected what happened during and after the seclusion event.  They 

reflected on how they assessed the patient’s response to seclusion and afterwards considered the 

entire seclusion episode and whether it was appropriate. 

Tanner’s Clinical Judgment Model is a useful and simple model which can be used to 

evaluate the use of seclusion.  Learning and utilizing this clinical judgment model would allow 

nurses to think about the use of seclusion in a more profound and focused manner.  The model 

could be a guide for post-seclusion debriefings or for ongoing clinical education sessions looking 

at seclusion.  This model also fits with Peplau’s model and the need for nurses to be self-aware 

of their influence on the patient. 

Limitations 

 The primary purpose of this study was to gain insights into the place of ethics in the 

clinical judgment of nurses when deciding to use seclusion.  Although there are study limitations, 

the information garnered from the nurses gives a better understanding of the ethical 
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considerations given to the use of seclusion.  It is important to acknowledge the limitations of 

this study.  First, because this study was undertaken in one city in Canada, the findings may not 

be transferable to some settings.  Attempts have been made to provide demographic information 

about the nurses who took part in this study and numerous excerpts from the interviews to assist 

readers in understanding the contexts in which these nurses practiced.  Second, a sample of 17 

nurses is a small number and cannot represent all of the different perspectives held by nurses.  

Larger studies are needed, with a range of participants in terms of age, experience, and setting, to 

extend our understanding of this area of study.  Third, a few of the nurses commented whether it 

would have been possible to receive the interview questions ahead of time as they found it 

challenging to remember intricate details about their decision making in using seclusion.  

Reassurance was provided that it was not necessary for them to remember precise details and it 

demonstrated their level of dedication to providing accurate information about their practice.  

Fourth, because nurses were recalling past events it was difficult for them to remember specifics 

about an event and so they tended to speak in general terms about their practice.  Some nurses 

commented that they were sharing a more dramatic seclusion event or one that had a major 

impact on their practice, which again may not represent the various circumstances mental health 

nurses find themselves in when making a judgment about the use of seclusion.   

Consistent with interpretive description (ID), attention to the subjective experience of 

those being studied while searching for broader patterns was achieved (Oliver, 2012).  The 

retrospective approach the nurses used in sharing their experiences with seclusion allowed for 

the data to be analyzed in keeping with ID’s tenet that data analysis be based on the participants’ 

recollections, beliefs, and experiences (Thorne, 2008).  A chart review would have been helpful 

in evaluating the accuracy of the information nurses provided and may have highlighted 
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additional areas of detail regarding seclusion events and factors influencing their clinical 

judgment to use seclusion. 

Implications 

 A number of implications for nursing education, practice, and research can be identified 

from the findings of this study.  These implications will be outlined below.    

 Education. 

The findings of this study demonstrate the complexity of clinical judgment in relation to 

seclusion use and how time and experience increase confidence in this area.  Post-secondary 

psychiatric nursing and general nursing programmes may, as proposed by Tanner (2006), want to 

specifically provide education on clinical judgment with the use of models such as the Clinical 

Judgment Model.  Education focused at showing the links between various nursing models, 

theory, and skills as they relate to seclusion would be beneficial to nursing students.  This could 

be achieved, for example, by utilizing vignettes to illustrate various patient scenarios so nursing 

students begin to learn about the factors and assessment required for determining the use of 

seclusion.  Teaching about psychiatric patient-centred models such as the recovery (Anthony, 

Cohen, Farkas, & Gagne, 2002) and trauma-informed care (Harris & Fallot, 2001) models as 

they relate to seclusion will also better prepare the student nurse for entry into practice on a 

psychiatric acute care unit.  Teaching interpersonal skills and how they can be used to effectively 

de-escalate someone’s behaviour would also be beneficial.  Finally, skills and knowledge about 

tools that enhance patient engagement and facilitate knowing the patient better can be taught 

with an explicit link between these and how they relate to avoiding the use of seclusion. 
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Practice. 

 The implications for clinical practice include strategies around reducing seclusion use, 

thorough assessments of the patients prior to using seclusion and continuing education activities 

to assist nurses in their clinical judgment to use seclusion.  The nurses in this study described 

what they thought would be necessary for a day to exist when seclusion as an intervention was 

unnecessary on inpatient units.  They felt that opportunities for patient engagement, education 

about seclusion reduction, removing seclusion rooms, and the adoption of patient-centred models 

such as the psychiatric recovery model (Anthony et al., 2002) and trauma-informed care models 

(Harris & Fallot, 2001) would be beneficial.  The nurses also commented that in extreme cases, 

strategies for dealing with extremely violent or aggressive patients would need to be in place, for 

example, calling the police.  Involving individuals with a lived mental health experience as peer-

support workers is supported in the literature (Rabenschlag, Hoffmann, Conca, & Schusterschitz, 

2012) and teaching nurses on how they can involve peer-support workers as part of the treatment 

team is also needed.  Implementing seclusion-reduction strategies, such as assessment tools 

which help the nurse and patient collaborate on identifying the patient’s calming strategies, 

triggers, and usual coping methods, will assist nurses to know their patients better (Huckshorn, 

2004).  Organizational norms that require debriefing following a seclusion event, between both 

patients to staff  and staff to staff, are also identified as best practice regarding seclusion use 

(Huckshorn, 2004).  Such seclusion-reduction strategies are components of comprehensive 

programs which have been developed, like Six Core Strategies to Reduce Seclusion and 

Restraint (Huckshorn, 2004), to target interventions that address patient needs in a holistic and 

recovery-oriented way. 
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 Research. 

 Future research aimed at further uncovering the place of ethics in using seclusion is 

needed.  As described earlier in the literature review, studies like those of Cano et al. (2011) and 

Frueh et al. (2005) which interview patients about their experiences with seclusion need to 

continue.  The nurses in this study described several factors related to the team which influenced 

their clinical judgment regarding the use of seclusion.  Therefore, research that examines other 

members of the interdisciplinary team, such as physicians and health care aides, are needed to 

identify their experiences with seclusion and what consideration they give to ethics when 

secluding a patient.  The retrospective nature of the study has already been identified as a 

limitation of this work.  Therefore, an observational study, where the researcher directly observes 

the care delivered to patients, including seclusion events, would allow for an in-the-moment 

observation and analysis of seclusion events.  Such a study could also incorporate interviews 

with patients and staff following seclusion events and to identify the personal experience of the 

seclusion events and compare them to the researcher’s observations.  The think-aloud method is 

another naturalistic approach to data collection which may prove useful in determining nurses 

decision making regarding the use of seclusion.  This method involves the verbalization of 

thought processes while a task is being completed (MacNeela, 2010). 

 An interesting finding of this study related to the obligations nurses described to keep 

patients, staff, and themselves safe in the presence of patient behaviours that could cause harm.  

Research is needed to better understand these sometimes competing obligations and the way that 

nurses balance or address these obligations.  It would also be valuable to explore mental health 

nurses’ perceptions of the factors that promote moral courage in the face of pressure from other 



ETHICS AND SECLUSION                                                                                           116 

  

team members to seclude a patient when the nurse disagrees with this assessment or in 

discussions with colleagues about appropriate use of seclusion.      

Summary 

 Mental health nurses in this study shared their experiences with seclusion and described a 

growth over time in their confidence to assess the need for seclusion and use seclusion as safely 

as possible.  They also described using alternatives in an attempt to avoid seclusion and, due to 

its restrictive nature, only using it as a last resort.  The factors involved in making the decision to 

seclude were complex and involved patient, nurse and unit factors.  The place of ethics in their 

judgments related to seclusion was made visible in the way the nurses described their practice of 

trying to promote safety and prevent harm and utilize therapeutic rapport and knowing to provide 

ethical care.  The limitations of this study include a small sample size from one city where nurses 

were asked to recollect events from their practice and, in doing so, may have reflected on more 

dramatic cases of seclusion.  The implications for practice include the need to teach about the 

clinical judgment model in the use of seclusion at the undergraduate psychiatric nursing and 

nursing level and the need for seclusion-reduction strategies and opportunities to debrief and 

apply an ethical lens to seclusion episodes for nurses in clinical practice.  Finally, there is a need 

to expand the body of knowledge related to clinical judgment and ethics in the use of seclusion. 
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Appendix A: Request for permission to access nurses 

(The letter was addressed to the CRPNM or CRNM depending on the College) 

 

 

Faculty of Nursing 

Faculty of Nursing 

Helen Glass Centre for 

Nursing 

Winnipeg, Manitoba 

Canada  R3T 2N2 

Telephone:  (204) 474-7452 

Fax:  (204) 474-7682 

 

 

Re: Request for permission to access mental health nurses through the College of Registered 

Psychiatric Nurses of Manitoba (CRPNM) and the College of Registered Nurses of Manitoba 

(CRNM) 

 

Dear CRPNM/CRNM: 

My name is Isabelle Jarrin and I am a student in the Master of Nursing Program, Faculty of Nursing, 

University of Manitoba.  I am conducting a research study as part of the requirements of my program 

and I would like to request permission to access mental health nurses through the College of 

Registered Psychiatric Nurses of Manitoba (CRPNM)/College of Registered Nurses of Manitoba 

(CRNM).  My thesis advisor is Dr. Marie Edwards. The title of my thesis is, “The Place of Ethics in 

Mental Health Nurses’ Clinical Judgment in the Use of Seclusion”.  

 

Mental health nurses, in consultation with immediate team members, make the decision to seclude 

patients when they are a danger to themselves or others.  This involves clinical judgment.  The 

purpose of this study is to explore the place of ethics in nurses’ clinical judgements about the use of 

seclusion in mental health settings. 

 

My sample will include RPNs/RNs registered with the CRPNM/CRNM who have indicated that 

they work in an acute care mental health setting in Winnipeg.  They will be invited via an email 

recruitment letter (please see attached message) to take part in the study if they have a minimum 

of one year of experience within the last five years on an acute adult mental health unit where 

seclusion is used.  Participation in this study is completely voluntary and it will be made clear 

that it is not in any way associated with the CRPNM/CRNM. 
 

Participants, if they volunteer to participate in this study, will be asked to take part in an 

interview that will last approximately 60 minutes.  The interview will be conducted in a private 

setting at a mutually agreed upon time and place.  The interview will be audio-taped and 

transcribed word-for-word.  Demographic questions about, for example, age, nursing education, 

and nursing experience will also be asked.  A follow-up interview of approximately 60 minutes 

may be used to clarify or extend participant responses from the initial interview. 
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Participant names will not appear in any report or publication of the research.  Data (e.g., 

interview recording, transcripts of interviews) will be safely stored in a locked cabinet and on a 

password-protected computer and only I and my thesis committee will have access to the data. 

Participant identity will be protected by use of pseudonyms.  Transcribed interviews will have 

participant names removed and efforts will be made to remove any features of the interview that 

could make a participant identifiable.  All data will be destroyed seven years after the completion 

of the study using methods that attend to confidentiality.  Paper copies will be shredded and 

electronic files will be deleted. 

 

The knowledge gained through this research will increase our understanding of the place of 

ethics in mental health nurses’ decisions about seclusion.  This could be a potential benefit to 

improve the state of knowledge about seclusion and improve nurses’ ability to care for 

psychiatric patients.  Results of this study will be presented at scholarly conferences and in 

publications.  

 

I understand that there may be a cost involved for third party mailings and I am prepared to cover 

these costs.  This research has been approved by the University of Manitoba Education/Nursing 

Research Ethics Board.  

 

Thank-you for taking the time to consider this request.  If you have any questions about the 

study, you may ask me or my advisor at the contact information given below.  You may also 

contact Maggie Bowman, the Human Ethics Coordinator (HEC) at the University of Manitoba 

Fort Garry Campus, at 204-474-7122.  I look forward to hearing from you about access to mental 

health nurses through the College of Registered Psychiatric Nurses of Manitoba 

(CRPNM)/College of Registered Nurses of Manitoba (CRNM). 
 

Sincerely, 

 

Isabelle Jarrin, RPN, BScPN, BA 

 

 

Dr. Marie Edwards 
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Appendix B: Education and Nursing Research Ethics Board Approval Letter 
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Appendix C:Recruitment Letter 

E-MAILS OF INFORMATION SENT ON MY BEHALF BY THE CRPNM/CRNM TO 

RPNs/RNs WORKING IN ACUTE PSYCHIATRY IN THE CITY OF WINNIPEG 

(The letter was addressed Dear RPN or Dear RN depending on the College) 

 

 

 

 

Faculty of Nursing 

Faculty of Nursing 

Helen Glass Centre for 

Nursing 

Winnipeg, Manitoba 

Canada  R3T 2N2 

Telephone:  (204) 474-7452 

Fax:  (204) 474-7682 

 
 

Dear RPN/RN,  

 

My name is Isabelle Jarrin and I am a student in the Master of Nursing Program, Faculty of Nursing, 

University of Manitoba.  I am conducting a research study as part of the requirements of my program 

and I would like to invite you to participate in my study.  My thesis advisor is Dr. Marie Edwards. 

The title of my thesis is “The Place of Ethics in Mental Health Nurses’ Clinical Judgment in the Use 

of Seclusion”.  

 

You have been selected to receive this email invitation because you are a RPN/RN registered 

with the CRPNM/CRNM and have indicated that you work in an acute care mental health setting 

in Winnipeg.  You are invited to take part in the study if you have minimum of one year of 

experience within the last five years on an acute adult mental health unit where seclusion is used.  

Participation in this study is completely voluntary and is NOT in any way associated with the 

CRPNM or CRNM. 
 

Mental health nurses, in consultation with immediate team members, make the decision to seclude 

patients when they are a danger to themselves or others.  This involves clinical judgment.  The 

purpose of this study is to explore the place of ethics in nurses’ clinical judgements about the use of 

seclusion in mental health settings. 

 

If you volunteer to participate in this study, you will be asked to take part in an interview that 

will last approximately 60 minutes.  The interview will be conducted at a time and place of your 

convenience.  The interview will be audio-taped and transcribed word-for-word.  You will also 

be asked some demographic questions about, for example, your age, nursing education, and 

nursing experience.  You may be asked to participate in a follow-up interview of approximately 

60 minutes to clarify or extend your responses from the initial interview. 

 

Your name will not appear in any report or publication of the research.  Your data (e.g., 

interview recording, transcripts of interviews) will be safely stored in a locked cabinet and on a 

password-protected computer and only I and my thesis committee will have access to the data.  

Your identity will be protected by use of pseudonyms.  When your interview is transcribed, your 
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name will be removed and efforts will be made to remove any features of your interview that 

could make you identifiable.  All data will be destroyed seven years after the completion of the 

study in ways that preserve confidentiality.  Paper copies will be shredded and electronic files 

will be deleted. 

 

The knowledge gained through this research will increase our understanding of the place of 

ethics in mental health nurses’ decisions about seclusion.  This could be a potential benefit to 

improve the state of knowledge about seclusion and improve nurses’ ability to care for 

psychiatric patients.  Results of this study will be presented at scholarly conferences and in 

publications.  

 

Thank-you for taking the time to read this information.  If you have any questions about the 

study, you may ask me or my advisor at the contact information given below. This research has 

been approved by the Education/Nursing Research Ethics Board at the University of Manitoba.  

If you so wish, you may contact them at 204-474-7122. 
 

Sincerely, 

 

Isabelle Jarrin, RPN, BScPN, BA 

 

 

Dr. Marie Edwards 
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Appendix D: Interview Guide 

The Place of Ethics in Mental Health Nurses’ Clinical Judgment in the Use of Seclusion 

You have been asked to participate in this study because you are a direct care mental health 

nurse who cares for adult psychiatric patients who may at times require seclusion while 

hospitalized.  

The purpose of this study is to explore the place of ethics in nurses’ judgments to use 

seclusion on patients in mental health facilities. I would like to remind you that this interview 

is being audio-recorded.  I would also like to remind you that I am required by law to report 

to the appropriate authorities any disclosure of abuse of a child or person in care that is 

revealed to me in the course of the interview. 

 

If at any point in the interview you feel uncomfortable and wish to stop please let me know. Take 

as much time to think about and answer the questions as you need. Your responses are 

confidential and only I or my supervisor will have access to them.  When transcribed, any names 

present will be removed and efforts will be made to remove any identifiable features of your 

interview. 

 

Interview Questions 

1. Tell me about a time you decided to use seclusion. 

a. How did you make the decision to seclude? 

b. What happened during the seclusion? 

c. What happened following the seclusion episode?   

d. How typical of a seclusion episode was this for you?  How does it differ from 

other seclusion episodes? 

2. Tell me about a time you decided not to use seclusion. 

a. How did you make the decision not to seclude? 

b. What happened at the time of the incident? 

c. What happened following the incident?   

d. How typical of a seclusion episode was this for you?  How does it differ from 

other seclusion episodes? 

3. Tell me what the environment is like on your unit.  Is seclusion an expected practice? 

4. Tell me how your practice of seclusion has changed over time. 

5. Tell me about a day when you imagine that there is no seclusion? 

6. What does the statement “when a person is a danger to themselves or others” mean to 

you? 

7. What does the word “ethics” mean to you? 

8. When secluding, what sorts of ethical tensions do you encounter in your work? 

9. Tell me about what made you want to volunteer in this study? 

10. Is there anything more that you would like to share with me or talk about? 
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Appendix E:  Demographic Questionnaire 

Demographic Survey 

1) Participant #: 

2) Pseudonym:   3) Age     4) Gender 

5) [ ] Registered Psychiatric Nurse  [ ] Registered Nurse 

6) Nursing Education: 

[ ] Diploma        Year Completed_____________ 

[ ] Baccalaureate       Year Completed_____________ 

[ ] Graduate Degree (Explain below)     Year Completed_____________ 

______________________________________________________________ 

[ ] Other (Explain)____________________________________________________________ 

[ ] Special Education on Seclusion (Explain below) 

______________________________________________________________ 

7) Other Education: 

[ ] Diploma        Year Completed_____________ 

[ ] Baccalaureate       Year Completed_____________ 

[ ] Graduate Degree (explain below)     Year Completed_____________ 

______________________________________________________________ 

[ ] Other (Explain) ______________________________________________ 

8) Total years of nursing practice:________________________________________________ 

9) Total years of non-mental health nursing practice: _________________________________ 

 If so, in what type of setting? (e.g. acute, community/ emergency, ICU)_____________ 

10) Total years of mental health nursing practice: _____________________________________ 

 11)  Areas worked in mental health:  
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Length of time working in current area of mental health nursing 

practice:______________________ 
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Appendix F: Field Notes 

Code #/Pseudonym  ___________ 

 

Date ___________ 

 

1. Place of interview ____________________ 

 

 

 

2. Thoughts regarding how the interview went (e.g., flow, any interruptions or 

distractions, etc.) 

 

 

 

 

 

3. Were there any issues with any of the questions on the interview guide?  Please 

describe. 

 

 

 

 

 

4. Based on this interview, any thoughts on additional questions that could be added to 

the guide? 

 

 

 

 

 

5. Anything that particularly stood out in this interview (e.g., any interesting insights, 

concerns, etc.) 

 

 

 

 

6. What emotional reactions did I experience during this interview? 
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Appendix G:  Consent Form 

 

 

 

Faculty of Nursing 

Faculty of Nursing 

Helen Glass Centre for 

Nursing 

Winnipeg, Manitoba 

Canada  R3T 2N2 

Telephone:  (204) 474-7452 

Fax:  (204) 474-7682 

 

Research Project Title:  The Place of Ethics in Mental Health Nurses’ Clinical Judgment in 

the Use of Seclusion 

 

Principal Investigator:   

Isabelle Jarrin, Student, Master of Nursing Program, Faculty of Nursing, University of Manitoba 

 

Research Supervisor:   

Dr. Marie Edwards, Assistant Professor, Faculty of Nursing, University of Manitoba 

 

This consent form, a copy of which will be left with you for your records and reference, is 

only part of the process of informed consent.  It should give you the basic idea of what the 

research is about and what your participation will involve.   If you would like more detail 

about something mentioned here, or information not included here, you should feel free to 

ask.  Please take the time to read this carefully and to understand any accompanying 

information. 

 

You are invited to participate in a study entitled “The Place of Ethics in Mental Health Nurses’ 

Clinical Judgment in the Use of Seclusion” that is being conducted by me. 

 

Purpose and Objectives 

The purpose of this study is to explore the place of ethics in nurses’ judgments to use seclusion 

on patients in mental health facilities. Investigation of seclusion is of particular significance to 

nursing knowledge since it is typically nurses who make the decision to seclude patients.  

Gaining a better understanding of mental health nurses’ decisions about seclusion may help to 

inform education, clinical practice, and future research related to seclusion.   

 

Inclusion Criteria and Participation 

You are being asked to participate in this study because you are a direct care mental health nurse, 

who may at times use seclusion while caring for hospitalized psychiatric patients, and have a 

minimum of one year of experience within the last five years on an acute adult mental health unit 

where seclusion is used.  Participation in this study is voluntary.  If you do decide to participate, 
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you may withdraw at any time without any consequences or any explanation.  If you withdraw 

from the study, your data will not be used and will be destroyed. 

 

What is involved? 
If you agree to participate in this research, you will be asked to take part in an interview that will 

take approximately 60 minutes.  The interview will be conducted at a mutually agreed upon time 

and private place.  The interview will be audio-taped and transcribed word-for-word.  You will 

also be asked to complete some demographic questions, including age, education, and 

experience.  You may be asked to participate in a follow-up interview of approximately 60 

minutes to clarify your responses from the initial interview or to ask you additional questions 

based on the responses of other participants. 

 

Risks 

Participation in this study may cause some inconvenience to you, including the time it takes to be 

interviewed. You may feel uncomfortable with questions related to your use of seclusion.  If at 

any point in the interview you feel uncomfortable and wish to stop please let me know. As a 

participant you have the opportunity to withdraw from the study at any time.  If you do not wish 

to discuss a particular question please let me know and the question will be omitted.  By law, I 

am required to report to the appropriate authorities any disclosure of abuse of children or persons 

in care that is revealed to me in the course of the interview. 

 

Benefits 

The knowledge gained through this research will increase our understanding of the place of 

ethics in mental health nurses’ decisions about seclusion.  This could be a potential benefit to the 

improve state of knowledge about seclusion and improve nurses’ ability to care for psychiatric 

patients. 

 

Confidentiality 

Your name will not appear in any report, publication, or presentation of the research.  Your data 

(e.g., interview recording, transcripts of interviews) will be safely stored in a locked cabinet and 

on a password-protected computer and only I and my thesis committee will have access to the 

data.  Your identity will be protected by use of pseudonyms.  When your interview is 

transcribed, your name will be removed and efforts will be made to remove any features of your 

interview that could make you identifiable.  All data will be destroyed using confidential means 

seven years after the completion of the study.  Paper copies will be shredded and electronic files 

will be deleted. 

 

Dissemination of Results 

It is anticipated that the results of this study will be shared with others in the following ways: a 

published article, a poster or presentation at mental health nursing conferences, and as a thesis 

presentation.  A summary of the results will be provided to participants upon completion of the 

thesis, with an estimated completion date of 05/13.  You will be given a choice of mechanisms 

(e.g., mail, email) by which to receive a summary. 

 

Your signature on this form indicates that you have understood to your satisfaction the 

information regarding participation in the research project and agree to participate as a 
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subject.  In no way does this waive your legal rights nor release the researchers, sponsors, 

or involved institutions from their legal and professional responsibilities.  You are free to 

withdraw from the study at any time, and /or refrain from answering any questions you 

prefer to omit, without prejudice or consequence.  Your continued participation should be 

as informed as your initial consent, so you should feel free to ask for clarification or new 

information throughout your participation. 

 

The University of Manitoba may look at your research records to see that the research is 

being done in a safe and proper way.  

 

This research has been approved by the Education and Nursing Research Ethics Board at 

the University of Manitoba.  If you have any concerns or complaints about this project you 

may contact any of the above-named persons or the Human Ethics Coordinator (HEC) at 

204-474-7122.  A copy of this consent form has been given to you to keep for your records 

and reference. 

 

Participant’s Signature ________________________          Date ____________ 

 

Researcher and/or Delegate’s Signature ___________________   Date _______  
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Summary of Findings 
 

Please list your choice for receiving a summary of the results: 

 

□mail – please provide your mailing address  

 

 

 

□email – please provide your email address 
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Appendix H:  Revised Consent Form 

 

 

 

Faculty of Nursing 

Faculty of Nursing 

Helen Glass Centre for 

Nursing 

Winnipeg, Manitoba 

Canada  R3T 2N2 

Telephone:  (204) 474-7452 

Fax:  (204) 474-7682 

 

Research Project Title: The Place of Ethics in Mental Health Nurses’ Clinical Judgment in the 

Use of Seclusion 

 

Principal Investigator:   

Isabelle Jarrin, Student, Master of Nursing Program, Faculty of Nursing, University of Manitoba 

 

Research Supervisor:   

Dr. Marie Edwards, Assistant Professor, Faculty of Nursing, University of Manitoba 

 

This consent form, a copy of which will be left with you for your records and reference, is only 

part of the process of informed consent.  It should give you the basic idea of what the research is 

about and what your participation will involve.   If you would like more detail about something 

mentioned here, or information not included here, you should feel free to ask.  Please take the 

time to read this carefully and to understand any accompanying information. 

 

You are invited to participate in a study entitled “The Place of Ethics in Mental Health Nurses’ 

Clinical Judgment in the Use of Seclusion” that is being conducted by me. 

 

Purpose and Objectives 

The purpose of this study is to explore the place of ethics in nurses’ judgments to use seclusion 

on patients in mental health facilities. Investigation of seclusion is of particular significance to 

nursing knowledge since it is typically nurses who make the decision to seclude patients.  

Gaining a better understanding of mental health nurses’ decisions about seclusion may help to 

inform education, clinical practice, and future research related to seclusion.   

 

Inclusion Criteria and Participation 

You are being asked to participate in this study because you are a direct care mental health nurse, 

who may at times use seclusion while caring for hospitalized psychiatric patients, and have a 

minimum of one year of experience within the last five years on an acute adult mental health unit 

where seclusion is used.  Participation in this study is voluntary.  This research is not in any way 

associated with the CRPNM [CRNM].  It is possible that you are a colleague of mine in my 

employed positions.  I will not be conducting research during my paid employed time and this 

research is in no way affiliated with my employed roles.  Your employment will not be affected 

in any way whatever your decision is regarding participation in this study.  Your participation in 

no way will be revealed to your supervisor.  If you do decide to participate, you may withdraw at 
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any time without any consequences or any explanation.  If you withdraw from the study, your 

data will not be used and will be destroyed. 

 

What is involved? 
If you agree to participate in this research, you will be asked to take part in an interview that will 

take approximately 60 minutes.  The interview will be conducted at a mutually agreed upon time 

and private/confidential place.  The interview will be audio-taped and transcribed word-for-

word.  You will also be asked to complete some demographic questions, including age, 

education, and experience.  You may be asked to participate in a follow-up interview of 

approximately 60 minutes to clarify your responses from the initial interview or to ask you 

additional questions based on the responses of other participants. 

 

Risks 

Participation in this study may cause some inconvenience to you, including the time it takes to be 

interviewed. You may feel uncomfortable with questions related to your use of seclusion.  If at 

any point in the interview you feel uncomfortable and wish to stop please let me know. As a 

participant you have the opportunity to withdraw from the study at any time, without any 

penalty.  If you choose to withdraw from the study, your data will not be used and will be 

destroyed using confidential means.  If you do not wish to discuss a particular question please let 

me know and the question will be omitted.  By law, I am required to report to the appropriate 

authorities any disclosure of abuse of children or persons in care that is revealed to me in the 

course of the interview. 

 

Benefits 

The knowledge gained through this research will increase our understanding of the place of 

ethics in mental health nurses’ decisions about seclusion.  This could be a potential benefit to the 

improve state of knowledge about seclusion and improve nurses’ ability to care for psychiatric 

patients. 

 

Confidentiality 

Your name will not appear in any report, publication, or presentation of the research.  Your data 

(e.g., interview recording, transcripts of interviews) will be safely stored in a locked cabinet in 

either the researcher’s office at home or her supervisor’s office at the University of Manitoba and 

on a password-protected computer.  My thesis committee and I will have access to all of the 

data and a transcriptionist will have access to the audio recordings for the purposes of 

transcribing.  Your identity will be protected by use of pseudonyms.  Personal data will be 

securely stored separately from data with pseudonyms in a locked cabinet in the researcher’s 

home.  Your interview will be transcribed by a transcriptionist who has signed a pledge of 

confidentiality. When your interview is transcribed, your name will be removed and efforts will 

be made to remove any features of your interview that could make you identifiable.  All data will 

be destroyed using confidential means seven years after the completion of the study.  Paper 

copies will be shredded and electronic files will be deleted. 

 

Dissemination of Results 

It is anticipated that the results of this study will be shared with others in the following ways: a 

published article, a poster or presentation at mental health nursing conferences, and as a thesis 
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presentation.  A summary of the results will be provided to participants upon completion of the 

thesis, with an estimated completion date of 05/13.  You will be given a choice of mechanisms 

(e.g., mail, email) by which to receive a summary. 

 

Your signature on this form indicates that you have understood to your satisfaction the 

information regarding participation in the research project and agree to participate as a subject.  

In no way does this waive your legal rights nor release the researchers, sponsors, or involved 

institutions from their legal and professional responsibilities.  You are free to withdraw from the 

study at any time, and /or refrain from answering any questions you prefer to omit, without 

prejudice or consequence.  Your continued participation should be as informed as your initial 

consent, so you should feel free to ask for clarification or new information throughout your 

participation. 

 

The University of Manitoba may look at your research records to see that the research is being 

done in a safe and proper way.  

 

This research has been approved by the Education and Nursing Research Ethics Board at the 

University of Manitoba.  If you have any concerns or complaints about this project you may 

contact any of the above-named persons or the Human Ethics Coordinator (HEC) at 204-474-

7122.  A copy of this consent form has been given to you to keep for your records and reference. 

 

Participant’s Signature ________________________          Date ____________ 

 

Researcher and/or Delegate’s Signature ___________________   Date _______  
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Summary of Findings 
 

Please list your choice for receiving a summary of the results: 

 

□mail – please provide your mailing address  

 

 

 

□email – please provide your email address 
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Appendix I: New Consent for a Transcriptionist to Transcribe Recording 

(For participants who had signed the consent form in Appendix G) 

 

 

 

Faculty of Nursing 

Faculty of Nursing 

Helen Glass Centre for 

Nursing 

Winnipeg, Manitoba 

Canada  R3T 2N2 

Telephone:  (204) 474-7452 

Fax:  (204) 474-7682 

 

Research Project Title: The Place of Ethics in Mental Health Nurses’ Clinical Judgment in the 

Use of Seclusion 

 

Principal Investigator:   

Isabelle Jarrin, Student, Master of Nursing Program, Faculty of Nursing, University of Manitoba 

 

Research Supervisor:   

Dr. Marie Edwards, Assistant Professor, Faculty of Nursing, University of Manitoba 

 

Thank you for participating in my study.  You originally consented to me transcribing your 

interview.  I would like your permission to use the services of an experienced transcriptionist 

who has signed a confidentiality agreement.  Once the transcriptionist has provided me with the 

transcript and I have checked it against the recording, the file will be deleted from the 

transcriptionist’s computer.  I am providing you with two options.  If you are in agreement to 

having a transcriptionist transcribe your interview, please sign below.  If you would prefer that I 

transcribe your interview, that is what I will do. 

 

This change to the transcribing of my research has been approved by the Education and Nursing 

Research Ethics Board at the University of Manitoba.  If you have any concerns or complaints 

about this project you may contact any of the above-named persons or the Human Ethics 

Coordinator (HEC) at 204-474-7122.  A copy of this consent form has been given to you to keep 

for your records and reference. 

 

Participant’s Signature ________________________          Date ____________ 

 

Researcher and/or Delegate’s Signature ___________________   Date _______  
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Appendix J: Transcriptionist’s Pledge of Confidentiality 

 

 

 

Faculty of Nursing 

Faculty of Nursing 

Helen Glass Centre for 

Nursing 

Winnipeg, Manitoba 

Canada  R3T 2N2 

Telephone:  (204) 474-7452 

Fax:  (204) 474-7682 

 

 

This form is intended to further ensure that the confidentiality of all research data is upheld.  You 

are asked to read the following statement and sign your name indicating that you agree to honour 

this pledge of confidentiality. 

 

I hereby agree and pledge to keep confidential any information that I am privy to (e.g., in my 

role of transcribing audio-recordings) that pertains to the study The Place of Ethics in Mental 

Health Nurses’ Clinical Judgment in the Use of Seclusion, carried out by Isabelle Jarrin.  I agree 

not to discuss with anyone other than Isabelle Jarrin (or members of her thesis committee) 

material directly related to this research study.  I also agree to delete all audio-files and transcript 

files related to this study from my computer when notified by the researcher to do so. 

 

 

NAME:  

 

SIGNATURE:  

 

WITNESS: 

 

DATE:__________________________ 

 


