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Abstract 

Seclusion is used in increasingly recovery-oriented adult mental health services. No studies have 

specifically explored psychologists’ perspectives and experiences of seclusion or the perspectives 

and experiences of staff and service users on seclusion in the context of recovery-oriented practice. 

This thesis aimed to address these gaps. A systematic review of 27 studies explored the extent to 

which principles of recovery were evident in the perspectives and experiences of staff and service 

users on seclusion. Limited findings of seclusion being consistent with recovery principles were 

consistently accompanied by greater evidence that seclusion was perceived as directly opposing 

these. Service user perceptions placed seclusion and recovery at greater odds than staff perceptions. 

A qualitative hermeneutic phenomenological study adopting a social constructivist perspective was 

conducted. This explored the roles of Irish psychologists in the process of seclusion, their 

perspectives on seclusion, its use in recovery-oriented practice and related professional practice 

issues that may arise. Semi-structured interviews with 17 psychologists were analysed using reflexive 

thematic analysis. Twenty-four themes clustered within four overarching themes were identified. 

Seclusion was perceived as a peripheral topic within their work and Irish psychology more broadly. 

Seclusion was considered problematic and largely inconsistent with recovery, but occasionally 

necessary at present. Participants perceived that systemic factors influenced practice in relation to 

the topic, including often limited multi-disciplinary shared care and recovery-orientation in services. 

Overall the findings highlight the importance of reflective practice and point to changes to partially 

reconcile seclusion and recovery. They underscore the need to openly acknowledge the reality of 

conflicting priorities that cannot be easily reconciled (e.g. safety v rights, care v control) and the 

importance of conscientiously balancing needs to ensure ethical practice. The findings suggest that 

psychologists are well-suited to participate in local and national discussions on the complexities of 

using seclusion in recovery-oriented practice. 

 

 

Keywords: seclusion, recovery, experience, psychologist, restrictive practice, perspective, 

staff, service user  
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Terminology 

The term ‘mental health difficulty’ is used throughout this thesis. While many terms are used to 

describe psychological distress, this term is used as it is not aligned with any particular model of 

psychological distress. Notably, terms such as ‘mental illness’ are often associated with a biomedical 

conception of psychological distress and psychiatric diagnoses. Such terms are only used where 

published work is directly quoted. 

 

The term ‘service user’ is used throughout the thesis. The only exceptions to this are where 

publications are quoted and references are made to the historic context of mental health services. 

This term has been widely used in Irish mental health services and other health and social care 

services in Ireland for many years (Department of Health & Children, 2006, 2008). In the context of 

this thesis the term service user refers to a person that uses mental health services in relation to 

their own mental health difficulties. Alternative terms commonly used among some professions and 

in some parts of the world include ‘patient’, ‘client’, and ‘consumer’. 

 

The term ‘supporter’ is used throughout this thesis. The only exception to this is where publications 

are quoted. While the terms ‘family’ and ‘carer’ often appear in mental health literature, ‘supporter’ 

is used in recognition that not all people who support a service user are family members. Further, 

the term ‘supporter’ makes no assumptions about the nature of the support given. 

 

The terms ‘staff’ and ‘health professionals’ are used interchangeably throughout this thesis. They are 

used to describe the range of health and social care professionals that work in adult mental health 

settings. These include but are not limited to psychiatry, nursing, psychology, occupational therapy, 

social work and addiction counselling. 
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1. Chapter One: General Introduction 

The overall aim of this thesis is to explore the perspectives and experiences of staff and service users 

on the use of seclusion in the context of recovery-oriented practice. The thesis aims to synthesise 

existing empirical findings and produce original empirical findings to address a gap in knowledge in 

this area. No studies to date have specifically explored the perspectives and experiences of 

psychologists in relation to seclusion, let alone its use in the context of recovery-oriented practice. 

The perspectives and experiences of psychologists are therefore a particular focus of this thesis. This 

thesis aims to make an original contribution to the field of clinical psychology, while having 

relevance to a broader audience, such as other health professions, service user advocacy groups and 

policy makers.  

In this chapter, the practice of seclusion and its use in adult mental health (AMH) services is 

initially discussed. This is followed by a review of the historic context in which the practice 

developed, the implications of its use and debates surrounding the practice. The increasingly 

prominent emphasis on seclusion reduction and recovery-oriented practice in mental health services 

is then discussed. The notable developments that have shaped the context in which these issues 

currently exist in Ireland are subsequently discussed separately. Finally, the programme of research 

undertaken for this thesis is presented, along with consideration of the original contributions it aims 

to make to the academic and clinical literature. 

Seclusion often features in broader discussions about restrictive practices in the literature, 

however it has also often been treated as an independent topic due to the emotive nature and 

unique implications of the practice (Alty & Mason, 1994). While references are made to wider 

discussions relating to restrictive practices at appropriate points, seclusion in AMH services is 

discussed as an independent topic throughout this thesis.  

 

1.1 Seclusion as a Practice in Adult Mental Health Services 

Seclusion has been defined by the World Health Organisation (WHO; 2012, p.82) as the “placement 

of an individual alone in a locked room or secured area from which he or she is physically prevented 

from leaving”. The exact wordings of formal definitions vary somewhat within the academic and 

clinical literature and across the countries and services in which seclusion is used. However, the 

various definitions generally describe a relatively homogenous practice with a set of core 

characteristics that has largely remained unchanged over time (Mason 1992; Mason & Alty, 1994; 

Ministry of Health (New Zealand), 2008; National Institute for Health and Care Excellence (NICE), 

2015).  
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Most fundamentally, service users are compelled, through the will of another person and 

typically against their own will, to remain in a specific area for a period of time. AMH services in 

which seclusion is used typically have designated seclusion rooms, however being locked in any 

room alone is frequently considered seclusion. Roper et al. (2015) reported that some service users 

and those that support them feel that any situation in which someone is forcibly isolated from 

others constitutes seclusion (e.g. in a locked ward or restricted to part of a ward), however formal 

definitions do not generally extend this far. While there is some variation in practices across 

countries, seclusion rooms are invariably minimally furnished (Ezeobele et al., 2014; Haw et al., 

2011; Kuosmanen et al., 2015; Tooke & Brown, 1992). Some rooms are bare and featureless, while 

others may contain a mattress, a blanket or an exterior window. Some contain no toileting facilities, 

while others may contain a drain, bedpan, urinal or a toilet. Some seclusion room doors contain 

windows and some rooms contain cameras to facilitate staff observations. These observations may 

be continuous or intermittent. Meals are typically delivered to the seclusion room. Personal 

belongings are frequently not permitted in seclusion rooms. In some services, service users are 

compelled to wear hospital gowns during seclusion.  

Seclusion is widely classed as a ‘restrictive’ or ‘coercive’ intervention, along with 

observation, physical restraint, mechanical restraint and the use of tranquillising medication (Mental 

Health Commission, 2014; NICE, 2015; Tingleff et al., 2017). These practices ultimately aim to limit 

the behaviour of service users (NICE, 2015). The functions of seclusion in particular are discussed 

later in this chapter. Traditionally, seclusion has been widely used in mental health services 

throughout the world (Mason, 1994a). The prevalence of seclusion in recent years is discussed in the 

next section. 

 

1.1.1 Prevalence 

The collection and synthesis of data on the use of seclusion is complex due to variation between 

service characteristics, clinical practices and the methods used to measure its use (Janssen et al., 

2011). Estimates of frequency and duration may be expressed in absolute terms. For example, 

Janssen et al. (2011) measured both ‘discrete episodes’, consisting of the period of time from which 

seclusion is initiated to the time the door is unlocked, and ‘sequences of episodes’ whereby multiple 

periods of time in a seclusion room without an interval of 24 hours are recorded as a single episode. 

In another Dutch study where service users were sometimes allowed out of the seclusion room, 

seclusion was recorded as an uninterrupted episode where the duration of time out of the room was 

less than six hours (Stolker et al., 2006). Estimates of frequency and duration have also been 

expressed relative to another variable. This includes, but is not limited to, total population or a set 
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number of admissions or occupied bed days (Lepping et al., 2016). Janssen et al. noted that 

comparison between wards and hospitals is also problematic, as estimates are dependent on a 

range of factors relating to the broad social context in which a service is based, characteristics of the 

ward and characteristics of service users and the nature of their admission. Kallert et al. (2005) 

found that AMH services across 12 European countries varied significantly on multiple variables 

within each of these areas. Further, estimates of seclusion in AMH services cannot always be 

distinguished from its use in other settings or the use of other restrictive practices (Gowda et al., 

2018). 

Despite the difficulties inherent in estimating prevalence, data provided by national 

databases and some large-scale studies provide insights, as they use a single approach to measure 

prevalence for large populations. National data from New Zealand showed that when forensic units 

were excluded, 7% of all service users admitted to inpatient AMH services during a 12 month period 

starting in 2016 were secluded (Jury et al., 2019). Australian national data showed that between 

2015 and 2019, the annual number of events per 1,000 bed days ranged from 6.9 – 8.1 across the 

country (Australian Institute of Health and Welfare, 2020). Notably, it is not immediately clear how 

an ‘event’ is operationalised. The European Evaluation of Coercion in Psychiatry and Harmonization 

of Best Clinical Practice (EUNOMIA) project was a large prospective study on the use of coercive 

measures among involuntarily admitted patients in Europe. The same methodology was used across 

multiple countries, providing somewhat reliable prevalence rates in Europe. Raboch et al. (2010) 

found that 6% of service users were secluded across 10 countries. The study highlighted significant 

variation in practices across Europe. There were no cases in Germany, Greece, Lithuania or Poland. 

In contrast, 65% of seclusion episodes occurred in the UK. Figures relating to the use of seclusion in 

Ireland will be presented later in this chapter. 

 

1.1.2 Service User Profile 

Some studies have simply described the frequency of particular demographic characteristics among 

service users that have been secluded (e.g. Chavulak & Petrakis, 2017). While frequencies alone may 

provide some insights, they do not account for the prevalence of characteristics in the wider 

population of service users. Such findings must therefore be interpreted with caution as they do not 

indicate any associations or causal links. More complex analyses have been conducted in a number 

of studies however. In a study involving involuntarily admitted service users included in the 

EUNOMIA project, Raboch et al. (2010) found no association between those who experienced 

seclusion or another restrictive practice compared to those who did not for gender, age, 

employment and living situation. They found that service users with a diagnosis of schizophrenia and 
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more psychiatric symptoms were more likely to be secluded. Notably, while these differences were 

highly significant, the sample was very large and effect sizes were not reported. 

Using multivariate methods, Janssen et al. (2013) found that multiple service user 

characteristics predicted the number of seclusion incidents in various Dutch services. These 

included: male gender, age below 35 years, a high score on the General Assessment of Functioning, 

an unknown diagnosis, and a diagnosis of either bipolar disorder, schizophrenia or personality 

disorder. Jury et al. (2019) conducted a multivariate analysis of national data from AMH services in 

New Zealand with forensic services excluded. They found that some items on the Health of the 

Nation Outcomes Scale (HoNOS) significantly predicted seclusion. Compared with service users who 

were not secluded, those with clinically significant scores on Item 1 (overactive, disruptive, or 

agitated behaviour) were nearly five times more likely to be secluded than those with a score of 

zero. Those with clinically significant scores on Item 3 (problem drinking or drug-taking) were 51% 

more likely to be secluded, and those with clinically significant scores on Item 6 (problems with 

hallucination and delusion) were 33% more likely to be secluded.  

 

1.2 The Historic Context 

In order to understand the use of seclusion in AMH services and the debates that are discussed later 

in this chapter, it is necessary to have a basic understanding of the primary sociological, ideological 

and political developments that contributed to modern psychiatric care. An overview of significant 

developments and the contributions to the literature is given below; however more in depth 

discussion is beyond the scope of this thesis.  

Up to the late 1700’s, treatment of the ‘insane’ increasingly took place in institutional 

settings and was widely based on superstitious theory and moral judgement (Alty, 1994a). ‘Madness’ 

was variably viewed as a symptom of animal instincts (Holmes et al., 2004), the work of the devil or 

the product of sin (Alty, 1994a). As a result, people in institutions were often physically restrained, 

chained to beds and walls and subjected to ‘treatments’ that are now widely considered harmful and 

barbaric (Foucault, 2006). Solitary confinement in a darkened room was widely supported at this 

time as an acceptable method of punishment to control the behaviour of patients (Alty, 1994a). 

While such practices are not synonymous with seclusion, as it is currently practised in many parts of 

the world, they are not wholly dissimilar.  

In the late 1700’s a new approach that later became known as ‘moral treatment’ started to 

emerge, particularly in Europe. The establishment of the York Retreat by William Tuke in England 

and the removal of chains by Phillipe Pinel in France in the 1790’s are often cited as initiating the 

movement towards humane treatment of people with mental health difficulties (Foucault, 2006; 
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Ozarin, 2001). While the principles of moral treatment were widely adopted in Europe in the early 

1800’s, some senior figures in psychiatry at the time opposed this development (Alty, 1994a). Those 

in the US were particularly divided in relation the use of restraints, with some believing that it was 

necessary and therapeutic, and others strongly opposing it (Ferleger, 2008). Thomas Kirkbride played 

a pivotal role in establishing many hospitals across the US that were greatly influenced by the 

principles of moral treatment (Ozarin, 2000). Notably, despite Pinel’s pioneering work, he continued 

to use seclusion and similar practices as a form of punishment to manage unwanted behaviour (Alty, 

1994a). John Connolly played a significant role in the adoption of moral treatment in England during 

the early 1800’s. He supported the continued use of seclusion as a means to control extreme 

violence and agitation. Kirkbride warned of the risk that staff may come to rely on seclusion and 

restraint as methods to manage all crises and other less controversial approaches may be left to one 

side (Alty, 1994a). 

A series of legal Acts in the 1700’s and 1800’s, the efforts of determined individuals and 

shifting public perceptions of mental health difficulties contributed to the emergence of modern 

psychiatric care. This has remained the primary model for understanding and managing significant 

mental distress in western countries since then. Since the 1960’s, psychiatric care has been greatly 

challenged by what has come to be known as the ‘antipsychiatry’ movement (Szasz, 1962, 1973). 

From this perspective seclusion can be viewed as a coercive practice employed within a paternalistic 

ideological system. Although undoubtedly thought-provoking, this movement did not result in the 

drastic overhaul to the model of care that was hoped for. Seclusion subsequently emerged as an 

independent topic of considerable debate during the 1970’s and 80’s (Pilette, 1978; Strutt et al., 

1980). While a considerable body of literature was published during this time, Holmes et al. (2004) 

noted that little of this early research offered guidance for nursing practice in relation to seclusion. It 

did however generate a considerable amount of debate about the rationales for and against the 

practice. These are discussed in the next section. 

 

1.3 Rationales for Seclusion 

The theoretical basis of seclusion and the functions of its use in psychiatric services have long been 

debated in the literature. Rationales for its use proposed in seminal publications by Gutheil (1978) 

and Plutchik et al. (1978) were expanded upon or challenged in a body of literature that grew over 

the subsequent decade. These arguments were summarised in a comprehensive model presented by 

Mason (1993, 1994b). Although Mason’s work is now over 25 years old it continues to be cited in 

more recent publications due to its thorough nature (Holmes et al., 2015; Mellow et al., 2017). In 

Mason’s view, three basic rationales have been proposed for seclusion: 1) it has been seen as a 
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therapeutic intervention; 2) it has been considered a means of containment; and 3) it has been 

viewed as a form of punishment. Mason considered individual rationales within each of these 

categories as lying upon a scale that ranged from benevolence to malevolence. He suggested that 

there was considerable overlap between the three rationales, which contributed to the complex and 

contentious debate around seclusion. An overview of these rationales is provided in the following 

paragraphs. As few of these continue to be cited in policies and guidelines in recent years, it is felt 

that extensive discussion of each rationale and reference to the publications in which each has been 

proposed is beyond the scope of this thesis. Details of sources for each of the rationales can be 

found in Mason’s chapter (1994b). 

 

1.3.1 Therapeutic Intervention 

According to Mason (1994b), it has been proposed that seclusion offers isolation, which serves 

multiple functions. These include: decreasing demands; decreasing emotional input associated with 

misinterpretations of interpersonal interactions; preventing vulnerable service users from enduring 

the adverse consequences of pathologically intense relationships; and enabling service users to 

develop ‘mastery of space’, whereby they build the capacity to cope with increasing encounters and 

unexpected events in the ward in a stepped manner. Mason noted that various authors emphasised 

the role of seclusion in reducing sensory stimulation. In this regard, agitation has been considered a 

behavioural manifestation of the inability to cope with environmental demands. It has been argued 

from a psychodynamic perspective, that impulsive and destructive behaviour reflect the service 

user’s maturational needs, and that seclusion addresses these by helping them gain insight.  

According to Mason (1994b), some authors have proposed that seclusion supports the 

establishment of therapeutic relationships in that it reassures service users that they will receive 

therapeutic intervention from staff regardless of how challenging their behaviour is. Others have 

proposed that the seclusion room is simply a place where interventions can be applied. This includes 

the interpersonal contact upon which therapeutic relationships are built. According to Mason, some 

authors have proposed that rather than isolation, seclusion provides opportunities for intensive 

treatment and observation, with some noting that this can facilitate earlier diagnosis and 

interventions. It has been proposed that seclusion preserves the ‘therapeutic milieu’ of the ward 

environment and enhances the mental wellbeing of other service users on the ward. Mason 

insightfully stated that dogma and bigotry has led to narrowed thinking and entrenched positions on 

various sides of medical and nursing debates in the past and has ultimately resulted in unconscious 

support for malevolent therapies. He queried whether this may also be the case with seclusion. 
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1.3.2. Containment  

According to Mason (1994b) multiple rationales have been proposed for seclusion simply as a 

method of containment that ultimately prevents undesirable outcomes. In this regard, seclusion may 

be used pre-emptively when particular situations seem imminent or after they have already begun. 

Rationales discussed by Mason based on the safety of oneelf include: protecting service users from 

pain and injuries associated with self-harm; providing a sense of reassurance to those that self-

injure; and preventing behaviours that might compromise the dignity of service users or that they 

may find shameful or embarrassing at a later time. Mason referred to authors who argued that 

seclusion prevents attacks and injuries to staff and other service users, therefore protecting their 

rights. Seclusion has also been justified as a means of preventing damage to property. With respect 

to injuries to others and to property, it has been argued that seclusion also protects the interests of 

secluded service users by avoiding potential retaliatory responses and legal action. Some authors 

also supported the use of seclusion as an external control where service users are perceived to lack 

internal control, in hope that this will help them regain control or prevent further deterioration. 

According to Mason, it has also been argued that when expectations are known and the 

consequences of actions are experienced there is an opportunity for the development of ego 

strengths. Some authors have noted that seclusion serves to ease staff anxiety while they develop a 

plan of management.  

 

1.3.3 Punishment 

Mason (1994b) noted that there was limited discussion of seclusion as a form of punishment in the 

literature. He suggested that this is likely due to the emotive nature of punishment in relation to the 

caring role. Indeed, as previously mentioned, punishment was widely viewed as an acceptable 

rationale for practices that approximated seclusion in the 1700’s. A small number of authors in the 

1970s and 80s proposed that authority and power can be exercised during seclusion in a benevolent 

way, to promote learning and the development of internal control.  According to Mason, some 

authors commented more widely on the use of reward and punishment within society as a way to 

justify its use in psychiatric care. Mason perceived that while reward and punishment are prominent 

aspects of human social activities, incorporating them into institutional practices is questionable. 

According to Mason, a small number of authors have discussed the possibility of resentment, 

retaliation and even sadistic tendencies among staff in their use of seclusion. Notably, he 

commented that a failure to examine such possibilities may contribute to a facade, whereby 

seclusion is framed as being therapeutic and in the service user’s best interest, without reference to 

the issue of punishment. 
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1.4 The Impact of Seclusion  

1.4.1 Risk Management 

Service users are generally admitted to modern AMH services on the basis that they are considered 

unsafe in the community or their mental health is likely to deteriorate if they remain there. As such, 

extreme emotional states and unusual experiences and beliefs can be common in inpatient services. 

They can contribute to challenging behaviour and a very real risk of aggression and injury, 

particularly in forensic settings. The responsibility for directly managing such risks typically falls 

largely on nursing staff, who may employ seclusion for this very reason (Happell et al., 2012; NICE, 

2015; Pulsford et al., 2013). In a review of 136 articles, Spector, Zhou, & Che (2014) found that 68% 

of nurses in psychiatric services around the world were exposed to assaults or harassment during 

work and 41% were injured. Clearly, strategies of some sort are required to manage these risks. 

While seclusion is controversial, it is sometimes viewed as the safest intervention to manage risk 

(Mason, 1994b) and one that is necessary where other methods have been ineffective (Happell & 

Harrow, 2010). Notably, service users are often restrained in the process of being secluded and this 

practice is also controversial. There are numerous reports of people of all ages in mental health 

services and other settings dying or being injured during restraint (Barnett et al., 2012; Ferleger, 

2008; Mohr et al., 2003). 

 

1.4.2 Staff and Service User Perceptions 

Three systematic reviews focusing exclusively on staff and service user perspectives on seclusion in 

AMH services have been published to date. Happell and Harrow (2010) considered staff alone and 

Mellow et al. (2017) considered service users alone, while Van der Merwe et al. (2013) reviewed 

findings from both groups. Taken together, findings from Van der Merwe et al. and Mellow et al. 

indicate that in the vast majority of studies many service users reported negative experiences of 

seclusion. Reported emotions included sadness, loneliness, fear, anger and frustration. Seclusion 

was experienced by some as coercive and punishing, disempowering, humiliating and dehumanising. 

Mellow et al. also reported loss of autonomy, rights and dignity. Loss of trust and self-confidence 

were reported as immediate and lasting negative effects. Van Der Merwe et al. noted that service 

users complained about conditions in the seclusion room. Mellow et al. reported that service users 

consistently described a lack of access to facilities to meet basic needs, such as toileting and 

washing. Sensory deprivation and delusions during seclusion were reportedly consistently 

experienced as distressing. Service users reported having limited understanding of why they were 

secluded or the processes surrounding the practice. A lack of staff communication or concern was 
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widely reported by service users. Notably, positive experiences were also occasionally reported. 

These included feeling safe, protected, calmer, relieved and more in control. Mellow et al. reported 

that some had positive experiences of hallucinations. Some service users expressed gratitude 

towards staff for their care and described positive effects on their wellbeing. Clear communication, 

support and understanding from staff were reported by service users in about half of the studies 

included by Mellow et al. Overall, Mellow et al. concluded that seclusion “has the potential to cause 

iatrogenic harm” (p. 11).  

The majority of staff included in the reviews by Van der Merwe et al. (2013) and Happell and 

Harrow (2010) were nurses and psychiatrists. Taken together, the findings of both studies indicated 

that the vast majority of these staff believed that seclusion was necessary to ensure safety and a 

therapeutic milieu. They also believed that it should continue to be used. The majority believed that 

the low-stimulus environment was therapeutic and enabled service users to calm down and gain 

control. At the same time, the negative experiences of service users were widely acknowledged in 

the findings of both reviews. According to Van der Merwe et al., staff felt seclusion taught service 

users to respect physical limits and modify their behaviour. Staff denied having any punitive intent 

and reportedly felt disappointed that situations could not be resolved otherwise. Some staff also 

expressed concern that seclusion could be abused.  

 

1.4.3 Clinical Outcomes 

Findings on the impact of seclusion on length of stay are inconsistent. When analysing data from 10 

countries included in the EUNOMIA project, McLaughlin et al. (2016) found that the mean length of 

stay for involuntarily admitted service users that had been secluded was 64.8 days. This was 25 days 

longer than the average length of stay for those that were not secluded and this difference was 

highly significant. The significant association between seclusion and length of stay remained after 

symptom severity and country were controlled for. While striking, this finding should be interpreted 

with some caution however, as all participants were involuntarily admitted and the generalizability 

to voluntary service users is unclear. Notably, in a large study of forensic service users in the UK, 

Griffiths et al., (2018) found no significant difference in length of stay between service users that 

were secluded and those that were not. They recommended caution in interpreting these findings 

however, and noted that the intensity of interventions received and the discharge destination could 

be important in interpreting such findings. 

In a systematic review originally published in 2000 and revised in 2012, Sailas and Fenton 

concluded that no recommendations could be made about the effectiveness or harmfulness of 

seclusion and restraint as there were no randomised controlled trials on their effects on service 



10 
 

users. In another systematic review Nelstrop et al. (2006) concluded that existing research was of a 

poor standard and there was no evidence for the effectiveness and safety of seclusion and restraint. 

Notably, reviews of the qualitative literature provide strong evidence of various detrimental effects 

(Happell & Harrow, 2010; Mellow et al., 2017; Van der Merwe et al., 2013).  

 

1.4.4 Rights and Humanitarian Issues 

The Universal Declaration of Human Rights (UNDHR; UN, 1948) outlines the right to: liberty (Article 

1); freedom from arbitrary interference with one’s privacy (Article 12); and the right to be free from 

torture, or cruel, inhumane, degrading treatment or punishment (Article 5). The United Nations (UN) 

Principles for the Protection of Persons with Mental Illness and for the Improvement of Mental 

Health Care (UN, 1991) were developed in recognition that AMH services and practices such as 

seclusion were at odds with the UNDHR. They outline basic standards for mental health systems and 

the rights that people with mental health difficulties should have. They state that service users 

should be: “treated with humanity and respect for the inherent dignity of the human person” (UN, 

1991, Principle 1.2); they should “have the right to protection from … physical or other abuse and 

degrading treatment” (Principle 1.3); and they “shall be protected from harm, including unjustified 

medication, abuse from other patients, staff or other acts causing mental distress or physical 

discomfort” (Principle 8.2). Chavulak and Petrakis (2017) cited research on service user perspectives 

on seclusion and argued that the practice does not sit comfortably with human rights. They 

highlighted a number of dilemmas, including: whether services have a responsibility to seclude in 

order to protect human rights, or whether the act itself was a violation of these; whether the harm 

caused by seclusion is worse than the harm it prevents; and the restriction of one person’s rights to 

protect the rights of others.  

Although widely quoted, the UN documents are not legally binding. They have been 

interpreted somewhat differently across signatory countries. This has resulted in varied ‘Mental 

Health Acts’ across and within countries that outline the conditions under which, and the manner in 

which, an individual’s rights may be restricted. In mental health settings, human rights are often in 

conflict, leading to dilemmas in which they must be viewed as relative rather than absolute. At the 

level of the individual, legislation must consider the interests of a service user as a legal subject and 

their interests as a person who is considered by many states to have an ‘illness’ (Janssen et al., 

2011).  

 

1.4.5 Ethical Issues and Abuse 
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Alty (1994b) noted that despite the considerable debate about seclusion during the 1970s and 80s, 

there was limited discussion of the ethical and moral implications of the practice. Alty perceived that 

the limited critical examination of this issue has contributed to the on-going controversy surrounding 

the practice. Jacob et al. (2009) proposed that seclusion was the product of psychiatric culture, 

which consists of a particular set of procedures, values and beliefs. Jacob et al. and a number of 

other authors (Alty, 1994b; Mason & Chandley, 1998; Morral & Muir-Cochrane, 2002) have 

expressed the view that seclusion is a form of coercive social control, which they consider 

problematic both ethically and morally. Morral and Muir-Cochrane (2002) perceived that psychiatric 

medicine and nursing were in particular positions of power with regards to the application of this 

social control. They argued that service users are socially excluded by being incarcerated within the 

psychiatric system and subsequently further excluded by being secluded. These comments illustrate 

the tension that exists between the caring and custodial roles of staff within psychiatric services. 

On a more pragmatic level, Muir-Cochrane and Holmes (2001) highlighted the ethical 

dilemma in which the safety needs and therapeutic considerations for the individual and others on 

wards need to be balanced against the right of the individual to the least restrictive environment. 

The inherent difficulties in applying the principles of beneficence (i.e. maximising benefit) and non-

maleficence (i.e. minimising harm) to seclusion have also been highlighted on a number of occasions 

(Alty, 1994b; Muir-Cochrane & Holmes 2001). Muir-Cochrane and Holmes (2001) argued that the 

curtailment of service user autonomy may not be ethically justified where seclusion is used 

proactively to prevent anticipated harm. They noted that such judgements are open to error due to 

difficulties in estimating the risk of violence. The issue is more complex however, as Alty (1994b) 

reflected on the concept of curtailing a person’s autonomy in the short-term in order to support 

their autonomy in the long-term.  

Alty and Mason (1994) proposed that like many interventions in mental health, seclusion 

was open to abuse, but that the practice was not abusive in all cases. They noted that this was also 

fraught with difficulties however due to the subjectivity of staff judgements and issues defining the 

appropriate and inappropriate use of seclusion. Alty and Mason perceived that there was a “fine line 

between paternalism and (abusive) authoritarianism” (p. 129). Alty (1994b) added that ‘unsolicited’ 

or ‘unrestrained’ paternalism may be detrimental to the wellbeing of service users. 

 

1.5 A Process of Change 

1.5.1 The Recovery Movement 

Traditionally within psychiatry, it was widely believed that ‘mental illness’ was a chronic and 

degenerative condition that was not responsive to rehabilitation and required long-term care 
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(Bellack, 2006). A number of significant factors contributed to a paradigm shift in mental health 

services and the emergence of the ‘recovery’ movement in the 1990’s. These included: the 

accumulation of evidence for effective interventions in cases of severe mental health difficulties; 

pressure on services; deinstitutionalisation; dissatisfaction among ex-service users; and the use of 

‘recovery’ as a key concept in addiction services such as Alcoholics Anonymous (Anthony & Ashcraft, 

2010; Brown & Manning, 2017). 

Recovery from severe mental health difficulties has been defined in a variety of ways over 

the years and there is no consensus on a single definition (Clarke et al., 2016; Leamy et al., 2011). A 

more traditional psychiatric definition of ‘clinical recovery’ included: symptom remission, full or part-

time involvement in work or education, independent living without supervision by caregivers, having 

friends with whom activities can be shared, and sustaining these things for two consecutive years 

(Liberman & Kopelowicz, 2002). It has been argued however that just as recovery from physical 

illness does not necessarily consist of the full recovery of previous functioning, recovery from mental 

health difficulties need not consist of a ‘cure’ (Anthony, 1993). As such, people do not necessarily 

have to retrieve all their losses, but rather live well in spite of them (Deegan, 1988; Mental Health 

Commission, New Zealand, 1998). Recovery has been described as “a self-determined and holistic 

journey” (Pennsylvania Recovery Workgroup, 2004), where a person is able to live a life that is 

meaningful to them (Anthony, 1993). Anthony argued that a person’s subjective experiences are 

central to the concept. He described recovery as: 

A deeply personal, unique process of changing one’s attitudes, values, feelings, goals, skills, 

and/or roles. It is a way of living a satisfying, hopeful, and contributing life even with 

limitations caused by illness. Recovery involves the development of new meaning and 

purpose in one’s life as one grows beyond the catastrophic effects of mental illness (p. 12). 

This conception of recovery has since been adopted and expanded upon by the World Health 

Organisation (2012): 

From the perspective of the individual with mental illness, recovery means gaining and 

retaining hope, understanding of one’s abilities and disabilities, engagement in an active life, 

personal autonomy, social identity, meaning and purpose in life, and a positive sense of self. 

It is important to remember that recovery is not synonymous with cure. Recovery refers to 

both internal conditions experienced by persons who describe themselves as being in 

recovery – hope, healing, empowerment and connection – and external conditions that 

facilitate recovery – implementation of human rights, a positive culture of healing, and 

recovery-oriented services (p. 41). 
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1.5.2 Towards Least-Restrictive and Recovery-Oriented Practice 

Developments in recent years have contributed to widespread discontent about the use of 

restrictive practices within and far beyond AMH services. These include writings associated with the 

antipsychiatry movement (Szasz, 1962, 1973); increased awareness of the absence of evidence for 

the efficacy of seclusion and restraint (Sailas & Fenton, 2000); striking reports of negative 

experiences (Mellow et al., 2017); reports of people dying or being injured during restraint (Barnett 

et al., 2012; Ferleger, 2008; Mohr et al., 2003); and high-profile cases in which such practices have 

been abused (Department of Health [UK], 2012). These events and the emergence of recovery as a 

distinct model have interacted and contributed to a seismic shift in mental health services across the 

world. 

Statements of support for recovery-oriented practice and related approaches including 

trauma-informed, rights-based and least-restrictive approaches within mental health services have 

been published by many national bodies (e.g. National Mental Health Working Group [Australia], 

2005; Ministry of Law and Justice [India], 2017; Social Care, Local Government and Care Partnership 

Directorate [UK], 2014), international bodies (WHO, 2019), and professional bodies  (e.g. American 

Psychiatric Nurses Association, 2018). Significant events in Ireland and changes underway in the Irish 

mental health system are discussed separately later in this chapter. Legislation has been produced in 

multiple countries to regulate the conditions under which seclusion may be used and the procedures 

that relate to this (e.g. Ministry of Social Affairs and Health (Finland), 1990; Newton-Holwes, 2013). 

The Joint Commission (2013), which accredits medical services in the US and other countries, 

included seclusion and restraint as quality-of-care indicators for inpatient psychiatric services, with 

lower rates considered to reflect better quality care. In the UK, clinical guidelines have also been 

produced to minimise the use of seclusion and other restrictive practices (NICE, 2015).  

A number of prominent organisations have made bold statements against the use of 

seclusion and other restrictive practices that are particularly noteworthy. The Public Policy 

Document of the National Alliance on Mental Illness in the US (NAMI; 2016) states that “restraint 

and seclusion have no therapeutic value” (p. 60). The American Psychiatric Nurses Association (2018) 

stated that seclusion was associated with “needless trauma” (p. 3). Further, the National Mental 

Health Consumer & Carer Forum in Australia (2010) stated that seclusion and restraint “highlight a 

failure in care and treatment” (p. 7). Notably, while strongly supporting the reduction and 

elimination of seclusion, these organisations and the aforementioned documents generally 

acknowledge that there may be some circumstances under which seclusion may be considered 

necessary, but that it should only be used as a last resort to prevent harm to oneself and others. As 

such, the majority of the rationales traditionally proposed for seclusion have not generally been 
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endorsed in recent policies and guidelines. While research discussed earlier in this chapter indicates 

that some staff still subscribe to some of these rationales (Van der Merwe et al., 2013; Happell & 

Harrow, 2010), the maintenance of safety has increasingly been cited as the only justifiable reason 

for seclusion (NAMI, 2016; APNA, 2018). 

A range of multi-component initiatives have been developed to drive the shift towards least-

restrictive practice. These have been the subject of a number of reviews (Gaskin et al., 2007; Goulet 

et al., 2017; Stewart et al., 2010). In their systematic review of 23 studies, Goulet et al. reported that 

seclusion and restraint reduction programmes comprised six key components: changes to 

leadership, training, post-incident reviews, service user involvement, prevention tools and changes 

to the therapeutic environment. They found that these programmes were generally effective in 

decreasing injuries, aggression and the use of these restrictive practices. A number of initiatives are 

particularly noteworthy. The WHO ‘QualityRights’ initiative (2017) contains a suite of assessment 

and training tools to promote a rights-based approach, and includes strategies to reduce the use of 

seclusion. The ‘No Force First’ policy has been widely adopted in multiple countries (Ashcraft et al., 

2012). Safewards (Bowers 2014) is a comprehensive explanatory model that accounts for variation in 

the frequency of conflict and containment measures on psychiatric wards. Its purpose is to assist 

staff in identifying strategies to reduce events such as seclusion. Research from the UK and Australia 

indicate that the implementation of Safewards results in significant reductions in conflict and 

containment (Bowers et al., 2015; Fletcher et al., 2017). In the US, a training tool entitled ‘A 

roadmap to seclusion and restraint free mental health services for persons of all ages’ has also been 

published (Dept. of Health and Human Services [US], 2005). 

Policies and guidance on recovery-oriented practice have been developed and are being 

implemented as central components of mental health policy in multiple countries (e.g. Australian 

Government, 2010; Department of Health [UK], 2011; WHO, 2012). The detailed guidance on 

recovery-oriented practice published by the Australian Government (2010) has received 

considerable international support (WHO, 2012). The document outlines six overarching principles of 

recovery-oriented practice and includes ‘uniqueness of the individual’, ‘real choices’, ‘attitudes and 

rights’, ‘dignity and respect’, ‘partnership and communication’ and ‘evaluating recovery’. Notably 

however, other frameworks have also been developed and are in use (Onifade, 2011). A number of 

significant text-books and guides (Amering & Schmolke, 2009; Davidson et al., 2008; Slade, 2009) 

and multiple staff competency frameworks (Chen et al., 2011.) have also been produced for health 

professionals and services seeking to work in a recovery-oriented manner. 
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1.6 The Interface of Seclusion and Recovery 

Anthony (2006) raised concerns about the negative impact that the on-going use of seclusion 

may have on successfully implementing the vision of recovery. He perceived a lack of open 

discussion on the topic and described it as an ‘elephant in the room’. There has been relatively 

limited explicit attention given to this interface in the literature since then. Some authors have 

highlighted perceived issues (Ross et al., 2014), and some have argued that seclusion is incompatible 

or in contradiction to recovery (Ashcraft & Anthony, 2008; Chavulak & Petrakis 2017). Certain 

notable organisations have also stated that seclusion and recovery are inconsistent (WHO, 2019) and 

that practices such as seclusion and restraint are “detrimental to the recovery of persons with 

mental illnesses” (Dept. of Health and Human Services [US], 2005, p. 3). 

While there is some clear evidence of a reduction in seclusion in some services and countries 

(e.g. Smith et al., 2005), change has been slow and the practice continues to be widely used in AMH 

services across the world (Australian Institute of Health and Welfare, 2020; Keski-Valkama et al., 

2007; Raboch et al., 2010). Despite compelling arguments against seclusion and most of the 

traditional rationales for its use being abandoned in recent policy documents and guidelines (NAMI, 

2016; APNA, 2018), there continues to be frequent support for its use among some health 

professionals, as previously noted (Happell & Harrow, 2010; Van der Merwe et al., 2013; van 

Doeselaar et al., 2008). Based on data from the Netherlands, Van Doeselaar et al. strikingly 

concluded that policies to reduce seclusion were determined by managers who worked at a 

distance, while these were scarcely accepted in practice by those who were directly responsible for 

implementing them. These findings highlight the complexity and nuanced nature of systemic change. 

The core concern for some authors is not the reduction of seclusion, but the complete 

elimination of this. Grigg (2006) commented that the elimination of seclusion was “largely viewed as 

impossibility, a fantasy of people who have no real understanding of the challenges of acute 

psychiatric care” (p. 24). While there was some disagreement between Liberman (2006), McLoughlin 

and Geller (2006) and Sacks and Walton (2014) on the relationship between seclusion and recovery, 

they argued that elimination carries unacceptable risks for service users and staff. These include the 

increased use of other restrictive practices or strategies to avoid the admission of particular service 

users in the first place. Sharfstein (2008) noted that inpatient stays are increasingly used for crises 

stabilisation and the re-evaluation of interventions being delivered in the community followed by a 

prompt discharge. While expressing support for the goals of seclusion reduction and elimination, he 

noted that this may be difficult given that service users were often acutely unwell and at risk of 

aggression and harm. While acknowledging these concerns, some authors have nevertheless 

expressed a strong belief in the goal of elimination (LeBel & Huckshorn, 2006, Sharfstein, 2008). 



16 
 

Sharfstein noted that not too long ago people also believed that community-based care was not 

possible for people with severe mental health difficulties and commented that evidence has since 

demonstrated otherwise. 

While the recovery model has been widely endorsed within mental health systems in recent 

years it has also received some criticism. An in depth discussion of this point is beyond the aims of 

this thesis, however part of this debate is relevant to discussions about the interface of seclusion 

and recovery. Some ex-service users and their supporters (recoveryinthebin.org, 2020) and some 

academics (Rose, 2014) have argued that the concept of recovery has been intruded upon by neo-

liberalism and that the concept now serves to mask coercion. Some professionals have also asserted 

that recovery has been misused by mental health systems in a number of ways which are not 

genuinely in line with key principles of the concept, including the use of coercive practices (Slade et 

al., 2014). Some authors have also argued that current conceptions of recovery over-emphasise 

individualism and the ‘inner’ experience of service users, while placing comparatively little emphasis 

on the social and relational factors that contribute to both mental health difficulties and recovery 

(Brown & Manning, 2018; Prince-Robertson et al., 2017). In this regard, the use of seclusion and the 

active roles played by health professionals in the practice can also be viewed as being problematic. 

 

1.7 The Irish Context 

As with many other countries, mental health services in Ireland are very much in the midst of a 

process of significant change. Seclusion and recovery are particularly contentious topics in Irish AMH 

services at present. In line with the format of this chapter, consideration is first given in this section 

to some important historic and more recent developments that have shaped the context in which 

this contention has developed. 

During the 1800s and 1900s there was a prolific increase in the number of people committed 

to psychiatric institutions in Ireland, something which often occurred under arbitrary and 

questionable circumstances (Kelly, 2016; Comiskey, 2011). The lack of humanity experienced by 

some patients in such institutions is well-documented in Hannah Grealy’s (2008) personal account of 

her time in various settings. Significant investigations in recent years have also highlighted the 

occurrence of pervasive abuse in other areas of Irish society. These include the industrial schools 

(The Commission to Inquire into Child Abuse, 2009), the Magdalene Laundries (Department of 

Justice, 2013) and the Mother and Baby Homes (Department of Children and Youth Affairs, 2019). 

These investigations have attributed varying levels of responsibility to the Irish State and religious 

orders for these events and they have no doubt shaped Irish perceptions of state services for 

vulnerable adults. 
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The Mental Health Commission (MHC) was established as a statutory body under the Mental 

Health Act (2001). It is responsible for promoting high standards in Irish mental health services and 

protecting the interests of service users who are involuntarily admitted. In line with the MHC’s 

responsibilities under the act, it has developed comprehensive rules governing the use of seclusion 

and mechanical restraint in approved centres in Ireland (2006, 2009). In their Seclusion and Restraint 

Reduction Strategy (2014), the MHC stated that it was “committed to the reduction of both the 

frequency and duration of seclusion and restraint episodes” (p. 3) and that it expected “tangible 

evidence that services have achieved a seclusion and restraint minimised service” (p. 40). The 

reported aim of this work was to ensure that seclusion and other forms of restrictive practices are 

“not standard interventions but emergency measures which should be used in rare and exceptional 

circumstances and only in the best interests of the patient when he or she poses an immediate 

threat of serious harm to self or others” (MHC, 2012, p.5). These represented bold statements and 

actions. It is noteworthy that the MHC did not identify the total elimination of seclusion as a goal, a 

point that has contributed to particular contention in other jurisdictions. In a HSE report on the 

management of aggression and violence in Irish health services, it was recommended that services 

should “proactively aspire to provide services which are ‘seclusion and restraint minimised’ at 

philosophical, organisational and operational levels” (Health Service Working Group on Work-related 

Aggression and Violence, 2008, p.14). 

The publication of A Vision for Change in 2006 (Department of Health and Children) heralded 

the adoption of recovery-oriented practice as a core element of national mental health policy in 

Ireland. It also highlighted the tendency for healthcare disciplines to work in isolation at the time 

and outlined the reorganisation of services towards a collaborative model of multi-disciplinary 

shared care. The MHC (2007, 2008, 2014) has, on multiple occasions, stated its commitment to 

supporting the shift towards recovery-oriented services in Ireland. The HSE has also taken a number 

of notable steps to bring about the organisational and cultural changes necessary for a shift towards 

recovery-oriented services. The National Mental Health Division of the HSE developed ‘Advancing 

Recovery in Ireland’ from 2010 onwards and subsequently established the Mental Health 

Engagement and Recovery Office in 2019 to drive these changes. The HSE also published a National 

Framework for Recovery in Mental Health in 2017. 

Although A Vision for Change initiated a process of significant change, Mental Health Reform 

– a coalition representing over 70 organisations in Ireland - expressed some disappointment over the 

slow pace of change nine years after its publication (2015). Mental Health Reform reported that the 

adoption of a recovery ethos was variable across AMH services, but that progress was generally 

lacking. The MHC (2019) noted in their annual report on services in 2018 that “the level of change in 
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our mental health service provision is uncoordinated, ad hoc and slow” (p. 2). The need for the Irish 

Government to continue the move towards community-based, recovery-oriented practice was 

highlighted as a sustained and key challenge. The MHC noted that the “use of seclusion and 

restrictive practices in a dignified, safe and legal way is a priority that must be tackled” (p. 3). Efforts 

to selectively extract data on the use of seclusion AMH settings in Ireland suggested that in 2015 a 

total of 1373 episodes took place across 24 approved centres (MHC, 2017). The MHC (2019) 

reported that compliance with statutory rules for seclusion among approved centres was 33% in 

2018, 19% in 2017 and only 15% in 2016. Notably, the estimates for compliance also likely include 

services for children and adolescents and people with developmental disabilities. This was unclear 

from the MHC’s report, however in previous years these represented only a small number of 

services and episodes of seclusion (MHC, 2017). 

 

1.8 My Relationship to the Topic 

A number of formative experiences over the course of a few years contributed to my interest in the 

relationship between seclusion and recovery. I first worked with adults with developmental 

disabilities in the UK under a social care model. An emphasis was placed on supporting the rights, 

values and goals of service users, which enabled them to lead lives that were meaningful to them. 

This experience greatly shaped my personal and professional values. I then worked with adults with 

developmental disabilities in Ireland in a service that operated largely under a medical model, where 

many aspects of support were largely ‘service-centred’ and restrictive practices were a common 

feature. This experience tempered my belief in genuinely placing service users at the centre of the 

support they receive and privileging their preferences and values. 

I subsequently worked in a medium-secure forensic service in the UK, where I worked 

alongside staff that played central roles in seclusion. I also briefly observed some service users in 

seclusion. Through this role I developed an appreciation for the very real risk of service users 

harming themselves and others and the atmosphere of tension and unease that this can give rise to. 

My understanding of recovery also deepened and I found that the principles of recovery were in line 

with my own personal and professional values, such as empowering people to live a life that is 

meaningful to them. During my time at this service an extension was being built onto one of the 

wards. I was told that this was due to be a new seclusion room. While passing this regularly, I 

reflected on my professional experiences up to that time and the many new experiences that were 

challenging some of these beliefs. Upon finishing this role to start doctoral training in clinical 

psychology, I was left with a number of open questions in my mind about the relationship between 
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recovery and restrictive practices such as seclusion. It appeared to me that there was a paradox 

between the roles of care and control that could not be readily resolved. 

During my doctoral training in clinical psychology I have worked in multiple settings, 

including Primary Care, CAMHS, AMH and a service for adults with severe and enduring mental 

health difficulties. During this time, I have had the honour of working alongside some inspiring 

individuals that have a deep personal commitment to the principles of recovery. Unfortunately, I 

have also had many experiences that have led me to believe that recovery has yet to gain traction in 

some services and in the practice, hearts and minds of some clinicians. My experiences have also 

shown me that the interpersonal dynamics in some services are complex and that there can be 

tension in relation to the shift towards collaborative multi-disciplinary shared care. 

 

1.9 The Current Study 

The overall aim of this thesis is to explore the perspectives and experiences of staff and service users 

on the use of seclusion in the context of recovery-oriented practice. While a number of systematic 

reviews have been published on the perspectives of health professionals on seclusion (Happell & 

Harrow, 2010; Mellow et al., 2017; Van der Merwe et al., 2013), no studies were known to me that 

specifically explored the perspectives and experiences of psychologists in relation to seclusion. 

Despite the increasing adoption of recovery as a core component of mental health service provision 

(HSE, 2017), no studies to date have actively explored the perspectives and experiences of health 

professionals or service users on the use of seclusion in this context. This is an important area of 

research given the debates surrounding the seclusion and the impacts of the practice outlined 

earlier in this chapter. A programme of research comprising a systematic review and an original 

empirical study was undertaken in order to explore these issues. Together, this work specifically 

aimed to make an original contribution to the field of clinical psychology, while having relevance to a 

broader audience, such as other health professions, service user advocacy groups and policy makers. 

The systematic review of published literature was conducted to explore the extent to which 

principles of recovery-oriented practice are evident in the perspectives of staff and service users on 

seclusion. An original empirical study was undertaken with psychologists that have experience of 

working in AMH services in order to address the particular focus on this profession within the thesis. 

The aims of this study were to: 

 Enquire about the roles that psychologists working in Irish AMH services play in the process 

of seclusion 

 Explore the perspectives of psychologists on the use of seclusion in AMH services 
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 Explore how psychologists understand the use of seclusion in the context of recovery-

oriented practice 

 Explore the professional practice issues that may arise in relation to seclusion, particularly as 

it occurs in the context of recovery-oriented practice.  

 

This systematic review is presented in Chapter Two. Detailed methodology for the original 

empirical study is presented in Chapter Three. The results of this study and an interim discussion of 

the findings are presented in Chapter Four. Chapter Five contains a general discussion of the overall 

findings in relation to the aims of the thesis as well as reflections on the research process and the 

implications of the findings. 

 

1.10 Conclusion: Proposed Contribution to the Literature 

The systematic review and original empirical study were designed to be complementary in exploring 

staff and service user perspectives on the use of seclusion in the context of recovery-oriented 

practice in depth. Given the on-going use of seclusion in the context of an increasingly recovery-

oriented mental health system (HSE, 2017), it is important to explore staff and service user 

perspectives and experiences. This thesis therefore aims to make an original contribution on a topic 

that has been given limited consideration to date. The perspectives and experiences of psychologists 

in particular are largely unknown due to the absence of research specifically with this group. It was 

hoped to gain insights into this generally, as well as insights into their experiences in the Irish 

context, given the process of significant change that is currently underway in AMH Services. This 

study therefore has the potential to provide valuable insights into a complex and contentious topic 

and to contribute to greater dialogue at a local, national and international level. 
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2. Chapter Two: Systematic Review 

The aim of this chapter is to present a systematic review that contributes to the overall aim of the 

thesis, which is to explore the perspectives and experiences of staff and service users on the use of 

seclusion in the context of recovery-oriented practice. The content of this chapter is presented in the 

format of an article published in a typical peer-reviewed journal. As such, the rationale for the 

review is initially presented and is followed in turn by Methods, Results, Interim Discussion and 

Conclusion sections. Notably, in order to fully outline the methods and demonstrate the richness of 

the findings, this chapter exceeds the length of a typical journal article. 

 

2.1 Rationale for the Current Review 

As discussed in Chapter One, three systematic reviews focusing exclusively on staff and service user 

perspectives on seclusion in AMH services have been published to date (Happell & Harrow, 2010; 

Mellow et al., 2017; Van der Merwe, et al., 2013). Taken together, these reviews indicate that in the 

vast majority of studies many service users report negative experiences of seclusion, with only a 

minority reporting positive experiences. They indicate that the majority of staff believed that 

seclusion was necessary, therapeutic and should continue to be used. They also indicate that the 

negative experiences of service users were widely acknowledged by staff, with some staff expressing 

concern that seclusion may be abused. A number of broader systematic and narrative reviews have 

been published that contain sections on both staff and service user perspectives on seclusion (Brown 

& Tooke, 1992; Fisher, 1994; Griffiths, 2001; Hui et al., 2013) or service user perspectives alone 

(Lendemeijer & Shortridge-Baggett, 1997; Sequeira & Halstead, 2002; Tingleff et al., 2017). While 

these reviews do not focus exclusively on perspectives on seclusion in AMH settings, their findings 

are largely in line with those of the aforementioned reviews. 

Although principles of recovery-oriented practice are regularly discussed in the literature, 

there is no international consensus on what these principles are and what constitutes each one. 

Frameworks have been published in various countries, including the ‘recovery star’ in the UK 

(Onifade, 2011), and a national framework in Ireland (HSE, 2017). The framework published by the 

Australian Government (2010) has been cited and re-printed by the World Health Organisation 

(2010), indicating considerable international support. It contains six principles and includes 

‘uniqueness of the individual’, ‘real choices’, ‘attitudes and rights’, ‘dignity and respect’, ‘partnership 

and communication’ and ‘evaluating recovery’. Each of these contains three to four sub-principles 

that operationalise the primary principle (see Appendix 2. 1). 

As noted in Chapter One, recovery-oriented practice has increasingly occupied a central role 

in mental health service policy and practice throughout the world in recent years. While it has been 
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argued that seclusion and recovery-oriented practice are incompatible (Ashcraft & Anthony, 2008), 

the interface between these has received limited attention in the peer-reviewed literature. Informal 

reflection on the findings of the aforementioned reviews suggests that staff and service user 

perspectives on seclusion may be largely at odds with recovery principles. Notably, this has not been 

formally explored in the peer-reviewed literature and represents a gap in knowledge. If they are 

indeed largely at odds, the absence of discussion and research may give rise to a situation in 

organisations claim to be recovery-oriented, while being unaware that daily clinical practices such as 

seclusion may undermine their ability to fully achieve this. Evidence of on-going use in many 

countries and on-going support among some clinical staff (Happell & Harrow, 2010; Van der Merwe, 

et al., 2013) indicates that efforts to minimise or eliminate seclusion face significant barriers. While 

broad position statements are no doubt helpful, there may be a need to state in an explicit and 

detailed manner, the ways in which seclusion and recovery are compatible and incompatible. This 

review aimed to address the following research question: to what extent are the principles of 

recovery-oriented practice evident in the perspectives of staff and service users on seclusion? While 

previous related reviews have provided valuable insights, the current review builds on these by 

exploring the implications of service user perspectives and experiences for the stated model of care 

in many services throughout the world. 

 

2.2 Methods 

2.2.1 Design 

This systematic review was conducted in line with the PRISMA statement (Moher et al., 2009) and 

the protocol presented in Volume II of this thesis. The protocol was developed in line with the 

PRISMA-P statement (Moher et al., 2015; Shamseer et al., 2015; see Appendix 2. 2). At the outset of 

the study, the review was registered on PROSPERO, an online prospective register of systematic 

reviews (Record ID = CRD42019111869; www.crd.york.ac.uk/PROSPERO/). 

 

2.2.2 Search Strategy  

2.2.2.1 Databases 

Searches were conducted on PsycInfo (ProQuest interface), CINAHL Plus (EBSCOhost interface), 

MEDLINE (ProQuest interface) and Embase (Elsevier interface). These databases were chosen: 1) 

based on their relevance to professional fields associated with inpatient mental health services; 2) 

their relevance to clinical psychology; and 3) their frequent inclusion in related reviews (See Table 2. 

1). 
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Table 2. 1 Databases Used in Related Reviews and their Associated Professional Fields 

  
 Database 
 PsycInfo CINAHL MEDLINE Embase 

     
Relevant professional field Psychology Nursing and 

allied health 
professionals 

Psychiatry Psychiatry 

     

     
Review     

Griffiths (2001)     
Happell & Harrow (2010)     
Hui et al. (2013)     

Lendemeijer & Shortridge-
Baggett (1997) 

    

Mellow et al. (2017)     

Sailas & Fenton (2000)     

Sequeira & Halstead (2002)     

Tingleff et al. (2017)     

Van Der Merwe et al. (2013)     

     

Note. Related reviews by Fisher (1994) and Brown and Tooke (1992) did not report the databases for 
searches. 
 

2.2.2.2 Search Terms 

The SPIDER framework was designed as a tool for developing search strings (Cooke et al., 2012). 

Although it is well-suited to reviews of this type, it has been criticised for having lower sensitivity 

than other frameworks (Methley et al., 2014). Based on knowledge of the literature and informal 

database searches, I suspected that few studies focused on staff and service user perspectives on 

seclusion. It was therefore decided to use a search string with fewer components in order to 

maximise sensitivity during searches and apply stricter criteria during screening to increase 

specificity.  

The components of the search string included the individuals of interest (i.e. staff and service 

users), the practice of interest (i.e. seclusion) and the subject of interest (i.e. perspectives). The 

search string and limits placed on searches were developed across a number of stages. This involved 

identifying an exhaustive list of terms, identifying and excluding extraneous terms and placing limits 

on searches, and further refinement based on the results of trial searches (see Appendix 2. 3 for 

further details). Care was taken at all stages to ensure the validity and rigour of searches. The 

following terms were used to search titles and abstracts, with adaptations made to the syntax for 

each database (see Appendix 2. 4): 
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service user* OR patient OR inpatient OR client OR consumer OR staff* OR nurse* OR 

psychiatrist* OR psychologist* OR therapist* OR advoca* 

AND 

seclu* OR restricti* OR restrai* OR coerc* OR confin* OR segregat* OR locked OR 

padded OR involuntar* 

AND 

Perspective* OR perception OR perceive* OR "views" OR "thoughts" OR opinion* OR 

attitude* OR experience OR feel* 

 

2.2.3 Inclusion and Exclusion Criteria  

The SPIDER framework (Cooke et al., 2012) was used to structure inclusion and exclusion criteria at 

the title/abstract and full-text screening stages. This served to increase specificity. The criteria are 

described in the following sections and summarised in Appendix 2. 5. 

 

2.2.3.1 Sample 

Studies were included where they involved human participants aged 18 years or above. No minimum 

sample size was required. Data from previous and current service users that had been in seclusion, 

and staff and other professionals working in mental health services that were familiar with the 

practice of seclusion through their roles were included.  

Data from service users that had not personally been secluded was excluded in order to 

ensure expressed perspectives were based on lived-experience. Such service users have also been 

excluded from some related reviews (Mellow, et al., 2017, Tingleff et al., 2017). Where studies 

included data from service users that had personally been secluded and those that had not, studies 

were only included if relevant data could be selectively extracted. Studies including both adults and 

children were only included where data from adults could be selectively extracted.  

 

2.2.3.2 Phenomenon of Interest 

Studies were included if they reported on the use of seclusion with service users in AMH services. 

Studies on the use of seclusion in multiple settings were only included where data relating to AMH 

services could be selectively extracted. 

 

2.2.3.3 Design 

Only articles with original empirical data were included. All methodologies and designs were 

included otherwise. Where studies involved interventions that affected staff perspectives on 
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seclusion, these were only included where pre-intervention data could be selectively extracted. 

Studies that exclusively reported summaries of findings (i.e. no direct quotations in the case of 

qualitative studies) were not excluded.  

 

2.2.3.4 Evaluation 

Studies that reported staff and/or service user perspectives on seclusion were included. For the 

purpose of this review, the term ‘perspective’ was considered to encompass views, attitudes and 

experiences. Studies were only included where data relating to perspectives could be selectively 

extracted. Studies in which perspectives on seclusion were a minor focus within a broader study 

were included at screening. Before undertaking searches, it was decided that less relevant studies 

would be excluded if a sufficient number of highly relevant studies were found to support a strong 

review. Details of this process are described later in this chapter.  

 

2.2.3.5 Research Type 

Quantitative, qualitative and mixed-methods studies were included. Studies containing no original 

empirical data were excluded at the full-text screening stage.  

 

2.2.3.6 Publication Status 

The limits placed on the age of included studies vary among related reviews. Hui et al. (2013) 

excluded studies published before 1980 and Happell and Harrow (2010) excluded studies before 

1995. Tingleff et al. (2017) excluded studies published before 2000 and suggested that doing so 

ensured a contemporary evidence-base.  As discussed in Chapter One, the practice of seclusion has 

remained largely unchanged over time (Mason & Alty, 1994) and recovery first emerged as a distinct 

concept in the 1990’s (Anthony & Ashcraft, 2010). Therefore, searches for the current study were 

limited to peer-reviewed studies from 1990 to 28/08/2018, when searches were conducted on all 

databases. 

Advanced online publications were included where the final manuscripts were available. 

Where access to full-text manuscripts was not available through university subscriptions, reasonable 

efforts were made to obtain these otherwise (e.g. by contacting corresponding authors directly or 

seeking inter-library loans). Full-text manuscripts were either obtained for all studies identified for 

full-text screening or confirmation was obtained that these did not meet the inclusion criteria (e.g. 

not published in English). Studies for which only abstracts have been published were excluded (e.g. 

conference presentations). Duplicates and republication of the same data with a markedly similar 

analysis and findings were excluded. 
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2.2.3.7 Language 

In order to ensure all relevant literature was identified no limits were placed on language when 

conducting searches. Titles and abstracts published in languages other than English were translated 

using Google Translate and then screened. However, studies were only included if the full-text 

manuscript was published in English. Non-English studies that appeared to be relevant have been 

listed in Appendix 2. 6 to allow other researchers to build on this work. 

 

2.2.4 Study Identification and Selection 

Search results were uploaded to www.covidence.org – an online application facilitating collaboration 

between reviewers. All study titles and abstracts were screened by two reviewers. Full-text 

manuscripts were obtained for studies that appeared to qualify for inclusion or where there was 

uncertainty. Two reviewers then screened all full-texts manuscripts. Decisions at both stages were 

made independently, with reviewers blind to each other’s judgements until each stage was 

complete. As an exception, I reviewed a small number of early disagreements at the outset of each 

stage to ensure there was no systematic error in the application of the criteria and to promote 

reliability in this process. Disagreements at both stages were resolved by the academic supervisor. 

Reviewers were not blind to any of the details of the studies being screened or reviewed. Inter-rater 

reliability was calculated and is reported in the Results section. 

A significant number of studies met the inclusion criteria (n = 90). It was therefore decided 

to include only highly relevant studies, as these reflected the most representative studies on the 

topic and were best positioned to address the aims of the review. A system was developed in which 

level of relevance was rated based on a number of criteria, namely: 1) the degree of focus on 

perspectives on seclusion within a study; 2) the quantity of relevant data; and 3) an appraisal of the 

degree to which the data present would contribute to the aims of the review (see Table 2. 2 for 

details). Twenty-seven studies were rated as having ‘major’ relevance; therefore studies with lower 

ratings were excluded. A subset of studies (n =39) was double-rated to allow for an estimation of the 

reliability of this system. The reviewers were blind to each other’s judgements until this stage was 

complete. Similarly, Tingleff et al. (2017) excluded some studies on the basis that relevant data were 

“too scarce” (pp.  684), however details of how this was operationalised were not reported. 

The reference sections of all studies included in the review were manually searched in order 

to identify additional potentially relevant studies. Identified studies then underwent the same 

screening procedure outlined above. 
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Table 2. 2  Rating System Applied to Restrict Review to Highly Relevant Articles Only 

   
Decisions Rating labels Operational criteria for inclusion 

   
Included Major Primary focus of paper 

OR 
Large amount of relevant data 
OR 
Likely to make a considerable contribution to the review 

   
Excluded Moderate One of main focuses of paper 

OR 
Moderate amount of relevant data 
OR 
Likely to make some contribution to the review 

   
Excluded Minor Minor focus of paper 

OR 
Relevant data limited to snippets/few sentences 
OR 
Likely to make a trivial contribution to the review 

   
Excluded Exclude No relevant data 
   

 

2.2.5 Data Extraction and Management 

Data were extracted from all sections except abstracts. Summary data and direct quotations were 

compiled in a template. This was based upon the Joanna Briggs Institute Qualitative Data Extraction 

Tool (Lockwood et al., 2017) and was further developed for this study. The extraction sheet 

contained sections for publication details, study characteristics and findings and interpretations of 

these (see Appendix 2. 7 for details). Data were initially extracted from three randomly selected 

studies by the academic supervisor and I as a trial. The process was reflected upon in order to 

identify potential revisions to the extraction sheet and to ensure that there were no systematic 

errors in the process. A number of minor amendments were made to increase the reliability and 

validity of the process before proceeding. Findings identified for extraction were also highlighted in 

PDF documents. 

Data relating to factors influencing perspectives was only extracted where these were 

believed to be intrinsic to the perspectives themselves (e.g. perceptions of risk). Information about 

the effect that more distal factors (e.g. staff gender, training or burnout) have on perspectives is 

valuable in its own right; however the perspectives themselves represented the richest data given 

the aims of this review.  Data were extracted by a second reviewer from six randomly selected 
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studies, representing 21% of included studies. Both reviewers were blind to each other’s extraction 

until this stage was complete.  

Inter-rater reliability was calculated using Covidence, where this information was available, 

otherwise this was calculated using R version 3.2.3 (R Core Team, 2015) and R ‘rel’ package (v1.4.2, 

LoMartire, 2020) and is reported in the Results section. The random selection of studies at all points 

was completed using the R ‘random’ package (v0.2.6, Eddelbuettel, 2017). Initial calculations using 

Cohen’s Kappa indicated that reliability was underestimated in some cases due to a ‘paradox of 

Kappa’ that occurs under some conditions such as high agreement and high prevalence of a 

particular condition (Gwet, 2008; Zec et al., 2017). Cohen’s Kappa was therefore considered an 

inappropriate statistic for this data. Notably, Gwet’s (2008) AC1 was used to calculate inter-rater 

reliability where information on individual rater decisions was available. 

 

2.2.6 Quality Appraisal 

In a review of 44 critical appraisal tools, Crowe and Sheppard (2011) concluded that there was a lack 

of rigour in the development of most tools and that evidence of validity and reliability was also 

limited. Unlike other widely used tools, the Mixed Methods Appraisal Tool 2018 (MMAT; Hong, 

2019) was specifically designed to facilitate systematic quality appraisals of a diverse range of 

studies using a single tool. It has been revised by the authors on a number of occasions to improve 

its validity and reliability (Hong et al., 2019). The MMAT was used to evaluate the quality of included 

studies, as it was anticipated that a range of methodologies and designs would be included in the 

review. Operationalised criteria in the MMAT manual were used to guide ratings. Scientific rigour 

was balanced with the need to be pragmatic when assigning ratings. For example, ratings of ‘yes’ 

were assigned where raters were ‘reasonably confident’ that a criterion was met. 

In order to ensure consistent use of the MMAT, the academic supervisor and I compared 

judgements of a small number of studies as a trial. Double-rating was subsequently conducted for 

the six studies from which data were double-extracted. Both reviewers were blind to each other’s 

ratings until this stage was complete. Inter-rater reliability was calculated and is reported in the 

Results section. Studies of poor quality were not excluded due to liberal inclusion criteria relating to 

study design; however ratings are presented in the Results section to facilitate interpretation of the 

findings.  

 

2.2.7 Data Synthesis 

A thematic synthesis was conducted based on guidance by Thomas and Harden (2008), with 

additional guidance from Braun and Clarke (2006) in relation to methodological decisions that 
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needed to be made. A deductive analysis was conducted, whereby themes were defined a priori, 

based on six principles of recovery-oriented practice published by the Australian Government (2010; 

see Appendix 2. 1). The decision was made to not include an inductive component in the analysis, as 

this comprehensive framework is reportedly based on a set of recovery principles previously 

published by the Hertfordshire Partnership NHS Foundation Trust and has been endorsed by the 

WHO (2012). Although the HSE’s recovery framework was published more recently, the Australian 

principles have been internationally endorsed. In comparison to the HSE’s framework and the 

‘recovery star’ (Onifade, 2011), the Australian framework was believed to be particularly suitable to 

this review due to the clear structure and its comprehensive yet concise operationalisation of each 

principle.  

Although Thomas and Harden (2008) originally proposed their method for synthesising 

qualitative research, I was not aware of alternative approaches that were perfectly suited to 

achieving the aims of the review, which included synthesising findings from diverse studies. Notably, 

the quantitative studies included were not suitable for meta-analysis due to heterogeneous designs 

and analyses. The inclusion of findings arising from occasionally reported inferential analyses posed 

a considerable challenge, therefore only descriptive statistics were included. These analysis 

essentially reflected estimates of the prevalence of particular perspectives or experiences among 

participants. The perspectives and experiences are ultimately qualitative in nature. Despite the 

aforementioned difficulties, the inclusion of diverse methodologies enriched the knowledge arising 

from this review by offering both depth and breadth.  

Data were coded using NVivo Version 12 (QSR International, 2018) using PDF documents in 

which findings marked for extraction were highlighted. Coding was primarily conducted at a 

semantic level, whereby data were coded based on the explicit content. A small proportion of data 

were coded at a latent level, whereby data were coded based upon the underlying ideas and 

meaning (Terry et al., 2017). Latent coding was limited to data that clearly related to one of the 

recovery principles, but in which appraisals were not explicitly stated enough to be coded at a 

semantic level (e.g. suggested improvements to seclusion rooms to cater for needs, without explicit 

reference to one’s lived experience). Data from three randomly selected studies was initially coded 

by the academic supervisor and I, as a trial to identify potential amendments to the coding process 

and promote validity and reliability in this process.  

In the Results section, statistics such as percentages have generally been included where 

these were reported in studies. Where less exact descriptive terms relating to frequency (e.g. 

‘sometimes’, ‘often’) and quantity (e.g. ‘some’, ‘many’) are included, this generally reflects the terms 

used in studies where statistics were not reported. 
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2.2.7.1 Assessing the Strength of the Evidence 

The strength of the evidence was assessed through critical reflection on the studies included (e.g. 

quality, validity and generalisability) and the processes of the current review (e.g. strengths and 

limitations of the methodology); assumptions made at various points; and discrepancies and 

uncertainties identified throughout the process. This reflection is presented in the Discussion section 

of this chapter.  

 

2.3 Results 

2.3.1 Study Characteristics 

The 27 included studies were published between 1992 and 2015 (see Figure 2. 1 for PRISMA 

flowchart). They were conducted across eight countries (Australia = 8; United States = 6; 

Netherlands = 4; England = 3; Canada = 2; Finland = 2; Lesotho = 1; and New Zealand = 1). Twelve 

studies used a qualitative design (n = 2 – 26), seven were mixed-methods (n = 24 – 193), five were 

quantitative non-randomised (n = 50 - 106) and three were quantitative descriptive (n = 78 - 540). 

There were no randomised controlled trials. The publication details and methodology of individual 

studies are presented in Table 2. 3.  

 

2.3.2 Reliability Checks and Quality Appraisals 

Rater decisions for individual studies could not be retrieved from Covidence for the title/abstract 

stage. This precluded calculation of the Gwent’s AC1 as a measure of inter-rater reliability for 

title/abstract screening, but not full-text screening, as I developed an alternative recording system. 

There was 97.61% (13,592/13,924) agreement between raters for title/abstract screening. 

Substantial agreement was found for full-text screening using Gwent’s AC1 (y = 0.61). Moderate 

agreement was found between raters for the study relevance rating system using Gwet’s AC1 (y = 

0.50). Of the studies that were double rated, one was rated as ‘major’ by a single reviewer; however 

upon subsequent review it was found that this did not meet the inclusion criteria. As such, 
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Figure 2. 1  PRISMA Flowchart 

18927 references 
imported for screening 
as 18927 studies 

13924 studies screened 
against title and abstract 

208 studies assessed for 
full-text eligibility 

90 studies met eligibility 
criteria 

30 articles rated as 
‘major’ relevance 

5003 duplicates removed 

13716 studies excluded 

118 studies excluded 
24 = No original empirical data 
24 = No perspectives on seclusion 
26 = Cannot selectively extract relevant from 
non-relevant data  
15 = Non-English language full-text 
11 = Duplicate/republished with markedly 
similar analysis 
10 = Only abstract published 
7 = Data on seclusion in other settings 
1 = Other reason 
 

60 studies excluded under rating 
system 

35 = ‘moderate’ relevance 
25 = ‘minor’ relevance 

27 articles included in 
review 

3 studies excluded 
1 = Deviation from key characteristics of 
seclusion as defined by WHO (2012, p. 82) 
1 = Republished with markedly similar 
analysis 
1 = No perspectives on seclusion 

22 additional studies 
identified through manual 
searches of references; 
screened against title and 
abstract  
 
4 studies assessed for full-
text eligibility 
 
4 excluded 

1 = ‘moderate’ relevance 
1 = Deviation from key 
characteristics of 
seclusion as defined by 
WHO (2012, p. 82) 
1 = Cannot selectively 
extract relevant from non-
relevant data  
1 = No perspectives on 
seclusion 
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disagreements on relevance had no bearing on the final number of studies included. The quality 

appraisal ratings assigned to each study are presented in Table 2. 4. 

 

2.3.3 Evidence of Recovery Principles 

The concept of recovery was explicitly referenced on only three occasions among the 27 studies, 

once in staff perspectives on seclusion (Roberts et al., 2009), once in discussion of study findings 

(Hoekstra et al., 2004) and once in relation to practices other than seclusion (Happell et al., 2012). As 

such, there was almost no evidence of the explicit consideration of recovery in relation to seclusion 

among the 27 studies. 

Findings relating to each of the six Australian recovery principles are presented in turn in the 

following sections. As the recovery principles are closely related, a significant proportion of data 

were coded under two or more principles. In order to avoid unnecessary duplication, findings are 

discussed in detail under the principle to which they relate most. They are only briefly referenced 

under other principles to which they relate. 

 

2.3.3.1 Uniqueness of the Individual 

There was no evidence among the 27 studies that the unique needs of service users in relation to 

seclusion were recognised at a service level or that individualised practices were employed. The 

explicit acknowledgement of this uniqueness by participants was reported on only two occasions. A 

nurse in a Canadian forensic unit stated that some service users may actively seek seclusion 

“because they have this sense of security, because they feel they’ve lost control” (Holmes et al., 

2015, p.  207). A psychiatrist working in an English secure unit noted that “the patients’ perceptions 

are very important” (Exworthy et al., 2001, p. 428) in relation to the potential therapeutic benefits of 

seclusion.  

According to the Australian principles, recovery-oriented practice “recognises that recovery 

is not necessarily about cure but is about having opportunities for choices and living a meaningful, 

satisfying and purposeful life, and being a valued member of the community” (Australian 

Government, 2010, p. 43). There was no evidence of this among the 27 studies. In contrast, 

comments from four studies indicated that some service users experienced further marginalisation 

from an already marginalised population. Some service users reported feeling stigmatised and 

ostracised (Keski-Valkama, et al., 2010). Four service users in the US felt less accepted among their 

peers following seclusion and others reported feeling embarrassed afterwards (Norris & Kennedy 

1992). Holmes et al. (2004) noted seclusion acted “as a catalyst in reawakening and intensifying 

already existing feelings of being alone and abandoned by significant others” (p.  570). One service 
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user stated “I was bad, that is why they put me here … no one comes to see me … my sister doesn’t 

come, my brothers don’t come … I wonder why they *the staff+ don’t come” (p.  570). This sense of 

repeated abandonment was also clearly conveyed by a participant in Ezeobele et al. (2014) along 

with feeling deprived of freedom.  

The Australian principles state that recovery-oriented practice “accepts that recovery 

outcomes are personal and unique for each individual and go beyond an exclusive health focus to 

include an emphasis on social inclusion and quality of life” (p. 43). Findings from the 27 studies 

were greatly at odds with this, with service users from four studies perceiving that even health 

needs were not being adequately met during seclusion. Many service users in a US service felt that 

staff should “understand their medical social and psychiatric histories so needs could be met 

individually” (Fashingbauer et al., 2013, p. 37). They also complained that they were “not listened to 

when relating their medical histories, symptoms and methods of coping” (Fashingbauer et al., 2013, 

p. 36). One service user with diabetes reported worrying that her insulin would be forgotten during 

seclusion (Norris & Kennedy) and another reported that his diabetes-related need for frequent 

meals and use of the toilet were not met (Ntsaba & Havenga, 2007). An indigenous Australian noted 

that his head injury went untreated for three days while in seclusion (Sambrano & Cox, 2013). 

Findings from multiple studies indicated that seclusion actually enabled some service users 

to have valued experiences that may be considered indicators of quality of life. Some service users 

noted peace (Hoekstra et al., 2004) and privacy (Keski-Valkama et al., 2010). Others reported that 

time away from roommates provided them with opportunities for quiet reflection (Haw et al., 2011; 

Kennedy et al., 1994), meditation, prayer (Ezeobele et al., 2014; Ntsaba & Havenga, 2007, p. 11) and 

sleep (Holmes, et al., 2015). Mann et al. (1993) reported that 39% agreed with a statement that the 

seclusion room was ‘quiet and restful’. When asked, 82% of service users across a variety of 

psychiatric units in Australia responded that they would like to use the seclusion room when they 

chose to be alone (Meehan et al., 2004). One service user in an English forensic service commented 

that “sometimes it’s nice to be on your own and not to have people around when you are feeling 

upset” (Haw et al., 2011, p. 572). Notably, Stolker et al. (2006) found that service users held more 

favourable views on seclusion where they resided in multiple-occupancy bedroom prior to seclusion. 

The authors speculated that the lack of privacy and rest service users experienced may have made 

seclusion somewhat more attractive.  A service user in Australia noted that she knew how to actively 

annoy staff, resulting in seclusion to “thereby have the occasion for a ‘nap’ during the day’” (Meehan 

et al., 2000, p.  374). Some also reported that seclusion led to valued outcomes such as the chance 

to “learn a lesson” (Haw et al., 2011, p. 580); learning to control their behaviour and emotions 

(Keski-Valkama et al. 2010; Meehan et al., 2000); having a positive effect on their mental health 
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(Keski-Valkama et al. 2010) and helping them to sober up (Keski-Valkama et al. 2010). Some service 

users in a Canadian forensic service noted the opportunity to de-escalate and for medication to take 

effect (Holmes et al., 2015).  

Staff and service user perspectives from four studies indicate that seclusion rooms were 

invariably minimally furnished (Ezeobele et al., 2014; Haw et al., 2011; Kuosmanen et al., 2015; 

Tooke & Brown, 1992). Up to 95% of service users believed that changes were needed to seclusion 

rooms (El-Badri & Mellsop, 2008), as did between 62% (Happell & Koehn, 2010; Happell et al., 2012) 

and 85% (El-Badri & Mellsop, 2008) of health professionals from a variety of backgrounds. In some 

cases, explicit reference was made to quality of life, however in other cases this was not explicit. 

Two Finnish nurses that voluntarily spent time in seclusion commented that they “saw no reason 

why it should look like a prison cell” (Kuosmanen, et al., 2015, p. 335). While approval for particular 

changes varied significantly between studies, members of staff were variably in favour of changes to 

increase comfort, social contact and alleviate boredom. These included providing some sort of 

calming stimulus such as access to music (Keski-Valkama et al., 2010; Happell et al., 2012; Happell & 

Koehn, 2010); access to TV, radio or reading and writing materials (Holmes et al., 2015; Norris & 

Kennedy 1992); re-painting walls in order to be more calming (El-Badri & Mellsop, 2008; Wynaden et 

al., 2001); allowing fresh air (El-Badri & Mellsop, 2008); and giving service users control over lighting 

and temperature (El-Badri & Mellsop, 2008). In Australia between 33% of nurses (Happell & Koehn, 

2010) and 50% of mixed health professionals (Happell et al., 2012;) felt that staff should always stay 

with service users during seclusion. One participant suggested having padded walls to prevent injury 

(Holmes et al., 2015).  

There was abundant evidence among the studies of the adverse implications that may arise 

due to the appearance of the seclusion room. Participants noted the physical characteristics of the 

seclusion room and social isolation infringed on their “sense of reality”, and made them feel like they 

were “going mad” and “losing control” (Meehan et al., 2000, all p. 374). Participants also described 

perceptual disturbances, including hyper-sensitivity to sensory stimulus (Meehan et al., 2000) and 

interactions with psychotic symptoms such as hallucinations and delusions, contributing to fear and 

anxiety (Hoeskstra et al., 2004; Kennedy et al., 1994). One service user perceived that the bed in the 

seclusion room looked like a grave or coffin and felt that they were “in the process of dying” (Ntsaba 

& Havenga, 2007, p. 10). 

Service users also wanted staff to understand their “personal needs and idiosyncrasies” 

(Fashingbauer et al., 2013, p. 35). Multiple service users in Lesotho were not happy to eat without 

first washing their dirty hands, with one service user reporting that he opted to go without food as a 

result (Ntsaba & Havenga, 2007). In another study, glasses were listed among the objects most 
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missed during seclusion (Norris & Kennedy 1992). Service users in multiple studies described 

seclusion rooms as too small, with some explicitly referring to claustrophobia (Norris & Kennedy 

1992), noting they “don’t like being closed in” (Haw et al. 2011, p.  574). Many service users in two 

studies (Holmes et al., 2015; Meehan et al., 2000) and two Finnish staff members that voluntarily 

spent time in seclusion (Kuosmanen et al., 2015) also referred to boredom, which was difficult to 

tolerate. Some service users noted that they had significantly limited social contact or opportunity 

for physical activity, something they relied on to regulate their emotions (Fashingbauer et al., 2013; 

Meehan et al., 2000) 

Findings from eight studies illustrate the adverse impact that the unique personal histories 

of service users can have on the meaning they make of the seclusion experience. Notably, there was 

no evidence of attempts to individualise practices due to unique histories. One service user stated “I 

thought I had done something wrong against God” (Norris & Kennedy 1992, p. 11). Another 

participant living in Lesotho feared that she might be raped when she was alone (Ntsaba & Havenga, 

2007). Service user comments indicate that having normal clothing removed – often forcefully - and 

being made to wear hospital gowns is common practice across services in various countries 

(Fashingbauer et al., 2013; Holmes et al., 2015; Keski-Valkama, 2010; Kuosmanen et al., 2015; Norris 

& Kennedy 1992). One service user noted that this is a particularly difficult experience for those who 

had been sexually abused (Fashingbauer et al., 2013). Service users in a number of studies reported 

that by being secluded they were “forced to revisit the bad experience” they had in prison and with 

law enforcement (Ezelobele et al. 2014, p.  307; Ntsaba & Havenga, 2007). Two indigenous 

Australian service users recruited by  Sambrano & Cox (2013) described being detained by police and 

placed in seclusion in mental health services, which reportedly made them feel “like criminals rather 

than someone needing care” (Sambrano & Cox, 2013, p.  525). The authors note that techniques 

which aimed to discipline and punish indigenous Australians were historically employed by the state. 

The Australian principles state that recovery-oriented practice “empowers individuals so 

they recognise that they are at the centre of the care they receive” (p. 43). There was no evidence 

among the 27 studies that service users were empowered to play a central role in their care in 

relation to seclusion. Findings illustrating disempowerment are presented under other principles. 

 

2.3.3.2 Real Choices 

According to the Australian principles, recovery-oriented practice “supports and empowers 

individuals to make their own choices about how they want to lead their lives and acknowledges 

choices need to be meaningful and creatively explored” (Australian Government, 2010, p. 43). 

There was no evidence of this among the 27 studies. In contrast, abundant evidence indicated that 
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the power to make choices in relation to seclusion was widely perceived to sit almost entirely with 

staff, while service users were greatly disempowered.  

There was considerable evidence that staff were in a position of control in relation to 

seclusion. In Australia, 89 - 92% of mixed health professionals (Happell & Koehn, 2010; Happell et al., 

2012) believed that seclusion ‘sometimes’ or ‘often’ controls the behaviour of service users. Across 

open, closed and forensic units in Australia between 46 – 62% of nurses at various grades said they 

would ‘never’ seclude a service user that asked to be secluded (Happell and Koehn, 2010; Wynaden 

et al., 2001). Some service users in the Netherlands perceived that nurses had “absolute power” 

(Hoekstra et al., 2004, p. 280), while another in an English forensic service noted that seclusion 

“teaches you not to do it again” (Haw et al., 2011, p. 574).  

Service users in four studies referred to the use of social and physical force in relation to 

seclusion, which precluded the possibility of any meaningful choices (e.g. Sambrano & Cox, 2013). In 

discussing the need to restrain some people upon bringing them to seclusion, an Australian nurse 

noted that service users “look around at the staff and that show of staff is usually enough for them 

to comply” (Muir-Cochrane, 1996, p. 560). Service users in the US stated that seclusion was “forced 

on them” (Fashingbauer et al., 2013, p. 36) and one in England reported “being dragged … and 

locked in” (Haw et al., 2011, p. 571). Another service user in Lesotho reported that staff “slapped 

and punched me … when I refused to be secluded” (Ntsaba & Havenga, 2007, p. 9). Various 

Australian health professionals (Roberts et al., 2009) and a service user in Lesotho (Ntsaba & 

Havenga, 2007) described the use of seclusion to enforce medication adherence, however findings 

suggested that this practice has received little support in some services (Wynaden et al., 2001).  

In Australia, 89 - 98% of mixed health professionals believed that seclusion ‘sometimes’ or 

‘often’ disempowers service users (Happell & Koehn, 2010; Happell et al., 2012). Studies report that 

76% - 89% of nurses (Happell & Koehn, 2010; Happell et al., 2012; Tooke & Brown, 1992; Wynaden 

et al., 2001) and 91% of service users (Tooke & Brown, 1992) believed that service users felt 

‘helpless’ during seclusion. Feelings of powerlessness and hopelessness were also expressed by staff 

in another study (El-Badri & Mellsop, 2008) and by service users in four studies (Ezeobele et al., 

2014, Hoekstra et al., 2004; Meehan et al., 2000; Norris & Kennedy, 1992). Ntsaba and Havenga 

(2007) noted that being unable to report experiences to higher authorities contributed to a sense of 

powerlessness. Service users in an English forensic service perceived that staff were “exerting power 

over them” (Haw et al., 2011, p. 577). Service users described feeling “unable to get out” (Ezeobele 

et al., 2014, p. 307)and “trapped” (Roberts et al., 2009, p. 28). Service users in two studies referred 

to the “unspoken rules” (Meehan et al., 2000, p. 374) of the "seclusion ‘game’” (p. 374), whereby 
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they described “playing along” (Holmes et al., 2004, p. 572) to satisfy staff judgements that they are 

mentally well and no longer in need of seclusion.  

The inability to control one’s life and the adverse impact of this is particularly evident in a 

number of service user comments. A service user in the US said “I cannot get things that I want to do 

or get out … nobody was listening … the doors are shut behind you … and you are there alone” 

(Ezeobele et al., 2014, p. 307). A service user in the US commented “I cried out for help and they 

didn’t do it till they were good and ready” (Norris & Kennedy, 1992, p. 10). Another in Australia 

reported that “they even take away your option to change the circumstances to try and list your 

mood” (Meehan et al., 2000, p. 373). Findings presented in the previous section also demonstrate 

that service users had virtually no power to alleviate their boredom, loneliness and discomfort 

during seclusion.  A service user in Australia clearly illustrated the emotional impact of the use of 

force on them: “when they first put me in there and I was just screaming and kicking and yelling 

because I didn't want a needle and then I remembered just bursting into tears and I think I cried 

myself to sleep” (Meehan et al., 2000). Service users described feeling “lonely” (El-Badri & Mellsop, 

2008, p. 251; Hoekstra et al., 2004) and as if they were “in jail” (Ezeobele et al., 2014, p. 310; Mann, 

1993; Meehan et al., 2000)or a “gas chamber” (Norris & Kennedy 1992) or were subject to “torture” 

(Mann, 1993). Service users in multiple studies (Fashinbauer et al., 2013; Haw et al., 2011; Holmes et 

al., 2004; Kesksi-Valkama et al., 2010) and two Finnish nurses that voluntarily spent time in seclusion 

(Kuosmanen et al., 2015) perceived seclusion as a punishment. 

The Australian principles state that recovery-oriented practice “supports individuals to build 

on their strengths and take as much responsibility for their lives as they can at any given time”  (p. 

43). There was no evidence in any of the 27 studies that seclusion was perceived to support service 

users to build on their strengths. In the only study in which explicit reference was made to this point, 

some psychiatrists reportedly believed that seclusion “did not encourage the development of 

internal boundary setting” (Exworthy et al., 2001, p.428).  

Service users in four studies noted that the restrictive procedures surrounding seclusion 

actually prevented them from taking responsibility for some of their own basic needs. Some 

reported urinating (Holmes et al., 2004) or defecating on the floor (Sambrano & Cox, 2013) or 

wetting themselves (Fashingbauer et al., 2013; Sambrano & Cox, 2013) as they were denied access 

to a toilet. A service user in the Netherlands described how staff chose his clothing and laid out the 

things he needed for a shower, as he was not allowed to do this for himself (Hoekstra et al., 2004). A 

service user in the US stated that staff “would not do anything for me, they just kind of basically 

were laughing” (Fashingbauer et al., 2013, p. 36). 
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Findings illustrate a perception among some nurses that service users are given control 

within a broader context ultimately controlled by them. Some nurses in Australia reportedly aimed 

to “facilitate the patients remaining in control” (Muir-Cochrane, 1996, p. 559) and avoid the use of 

seclusion through the use of continual assessment and interpersonal interactions. Staff in two 

studies noted that they used seclusion as a ‘last resort’ (Alty, 1997; Holmes et al., 2015). Where they 

perceived that behaviour was ‘out of control’ however, they viewed seclusion as a legitimate form of 

social control that would “provide an opportunity for the individual to regain control” (Muir-

Cochrane, 1996, p. 558). Muir-Cochrane (1996) noted that “acceptable patient behaviour” (p. 561) 

was guided by clinicians’ individual assessment. Control was perceived by nurses to be regained if 

service users “could reason with clinicians, talk about what had happened and accept limits by staff” 

(p. 560). One nurse in a Canadian forensic service reported that “if we’re out of control physically, 

mentally, emotionally, we sometimes can’t make the best decision for ourselves” (Holmes, et al., 

2015, p. 208). In other Australian studies, 79 - 88% of mixed health professionals believed that 

seclusion ‘sometimes’ or ‘often’ allows service users to express angry feelings in a way that’s not 

destructive to the rest of the ward (Happell & Koehn, 2010; Happell et al., 2012; Meehan et al., 

2004). These comments indicate that some nurses perceived themselves as supporting service users 

to take as much responsibility for their lives as they could at any given time, thus acting in line with 

this aspect of the principle.  

Findings from four studies demonstrate that the issues of choice, responsibility and control 

are complex and intertwined. Some service users complained that opportunities to discuss or defend 

their actions were not available (Fashingbauer et al., 2013; Meehan et al., 2000). One service user in 

the US highlighted the potential for perceived transgressions in this regard: “in my workbooks, it said 

you could punch a pillow if you feel frustrated. That is what I was doing, and they had a problem 

with that, so then they put me in there” (Fashingbauer et al., 2013). Although many service users 

experienced seclusion as a transgression, comments from two studies indicated that some service 

users later agreed with staff judgement to limit the responsibility they took for their lives by using 

seclusion. Haw et al. (2011) found that 56% of service users in a forensic service thought they should 

have been secluded during the last episode of coercive treatment. Some service users recruited by 

El-Badri & Mellsop (2008) also reportedly felt “grateful at being kept under control and out of an 

overwhelming high-stimulus where they might do something impulsively they will later regret” (p.  

251).  

The Australian principles state that recovery-oriented practice “ensures that there is a 

balance between duty of care and support for individuals to take positive risks and make the most 

of new opportunities” (p. 43). Findings presented earlier under this principle illustrate some of the 
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conditions under which staff decided to discontinue seclusion; however there was no evidence 

among the 27 studies of positive risk-taking in order to make the most of new opportunities. In 

contrast, a service user in Australia stated “there was no reason that I was let out then and not six 

hours before, it was just convenient for them *staff+ and that's wrong” (Meehan et al., 2000, p. 372). 

 

2.3.3.3 Attitudes and Rights 

According to the Australian principles, recovery-oriented practice “involves listening to, learning 

from and acting upon communications from the individual and their carers about what is 

important to each individual” (Australian Government, 2010, p. 43). Some findings on the limited 

responsiveness of staff to service user communication during seclusion were presented in the 

previous sections. In addition, findings from three studies illustrate that some service users 

perceived failures to seek their views or act upon their communication before and after seclusion. 

All 12 service users recruited by Fashingbauer et al. (2013) commented that they wanted to have 

open communication about their feelings and individual needs, particularly before situations 

escalated to the point of seclusion. A service user in the US felt that “if staff cared and listened more, 

seclusion would be unnecessary” (Norris & Kennedy 1992, p. 12). Another noted that while being 

painfully restrained by staff she “yelled constantly, ‘I’m done! I’m done, okay! Let me go! I’m not 

going to do anything” (Fashingbauer et al., 2013, p. 36), however she described being secluded 

nevertheless. Some Australian service users perceived a lack of support following seclusion and 

desired an opportunity to “off-load emotions” afterwards (Meehan et al., 2000, p. 375). There was 

no evidence among the 27 studies that the views of carers were sought or listened to in relation to 

seclusion. 

The Australian principles state that recovery-oriented practice “promotes and protects 

individual’s legal, citizenship and human rights” (p. 43). Evidence from the 27 studies illustrates a 

paradoxical relationship in which seclusion is frequently perceived to infringe upon rights in some 

respects, but also support these in other respects. This includes conflicts in relation to particular 

rights of the person being secluded, the rights of others, changes to perceptions over time and 

perceived therapeutic benefit of seclusion. 

Previously discussed experiences indicating infringed rights include: perceptions of 

disempowerment, imprisonment, and punishment; the use of social and physical force; being made 

to wear hospital gowns; and minimalistic seclusion rooms with restricted opportunities for toileting 

and maintaining hygiene. Service users (El-Badri & Mellsop, 2008; Norris & Kennedy 1992; Sambrano 

& Cox, 2013) and staff (El-Badri & Mellsop, 2008; Van der Nagel et al., 2009) across four studies 

viewed seclusion as dehumanising. Both groups across three other studies felt that seclusion was 
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“degrading” (Holmes et al., 2004, p. 570; Van der Nagel et al., 2009, p. 410) and that service users 

were “abused” throughout the process (El-Badri & Mellsop, 2008, p. 251). Notably, one service user 

reported “I have to get undressed in front of them. There are men and woman … They take 

everything off, everything. I don’t want to undress in front of men but I have no choice” (Holmes et 

al., 2004, p. 570). Health professionals in the Netherlands reported feeling embarrassment over the 

use of force and removal of clothing during seclusion (Van der Nagel et al., 2009). In describing their 

findings Meehan et al., (2000) reported a sense that Australian service users “lose claim to any 

individuality or rights” (p. 375). Two service users in New Zealand (El-Badri & Mellsop, 2008) and 

another in a Canadian forensic service (Holmes et al., 2015) likened seclusion to being a caged 

animal. Some participants in an English forensic service felt that seclusion was worse than a prison, 

with one noting that “it can be weeks and weeks. In prison you’re only in a cell for 23 hours of the 

day” (p. 574) and another stating “you feel left out, lonely and empty. They treat you like criminals” 

(pp. 574 – 575).  

Findings from four studies related to the inappropriate use of seclusion in ways that infringe 

upon service user rights. Nurses in English services perceived that seclusion was or could be abused 

in several ways, including: unnecessary duration; deciding to initiate or discontinue on the basis of 

staff levels; using medication as an additional ‘chemical straightjacket’; non-adherence to policies; 

failure to use more appropriate alternatives; using seclusion to manage ‘difficult’ service users; and 

using it as a punishment (Alty, 1997). Meehan et al. (2000) reported that most of their sample of 12 

service users felt that they had been secluded inappropriately. A service user in a Canadian forensic 

service also perceived that seclusion was misused at times “when they *staff+ could be interacting 

with the person and helping them” (Holmes et al., 2015, p. 205). Two indigenous Australians 

perceived that they were over-medicated with one commenting “When I was first locked, they sort 

of like took me from my reality, into a person that was dopey, not worried about how they was 

thinking about me and how they was treating me, like rubbish” (Sambrano & Cox et al., 2013). 

In contrast to these findings, numerous studies also highlighted that staff and service users 

also believed that seclusion maintained safety and staff believed it was a therapeutic intervention. 

Seclusion can be seen to protect and promote the rights of the individual being secluded in these 

areas. ‘Most’ staff in a large sample of mixed health professionals in New Zealand (El-Badri & 

Mellsop, 2008) and all nurses in a Canadian forensic study (Holmes et al., 2015) reported that their 

primary reason for using seclusion was to maintain the safety of the service user themselves, other 

service users and staff. Mixed health professionals across six studies (Alty, 1997; El-Badri & Mellsop, 

2008; Happell & Koehn, 2010; Holmes et al., 2015; Roberts et al., 2009; Tooke & Brown, 1992) and 

service users in two forensic studies (Holmes et al., 2015; Keski-Valkama et al., 2010) expressed the 
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view that seclusion was either a helpful or necessary intervention for this reason. Sixty-seven per 

cent of service users in the US (Mann, 1993) and some in the Netherlands (Hoekstra et al., 2004) 

reported feeling safe during seclusion. Fifty-four per cent of mixed Australian health professionals 

(Roberts et al., 2009) and some nurses (Muir-Cochrane, 1996) expressed the view that the low-

stimulus seclusion environment was therapeutic. Nurses in the US felt that seclusion was ‘generally’ 

therapeutic (Tooke & Brown, 1992). Nurses in a Canadian forensic service consistently emphasised 

that seclusion rooms were not meant to be punitive, but rather therapeutic, with one commenting 

“sometimes best care is in a quiet room away from stimulus, one on one, when you’ve tried every 

others means” (Holmes et al., 2015). Some nurses also considered seclusion to be a better option 

than chemical restraint (Alty, 1997), again suggesting the relativity of positive perceptions. 

Findings from seven studies highlighted the perception that seclusion supported the rights of 

other service users. Seventy-one per cent of Australian nurses (Meehan et al., 2004) and some in 

England (Alty, 1997) working across various settings perceived that seclusion benefitted other 

service users. Eighty-six per cent of a large sample of psychiatrists working in secure services 

supported the use of seclusion to manage threats of physical violence to others while only 21% 

would wait until the person exhibited violence before initiating seclusion (Exworthy, et al., 2001). 

One nurse in England commented “I don't believe in locking people in a room. It seems cruel but 

you've got to think of others” (Alty, 1997, p. 790). Another in Australia referred to their 

“responsibility to the other patients on the ward and the staff” (Muir-Cochrane, 1996, p. 558). Some 

nurses noted that staff may use seclusion due to a lack of resources and over-crowding (El-Badri & 

Mellsop, 2008), or insufficient staffing (Muir-Cochrane, 1996; Van Doeselaar et al., 2008) and poor 

environmental design, in order to “maintain a recuperative environment” for other service users 

(Muir-Cochrane, 1996, p. 558). 

Three studies explicitly referenced the paradoxical relationship between control and 

therapeutic care (Muir-Cochrane, 1996; Happell & Koehn, 2010; Holmes et al., 2015), whereby an 

initial transgression may be considered to ultimately support rights in a broader sense. One nurse 

noted: “It might appear to look like we’re restricting somebody’s liberties and rights, in other ways, I 

think we’re also encouraging them to get better. And sometimes you have to do things in a little bit 

less than ideal way” (Holmes et al., 2015, p.208). Some nurses recruited by Alty (1997) felt they had 

betrayed the service user by secluding them (El-Badri & Mellsop, 2008) but felt it was “probably a 

necessary evil” (Alty, 1997, p. 792). Meehan et al. (2004) reported that 100% of nurses and 67% of 

service users felt that seclusion ‘sometimes’ or ‘often’ helps service users to calm down, while 100% 

of nurses and 96% of service users felt that it also made them feel frustrated. Findings from four 

studies indicated that some service users retrospectively agreed with their seclusion, as it protected 
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the right to safety. Some service users were ‘glad’ or ‘relieved’ that they were secluded, noting that 

this ensured their safety and that of others (El-Badri & Mellsop, 2008; Haw et al., 2011; Mann, 1993; 

Meehan et al., 2000). One service user stated “I’m glad they put me in seclusion away from 

everybody else…it made me settle down a bit…there’s nothing really that good about it, it’s just to 

sort of protect yourself and protect other people on the ward” (Meehan et al., 2000, p. 373). 

Another commented: “if I was in a state where I was going to hurt myself or someone else, that’s a 

better option, to be put in one of those rooms” (Holmes et al., 2015, p. 204).  

The Australian principles state that recovery-oriented practice “supports individuals to 

maintain and develop social, recreational, occupational and vocational activities which are 

meaningful to the individual” (p. 43). Among the 27 studies, there was no evidence of this, apart 

from the perceived paradoxical longer-term benefits to recovery discussed in the previous 

paragraphs.  There was abundant evidence that seclusion prevented service users from engaging in 

most meaningful activities for the duration of the episode. Perceptions of social exclusion and the 

dearth of recreational activities available during this time have been documented under the first 

principle, along with the variable levels of support for changes to the room and related procedures. 

Seclusion also prevented service users from engaging in occupational and vocational activities, with 

one service user in a Canadian forensic service stating that “we all have programmes in this building 

… we miss all the programs, we miss our job, we miss outings” (Holmes et al. 2015, p. 204). 

The Australian principles state that recovery-oriented practice “instils hope in an 

individual’s future and ability to live a meaningful life” (p. 43). Evidence in support of this among 

the 27 studies was very limited however and only included the limited service user perceptions of 

opportunities to sober up and learn to control one’s emotions and behaviour previously discussed. 

In contrast, findings from numerous studies indicated that seclusion adversely affected some service 

users both in the immediate aftermath and after discharge. Under the two previous principles, 

frequent feelings of disempowerment, hopelessness and the reawakening of previous traumas were 

discussed. In addition, El-Badri and Mellsop (2008) reported that 30% of service users and 36% of 

staff described people feeling worthless as opposed to valuable when secluded. Some described a 

fear of re-seclusion (Keski-Valkama et al., 2010), with this noted by approximately 44% of service 

users in the US (Mann et al., 1993). Hoekstra et al. (2004) noted that the ‘majority’ of their sample of 

seven previous inpatients reportedly said they had not come to terms with their seclusion 

experience, with one describing subsequent difficulties with enclosed spaces, locked doors and the 

sounds of keys. A service user in Australia described feeling like crying upon seeing other service 

users being secluded “because I know how awful it is” (Meehan et al., 2000, p. 373). A Dutch service 

user described subsequently having difficulties relating to loved ones, stating: “I’ve talked about it 
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with my dad and with my sister too. Somehow I feel it may even be incredible, in a way. As if what 

you feel and what you experience at such a time … that other people cannot fully live this 

experience” (Hoekstra et al., 2004, p. 280). Another service user in Australia noted that their 

experience of seclusion “broke my sprit” (p. 527). The potential for adverse effects was 

acknowledged by a member of staff in Australia, who described “feelings of responsibility for 

possibly traumatising patients” (Roberts et al., 2009). 

 

2.3.3.4 Dignity and Respect 

According to the Australian principles, recovery-oriented practice “consists of being courteous, 

respectful and honest in all interactions” (Australian Government, 2010, p. 43). A small number of 

comments illustrated that some staff aimed to be respectful in their interactions. One member of 

staff in a Canadian forensic service felt that it was important to look beyond service users’ 

challenging behaviour and understand it as the result of an ‘illness’. Another noted: “that’s not the 

‘real’ person you were talking to the day before” (Holmes et al., 2015, p. 209). Nurses in three 

studies believed that seclusion maintained a person’s dignity and privacy when they were 

particularly unwell (Alty, 1997; Exworthy, et al., 2001; Muir-Cochrane, 1996). ‘Several’ nurses in 

English secure units commented that seclusion was “often safer and more dignified than either 

excessive medication or prolonged physical restraint” (Exworthy, et al., 2001, p. 26). This view was 

supported by some staff in another English study, who considered medication “chemical restraint 

(Alty, 1997, p. 791). Some nurses in Australia felt that seclusion was appropriate to manage 

disorganised behaviours such as disrobing, defecating and smearing, with one noting that “the 

patient does not have a clue and it is so demeaning for them as well, so you want to keep them away 

from people (patients) who are going to say in a few days time you were awful the other day when 

you did this” (Muir-Cochrane, 1996, p. 559). 

A small number of service users described respectful or courteous interactions from staff 

during the process of seclusion. Some service users in the US felt respected when staff explained the 

reason for their seclusion and gave them a timeframe for when they would be released 

(Fashingbauer et al., 2013). Five service users in the US listed staff calling them by name and doctors 

displaying kindness and helpfulness before seclusion, and a small number described the comforting 

voice of staff and reassurance given by them afterwards as helpful (Norris & Kennedy, 1992). A 

service user in the US commented that upon returning from seclusion staff “smiled at me like they 

cared” (Norris & Kennedy, 1992, p. 11). A service user in the Netherlands recalled how a nurse 

stroked their hair during a moment of distress, which they reportedly found very moving and 

calming (Hoekstra et al., 2004). 
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Notably, the vast majority of service user comments relating to respectful, courteous and 

honest interactions in relation to seclusion actually demonstrated the absence of this. Service user 

perceptions of being abused, abandoned, treated inhumanely, sedated with medication, and 

punished have been described under the other principles. Feeling neglected, perceiving that a 

variety of needs were not met and limited communication and information sharing have also been 

described under other principles. Some service users in the US (Ezeobele et al., 2014) reported that 

staff lacked compassion and were mean, adding that staff were meant to help them rather than hurt 

them. One commented that “the nurse should … have compassion … don’t be violent towards the 

patient no matter how frustrated the nurse gets” (p. 307). In discussing the process of seclusion, a 

member of staff in the Netherlands stated that “I will not hurt him on purpose, but I will jam your 

wrist in such a way, that as soon as you try as much as kick someone, you will howl with pain” (Van 

der Nagel et al., 2009, p. 410). Van der Nagel et al. describe this as “power perversion” (p. 490), 

which places this in clear opposition to respectful and courteous interactions.  

Across studies, staff were described as having a “negative attitude” (Ntsaba & Havenga, 

2007, p. 9) and being “very, very, very rude” (Sambrano & Cox, 2013, p. 527). Service users in the US 

described interactions with staff as disrespectful, unwarranted and humiliating, with some noting 

that staff shouted at them (Ezeobele et al., 2014). Some staff in New Zealand perceived that service 

users sometimes felt mistreated, disrespected, abused or inhumanely treated during the process of 

seclusion (El-Badri et al., 2008). Nearly a third of staff in this study perceived that service users felt 

neglected. Some service users in the US also felt that staff needed communication skills training 

(Ezeobele et al., 2014). One commented that “if staff would have talked to me … instead of yelling at 

me like a child … they need to learn how to talk to patients with respect” (p. 308). Service users in 

Lesotho reported similar experiences, with one noting that “their faces showed no peace” (Ntsaba & 

Havenga, 2007, p. 9). Some service users in the US perceived that staff talked about and mocked 

them during seclusion (Ezeobele et al., 2014; Fashingbauer et al., 2013), with some adding that staff 

thought they could not be heard (Ezeobele et al., 2014). A service user in the US noted that “you 

don’t feel like you are being taken care of when someone is making fun or laughing at your 

situation” (Fashingbauer et al., p. 36). Another service user in the US commented that “seclusion 

could have been avoided if the nurses were empathetic … spoke to me in a way and acted as if … 

their supervisor was present” (Ezeobele et al., 2014, p. 308).  

The Australian principles state that recovery-oriented practice “involves sensitivity and 

respect for each individual, particularly for their values, beliefs and culture” (p. 43). As discussed 

under the previous principles, there was no evidence of this among the 27 studies. In contrast, 

abundant evidence in opposition to this is presented under the other principles, including: little 
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recognition of the uniqueness of individuals or accommodation of their wants or needs; limited 

sharing of important information or responsiveness to service user communication; and the use of 

social and physical force and involvement of police officers. A range of negative emotions were also 

much more prevalent among service users than positive ones, as documented under the different 

principles. In addition, staff were also perceived by some service users as ‘not caring’ (Ezeobele et 

al., 2014; Holmes et al., 2015) and showing a “lack of concern” (Norris & Kennedy, 1992, p. 12). A 

service user in Australia commented: “I was hauled back here and placed in seclusion … five 

policemen to drag me out of the house, even though I was offering no resistance … and then I was 

stripped and placed in seclusion. Yes. Quite barbaric is what I thought of it” (Meehan et al., 2000, pp. 

372 – 373). These events, as perceived by the service users, suggest blatant insensitivity to their 

experience and disrespect, without apparent grounds for this.  

Service users in multiple studies described seclusion as a humiliating experience, opposing 

the principle of being sensitive and respectful to service users. Fashingbauer et al. (2013) reported 

that the process in general was humiliating for service users. Service users in the US (Norris & 

Kennedy 1992) and Finland (Kuosmanan et al., 2015) had to eat their meals on the floor due to the 

lack of furniture, which two Finnish nurses that voluntarily spent time in seclusion experienced as 

humiliating (Kuosmanan et al., 2015). Some service users in Lesotho expressed anger at eating in 

such a “dirty and bad smelling room” (p. 10), with one describing it as “a stinking toilet” (p. 10). 

Service users in multiple studies (Haw et al., 2011; Meehan et al., 2000; Norris & Kennedy 1992), 

particularly females, described humiliation, disempowerment and a loss of dignity at being forcefully 

stripped in front of staff and made to wear hospital gowns. A service user in Canada noted that “it 

only goes like past your bottom and it’s very uncomfortable … It’s like a crazy suit almost” (Holmes 

et al., p. 205). A service user in Lesotho described the humiliation of being ordered to clean the 

menstrual blood of another service user from the floor in the seclusion room (Ntsaba & Havenga, 

2007). Norris and Kennedy (1992) note that most of their 20 service users in the US were bitter 

about being accompanied to the bathroom, making comments such as “they hurried me and were 

impersonal” (p. 10).  

The Australian principles state that recovery-oriented practice “challenges discrimination 

and stigma wherever it exists within our own services or the broader community” (p. 43). There 

was no evidence of this among the 27 studies. As discussed under the previous principles however, 

some service users described feeling embarrassed, ostracised and stigmatised following seclusion. 

 

2.3.3.5 Partnership and Communication 
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According to the Australian principles recovery-oriented practice “acknowledges each individual is 

an expert on their own life and that recovery involves working in partnership with individuals and 

their casers to provide support in a way that makes sense to them” (Australian Government, 2010, 

p. 43). There was no evidence among the 27 studies of individuals being acknowledged as experts on 

their own lives or working in partnership with carers in relation to seclusion. Explicit evidence of 

partnership with service users was found in only two studies. Nurses in Australia reported ‘watching 

out’ for service users, providing counselling and medication and discussing their emotions in order to 

support them to maintain control and avoid seclusion (Muir-Cochrane, 1996). A service user in the 

Netherlands provided an example of partnership and stated: “I have made an arrangement, it’s in 

black and white. That I will get my medication the moment I am to be secluded” (Hoekstra et al., 

2004, p. 280). Notably however, they added that “it didn’t happen” (p. 280), indicating that this 

commitment was unreliable. Findings from three studies illustrate that therapeutic rapport is valued 

by some staff in relation to seclusion; however reference is not made to partnership in these cases. 

Nurses in a Canadian forensic service commented that good therapeutic rapport can reduce the 

need for seclusion (Holmes et al., 2015). Findings from the two other studies highlighted the 

negative impact of seclusion on the therapeutic relationship. A nurse in England noted that it 

“destroys therapeutic relationships … once you’ve banged them up you’ve lost them” (Alty, 1997, p. 

791). Based on their findings, Hoekstra et al. (2004) concluded that the daily threat of seclusion 

makes it more difficult for service users to trust staff.  

There was an abundance of findings that illustrated the absence of partnership in relation to 

seclusion. Findings previously presented under other principles include: perceptions of service user 

disempowerment, abandonment and punishment; the use of social and physical force; and feeling 

that one’s views are not heard. In addition, two service users in an English forensic service (Haw et 

al., 2011) and some in the US (Fashingbauer et al., 2013) noted that they wanted the opportunity to 

discuss their behaviour and the chance to ‘calm down’ before seclusion was used, but this was not 

their experience. In referring to a member of staff, one service user commented that “he could have 

at least approached me like a responsible adult” (Fashingbauer et al., 2013, p. 35). Another in the US 

noted that “I don’t like being told what to do. I like to be asked if I would do something … That 

approach to me would have been able to avoid seclusion completely” (Fashingbauer et al., 2013, p. 

35). Service users in the US felt that seclusion “would have been avoided if staff had talked to them 

with respect, listened to them before responding and did not react to their behaviour” (Ezeobele et 

al., 2014, p. 309). This view was also shared by others in Australia (Meehan et al., 2000). Service 

users in the US described “non-professional staff as prideful, controlling and behaved like a ‘king 

instead of a servant’” (Ezeobele et al., 2014, p. 309). 
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The Australian principles state that recovery-oriented practice “values the importance of 

sharing relevant information and the need to communicate clearly to enable effective 

engagement” (p. 43). A small number of findings indicate information sharing and clear 

communication were valued by staff and service users in principle. A member of staff and a service 

user in a Canadian forensic service explicitly acknowledged the importance of the service users’ 

understanding of their seclusion, with one service user adding that it influences their reactions 

(Holmes et al., 2015). Australian nurses felt that explaining what was happening was “integral” to 

seclusion (Muir-Cochrane, 1996, p. 560).  

While information sharing and clear communication was valued in principle, there was only 

limited evidence among the 27 studies of this transpiring in reality. Nurses in Australia reported 

discussing unacceptable behaviour, explaining what was going to happen, giving reassurance, setting 

limits, negotiating, and parenting (Muir-Cochrane, 1996, p. 560). Some service users in the US also 

described having such conversations (Kennedy et al., 1994). One nurse noted they always debrief 

after seclusion with statements such as “I really didn’t want to put you in there anymore than you 

like to be there, but this is what was happening, this is what we had to do” (Holmes et al., 2015, p. 

209). Another made a similar comment and added: “if you get out of control, know that we have the 

ability to do this again, but also you have the ability to come and talk to us” (Holmes et al., 2015, p. 

208).  

Service users’ understanding of decision-making in relation to their seclusion was variable. 

Keski-Valkama et al. (2010) reported that all 106 Finnish service users in various services were able 

to explain why they were secluded. Some service users in the US also described having the reasons 

for seclusion explained to them, which led to a better engagement: “That’s why I didn’t put up a 

fight or nothing, she explained the process” (Fashingbauer, et al., 2013). Most comments refer to 

poor communication and information sharing however. Some studies report that up to 30% did not 

know why they were secluded (Norris & Kennedy 1992) and roughly a quarter did not know the 

conditions under which they would be released (El-badri & Mellsop, 2008). Multiple studies present 

evidence of limited understanding among service users, but did not clearly reference the prevalence 

of this (El-Bardi & Mellsop, 2008; Ezeobele et al., 2014; Haw et al. 2011; Holmes et al., 2015; Ntsaba 

& Havenga, 2007; Roberts et al., 2009). Some service users noted not knowing how long seclusion 

would last (Haw et al., 2011; Meehan et al., 2000), an issue also acknowledged by some staff in New 

Zealand (El-Badri & Mellsop, 2008). One participant in a forensic hospital felt that “they should fill in 

a form why and give it to you in seclusion” (Haw et al., 2011, p. 579). 

Most findings among the 27 studies highlighted limited information sharing and poor 

communication. All 20 service users in a US study in a single service felt that staff should be 
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educated or retrained in communication skills (Ezeobele et al., 2014). All 12 service users recruited 

by Fashingbauer et al. (2013) commented that they wanted to have open communication about the 

feelings and individual needs, particularly before situations escalated to the point of seclusion, 

noting that this could have avoided seclusion. While some service users in this study had debriefings, 

in which they reflected on coping skills that could have prevented the escalation that ended with 

seclusion, others noted that the limited communication before and after seclusion impeded their 

ability to learn from the event. Service users in Australia perceived that they were “generally 

inadequately informed of ward rules” (p. 372) and were therefore at risk of being secluded (Meehan 

et al., 2000), with one commenting “I was dumped into this ward and expected to know how 

everything worked and who everyone was and how and why they were there” (p. 372). Notably, 

‘most’ service users in various Finnish services reportedly had no debriefing, while 78% perceived a 

need for this (Keski-Valkama et al., 2010). A service user in Australia commented: “they could have 

sat me down and explained why I’d been through all that hell” (Meehan et al., 2000, p. 375). 

Service users in three studies reported being dissatisfied with the level of interaction with 

staff during and following seclusion (Meehan et al., 2000; Norris & Kennedy, 1992; Ntsaba & 

Havenga, 2007). Only one-third of Finnish service users from a large sample were satisfied with their 

level of social contact with staff during seclusion (Keski-Valkama et al., 2010). Service users in other 

studies reported feeling “ignored” (Fashingbauer et al., 2013, p. 36; Holmes et al., 2015, p. 205), cut-

off and “estranged” from staff (Holmes et al., 2004, p.573) during seclusion. One service user noted: 

“I could not speak to anyone for all that time, when I really needed to talk to someone. It was 

horrific” (Meehan et al., 2000, p. 375). Meehan et al. (2000) described a ‘dominant’ view among 

service users that more effective communication would have prevented seclusion. The lack of 

information also contributed to suspicion (Ntsaba  & Havenga, 2007) and mistrust (Roberts et al., 

2009) of staff. 

According to the Australian principles, recovery-oriented practice “involves working in 

positive and realistic ways with individuals and their carers to help them realise their own hopes, 

goals and aspirations” (p. 43). There was no evidence of this among the 27 studies. 

 

2.3.3.6 Evaluating Recovery 

According to the Australian principles, recovery-oriented practice “ensures and enables continuous 

evaluation of recovery based practice at several levels” (Australian Government, 2010, p. 44). There 

was no evidence of any formal systems among the 27 studies. Findings discussed under previous 

principles indicate that decisions in relation to seclusion were made based on staff judgements on a 

service user’s presentation; however there were no explicit references to recovery in relation to this.  
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The Australian principles state that “individuals and their carers can track their own 

progress” (p. 44). There was no evidence of this among the 27 studies either. In contrast. Staff and 

service users in two studies perceived decisions as ambiguous (Meehan et al., 2000; Ntsaba & 

Havenga, 2007), indicating that decisions in relation to seclusion may be poor measures of progress. 

Findings from Australia indicate that decisions often related at least partially to factors other than 

the presentation of the service user themselves (Muir-Cochrane, 1996). Some service users noted 

that family members were not informed that they were in seclusion (Ntsaba et al., 2007) or were not 

permitted to visit them during this time (El-Badri & Mellsop, 2008), significantly limiting their ability 

to track progress. 

The Australian principles state that “the mental health system reports on key outcomes 

that indicate recovery including (but not limited to) housing, employment, education and social 

and family relationships as well as health and well being measures” (p. 44). There was no evidence 

of this among the 27 studies. 

The Australian principles state that in recovery-oriented practice, “services demonstrate 

that they use the individual’s experiences of care to inform quality improvement activities” (p. 44. 

There was no evidence of this among the 27 studies. As discussed under the first principle, although 

there were varying levels of support among staff for changes to seclusion rooms, the findings 

indicated that seclusion rooms were invariably minimally furnished and there was no evidence of 

change in practices, including individualised practices. 
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Table 2. 3  Details of Included Studies 

Author(s) Country 
Service type  
/ Setting Aims / Research questions / hypotheses Methodology Participants 

      
Qualitative 
Ezeobele et 
al. (2014) 

United 
States 

Acute care 
psychiatric 
hospital 

Aims: "to explore and describe the psychiatric patients’ 
lived seclusion experience." 

Qualitative (phenomenology) 
Data collection: Semi-structured 
interview 
Analysis: Phenomenology 
(Husserl's philosophy) 

Service users: N = 20 (male = 12, female = 
8); current inpatients [inferred] 
Staff: N/A 

      
Faschingbaue
r et al. (2013) 

United 
States 

Inpatient 
psychiatric 
unit(s) 

Research questions: "What is the lived experience of 
inpatient psychiatric patients who are placed in 
seclusion?" 

Qualitative (phenomenology) 
Data collection: Unstructured 
interview 
Analysis: Phenomenology (Van 
Manen's approach) 

Service users: N = 12 (male = 6, female = 6); 
current inpatients 
Staff: N/A 

      
Hoekstra et 
al. (2004) 

Netherlan
ds 

Outpatient 
mental health 
service (Long-
term care) 

Aims: "to increase our understanding of, first, patients’ 
seclusion room experiences; second, how patients cope 
with such an event; and, third, how the seclusion 
experience affects relations with care providers."; "to 
gain a better understanding of the seclusion room 
experiences of chronic psychiatric patients, the way in 
which they cope with their seclusion room experience, 
and the effect of seclusion on subsequent relations with 
care providers." 
Research questions: "1. What are the seclusion room 
experiences of chronic psychiatric patients after a 
considerable time lapse?; 2. What is the course of these 
patients’ coping process with respect to the seclusion, 
and which factors have a prohibitive or conducive effect 
on this process?; 3. What is the effect of these patients’ 
seclusion room experiences on subsequent relations 
with care providers" 

Qualitative (grounded theory) 
Data collection: Semi-structured 
interview 
Analysis: Grounded theory 

Service users: N = 7 (male = 3, female = 4); 
previous inpatients [inferred] 
Staff: N/A 

      
Holmes et al. 
(2004) 

Canada Psychiatric unit; 
Psychiatric 
hospital 

Aim: "to describe the experience of patients with a 
severe and persistent psychiatric disorder regarding 
their stay in the seclusion room" 

Qualitative (phenomenology) 
 
Data collection: Semi-structured 
interview 

Service users: N = 6 (gender ratio not 
stated); current inpatients 
Staff: N/A 
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Author(s) Country 
Service type  
/ Setting Aims / Research questions / hypotheses Methodology Participants 

Analysis: Phenomenology 
(Heideggerian 
 framework / Colaizzi’s approach) 
/ content analysis 

      
Holmes et al. 
(2015) 

Canada Forensic 
psychiatric 
service 

Aims: to gain a better understanding of the lived 
experience of the seclusion room in forensic psychiatric 
settings, from the perspectives of patients and staff 
[inferred] 

Qualitative (phenomenology) 
Data collection: Semi-structured 
interview 
Analysis: Interpretative 
Phenomenological Analysis / 
content analysis 

Service users: n <26 (ratio of service users 
and staff in total sample (N  = 26) not 
stated); current inpatients 
Staff: n <26 (ratio of service users and staff 
in total sample (N  = 26) not stated); Roles: 
All nurses 

      
Kuosmanen 
et al. (2015) 

Finland Psychiatric unit Aims: “to explore seclusion as experienced by two 
mental health nurses" 
Hypotheses: "The assumption was that seclusion causes 
distress. It was further hypothesized that these nurses 
might identify a need for improvement in both the 
seclusion process and the facilities" 

Qualitative description [inferred] 
Data collection: Semi-structured 
dictated self-report [inferred] 
Analysis: Inductive content 
analysis 

Service users: N/A 
Staff: N = 2 (gender ratio not stated); Roles 
= all nurses 

      
Meehan et 
al. (2000) 

Australia Open acute care 
units, tertiary 
mental health 
facility 

Aims: "to explore patients' descriptions and 
observations of seclusion" 

Qualitative description [inferred] 
Data collection: semi-structured 
interview 
Analysis: Content analysis 

Service users: N = 12 (male = 7, female = 5); 
current inpatients 
Staff: N/A 

      
Muir-
Cochrane 
(1996) 

Australia Closed 
psychiatric 
wards in a 
teaching 
hospital 

Aims: "1 Investigate nurses' perceptions of the purpose 
of seclusion; 2 Identify the conditions under which 
seclusion is used; 3 Provide a conceptual framework of 
the seclusion process" 

Qualitative (grounded theory) 
Data collection: Reflective 
written report and semi-
structured interview 
Analysis: Grounded theory 

Service users: N/A 
Staff: N = 7; Roles: registered general and 
psychiatric nurses [ratio not stated] 

      
Norris and 
Kennedy 
(1992) 

United 
States 

Multiple 
psychiatric units 
in university 
hospital (nature 
unclear 
("university 
hospital, which 
was a short-
term, intensive 

Aims: "to describe psychiatric patients' perceptions of 
specific aspects of the seclusion process prior to, during, 
and following seclusion, and obtain their suggestions for 
improvement." 
Research questions: "1. What are psychiatric patients' 
perceptions of space, objects, events, time, 
temperature, persons, sound, light, touch and smell 
during the seclusion process?; 2. How do patients' 
perceptions of the reasons for their seclusion compare 

Qualitative description 
Data collection: Questionnaire 
and interview 
Analysis: thematic summaries 

Service users: N = 20 (male = 9, female = 
11); current inpatients 
Staff: N/A 
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Author(s) Country 
Service type  
/ Setting Aims / Research questions / hypotheses Methodology Participants 

treatment, 
teaching and 
research 
center")) 

with chart-documented nurses' reasons for patient 
seclusion?; 3. What feelings do psychiatric patients have 
during the seclusion process?; 4. How do psychiatric 
patients describe their own behaviour during the 
seclusion process?; 5. What suggestions do psychiatric 
patients offer regarding the seclusion process?" 

      
Ntsaba and 
Havenga 
(2007) 

Lesotho Psychiatric 
hospital 

Aims: "to give psychiatric inpatients a platform to voice 
their experience of being secluded in a specific hospital 
in Lesotho as well as to sensitise mental health 
practitioners to these described experiences making 
them mindful of their decision-making and 
implementation practises when utilising seclusion as a 
resource for mental health care and treatment" 
Research question: "What is the psychiatric in-patient’s 
experience of being secluded in a specific hospital in 
Lesotho?" 
Aims: "to explore and describe the psychiatric in-
patients’ experience of being secluded in a specific 
hospital in Lesotho" 

Qualitative (phenomenology) 
Data collection: Semi-structured 
interview, field notes 
Analysis: "Tesch‘s method of 
open coding" 

Service users: N = 11 (male  4, female = 7); 
current inpatients 
Staff: N/A 

      
Sambrano 
and Cox 
(2013) 

Australia Acute mental 
health services 

Aims: "to develop an in-depth understanding of some 
Indigenous Australians’ experience of being secluded 

Qualitative (phenomenology) 
Data collection: Unstructured 
interview 
Analysis: Phenomenology 
(Gadamer's approach) 

Service users: N = 3 (male = 2, female = 1); 
current outpatients 
Staff: N/A 

      
VanDerNagel 
et al. (2009) 

Netherlan
ds 

Psychiatric 
hospital; closed 
unit 

Research questions: "1. Which feelings do nurses recall 
concerning seclusion incidents?; 2. How do these 
feelings interrelate, and what determinants can be 
identified?; 3. To which extent do nurses feel a need for 
and to which extent do they allow sharing these 
feelings?" 

Qualitative (grounded theory) 
Data collection: Semi-structured 
interview 
Analysis: Grounded theory 

Service users: N/A 
Staff: N = 8 (male = 4, female = 4); 
Roles: nurses, social workers [ratio not 
stated] 

      

      
Quantitative non-randomised 
Happell et al. 
(2012) 

Australia Inpatient/comm
unity mental 

Aims: “to investigate whether staff attitudes toward 
seclusion were related to levels of burnout, staff 

Quantitative non-randomised 
(cross-sectional analytic) [not all 

Service users: N/A 
Staff: N = 54 (male = 23, female = 31 
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Author(s) Country 
Service type  
/ Setting Aims / Research questions / hypotheses Methodology Participants 

health service satisfaction, and therapeutic optimism in one district 
health service. In addition … to determine the role of 
staff in decision making about seclusion" 

components were relevant] 
Data collection: Questionnaire 
Analysis: Descriptive statistics 

[inferred]); Roles: Nurse Unit Managers (3), 
charge nurses (10), division 1 nurses (21), 
enrolled nurses (4), assistants in nursing (1), 
Doctors (13 [grades unspecified]), Social 
worker (1) 

      
Keski-
Valkama et 
al. (2010) 

Finland Forensic 
psychiatric 
hospitals, and 
general 
psychiatric units 

Aims: "to compare the views of secluded patients in the 
forensic and general psychiatric settings shortly after a 
seclusion episode and again, half a year later." 
Research questions: " (1) whether the patients knew the 
reasons for their seclusion, and whether the self-
reported reasons corresponded to those recorded in the 
patient files, (2) whether the patients regarded being 
secluded as a positive or negative measure or whether 
they were able to find both aspects, (3) how the patients 
perceived the interaction between themselves and the 
staff during the intervention, and (4) whether the 
patients could suggest improvements on the present use 
of seclusion" 

Quantitative non-randomised 
(cross sectional-analytic) 
Data collection: Structured 
interview 
Analysis: Descriptive and 
inferential statistics 

Service users: N = 106 (male = 63, female = 
43); current inpatients 
Staff: N/A 

      
Mann et al. 
(1993) 

United 
States 

Psychiatric unit; 
community 
teaching 
hospital 

Aims: to examine "perceptions of the seclusion room 
experience in a cohort of psychiatric patients with 
various diagnoses" 

Quantitative non-randomised 
(cross-sectional analytic) 
[inferred] 
Data collection: Questionnaire 
Analysis: Descriptive and 
inferential statistics 

Service users: N = 50 (male = 18, female = 
32); current inpatient [inferred] 
Staff: N/A 

      
Meehan et 
al. (2004) 

Australia one acute unit, 
general 
hospital; one 
acute unit and 
medium secure 
unit in a tertiary 
mental health 
facility 

Aims: “identifying areas where increased awareness and 
education might improve the way in which seclusion is 
practised" 

Quantitative non-randomised 
(cross-sectional analytic) 
Data collection: Questionnaire 
Analysis: Descriptive and 
inferential statistics 

Service users: N = 29 (male = 18, female = 
11); current inpatients 
Staff: N = 60 (male = 32, female = 28); 
Roles: all nurses (Registered (54), enrolled 
(6)) 

      
Stolker et al. 
(2006) 

Netherlan
ds 

Psychiatric 
hospital; locked 
ward 

Aims: "to explore the influence of one specific ward 
variable, namely, the effect of single- versus multiple-
bed rooms on patients’ opinions about seclusion" 

Quantitative non-randomised 
(cross-sectional analytic 
[inferred]) 

Service users: N = 54 (male = 38, female = 
26); current inpatients 
Staff: N/A 
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Author(s) Country 
Service type  
/ Setting Aims / Research questions / hypotheses Methodology Participants 

Hypothesis: “that staying on multiple-bed rooms would 
be associated with less negative views on seclusion" 

Data collection: Questionnaire 
Analysis: Descriptive and 
Inferential statistics 

      

      
Quantitative  descriptive 
Happell and 
Koehn (2010) 

Australia acute inpatient 
units; multiple 
mental health 
services 

Aims: "to determine whether *“changes to reduce an 
possible eliminate seclusion in government policy”+ have 
been associated with a change in nurses’ attitudes to the 
use of seclusion" 

Quantitative description 
Data collection: Questionnaire 
Analysis: Descriptive and 
inferential statistics 

Service users: N/A 
Staff: N = 123 (male = 60, female = 63); 
Roles: all nurses (registered nurses (31) 
registered nurses with mental health 
endorsement (33); enrolled nurses (15); 
clinical nurse (12), clinical nurse with 
mental health endorsement (14); 
(assistant) nurse unit managers / nurse 
educators (18) 

      
van 
Doeselaar et 
al. (2008) 

Netherlan
ds 

Various 
unspecified 
mental health 
services 

Aims: "...investigating the attitudes professionals have 
toward and their experiences with constraints as well as 
their participation in projects aimed at reducing 
seclusion" 

Quantitative description 
[inferred] 
Data collection: Questionnaire 
Analysis: Descriptive and 
inferential statistics, exploratory 
methods 

Service users: N/A 
Staff: N = 540 (male = 250, female = 279); 
Roles: nurses (368), psychiatrists (60), 
psychologists (26), non-verbal therapists 
(6), social workers (36), 'other' (44) 

      
Wynaden et 
al. (2001) 

Australia open, locked 
and forensic 
units across 
multiple acute 
care mental 
health services 

Aims: “to examine the use of seclusion, and the 
perception of nurses regarding the effect and use 
thereof. The aim was to assist in establishing best 
practice in the use of seclusion in acute psychiatric care" 

Quantitative description 
Data collection: Questionnaire 
Analysis: Descriptive statistics 

Service users: N/A 
Staff: N = 78 (male = 30, female = 48); 
Roles: level 1/2 registered mental health 
nurses or comprehensive nurses (61), 
registered enrolled nurses (12), clinical 
nurse managers(5) [role ratio inferred] 

      

      
Mixed methods 
Alty (1997) England Psychiatric 

hospital; 
various settings 
(wards 
[unspecified] 
and day care 

Aims: "to explore nursing attitudes towards the values 
and concerns surrounding the seclusion debate itself" 

Mixed-methods (convergent) 
Data collection: Structured 
interview with questionnaire 
Analysis: Qualitative: thematic 
analysis [inferred]; 
Quantitative: descriptive 

Service users: N/A 
Staff: N = 64; Roles: All nurses 
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Author(s) Country 
Service type  
/ Setting Aims / Research questions / hypotheses Methodology Participants 

services) statistics 
      
El-Badri and 
Mellsop 
(2008) 

New 
Zealand 

"General adult 
mental health 
service" 

Aims: to investigate "attitudes and perception relating 
to the use and experience of seclusion" 

Mixed-methods (convergent) 
Data collection: Questionnaire 
Analysis: Quantitative: 
descriptive statistics; 
Qualitative: content analysis 

Service users: n = 55 (gender ratio not 
stated); current outpatients 
[data from additional service users that had 
never been personally secluded (n = 56) 
was excluded] 
Staff: n = 138 (male = 60, female = 78); 
Roles: not stated [questionnaires 
distributed to various professionals 
(psychiatrists (senior and junior), 
psychiatric nurses, psychologists, social 
workers and occupational therapists), of 
which a subset participated] 

      
Exworthy et 
al. (2001) 

England Medium and 
maximum 
security 
hospitals/units 

Aims: “to elicit, along with some details of the 
respondent’s experience of the use of seclusion, views 
about a number of issues surrounding the practice of 
secluding patients" 

Mixed-methods (convergent) 
Data collection: Questionnaire 
Analysis: Quantitative: 
descriptive and inferential 
statistics; 
Qualitative: method unclear) 

Service users: N/A 
Staff: N = 117 (gender ratio not stated); 
Roles: consultants psychiatrists (90), 
specialist registrars/non-training grades 
(27) 

      
Haw et al. 
(2011) 

England Forensic 
psychiatric 
hospital 

Aims: "to report on this group of patients’ *forensic 
psychiatric rehabilitation patients] experiences of and 
preferences for physical restraint, forced medication and 
seclusion … to ask them if they have already made an 
advance statement concerning possible emergency 
treatment and to examine the content of this and if they 
had not so far done so what they would like one to 
contain." 
Hypotheses: "that their advance statements would be 
expected to be negatively phrased with requests not to 
receive these treatments in the future." 

Mixed-methods (convergent) 
Data collection: Semi-structured 
interview; case note review 
Analysis: Quantitative: 
descriptive and inferential 
statistics; Qualitative: thematic 
analysis 

Service users: N = 57 (males = 27, females = 
20); current inpatients [unclear whether 2 
participant had been personally secluded or 
not]  
Staff: N/A 

      
Kennedy et 
al. (1994) 

United 
States 

Acute adult 
psychiatric 
admission unit 
at a mental 
hospital 

Aims: "to describe the seclusion experiences of seriously 
ill psychiatric patients; to explore experiences of 
hallucinations among psychiatric patients who have 
been secluded; and to examine the relationships 
between the frequency of hallucinations and sensory 

Mixed-methods (convergent 
[inferred]) 
Data collection: Semi-structured 
[inferred]; file review 
Analysis: Qualitative: method 

Service users: N = 25 (male = 13, female = 
12); current inpatients 
Staff: N/A 
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Author(s) Country 
Service type  
/ Setting Aims / Research questions / hypotheses Methodology Participants 

stimulation, as reflected in contact with staff and the 
length of time secluded." 

unclear; Quantitative: descriptive 
and inferential statistics 

      
Roberts et al. 
(2009) 

Australia Acute care 
mental health 
unit 

Aims:  "to identify existing patterns and reasons for use 
of seclusion in our acute mental health facility. We also 
sought to elicit staff and consumer perceptions, with the 
aim of developing an informed and sustainable 
reduction in the use of seclusion in the clinic." 

Mixed-methods (explanatory) 
Data collection: Questionnaire, 
chart review, focus groups 
Analysis: Quantitative: 
descriptive statistics; Qualitative: 
Thematic analysis 

Service users: n ≤12 *unclear+ 
Staff: Survey component:  
n = 71; Roles: medical, nursing, and allied 
health staff [ratio not stated] 
Focus groups: 
n = not stated [>12 inferred]; Roles: allied 
health professionals, physicians, nurse unit 
managers, nursing staff, security 
personnel, consumer consultants [ratio not 
stated] 

      
Tooke and 
Brown (1992) 

United 
States 

Short-term 
psychiatric 
inpatient unit 

Aims: "to explore the perceptions, feelings, and opinions 
of patients and nursing staff regarding the use of 
seclusion as a therapeutic modality on a psychiatric unit. 
More specifically, the views of nurses on a psychiatric 
unit, of patients secluded in a "secure area," and of 
patients secluded in a locked seclusion room were 
compared" 

Mixed-methods (convergent 
[inferred]) 
Data collection: Questionnaire 
Analysis: qualitative: method 
unclear; Quantitative: inferential 
statistics 

Service users: N = 11 (gender ratio not 
stated); current inpatients [data from 
additional unsuitable service users was 
excluded] 
Staff: N = 13 (gender ratio not stated) 
Roles: all nurses 
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Table 2. 4  Results of Quality Appraisals Using the Mixed Methods Appraisal Tool 

Design/ 
Author(s) 

Financial 
support and conflict of 

interest 

MMAT Methodological quality criteria 

        
Qualitative 
   1.1 1.2 1.3 1.4 1.5  
Ezeobele et al. 
(2014) 

Not stated yes yes yes yes yes  

               
Faschingbauer 
et al. (2013) 

Grant from Minnesota 
Nurses Association 
Foundation; Declared no 
conflicts 

yes yes yes yes yes - 

               
Hoekstra et al. 
(2004) 

Not stated yes yes can't tell can’t tell Can’t tell 1.3, 1.4, 1.5 Authors noted that they approached the study with 
preconceptions about service user experiences; The results and discussion 
contain generalisation and assumptions about the findings, while 
supporting data is often not presented. 

               
Holmes et al. 
(2004) 

Not stated yes yes yes yes yes - 

                
Holmes et al. 
(2015) 

Federal funding; Conflicts 
not stated 

yes yes yes yes yes - 

               
Kuosmanen et 
al. (2015) 

Not stated yes Yes Can't tell can't tell can't tell 1.3, 1.4, 1.5 Not direct quotes from data presented 

               
Meehan et al. 
(2000) 

Grant from academic 
institution; Conflicts not 
stated 

yes yes yes yes yes - 

               
Muir-
Cochrane 
(1996) 

Not stated yes yes yes yes yes - 

               
Norris and 
Kennedy 

Not stated yes yes yes yes can't tell 1.5 Results presented thematically, but however no details of the analysis 
were presented. Unclear whether a formal method was used. 
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Design/ 
Author(s) 

Financial 
support and conflict of 

interest 

MMAT Methodological quality criteria 

(1992) 
               
Ntsaba and 
Havenga 
(2007) 

Not stated yes yes yes yes yes - 

                
Sambrano and 
Cox (2013) 

University scholarship 
funding of first author; 
conflicts not stated 

yes yes yes yes yes - 

               
VanDerNagel 
et al. (2009) 

Not stated yes yes yes yes yes - 

               

 
Quantitative non-randomised 
  3.1 3.2 3.3 3.4 3.5 Comments  
Happell et al. 
(2012) 

Financial support not 
stated; Declared no 
conflicts 

yes yes yes No yes 3.4 No possible cofounders were controlled for in the correlations, 
however this was not relevant to the data extracted 

               
Keski-
Valkama et al. 
(2010) 

Not stated Can't tell yes yes No yes 3.1 Potential bias by authors: 31.2% of eligible service users declined to 
participate 
3.4 No possible confounders accounted for when using inferential 
statistics 

               
Mann et al. 
(1993) 

Not stated yes yes yes No yes 3.4 No possible confounders accounted for when using inferential 
statistics 

               
Meehan et al. 
(2004) 

Not stated Can't tell yes yes No yes 3.1 Potential bias noted by authors: 66% of service users and 88% of staff 
agree to participate  
3.4 No possible confounders accounted for when using inferential 
statistics 

               



59 
 

Design/ 
Author(s) 

Financial 
support and conflict of 

interest 

MMAT Methodological quality criteria 

Stolker et al. 
(2006) 

Not stated Can’t tell can't tell can't tell no yes 3.1  25% of service users declined to participate  
3.2- reliability/validity of rating scale and algorithm used to calculate 
overall ‘satisfaction’ is unknown 
3.3 no mention of whether data were missing or how this was treated 
3.4 No possible confounders accounted for when using inferential 
statistics 

               

        
 Quantitative  descriptive 
   4.1 4.2 4.3 4.4 4.5 Comments 
Happell and 
Koehn (2010) 

Financial support not 
stated; Declared no 
conflicts 

yes yes yes Can't tell yes 4.4. Large non-response rate  - potential for systematic error 

               
van Doeselaar 
et al. (2008) 

Not stated yes Yes yes can't tell yes 4.4 Unclear why some declined 

               
Wynaden et 
al. (2001) 

Not stated yes yes yes No yes 4.4 Limited response rate to invitations – risk of systematic error 

               

        
Mixed methods 
  5.1 5.2 5.3 5.4 5.5  
Alty (1997) Not stated yes yes yes yes can't tell 5.5 Information about methodology/procedure used for identifying 

themes is absent. 
               
El-Badri and 
Mellsop 
(2008) 

Not stated No Yes yes Can't tell Can't tell 5.1 No rationale given for choosing mixed methods design. 
5.5 Much as the qualitative data for service users that have been 
personally secluded is not separated those that not when comparing with 
staff, making this unclear. 

               
Exworthy et 
al. (2001) 

Not stated No yes yes Can't tell No 5.1 No rationale given for choosing mixed-methods design. Methodology 
section very limited. 
5.4 Qualitative data presented to support and expand on quantitative 
data. Not treated as independent data, unclear whether there is further 
data and whether this diverges as no formal qualitative method was 
reported 
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Design/ 
Author(s) 

Financial 
support and conflict of 

interest 

MMAT Methodological quality criteria 

5.5. No qualitative methodology reported. 
               
Haw et al. 
(2011) 

Not stated yes yes yes yes yes - 

               
Kennedy et al. 
(1994) 

Not stated Yes yes Can't tell Can't tell Can't tell 5.3, 5.4 Insufficient information provided about the measures 
5.5 No formal method for analysing qualitative data described. 

               
Roberts et al. 
(2009) 

Financial support not 
stated; Declared no 
conflicts 

yes yes yes yes Can't tell 5.5 Minimal information provided on methodology of qualitative analysis. 
Simply stated that data is thematically analysed, but no further info. 

               
Tooke and 
Brown (1992) 

Not stated 
 

No Can't tell Can't tell Can't tell Can't tell 5.1 No rationale given for choosing mixed-method design. 
5.2, 5.3, 5.4 limited information provided on nature of data gathered or 
how decisions were made when reporting qualitative data. 
5.5 Not methodology described for qualitative data. Not clear how 
qualitative data were analysed. 

        

Qualitative 
1.1. Is the qualitative approach appropriate to answer the research question? 
1.2. Are the qualitative data collection methods adequate to address the research question? 
1.3. Are the findings adequately derived from the data? 
1.4. Is the interpretation of results sufficiently substantiated by data? 
1.5. Is there coherence between qualitative data sources, collection, analysis and 
interpretation? 
 
Quantitative non-randomised 
3.1. Are the participants representative of the target population? 
3.2. Are measurements appropriate regarding both the outcome and intervention (or 
exposure)? 
3.3. Are there complete outcome data? 
3.4. Are the confounders accounted for in the design and analysis? 
3.5. During the study period, is the intervention administered (or exposure occurred) as 
intended? 
 

Quantitative descriptive 
4.1. Is the sampling strategy relevant to address the research question? 
4.2. Is the sample representative of the target population? 
4.3. Are the measurements appropriate? 
4.4. Is the risk of nonresponse bias low? 
4.5. Is the statistical analysis appropriate to answer the research question? 
 
Mixed-methods 
5.1. Is there an adequate rationale for using a mixed methods design to address the research 
question? 
5.2. Are the different components of the study effectively integrated to answer the research 
question? 
5.3. Are the outputs of the integration of qualitative and quantitative components adequately 
interpreted? 
5.4. Are divergences and inconsistencies between quantitative and qualitative results 
adequately addressed? 
5.5. Do the different components of the study adhere to the quality criteria of each tradition 

of the methods involved 
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2.4 Interim Discussion 

The main findings of this systematic review and the strength of the evidence will be discussed in this 

section with some reference to the literature.  In Chapter Five, the findings are considered in the 

context of the literature, the findings of the original empirical study and the overall aims of the 

thesis. 

 

2.4.1 Main Findings and Interpretation 

Overall, the findings of this review demonstrated that there was limited evidence of the principles of 

recovery-oriented practice in the published perspectives of health professionals and service users on 

seclusion. There were very few occasions on which the word ‘recovery’ appeared among the 27 

studies, indicating that there was almost no explicit consideration of recovery in these perceptions. 

At most, comments by both groups provided some evidence in support of particular aspects of 

individual recovery principles. Notably however, this was consistently accompanied by a larger body 

of findings indicating that seclusion was perceived as being in direct opposition to these principles. 

Service user perspectives consistently placed seclusion and recovery at greater odds than staff 

perspectives. 

With respect to the principle ‘uniqueness of the individual’, there was no evidence that the 

unique needs of service users in relation to seclusion were recognised at a service level or that 

individualised practices were employed. However, the breadth of service user experiences discussed 

under this and other principles demonstrated that they indeed have unique needs. Failures to 

individualise practices based on these needs appears to have contributed to adverse service user 

experiences in some cases. The desire for changes to seclusion rooms among the majority of staff 

and service users can be considered an implicit recognition of the discomfort and boredom 

associated with the lived experience. Notably, recommended changes by staff primarily aimed to 

alleviate the discomfort rather than support a meaningful and purposeful life or social inclusion. 

Changes were stated generally and offered service users only limited opportunities to personalise 

conditions to meet their needs. There was no evidence of a deep appreciation for the unique needs 

and recovery goals of individuals among these changes. Although some service users reported that 

seclusion gave them opportunities for valued experiences, none of these were unique to seclusion 

and can be obtained in many other ways in the community. As such, the experiences cited did not 

suggest that the act of being secluded or the room itself were intrinsically valuable, but that the 

seclusion was valued relative to the general ward environment, where access to these experiences 

was otherwise limited. 
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In relation to the principle ‘real choices’, there was no evidence that service users were 

empowered to make choices about seclusion or that choices were explored. In contrast, most staff 

and service users perceived that the power to make choices in relation to seclusion lay almost 

entirely with staff, while service users were greatly disempowered. The use of social or physical 

force precluded any meaningful choices about one’s life in that moment, placing these practices in 

opposition to recovery. Nurses perceived that service users are given control within a broader 

context ultimately controlled by them. The broad sentiment among staff comments was that 

seclusion was considered an appropriate form of social control, as a last resort, where service users 

were considered to be ‘out of control’. This provides some support for the recovery principle that 

service users take as much responsibility for their lives as they can at any given time; however such 

judgements are evidently fraught with difficulties. Most notably, comments from some service users 

indicated that the seclusion room actively prevented them from taking responsibility for basic 

aspects of their lives that they felt they still had the capacity to manage. This included toileting, 

bathing and picking clothes. 

According to Muir-Cochrane (1996) this raises ethical concerns about the way in which ‘in 

control’ and ‘unwanted behaviour’ is defined and by whom. While the reality of the risks that 

sometimes present in inpatient units must be acknowledged and idealism should be avoided, the 

findings suggest that the values of services and staff may be privileged over those of service users. 

They contribute to a social process in which service users are expected to conform to the will of 

others and surrender their agency, therefore placing the practice in opposition to recovery. 

Ironically, seclusion often precipitated emotional experiences and behaviour that some staff may 

perceive as evidence of an on-going lack of control, thus extending seclusion and acting as a self-

fulfilling prophecy. Such a pattern has previously been described by Holmes et al. (2004). Service 

users among the included studies reported experiencing anger (Haw et al., 2011; Holmes et al. 2004; 

Roberts et al., 2009); banging on doors to get attention (Holmes et al., 2004; Holmes et al., 2015); 

talking to oneself simply to break the silence (Meehan, et al., 2000); and engaging in oppositional 

behaviour or destructive behaviour in protest (Holmes et al., 2004; Sambrano & Cox, 2013).  

The majority of the findings indicated that seclusion was perceived to be in opposition to the 

principle of ‘attitudes and rights’. This included perceived failures to act upon service user 

communication, the potential for the misuse and abuse of seclusion, and negative short and long-

term effects on the ability of service users to live meaningful lives. At the same time, both staff and 

service users perceived that it supported the safety of the individual and other service users. Some 

staff also considered seclusion therapeutic. Perceptions of seclusion therefore appeared to both 

support and oppose this principle simultaneously, highlighting a paradoxical relationship between 
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‘care’ and ‘control’ that cannot be easily reconciled. In the face of challenging circumstances, staff 

are confronted with an ethical dilemma about whose rights to support and when. In reflecting on 

such findings, Muir-Cochrane (1996) noted that tighter control measures might fulfil the 

bureaucratic need of the service to provide a safe environment for everybody, but that this may be 

at the expense of the individual. The current findings again suggest that seclusion was valued 

relative to the general ward environment and suggest an implicit belief that the right to safety could 

not be ensured otherwise. These issues raise questions about potential changes that could be made 

to inpatient environments or the procedures surrounding seclusion, as well as the potential for 

alternatives that better promote the attitudes and rights of service users.  

The vast majority of the findings that related to the principle of ‘dignity and respect’ 

indicated that seclusion was primarily perceived as being in opposition to this. Notably, most of the 

findings relevant to this principle came from service users. While some service users described 

respectful and courteous interactions from staff during seclusion, the vast majority described 

experiences that are in direct opposition, such as feeling abused and humiliated, a lack of 

compassion and rudeness. There was also no evidence of sensitivity or respect for the values, beliefs 

and culture of service users or that practices were individualised. Conversely, some staff perceived 

that seclusion actually maintained a person’s dignity by providing privacy where this may otherwise 

be compromised due to unusual behaviours associated with poor mental health. The 

aforementioned paradoxical relationship between ‘care’ and ‘control’ is also relevant to dignity and 

respect. Staff are similarly confronted with an ethical dilemma about the relative loss of dignity 

associated with secluding a person or not secluding them. 

Limited evidence was found in support of the principle ‘partnership and communication’ in 

relation to seclusion. In contrast, there was plentiful evidence for the absence of this, particularly 

among service user perceptions. There was no evidence of individuals being acknowledged as 

experts on their own lives, that their supporters were involved in any way, or that service users were 

supported to realise their goals and aspirations. Strikingly, there were very few references to 

partnership at all. Although information sharing and clear communication was valued by staff in 

some studies, there was only limited evidence of this transpiring in reality. While the few examples 

of conversations that were reported by staff demonstrated attempts to resolve perceptions of 

transgressions, they also inadvertently or deliberately reinforced the inequality of power in the staff-

servicer user relationship. Some service users expressed the view that information sharing and 

communication had the potential to increase or decrease the likelihood of seclusion and impact on 

therapeutic relationships. The vast majority of findings from service users highlight a perception of 

limited information sharing and poor communication and reduced contact with staff however. A 
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significant portion of service users reported poor understanding of decision-making in relation to 

their seclusion. While this finding may indeed reflect poor communication, placing seclusion at odds 

with this recovery principle, it should be interpreted with caution. Some service users may also have 

poor recollection of events due to heightened level of distress or poor mental health at the time of 

seclusion. 

Very few of the findings contained in the 27 included studies related to the principle of 

‘evaluating recovery’. No aspects of this principle were evident in staff or service user perspectives 

on seclusion. Instead, the limited relevant findings suggested the absence of any systems to evaluate 

recovery. It could be argued that the initiation and discontinuation of seclusion respectively 

represent ‘soft measures’ of shifts further away from, or towards, recovery outcomes. This appeared 

to offer staff, service users and supporters a poor metric however as decisions were perceived by 

some service users as ambiguous, decisions did not relate to the service users’ presentation alone 

and contact with family members was restricted in some cases. Finally, there was no evidence that 

service user experiences informed quality improvement activities, despite apparently frequent 

adverse experiences. Importantly, this review did not aim to specifically explore systems for tracking 

recovery or quality improvement activities in relation to seclusion. The studies included 

predominantly focused on personal perspectives and experiences rather than organisational 

practices, therefore these finding should be interpreted with caution. 

 

2.4.2 Strength of the Evidence 

2.4.2.1 Studies Included 

The inclusion of a large body of findings from 27 studies has promoted the reliability ofthis review. 

The impact of the methodological limitations of individual studies was minimised as each one made 

only a small contribution to the overall findings and interpretation. Nine of the 12 qualitative studies 

included met all five quality criteria on the MMAT, indicating good quality overall. Two did not meet 

some of the criteria as some findings and interpretations were not substantiated by examples from 

the data (Hoekstra et al., 2004; Kuosmanen et al., 2015). Details of the method of analysis were 

absent from one study (Norris & Kennedy, 1992). No accommodations were made during synthesis 

and analysis however, as findings from the three studies did not differ noticeably from the other 

studies. None of the quantitative non-randomised studies included met all five criteria on the 

MMAT. There was no evidence that any of these accounted for confounders in the design and 

analysis. The failure to account for confounders had no implications for synthesis and interpretation 

however, as the perspectives themselves were the focus of this research, rather than group 

differences or the factors that influenced these. Three of the five studies noted that considerable 
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proportions of staff or service users declined to participate. This suggested a risk of bias, however as 

the reasons for declining were not reported and two studies made no reference to this at all, no 

accommodations were made during synthesis and analysis.  

Each of the three quantitative descriptive studies included met four of the five criteria on the 

MMAT, suggesting good quality overall. They reported that varying proportions of staff and service 

users declined to participate. Again, this suggested a risk of bias; however, as the reasons for 

declining were unclear no accommodations were made during synthesis and analysis. Of the seven 

mixed-methods studies included in the review, only Haw et al. (2011) met all five criteria on the 

MMAT. There was considerable variation in quality among the studies with all demonstrating some 

weaknesses. Three did not refer to why a mixed-methods design was chosen (El-Badri & Mellsop, 

2008; Exworthy et al., 2001; Tooke & Brown, 1992). As this had no actual bearing on the 

perspectives reported, no accommodations were made during synthesis and analysis. Each of the 

remaining studies provided insufficient information on the qualitative method used for data 

collection and analysis in various respects. Care was therefore taken when extracting interpretative 

comments, however direct findings were taken at face value. This represents a limitation in a 

considerable proportion of studies including in this review. 

Some studies used arbitrary descriptive terms (e.g. ‘some’, ‘most’) to refer to the frequency 

of particular perceptions among their sample and some made no reference to frequency at all (e.g. 

‘patients said … ’). While references to frequency are often deliberately omitted from qualitative 

research on the basis of methodological arguments, this contributed to difficulties interpreting and 

synthesising findings from studies. 

The studies included in this review focused either primarily or exclusively on perceptions of 

seclusion. The absence of collateral reports or records of events to corroborate accounts may raise 

concerns about the validity of the data. Crucially, the perceptions themselves were the focus of this 

research, not the events as they may be ‘objectively’ described from a positivist or post-positivist 

perspective. Perceptions are the result of unique meaning-making and are inherently subjective. 

Given the central role that meaning-making plays in our experience of the world, these perspectives 

provide a valuable approach to understanding the degree to which the principles of recovery-

oriented practice are evident in the practice of seclusion. Data were only included from service users 

who had personally experienced seclusion and staff that worked in AMH services that had some 

familiarity with seclusion, therefore perceptions were likely influenced by tangible events related to 

seclusion. 

It is important to recognise that the perspectives expressed by staff and service users are 

contextualised and many factors contributed to the range of perspectives found within and across 
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studies. Regardless of integrity, some contextual information was inevitably lost when findings were 

reported in the original studies and again when they were reported in this review. While the findings 

nevertheless provide authentic insights into the perspectives of staff and service users, 

generalisations and comparisons should only be made with an understanding of their contextualised 

nature. Previous research has indicated that contextual factors include: service user history of 

seclusion (Van der Merwe et al., 2013); the number of people with which a bedroom was shared 

before seclusion (Stolker et al., 2006); staff’s professional experience and exposure to seclusion (Van 

der Merwe et al. 2013; Happell & Harrow, 2010); the stage of the seclusion process that staff are 

referring to as well as their role in any given episode (VanDerNagel et al., 2009); and the passing of 

time (Keski-Valkama et al., 2010; Van Doeselaar et al., 2008). Mellow et al. (2017) noted that 

seclusion practices are likely to be influenced by country, culture and time.  

 

2.4.2.2 Methodology 

This review makes a unique contribution to the academic literature, as no studies to date have 

actively explored the extent to which principles of recovery-oriented practice are evident in staff and 

service user perspectives on seclusion. The findings have relevance to service user advocacy groups, 

policy makers and a range of health professions, including clinical psychology. The methodology 

possesses a number of strengths and limitations. As noted, using a search string with only three 

components maximised sensitivity during searches and minimised the risk of relevant literature 

being missed. Highlighting ”extracted” text within PDF documents enabled me to ensure that 

extracts were understood in context and could be reviewed in multiple ways during coding and 

reporting. Two reviewers were used at multiple stages including screening, data extraction and 

coding in order to promote validity, quality and enable calculations of inter-rater reliability. 

The treatment of one study included in the review and two studies that were excluded is 

noteworthy. I rated Van Doeselaar et al. (2008) as having ‘major’ relevance as staff perceptions of 

seclusion were the primary focus of the study. Despite this, few of these findings were relevant to 

the deductive themes identified for this review and it was rarely cited in the Results. I initially rated 

Iversen et al. (2011) as having ‘major’ relevance, as service users’ perceptions of seclusion were the 

primary focus of the study. Upon closer examination it was apparent that the practice described as 

‘seclusion’ diverged from the core characteristics of seclusion in a number of ways, most notably, 

service users were accompanied by staff and other service users in the seclusion area. Meehan et al. 

(2004) noted that comparison of their findings should be limited to studies in which seclusion refers 

to confinement of a person to a single locked room. The two reviewers undertaking full-text 

screening disagreed about the inclusion of Janssen et al. (2013). The disagreement was resolved by 
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the academic supervisor, who rated this as having ‘major’ relevance. Upon subsequent examination 

it was apparent that the study contained no perspectives on seclusion and it was therefore excluded. 

While many of the findings presented in the included studies related explicitly to the 

Australian recovery principles, none of the studies actively aimed to explore the interface of 

seclusion and recovery. There was no evidence of explicit and meaningful consideration of recovery 

in any of the studies. Importantly, studies in which the interface of these topics is intentionally 

explored may produce somewhat different findings. The approach taken was viewed as an effective 

alternative in the absence of studies that have actively explored this interface. As previously noted, 

this review did not aim to specifically explore systems for tracking recovery or quality improvement 

activities in relation to seclusion, therefore findings in relation to the principles of ‘evaluating 

recovery’ should be interpreted with caution. Excerpts were sometimes coded under multiple 

principles due to their inter-related nature; however each principle was reported in isolation for the 

sake of clarity. This resulted in an inherent judgement about which principle findings were most 

related to, and therefore where best to present detailed findings and where to simply note that 

relevant findings were presented under other principles. Studies were only included in this review if 

the full-text manuscript was published in English. As noted in the Methods section however, titles 

and abstracts published in languages other than English were translated using Google Translate. 

Eleven studies that may be relevant have been listed in Appendix 2. 6 in order to address this 

limitation in so far as possible and enable future research to build on this work. 

The included studies were published between 1992 and 2015, spanning 23 years. As 

discussed in Chapter One, mental health systems around the world have undergone significant 

change during this time. Also as previously discussed, the limits placed on the age of included studies 

vary among related reviews. Although the practice of seclusion has remained largely unchanged over 

time (Mason & Alty, 1994), it is possible that staff and service user perceptions may have changed as 

a result of the broader changes underway. Notably, all but one of the studies included in this review 

(Ntsaba & Havenga, 2007) were completed in westernised developed countries. As such, 

perspectives from less westernised and developed countries remain largely unknown. Although 

formal analyses were not conducted, no patterns were observed of changing perceptions over time 

or differences in perceptions across countries, with the possible exception of Ntsaba & Havenga 

(2007). In a related review, Mellow et al. (2017) reported that experiences of seclusion were 

consistent among studies from different countries and time periods. 

 

2.4.3 Conclusion 
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The findings of this systematic review contribute to the overall aim of the thesis, to explore the 

perspectives and experiences of staff and service users on the use of seclusion in the context of 

recovery-oriented practice. Overall, there was limited evidence of the principles of recovery-

oriented practice in the published perspectives of staff and service users on seclusion. Where there 

was some evidence in support of particular aspects of individual recovery principles, this was 

consistently accompanied by a larger body of findings indicating that seclusion was perceived as 

being in direct opposition to these principles. Notably, service user perspectives consistently placed 

seclusion and recovery at greater odds than staff perspectives. The findings also highlight 

paradoxical relationships between care and control and conflicting rights. 
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3. Chapter Three: Original Empirical Study (Methodology) 

The aim of this chapter is to present the methodology of an original empirical study that contributes 

to the overall aim of the thesis, which is to explore the perspectives and experiences of staff and 

service users on the use of seclusion in the context of recovery-oriented practice. Further, it 

addresses the particular focus on the perspectives and experiences of psychologists. In this chapter, 

consideration is first given to the rationale for this study. This is followed in turn by discussion of the 

research design, participants and sampling, the measures used and the procedures undertaken for 

data collection. The method of analysis is then presented before ethical considerations are 

discussed. The Results and Interim Discussion sections associated with this study are presented in 

Chapter Four. 

 

3.1 Rationale for the Current Study 

As noted in Chapter One, two systematic reviews have been published to date on staff perceptions 

and experiences of seclusion in AMH settings (Happell & Harrow, 2010; Van der Merwe et al., 2013). 

Notably, the vast majority of staff in the included studies were nurses and psychiatrists and no 

studies have been conducted to date with psychologists as a separate group. In contrast to nurses 

and psychiatrists, the perceptions and experiences of psychologists are therefore largely unknown. 

This represents a gap in knowledge. As Irish mental health services continue to develop towards a 

model of multi-disciplinary shared care and psychology has been identified as a standard presence 

within AMH teams (Department of Health and Children, 2006), it is valuable to explore their 

perspectives on seclusion. As seclusion continues to be used in increasingly recovery-oriented 

mental health services in Ireland (HSE, 2017) it would be particularly valuable to explore the 

perspectives and experiences of psychologists on the use of seclusion in this context. The 

overarching goal of clinical psychology is to relieve distress and increase wellbeing. Psychologists 

may therefore offer unique perspectives on this complex and contentious topic based on their 

professional training. 

Two systematic reviews have also focused on service user perceptions and experiences 

(Mellow et al., 2017; Van der Merwe et al., 2013). There is clear value in conducting original research 

to specifically explore their perceptions and experiences of seclusion in the context of recovery-

oriented practice. However, during reflective discussions during supervision at the outset of this 

project there were concerns that such a study may face a variety of practical barriers related to 

ethical approval and recruitment. Therefore, it was agreed that such a focus was not feasible given 

the constraints imposed by the academic programme for which it was undertaken.  
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As this research was undertake as part of a doctoral programme in clinical psychology there 

was also a requirement that this research should aim to make an original contribution to clinical 

psychology. This study therefore aims to address four research questions that make an original 

contribution to the field of clinical psychology, while having relevance to a broader audience such as 

other health professions, service user advocacy groups and policy makers. The research questions 

are as follows:  

1. What roles do psychologists working in Irish AMH services play in the process of seclusion? 

2. What are the perspectives of psychologists on the use of seclusion in AMH services? 

3. How do psychologists understand the use of seclusion in the context of recovery-oriented 

practice? 

4. What professional practice issues arise in relation to seclusion, particularly as it occurs in the 

context of recovery-oriented practice? 

 

3.2 Research Design  

3.2.1 Paradigm 

The limitations of the positivist and post-positivist paradigms that have traditionally dominated 

research within psychology have been highlighted in long-standing debates (Denzin & Lincoln, 2018). 

A social constructivist paradigm was therefore adopted upon undertaking this study. This paradigm 

is associated with a relativist ontological position (Lincoln, Lynham & Guba, 2018). In essence, this 

argues that there is no ‘true’ reality that exists independent of the social world of humans. Rather 

than there being a ‘universal’ reality, it argues that there are multiple realities that are locally and 

specifically co-constructed and that these differ across time and context (Braun & Clarke, 2013; 

Lincoln, Lynham & Guba, 2018). The relativist position argues that we can only ever view the world 

from perspectives and cannot know if the knowledge we have is the only or ‘right’ one (Braun & 

Clarke, 2013). 

The social constructivist paradigm is also associated with a relativist epistemological position 

(Lincoln, Lynham & Guba, 2018). In essence, this argues that knowledge does not reflect the 

discovery of something that is ‘out there’ in the world (Braun & Clarke, 2013). Rather, knowledge is 

viewed as the constructed product of both the individual and the collective consensus (Lincoln, 

Lynham & Guba, 2018). This position argues that individuals develop subjective meanings of their 

experiences. These are negotiated socially and historically through interactions with others as well 

as the historical and cultural norms that operate in the lives of individuals (Creswell & Poth, 2018).  

In line with a social constructivist paradigm, it is believed that the knowledge arising from 

this research was ‘produced’. The active role that I play is acknowledged in the co-reconstruction of 

knowledge and the subsequent meanings made during data analysis. This is in contrast to the 
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positivist claim that researchers are detached and objective observers that discover knowledge. My 

relationship to the topic is described in Chapter One and it is acknowledged that this had a bearing 

on the knowledge produced. The adoption of a social constructivist paradigm guided the 

methodology and the method used to produce this knowledge. 

 

3.2.1 Methodology 

Qualitative approaches are diverse. Broadly speaking however, they are concerned with the 

“naturalistic description or interpretation of phenomena in terms of the meanings they have for the 

people experiencing them” (Langdridge, 2007, p. 2). They therefore sit well within a social 

constructivist paradigm (Braun & Clarke, 2013). In contrast, experimental methodology is 

traditionally associated with positivist and post-positivist paradigms (Langdridge, 2007). It is 

therefore at odds with the stated paradigm and is poorly suited to answering the research questions. 

Hermeneutic phenomenology was considered the most appropriate methodology to address the 

research questions as the aim of this is to interpret the meaning that people make of their 

experiences (Langdridge, 2007). 

 

3.2.2 Methods 

In line with the stated theoretical framework, semi-structured interviews were considered the most 

appropriate and valuable method of producing particularly rich naturalistic data. Separate 

consideration is given to methodological and procedural aspects of the interviews later in this 

chapter. Based on the stated theoretical framework, reflexive thematic analysis (TA; Braun et al., 

2019) was identified as an appropriate and valuable method for analysing the data. This was chosen 

for a number of reasons. TA has been increasingly used in psychological research as well as other 

fields of social and health sciences in recent years (Terry et al., 2017). Some authors have argued 

that it is a particularly flexible method compared to other qualitative methods, as it is not tied to any 

particular ontological or epistemological positions (Terry et al., 2017). Braun et al. (2019) argued that 

reflexive thematic analysis sits well within a range of interpretative frameworks and 

phenomenological methodology. 

Braun et al. (2019) distinguished this approach from other schools of thought on TA, which 

they described as ‘coding reliability’ and ‘codebook’ TA. They noted that these methods aim to 

‘bridge the gap’ between qualitative and quantitative approaches. While they use qualitative tools 

and techniques, Braun et al. argued that they ultimately sit within a positivist or post-positivist 

paradigm. They are therefore at odds with the stated theoretical framework of this study. In 

contrast, Braun and Clarke (2013) described their approach to TA as a ‘fully qualitative’ approach, 
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whereby meaning is emphasised as contextual and the subjectivity of the researcher is viewed as 

playing an active role in the knowledge production process. This approach is therefore most in line 

with the stated theoretical framework. 

When designing the study, it was conceived that data could be analysed using interpretative 

phenomenological analysis as this also sits well with the theoretical framework. Upon undertaking 

initial interviews however, it became quickly apparent that the participants had limited direct 

experience of seclusion despite having worked in AMH services. The content of interviews reflected 

the views of participants on the research topic to a greater extent than their lived experience. 

Reflexive TA was therefore chosen as it was considered to be better suited to the data. Details of the 

procedure associated with this method are presented later in this chapter. 

 

3.3 Participants and Sampling 

3.3.1 Inclusion and Exclusion Criteria 

The target population was clinical psychologists and counselling psychologists with experience 

working in Adult Mental Health (AMH) Services in Ireland. As discussed in Chapter One, no studies 

were known to me that specifically explored the perspectives and experiences of psychologists in 

relation to seclusion. Secondly, a study with this population has the potential to make an original 

contribution to the literature, including initial data on the perspectives of an unstudied group of 

health professionals. 

Participants were eligible for inclusion if: 1) they were a qualified clinical or counselling 

psychologist; 2) they were employed in a basic, senior or principal grade post at the time of 

participation or previously; 3) they worked at an Irish AMH service in which seclusion was in use at 

the time of participation or previously; and 4) they worked in that service after the publication of A 

Vision for Change (Department of Health and Children, 2006). Participants were excluded if 1) they 

had not completed professional level training in clinical or counselling psychology; or 2) had not 

worked in AMH services since the publication of A Vision for Change. 

Some psychologists working in Irish AMH services do so under formal arrangements 

outlining how much of their time should be dedicated to community-based or inpatient services. 

They may work exclusively at one or at a combination of both. In other cases, less formal 

arrangements are in place and psychologists predominantly provide community-based services, but 

complete some work at inpatient services on an ‘in-reach’ basis. Psychologists working in AMH 

services were not excluded based on the division of their time between community and inpatient 

services. No enquiries were made about whether participants were participating in any other 

research as there were no concerns that this may impact on the data collected for the current study. 
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3.3.2 Target Sample 

There is no consensus on appropriate sample sizes for qualitative research (Braun & Clarke, 2013). 

The National Centre for Research Methods in the UK published a paper in which experts in 

qualitative research offered their perspectives on sufficient sample sizes for qualitative studies 

(Baker & Edwards, 2012). They concluded that the most appropriate number varies based on factors 

such as the size of the population being studied, the commonality or uniqueness of participants’ 

experiences and time and resource constraints. Purposive and homogeneous sampling is valued in 

hermeneutic phenomenology as the aim is to recruit a sample of people with a shared experience 

(Langdridge, 2007). While this has the advantage of producing particularly rich understandings, the 

disadvantage is that the generalisability or transferability of the findings to different contexts may be 

limited. 

It is difficult to accurately estimate the number of psychologists who have worked in Irish 

AMH services. A report by the Mental Health Commission (MHC; 2013) indicated that in 2011 there 

were a total of 710 psychologists working in Ireland, with nearly 170 of them working in AMH 

services. Current figures are likely to be considerably higher than this; however no reliable sources 

could be identified. MHC rules on the use of seclusion (2009) outline core roles for psychiatry and 

nursing but not psychology. It was therefore expected that psychologists nationally had similar roles, 

making this a relatively homogenous group. The study was undertaken in partial fulfilment of the 

requirements for doctoral level training in clinical psychology. Regular time was allocated to this 

work over the space of two and a half years; however this formed only one component of an 

otherwise busy training programme. No additional funding was provided to cover costs associated 

with the research. Together, these factors placed constraints on the scope and scale of the study. 

Based on the aforementioned factors and constraints, a target sample size of 15 – 20 

participants was identified. It was decided in advance that recruitment efforts may be ceased if 

repeated attempts were unsuccessful or additional time was not available. The final sample also 

represented a convenience sample to some degree, as recruitment was challenging. Nevertheless, I 

feel that the sample recruited is relatively homogenous and relatively representative of the roles of 

psychologists nationally. A total of 18 participants were recruited, however only 17 were included in 

the analysis. The rationale for this decision and the demographic characteristics of the sample are 

presented in Chapter Four. Details on the recruitment process are presented later in this chapter.  

 

3.4 Measures 

3.4.1 Semi-Structured Interview 



74 
 

Semi-structured interviews enable participants to express their own meanings in relation to the 

research questions. This is precluded in structured interviews, making them unsuitable for 

phenomenological research (Langdridge, 2007). In unstructured interviews there is a risk that the 

aims of the research may not be fulfilled (Langdridge, 2007). Semi-structured interviews were 

therefore conducted to balance the need for both consistency and flexibility. I developed a topic 

guide based on the research questions, knowledge of relevant literature, personal experience 

working in Irish mental health services and the results of a pilot study (see Appendix 3. 1). The pilot 

study is reported in detail in Volume II of this thesis. The topic guide contained four areas of interest, 

one aligned with each of the research questions. Details on procedural aspects of the interviews and 

discussion of how they aligned with phenomenological methodology are presented later in this 

chapter. 

Notably, the third research question (‘How do psychologists understand the use of seclusion 

in the context of recovery-oriented practice?’) aims to produce original empirical findings that 

address the same aim as the systematic review presented in Chapter Two. The Australian recovery 

principles (Australian Government, 2010) provide a framework for exploring this question in a 

systematic and comprehensive manner. Adopting this would provide clear structure and facilitate 

more direct compassion between the two studies. Despite the apartment advantages, this 

framework was not adopted for this study. I believed that such a structured approach may limit the 

ability of the participants to reflect on the full complexity of the topic at hand, thus limiting the 

richness of the knowledge produced. Such an approach would also be well suited to a deductive 

analysis. However, the remaining three research questions were best suited to an inductive analysis, 

which in turn, is best suited to the stated paradigm and phenomenological methodology. 

 

3.4.2 Demographic Information Sheet 

Only the minimum amount of personal data necessary to achieve the objectives of the study was 

sought. Due to the sensitive nature of the research topic and the limited number of psychologists 

working in Irish AMH services this also served to protect the identity of participants. Participants 

were asked to indicate the following by choosing one of a number of options: age, gender, current 

role and grade, whether their experience of seclusion was gained in this and/or a different role, the 

type of service in which they work, whether their experience of seclusion was gained in this service 

and/or a different service, the geographic region in which they work, the number of whole-time 

equivalent (WTE) years they have worked since obtaining their professional qualifications, and the 

number of WTE years they have worked in a service in which seclusion was used (see Appendix 3. 2). 

This information was requested in order to characterise the sample and contextualise the findings. 
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The ethnic background of participants was not recorded as this was not relevant to the aims of the 

study and was considered highly identifiable information in the context of Irish psychology. 

Importantly, the numeric categories included in the Demographic Information Sheet are not 

mutually exclusive. This oversight represents a limitation of the study. 

 

3.5 Procedures 

3.5.1 Pilot Study 

Pilot studies are considered good practice in phenomenological research (Langdridge, 2007). A pilot 

study was therefore conducted with the following aims: to assess the feasibility of the data 

collection method; to assess the interviewer’s technique for obtaining rich data; and to highlight 

potential amendments to the topic guide to enhance the quality of the data obtained. The findings 

of the pilot study indicated that the data collection method and my technique were appropriate and 

effective. They also highlighted particular points of discussion that merited greater exploration in 

future interviews, however no major revisions were made to the topic guide. As a result, data from 

these participants was included in the full analysis.  A detailed report of the pilot study is presented 

in Volume II of this thesis.  The pilot study and subsequent recruitment followed the procedure 

outlined in the following sections. 

 

3.5.2 Recruitment Process 

The study was highlighted to potential participants in a number of ways. Arrangements were made 

with The Psychological Society of Ireland’s Division of Clinical Psychology and Division of Counselling 

Psychology to highlight the study to their members by email. I directly contacted psychologists 

working in AMH Services in the same Community Health Organisation (CHO) following agreement 

from the Principal Psychologist Manager (Principal) in the area. The chairperson of the Heads of 

Psychological Services Ireland (HPSI) highlighted the study to Principals throughout the Republic of 

Ireland by email and invited them to contact me if they were interested in potentially supporting the 

study in their region.  

After no further contact was received, I contacted Principals directly by email to arrange 

support for a prospective ethics application to recruit in their region and to arrange for them to 

highlight the study to psychologists in their region and professional networks. Email addresses for 

Principals were obtained using publicly accessible sources online. Where they agreed to support the 

study, ethical approval was sought from the regional Research Ethics Committee (REC; See Appendix 

3. 3). In most cases Principals sent a standardised invitation with attached information sheets to 

psychologists in their region by email on my behalf (see Appendix 3. 4 and Appendix 3. 5). Recipients 
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were invited to contact me if they were interested in discussing the study further or participating. 

This ensured that recipients had all of the information and time required to enable them to make an 

informed decision about their participation. Recipients were also invited to highlight the study to 

psychologists in their own professional networks. In some cases Principals confirmed the interest of 

particular psychologists and gave their contact details to me in order to arrange an interview. 

Eligibility for inclusion was ascertained through direct correspondence between prospective 

participants and I and interviews were scheduled where appropriate. 

It was anticipated that some psychologists may have reservations about participating for a 

number of reasons. As noted in Chapter One, seclusion is a particularly sensitive topic in Irish mental 

health services at present due to repeated concerns being raised by the Mental Health Commission 

(2019). Further, there is wider discontent among staff working in inpatient services (Psychiatric 

Nurses Association of Ireland, 2018). As noted, the number of psychologists working in AMH services 

in Ireland is relatively small (MHC, 2013) and it was anticipated that some psychologists may 

therefore feel vulnerable or identifiable. It was expected that others may be hesitant due to 

concerns about the impact that open expression of their views may have on often-fragile 

professional relationships or dynamics within multi-disciplinary teams (MDT). Great care was 

therefore taken to offer reassurance to participants that all efforts would be taken to protect their 

identity and that the results and discussion of their views would be reported with care and 

sensitivity. The study was framed as being exploratory and based on curiosity, rather than 

possessing an underlying political agenda. The fact that the academic supervisor and I are both 

psychologists likely offered participants some reassurance that their personal practice was not under 

scrutiny or there was an undisclosed agenda. 

 

3.5.3 Interview 

Upon meeting with me, prospective participants were asked to provide written informed consent 

(see Appendix 3. 6) and complete the Demographic Information Sheet (see Appendix 3. 2). I 

conducted semi-structured, face-to-face interviews with all participants individually (mean length = 

52.59 minutes; SD = 11.21 minutes). Interviews were recorded using two digital audio recording 

devices. Files were removed from these devices and transferred to an encrypted laptop immediately 

after interviews. Further details of data processing procedures are included later in this chapter. 

Due to the sensitivity of the topic, care was taken to establish a good rapport with 

participants and create an atmosphere of ease and open reflection during interviews. Less evocative 

questions were asked first to enable participants to settle into the interview and assist with building 

rapport. In line with the stated theoretical framework, questions were phrased in a predominantly 
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neutral and open-ended manner rather than a value-laden and closed manner. The topic guide was 

followed flexibly and was responsive to the natural flow of participant comments. Follow-up 

questions were frequently asked to explore issues raised by participants in greater detail. Active 

listening skills were used throughout interviews. Together, the interview style and techniques 

facilitated in-depth joint exploration of the participants’ views on a complex and sensitive topic 

(Langdridge, 2007). 

Before starting recruitment, it was decided that if participants appeared distressed during 

interviews these would be halted and any concerns would be raised sensitively with participants. 

They would be reminded that participation is voluntary and that they are free to withdraw if they 

wished. This procedure was not necessary however, as none of the participants displayed signs of 

notable distress.  

 

3.5.4 Research Assistant 

A research assistant was recruited to assist with transcribing interviews and analysing data. This 

individual held a Master’s degree in psychology. They were provided with a number of induction 

resources before undertaking their role. These included resources to familiarise themselves with the 

General Data Protection Regulation (GDPR; European Union, 2016) and the Data Protection Act 2018 

(Section 36 (2)) (Health Research) Regulations as well as literature on the use of seclusion in mental 

health services and recovery-oriented practice. I transcribed two interviews and subsequently 

reviewed these with the research assistant, highlighting notation and stylistic preferences. This 

individual signed a confidentiality agreement before being given access to any data (see Appendix 3. 

7). 

 

3.5.5 Transcription 

‘Clear verbatim’ transcripts of interviews were produced by the research assistant and me using a 

standard template (see Appendix 3. 8). Utterances such as “em”, “eh” and “hhm” were only included 

where these were perceived as being meaningful within the participant’s or interviewer’s speech. 

Utterances such as “yeah” and “ok” were only included where these were perceived as playing 

active roles in a reciprocal dialogue. They were excluded where their sole function was to convey 

that the person was listening. False starts and filler phrases such as ‘you know’, ‘like’, and ‘I guess’ 

were included. Pauses of approximately three seconds or more and contextual information such as 

laughter were also recorded. Identifiable information (e.g. names, locations and idiosyncrasies 

relating to a specific service) was replaced with more generic terms or broad descriptors in order to 
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protect the identity of participants. Participants were given the opportunity to review their 

transcript and request to have some comments omitted before the transcript was finalised. 

 

3.6 Analysis 

The analysis was broadly conducted in line with the ‘reflexive TA’ approach outlined by Braun et al. 

(2019) in order to promote trustworthiness and authenticity. This was supplemented with additional 

guidance from Braun & Clarke (2006, 2012, 2013). This approach consists of six phases and includes: 

familiarisation with the data, coding data, searching for themes, reviewing themes, defining and 

naming themes, producing the report. This is not a linear process, but rather a recursive one in  

 

Table 3. 1  Activities Undertaken at Each Phase of the Thematic Analysis 

Phase Activity 

  
1) Familiarisation with 
data 

 Immersion and information engagement with the data by listening to 
all recorded interviews on at least two occasions 

 Concurrently reviewing draft transcripts and listening to recordings 
to ensure accuracy and produced final transcripts 

 Taking note of possible connections, patterns and the range of views 
expressed by participants 

  
2) Generating codes  Systematically engaging with the data and coding this into chunks of 

text based on ideas and meaning (primarily inductive and semantic) 

 Concurrently listening to recorded interviews while coding 
transcripts 

 Completing some additional coding to extract contextual information 
  
3) Constructing themes  Constructing candidate themes based on patterns of shared meaning 

among codes (not coding simply based on shared features) 
  
4) Revising themes   Revising candidate themes based on diverse codes and themes 

produced by the research assistant, academic supervisor and me and 
discussing the merits of each 

 Reviewing the data coded under each theme to ensure that it relates 
to  the central organising concepts of the theme 

  
5) Defining themes  Writing brief descriptions of each theme, its central organising 

concept and its boundaries 

 Producing a visual representation of the thematic structure, 
including the relationships between themes  

  
6) Producing the report  Identifying quotes that illustrate the central organising concept of 

themes and the boundaries of these particularly well  

 Reporting the findings in a way that is grounded in the data, but also 
addresses the research questions 
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which various stages are revisited to produce an authentic analysis. Data were coded using NVivo 

Version 12 (QSR International 2018). Details on the activities undertaken at each phase are 

presented in Table 3. 1 in order to promote transparency and credibility. 

The social constructivist paradigm argues that patterns of meaning should be generated 

inductively rather than deductively (Creswell & Poth, 2018). Coding was therefore primarily 

inductive. Regard was given to the research questions during this process in order to ensure that the 

knowledge produced addressed these; however coding was strongly grounded in the content of 

interviews rather than it being deductive. As such, codes and themes were primarily the output of 

the analysis rather than the input. Some additional coding was completed in order to provide 

contextual information about the sample and the views expressed. 

Coding was primarily conducted on a semantic level, where data were coded based on 

explicit meanings to ensure that the findings were based in the text. Limited coding was also 

conducted at a latent level, however this was limited to data in which a particular idea or meaning 

was evident, but comments were not explicitly stated enough to be coded at a semantic level. This 

approach was taken in order to ensure that coding was grounded in the data in a balanced manner, 

whereby valuable data were not unduly excluded and priority was given to the meaning made by 

participants over that of the author. 

 

3.6.1 Promoting Trustworthiness 

Details of reflections on possible connections, patterns and the range of views expressed by 

participants recorded during phase one of thematic analysis are included in Appendix 3. 9. The 

research assistant completed the first two phases of the thematic analysis with five randomly chosen 

transcripts and the academic supervisor completed the first three phases with three of the five 

transcripts. I met separately with each of them after the first three phases were initially completed. 

Rather than attempt to reach consensus in a positivist manner, the purpose of this was to develop a 

diverse range of codes and themes to support the revision of themes in phase four. This was based 

on an acknowledgement of the active role that researchers play in the re-construction of knowledge 

and is in line with the stated theoretical framework. Each person presented their codes and 

candidate themes and the merits of each were reflected upon. The codes and candidate themes 

produced by each individual are presented in Appendix 3. 10. I then completed the remaining 

phases. Examples from the revision process that was based on the range of codes and themes 

presented at the meetings are included in Appendix 3. 11. 

Descriptive statistics were calculated using R version 3.2.3 (R Core Team, 2015) to provide 

contextual information such as demographic characteristics. This included age, gender, role, service 
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type, geographic region of this service, whole time-equivalent-years since obtaining professional 

qualifications and whole time equivalent years of experience in a service in which seclusion is/was 

used. Throughout the Results section in Chapter Four, reference is made to descriptive terms such as 

“some”, “many” and “most” when reporting the frequency with which particular views were 

expressed by participants. Braun and Clarke (2013) have advised caution in relation to reporting 

frequencies and have argued that this does not equate to the salience of a theme. While 

acknowledging the merit of this position, it was believed that some reference to frequency would 

nevertheless better contextualise statements about the themes identified in the data. Further 

reflections on trustworthiness are presented in Chapter Five. 

 

3.7 Ethical Considerations 

Each stage of the study was conducted in line with the Psychological Society of Ireland’s Code of 

Professional Ethics (Psychological Society of Ireland, 2019). 

 

1.7.1 Ethical Review 

The study was reviewed by a number of RECs (See Appendix 3. 3 for evidence of individual approvals 

and exemptions). Approval was granted by the HSE Midlands REC (Ref: 130618AS), HSE South-

Eastern REC (Ref: TBC [see Appendix 3. 3]) and HSE Galway Clinical REC (Ref: TBC [see Appendix 3. 

3]). “Approval with exemption from full ethical review” was granted by the UCD Human REC (Ref: 

HS-E-18-78-Stiobhairt-Guerin), who also extended their approval to cover HSE Dublin South in the 

absence of a local REC. “Exemption from ethical approval” was granted by the Dublin North City REC 

(Ref: 05/2019) and East Wicklow REC (Ref: N/A). 

 

3.7.2 Funding and Conflicts of Interest 

No direct funding has been provided for this research. I am an employee of the HSE and a student on 

the Doctoral Programme in Clinical Psychology at UCD. The academic supervisor is an employee of 

UCD. Representatives from neither of these organisations had access to the data, with the exception 

of examiners from UCD who may access pseudonymised data upon request in accordance with 

course requirements at UCD. 

The topic of seclusion and the decision to explore the perspectives and experiences of 

psychologists was influenced by Principal Psychologist Managers working in the HSE. A basic 

proposal for the study was also approved by a Principal Psychologist Manager. Neither organisation 

had any other direct involvement in the development of this study and or input into the 

interpretation and reporting of the results. 
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3.7.3 Data Processing 

Data was processed in line with GDPR (European Union, 2016) and the Data Protection Act 2018 

(Section 36 (2)) (Health Research) Regulations. Immediately after interview, I removed the files from 

both digital audio recording devices and transferred these to an encrypted laptop issued to me by 

the HSE. Participant consent forms and Demographic Information forms were digitalised at the 

earliest opportunity and stored on the encrypted laptop. The original paper copies were destroyed 

using secure shredding services within the HSE. R version 3.2.3 (R Core Team, 2015) and the 

additional ‘ids’ package (FitzJohn, 2017) were used to generate random five-character alpha-numeric 

participant ID codes. Participant names and corresponding ID codes were stored in a spreadsheet 

that acted as the only ‘key’ for re-identifying participants. This key was destroyed before analysis 

was undertaken, meaning that participants could no longer withdraw beyond this point. Notably, all 

audio-recordings will be deleted once the thesis has been fully examined at UCD. On the consent 

form, participants were asked whether they consent to their pseudonymised data being archived for 

use in future studies. This allows for re-analysis where this may be necessary and promotes the use 

of data to its full potential. Research data generated by the academic community is increasingly 

being stored in open access repositories in order to promote transparency and the use of data to its 

full potential. An advance decision was taken by the academic supervisor and I not to submit this 

data to such a repository however, due to the sensitivity of the topic. Further details on data 

processing procedures are presented in Appendix 3. 12. 

 

3.7.4 Risk of Harm 

The aim of interviews was to explore the professional perspectives and experiences of participants 

as psychologists, rather than intentionally pursuing more personal experiences. Due to the depth at 

which the topic was to be explored however, it was anticipated that some participants may make 

more personal disclosures and these may evoke strong emotions in them. As part of their normal 

professional duties, psychologists are regularly exposed to the emotional distress of others. They 

work in environments that others may find distressing. They are regularly faced with ethical 

dilemmas and practices or policies which may be opposed to their professional and personal values. 

They have typically received supervision, continue to do so and may have undertaken personal 

therapy as a recommendation or requirement associated with their training. As part of their normal 

professional duties, psychologists are regularly required to continuously remain seated or stay in an 

enclosed space for an hour or more at a time. It was therefore not anticipated that participation 
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would involve emotional or physical demands that are beyond those experienced by psychologists 

during the course of their normal professional activities.  

Due to the sensitive nature of the topic, careful consideration was given to the way in which 

the findings have been presented and the quotations that have been included as part of this. 

Reasonable efforts were made to minimise the risk of harm to participants and minimise the chance 

of the findings being misconstrued while also maintaining the integrity of the research by openly 

reporting the findings. 

 

3.7.5 Safeguarding 

As noted elsewhere in this thesis, seclusion is a controversial practice that is regulated by the Mental 

Health Commission (2009). I recognised the duty to safeguard vulnerable service users and limits of 

professional confidentiality. It was noted in information sheets that if safeguarding concerns or 

reports of malpractice involving service users arose within interviews, identifiable information was 

provided and I believed that these concerns had not yet been reported, I would seek guidance and 

follow standard reporting procedures if appropriate. No such concerns arose during interviews 

however. 

 

3.8 Conclusion 

The methodology of an original empirical study focusing on psychologists has been presented in this 

chapter. The four research questions contribute to the overall aim of the thesis, which is to explore 

the perspectives and experiences of staff and service users on the use of seclusion in the context of 

recovery-oriented practice. As discussed, no studies to date have specifically explored the 

perspectives and experiences of psychologists in relation to seclusion, let alone its use in the context 

of recovery-oriented practice. It is valuable to explore their perspectives and experiences due to the 

identification of psychology as a standard presence in a model of multi-disciplinary shared care and 

the continued use of seclusion in an increasingly recovery-oriented mental health system. The 

Results and Interim Discussion associated with this study are presented next in Chapter Four.  
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4. Chapter Four: Original Empirical Study (Results and Interim Discussion) 

This aim of this chapter is to present the Results and Interim Discussion of the original empirical 

study discussed in Chapter Three. Contextual information about the sample is initially presented. 

This is followed in turn by the findings that relate to each of the research questions presented in 

Chapter Three. This study contributes to the overall aim of the thesis, which is to explore the 

perspectives and experiences of staff and service users on the use of seclusion in the context of 

recovery-oriented practice. Further, it addresses the particular focus on the perspectives and 

experiences of psychologists.  

 

4.1 Results 

4.1.1 Contextual Information 

In total, 18 participants were recruited, however one participant was later excluded, leaving a final 

total of 17. Due to early concerns that the inclusion criteria may need to be amended following 

recruitment difficulties, one participant was recruited that met some but not all of the criteria. As all 

subsequently recruited participants met the inclusion criteria and had a common experience that 

was not shared with this participant, the earlier participant was excluded from the analysis. 

Demographic and contextual information about the 17 participants is presented in Table 4. 1. 

Information about employment grade, geographical location and professional qualification (i.e. 

counselling or clinical psychology) has been deliberately omitted as this information could 

compromise participant anonymity.  

 

4.1.2 Overview of Thematic Structure 

In total, 24 themes were identified within the data. They were clustered within four overarching 

themes, each of which addressed one of the research questions. The thematic structure and the 

relationship of each to the four research questions are presented in Figure 4. 1. The final codes 

clustered under each theme and overarching theme are included in Appendix 4. 1. The themes and 

overarching theme that inform each of the four research questions are discussed in turn in the 

following sections. Selected quotes that illustrate each of the themes are presented separately in 

tables in each section.  

 

4.1.3 What Roles do Psychologists Working in Irish AMH Services Play in the Process of 

Seclusion? 

Five themes clustered under one overarching theme addressing this research question were 

identified in the interviews. Most of the psychologists noted that they had limited personal exposure  
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Table 4. 1  Demographic characteristics of the sample (N = 17) 

Demographic characteristic n (%) 

  
Age in years  

30 – 40 9 (53.94%) 
40 – 50 6 (35.29%) 
50 – 60 2 (11.76%) 

  
Gender  

Male 6 (35.29%) 
Female 11 (64.71%) 

  
WTE* years since obtaining professional 
qualifications 

 

0 – 5 3 (17.65%) 
5 – 10 7 (41.18%) 
10 – 15 4 (23.53%) 
15 – 20 2 (11.76%) 
25+ 1 (5.88%) 

  
WTE* years of experience in a service in 
which seclusion was used. 

 

0 – 5 8 (47.06%) 
5 – 10 5 (29.41%) 
10 – 15 4 (23.53%) 

  
Time spent in inpatient AMH units in most 
relevant role 

 

  
1 day per week 2 (11.76%) 
2.5 days per week 3 (17.65%) 
3 days per week 1 (5.88%) 
5 days per week 2 (11.76%) 
  
Bespoke activities only (ICP/MDT* 
meetings; appointments with service 
users seen in the community; facilitating 
groups) 

9 (52.94%) 

  

* WTE = Whole-time equivalent 
* ICP/MDT* = individual care planning / multi-disciplinary team 
meetings 
 

 to seclusion and described the limited degree to which the topic featured in their work. The theme 

limited experience of seclusion was identified based on this and is illustrated by quotes in Table 4. 2. 

While some participants described regular exposure to seclusion, most viewed themselves as having 

only limited direct or indirect exposure while having no input in the moment where seclusion is 

used. For some, exposure occurred by incidentally observing different stages of the practice 
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Research 
Questions 

What roles do psychologists 
working in Irish AMH services 

play in the process of seclusion? 

What are the perspectives of 
psychologists on the use of 
seclusion in AMH services? 

How do psychologists 
understand the use of seclusion 

in the context of recovery-
oriented practice? 

What professional practice 
issues arise in relation to 

seclusion, particularly as it 
occurs in the context of 

recovery-oriented practice? 

Overarching 
themes 

 

 
 

 
The peripheral role of Irish 
psychologists in seclusion 

 

 
 

 
Seclusion as an uncomfortable 

reality 

 

 
 

 
The problematic interface of 

seclusion and recovery 

 

 
 

 
The pervasive impact of systemic 
factors on seclusion and recovery 

Themes 

 
Limited experience of seclusion 
 
No frontline role for psychology 
 
Ancillary roles for psychology (not 
given, but taken) 
 
Seclusion as a peripheral topic for 
Irish psychology 
 
Potential roles for psychology 
 

 
Functions of seclusion 
 
No therapeutic value to seclusion 
 
Seclusion as a problematic practice 
 
Seclusion as a unique but harmful 
experience for most 
 
The relational impact of seclusion 
 
Seclusion as a necessary evil at 
present 
 
Seclusion experienced as ethically 
and morally challenging 
 

 
Seclusion and recovery as opposing 
practices 
 
Seclusion as a turning point towards 
recovery  
 
Balancing conflicting needs 
 
Partial reconciliation of seclusion 
and recovery 
 
Empathy for burdened staff 
 

 
Impact of organisational and 
environmental factors 
 
Recovery-oriented practice – still a 
way to go 
 
Multi-disciplinary shared care – still 
a way to go 
 
Typically limited reflection on 
seclusion 
 
Psychology’s voice often unheard 
and not valued 
 
Perceived impact of not being co-
located 
 
Inpatient psychology role 
experienced as challenging 

Figure 4. 1  Research Questions and the Associated Overarching Themes and Themes
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underway or hearing discussions among nursing staff while in ward areas. Most commonly, indirect 

exposure was gained by attending individual care planning (ICP) and MDT meetings in inpatient 

services, where recent seclusion events may be discussed. Many perceived that these discussions 

were limited in frequency and depth however. The psychologists noted that the topic of seclusion 

rarely arose in their therapeutic work as they rarely worked with service users who had been 

secluded. Most recalled working with only 1 – 2 such service users. While some were aware of 

seclusion practices and procedures in their services, more described themselves as being removed 

and having limited awareness of these. 

In line with their limited exposure to seclusion, the participants spoke about having no 

personal involvement in frontline roles associated with the practice. The theme no frontline role for 

psychology was identified based on this. The psychologists unanimously reported that they had 

never had any role in frontline decisions to initiate seclusion, on-going monitoring or decisions to 

discontinue seclusion, nor had they been invited to have such roles. As is evident from Table 4. 2, 

many participants often only became aware of seclusion when it was already underway or after it 

was already discontinued. Only two participants recalled a single instance each in which they 

accompanied consultant psychiatrists to the seclusion room to review the need for on-going 

seclusion; however the decision lay with the consultant psychiatrist. All but one of the participants 

reported that they had no role in formal debriefings with staff or service users shortly after events. 

In contrast to the absence of frontline roles, many psychologists noted that they had some 

involvement in various non-acute activities associated with seclusion. The theme ancillary roles for 

psychology (not given, but taken) was identified based on this and is illustrated by quotes in Table 4. 

2. The majority attended weekly ICP and MDT meetings where compliance with seclusion 

procedures, contributing factors and ways to avoid future seclusion events were discussed to varying 

degrees. At these meetings, the psychologists described themselves as often encouraging staff to 

reflect on their practice and consider more holistic formulations to understand events, service user 

perspectives and the meaning of behaviour. While some described open reflection within their 

teams, many felt that their input in this regard was not actually sought, but was asserted by them. 

Many noted that their input was nevertheless limited due to the perceived dominance of consultant 

psychiatrists. Some participants described other roles associated with seclusion, which included 

roles in audits for compliance with procedures, contributing to organisational policies and coaching 

nurses in relation to positive behaviour support. Such roles were uncommon among the participants 

however. 

Some psychologists expanded on their statements about the limited degree to which 

seclusion featured in their work and expressed the view this was also the case within Irish 
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Table 4. 2  Quotes Illustrating the Themes Clustered Under ‘Peripheral Role of Irish Psychologists in 
Seclusion’ 

 
Limited experience of Seclusion 
 “You’d passively observe. Like you’d be aware of it … It would be something that happens, I suppose, 
without my, without my input” 
 
“in my experience the cohort of patients who ultimately end up needing seclusion are not the cohort 
of patients for whom psychological intervention is generally sought” 
 
“we’re just aware that the person is there and then we’d get to review how it’s going from the point 
of view of the team meeting up during clinical meetings. But there's no direct contact with the 
patient from the psychologist while they are in seclusion. So, it’s a bit removed really” 
 

 
No frontline role for psychology 
 “I have never been there, involved at a decision-making level when it has been initiated. I always 
come in after the, the event basically. I’ve never, nobody has ever consulted me on whether this 
should be initiated as an intervention say” 
 
“it wouldn’t be something I’d be, my opinion would be asked for” 
 
“things tend to happen rather quickly. So, because the team meetings happen once a week there, 
someone might be in and out of seclusion” 
 
“I happened to be in the office at the same time … So, it was just by chance” 
 

 
Ancillary roles for psychology (not given, but taken) 
 “I suppose oftentimes trying to advocate that look when people are, you know when, when 
behaviours are becoming riskier … most of the time people are distressed and confused and they’re 
frightened” 
 
 “it’s very limited, and still it’s more the consultant who has really something to say and we can try to 
have a word, but it’s quite difficult to really get involved” 
 
“our role is minimal really … in my experience it’s a bit of a tick box for the Mental Health 
Commission” 

 
Seclusion as a peripheral topic for Irish psychology 
“I loathe to generalise but in the different roles that I’ve occupied I’ve had opportunities to go around 
the country a bit and to visit mental health staff in different parts of the unit, or different parts of the 
country. And my, I would argue that what I described is the most common scenario. That psychology 
remains peripheral” 
 
“I really don’t know very much about this and I’m in adult mental health. I got this far in my career 
and don’t know anything about it, isn’t that interesting” 
 
“I don’t remember ever getting any training or, when I was doing my PhD, you know the clinical 
training and all, I don’t remember anyone talking about seclusion either” 
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Potential roles for psychology 
 “I just don’t see that *direct roles+ really as being part of the psychologist’s role” 
 
“I would have concerns that that would jeopardise my ability to work as a psychologist because what 
I want to do with the people I work with here is meet them in a safe space and have them feel safe 
enough to talk about their biggest worries, their vulnerabilities, their opinions” 
 
“So the role of clinical psychology is to psychologically formulate, try to make sense of why this 
person is deteriorating at this moment in time, why has their risk occurred in this fashion and what 
has their behaviour evoked in the system around them” 
 

 

psychology more broadly. The theme seclusion as a peripheral topic for Irish psychology was 

identified based on this. The participants perceived psychologists nationwide typically had limited 

roles in relation to seclusion. As is evident from Table 4. 2Table 4. 3, upon reflection during 

interviews, some psychologists were struck by the limited degree to which seclusion arose in their 

work despite regularly spending time in inpatient services. Some participants also experienced 

limited discussion on the topic among Irish psychologists and within their training. 

Although seclusion was seen as a peripheral topic for Irish psychology at present, many 

psychologists spoke at length about meaningful contributions they felt the profession could and 

should make. The theme potential roles for psychology was identified based on this and is 

illustrated by quotes presented in Table 4. 2. Most participants were reluctant to have any direct 

involvement in the physical act of seclusion itself or in sanctioning it, both at a personal level and a 

professional level. They described being uncomfortable with the practice and they did not see direct 

involvement as being within a psychologist’s role. They were concerned that this would compromise 

their therapeutic relationships with service users which they felt were important for 1:1 therapeutic 

work. In contrast, they believed they had expertise in formulation and understanding behaviour and 

psychological experiences that enabled them to make wider contributions that aim to understand 

individual seclusion events, reduce its use and reduce the negative impact on staff and service users. 

They highlighted potential work with frontline staff, service users, within MDTs and at an 

organisational level reviewing systems and contributing to policies. 

Taken together, the five themes discussed in this section converge to indicate that the topic 

of seclusion is most often a minor feature in the work of individual psychologists and within Irish 

psychology more broadly. The psychologists played no frontline roles and wished for this to remain 

the case. Despite feeling somewhat removed from the practice, many of the participants believed 

that psychology could and should make meaningful contributions at a wider level. As a result, they 

asserted some ancillary roles to influence practice indirectly where possible. The overarching theme 
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the peripheral role of Irish psychologists in seclusion was identified based on the synthesis of the 

five themes. 

 

4.1.4 What are the Perspectives of Psychologists on the use of Seclusion in AMH Services? 

Seven themes clustered under one overarching theme addressing this research question were 

identified in the interviews. The psychologists spoke at length about their understanding of the 

functions of seclusion. The theme multiple functions, but primarily safety was identified based on 

this and is illustrated by quotes presented in Table 4. 3. While the participants believed that 

seclusion could be used in a number of ways, most perceived that its primary function was managing 

acute and significant risk of harm to oneself or others where other methods are ineffective. Many 

participants added that safety was the primary or sole function within their service. Some 

psychologists also referred to other functions, albeit to a lesser extent. Most notably, some 

highlighted a common perception among some staff and service users that seclusion could be or was 

being used as a punishment or coercion. Some of the psychologists personally subscribed to this 

view or had concerns that it may also be used in this way within their service at times. There was 

also a belief that seclusion served to de-escalate situations and emotions and bring relief to staff and 

other service users, but that this was not always limited to situations in which there was a significant 

and immediate risk of harm to oneself or others. 

The psychologists unanimously expressed the view that seclusion did not possess any 

inherent therapeutic value. The theme no therapeutic value to seclusion was identified based on 

this. They widely acknowledged that there may be a ‘benefit’ to containing risk and reducing harm, 

but that seclusion was not therapeutic in its own right. Some psychologists acknowledged that 

seclusion could be conceived as supporting service users to learn through aversive reinforcement 

but they did not consider this therapeutic. As is evident from Table 4. 3, when explicitly asked 

whether they could conceive of any theoretical argument to justify it, some cautioned against 

actively trying to justify a practice with a theory where this is not actually the basis of it in reality.  

Many psychologists expanded on their comments on the functions of seclusion and absence 

of therapeutic value by referring to a range of issues and concerns they had with the practice. The 

theme seclusion as a problematic practice was identified based on this and is illustrated by quotes 

presented in Table 4. 3. Many of the psychologists expressed the view that seclusion was an archaic 

practice that was at odds with modern conceptions of ‘care’ in mental health. Some noted that the 

subjectivity of judgements about when to initiate and discontinue seclusion was also problematic. 

Seclusion was also viewed as a limited attempt to address a difficulty, as it simply managed 

behaviour rather than maintaining a human connection and addressing a person’s distress or 
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underlying need. While often acknowledging resource constraints, the psychologists highlighted 

various contributing factors at an environmental, systemic and wider societal level that could be 

addressed to reduce the need for seclusion. They also expressed a strong desire for changes to be 

made to the procedures surrounding all stages of seclusion and the appearance of the room itself. 

In building further on their previous points, the psychologists spoke at length about the 

lived-experience of seclusion for service users and staff. The theme seclusion as a unique but 

harmful experience for most was identified based on this and is illustrated by quotes presented in 

Table 4. 3. All of the psychologists believed that service users most often experienced seclusion as an 

aversive experience that negatively affected their wellbeing and trust for staff. Seclusion was also 

widely considered distressing for staff and other service users that may witness it. Many of the 

psychologists emphasised that the experience of seclusion was also unique to individuals. They 

noted that it was subject to individual meaning-making and depended on many factors relating to 

their presentations, personal histories and the function seclusion may serve for them. Some of the 

participants also perceived that seclusion could be considered a positive experience by a minority of 

service users, or that they may come to agree with being secluded in hindsight. 

In reflecting on the experience of seclusion, the psychologists also spoke about the impact it 

has on relationships. The theme the relational impact of seclusion was identified based on this. 

Although some participants perceived that the relational impact of seclusion was limited, the 

majority believed that it could have a range of negative short and long-term effects, including 

limiting service users’ ability to trust staff. Some psychologists believed that service users often did 

not associate them with seclusion, and it therefore did not impact their therapeutic relationship 

directly. Notably however, the majority believed that it did or could affect this indirectly due to 

reduced engagement and mistrust of services in general, both in the short and long-term. This is 

evident in the quotes presented in Table 4. 3. The participants also expressed concern that staff may 

become desensitised or detach from the lived-experience in order to manage their personal distress, 

resulting in seclusion being normalised. 

Based on the perceived issues and concerns highlighted by psychologists under the previous 

themes, some participants found the practice of seclusion emotionally evocative and ethically and 

morally challenging. The theme seclusion experienced as ethically and morally challenging was 

identified based on this and is illustrated by quotes presented in Table 4. 3. Participants spoke about 

the experience of witnessing seclusion and overhearing distressed service users during the process 

and described feeling uncomfortable or personally distressed by this. Some of the psychologists 

noted that although such practices were officially sanctioned, they found them difficult to accept on 

a personal level. The participants highlighted the power imbalance in staff-service user relationships 
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Table 4. 3  Quotes Illustrating the Themes Clustered Under ‘Seclusion as an Uncomfortable Reality’ 

 
Functions of seclusion 
“I think it’s just really something that can be used when there’s a crisis and that just because you 
can’t really do any different” 
 
“from my experience it’s been for everyone that’s ever used, that I’ve known of, it’s been for safety 
for themselves and other people, as an absolute last option” 
 
“I see it as punishment, as prison, and that’s exactly what all my clients who have had this used, that, 
they’re in prison” 
 
“to allow things to calm down is how I see it being used here. To take the heat out of the moment. As 
I said, there's more, it’s kind of more exceptions whereby there is, maybe, grave concerns”. 
 

 
No therapeutic value to seclusion 
“There isn’t any evidence to my knowledge that seclusion is a therapeutic measure” 
 
“If someone is potentially dangerous and at a risk to themselves and other people I believe seclusion 
is a practical backstop to managing risk. But I do not think that it has any necessary therapeutic 
benefit, any more so than handcuffs or whatever, you know” 
 
“It’s still not therapeutic to me to put people in a, in a cell, to remind them that there are some rules” 
 
“I think it’s still better to see that sometimes rarely it’s a thing that you can’t avoid. Even if it has no 
therapeutic value, rather than starting to justify it with some theories and trying to see the 
therapeutic aspect of it, because then you can go on a slipping road. Is it really something 
therapeutic?” 
 

 
Seclusion as a problematic practice 
“you don’t really treat the patient as a patient anymore. It’s not really a hospital anymore. It’s not 
really a carer anymore. It’s not really a patient anymore” 
 
“I’d like to think, you know, that everything possible would be tried before it is used as an 
intervention and that hasn’t always been my experience”# 
 
“I almost like wish the room ... wish the room had a better, wasn’t such like a horrible place” 
 
“It’s the same that a child would stop crying when it’s left alone. It would, and you could say brilliant I 
did the brilliant job, my child never cries. I see it exactly like that, you just killed something in that 
child, you know. It will never look for that even, for that, for reaching out, you know” 
 

 
Seclusion as a unique but harmful experience for most 
“I’d imagine it could bring up things around trust, feeling very out of control, confused, helplessness, 
being overwhelmed” 
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“say you were really unwell and you’re in this horrible room with the door closed, you know, I mean 
that would be, that would be horrific” 
 
“It is an individual thing, ‘cause each person will experience it differently and their own histories and 
the meaning they make, like ‘why am I here?’” 
 
“she came back to her typical presentation so this is a real crisis piece. And I think she was quite 
grateful actually that, you know, she had been kept safe and hadn’t ,like, really damaged herself or 
someone else” 
 

 
The relational impact of seclusion 
“so it’s a real challenge to, how cared for someone can feel and how trusting they can be of a team 
and it can affect things going forward”  
 
“I still don’t like the notion that you might think I’m getting worse or I’m getting ill because I know 
what happens to people when they’re deemed to be really really ill’. And so, there’s ghosts in the 
background that people carry with them into the therapeutic relationship with psychology, if they’ve 
ever had an experience of seclusion all the way through” 
 
“the first time you do it is quite difficult and distressing I would imagine, if you’re in any ways 
reflective. But after a period of time that can become very normal, this kind of what we do, you 
know” 
 

 
Seclusion experienced as ethically and morally challenging 
“Even sitting down to, kind of, brainstorm this, words that were coming to mind was ‘barbaric’, you 
know, it doesn’t sit well, ‘uncomfortable’, ‘find it very hard to watch the process’” 
 
“If something happened in the morning have I done enough? And have I done enough as a clinical 
psychologist?’ Essentially I have, but on a personal level it’s just not enough at all” 
 
“one has to be careful that a theoretical background doesn’t just become a way of justifying 
inappropriate behaviour that’s actually driven by another agenda” 
 
“As long as you are not violent, is it so bad to be aggressive? ... I’ve heard some seclusions were 
decided because some patient threatened some staff or insulted some staff. Is it really a necessary 
solution to put people in seclusion because of that?”. 
 

 
Seclusion as a necessary evil at present 
“it can be extremely threatening, extremely threatening and terrifying for other patients on acute 
psychiatric wards to share space with, with fellow patients who are extremely agitated, aggressive 
and combatant and acutely psychotic” 
 
“putting somebody in seclusion is a challenge to their dignity and is a challenge to their autonomy 
and it takes away their freedom. But you do it because there's a greater need which is, what’s going 
on for that person right now might mean that, you know, their life is in danger” 
 
“a number of things could happen. A, people wouldn’t be admitted that maybe need to be admitted 
and they would, as I said, they’d end up in other places like police stations or acute general hospitals 
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which are not appropriate. B, the rates of I.M. medications, you know the intra-muscular 
medications, would go up, significantly”. 
 

 

and perceived that seclusion could be or was sometimes being used inappropriately. These concerns 

focused on the threshold for risk that is applied when considering seclusion and the extent to which 

alternatives have been exhausted before it is employed.  

Despite disagreement with seclusion in many respects, the majority of psychologists 

believed that there was a limited place for seclusion in services as they stand at present, but only as 

a last resort and under exceptional circumstances. The theme seclusion as a necessary evil at 

present was identified based on this. The participants believed that exposure to aggressive 

behaviour can be very distressing for other service users. They also noted that at times, there was a 

reality of significant risk of harm and even death associated with inpatient services. Based on this 

perceived reality, they referred to the need to manage conflicting priorities and referred to concepts 

such as “triage” and “hierarchy of needs”. As is evident in Table 4. 3, the psychologists widely 

believed a range of strategies would likely be used to manage significant risks in the absence of 

seclusion, with many of these involving other restrictive practices or redirecting service users to 

more secure settings.  

The seven themes discussed in this section indicate that the psychologists frequently viewed 

the use of seclusion in AMH service as a complex and multi-faceted issue. None of the psychologists 

believed that seclusion possessed any inherent therapeutic value. Rather, it was widely viewed as a 

problematic practice that was associated with a range of adverse outcomes. Despite their 

reservations, many believed that the risk of harm in inpatient services meant that seclusion 

addresses a genuine need that exists in inpatient services, as they currently function and are 

structured. The overarching theme seclusion as an uncomfortable reality was identified based on 

the synthesis of these seven themes. 

 

4.1.5 How do Psychologists Understand the use of Seclusion in the Context of Recovery-

Oriented Practice? 

Five themes clustered under one overarching theme addressing this research question were 

identified in the interviews. The psychologists unanimously perceived that the concept of seclusion 

and the principles of recovery-oriented practice were greatly at odds, with many describing them as 

polar opposites that disqualify one another. The theme seclusion and recovery as opposing 

practices was identified based on this and is illustrated by quotes presented in Table 4. 4. Many of 

the psychologists believed that recovery principles were effectively temporarily suspended during 
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seclusion or that the practice itself may actually hinder a service user’s recovery. Some also noted 

the practice may also compromise a service’s ability to fully work in a recovery-oriented manner. 

More fundamentally, some psychologists argued that ‘symptom’ reduction was not synonymous 

with recovery, which they believed comprised more personal and profound changes than simply 

changing behaviour.  

While acknowledging the incongruence between seclusion and recovery, some participants 

also noted that seclusion could conceivably support the recovery process in some cases. The theme 

seclusion as a turning point towards recovery was identified based on this. The participants 

believed that in some situations, seclusion could prevent further deterioration of a person’s mental 

health and contribute to a more positive mental state or calmer environment. In this regard, 

seclusion was conceived as a potential “turning point” whereby the journey towards recovery can 

begin. This is evident in the quotes in Table 4. 4. 

Many of the psychologists built upon their comments about the relationship between 

seclusion and recovery by highlighting that there are multiple conflicting priorities in inpatient 

services that cannot be easily reconciled. The theme balancing conflicting needs was identified 

based on this and is illustrated by quotes presented in Table 4. 4. The psychologists noted that the 

various needs of secluded service users, other service users, staff and organisations cannot be easily 

reconciled in relation to seclusion. Some participants strikingly noted that safety was a pre-requisite 

for recovery. Based on these points, there was wide recognition of a need for nuanced views that 

were realistic rather than idealistic. 

In acknowledging the need to balance conflicting priorities the psychologists spoke about 

ways in which seclusion and recovery could be reconciled to some degree. The theme partial 

reconciliation of seclusion and recovery was identified based on this. Some participants noted that 

their concerns about seclusion primarily related to the context in which it occurs, rather than the 

practice in and of itself, as is evident in Table 4. 4. They referred to ‘when’ and ‘why’ it is used and 

the philosophical basis for doing so. The psychologists believed that seclusion and recovery could be 

partially reconciled by involving service users, their supporters and MDT members from all 

professions in truly collaborative decision-making about their care and preferences for crisis 

management. They also highlighted the need to provide information about seclusion procedures in a 

transparent manner that makes sense to service users and their supporters. One participant noted 

that such efforts would aim to “either circumvent the need to use it or if it is needed, that it can be 

tailored in a way to optimise the person’s chance of being able to be soothed, calmed in a way that’s 

meaningful to them”. Some other participants also recommended that the physical characteristics of  
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Table 4. 4  Quotes Illustrating the Themes Clustered Under ‘the Problematic Interface of Seclusion 
and Recovery’ 

 
Seclusion and recovery as opposing practices 
“When you talk about all those things, and the respect and the dignity and up-skilling, there’s none of 
those compatible with seclusion … there’s nothing dignified about being placed in a seclusion room. 
Especially if you’re taken there by force … that’s not up-skilling a person, it’s taking the power off 
them. It’s taking their agency away” 
 
“I think it’s likely to make people worse rather than to recover. And it means that for them then that 
their recovery journey … has to be very much within the parameters of, of that they don’t get too 
much worse because they know that this could happen. … there needs to be a freedom to get worse, 
as well as, in a recovery process” 
 
“she learned ‘if I don’t self-harm, I don’t go in to the room, therefore I get to go home’ … you can 
have no symptoms and you can be as miserable as somebody who has symptoms”. 
 

 
Seclusion as a turning point towards recovery  
“it’s hard to say that it could be, it could be therapeutic in and of itself, other than providing, as I say, 
kind of, a bottom or a turning point” 
 
“and that’s the dilemma … out of necessity you will infringe the rights and the recovery principles of 
the individual, but the argument is that if you don’t do it, you might enter a spiral of negativity where 
you can never get to where you want to go” 
 

 
Balancing conflicting needs 
“sometimes we can’t do the ideal thing. It just comes down to that” 
 
“what’s more dignified? … to not provide that care and the person, you know, as I said does 
significant harm to themselves or others or in some other way, you know …  Or do you contain it such 
that you, you know, as part of treatment and treat them with a view to moving forward on to 
recovery-oriented practice” 
 
“I mean it doesn’t fit really very well, but on a really practical level I suppose someone can’t have 
recovery if they’re injured or if someone else is injured” 
 
it’s very easy for people, especially people that aren’t closer to it to jump on a side of the fence about 
it and it’s … a lot harder when you're closer to it but, you know, it can be a lot more useful if people 
got off the fence a bit more about it … as opposed to vilifying people or taking that kind … emotive 
stance on it”. 
 

 
Partial reconciliation of Seclusion and recovery 
“it’s not the intervention is the concern for me, it’s how and when it’s used and that’s where policy 
comes in”  
 
“more around the philosophy that guides the behaviour than the actual act itself”. 
 
“ok we’re taking away the opportunities you have to harm yourself but what are we giving you in 
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terms of opportunities to actually soothe yourself” 
 

 
Empathy for burdened staff 
“the more measures you put in place to protect the dignity and the human rights and keeping the 
patient central, the more stressful it is for the staff to actually perform a reasonable balancing act … 
It’s good in a way because no one gets away with bad decisions, but it’s also bad in a way because 
then they start to get burnt out and very cynical” 
 
“it would be very rich of me to make that sort of moralistic decision from a position of you know, kind 
of moral superiority, but in fact I’m not the one who has to deal with the difficult day” 
 
“we need to have a dialogue at a much wider social level … and buy in at that level otherwise people 
feel scapegoated. So, I think the service would feel scapegoated, you know. ‘We’re trying to do this 
but we’re going to end up getting blamed when this goes wrong’” 
 

 
 

seclusion rooms should be reviewed to make them more than “just a containment space”, but 

actually a space that is soothing. 

Many of the psychologists also empathised with nurses and psychiatrists, who they believed 

faced increasingly challenging roles due to developments such as the regulation of seclusion and 

emphasis on recovery. The theme empathy for burdened staff was identified based on this and is 

illustrated by quotes presented in Table 4. 4. While largely supporting recent developments, they 

perceived that the increased responsibility to satisfy conflicting priorities and accountability for 

one’s actions has made the roles of nurses and psychiatrists more stressful and difficult to fulfill. The 

psychologists perceived that they were in a comparatively privileged position by not having frontline 

roles in managing inpatient units. They acknowledged that under high pressure and imperfect 

conditions nurses may feel that they have little choice but to use seclusion. One participant added 

that staff in inpatient services were being expected to undertake increasingly impossible tasks in the 

absence of wider systemic support.  

Taken together, the five themes discussed in this section illustrate that the psychologists 

perceived that seclusion and recovery have a complex and problematic relationship. Based on their 

view of seclusion as a problematic and largely harmful practice in itself, the psychologists 

unanimously perceived that the practice was greatly at odds with the concept of recovery. The 

dominant belief was that seclusion temporarily suspended recovery or even hindered this process; 

however some noted that it could act as a turning point towards recovery in some cases. The 

psychologists perceived that seclusion and recovery could be reconciled to some extent in theory, 

but the interface between the two was problematic in reality. They recognised the reality of 

conflicting priorities that are not easily reconciled and the challenges faced by staff with direct roles. 
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The overarching theme the problematic interface of seclusion and recovery was identified based on 

the synthesis of these five themes. 

 

4.1.6 What Professional Practice Issues Arise in Relation to Seclusion, Particularly as it 

Occurs in the Context of Recovery-Oriented Practice? 

Seven themes clustered under one overarching theme addressing this research question were 

identified in the interviews. The psychologists reflected on factors they perceived as impacting on 

the use of seclusion in both positive and negative ways. The theme impact of organisational and 

environmental factors was identified based on this and is illustrated by quotes presented in Table 4. 

5. Some of the psychologists perceived that regulation and training mandated by the Mental Health 

Commission has had a positive impact on practices in relation to seclusion. In contrast, many of the 

participants perceived that the physical design of inpatient units and atmosphere within them 

actively contributed to distress and the need for seclusion. Some added that inpatient environments 

often lacked basic facilities that enable service users to regulate their emotions and soothe 

themselves, such as access to outdoor spaces and quiet spaces. Some psychologists believed that 

systemic factors such as national and local culture, training, limited reflective practice, dominance of 

the medical model and limited continuity of care between in and outpatient services all contributed 

to the need for seclusion. Some also stated that the ability of services to meet service users’ needs 

and deal with conflict was dynamic and subject to change, rather than being static. 

In reflecting on the impact of systemic factors in relation to seclusion, many of the 

psychologists expressed the view that fundamental changes were still required in inpatient services 

and the wider mental health system for them to be truly recovery-oriented. The theme recovery-

oriented practice – still a way to go was identified based on this. Some psychologists perceived that 

recovery was largely an adjunct concept within mental health services at present, rather than being 

a core part of their philosophy. Some noted that power imbalances between services and service 

users, the imposition of interventions such as seclusion and the historic responsibility of mental 

health services for containing ‘mental illness’ were greatly at odds with recovery. Some added that 

the mental health system as it currently stands ultimately reverts to paternalistic practices such as 

seclusion under challenging circumstances, due to legislative incentives to prioritise risk 

management over recovery. This is evident in quotes presented in Table 4. 5. 

Also in reflecting on the impact of systemic factors, many psychologists perceived that 

decisions about seclusion - and decisions within inpatient services more broadly - were largely 

dominated by psychiatry and nursing, rather than being truly multi-disciplinary. The theme multi-

disciplinary shared care – still a way to go was identified based on this and is illustrated by quotes  
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Table 4. 5  Quotes Illustrating the Themes Clustered Under ‘The Pervasive Impact of Systemic Factors 
on Seclusion and Recovery’ 

 
Impact of organisational and environmental factors 
“we don’t always feel great when they walk in the door ‘cause they cause us to worry. But we’re 
absolutely grateful that they’re, what they do” 
 
"it’s very loud, it’s very noisy, you don’t get enough sleep, there's very unwell people in a room, 
there’s no, people often present in crisis, so they’re very acutely unwell or they’re under the influence 
of substances” 
 
“really anything over in that building, would seem like contrary to that idea of like, that you want to 
bring a person into a place of sooth” 
 
“the reality is that inpatient units are their own organisms which can fluctuate in their capacity to 
manage conflict or not depending on how the system is functioning. And therefore as a result often 
seclusion is a consequence of the system not functioning well as it is of an individual service user’s 
needs” 
 

 
Recovery-oriented practice – still a way to go 
“most mental health services systems still operate on the basis that our job is to manage risk and to 
treat mental illness which is largely seen as a biological illness. And they add recovery-oriented on to 
their, kind of, policy documents as ‘but we’re also trying to be nice’” 
 
“If you say to them ‘I want the whole philosophy about how you manage risk and serious situations 
to be changed and you have to work collaboratively and if we come in and you have made some 
serious decisions without any collaboration you will be held accountable in the same way as you will 
be held accountable if somebody commits suicide’, only then will things shift … the incentives are not 
equal in that regard. Somebody doesn’t want to lose their career just to be nice” 
 

 
Multi-disciplinary shared care – still a way to go 
“there’s layers of the team to the concentric circles. And I think a lot of time psychologists and to a 
greater extent social workers and occupational therapists believe that they’re on the periphery and 
that” … “So there is very much a case of a pecking order”. 
 
“there’s a constant tension here between let’s say the psychiatry, the old school psychiatry 
perspective very adherent to a diagnostic model and medication and a more nuanced approach that 
a psychologist or OT or social worker might bring” 
 
“I would see with some of the nursing staff, they’re just, I think that they're burnt out. Yeah. And they 
don’t want this new person, kind of, coming in an saying we can change that 
 

 
Typically limited reflection on seclusion 
“those discussions and those reviews really, in my experience, did not really take place in any 
meaningful way, it was more of a, kind of an admin exercise” 
 
“when you try to make a discussion then you, they make you feel that it’s not really appropriate. Why 
are you questioning anything” 
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“You kind of knew that the next person was there waiting, so I think the consultant who tended to 
direct the meetings would just, there’d be a rushed feeling about the whole thing, you know. And 
then if anyone suggested ‘well should we meet separately to discuss that and that’, to try and find 
the time to coincide or whatever it’s just so hard” 
 

 
Psychology’s voice often unheard and not valued 
“what I would find myself is that that would really only happen in the case of service users that I was 
directly seeing” 
 
“the nurses here are very receptive … generally speaking yes there's a warm environment, I don’t feel 
restrained in saying anything in that meeting” 
 
“It’s a struggle despite repeated attempts to vocalise opinions, and clinical opinions, you know. In 
certain cases, yes it’s a constant struggle to have that voice heard”  
 
“if you don’t have an open-minded consultant like you can be as vocal as you want, but nothing will 
change” 
 

 
Perceived impact of not being co-located 
“if you wanted a psychologist to be involved in the decision of seclusion, he would have to be 
available at the right time, which is any time, to make that decision. But in order to make someone 
available you need a dedicated member of staff to be there 
 
“I’ve got a split post, so I’m not always here. You know, and then when I am here I’m in, I’m in an 
MDT or I have a group going on or I could be doing a one-to-one 
 
“I’m here onsite for a portion of my work. So, I suppose that would lend itself to being aware of when 
seclusion practice is being used and also has allowed me to be involved in those structures and 
frameworks around seclusion”. 
 

 
Psychology role in inpatient service experienced as challenging 
“you feel sometimes that you’re a lone voice in the wilderness, you know,  just trying to make 
recommendations” 
 
“I sometimes think of it almost as picking my battles. This one seems a huge battle that no matter 
what it’ll be hard to change. Whereas maybe pick the ones I can make some change” 
 
“It’s a challenge on a daily basis, to advocate for a recovery model and for … more psycho-social 
focus of the work, yes it’s a challenge in my experience, yeah, constantly” 
 

 

presented in Table 4. 5. The psychologists believed that trusting relationships and shared 

responsibility were important for multi-disciplinary work. In contrast however, they perceived that 

there were inherent hierarchies in inpatient services, with psychiatrists holding the greatest power, 

followed by nurses and then followed by the allied health professionals on the periphery. One 
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participant strikingly stated “the idea that there’s a multi-disciplinary care planning approach 

remains much more an aspirational policy on paper than it is a reality on the ground still”. While a 

small number of psychologists described positive experiences of collaboration in MDTs, most 

described tension arising from conflicting biomedical and psychosocial perspectives; beliefs about 

the roles and remit of disciplines; and reluctance to cooperate or work in an inter-disciplinary 

manner. Some of the psychologists perceived that that there was resistance to change within their 

service.  

Most of the psychologists also perceived that there was limited meaningful discussion of 

seclusion within their services. The theme typically limited reflection on seclusion was identified 

based on this. While a small number of participants described open reflection on recent seclusion 

episodes, most felt that discussions were brief and primarily administrative rather than reflective. 

Many of the participants perceived that there was limited appetite for more meaningful reflection 

on seclusion practices and that attempts by allied health professionals to do so were met with mixed 

or unwelcoming responses. Some psychologists perceived that the format and timing of the 

meetings in which seclusion was discussed did not facilitate more extensive or reflective discussions, 

as discussions were limited by other demands. This is evident in the quotes in Table 4. 5. 

In expanding on their experience of inter-personal dynamics, the psychologists spoke about 

their ability to influence practice in relation to seclusion and more broadly within inpatient services. 

The theme psychology’s voice often unheard and not valued was identified based on this and is 

illustrated by quotes presented in Table 4. 5. A range of experiences were described across 

participants. A small number of participants reported that their input on seclusion was actively 

sought and they have had opportunities to influence practice in multiple ways. In contrast, many 

noted that their views were rarely or never sought and opportunities to be heard were often limited 

to service users they had previous worked with therapeutically. Some reported mixed receptions 

from staff, while more still perceived that their input was not valued or welcome. Some perceived 

that the degree of input they could have depended on the receptiveness of individual consultant 

psychiatrists. 

In reflecting on the perceived weak voice of psychology in inpatient services, many 

psychologists expressed the view that not being co-located contributed to a weak voice, while being 

co-located allowed for a stronger voice. The theme perceived impact of not being co-located was 

identified based on this. The participants noted that not being co-located precluded psychology from 

having greater involvement with seclusion as they were present for only limited periods or discrete 

pieces of work. This is evident in quotes presented in Table 4. 5. Some psychologists added that 

being physically present alone was not sufficient, but that psychologists actually needed to be 
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available. Some of the psychologists noted that being co-located can create opportunities for 

psychologists to build relationships with staff and service users and take on roles in relation to 

seclusion, thus facilitating a stronger voice for psychology. 

Based on the view of seclusion as an uncomfortable reality and the systemic issues 

previously discussed, some of the psychologists noted that they found inpatient work difficult. The 

theme inpatient psychology role experienced as challenging was identified based on this and is 

illustrated by quotes presented in Table 4. 5. Some of the psychologists experienced difficulties due 

to the dominance of a biomedical model in inpatient services, which differs significantly from their 

understanding of psychological distress. They noted that it was challenging to advocate a more 

psychosocial and recovery-oriented perspective. Some participants stated that they found the 

difficult inter-personal dynamics and negative responses tiring and frustrating. In response, they had 

reportedly limited their concerns or efforts in relation to seclusion, or had been tempted to do so, as 

they saw this as one area in which they had little power to bring change. One participant stated that 

“probably a lot of psychologists want just to have the peace and avoid any conflict and wouldn’t say 

anything. And, so it gives a false … It can give a false impression that there is a psychologist 

involved”. 

Taken together, the seven themes discussed in this section indicate that the psychologists 

experienced a number of professional practice issues that relate to seclusion. They perceived that a 

range of factors had a negative impact on clinical practice in relation to seclusion, including: the 

physical environment, a limited multi-disciplinary shared care approach, limited recovery-oriented 

practice in reality and limited meaningful reflection on seclusion practices. The participants also 

typically felt that psychology had limited power to bring change in relation to seclusion and found 

their inpatient roles challenging as a result. The overarching theme the pervasive impact of systemic 

factors on seclusion and recovery was identified based on the synthesis of these seven themes. 

 
 

4.2 Interim Discussion 

In this section, the main findings of this study are discussed with reference to the literature. This is 

followed by discussion of the strengths and limitations. In Chapter Five, the findings are considered 

in the context of the systematic review and the overall aims of the thesis. 

 

4.2.1 Main Findings 

Taken together, the findings indicate that seclusion was typically a peripheral topic in the work of 

the psychologists interviewed and Irish psychology more broadly. All of the psychologists were 

uncomfortable with the practice but viewed it as a ‘necessary evil’ in inpatient services at present, 
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due to a perceived reality of significant risks. They believed that seclusion was greatly at odds with 

the concept of recovery-oriented practice. However, they perceived there were a variety of 

conflicting priorities in inpatient services that could not be easily reconciled and that there was a 

need to be realistic rather than idealistic.  The participants felt that they encountered a range of 

professional practice issues in relation to seclusion, these included: limited multi-disciplinary shared 

care and recovery-oriented practice, limited reflection on seclusion and psychology having a limited 

voice. The findings indicate that the roles of psychologists in relation to seclusion, their views on the 

practice and its interface with recovery are greatly influenced by their understanding of psychology 

and systemic factors within and beyond inpatient services. 

Despite some variation, seclusion was a peripheral topic in the work of the psychologists 

interviewed. None of the psychologists had any frontline roles or formal responsibilities related to 

the use of seclusion. Notably, they described both personal and professional discomfort with the 

practice and were reluctant to take on frontline roles and responsibilities for its use. While many 

viewed the experience of seclusion and the impact of this as being unique to individuals, they 

believed that it was typically an adverse experience associated with negative outcomes for both 

service users and staff. They perceived that seclusion was associated with a range of practical and 

conceptual issues and was greatly at odds with recovery-oriented practice, which also contributed to 

their reluctance to be involved with the practice. Notably, the psychologists also described a 

perceived lack of discussion about seclusion within Irish psychology more broadly or within 

professional training programmes. Arguably this contributes to the status of seclusion as a 

peripheral topic in Irish psychology. 

While the psychologists were reluctant to be involved in the practice of seclusion itself, they 

believed that psychology could and should contribute to wider activities that ultimately aim to 

understand seclusion events, reduce their occurrence and reduce the adverse effects of the practice. 

The findings therefore suggest that systemic factors within inpatient services contributed greatly to 

the peripheral status of seclusion in the work of the psychologists. Most participants had only 

limited direct or indirect experience of seclusion and many typically only encountered the topic if it 

was discussed at ICP or MDT meetings. The limited presence and availability of psychologists in 

inpatient units was viewed as a significant contributor to this as well. Notably, only two of the 17 

participants were based in inpatient services full-time, while nine were in inpatient services for 

bespoke tasks and return to community services afterwards. While some psychologists perceived 

openness to their input in relation to seclusion at ICP and MDT meetings, most perceived that 

various systemic factors contributed to limited roles and influence for psychology in these forums. 

These include power hierarchies between disciplines; the dominance of a biomedical model; limited 
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openness or opportunity for meaningful reflection; and a limited value or welcome for psychology’s 

input. As a result, the psychologists often experienced their inpatient work as both personally and 

professionally challenging. One result of this was to reduce or consider reducing one’s concerns in 

relation to seclusion. While this is an understandable response, it could inadvertently reinforce the 

peripheral role of psychology in relation to seclusion. 

Despite seclusion being only a minor feature of their work, the psychologists expressed well-

developed and nuanced views on the practice. As noted in Chapter One, the Mental Health 

Commission’s (MHC) Seclusion and Restraint Reduction Strategy (2014) aimed to ensure that 

seclusion and restrictive practices are “not standard interventions but emergency measures which 

should be used in rare and exceptional circumstances and only in the best interests of the patient 

when he or she poses an immediate threat of serious harm to self or others” (MHC, 2012, p.5). The 

psychologists’ experience of seclusion in clinical practice and their broader reflections on the 

practice in theory were in line with this statement at times, while being at odds with it at other 

times. They typically perceived that the primary function of the seclusion was to manage significant 

risk where other measures had been ineffective. Many added that in their experience, this was the 

primary or sole function it served in their services. This is in line with the MHC’s stated aim and the 

position of significant organisations (American Psychiatric Nurses Association (APNA), 2018; US 

National Alliance on Mental Illness, 2016).  

Notably however, the psychologists perceived that seclusion could be and was used for 

other functions. The most problematic function identified by participants was the use of seclusion as 

a punishment. Although some psychologists emphasised this was never the function in their 

services, some psychologists noted that it could be as a punishment and was often perceived as 

being used in this way in Irish mental health services. Based on their clinical experience, some of the 

psychologists expressed doubt that all alternatives were consistently exhausted and the threshold of 

“immediate threat of serious harm” (MHC, 2012, p.5) was met on all occasions that seclusion was 

used. These latter points indicate that in some respects psychologists understand seclusion as being 

at odds with the stance of the MHC and the aforementioned organisations. 

Despite acknowledging the value of seclusion in managing significant risk where other 

measures have been ineffective, none of the psychologists believed that seclusion had any inherent 

therapeutic value. Conversely, they believed that it typically had an adverse impact on service users. 

This perception is in line with explicit position statements by the APNA (2018) and US National 

Alliance on Mental Illness (2016). Notably, the views of the psychologists contrast with the findings 

of systematic reviews by Van der Merwe, et al. (2013) and Happell and Harrow (2010), where the 

majority of staff in the studies reviewed were nurses and psychiatrists who believed that seclusion 
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was therapeutic. According to these reviews, the perceived therapeutic effects of seclusion included 

a low stimulus environment to allow service users to deescalate and teaching service users to 

respect physical limits and modify their behaviour. While the psychologists in this study also 

discussed these effects, they cited a range of practical and theoretic issues that led them to believe 

that seclusion was nevertheless not therapeutic. 

The psychologists frequently believed that seclusion and recovery were in direct opposition 

in ways that were not easily reconcilable. This is in line with explicit statements about the 

inconsistency of the two by notable organisations (Dept. of Health and Human Services [USA], 2005; 

WHO, 2019). While they identified ways in which the procedures surrounding seclusion could be 

adjusted to partially reconcile the two concepts, they believed that various systemic factors 

prevented this from happening until that time. The participants referred to the physical environment 

of inpatient services; the lack of multi-disciplinary shared care and recovery-oriented practice within 

inpatient services in general; the weak voice of psychology; the increasing demands placed on nurses 

and psychiatrists; and incentives in the mental health system to manage risk as a higher priority than 

recovery.  

As discussed, the psychologists were uncomfortable with seclusion as practice in AMH 

services. They believed that changes should be made to every stage of the procedure, seclusion 

rooms and inpatient environments to address the perceived issues with the practice in its own right 

and also to reconcile it partially with recovery. Despite their concerns however, the psychologists 

saw a limited place for seclusion in AMH services at present. This was based on two significant views. 

Firstly, they believed that at times there was a reality of significant risk of harm and even death in 

inpatient services, as they are currently structured and function. Secondly, they believed that 

nursing and psychiatry were increasingly expected to manage multiple conflicting priorities that 

could not be easily reconciled. Although some authors have argued that seclusion should be 

completely eliminated due to its inconsistency with recovery (LeBel & Huckshorn, 2006, Sharfstein, 

2008), the views of the psychologists interviewed - based on services as they currently stand - are 

more in line with those who advocate the minimisation of seclusion as a goal (MHC, 2014; NICE, 

2015; APNA, 2018; US National Alliance on Mental Illness, 2016). 

 

4.2.2 Strengths and Limitations 

This study possesses a number of strengths and limitations. It makes a unique contribution to the 

academic literature, as no studies to date have actively explored the perspectives of psychologists on 

the use of seclusion in AMH settings or its use in the context of recovery-oriented practice. The 

findings have relevance to clinical psychology and other groups reflecting on the shift towards least 
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restrictive and recovery-oriented practice in mental health services. The pilot study provided a 

valuable opportunity to assess and revise the data collection method, technique of the interviewer 

and topic guide in order to enhance the quality of the data obtained in subsequent interviews. The 

participants were perceived as being open and honest during interviews. They frequently spoke 

candidly and disclosed difficult personal experiences encountered within their roles. As such, the 

data collected is perceived to accurately reflect the perspectives and experiences of the participants 

in relation to the research topic. 

Qualitative research is inherently reflexive, whereby the researcher plays an active role in 

the co-production of knowledge. Many decisions are made throughout the research process that 

shape the findings and interpretation. A variety of steps were taken throughout the research process 

to promote the trustworthiness of this study. Although various methods for assessing 

trustworthiness have been proposed, the four criteria of credibility, transferability, dependability 

and confirmability originally proposed by Lincoln and Guba (1985) are considered here. While other 

authors have since developed other markers for trustworthiness in qualitative research, the criteria 

developed by Lincoln and Guba are widely accepted and easily recognised (Denzin & Lincoln, 2018; 

Nowell et al., 2017). Further, Nowell et al. provided guidance on the use of these criteria with 

thematic analysis (TA) conducted according to guidance by Braun and Clarke (2006).  

In order to promote credibility, there was prolonged engagement with the data, as outlined 

in Chapter Three. As detailed in Chapter Three, a subset of transcripts were also coded by the 

research assistant and academic supervisor and meetings took place to reflect on the variety of 

codes and candidate themes identified by each. Drafts of the Results section for this chapter were 

reviewed by the academic supervisor and revised by me based on feedback. Notably, limited time 

and resources precluded the opportunity to return to participants to check the degree to which they 

believe my representation of their views is an authentic reflection of these.  

In order to promote transferability, contextual information was provided about the 

participants and their working arrangements in AMH services. As previously noted, contextual 

information such as the employment grade, geographical location, professional qualification and 

ethnic background have been deliberately omitted. While I believe that this is important in order to 

ensure the anonymity of participants, it may limit the ability of readers and other researchers to 

judge the transferability of the findings to other settings. Importantly, the participants included 

spent varying degrees of time in inpatient services on a weekly basis, with many of them largely 

community-based. As previously discussed, psychologists interviewed perceived that being co-

located or not had an impact on their roles in relation to seclusion. While this study aimed to provide 

an authentic representation of the views of the participants actually recruited, it is possible that the 
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themes and overarching themes identified would be somewhat different if all of the psychologists 

were based in inpatient services full-time. Based on my understanding of mental health services in 

Ireland and experience of recruiting participants during this study however, I believe that the 

proportion of time spent by the participants in inpatient services is likely to be broadly 

representative of psychologists nationally. 

While TA has advantages in the methodological flexibility it offers, it has been argued that 

this can contribute to inconsistency and a lack of coherence (Nowell et al., 2017). In order to 

promote dependability, efforts were made to ensure that the study was conducted in a 

systematised, consistent and exhaustive manner. The study was conducted in line with the 

epistemological and ontological positions outlined in Chapter Three. The analysis was conducted in 

line with the reflexive TA approach outlined by Braun et al. (2019), which was supplemented with 

additional guidance from Braun & Clarke (2006, 2012, 2013). The activities conducted at each of the 

six phases of this are outlined in Chapter Three. Notably, the numeric categories included in the 

Demographic Information Sheet are not mutually exclusive. This oversight represents a limitation of 

the study”. 

In order to promote confirmability and create an audit trail, various evidence and documents 

relating to the analytic process have been included in this thesis. A selection of quotes supporting 

the findings is included in the Results section of this chapter. The document created during phase 

one of the TA to note possible connections, patterns and the range of views expressed by 

participants is included in Appendix 3. 9. The codes and candidate themes identified by the research 

assistant, academic supervisor and me have been included in Appendix 3. 10. Examples from the 

revision process that I undertook based on the work of each individual are presented in Appendix 3. 

11. The final thematic structure and codes are presented in Appendix 4.1.  

 

4.2.3 Conclusion 

The findings of the original empirical study, the interpretation of these and the strengths and 

limitations of this study have been discussed in this chapter. Overall, the findings provide rich 

insights that address each of the four research questions. The findings indicate that Irish 

psychologists play peripheral roles in seclusion; they view seclusion as a problematic practice in AMH 

services; they perceive that the interface of seclusion and recovery is problematic; and they believe 

that a range of systemic factors impact seclusion and recovery in AMH services. The findings of this 

study are considered in the context of the systematic review and the overall aims of the thesis in 

Chapter Five. 
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5. Chapter Five: General Discussion 

As discussed in Chapter One, no studies to date have explored the perspectives and experiences of 

staff and service users on the use of seclusion in the context of recovery-oriented practice. Further, 

no studies have specifically explored the perspectives and experiences of psychologists in relation to 

seclusion, let alone its use in the context of recovery-oriented practice. Given the on-going use of 

seclusion in the context of an increasingly recovery-oriented mental health system, it is important to 

explore the perspectives and experiences of staff and service users. Firstly in this chapter, the overall 

findings of the systematic review and the original empirical study are considered in relation to the 

overall aims of the thesis and the literature. This is followed by reflection on the research process 

and the implications of the findings. The chapter finishes with final conclusions based on the findings 

of this thesis. 

 

5.1 The Overall Findings 

The systematic review and original empirical study provide rich findings that address the individual 

research questions of their respective studies, as well as the overall aims of this thesis. While the 

original empirical study aimed to initially explore seclusion as an independent topic before 

considering its use in the context of recovery-oriented practice, the systematic review did not. As 

noted in Chapter One, the perspectives and experiences of service users and other professional 

groups have already been explored as an independent topic (Happell & Harrow, 2010; Mellow et al., 

2017; Van der Merwe et al., 2013). Nevertheless, findings from both studies indicate that seclusion is 

perceived as a problematic practice in its own right and that many of the perceived issues contribute 

greatly to the dominant perspective that seclusion and recovery are greatly at odds.  

The findings of this thesis challenge those of two previous reviews that indicated a prevalent 

belief among staff, comprising mostly psychiatrists and nurses, that seclusion is therapeutic (Happell 

& Harrow, 2010; Van der Merwe et al., 2013). Findings from both the systematic review and original 

empirical study indicate that seclusion was seen as being ‘beneficial’ in some respects, but it was not 

perceived as being intrinsically therapeutic. Rather, it was valued due to its ability to meet particular 

needs that could not be met otherwise in general ward environments. As previously noted, none of 

the positive experiences or effects identified by staff and service users in the systematic review were 

unique to seclusion and can be obtained in many ways in the community. Across both studies, the 

seclusion room was viewed by most service users and psychologists as simply containing risk rather 

than being an actively soothing space. Further, findings from the psychologists in particular highlight 

the perception that seclusion as it is currently practised manages behaviour, but does not address 

the underlying emotional needs or distress and actually has a harmful impact on most service users. 
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Sambrano and Cox (2013) commented that “While some nurses perceive that seclusion reduces 

clients’ agitation, one must ask at what cost to clients’ dignity, humanity, and basic human rights” (p. 

522). Further, Kuosmanen et al. (2015) noted that they “found no elements in seclusion that could 

be called nursing or caring” (p. 355). While there may be a perceived need for seclusion at present 

due to the need to manage significant risks that arise at times, the findings suggest that this ‘benefit’ 

cannot be considered therapeutic. As such, the findings of this thesis provide little support for the 

idea that seclusion is inherently therapeutic and therefore in line with recovery in this regard.  

The findings of both studies draw attention to a number of other issues that place seclusion 

at odds with recovery. As discussed in Chapter 3, the findings of the systematic review indicate that 

seclusion often precipitated emotional experiences and behaviour that some staff may perceive as 

evidence of an on-going lack of control, thus extending seclusion rather than accelerating the 

journey towards recovery. This negative cycle has previously been discussed by Holmes et al. (2004). 

While the findings of the original empirical study suggest that seclusion may act as a turning point 

towards recovery, this was not believed by participants to be the most common outcome, but rather 

a conceivable outcome in some cases. Notably, Chavulak and Petrakis (2017) stated that “when 

unwell people are at their most vulnerable, they are isolated and left with their thoughts and 

emotions, with no support, and old patterns of coping are re-enforced” (p. 526). Findings from both 

studies highlight the adverse relational impact of seclusion. Studies in the systematic review 

suggested that service users perceived limited communication and information sharing during 

seclusion and findings from both studies indicate a perception that seclusion has a negative impact 

on therapeutic relationships. These findings contrast greatly with the Australian recovery principle of 

‘partnership and communication’ (Australian Government, 2010). In reflecting on their findings of 

service user perceptions on seclusion, Holmes et al. (2004) perceived that the primary grievance of 

service users related to the lack of social contact and the negative ways they interpreted this, rather 

than the room itself. Finally, while the psychologists perceived that service users and their 

supporters should be involved in collaborative planning for crisis management, there was no 

evidence among the findings of either study suggesting that this occurred in clinical practice. As 

such, the empowered role of staff and apparent disempowerment of service users in relation to care 

planning is a feature of seclusion practice that is particularly at odds with recovery. 

The findings of both studies highlight the possible existence of many conflicting priorities in 

AMH services that cannot be easily reconciled. These have the potential to contribute to ethical 

dilemmas in clinical practice that largely centre on conflicting safety and recovery needs. These 

needs are dynamic rather than static over time and need to be satisfied under imperfect and 

challenging circumstances. In particular, the findings illustrate paradoxical relationships between 



109 
 

care and control, safety and rights, and infringing upon some rights to protect other rights. They 

indicate that these conflicts can occur both within and across various levels of social systems. These 

include the various needs of secluded individuals, other service users, staff, the mental health 

system and society more broadly. While the shift towards least-restrictive and recovery-oriented 

practice represents a significant and important shift from overly-paternalistic mental health services, 

the findings of both studies illustrate an acknowledgement of significant risk and a desire for this to 

be managed somehow. As such, they underscore the need to acknowledge the complex reality of 

conflicting priorities in relation to seclusion and recovery rather than subscribe to simple narratives. 

Multiple publications touch on this by considering the harm that seclusion may cause relative to the 

harm that it may prevent (Chavulak & Petrakis, 2017; Cleary et al., 2010). 

 

5.2 Reflection on the Research Process 

Many challenges were encountered during the course of this research that required both 

perseverance and creative solutions to maintain the integrity of the process. First and foremost, this 

research was undertaken as part of a doctoral programme in clinical psychology. Time and resource 

constraints therefore limited the scale and scope of this work. Secondly, the clinical orientation of 

the research and contentious nature of the topic meant that this work was completed in a sensitive 

social context with practical and bureaucratic constraints, rather than under ideal laboratory 

conditions. 

There was an academic requirement to conduct a systematic review as part of this thesis. 

While this restricted the range of approaches available for addressing the overall aims of the thesis, 

the systematic review and original empirical study provided a structure for complimentary studies to 

address these aims. The synthesis of a body of literature allowed for broad insights, while the 

original empirical study allowed for a particular focus on the perspectives and experiences of 

psychologists. The systematic review also highlighted the dearth of research on the perspectives and 

experiences of psychologists specifically, confirming the unique contribution of the original empirical 

study to the literature. The absence of published literature exploring the perspectives and 

experiences of staff or service users on the use of seclusion in the context of recovery-oriented 

practice precluded the systematic review from focusing on this directly. The current systematic 

review was therefore considered the most effective alternative way of addressing the overall aim of 

the thesis.  

Based on comparatively limited knowledge of the literature and informal database searches 

when developing the systematic review protocol, it was decided to use a search string with fewer 

components in order to maximise sensitivity during searches. This resulted in a significant number of 
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studies at the title/abstract screening stage. It was perceived that further time could be invested in 

developing database-specific syntax to reduce the number of results and increase specificity, or this 

time could be invested in additional screening in confidence that the sensitivity of searches was 

maximised. While this latter option was chosen, it resulted in a greater time commitment than 

anticipated. While only a small percentage of studies contained relevant data, this was considerably 

more than anticipated at the outset of the study. Therefore, the benefit of initially emphasising 

sensitivity was apparent. The database searches were conducted in August 2018 while the thesis is 

due for submission in April 2020. Although it is preferable to undertake searches of literature 

published in the meantime, this was precluded by time constraints. Notably however, it is 

considered unlikely that any study potentially published in the meantime would diverge from the 

findings of included studies in a manner that would impact the overall findings of the review. The 

review contained 27 diverse studies that consistently demonstrated only limited support for the 

principles of recovery-oriented practice, but abundant evidence of their absence. 

The views of service users on the use of seclusion in the context of recovery-oriented 

practice are an important outstanding focus for research. It was perceived that significantly more 

barriers would be encountered if service users were to be recruited for such a study. Given the 

practical constraints on time and resources it was decided to limit the focus of the original empirical 

study to psychologists alone. Recruitment of participants for the original empirical study was more 

complex and labour-intensive than initially expected. It was originally hoped that the Psychological 

Society of Ireland would provide a fruitful avenue for recruitment, however despite their assistance 

this resulted in few participants. Subsequent recruitment therefore took place through HSE 

networks. As no single mechanism was available to confirm the agreement of Principal Psychologist 

Managers to recruit nationwide, agreement was sought on an individual regional basis. Similarly, as 

no nationwide HSE REC existed, ethics applications were also made to individual regional RECs. 

Despite the supportive efforts of many Principal Psychologist Managers, each ethics approval 

provided access to only a small pool of potential participants, of which only few were available to 

participate. Although it is unclear why some psychologists did not offer to participate, my experience 

of conducting this research suggests this is likely multi-factorial. Firstly, it is possible that busy work 

schedules represented a practical barrier. Secondly, some psychologists may have been hesitant to 

volunteer due to limited experience of seclusion and doubts about their ability to make a meaningful 

contribution to the research. Thirdly, psychologists may have been hesitant to participate due to the 

sensitive nature of the topic. This raises the possibility of nonresponse bias in the findings. However, 

for data protection and practical reasons it was not possible to gather information on why some 

participants chose not to participate. Despite this, the range of experience that the psychologists 



111 
 

had and the diverse views they expressed suggests that some confidence can be had that the 

themes identified would remain largely unchanged with different participants.  

 

5.3 The Implications of the Research  

As noted in Chapter One, this research aimed to make an original contribution to the field of clinical 

psychology, while having relevance to a broader audience, such as other health professional, service 

user advocacy groups and policy makers. The findings of this research have highlighted a number of 

points that are relevant to clinical practice, governance and future research within and beyond 

clinical psychology. 

The findings of both studies underscore the importance of greater reflective practice in 

relation to seclusion, as well as its interface with recovery. They emphasise the importance of 

looking beyond behaviour when judging the value, need for and impact of seclusion. Sambrano and 

Cox (2013) stated: 

“While some nurses and some researchers continue to suggest that seclusion works to 

reduce agitation and calm clients, one must question whether it is the effect of being 

isolated which calms clients or the effect of being punished, feeling powerless, medicated, 

humiliated, and dehumanized which produces a client who no longer exhibits the behaviours 

which required them to be secluded” (p. 528). 

They highlight the need to consider the function of a person’s behaviour and the role of 

meaning-making in shaping the unique lived-experience of individuals. As noted by Mason (1994b), 

while the motives for the use of control in seclusion are central to carrying out the act itself, it is “the 

recipient’s perception of the effect of its enactment that features most large for them” (p. 60). The 

findings also point out the need for services to consider the active role that staff and systems play in 

the moment-to-moment co-production of social situations. Further, they underscore the need for 

services and staff to consider the impact of seclusion on a person’s recovery journey. Notably, the 

same behaviour may be the result of a variety of internal experiences and unmet needs that require 

differentiated responses from staff. The results of both studies indicate that service users would 

likely benefit from personalised practices in relation to seclusion, in so far as possible. Rudnick 

(2013) previously argued that where seclusion is considered necessary it could be done in a person-

centred manner which is informed by a person’s past, present and anticipated future, taking account 

of important factors such as trauma history. 

The findings of both studies also indicate that the procedures and practices surrounding 

seclusion could be revised to partially reconcile seclusion and recovery where the practice is deemed 

necessary. The Australian recovery principles emphasise the role of service users and their 
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supporters being active partners in shaping their care (Australian Government, 2010). The findings 

highlighted opportunities to involve service users, their supporters and MDT members from all 

professions in on-going reflection and collaborative decision-making about their care and 

preferences for crisis management. Findings from the original empirical study point out 

opportunities to initiate conversations about crisis management proactively in community-based 

services or early in an admission before crises ever develop. The concept of mental health advance 

directives offers one avenue to formally incorporate service user values and preferences in their 

care, in order to increase their sense of control and reduce the sense of coercion associated with 

practices such as seclusion (Murray & Wortzel, 2019). 

The findings also highlight the opportunity to redesign seclusion rooms in order to make 

them actively soothing, rather than largely functioning as containment spaces, as suggested by the 

findings of both studies. Notably, the call for such changes has already been made by Kuosmanen et 

al. (2015). Some literature already exists on the benefits of freely available ‘comfort’ or ‘sensory’ 

rooms to support service users to regulate their emotions and behaviour in a manner that is 

consistent with recovery (Cummings et al., 2010; WHO, 2017; Wiglesworth & Farnworth, 2016). 

Notably, sensory rooms have been used by people with developmental disabilities for many years to 

help with emotion regulation (Chan et al., 2010). While these rooms aim to reduce the need for 

seclusion rather than serve as an alternative in moments of crisis, some of these ideas could 

theoretically be applied to seclusion itself to make it more soothing and in line with recovery. 

Iversen et al. (2011) described a Norwegian approach to managing risk, which can be best viewed as 

a secure low stimulus space rather than seclusion per se. In the service described, service users were 

accompanied by staff and potentially a small number of other service users to a low stimulus area 

containing multiple rooms, including a living room. Service users could freely move between these 

rooms. While such a space may not be sufficient to maintain safety under all circumstances, similar 

adjustments to seclusion could partially reconcile the procedure with recovery.  

The seismic changes recently underway in mental health systems throughout the world that 

were described in Chapter One are only one facet of wider significant social change underway. 

Particularly in the western world, many traditional ideologies, social constructs and social norms 

have been greatly challenged, revised or exchanged in recent years for new ways of understanding 

the world and living. Broadly speaking, many of these changes have aimed to promote better 

understanding of the lived-experience of marginalised and disempowered groups and promote their 

rights. The changes taking place within mental health are consistent with this broader pattern. They 

include significant challenges to the dominant biomedical model of human distress (Johnstone & 

Boyle, 2018) and paternalism, coupled with an increasing emphasis on self-determination and 
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recognition of service users as ‘experts by experience’. As such, aspects of mental health care that 

were once taken as fact and were beyond questions are increasingly being viewed through a social 

constructivist lens. Across the two studies references are made to therapeutic versus traumatic 

effects of seclusion, the functions of containing risk versus punishment, and seclusion rooms as 

supporting regulation versus being socially and materially deprived spaces. The findings demonstrate 

that multiple narratives can be constructed for and against seclusion and the nature of its interface 

with recovery. While many of these narratives appear logical and reasonable when considered in 

isolation, such simple narratives do not account for the need to balance multiple conflicting 

priorities that cannot be easily reconciled. In reflecting on controversial historic medical practices, 

Mason (1994b) insightfully commented that “dogma and bigotry, on all sides, can so easily lead to 

narrowness of thought and entrenched positions being taken up without any analysis or 

understanding of the alternative viewpoints: a condition very reminiscent of the seclusion debate” 

(p. 55). 

The findings of both studies suggest that in the absence of changes to the way AMH services 

are structured and function, as well as wider societal changes related to mental health, calls for the 

complete elimination of seclusion and strict adherence to a recovery model could be somewhat 

idealistic for some settings. While such calls are based on a mixture of empirical findings, 

philosophical arguments and political drives, as noted in Chapter One, care must be taken to avoid 

polarised stances based on overly-simplified narratives. These may ultimately be detrimental to 

service user outcomes. In the absence of a nuanced understanding and efforts to balance the 

conflicting priorities, there is a risk that future clinical practice could suffer from different but equally 

problematic limitations, leading to calls for yet another ideological revision. The findings of this 

thesis underscore the need to openly acknowledge the reality of conflicting priorities in relation to 

seclusion and recovery in AMH services. They highlight the importance of conscientiously balancing 

these needs as best as possible in any given moment to ensure ethical practice, rather than 

consistently prioritising some needs to the detriment of others. 

As previously discussed, the psychologists interviewed broadly held well-developed and 

nuanced views on the interface of seclusion and recovery. They frequently expressed a desire for 

more meaningful reflection on seclusion and recovery within their services and wished to play a role 

in this. They empathised with the challenging roles of psychiatry and nursing and perceived that a 

range of systemic factors impacted on seclusion and recovery in their services. While there was 

limited evidence in the systematic review that the uniqueness of service users was recognised by 

staff, the psychologists frequently reflected on the unique experiences and needs of service users. 

The participants perceived that psychology could and should play a role in activities that aim to 
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reduce the use of seclusion. As previously discussed, Irish mental health services are in the process 

of developing towards a model of multi-disciplinary shared care and psychology has been identified 

as a standard presence within AMH teams (Department of Health and Children, 2006). As a standard 

presence, it seems reasonable that the perspectives of all disciplines involved should be heard and 

considered in discussions about such complex matters. Taken together, these findings suggest that 

psychologists are well-suited to make meaningful contributions on this topic at local level within 

AMH services and also as part of wider discussions at a national level. These findings have the 

potential to raise awareness of the experiences of Irish psychologists within and beyond their 

discipline and could contribute to wider discussions about changes currently underway in mental 

health services. 

 

5.4 Final Conclusions 

The overall aim of this thesis was to explore the perspectives and experiences of staff and service 

users on the use of seclusion in the context of recovery-oriented practice, with a particular focus on 

psychologists. No studies to date have explored this topic, leaving a gap in knowledge. Further, no 

studies have specifically explored the perspectives and experiences of psychologists in relation to 

seclusion, let alone its use in the context of recovery-oriented practice. The findings provide rich 

insights that address the individual research questions of each study as well as the overall aims of 

the thesis. 

In the systematic review, little evidence was found of the principles of recovery-oriented 

practice in the perspectives of staff and service users on seclusion. Where limited evidence of the 

Australian recovery principles (Australian Government, 2010) was found, this was consistently 

accompanied by a larger body of findings indicating that seclusion was perceived as being in direct 

opposition to recovery-oriented practice. Service user perspectives consistently placed seclusion and 

recovery at greater odds than staff perspectives. The findings of the original empirical study indicate 

that seclusion is a peripheral topic within the work of Irish psychologists and Irish psychology more 

broadly. The psychologists viewed the use of seclusion in AMH services as problematic and believed 

that seclusion and recovery-oriented practice were largely at odds. Despite their concerns, the 

psychologists recognised a limited place for seclusion in AMH services as they are currently 

structured and function. They also perceived that a range of systemic factors impacted on seclusion 

and recovery-oriented practice within their services. Overall, the findings of this thesis highlight the 

existence of many conflicting priorities in AMH services in relation to seclusion and recovery. Many 

of these needs are paradoxical and cannot be easily reconciled. As a result, they contribute to ethical 
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dilemmas in clinical practice. The findings underscore the need to develop nuanced understandings 

of the use of seclusion in recovery-oriented practice. 

In line with the aims of this research, the findings of this thesis make an original contribution 

to the field of clinical psychology, while having relevance to a broader audience, such as other health 

professions, service user advocacy groups and policy makers. The findings have a number of 

implications for clinical practice, governance and research. Firstly, they highlight the importance of 

reflective practice in relation to seclusion and recovery. Secondly, they point to changes that can be 

made to the procedures and practices surrounding seclusion and seclusion rooms to partially 

reconcile the practice with recovery. Most importantly, the findings highlight the need to openly 

acknowledge the reality of conflicting priorities in relation to seclusion and recovery in AMH services 

and the importance of conscientiously balancing these needs as best as possible in any given 

moment to ensure ethical practice. The findings of this thesis shed light on the perspectives and 

experiences of psychologists in particular and have the potential to raise awareness of this within 

clinical psychology and beyond. The findings suggest that psychologists are well-suited to participate 

in local and national discussions on the complexities of using seclusion in recovery-oriented practice. 

This may be particularly valuable as Irish AMH services continue to adopt an ethos of recovery-

oriented practice and a model of collaborative multi-disciplinary shared care. More broadly, this 

thesis provides rich findings on a contentious and understudied topic and has the potential to 

contribute to greater dialogue at a local, national and international level. Importantly, this thesis 

represents only a small contribution to an understudied area and there is a need for further research 

on the use of seclusion in the context of recovery-oriented practice. The views of service users on 

this topic and those of other health professionals working in AMH settings are an important 

outstanding focus for research. 
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Appendices 

Appendix 2. 1  Principles of Recovery-Oriented Practice (Australian Government, 2010) 

 

Extracted from: Australian Government (2010). National Standards for Mental Health Services. 

http://www.health.gov.au/internet/main/publishing.nsf/Content/CFA833CB8C1AA178CA257BF0

001E7520/$File/servst10v2.pdf 

 

From the perspective of the individual with mental illness, recovery means gaining and retaining 

hope, understanding of ones abilities and disabilities, engagement in an active life, personal 

autonomy, social identity, meaning and purpose in life, and a positive sense of self. 

 

It is important to remember that recovery is not synonymous with cure. Recovery refers to both 

internal conditions experienced by persons who describe themselves as being in recovery— hope, 

healing, empowerment and connection—and external conditions that facilitate recovery—

implementation of human rights, a positive culture of healing, and recovery-oriented services. 

(Jacobson and Greenley, 2001 p.  482) 

 

The purpose of principles of recovery oriented mental health practice is to ensure that mental health 

services are being delivered in a way that supports the recovery of mental health consumers. 

 

1) Uniqueness of the individual 

recovery oriented mental health practice: 

 recognises that recovery is not necessarily about cure but is about having opportunities for 

choices and living a meaningful, satisfying and purposeful life, and being a valued member of 

the community 

 accepts that recovery outcomes are personal and unique for each individual and go beyond 

an exclusive health focus to include an emphasis on social inclusion and quality of life 

 empowers individuals so they recognise that they are at the centre of the care they receive. 

 

2) Real choices 

recovery oriented mental health practice: 

 supports and empowers individuals to make their own choices about how they want to lead 

their lives and acknowledges choices need to be meaningful and creatively explored 
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 supports individuals to build on their strengths and take as much responsibility for their lives 

as they can at any given time 

 ensures that there is a balance between duty of care and support for individuals to take 

positive risks and make the most of new opportunities. 

 

3) Attitudes and rights 

recovery oriented mental health practice: 

 involves listening to, learning from and acting upon communications from the individual and 

their carers about what is important to each individual 

 promotes and protects individual’s legal, citizenship and human rights 

 supports individuals to maintain and develop social, recreational, occupational and 

vocational activities which are meaningful to the individual 

 instils hope in an individual’s future and ability to live a meaningful life. 

 

4) Dignity and respect 

recovery oriented mental health practice: 

 consists of being courteous, respectful and honest in all interactions 

 involves sensitivity and respect for each individual, particularly for their values, beliefs and 

culture 

 challenges discrimination and stigma wherever it exists within our own services or the 

broader community. 

  

5) Partnership and communication 

recovery oriented mental health practice: 

 acknowledges each individual is an expert on their own life and that recovery involves 

working in partnership with individuals and their carers to provide support in a way that 

makes sense to them 

 values the importance of sharing relevant information and the need to communicate clearly 

to enable effective engagement 

 involves working in positive and realistic ways with individuals and their carers to help them 

realise their own hopes, goals and aspirations. 

 

6) Evaluating recovery 

recovery oriented mental health practice: 
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 ensures and enables continuous evaluation of recovery based practice at several levels 

 individuals and their carers can track their own progress 

 services demonstrate that they use the individual’s experiences of care to inform quality 

improvement activities 

 the mental health system reports on key outcomes that indicate recovery including (but not 

limited to) housing, employment, education and social and family relationships as well as 

health and well being measures. 
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Appendix 2. 2  PRISMA-P Statement 

Section/topic # Checklist item 
Information reported  Line 

number(s) Yes No 

ADMINISTRATIVE INFORMATION   

Title  

  Identification  1a Identify the report as a protocol of a systematic review    

  Update  1b If the protocol is for an update of a previous systematic review, identify as such    

Registration  2 
If registered, provide the name of the registry (e.g., PROSPERO) and registration number in the 
Abstract 

   

Authors  

  Contact  3a 
Provide name, institutional affiliation, and e-mail address of all protocol authors; provide physical 
mailing address of corresponding author 

   

  Contributions  3b Describe contributions of protocol authors and identify the guarantor of the review    

Amendments  4 
If the protocol represents an amendment of a previously completed or published protocol, identify 
as such and list changes; otherwise, state plan for documenting important protocol amendments 

   

Support  

  Sources  5a Indicate sources of financial or other support for the review    

  Sponsor  5b Provide name for the review funder and/or sponsor    

  Role of 
sponsor/funder  

5c Describe roles of funder(s), sponsor(s), and/or institution(s), if any, in developing the protocol 
   

INTRODUCTION  

Rationale  6 Describe the rationale for the review in the context of what is already known    

Objectives  7 

Provide an explicit statement of the question(s) the review will address with reference to 
participants, interventions, comparators, and outcomes (PICO) 

 

   

METHODS  

Eligibility criteria  8 
Specify the study characteristics (e.g., PICO, study design, setting, time frame) and report 
characteristics (e.g., years considered, language, publication status) to be used as criteria for 
eligibility for the review 

   

Information sources  9 
Describe all intended information sources (e.g., electronic databases, contact with study authors, 
trial registers, or other grey literature sources) with planned dates of coverage 
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Section/topic # Checklist item 
Information reported  Line 

number(s) Yes No 

Search strategy  10 
Present draft of search strategy to be used for at least one electronic database, including planned 
limits, such that it could be repeated 

   

STUDY RECORDS  

  Data management  11a Describe the mechanism(s) that will be used to manage records and data throughout the review    

  Selection process  11b 
State the process that will be used for selecting studies (e.g., two independent reviewers) through 
each phase of the review (i.e., screening, eligibility, and inclusion in meta-analysis) 

   

  Data collection 
process  

11c 
Describe planned method of extracting data from reports (e.g., piloting forms, done 
independently, in duplicate), any processes for obtaining and confirming data from investigators 

   

Data items  12 
List and define all variables for which data will be sought (e.g., PICO items, funding sources), any 
pre-planned data assumptions and simplifications 

   

Outcomes and 
prioritization  

13 
List and define all outcomes for which data will be sought, including prioritization of main and 
additional outcomes, with rationale 

   

Risk of bias in individual 
studies  

14 
Describe anticipated methods for assessing risk of bias of individual studies, including whether 
this will be done at the outcome or study level, or both; state how this information will be used in 
data synthesis 

   

DATA 

Synthesis  

15a Describe criteria under which study data will be quantitatively synthesized   N/A 

15b 
If data are appropriate for quantitative synthesis, describe planned summary measures, methods 
of handling data, and methods of combining data from studies, including any planned exploration 
of consistency (e.g., I 

2
, Kendall’s tau) 

  N/A 

15c 
Describe any proposed additional analyses (e.g., sensitivity or subgroup analyses, meta-
regression) 

  N/A 

15d If quantitative synthesis is not appropriate, describe the type of summary planned    

Meta-bias(es)  16 
Specify any planned assessment of meta-bias(es) (e.g., publication bias across studies, selective 
reporting within studies) 

   

Confidence in 
cumulative evidence  

17 Describe how the strength of the body of evidence will be assessed (e.g., GRADE) 
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Appendix 2. 3  Process of Developing the Search String 

Rationale for Having a Broad Search String 

Based on informal searches of the literature I suspected that there were less than 20 studies on 

topic. Therefore, I perceived that if I had particularly tight criteria, I might risk ending up with too 

few papers for a meaningful review and would have to redo the searches and screening with 

different search criteria. 

 

Stage 1: Developing an Exhaustive Search String 

An exhaustive list of terms was identified and organised into three parts. The first part specified the 

individuals of interest (e.g. ‘staff’ and ‘service users’), the second specified the practice of interest 

(e.g. ‘seclusion’) and the third specified the subject of interest (e.g. ‘perspectives’). Terms were 

initially identified by the academic supervisor and I and this was expanded upon by consulting 

related reviews. The exhaustive list of terms is included in the Table A2.1. The terms included were 

arranged into a search string using Boolean logic as follows: 

service user* OR patient OR inpatient OR client OR consumer OR staff* OR nurse* OR 

psychiatrist* OR psychologist* OR therapist* OR advoca* 

AND 

seclu* OR restricti* OR restrai* OR coerc* OR isolat* OR confin* OR segregat* OR contain* 

OR locked OR padded OR involuntar* 

AND 

Perspective* OR perception OR perceive* OR view* OR opinion* OR thoughts OR attitude* 

OR experience OR impact OR effect OR influence OR descri* OR feel* 

The exhaustive search string returned 121,950 results on Medline when no limited were applied. It 

was apparent that significant revision was required to the search string. Each term was removed one 

at a time to evaluate the impact of each individual term on the results (see Table A2.1). Based on the 

results a number of terms that had a significant impact on the research were considered to be 

unhelpful. 

 

Table A2.1 Terms identified for an exhaustive search string and their inclusion in related reviews 

by Sailas and Fenton (2012) and Mellow et al. (2017). 

Search term Studies in which search 
terms were included 

Reduction in records returned when 
single terms are removed from searches 
(total returned = 121,950)* 

   
Set 1   

Service user* Mellow et al. (2017) 244 
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Patient Both 108,711 
Inpatient Mellow et al. (2017) 414 
Client Mellow et al. (2017) 476 
Consumer Neither 1,498 
Staff* Neither 1,035 
Nurse* Neither 1,229 
Psychiatrist* Neither 96 
Psychologist* Neither 115 
Therapist* Neither 224 
Advoca* Neither 670 

Set 2   
Seclu* Both 105 
Restricti* Mellow et al. (2017) 17,145 
Restrai* Both 1,781 
Coerc* Both 555 
Isolat* Sailas & Fenton (2000) 44,184 
Confin* Mellow et al. (2017) 4,644 
Segregat* Mellow et al. (2017) 1,903 
Contain* Both 42,890 
Locked Sailas & Fenton (2000) 810 
Padded Sailas & Fenton (2000) 40 
Involuntar* Sailas & Fenton (2000) 1,932 

Set 3   
Perspective* Neither 937 
Perception Mellow et al. (2017) 771 
Perceive* Mellow et al. (2017) 673 
View* Neither 2,710 
Opinion* Mellow et al. (2017) 757 
Thoughts Neither 2,585 
Attitude* Mellow et al. (2017) 519 
Experience Mellow et al. (2017) 5,935 
Impact Mellow et al. (2017) 8,014 
Effect Neither 39,005 
Influence Neither 6,335 
Descri* Mellow et al. (2017) 27,629 
Feel* Mellow et al. (2017) 483 

   

Note. Searches were completed on Medline using the Proquest interface on 31/07/2018. Searches 
were limited to abstracts, peer-reviewed literature, studies published from 1990 – 2018 and studies 
with humans. 
*Terms that results in a reduction of >2000 when removed are in bold 

 

Search Limits 

Based on the results of initial search results presented in Table A2.1 it was evident that further limits 

needed to be placed on searches. Therefore searches were completed to explore the impact of 

potential limits. The following limits were identified and placed on searches:  

 Peer-reviewed literature: This excluded books and other publications and ensured that 

studies were conducted and reported according to minimum acceptable standards. 
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 Titles and abstracts: This included only those studies in which some of the terms in the 

search string appear as important concepts. 

 Studies published from 1990 to 2018: as discussed in Chapter One, recovery emerged as a 

distinct concept in the early 1990s (Anthony, 1993). 

 Searches with human participants: As the population of interest in staff and service users, it 

was not anticipated that any relevant studies would include non-human participants. 

The impact of these limits on the number of records found in searches using the exhaustive search 

string is outlined in Table A2.2 below. 

 

Table A2.2 The impact of search limits on the results of searches using the exhaustive search string 

Database Interface Search limits No. of records 
(abstracts only) 

    
Psycinfo Proquest Abstracts 32,732 
  Abstracts, peer reviewed 24,367 
  Abstracts, peer reviewed, 1990 - 2018 21,472 
  Abstracts, peer reviewed, 1990 - 2018, with 

humans 
20,212 

    
CINAHL Plus EBSCOhost  Abstracts 36,812 
  Abstracts, peer-reviewed 34,911 
  Abstracts, peer-reviewed , 1990 – 2018 34,679 
  Abstracts, peer-reviewed , Jan 1990 – July 2019, 

with humans 
22,046 

    
MEDLINE Proquest Abstracts 181,742 
  Abstracts, peer-reviewed 158,968 
  Abstracts, peer-reviewed, 1990 – 2018 146,798 
  Abstracts, peer-reviewed, 1990 – 2018, with 

humans 
121,950 

    
Embase Elsevier Abstract * 106,756 
  Abstract, 1990 – 2018 * 99,635 
  Abstract, 1990 – 2018, with humans * 89,159 
    

Note. Data included in this table was obtained following searches on 31/07/2018, except for 
Psychinfo, which was obtained on 02/08/2018. 
* All publications on Embase are peer-reviewed, therefore this was not specified in the search string 
 
 
Stage 2: Developing a Refined Search String 

As noted, a very large number of records were found using the exhaustive search string. The decision 

was therefore taken to exclude a number of terms. The purpose of this was to make the screening 

process more feasible while maintaining the validity of the search. The decision about which terms 
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to exclude was based on a combination of factors including: 1) consideration by the academic 

supervisor and I about whether terms were critical to the validity of the search or were extraneous; 

2) whether terms were included or not in either of the two similar reviews, and 3) an iterative 

process of excluding individual terms and combinations of terms from searches to observe the 

impact that their exclusion would have on the number of records returned. Details of this process 

are presented in Table A2.3 

 

Table A2.3 The impact of removing search terms on the results of searches results using exhaustive 

search string with limits applied 

Database Interface No. of 
records 
(titles)** 

No. of 
records 
(abstracts 
only)** 

Term(s) excluded 

     
Medline Proquest 1,016 121,950 N/A 
  628 77,766 isloat* 
  414 32,244 isloat*, contain* 
  372 30,096 isloat*, contain*, impact* 
  249 19,940 isloat*, contain*, impact*, effect 
  229 17,055 isloat*, contain*, impact*, effect, 

influence 
  225 RUN 

SEARCH 
9,655 isloat*, contain*, impact*, effect, 

influence, descri* 
     
Embase Elsevier 124 9,345 isloat*, contain*, impact*, effect, 

influence, descri* 
     
Psycinfo Proquest 208 4,680 isloat*, contain*, impact*, effect, 

influence, descri* 
     
CINAHL Plus EBSCOhost 81 2,874 isloat*, contain*, impact*, effect, 

influence, descri* 
     

Note. Data included in this table was obtained following searches on 31/07/2018. Duplicates were 
not removed from separate searches of titles and abstract on single databases. 
Searches were limited to peer-reviewed literature, titles and abstracts, publication date of 
01/01/1990 or after and to humans. 
** These estimates reflect the total number of records returned. Therefore they likely include a 
number of duplicates. 
 

The decision was taken to exclude the following terms due to their unhelpful impact on the results: 

“isloat*”, “contain*”, “impact*”, “effect”, “influence” and “descri*”. The search string was then 

revised to the following:  
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service user* OR patient OR inpatient OR client OR consumer OR staff* OR nurse* OR 

psychiatrist* OR psychologist* OR therapist* OR advoca* 

AND 

seclu* OR restricti* OR restrai* OR coerc* OR confin* OR segregat* OR locked OR padded 

OR involuntar* 

AND 

Perspective* OR perception OR perceive* OR view* OR opinion* OR thoughts OR attitude* 

OR experience OR feel* 

The following search limits decided upon were: titles and abstracts only, peer-reviewed literature, 

published between 1990 and 2018 and studies with humans. 

 

Stage 3: Developing the Final Search String and Limits 

Although it was hoped that the refined search string and limits would suffice, they returned more 

records that could be feasibly reviewed given the time and resource constraints. They were 

therefore revised after further reflection and exploration based on the follow findings: 

 Level of relevance: Based on 365 records from informal searches, only one study seemed to 

focus exactly on the perspectives and experiences of staff and service users on the use of 

seclusion in AMH services. A small number of other studies seemed somewhat relevant and 

worthy of a closer look.  

 Unexpected results: Although a high volume of irrelevant studies were found, no dominant 

or unexpected pattern was found upon reviewing these closely 

 Time requirements: There were 16,990 records in total. I screened 365 studies in 1 hour 20 

minutes on 03/08/2018. This is a rate of 274 per hour. At this rate, screening would take at 

least 62 hours of fully focused work. 

 Duplicates found: Searches on CINAHL Plus and Embase retrieve records from Medline by 

default, however there was an option to exclude Medline from searches. While Covidence 

tried to remove duplicates when importing studies, some duplicates remained. Investigation 

revealed minor differences in the way databases and/or interfaces process/export 

information about studies. For example, some store/export first names as they are, while 

others store/export them as initials. 

 Interface programming: Proquest and Embase appeared to have searched for the term 

“review” based on the inclusion of the term “view”. This resulted in additional irrelevant 

studies. Quotation marks were placed around the term “thoughts” as well as this had a big 

impact on the results. 
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The final search string was as follows:  

service user* OR patient OR inpatient OR client OR consumer OR staff* OR nurse* OR 

psychiatrist* OR psychologist* OR therapist* OR advoca* 

AND 

seclu* OR restricti* OR restrai* OR coerc* OR confin* OR segregat* OR locked OR padded 

OR involuntar* 

AND 

Perspective* OR perception OR perceive* OR "views" OR "thoughts" OR opinion* OR 

attitude* OR experience OR feel* 

The limits placed on the final searches were as follows: 

 All databases 

o Titles and Abstracts only 

o Published between 1990 and 2018 

o Studies with humans 

 Medline, Psycinfo, CINAHL Plus (Embase only contains peer-reviewed literature) 

o Peer-reviewed literature 

 Embase 

o Exclude records from Medline 

 CINAHL: 

o Exclude records from Medline 

 

Notably, the number of results returned from Medline through the Proquest interface was greater 

than the number returned when Medline results were included in Embase and CINAHL. It was 

unclear why this was the case. As inclusion of Medline would have resulted in many duplicates that 

Covidence could not identify and remove it was not feasible to include Medline in all three 

databases. Therefore, it was decided to only include findings from Medline through  the Proquest 

interface. 
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Appendix 2. 4  Search Strings Used for Each Database 

All of the searches were completed on: 23/08/2018 
 

Database (interface) Abstract searches Title searches 

Embase (Elsevier) ('service user*':ab OR 
'patient':ab OR 'inpatient':ab 
OR 'client':ab OR 'consumer':ab 
OR 'staff*':ab OR 'nurse*':ab 
OR 'psychiatrist*':ab OR 
'psychologist*':ab OR 
'therapist*':ab OR 'advoca*':ab) 
AND ('seclu*':ab OR 
'restricti*':ab OR 'restrai*':ab 
OR 'coerc*':ab OR 'confin*':ab 
OR 'segregat*':ab OR 
'locked':ab OR 'padded':ab OR 
'involuntar*':ab) AND 
('perspective*':ab OR 
'perception':ab OR 
'perceive*':ab OR 'views':ab OR 
'thoughts':ab OR 'opinion*':ab 
OR 'attitude*':ab OR 
'experience':ab OR 'feel*':ab) 
AND [1990-2018]/py AND 
[humans]/lim AND 
[embase]/lim 

('service user*':ti OR 'patient':ti 
OR 'inpatient':ti OR 'client':ti OR 
'consumer':ti OR 'staff*':ti OR 
'nurse*':ti OR 'psychiatrist*':ti 
OR 'psychologist*':ti OR 
'therapist*':ti OR 'advoca*':ti) 
AND ('seclu*':ti OR 'restricti*':ti 
OR 'restrai*':ti OR 'coerc*':ti OR 
'confin*':ti OR 'segregat*':ti OR 
'locked':ti OR 'padded':ti OR 
'involuntar*':ti) AND 
('perspective*':ti OR 
'perception':ti OR 'perceive*':ti 
OR 'views':ti OR 'thoughts':ti OR 
'opinion*':ti OR 'attitude*':ti OR 
'experience':ti OR 'feel*':ti) 
AND [1990-2018]/py AND 
[humans]/lim AND 
[embase]/lim 
 

   

   
Cinahl (EBSCOHost) AB ( service user* OR patient 

OR inpatient OR client OR 
consumer OR staff* OR nurse* 
OR psychiatrist* OR 
psychologist* OR therapist* OR 
advoca* ) AND AB ( seclu* OR 
restricti* OR restrai* OR coerc* 
OR confin* OR segregat* OR 
locked OR padded OR 
involuntar* ) AND AB ( 
Perspective* OR perception OR 
perceive* OR "views" OR 
"thoughts" OR opinion* OR 
attitude* OR experience OR 
feel* ) 

Limiters applied: 
Publication Year: 1990-2018; 
Peer Reviewed; Exclude 
MEDLINE records; Human 

TI ( service user* OR patient OR 
inpatient OR client OR 
consumer OR staff* OR nurse* 
OR psychiatrist* OR 
psychologist* OR therapist* OR 
advoca* ) AND TI ( seclu* OR 
restricti* OR restrai* OR coerc* 
OR confin* OR segregat* OR 
locked OR padded OR 
involuntar* ) AND TI ( 
Perspective* OR perception OR 
perceive* OR "views" OR 
"thoughts" OR opinion* OR 
attitude* OR experience OR 
feel* ) 

Limiters applied: 
Publication Year: 1990-2018; 
Peer Reviewed; Exclude 
MEDLINE records; Human 

   

   
Medline (Proquest) ab(service user* OR patient OR ti(service user* OR patient OR 
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Database (interface) Abstract searches Title searches 

 
 
 
 
 

inpatient OR client OR 
consumer OR staff* OR nurse* 
OR psychiatrist* OR 
psychologist* OR therapist* 
OR advoca*) AND ab(seclu* 
OR restricti* OR restrai* OR 
coerc* OR confin* OR 
segregat* OR locked OR 
padded OR involuntar*) AND 
ab(Perspective* OR perception 
OR perceive* OR "views" OR 
"thoughts" OR opinion* OR 
attitude* OR experience OR 
feel*) AND human(yes) AND 
peer(yes) AND pd(1990-2018) 

inpatient OR client OR 
consumer OR staff* OR nurse* 
OR psychiatrist* OR 
psychologist* OR therapist* 
OR advoca*) AND ti(seclu* OR 
restricti* OR restrai* OR 
coerc* OR confin* OR 
segregat* OR locked OR 
padded OR involuntar*) AND 
ti(Perspective* OR perception 
OR perceive* OR "views" OR 
"thoughts" OR opinion* OR 
attitude* OR experience OR 
feel*) AND human(yes) AND 
peer(yes) AND pd(1990-2018) 

   

   
Psychinfo (Proquest) ab(service user* OR patient OR 

inpatient OR client OR 
consumer OR staff* OR nurse* 
OR psychiatrist* OR 
psychologist* OR therapist* 
OR advoca*) AND ab(seclu* 
OR restricti* OR restrai* OR 
coerc* OR confin* OR 
segregat* OR locked OR 
padded OR involuntar*) AND 
ab(Perspective* OR perception 
OR perceive* OR "views" OR 
"thoughts" OR opinion* OR 
attitude* OR experience OR 
feel*) AND peer(yes) AND 
po.exact("human") AND 
pd(1990-2018) 

ti(service user* OR patient OR 
inpatient OR client OR 
consumer OR staff* OR nurse* 
OR psychiatrist* OR 
psychologist* OR therapist* 
OR advoca*) AND ti(seclu* OR 
restricti* OR restrai* OR 
coerc* OR confin* OR 
segregat* OR locked OR 
padded OR involuntar*) AND 
ti(Perspective* OR perception 
OR perceive* OR "views" OR 
"thoughts" OR opinion* OR 
attitude* OR experience OR 
feel*) AND peer(yes) AND 
po.exact("human") AND 
pd(1990-2018) 
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Appendix 2. 5  Inclusion and Exclusion Criteria at the Title/Abstract and Full-Text Screening Stages 

 Title and abstract screening  Full-text screening 
 Inclusion Criteria Exclusion Criteria  Reasons for exclusion 

     
Sample - Aged 18+ 

- Previous/current service 
users that have been in 
seclusion 
- Staff/other professionals 
working in mental health 
services that are familiar 
with seclusion through their 
roles 
 

- Exclude studies with non-humans where data from 
humans cannot be selectively extracted. 
- Aged <18; Exclude studies with both adults and children 
where data from adults cannot be selectively extracted 
- No minimum size 
- Exclude studies with service users that have been in 
seclusion and those that have not, if data from those that 
have been in seclusion cannot be selectively extracted. 
- No exclusion of staff/professionals due to indirect 
exposure/ familiarity only 

 -Data on <18yo and 18yo+. Can’t selectively extract 
data from 18yo+ only 
- <18yo only 
- Data from service users that have/haven’t been in 
seclusion. Can’t selectively extract data from service 
users that have been in seclusion. 

     
Phenomenon 
of interest 
 

- Reports on use of 
seclusion with service users 
in AMH services 
 

- Exclude studies on seclusion in multiple settings if data 
relating to mental health services cannot be selectively 
extracted. 

 - Data on seclusion in multiple settings. Can’t 
selectively extract data from AMH services  
- Data on seclusion, but not in AMH services 
 

    
Design - All welcome 

 
- All welcome 
 

 N/A 

    
Evaluation 
 

- Studies reporting staff 
and/or service user 
perspectives on seclusion. 
‘Perspective’ encompasses 
views, attitudes and 
experiences. 
- Include at the screening 
stage even if perspectives 
on seclusion are a minor 
focus within a broader 
study. 

- Exclude where perspectives on seclusion forms a 
subcomponent of the overall study if these cannot can be 
selectively extracted. 
 

 -Perspectives on multiple restrictive practices. Can’t 
selectively extract data on seclusion. 
- No perspectives on seclusion 
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 Title and abstract screening  Full-text screening 
 Inclusion Criteria Exclusion Criteria  Reasons for exclusion 

Research type 
 

- All welcome 
 

- Exclude mixed-methods studies where data cannot be 
clearly distinguished and extracted 

 - No empirical data 
- No original empirical data 
- Mixed methods study. Can’t clearly distinguish and 
extract data. 

    
Publication 
status 

- peer-reviewed 
 

- Exclude non-peer-reviewed 
- Published 1990-2018 
- Exclude is full-text cannot be obtained (Make all 
reasonable efforts) and list in appendix 
- Duplicate of another publication/ republication of same 
data with markedly similar analysis where no ambiguity 
exists 

 - Duplicate of another publication/ republication of 
same data with markedly similar analysis 
- Not-peer reviewed 
- Published before 1990 
- Can’t obtain full text (await outcome of attempts) 
- Abstract only, from conference presentation 

    
Language 
 

- Full-text published in 
English. 

Exclude studies where full-text is not published in English. 
Screen published translations of titles and/or abstracts. 
Translate non-English titles and/or abstracts using Google 
Translate. If it appears relevant, list in appendix. 

 - Likely relevant, but full-text not available in English 
(make note – to be listed in appendix) 
 

    
Other    Other 

- Other reason (add note to explain) 
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Appendix 2. 6  Non-English Studies that Appeared to be Relevant 

 
An English translation of each study title is provided below. Database records for some studies 

included English language titles. Where no English language title was included, titles were translated 

using Google Translate. The translated titles completed using Google Translate are preceded by an 

asterisk. 

 

Armgart, C., Schaub, M., Hoffmann, K., Illes, F., Emons, B., Jendreyschak, J., Schramm, A., Richter, S., 

Lessmann, J.J., Juckel, G., & Haußleiter, I.S. (2013). Negative Emotionen und Verständnis–

Zwangsmaßnahmen aus Patientensicht [Negative Emotions and Understanding–

Patients’Perspective on Coercion]. Psychiatrische Praxis, 40(5), 278-284.  

Bierbooms, J. J. P. A., Lorenz-Artz, C. A. G., Pols, E., & Bongers, I. M. B. (2017). Drie jaar high en 

intensive care; evaluatie van ervaringen van cliënten en medewerkers en effect op gebruik 

van dwang en drang [*Three years of high and intensive care; evaluation of experiences of 

clients and employees and effect on use of coercion and urge].Tijdschrift voor Psychiatrie, 

59(7), 427-432. 

Cano, N., Boyer, L., Garnier, C., Michel, A., Belzeaux, R., Chabannes, J. M., Samuelian, J. C., & Harle J. 

R. (2011). L’isolement en psychiatrie: point de vue des patients et perspectives éthiques 

[Patients’ perception of seclusion in psychiatry: Ethical perspectives]. L’Encéphale 37, S4—

S10. 

Guivarch, J. & Cano, N. (2013). Usage de la contention en psychiatrie: vécu soignant et perspectives 

éthiques [*Use of restraint in psychiatry: caregiver experience and ethical perspectives]. 

L’Encéphale , 39, 237—243. 

Keating, B. (2009). Les droits du patient: une menace pour les soignants ? [Patients' rights: a threat 

to caregivers?] Santé mentale au Québec, 34(2), 39–49. https://doi.org/10.7202/039125ar.  

Lemonidou, C., Priami, M., Merkouris, A., Kalafati, M, Tafas, C., & Plati, C. (2002). Evaluación de las 

técnicas de aislamiento y contención por parte de los equipos de enfermería en los 

hospitales psiquiátricos griegos [Nurses' perceptions toward seclusion and use of restraints 

for psychiatric patients in Greece]. The European Journal of Psychiatry, 16(2), 81-90. 

Palazzolo, J. (2004). À propos de l’utilisation de l’isolement en psychiatrie : le témoignage de patients 

[About the use of seclusion in psychiatry : the patients’ point of view]. L’Encéphale, 30(3), 

276-84. 

Severs, C. ., Hondius, A. J. K., & Schene, A. H. (2017). Minder separeren, veiligheid creëren; het 

concept ‘veiligheidsgevoel’ in beeld gebracht *Does less seclusion create a safer 
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environment? An attempts to map the concept of ‘feeling safe’?]. Tijdschrift Voor Psychiatrie 

59(10), 20 – 29.  

Ucun, Y., Gürhan, N., Kaya, B. (2015). Psikiyatri Kliniğinde Çalışan Hemşirelerin ve Hekimlerin Hasta 

Kısıtlama Yöntemleri ile İlgili Görüşleri [*Opinions of Nurses and Physicians Working in 

Psychiatry Clinics on Patient Restriction Methods]. Turkish Journal of Research & 

Development in Nursing, 17(2/3), 10-20. 

Vollema, M. G., Hollants, S. J., Severs, C. J., & Hondius, A. J. K. (2012). De determinanten van 

separaties in een psychiatrische instelling: Een naturalistisch en exploratief onderzoek 

[Determinants of seclusion in a psychiatric institution: a naturalistic and exploratory study]. 

Tijdschrift voor Psychiatrie, 54(3), 211-22. 

Yang MS; Chung HH (1993). 精神科住院病人與護理人員對約束及隔離之態度與感受之比較  

[*The attitudes and perceptions of patients and nurses toward restraint and seclusion: a 

comparative study]. Nursing Research, 1(3), 193-204. 
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Appendix 2. 7  Extraction Sheet for Systematic Review 

 

Section and subsection headings  Type of data extracted 

  

Publication details  

Author(s) 

title 

Year 

Journal 

Financial support 

Conflicts of interest 

Direct quotation 

Direct quotation 

Direct quotation 

Direct quotation 

Summary data 

Summary data 

  

Study characteristics  

Service type / setting 

Country/(ies) in which the study was conducted 

Aims / research questions / Hypotheses 

Methodology 

Broad (qualitative, quantitative, mixed) 

Specific design 

Method of data collection and analysis 

Type of qualitative analysis 

Type of statistics (descriptive or inferential) 

Terminology used to refer to seclusion ad definition 

Sample 

Service users 

Sample size 

Gender 

Current or previous inpatient 

Note if other non-suitable service users 

Staff 

Sample size 

Gender 

Relevant role 

Note if other non-suitable staff 

Summary data 

Summary data 

Summary data 

Summary data 

 

 

Summary data 

 

 

Direct quotation  

Summary data 

  

Findings  

Results (including characteristics of quoted participants 

where possible) 

 

Discussion 

Findings from other sections 

Direct quotation / summary data 

(only where data in tables and figures 

cannot easily be directly quoted) 

Direct quotation 

Direct quotation 
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Appendix 3. 1  Topic Guide for Interviews 

Pre-interview items 

 Any questions 

 Limits of confidentiality - safeguarding / malpractice 

 Opportunity to review transcript. 
 
1) Roles of psychologists in the process of seclusion in Ireland 

 Personal role / experience 

 Roles of other psychologists 
Consider: 

o Roles: 
 Decision-making / clinical responsibility 
 Physical presence in clinical area 
 Degree of physical involvement 

o Stages of the seclusion process: 
 Decision-making / authorisation for use 
 Initiation 
 Observation/monitoring / review 
 Discontinuation 
 Post-seclusion review / debriefing 

o Focus of work to consider: 
 Service users 
 Staff (frontline and management) 

 
2) Perspective as a psychologist, on the use of seclusion in AMH services 

 Consider: 
o Therapeutic value 
o Theoretical basis 
o Risk management 
o Human rights 
o Neg. treatment effects 
o Impact on service users 

 Physical 
 Cognitive 
 Affect 
 Social (relationship with staff and wider society) 
 Symptoms 
 Self-esteem / identity 
 Empowerment / disempowerment 
 Hope 

o Impact on staff 
 Cognitive 
 Affective 
 Behavioural norms 

o Service users – staff relationships 
 
3) Understanding seclusion in the context of recovery-oriented care? 

 Perspective on compatibility? 

 Limited applicability of recovery-model to higher risk SUs? 

 Theories which fits seclusion into a recovery model 
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 Functions of seclusion vs principles of recovery: 
o Functions to consider: 

 Prevention of physical injury 
 Arousal / distress regulation 

 Reducing sensory input v sensory deprivation 
 Respite from triggers 
 Social learning 

 Behavioural Intervention (punishment?) 

 Manifestation of power 
o Principles of recovery to consider: 

 Person-centred (sensitivity to values, culture, beliefs, preferences) 
 Choice / empowerment 
 Partnership in care 
 Hope 
 Rights 
 Dignity 
 Respect 

 
4) Professional practice issues faced, especially given context of a recovery-oriented care model? 

 Impact on therapeutic relationship with psych?  
o Coming up in appointments? 
o Service users’ view of psychologist 

 Impact on inter-disciplinary relationships / work 
o Psychiatry 
o Nursing 
o Other 

 Ethical implications 

 Ability to influence practice within professional role 

 Management of own potential cognitive dissonance? 
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Appendix 3. 2  Demographic Information Sheet 

Note. The numeric categories included in the Demographic Information Sheet are not mutually 

exclusive. This oversight represents a limitation of the study. 
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Appendix 3. 3  Evidence of Approval/Exemption from Research Ethics Committee 

UCD Human Research Ethics Committee 
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HSE Dublin South – Amendment sought to UCD Human Research Ethics Committee in the absence 

of a local HSE REC 
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HSE Midlands Research Ethics Committee 
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HSE Galway Clinical Research Ethics Committee 

[Note: It was not possible to retrieve the formal approval letter when preparing this appendix due to 
restricted travel and access to the university during the covid-19 pandemic. This will be retained and 
will be available upon request in the future] 
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HSE South Eastern Area Research Ethics Committee 

[Note: It was not possible to retrieve the formal approval letter when preparing this appendix due to 
restricted travel and access to the university during the covid-19 pandemic. This will be retained and 
will be available upon request in the future] 
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HSE Wicklow Local Health Office 
 

  



 
 

162 
 

Dublin North City Research Ethics Committee 
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Appendix 3. 4  Standardised Invitation for Principal Psychologist Managers to Distribute 

 
Dear _____________,  

 

I am conducting research on the experiences and perspectives of psychologists on the use of 

seclusion in recovery-oriented care. I am contacting you as I am interested in psychologists that have 

worked, or are currently working, in adult mental health services in Ireland in which seclusion is 

used. I am carrying out this as part of my thesis for the Doctoral Programme in Clinical Psychology at 

UCD. 

 

The aims of the research are to:  

1) Enquire about the roles that psychologists working in Irish adult mental health services play in the 

process of seclusion 

2) Explore the perspectives of psychologists on the use of seclusion in adult mental health services  

3) Explore how psychologists understand the use of seclusion in the context of a recovery-oriented 

care model 

4) Explore the professional practice issues faced by psychologists, particularly given that seclusion 

occurs in the context of a recovery-oriented care model 

 

Participants will be invited to take part in a single interview that will focus on their experiences and 

perceptions as professionals and the professional practice issues that arise in the course of their 

work. No studies are known to me that explore these issues with psychologists, either in Ireland or 

abroad.  

 

If you are interested in participating, further details can be found in the information sheet attached 

to this email. If you then wish to participate or have any questions please contact me using the 

following email address: antaine.stiobhairt@ucdconnect.ie 

 

I understand that you a likely very busy. Therefore, I would like to thank you for taking the time to 

consider taking part.  

 

Whether you are able to participate or not, I would greatly appreciate if you could help me to reach 

more psychologists that may be interested in participating by forwarding this email to your 

colleagues, particularly those working in adult mental health services. 

 

Yours sincerely, 

 

Antaine Stíobhairt 

Psychologist in Clinical Training 

HSE / UCD. 
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Appendix 3. 5  Participant Information Sheet 
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Appendix 3. 6  Participant Consent Form 
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Appendix 3. 7  Research Assistant Confidentiality Agreement 
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Appendix 3. 8  Transcription Template 
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Appendix 3. 9  Record of Reflections During Phase One of Thematic Analysis  

Ideas arising in data (e.g. possible connections, patterns and the range of views expressed) 

 Emergency measure v planned in intervention (that s. may be part of care plan) – implications for 

concept of advance directives? 

 Triage 

 Peripheral / removed from practice of seclusion 

 Opinion not asked for 

 Particularly unwell SUs often not referred to psychology 

 The boundaries of what is / isn’t defined as seclusion 

 Being somewhat removed by not being based on wards / being there full time 

 More nuanced views expressed by those that work on wards? – knowledge of policies and 

procedures? 

 Team dynamics – the old guard of psychiatry / nursing and lip service to collaboration / MDT 

 Disciplines defending their turf 

 The subscription to simple narratives v nuanced views in which piece that can’t be easily reconciled 

are held at the same time 

 Reconciling seclusion and recovery – not what’s done but how it’s done? 

 Idealism v the reality of risks 

 Turning point 

 Understanding of how it is used – safety, leverage.... 

 Archaic 

 Historical legacy to be addressed 

 Wider system change 

 Last resort / safety net  

 Openness/closedness among other disciplines to reflecting on use of practice 

 Role of psychologist in influencing practice 

 MDT meetings / ICPs / incident reviews – not really taking place in a meaningful way 

 Role as the reflective conscience of MDT / promoting reflective practice 

 Perceived that psychology has a contribution to make to understanding and reduction 

 Not care anymore, belonging in a hospital? 

 Understanding is that it is used in services as a last resort 

 Individuality of seclusion experience appreciated  

 Holding a vision for service provision 

 Acknowledging good work of frontline staff under challenging circumstance 

 Necessity given current system – otherwise sent to other places 

 Seclusion is a crude way of keeping people safe 
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 Often viewed that seclusion and recovery are at odds on the surface, some indirect links suggested 

upon deeper analysis 

 Desire change v not taking on board roles of other disciplines 

 The lived experience – differentiated for psychosis and personality disorders 

 Queried whether the before, during and after of seclusion could be different 

 Multi-facetted issue 

 Seclusion is an infrequent feature in the psychologists day-to-day (rarely in 1:1 client work, often no 

formal involvement in the process; not invited; not assertively seeking role among some; outside 

realm of awareness for some) 

 Stressful for frontline staff – accountability 

 Going up-stream and fixing the societal source / true community-based services. 

 Paternalism / societies needs / individualism 

 General inpatient model not helpful for recovery 
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Appendix 3. 10  Codes and Candidate Themes  

Codes and candidate themes identified by the author 
 
Seclusion as a peripheral 

topic within Irish 
psychology 

Seclusion as a reluctant 
reality 

 

Seclusion and recovery: A 
problematic interface 

Mental Health Services in 
transition 

Limited experience of S. 
Some indirect exposure to 
S. 
Some direct exposure to 
S. 
Considerable exposure to 
S. 
Limited awareness of 
details of S. practices-
processes 
Activities in inpatient 
units relating to S. 
Time spent in inpatient 
units 
Rarely get to see SUs that 
have been secluded 
S. has rarely or never 
comes up in SU work 
S. has come up in SU work 
 
 
Peripheral role for 
psychology 
No direct roles in S. 
(before, during or straight 
after) 
Some opportunities for 
direct role following S. 
Some role - MDT 
meetings 
Some rare opportunities 
for direct roles 
Psych playing various 
distal roles 
Psych advocating other 
ways of doing things 
Intrigued that S. doesn't 
come up at all in role 
Role of psych is peripheral 
nationally 
Not aware of S. as a topic 
discussed among psychs 
 
Psych in privileged 
position 
 

A practice with many 
functions 
Can see function  as 
protecting rights of others 
Can see function - demand 
reduction 
Can see function - 
decreasing stimulation 
Can see function as 
benefitting others 
Can see function as 
coercive control 
Can see function as 
containment 
Can see function as de-
escalating situations 
Can see function as 
ensuring safety 
Can see function as 
punishment 
Can see function as respite 
for staff 
 
 
Seclusion – a harmful 
experience for the 
majority 
Don't see a therapeutic 
value for S. 
Social shaming 
Reinforcing fear + MH 
difficulties 
Experience and meaning-
making is unique for each 
individual 
Exp for SUs - aversive but 
helpful outcome 
Exp for SUs - aversive and 
detrimental effects 
Some SUs have limited 
memories of S. 
Positive exp for SUs 
The way S. is done makes a 
difference 
The availability of seclusion 
can provoke fear in Sus 
S. is cell-like, prison-like 
Wondering about the 
inappropriate use of S. 
SU communication of 
impact may be limited 
 

Paradigm conflict 
S. is an out-dated practice 
Inpatient services not 
helpful addressing needs 
and difficulties 
 
 
Seclusion in direct 
opposition to recovery 
principles 
S. and R. don't fit together 
S. and R. don't fit together - 
Infringes on rights 
S. and R. don't fit together - 
Partnership in care missing 
Symptom reduction is not 
recovery  
Compatibility hinges on 
view on punishment 
SUs not going into S. 
willingly 
 
 
Seclusion hindering 
recovery 
S. can hinder R. 
Can impact on therapeutic 
rel with psych 
S. has impacted negatively 
on work with psych 
S. has not impacted on 
therapeutic rel with psych 
Therapeutic relationship 
not generally impacted 
Therapeutic relationships 
adversely impacted 
 
 
Still a way to go to be 
recovery-oriented 
System still has a way to go 
to be recovery-orientated 
MDT not at the stage of 
questioning the practice 
S. also happening 
unofficially 
Inequality of power in SU-
Service relationship 
System reverts to 
paternalism over recovery 
when allowed 
Service has strong recovery 

Traditional psychiatric 
culture still dominant 
Primary roles - nursing 
and psychiatry 
Decisions made in the 
moment, under pressure 
Power dynamics within 
MDT affecting SU work 
Power imbalances in MDT 
Models at odds - 
psychiatric care and R. 
Models at odds - Psych 
and psychiatric biomedical 
care 
Role of culture and 
training in S. 
There's an openness to 
change in the service 
Coercive power of system 
impacts SUs 
 
S. not seen as 
psychology’s remit 
Psych's input - mixed 
openness and not being 
embraced 
Psych's input - openness 
Psych's input and views on 
S. rarely or never sought 
Psych's input not 
embraced-valued or 
unwelcome 
Psych's Input - increasingly 
sought re S. over time 
Psych's efforts to bring 
change unwelcome 
Psych inpatient role is 
difficult - going against the 
grain 
Psych historically not in 
the service 
Limited ability for psych to 
make contributions 
 
Incohesive MDTs / Multi-
disciplinary shared care – 
a process underway 
MDT meetings - superficial 
consideration of S. 
Tension between 
professional groups 
System still has a way to 
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Seclusion as a peripheral 
topic within Irish 

psychology 

Seclusion as a reluctant 
reality 

 

Seclusion and recovery: A 
problematic interface 

Mental Health Services in 
transition 

 
S. personally and 
professionally challenging 
S. causing personal 
emotional unset to par. 
S. experienced as ethically 
and morally challenging 
Limiting concerns + efforts 
in relation to S. 
 
 
S. as a Problematic 
practice 
S. reflects a limited 
attempt to address a 
difficulty 
Decision-making is 
subjective 
Difficult role for frontline 
staff 
Accountability + 
responsibility stressful for 
staff 
Exp for staff - aversive 
Staff's exp of S. can change 
over time 
Staff remain empathic 
despite incidents 
 
 
A limited place for S. 
S. is used + viewed as a last 
resort in pars exp. 
Services usually plans pre-
emptively to avoid S. 
Being based on an 
inpatient service has 
supported a more nuanced 
view on S. and the service 
Can see a limited place for 
S. 
Reality of risks 
Reliance on other 
strategies to address need 
in absence of S. 
 
 
 
 

focus 
 
 
Holding competing needs 
not easily reconciled 
Need of realistic, not 
idealistic 
Holding S. and R. as two 
pieces that aren't easily 
reconciled 
Need to balance a dialectic 
(paternalism, SU 
empowerment) 
Need to balance SU and 
staff needs 
SUs grateful re S. as this 
prevented them from 
doing harm 
SUs reflections may change 
over time 
S. can be a turning point 
towards R. 
Safety is a pre-requisite for 
R. to occur 
Triage of priorities 
People need to 
acknowledge the 
complexity of the issues 
and work towards 
solutions 
 
 

go to be fully MDT-
oriented 
Staff having difficulty 
adjusting to new model 
Psych has limited voice + 
influence in inpatient unit 
Psych has had 
opportunities to influence 
practice 
Psych contributions at 
MDT - limited impact 
Relationships important to 
facilitating openness to 
change 
There is a need for greater 
reflective practice in 
relation to S. 
 
Opportunities for positive 
change 
S. and R. could be 
somewhat reconciled 
through change 
Desire for the S. to be 
done differently 
Opportunities for 
prevention and 
alternatives 
Systemic and environment 
factors contributing to 
need for S. 
Impact of regulation 
Positive impact of MHC + 
regulation of S. 
Need for clinical 
judgement v strictly 
applying policy 
Reluctance for psych to be 
involved in S. 
Feels that psych would 
embrace opportunities to 
be involved with S. 
reduction 
Psych can make 
meaningful contributions 
Limited presence + 
availability limiting 
potential roles in S. 
Not being based in the 
inpatient unit having neg. 
impact on teamwork 
Being based on the 
inpatient unit full-time 
had limited impact on 
acceptance of psych input 
Being based onsite has 
facilitated having roles 



 
 

175 
 

 
Codes and candidate themes identified by the research assistant (based on five transcripts) 
 

Name Description 

Perspectives Perspectives of psychologists on the use of seclusion in AMH services 

Opposed Expressed feeling opposed to the use of seclusion. Questions effectiveness, 
uncomfortable with its use, difficult to watch, etc. 

Profession Practice Issues In relation to seclusion, given that it occurs in the context of recovery oriented 
care. 

Colleagues  

Conflict between 
disciplines 

Differences in approach between psychology and other disciplines, e.g. psycho-
social vs. medical model, causing conflict in primary approach to patient care in 
MDT/ICP meetings. 

Personal Impact Impact on the individual working with patients who have been secluded 

Other staff  

Burden of 
responsibility 

High levels of responsibility in the process of seclusion, i.e. decision to seclude 
etc. 

Detached Involvement in the process of seclusion over time has resulted in staff becoming 
detached/desensitised to the process, process becomes normalised. 

Emotional 
impact 

Emotional impact on staff who are involved in the process of seclusion 

General impact Acknowledgment of the impact on staff without describing in detail what this 
impact might be. 

Psychologists  

Emotional Expressed impact emotionally (distressed, frustrated, upset, etc.) 

Moral or 
Ethical conflict 

Expressed ethical/moral conflict in terms of the use of seclusion within their 
service, or their own involvement within the process (direct/indirect) 

Undervalued Lack of understanding about the role of psychology resulting in a feeling of not 
being valued within a service. 

Resistance to psychology 
input 

Resistance from other disciplines to involve psychology in the process of 
seclusion (any stage). No further explanation as to the reasons behind this 
resistance. 

Fear Fear within other disciplines related to involving psychology in the process of 
seclusion, fear of change in system dynamics etc. 

Reflective piece View that psychology’s input is relevant only once the crisis is contained, as a 
reflective piece 

Systemic Resistance to psychological input related to current system structures/power 
dynamics 

Undervalued View that the role of a psychology is undervalued by other disciplines in terms of 
its contribution to the process of seclusion 

Therapeutic relationship Impact seclusion may have on the therapeutic relationship between patient and 
psychologist 

Animosity Patient may hold animosity towards the psychologist, see them as part of the 
system which caused the seclusion episode to occur 

Disclosure May cause issues with disclosure around their experience, born of shame 
following their experience 

Engagement Poor engagement with staff following a seclusion episode 
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Name Description 

Negative impact Acknowledgement of the negative impact the use of seclusion can have on the 
therapeutic relationship 

Power dynamics Seclusion causes further imbalance to the power dynamic within the therapeutic 
relationship 

Trust Episodes of seclusion may cause issues with trust within the therapeutic 
relationship 

Unaffected Due to the confusion/distress experienced by the patient during the seclusion, 
they may not connect the psychologist with the event. 

Roles What roles psychologists working in Irish AMH services play in the process of 
seclusion. 

Audits Involvement in the auditing of the recording process of seclusion. 

Bystander Has been witness to the process of seclusion but not involved directly in any 
steps. 

Discussion Has been involved in conversations following an incident of seclusion, at MDTs, 
ICP meetings etc. 

No involvement The participant expressed they had no involvement, direct or indirect, in the 
process of seclusion. 

Possible roles Possible roles for psychology within the process of seclusion 

Debrief Debriefing following incidence of seclusion, for staff and service users. 

Informing practice Bringing a psychological perspective to the practice of seclusion in 
general/preventative measures/modelling behaviour 

Initiation Involvement in the decision making process around the use of seclusion 

Reflection Reflective practice around the reasons why an individual is placed in seclusion in 
order to create preventative measures to reduce use of seclusion. 

Supporting staff Facilitating reflective groups for staff, providing emotional support for staff 
involved in the process of seclusion, providing training 

Therapeutic engagement Engage in therapeutic relationship during seclusion 

Uncertainty Expresses they are unsure/unclear about the role of psychology in seclusion 

Seclusion & recovery How do psychologists understand the use of seclusion in AMH services 

Compatibility Does seclusion fit into the framework of recovery oriented care 

How they could fit Ways in which we can use seclusion which fit more closely with the recovery 
framework 

Final resort recovery-oriented care should be main focus, only in circumstances where it is 
deemed necessary should it be used. 

Service user & 
family 
engagement 

Service users and family members being involved in decision making around use 
of seclusion. Involved in the discussion around the reasons why seclusion may 
be used and how collaboratively they can prevent it's use 

No compatibility Expressed views that there is no compatibility between the two 

Current situation Thoughts on the use of seclusion in adult mental health in Ireland as it stands. 

Accountability Discussion around how staff are more accountable now for their decisions 
around the use of seclusion than in the past. 

Medical model The idea that seclusion is very much linked to the medical model of mental 
health care, with little input from other disciplines 

- Need for Acknowledgement of the need for better supervision for those responsible for 
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Name Description 

supervision seclusion 

Power dynamics Acknowledgement that power dynamics exist between those responsible for 
decision making in seclusion and the patient. Also the power dynamic between 
team members who make the decisions about seclusion, and those who do not. 

Staff shortages Discussion around staff shortages and how this may influence rates of seclusion 
episodes. 

Systemic Discussion around systemic practices of seclusion, creation of a culture around 
its use. It's use becoming the 'norm' within a system. 

Ward environment Discussion around factors on the ward which may contribute to use of seclusion, 
i.e. other service users, staff, etc. 

Function of Seclusion  

De-escalation Used to de-escalation situations 

Emotion & 
behaviour regulation 

Used to regulate emotion and behaviour 

Respite for staff Used to provide respite for staff 

Risk management Used for safety of individual, other service users, staff etc. 

Therapeutic value  

No therapeutic 
value 

Expressed view that there is no therapeutic value to the use of seclusion 

Unsure Expresses uncertainty around therapeutic benefits 

Impact on service users  

Confusion Service users experience confusion related to the reasons behind the use of 
seclusion 

Distress service user experiences distress during or after a seclusion episode 

Engagement Can impact how the individual would connect with staff who had been involved 
in the process 

Human rights Impact on the individuals rights, respect, dignity etc. 

Negative Acknowledgement that it has a negative impact, no further discussion as to why 

Positive Discussion around some positive impacts seclusion can have on service users 

Trauma Can bring up memories of past trauma, cause trauma from the seclusion itself. 
Feelings of shame surrounding the experience 

No seclusion Perspectives of what it would be like if the practice of seclusion was no longer 
an option 

Preventative measures Measures to reduce/prevent use of seclusion 

Barriers Barriers to reducing use of seclusion, such as staff shortages, conflicting 
disciplines (training), lack of time etc., not enough emphasis placed on 
prevention etc. 

Care planning Good care planning can reduce the use of seclusion 

Understanding 
patients 

An in depth understanding of the patient, their history, behaviour, triggers etc. 

Ward based 
initiatives 

Initiatives such as safewards, safety pauses, reflective groups etc. 
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Codes and candidate themes identified by the academic supervisor (based on three transcripts) 
 
Topic/Area of 
discussion 

Codes Candidate themes 

Experience of 
seclusion 

Direct and observer 
Care plan meetings 
Managing inpatient care 
No direct role in other services 
No direct involvement 
Has witnessed seclusion 
Observe from the nurse’s station 

Experience of seclusion limited to 
observation  

Psychologists’ 
role in seclusion 

Not involved when initiated 
No role in seclusion 
Minimum role 
No debrief if psychologist not in situ 
Unclear re psychology’s role 
Impact of role on ward 
Psychs don’t respond to alarms on the ward 
Psych has aux function on ward 
No role in monitoring, discontinuation 
Psychs may not be present to be involved 
Rarely get to see patients in seclusion 
 
Decisions made by nurses/consultants 
No decision making 
Never been involved in a decision 
Never ask for opinion 
Never consulted 
Impact of hierarchy (pecking order) 
“But I’ve never been asked, invited, you know, or 
requested to be involved in a meeting afterwards” 
Influences by dynamics on the team 
Psychology isn’t involved 
Nurses manage more than psychology 
Come in after the fact 
Unsure re psych view being welcomed 
Rare to seek input from team 
No liaison with psych after 
Other disciplines accountable 
Psychs outside the sphere of influence 
Having opinions – role for myself (role not given but 
taken??) 
 
Role to comment on seclusion 
Involved in discussions afterwards 
Should have a role in debriefings 
Looking at more mutli-D involvement 
Important to have a role at the point of initiation 
Role in considering appropriateness 
Role in auditing seclusion 
Psych contribute to considering antecedents 
Psych more contribute to prevention 
Contributing in context of repeated seclusion  
Promoting reflective practice with staff 
Role in debriefing staff and service users 
NB space in meetings to contribute 

No active role in seclusion 
 
 
 
 
Influence of psychologists’ absence/role  
from the floor 
 
 
 
 
 
Decisions made by others not 
psychology 
 
 
 
 
Hierarchies influence decision making – 
is psychology welcome? 
 
 
 
 
 
 
 
 
 
 
 
 
Perception of potential role for 
psychology 
 
 
 
 
 
 
 
 
Potential to support reflection on the 
process 
 
 

Impact of 
seclusion 

Impact on dignity and respect 
Sense of injustice – patients 
 
Not therapeutically effective 
Question effectiveness 

Implied recognition of recovery model in 
the negatives of seclusion 
 
No therapeutic benefit from seclusion 
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Topic/Area of 
discussion 

Codes Candidate themes 

Not in patient’s interest 
Not sure about containment of emotion 
No therapeutic impact 
No learning in seclusion 
Don’t know if it makes it better or worse 
Not much therapeutic value for patients 
 
Concerns re negative psych impact 
Traumatising experience 
Damage self esteem 
Short and long term negatives 
Negative short term 
Negative long term 
Confusion afterwards – need to make sense 
Emotional impact 
“feeling very out of control, confused, helplessness, being 
overwhelmed 
Experience can lead to fear of repetition 
Impact of shame and embarrassment 
 
Neg impact on relationships with staff 
Damage relationships, engagement, attachment (social) 
Potential for difficult relationship (sterile) 
 
Staff sense being judged 
Nurses as detached and desensitised 
Involvement of and impact on spectators (clients/staff) 
Staff stress 
 
Ethically challenging (impact on psych) 
Not comfortable working with it 
Impact of ethical issues – not want to work in this context 
Seen as compromising prof practice 
 
Necessary for safety (limited) 
No positive effect for a client outside of brief reduction of 
immediate risk 
Exceptions when v vulnerable 
Protecting staff (more than needed?) 
Allows for calm 
Can be necessary if someone is at risk 
Practical step to manage risk 
Minimises risk 
Seclusion is a necessity 
Seclusion as respite for staff 
May vary by individuals 
Last resort - everything possible would be tried before 
Ban would be manageable but there is a role for it 
Inappropriate use is the exception 
Need for paternalism 

 
 
 
 
 
 
 
Negative psychological outcomes in the 
short and long term 
 
 
 
 
 
 
 
 
 
 
 
Impacts on the quality of relationships 
 
 
 
Impact goes beyond patients to staff 
 
 
 
 
Professional and ethical dilemmas for 
the psychologist 
 
 
 
 
Seclusion has a role - Necessary to 
manage risk 
 
A necessary evil?? 

Impact on the 
therapeutic 
relationship 

Impacts without a doubt 
Difficult for clients to connect/align 
NB suspect psych is involved 
Clients aware psychs are not involved (peripheral) 
Seclusion makes therapeutic working difficult 
Loss of trust 
Others don’t see psych as part of process – no impact 
No impact on psych relationship 
No impact as no role 

Contrasting views of impact on 
therapeutic relationships with psych 
 
 
 
 
No impact if psych not part of the 
process 

Influences on 
Use of seclusion 

Influenced by the history of the service 
Services may not be able to work in a way that reduces 

Impact of systemic influences 
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Topic/Area of 
discussion 

Codes Candidate themes 

need for seclusion 
Reference to impact of the Mental Health Commission 
Impact of change from within 
Cultural influences 
Historical approach of services (controlling) 
 
Use of least restrictive methods 
Need clear philosophy 
Preference for least restrictive 
Awareness of where the client is at 
Put a plan in place from outset 
Continuity of care is influential 
Influence of risk management 
Dignity and rights of other people (safety/risk) 
 
Importance of staff buy in 
Busy wards, staffing levels (influence attitudes) 
Resourcing and dynamics – inappropriate use 
Staff shortages, parttime staff 
Communication within the teams 
Influence of stress and burnout 
 
Systemic issues in team – role of psychiatry 
Systemic influences- ICPS and MDTs – varies 
Disciplinary differences can influence (psych v nursing) 
Tool used by nursing 
Does psych have the training to respond? 

 
 
 
 
 
 
Principles and practices have an impact 
 
 
 
 
 
 
 
Staff factors as a driver 
 
 
 
 
 
 
Disciplinary differences influence 
practices 
 
 
 

Relationship 
with recovery 
 
Query re 
broader 
discussion of 
recovery model 

Don’t fit together 
Sec and RM as polar opposites – need middle ground 
Seclusion does not support RM “in any shape or form” 
Extreme ends of a pole 
Not comfortable with sec in RM 
Seclusion no benefit to recovery – not compatible 
No fit bet seclusion and principles 
Disparity bet patient care and seclusion 
Disqualify each other 
Sec as the extreme opposite to recovery principles 
Issue of rights vs risk 
Balancing act creates stress 
 
How seclusion should be used and how it is used – 
different relationship with recovery model 
recovery is possible if challenging (labour/emotion) 
recovery is a hard blanket for all 
recovery as non restrictive 
Need for wider acceptance 
Might need more compassionate use of seclusion 
Challenge of situations where there is a high risk 
Influence of risk management frameworks 
Challenge to advocate for recovery – daily basis 
Could increase understanding of role of seclusion 
Need to hear about the views of the service users 
Services consider how to avoid the crisis – not how to align 
the two models 
Working with staff to promote the connection 
Movement to service user rights 
Redressing the balance 
Could dehumanize the profs 
Alternating pattern of seclusion and recovery 
 

recovery and seclusion as opposing 
practices 
 
 
 
 
 
 
 
 
 
 
 
Potential to balance the two approaches 
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Appendix 3. 11 Examples from the Process of Revising Codes and Candidate Themes  

Revisions based on work of the research assistant 

 I previously developed separate codes for emotional and moral challenges. The research 

assistant captured the same sentiments in participant comments under a single code. Upon 

reflection subsequent I decided that this was more effective and combined the codes.  

 Upon seeing my work the research assistant suggested that my candidate overarching 

theme “vision for a better health service” could been as a theme misconstrued as implying 

that professionals from other disciplines do not hold such visions. Given that this was not 

the intention and the sensitivity of the research topic I decided to change this heading. 

 Upon seeing my work the research assistant perceived that the wording of the candidate 

theme “holding multiple pieces that are not easily reconciled” could be revised to a more 

straightforward title. They suggested considering the word “conflict”. The name of the 

theme was subsequently revised based on these comments. 

 

Revisions based on work of the academic supervisor 

 Upon seeing candidate theme “seclusion – a harmful practice”, the academic supervisor 

recommended revising this to account for the nuanced findings. The supervisor suggested a 

adding a question mark or adding ‘for the majority/for most’. Upon subsequent reflection I 

felt that an amendment was warranted, but I decided against these suggestions. The title 

subsequently chosen was “seclusion as a unique but harmful experience for most”. 

 The supervisor suggested revising the candidate overarching theme “seclusion a reluctant 

reality” as they perceived the meaning as being somewhat ambiguous. This was 

subsequently changed to “seclusion as an uncomfortable reality” 

 The academic supervisor identified “necessary evil” as a theme  

 Accepted theme of “necessary evil”. I felt that this rightly identified a theme and revised the 

name of the theme “a limited place for seclusion” to “Seclusion as a necessary evil at 

present” to best capture the codes clustered under this. 

 the academic supervisor raised concern that more general comments about inpatient 

services could be miscoded as being specific to seclusion – I re-read the data included in 

codes relating to multi-disciplinary work, the mental health system and responses to 

psychology’s input in order to ensure that some didn’t all of the data coded was appropriate.  

 Based on reflection on the academic supervisors work I decided to increase the number of 

themes in order to ensure that the themes were more cohesive.  
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 Upon viewing my candidate codes and themes the academic supervisor suggested that 

“auxiliary” may be an effective term to describe the role of psychologists in relation to 

seclusion. Although I agreed with the sentiment, I chose the word “ancillary” in as I felt this 

was more effective. 

 Based on reflection on the academic supervisors work I identified “relational impact of 

seclusion” as an effective theme. 

 Based on reflection on the academic supervisors work I revised my theme “seclusion in 

direct opposition to recovery principles” as I realised that the language was ineffective. The 

academic supervisor’s heading “recovery and seclusion as opposing practices” was 

subsequently adopted. 

 The candidate overarching theme “MH services in transistion” was revised based on a 

discussion with the academic supervisor who suggested that the name could be revised to 

clarify the relevance and specificity of this to seclusion and recovery. This was subsequently 

revised to “The pervasive impact of systemic factors on seclusion and recovery”. 

 The academic supervisor identified the theme “no therapeutic benefit from seclusion”. This 

sentiment was clustered under a wider theme “problematic practice” based on findings in 

other transcripts not reviewed by the supervisors. 

 The academic supervisor identified the theme “Influence of psychologists’ absence/role 

from the floor”. This was sentiment was clustered under a more inclusive theme based on 

findings that appeared in other transcripts not reviewed by the supervisor. 
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Appendix 3. 12 Details of Data Processing Procedures 

The academic supervisor and I were data controllers and processors. The academic supervisor and 

research assistant had access to partially pseudonymised data. The research assistant was also a 

data processor, but was given access to the minimum amount of data for the minimum period of 

time that was necessary in order for them to complete their role. Examiners at UCD were able to 

access fully pseudonymised data upon request, in accordance with course requirements at UCD. 

Immediately after interview, I removed the files from both digital audio recording devices 

and transferred these to an encrypted laptop issued to me by the HSE. Participant consent forms 

and Demographic Information forms were digitalised at the earliest opportunity and stored on an 

encrypted laptop. These were periodically backed up data on an encrypted USB drive issued to me 

by the HSE. This was stored in the office of a Senior Clinical Psychologist in the HSE. The original 

paper copies were destroyed using secure shredding services within the HSE. A second encrypted 

USB drive was given to the research assistant who also stored this in a secure location. Transcripts 

produced by the research assistant were periodically synchronised with the Laptop which served as 

the master copy. In line with legislation, a spreadsheet was stored alongside data on each device to 

log data processing in a transparent manner. On each occasion that the data were accessed, 

researchers logged their data processing activity (e.g. consultation, alteration, disclosure, erasure or 

synching), their legitimate reason for doing so, their name and the date. A copy of the data were also 

given to the academic supervisor and stored on an encrypted device. 

R version 3.2.3 (R Core Team, 2015) and the additional ‘ids’ package (FitzJohn, 2017) were 

used to generate random five-character alpha-numeric participant ID codes. All data from 

participants was labelled using ID codes rather than participants names, with the exception of 

consent forms. Consent forms contained participant names, but not ID codes. These were retained 

as evidence that appropriate consent was obtained. Participant names and corresponding ID codes 

were stored in a spreadsheet that acted as the only ‘key’ for re-identifying participants. Only I had 

access to the key. It was necessary for at least one member of the research team to be able to re-

identify participants in order to give them the opportunity to review their transcript and withdraw if 

they chose to do so. This key was destroyed before analysis was undertaken, meaning that 

participants could no longer withdraw beyond this point. After this, data were no longer stored 

within HSE services, but continued to be stored on encrypted devices in secure locations. Notably, all 

audio-recordings will be deleted once the thesis has been fully examined at UCD. 

On the consent form, participants were asked whether they consented to their 

pseudonymised data being archived for use in future studies. This allows for re-analysis where this 

may be necessary and promotes the use of data to its full potential. Details of the terms and 
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conditions for this were included in Participant Information Sheets (see Appendix 3. 5). Notably, 

participants were informed that this was optional and that they could participate without consenting 

to this. Data from participants that did not consent for their data being archived will be retained 

until September 2022, or until the minimum retention periods required by an academic journal in 

which the study may be published have passed. Pseudonymised transcripts from participants that 

consented to their data being archived will be retained on encrypted devices and stored in secure 

locations by the academic supervisor and I.  

I will document details of any future studies in which archived pseudonymised data is 

subsequently used. Details to be recorded will include: evidence of ethical approval, a copy of the 

approved ethics application form, contact details for the Principal Investigator, confirmation of my 

role in the research, and a description of the current academic supervisor’s role if any. 

Research data generated by the academic community is increasingly being stored in open 

access repositories in order to promote transparency and the use of data to its full potential. An 

advance decision was taken by the academic supervisor and I to not submit this data such a 

repository however, due to the sensitivity of the topic. 
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Appendix 4. 1  Final Thematic Structure and Codes 

 
The peripheral role of 
Irish psychologists in 

seclusion 

Seclusion as an uncomfortable reality The problematic 
interface of seclusion 

and recovery 

The pervasive impact of systemic factors on 
seclusion and recovery 

Limited experience of 
Seclusion 
- Some indirect exposure to S. 
- Some direct exposure to S. 
- Activities in inpatient units 
relating to S. 
- Considerable exposure to S. 
- Time spent in inpatient units 
- Rarely get to work with SUs 
that have been secluded 
- S. has come up in SU work 
- S. has rarely or never comes 
up in SU work 
- Limited awareness of details 
of S. practices-processes 
 
 
No frontline role for 
psychology 
- No direct roles in S. (before, 
during or straight after) 
- Some opportunities for 
direct role following S. 
- Some rare opportunities for 
direct roles 
 
 
Ancillary roles for 
psychology (not given, but 
taken) 
- Psych playing various distal 
roles 
- Some role - MDT meetings 

Multiple functions, but 
primarily safety 
- Can see function as ensuring 
safety 
- Can see function  as 
protecting rights of others 
- Can see function as coercive 
control 
- Can see function as 
containment 
- Can see function as de-
escalating situations 
- Can see function as 
punishment 
- Can see function as respite 
for staff 
- Can see function - demand 
reduction 
- Can see function - 
decreasing stimulation 
 
No therapeutic value to 
seclusion 
- Don't see a therapeutic 
value for S. 
 
 
Seclusion as a problematic 
practice 
- S. reflects a limited attempt 
to address a difficulty 
- Decision-making is 
subjective 

The relational impact of 
seclusion 
- Therapeutic rel - adversely 
impacted 
- Therapeutic rel - not 
impacted 
- Therapeutic rel with psych - 
adversely impacted  
- Therapeutic rel with psych - 
not impacted 
- Can impact on therapeutic 
rel with psych 
- Staff remain empathic 
despite incidents 
- Staff's exp of S. can change 
over time 
 
 
Seclusion experienced as 
ethically and morally 
challenging 
- S. causing personal 
emotional unset to 
participant 
- S. experienced as ethically 
and morally challenging 
- Wondering about the 
inappropriate use of S. 
 
 
Seclusion as a necessary evil 
at present 
- Reality of risks 

Seclusion and recovery as 
opposing practices 
- S. and R. don't fit together 
- S. and R. don't fit together - 
Infringes on rights 
- S. and R. don't fit together - 
Partnership in care missing 
- SUs not going into S. 
willingly 
- S. can hinder R. 
- Symptom reduction is not 
recovery 
- Compatibility hinges on 
view on punishment 
 
 
Seclusion as a turning point 
towards recovery  
- S. can be a turning point 
towards R. 
 
 
Balancing conflicting needs 
- Need of realistic, not 
idealistic 
- Being based on an inpatient 
service has supported a more 
nuanced view on S. and the 
service 
- Holding competing needs 
not easily reconciled - SU v 
protecting the rights of 
others 

Impact of systemic and 
environmental factors 
- Systemic and environment 
factors contributing to need 
for S. 
- Systemic and environment 
factors contributing to need 
for S. - Role of culture and 
training in S. 
- Positive impact of MHC + 
regulation of S. 
 
 
Recovery-oriented practice – 
still a way to go 
- System still has a way to go 
to be recovery-orientated 
- Inequality of power in SU-
Service relationship 
- Features of inpatient 
services at odds with R. 
- System reverts to 
paternalism over recovery 
when allowed 
- Service has strong recovery 
focus 
- S. also happening 
unofficially 
 
 
Multi-disciplinary shared 
care – still a way to go 
- Primary roles - nursing and 

Psychology’s voice often 
unheard and not valued 
- Psych historically not in 
the service 
- Psych's input and views 
on S. rarely or never 
sought 
- Psych's input - not 
embraced-valued or 
unwelcome 
- Psych's input - mixed 
openness and not being 
embraced 
- Psych's Input - sought 
recently 
- Psych's input - openness 
- Psych has limited voice 
+ influence in inpatient 
unit 
- Psych has had 
opportunities to influence 
practice 
 
 
Perceived impact of not 
being co-located 
- Limited presence + 
availability limiting 
potential roles in S. 
- Being based onsite has 
facilitated having roles 
- Not being based in the 
inpatient unit having neg. 
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The peripheral role of 
Irish psychologists in 

seclusion 

Seclusion as an uncomfortable reality The problematic 
interface of seclusion 

and recovery 

The pervasive impact of systemic factors on 
seclusion and recovery 

- Psych advocating other 
ways of doing things 
 
 
Seclusion as a peripheral 
topic for Irish psychology 
- Intrigued that S. doesn't 
come up at all in role 
- Not aware of S. as a topic 
discussed among psychs 
- Role of psych is peripheral 
nationally 
 
 
Potential roles for 
psychology 
- Reluctance for psych to be 
involved in S.  
- Openness for psychs to be 
involved with S. reduction 
- Psych can make meaningful 
contributions 
 

- S. is cell-like, prison-like 
- S. is an out-dated practice 
- Opportunities for prevention 
and alternatives 
- Desire for the S. to be done 
differently 
 
Seclusion as a unique but 
harmful experience for most 
-Experience and meaning-
making is unique for each 
individual 
-Social shaming 
-Exp for staff - aversive 
-Exp for SUs - aversive and 
detrimental effects 
-Exp for SUs - aversive but 
helpful outcome 
- Reinforcing fear + MH 
difficulties 
-Some SUs have limited 
memories of S. 
-SU communication of impact 
may be limited 
- Positive exp for SUs 
-SUs grateful re S. as this 
prevented them from doing 
harm 
-SUs reflections may change 
over time 

- S. is used + viewed as a last 
resort in pars exp. 
- Can see a limited place for S. 
- Reliance on other strategies 
to address need in absence of 
S. 
- Triage of priorities 
- Need to balance a dialectic 
(paternalism, SU 
empowerment) 
 

- Holding competing needs 
not easily reconciled 
- Safety is a pre-requisite for 
R. to occur 
 
 
Partial reconciliation of 
Seclusion and recovery 
- S. and R. could be 
somewhat reconciled 
through change 
- The purpose and practices 
surrounding S. make a 
difference 
 
 
Empathy for burdened staff  
- Accountability + 
responsibility stressful for 
staff 
- Difficult role for frontline 
staff 
- Psych in privileged position 

psychiatry 
- Decisions made in the 
moment, under pressure 
- Power imbalances in MDT 
- Tension between 
professional groups 
- Models at odds - Psych and 
psychiatric biomedical care 
- Relationships important to 
facilitating openness to 
change 
- Change in service - staff 
having difficulty adjusting to 
new model 
 
 
Typically limited reflection 
on seclusion 
- MDT meetings - superficial 
consideration of S. 
- MDT meetings - S. rarely 
comes up 
- Reflecting on use of S. - 
there's no openness 
- Reflecting on use of S. - 
there's openness 
 

impact on teamwork 
- Being based on the 
inpatient unit full-time 
had limited impact on 
acceptance of psych input 
 
 
Inpatient psychology role 
experienced as 
challenging 
- Psych inpatient role is 
difficult - going against 
the grain 
- Limiting concerns + 
efforts in relation to S. 
 
 

 


