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introduction

Prooably no technicue has besn practiced as Zrequently but
discussed 2s infrequently as the seclusion and isolation of pswchiacric
pacients. Wells (1%72) documents cha: seclusive techniques dzte all the
wa¥ back o early Greek nistorv. Alchough recen: advances iz psvcho-
therapy ané psychophawvmocology nave virtuzlly eliminsced the need Jer
the mechanical and physiczl rescrainr of psvehiacric pacients,
seclusion has remained a commonly used method of treating menrally 1i3,
hospitalized patients (Pluterik, Karasu, Conce, Sisgel and Jarrec,
1978). |lNumerous mental health professionals have documented the
intolerable and inhumane abuses of seclusion and isolation ir
psychiatric care (Greeablatz, York and Brown, 1933), dut these abuses
took plzce most frequenzly in an erz when psvchiagric care was primaril’
custodial. The purpose of this arcicle tas beern to review current .
thinking on the use of seclusion in psychiatric trearment tirough &
review of the lizerazure on the use of seclusion over the last 15 vears.

Current psyvchiatryic literazure was examined in an effort to
accurately assess actizudes toward the use o2 seclusion and seclusive
techiniques in psychiacriz care. The existing recent literature was
divided into the following content areas Zor the purpese of this
review; (1) Demographic and scatistical szudies, (2) Theoretical

justifications, {3) Possible abuse and misuse nf seclusion, and (&) Staff

and patient perceptions of the use 5§ seclusion.
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Demographic 2nd Statiscica’ Scudies

Severzl s-udies have attemprad to provide demographic and
sctatiszical daca on che use of seciusion in hospitazls. These studies
have examined seclusion in relation to diagnosczic categeries, che
behavioral pracipizants mos: olten leading to seclusion, and the
numper of patients who are placed in seciusion compsared with the
total numper of patients admicled.

Regarding the relationship berween seclusion and diagnesctic

.
categories, most studies iIndicacte the schizephrenic and manic
patients zre move. Likely to be secluded than zre patients in other
diagnostic categories. 3inder (1979) found paraznoié schizophrenics
were more likelv to be secluded than pztients in 2ny other diagnoscic
category, She z2lso found that depressed patiencs were nof as likely
to be seciuded. Both Wells (1972} and Mzttson and Sacks (i978)
found schizophrenic and hypomanic pacients o be rhe most Irequently
secluded patien: groups, while Plutchik et a2l. (1878) found
schizophrenics to be zhe most frequently seciuded patisnt group.
Soloff (1978}, who studied the use of ph¥sical restrainz ratner than
seclusion, found thac patiencs who were diaghosed as psvchouic were

more likely to be rescrazined thah were non-psychofic pasiencs.

(L1

Various studies have exawmined cthe precipictating reasons Zor the
use of seclusion in hospital sectings. Most commonly, these behavioral
precipicancts are derermined by recrospectively examining the nursing
notes for secluded patients. Binder (1979) lisced the four most common
reasons f0: seclusion as being agicacion, uncooperativeness, anger, and

a hisctory of violence. Mattson and Sacks (1978) list the Five most

common Precipitants of seclusion as assauvliive o others, ihreactening
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oy verdally abusive, des:tructive o Proper:y, dangerous fo seil,
and de2hzvior disrupsive 10 the tfherzpeutic eavircoamen:. This latszer
castegory was thé most TreqQuencly menciomed reason, and included
such things as slamming docrs, Tunning vp and down corridors, and
persistent screaming. Fluzchik et 2l. (1878) <ound that the mos:t
cormonly mentioned justiiicacions Zor seclusion were agitated and
vnconzrolled beravior, pavsical aggression towzsd ocher patients,
loud and noisy behavior., a2nd pnysical aggression toward szaiff.
Solosl (31%78), studving restraint rather than seclusion, found
that violation of community¥ and administrative standards (pot
violznt or abusive behaviors) was the mosc frequently cited reason
for the physical restraint of patients.

Concerning the Percencage ol patients who are actually secluded,
the highes: percentage was thz:t given by Binder (1979), who noted
that 44% of all patienrts admitted to her short-term, &Tisis evaluation
unit were secluded at one time ovr znother. Plutchik ez gl. (1978),
exarining the percentage ol patients secluded in 2z large, municipal
hospical designed for short-term care, found zhat 26Z (from a pool

4530 consecutive admissions) were sesluded. Mattson a2né Sacks
(1%73) found that 7.27% of a2ll patients in z private 2svchiacric
hespital were secluded during a calendarzr vear., Wells (1972) found

thac approximately 4% of patients on an inpatienz unit of a large,

4

teachingz hospital were secluded over a vear long veriod. Soloff (1978)
found that 3.6% of 211 patients admitted to 2 large, military
teaching hespital were physicallyv restvzined. He did no:t present

anv daca on the frequency of =he use of seclusion.
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Theoregicel Justificazions Zor Seclusion

éome authors view che use of seclesion as unnecessary, unwarranted,
and unjustified as a treatmen: in psyc¢hiatric care. Pilette {(1578)
mentions that the use of sezlusion hrs somehow managed to avoid the
scruziny of che mental hezl<h professiorn. She believes thar mos:
reasons and justifications for the use of seclusion have teally been
based upon the desire For cramguillicy and docilizy among patienzs.

Suga (1967) descrioes the elimination of the us:2 of rastraint and

" T

seclusion in a psyehiacric hospizal by "aéminiscrazive ordezr.” He
also dezailg some of the problems associated with this ratner abrupt

way of eliminating seclusion - primarilv ip terms of the resistances

o=

that are encounterad wizh the direcc care stazs, most of whqm had

become gquite accuscomed to using res:rain: and seclusion to deal with é
difficulr situacions. Stern (1970), althoﬁgh apparently not arguing
for the complzste abolizion of seclusion, does state that the very
existence of seclucion cor isolation rooms constituzes z statement of
what stafi members expect in terms of patien:t behavior. He also
mentions that the usz of seclusion mey actually reinforce che kinds
0f bahaviors that zhe scaff is trying ro eliginmars. In a study dealing
wish the elimisarion of phvsical rescraint :fechnigues in a2 larze

mentai nospizal in New York, Jacoby, Babikian, Mclamb, and Honlbein
(1958) describe the many bemeficial after eflects they consider to

have occurred as a resul: of che elimination of anv technicues of
phvsical restrainz. They do not say whether Zsolatiorn anéd seclusion,

in addizion zo restraint, were also eliminated Zrom their facilicy.
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Mosz authors, however, do not make 2 blanket cofidemnation of

seciusion. Advocates of the use of seclusion in psvchiatric srearfmen:
oifer various zeasons to justifv its use. These justificartions psually
centar zrouad -he needs of the individual pacient, dur occasionally
reference is made t¢ the fac:s thar seciusion Toom use may be of

benelic ¢ other patients, as well a2s stall members. Titzgerald and
long (1973) see the basic reasons for seclusiom as: (1) it is a

mezns of decreasing overwhelming envirommental stimulacion fov the
pactient, {2) seciusion crovides protec:zion to tne ftatient Irom harming
himselZ/nerself or ochers, (3) seclusion prevancs a patient #from

1

descroying his/bher or others' croperty, z2nd (&) It provides an

—

opportunicy ro develop trusting relatiomships. This latcer reason

"

is not explained in any Surther detail. Gutheil (1278) and Kilgalen
{(1977) both state essentizlly the same justilications for seclusiem,
although thev use diffevent terminology. Gutsheil speaks about the
need jor containment (keeping the patient Zrom personzl harm or harm
0 others), isolacion (giving the ratient 2 relief from interpersonal

conflicts), and a decrease in sensorv iapuc. Kilgalen says chat

seclusion is needed for the external consrol of the combative patient,
t0 protect tha patient Srom seli-injury, and to reduce stimuli for
excited patients. And finally, Plutchik et 2). (1978) state that

they feel that the main T2ason for the use of seciusioa is that

it provides the patient an oPporcunity <o compiete acting our and

to then teconstizute ego defenses. In only one arzicle in the
iitevacure was there a relatively sophisticared, Indepth atrempt e

explainn che therapeutic benefits of sezlusion on theoretiral grounds.

7




This is done in the Tesearch Teported »¥ 2luzchik er al. (1978).
in chis arcicls the auchors use twe "models" to explain seslusion,

an erhological model ané a more behavioristiz, "vime-ou:r' model.
Their basic premise in ap ethologiczl explanation of seclusion is

the fact that in any society (an inpatien: psychiarric unmir zhus can
be viewed as a mini-society), it is occasionzlly necegsary to isolate
certain members fvom the Test of the sociery for the good of the
society. Viewing seclusion room usage in more behaviorisgic texms,
if can be underscood as ap attempt o provide a Cemporary suspension
of the possibilirty of a2 patient's receiving positive reinforcement
for nondesirable behavior. IZ, therelore, a patient is assaulting
another patient, seclusion provides a "rcime-out' from the atctention

that the aggressive patient might receive from the staff and other

oatients for this inaptTopriate behavior.

Abuse and Misuse of Seclusion

Even those professionals supportive of rhe use of seclﬁsion in
psychiatric trestment vecoguize that seclusive techniques can be
abused or misused. 1In addition, wany Tecognize that negative conse-
quences can follow Zrom the use of seclusion Toom, someCimes even
coinciding with posizive effects., 3Binder (1979) was concerned that
her daca on che use of seclusion room in a2n inpatient crisis
intervention uvnic might have indicated chat staiZl use of seclusion
was sometimes 2 weapon of retaliaciom, Kilgaler (1977) although
supportive of =he use of seciusion in many situations, iel: that it
was definitely contraindicated for suicidal patients.
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rour arcicles deal in more depth with the possible derrimentel
effects of seclusion on patient care. Gutheil (1978) generally fel:
that seclusion represented a sale z2nd effective manner of therapeutic
i{ntervencion. However, he did mention that seclusion could cause the
following as far as patcients' perceptions anéd Zeelings are concerned:
(1) seclusion envy, i.2., ocher patients wmay feel that a secluded
patient is being "fazvored" by the staff, (2) laséing anarchema, i.e.,
the use of seclusion may be 2 Factor in causing 2 patiexc to develop 2
concinued antagonism toward mental hzalth treatmenc, and (3) a
srofound sense of abandonment. Mattson and Sacks (1978) discussed
the complicarions following :he use of seclusion by studying various
demograpnic and diagnostic variables for patients placed in seclusion
during a calendar Year. They found thatr the patient's therapist

provided mueh less documeatation of the parisnt's total care and thet

' self-abusive or assaultive

seclusion often seemed to worsen patients
oenaviors. They alsec fouund tThat the direct care staff tended to see
seclusion as = treatment in and of icsell, i.e., chey thought that
seclusion treated the basic cause of a patient's disorder. Plucchik
es al. (1578) conducted thres separate <:udies concerning the use of
seclusion in a large, universicy affiliated, municipal hospizal. They
believed that ¢wo mejor problems in rthe use of seclusion were the
arbigrary bases for its use by the staff and the lack of clearcut
criteria ro derermine what lengch of time 2 vpartienc should stav in
seclusion. Finally, in one of the more inrteresting articles in the

literature, Wadeson and Carpenter (1976) examined the implicactions
s P

of the seclusion room experience Ifov hospirtalized patients. The
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patients were hespitalized op a2 research unit of the Rationzal
Instizute of Mental Health (KIMH). The patisnts were all psvehocic
pus no antipsvechotic drugs were uvsed in their zreatment. Patients
were all asked to complete drawings concerning their feelings about
their nospitalizarion two o three weeks after admission, cwo 2o
toree weeks prior to discharge, and one vear aizer discharge.
Interestingly, a high percentage of the patients spontaneously

drew Picfures related to their experience of seclusion. In inter-
preting the results of the study, the authors suggested that
seclusion room technicues: (1) may have intensified paranoid
tendencies in cercain patients, (2) certainly may have been 2
factor in the bitternmess many patients felt about their nospitalizatiom,
even a vear after discharge, and (3) often intensified the

hallucinarory experiences of floridly psychotic patients.

Patient ané Staff Pevceptions of Seclusion

Interestingly, few researchers have investigated patient and staff
perceptions of seclusion. While varicus authors nave zlluded to the
fact that direct care staff aides often are resistent zo 2oy professional
who suggests thal patient behaviors commonly resulzing in seclusion can
and should ve deal:t with in other ways (Jacoby, et al., 1958; Suga, 1367),
few researchers have made svstematic efforts to examine staff attitudes.
One exceprion is the work done by Plutchik er al. (1§78). Ia this study,
attitudes among the nursing stafs, the direc:t care staff, and the pro-
fessional stafl were compareé concerning the use of seclusion. Generally,

all three of these groups felt that seclusion was benelicial in modilving

10
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patiencs' undesirable behaviors and helping patients o regain emotional
and opehavioral contsol. The nursing staff felt cha:t secleusion beneficzed
the rndividual pacrient :the most, while the direct care scz2if and pro-

fessional staif Zelt that the ward (milieu) beneiited the mosc. It was
2lso noreworchy that professionals experienced comsiderably morve "guilc”
acout bucting patients in seclusion than eirher the nursing or direct

care staff., In examining patient attitudes, Plutckik and his associates
interviewed 30 patien:s who nad been on 2n inpasient ward at leasc 2

waeks and had been secluded atc least once. They found char patient
perceptions of the kinds of benaviors Ifor which they could te placed in
seclusion coincided with staif views. A majericy of patients recro-
spectively szid thar they fel:t shat seclusion benefited them, but close

to 40% felc rhar ic diéd not help them at all,

Wadesor and Carpenter (1276) rather incidently found out what
patienzs' perceptions of the seclusion voom experience were. They
worked wichn acurely schizophrenic patients hospinalized on 2 NIMH clinical
research unic., Because psychoctropic medications were used sparingly or
not at ail during inves:tigative periods, seclusion was used frequently
for severe managemen:i problems. As part of the research protocel,
patiencs were asked to draw pictures concerning cheir feelings about
nospizalization. Each patient was asked to draw a "Zree” (self-chosen)
picture, a self-porrraic, a*picture of his/her psychiacric illness, a
picture of any hallucination experienced, and a picture of any delusion
experienced. Thus, 2lchough no patient was directly asked to draw 2

picture aboutr his/her perception of secluysion, ovar one-:hird

spontaneously did. Ia evzluating the content of these 'seclusion”

11




érawir.gs, Wadeson and Carpenter found tha: the conten: fell into four

major categories: (L) hallucinarorv experiences (usually percaived as

pleasurable), (2) delusionzl experiences, which were consistencly

displeasurapl- to the patient. e¢.g., the patients' drawings in this
ares usually nad cthemes concerning the use of seclusion as a punisihment
Yor a crime comeitced, with seclusion being viewed often as a jail or

gas chamber, (3) inrense affecc, usually negative, e.g., seclusion being

seen 2s tine uliimate in abandomment and hopelessness by the patient, and

(4) avcending staff members, i.e., drawings which deal: with the person

sitting outside the secluded Patient’s roow. In genersl, cthe zuthors
felt cthar the use of seclusion may have an overall negative effecr on

the treatment of their pacienr population.

tate Mental Health Code Policies Coneerning Seclusion

Finally, an attempt was made to compare the foregoing clinical
criteria for seclusion given in the psychiarrie literature with che
cricetia for the use of seclusion according to state mental health
codes. Letters requesting informarion concerning State policy con-
cerning the use of seclusion in mental health facilities were sent to
the state departments of mental healch in all 30 states. T2 2z grare
did not respond to this initrial Trequest, =wo follow-up lecters were
sent. 1f the information received still was not sufficienz, a direcc
pnone call was made to the deparzment of mencal nealzh. Even given
this rather excensive procedure, 8 scates still had not provided
suificient information. Thus, the following informarion is based on

an examination of the policies of existing state mentzl hezl:h codes

.
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concerning the use of seclusion in 42 stares. The informacion received
was organized te examine the following: (1) Tne vationale and justi-
fications given in mencal healch codes ior the use of seclusion,

(2) Wnich menczl healch professiomazls may order the use of seclusion
for patients, and (3) Safeguards put upon the use of seclusion to
insuce patient protection.

Table 1 details the jusctification for cthe use of seclusion
according cto the mental hezlch codes in 42 scates. The number of
states mentioning the criteriz is given in parentheses (see Tadble 1).

Regarding who may order seclusion for patients, ilmosc all states
delegate ultimace responsihilitv “or the use of seclusion co the
physician. In only one state {Colorado)} c¢ould another professional
{licersed psychologist) order seclusion wichout needing finazl approval
from a physician. Mosc states, however, have provisions that z2llow for
physician approval to be made post facto. That is, other mental healch
professionals may authorize che use of seclusion Zor & particular
patient, and che authorizzcion from the physician does not have to be
obrained until lacer (usually wicthin 1 to 4 hour.,. In some statés
diveer cave scaff (i.e., psychiarric 2ides) may even utilize seclusion
on an emergency basis wirhout direct professional zuchorization.

Again, however, they are required to obtain professional approval
within a2 certain cime period. ©Parentheciecally, it might be noced that
mental health codes often differ concerning patient care scandarls

according to whether a particular facility is psveniatric or develop~

mental {(developmental referring co & facility primarily concermed with

the care of mentzlly retarded individuals). From a brief examination

13
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of how state standards differ, it appears that developmencal facilities
have more rigid standards as tc how long residents may be secluded

(some states not gven allowing rhe use of seclusionm at 21l with mentally
recarded residents), wihile generally allowirg greater laritude as to
who may initially authorize seclusion,

Finally, most stace men;al health codes specify safeguards ro be
observed when pacients arec placed in seclusion. Most states specify
how long an inizial order for seclusion can be, as well as how long
subsequent orders can specify that patients remazin in seclusion.

States vary in this regard, some states specifying that Znitial order
caus be for no longer than 1 hour, while orher states allow inmigial
orders of up to 24 hours. State codes also usually speciiy how often
2 patient in seclusion is to be checked and observed, some states
speciiying as frequencly as every 3 minutes, while other states
allowing only once per hour observacion. The majority of state mental

health codes also delineate the timée limics and guidelines Zor such

patient needs as toileting, fluid and food intake, and bathing.

Discussion

One is scruck by the pauecity of arcicles on seclusion in the
psvchiatric literature over the last fifteen years. As night have
oeen suspected before tha review was begun, seclusion seems to be an
"unwanted and undiscussed c¢hild" of mental nealth care, i.e., everyone
concerned with mencal health care knows it exists but few want to talk
about it. It is encouraging to note, nhowever, that most of the articles

reviewed in this paper have come out in the last five years. Perhaps

14
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-nis indicates more willingmess on the part of mental heal:h
professionzls o speak about an aspect of psvchiazric care thart
many would see as an inhumane relic of past centuries.

Regarding the rarionale for the use of seclusion in psychiatric
care, most justificarions center around the Treasons that are al<o
given to justily commicmen: of patients to hospirtals: protection
from harm to self or others. Fitzgerald and Long (1973) do give a
substantively different reason for seclusion, namely chit it providas
zn opportunity =o develop crusting relaciomships, but :they do not
explain this concept in much detail. Plutchik er al., (1978) rather
than attempting to justify seclusion on clinical grounds, take a2 more
sociological perspective on the use of seclusion In their study of
inpatient care. Finally, alchough not the focus of this article,
seclusion and social isolazion are 2lso techniques commonly used in
child sad adolescent mental health care. TFredquently, wricers in
t-is area use rationale other than protection from harm zo sell or
others to explain why the feel seclusion is beneficial in the treatment
0of children and adolescents Endres and Goke, 1373).

4Alchough many auchors discuss zhe clinf:zal indicaticns for the
use of seclusion, relatively lictle arcencion is given as to when

seclusion is concraindicaced. Kilgalen (1977) did mencion that she

felc seclusion was definictely concraindicated for suicidal patients.
It is alsc interesting to note that even though the prototypical
racionale for seclusion is protection from harm to self or others,
Matcson and Sacks (1978) found daca that indicated that use of
seclusion actually worsened patiencs' self-abusive or assaulcive

behaviors.
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One is also scruck by the fact thars very little research has
been done on the use of seclusion. Alchough authors stace that the
frequency of seclusion has decreased in their faciliry over the
vears (Wells, 1972}, this observaction is usually based on anecdotal
Teports rather than acrual data. One would also chink cthat a
Zruicful area of research would be studies examining the arzizudes of
mental health professionals toward seclusion. & good scart was wmade
in che scudy done by Plucchik e: 2. (1978). They also examined
patient perceptions of the seciusion experience, as did Wadeson and
Carpenter (l1%7€), although their findings were actually more
incidental than experimencal.

Finally, a few comments can ‘be made about existing sctate mental
code policies concerning the use of seciusion., Almost all the state
codes mention that "potential harm to self or others' is che primary
justification for secluding paiients. When it is not mentioned
specifically in 2z stace code, one could probaoly assume that i: is
izplied in the (more giobal) justification that is given (eg., toO peet
the medical needs of the patient, to provide effective treatment, to
help reach cherapeutic goals, etc.). It £s aiso interesting co note
that only 4 staces mention '‘destructive to propercy" as a juscification
for seclusion. Only 4 scaces allow seclusion as a part of a behavior
modification program. 7Two (2) states mention chat seclusion may be
used to "encourage patiencs in the active participation of their
recovery,"” which sounds like 2 euphemistic rationale for a "shape up

or ship out" approach fo patient care.
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It is 2lso informative :that many of the justifications and
indications for seclusion mentionad ip the psychiztric literature are
mentioned infrequenzly if at all in the state mental health codes.
3inder (1979), Titzgerald and Long (1973), Gutheil (1978), and
Kilgalen (1977), ail mension :that seclusion is justified as a means
of decreasing sensory input and epvirommental stimulation, zliheough
only one (1) state specifically allowed this circumstance as an
indication for seclusion. Binder (1979) alsc meniioned "uncooperative-
ness" and "anger," Plutchik et al. (1978) mentioned "loud and
noisy dehavior," and Ficzgerald and Long (1973) mentioned "anm
opportunity ¢o develop trusting relationships" as reasons that
seclusion was used ip psychiatric care. These reasons do not appear
to be justified according to exiscing scate mental hezlth cedes.

Tnat seclusion usage in psychiztric care does not always coincide
with state pelicy would prodably not come as a surprise to many
mental healcth professionals. ’

It is nhoped tha:t this review of the use of seclusion in modern
psvchiatric care has provided information that will serve as an
impetus and 2 prod to further research and discussion in this ofren

ignored and undigrussed area.
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Table 1

Criteriz and Justificarions for the Use of Seclusion

Poceptizl or actuzl harm to self or others (3&)

To provide effective treatmen:, to help reach therapeutis goalis,

ets. (6)
To mest the mediczl needs of the patien: (5)
45 part of a berzvior modificaricn program (4)
Subsrtantial property damage (%)
To encourage patients in the active participation of their vecovery (2)
Following an accempted suicide (2)
To set limics (2)
L
Danger of imminent elopement (2)
Help client gain self-control (1)

Decrease level of szipulation when patient is io a state of
hyperaczivity (1)

If the physician views it as potencially beneficial to the patient (1)

NOTE: The numbers in parencheses indicate the number of staies whose
mental health codes mention the above criteria and justiZications.
The data are pased on information received from 42 states.

21




