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ABSTRACT: Seclusion is used in forensic and general mental health settings to protect a person
or others from harm. However, seclusion can result in trauma-related harm and re-traumatization
with little known about the experience of seclusion for consumers in forensic mental health
settings from their perspectives. This article explores consumer experiences of seclusion in forensic
mental health settings and explores the differences between female and male experiences of
seclusion. Five electronic databases were systematically searched using keywords and variations of
experience, attitude, seclusion, coercion, forensic mental health, and forensic psychiatry. Inclusion
criteria were original peer-reviewed studies conducted in adult forensic mental health settings
reporting data on the experiences of or attitudes towards seclusion. Seven studies met the criteria
for inclusion and a quality assessment was undertaken. Results found consumers in forensic
mental health settings perceive seclusion to be harmful, a punishment for their behaviour, and
largely a negative experience that impacts their emotional health. Some consumers report positive
experiences of seclusion. Differences in the experience of seclusion for females and males are
unclear. Further research is required to understand the experience of seclusion for women in
forensic mental health settings. Identification and consideration of differences in the experience of
seclusion for males and females may assist in identifying sex-specific interventions and may inform
policy and practices to eliminate or reduce the trauma associated with seclusion use.
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INTRODUCTION

Seclusion reduction and eradication are a priority in
mental health settings globally and in Australia (Barr
et al. 2019). The Royal Commission on Victoria’s Men-
tal Health System has recommended immediate action
to reduce the use of seclusion with the aim of eliminat-
ing this practice in 10 years (State of Victoria 2021).
The use of seclusion in mental health settings is con-
troversial (Long et al. 2015). Seclusion use infringes on
human rights and is associated with a range of risks for
consumers who experience seclusion (Huckshorn
2006). Seclusion has been identified as a type of avoid-
able harm (Newton et al. 2017) and continues to be
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used without evidence for its benefit to the person
being secluded, or evidence of treatment effectiveness
(Turner & Mooney 2016). The harm experienced by
consumers who are secluded can be physical, psycho-
logical, and may cause distress (Chieze et al. 2019;
Melbourne Social Equity Institute 2014), with negative
experiences of seclusion persisting following the cessa-
tion of seclusion (Meehan et al. 2000). Contemporary
mental health practice aims to support consumer
recovery and recognize and reduce the impact and
exacerbation of trauma. However, trauma occurs as a
result of the use of seclusion, with seclusion related
trauma impacting recovery (Brophy et al. 2016b), high-
lighting ‘the adverse effects of seclusion ..
patible with recovery and trauma-informed care and
practice’ (Melbourne Social Equity Institute 2014, p.
17).

Most research conducted on seclusion has taken
place within general mental health settings. Several
studies exploring the consumer experience of seclusion
in general mental health services (e.g. Kinner et al.
2017; Larue et al. 2013; Mayers et al. 2010; Meehan
et al. 2000) report that consumers have mixed feelings
towards seclusion (Larue et al. 2013), from beneficial
to increase safety, to being harmful (e.g. Kinner et al.
2017). The use of seclusion is largely perceived as a
negative experience and associated with causing harm
and distress (Kinner et al. 2017; Mayers et al. 2010);
persisting long after the seclusion event has ceased
(Meehan et al. 2000).

Consumers who have experienced seclusion in gen-
eral mental health settings report its use as punitive
(Mayers et al. 2010) or a punishment for their beha-
viour, with some expressing that seclusion had been
used inappropriately (Meehan et al. 2000). Disempow-
erment and powerlessness have been reported to be
related to feelings of humiliation and a sense of fear
(Meehan et al. 2000). Seclusion has been associated
with feelings of a loss of dignity and a violation of
human rights (Mayers et al. 2010) and, can exacerbate
existing trauma (Kinner et al. 2017). International and
national bodies stipulate that seclusion should not be
used as a punishment, or for staff convenience, or as a
form of discipline (Melbourne Social Equity Institute
2014). Despite this, previous research indicates con-
sumers who have been secluded do feel seclusion is
used in these ways (Larue et al. 2013; Meehan et al.
2000).

Research conducted on seclusion within general
mental health settings may not be reflective of the
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mental health settings. While general mental health
settings and forensic mental health settings both sup-
port people in their recovery, there are key differences
between these types of service settings. The key differ-
entiating feature is that forensic mental health settings
provide a safe and secure environment for consumers
who have a mental illness and whose behaviour has led
to or, has the potential to lead to, offending behaviour
(Mullen et al. 2000), or consumers admitted from gen-
eral mental health settings who require a more secure
environment.

The physical environment between forensic and
general settings also differs to provide a secure envi-
ronment. Forensic mental health settings are restrictive
with high levels of security (Tomlin et al. 2019) to
manage risk ‘on account of dangerousness’ (Keski-
Valkama et al. 2010, p. 447). Admission to a forensic
mental health setting may be considered to be coercive
in itself, as users are not admitted voluntarily (Lau
et al. 2020). While admission is justified on account of
managing public safety (Lau et al. 2020) and support-
ing mental health needs, the nature of the forensic
environment may further exacerbate trauma associated
with restrictive practices, with forensic settings having
been found to be more stressful than non-forensic set-
tings (Soininen et al. 2016).

The use and duration of coercive practices including
seclusion differs between types of services (Lepping
et al. 2016; Steinert et al. 2010) and between different
countries (Al-Maraira & Hayajneh 2019). Seclusion is
used more frequently and for longer durations in
forensic mental health settings compared to general
mental health settings (Flammer et al. 2020; Maguire
et al. 2021) with further variation across different
forensic settings (Hui et al. 2013). The reasons for
these differences are unclear, however, differences in
demographics and complexity of presentations, and dif-
ferences in service approaches to care delivery, assess-
ment and management of risk, and recovery, staff
culture (Newton et al. 2017), local practice (Maguire
et al. 2021), and attitudes towards seclusion may con-
tribute (Bowers et al. 2007). There may be a greater
risk of harm and seclusion-related trauma for con-
sumers in forensic mental health settings due to the
higher rates of seclusion use and long duration of
seclusion episodes (Australian Institute of Health &
Welfare 2021).

Globally, forensic mental health services have seen
increases in demand, and subsequent increases in bed
capacity and resources (Jansman-Hart et al. 2011).
While the vast majority of forensic mental health
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service users are male, research suggests that over the
past two decades there have been significant increase
in the number of females admitted to forensic mental
health services (de Vogel & Nicholls 2016). This is
reflective of the rapid rise in female incarceration at
higher rates than males (e.g. Fedock et al. 2013).

Females in forensic mental health settings have
unique experiences in relation to their psychosocial,
clinical, and criminological presentation compared to
males (Nicholls et al. 2015). Females typically have
more extensive histories involving trauma and abuse
(e.g. Bartlett et al. 2014; Cooke & Bailey 2011) and
while admitted are involved in more frequent incidents
of violence (Parkes & Freshwater 2012) and self-harm
(de Vogel & Nicholls 2016) than males. The use of
seclusion therefore may exacerbate existing trauma and
cause significant harm to a population already highly
vulnerable.

Given the increase in demand for forensic mental
health services and the need to support seclusion
reduction and eradication, a synthesis of current knowl-
edge and understanding of the experience of seclusion
in this setting will allow clinicians to identify and
reflect on key practice issues in a timely and succinct
way.

Aims

This integrative literature review aims to synthesize
published research on the experience of or attitude
towards seclusion for consumers in forensic mental
health services, and to explore whether there are dif-
ferences in the experience of seclusion for females and
males.

METHODS

An integrative review using a systematic approach was
conducted to explore published literature pertaining to
the experience of seclusion for females and males in
forensic mental health settings. An integrative review
was chosen as it allows for the inclusion of varying
research methodologies, theoretical knowledge, and has
a greater potential to contribute to theory development
and evidence-based nursing practice (Whittemore &
Knafl 2005). The framework proposed by Whittemore
and Knafl (2005) was utilized for this review and
includes the following stages: identification of the prob-
lem, literature search, evaluation and analysis of data,
and presentation. The problem identification stage of
the framework describes the need for the problem that
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the review aims to address, to be clearly articulated
(Whittemore & Knafl 2005); the aim of this review has
been described above. Stage two includes the literature
search strategy and stage three includes data evaluation
to assess the overall quality of included data (Whitte-
more & Knafl 2005); this is described below. Stage four
includes describing the analysis of data.

Electronic databases searched in August 2021
included CINAHL, PsycINFO (Ovid), Medline (Ovid),
EMBASE, and Web of Science. An internet search to
identify grey literature was conducted using the Google
Scholar search engine where the first 200 hits were
reviewed as recommended by Haddaway et al. (2015).
Keywords used separately and in combination in the
searches were attitude*,
restrict*, coerci*, forensic psychiatry, and forensic
mental health. Papers published from 2000 onwards
were included to take account of contemporary mental
health nursing practice which is recovery-focused and
generally reflective of the need to reduce restrictive
practices. Inclusion original peer-
reviewed research studies conducted in forensic mental
health settings for adults reporting data on the experi-
ence of or attitude towards seclusion or grey literature
reporting on the experience of seclusion for consumers
in forensic mental health settings. Papers were
excluded if the research was conducted in general
mental health settings or described nurses’ experiences
of seclusion use.

The relevant Joanna Briggs Institute (JBI) critical
appraisal tool was used to assess the quality of the
research (Lockwood et al. 2015; Moola et al. 2017)
depending on the study design. The quality analysis
assessed the study purpose, relevant background litera-
ture, study design, sampling, data collection and analy-
sis, outcomes, intervention, overall rigour, conclusion,
and clinical implication. Inclusion criteria were clearly
documented and applied consistently to reduce the risk
of potential bias (McDonagh et al. 2013).

Data were extracted from included papers and
related themes were identified and synthesized. The
first author (AH) extracted all data through the identifi-
cation of themes; the subtitles in the findings section
are reflective of the themes identified. The last author
(KI) then checked for inconmsistencies to ensure an
unbiased and thorough interpretation of the data
(Whittemore & Knafl 2005). The results of data extrac-
tion are described in the findings section of this review
and presented in Table 1.

In this review, the term consumer has been used to
describe people admitted to a forensic mental health

experience™*, seclusion,

criteria were:

© 2022 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd.



A. HANSEN ET AL.

1112

(panuuop)

‘poouaLadxe seam sty mor| pue ‘Aovatrd
HI0JW0d JO [9Ad] Ay Surpnpur ‘oeds [eorsAyd
0} pajeppr sosuodsor juoweuyuod jo ooedg .

“UOTSTI[O9S JO MO/UT FUTA( UIIMIO( SIOUD

-IOJJIp PUE ‘W) POPN[IOS OYM SISINU SPIEMO)

SOpNIME ‘JjeIs SUISINU WOIj UOHUaNe papnour
ored jo  Aienb oy Suissessy o

‘saouaLadxe aane8au 03 aanisod
worj potrea sasuodsor :uorsnpas Sunuoradxy o
“POYLIUOPI OIOM SOUIY} 9OIL[],

(L = u) oouoL

sosuodsox

-adxe eanedou pue eanisod ® joq se uOISN[OAG o
@oqw_pw%a (8§ = u) [enNLU 10 (T¢ = U) 2AN

-egou (@ = u) aanisod B sk JUOUNEOI} QAIIIIO)) o
(3G = U) SHULULILAL} DAIDII0D m:ﬂu:w

-uoo Jyels Jo oouauadxe pue sopninie oAneSIN e
(8 = u) syuoUIEAL} DAIDII0D wzﬁo:ﬁ

-uoo Jye3s jo eouoLadxe pue SopMIIE SANSO e

(€1 = u) SoudIdyIpux

(6=u) mowm?ﬁa Jo ssoT .

(¥ = u) [ouo))

(¢ = u) yyeap jo reaj ‘Amfur ‘ured [eorsAyg o

(F1T = u) suonowa pue syysnoy jueseardun

(6% = u) yuawuoriauo [eorsAyd jueseoidup

.

(TF = U) SISO PUR J[OS 0} AIUD[OIA SYUIAIL]
(9¢ = u) uonodIpPaL I10j SWn omb y .

“OUION) O} 0} PAje[aI

sosuodsar Jo roqunu oY) pue payHULPI SIUATL,
9[33nns 1omoJ o

posnqe Sueq we | .

Popaau T a1ed d1) Suras JON .

IR9J ASUAU] o

‘POYNUOPI SIOM SOUISY} INO,

MOIATOUL

91} 2I0JO( SYRUOL g AT} UT
uorsn[as souorradxe oym syuened
(A SMOTAIDIUL POINIONNS-TIOG

uoneoIpaut

Ienosnurenur AouagIaurd

pue qurensox [eorsAyd ‘uorsnpas
51894 g ISe[ 91} Ul SUIMO[[0] o1}
Jo om) paduaLadxe oym syuared
M SMOTAIDIUT POINIONNS-TUOG
(mor1a103Ul 1]} 0}

toud arow 10 sAep gg podusLtadxd
9 0} PEY[ UOIS[OOS) UOISIOAS
poouaLadxe pey oym syuaned
M SMOTAIDUT POINIONNS-TUOS

Ppoels Jou xog
cr=u

LG = u SO

0¢ =

u

So[ello |

LS =

u

L = U S9RIN

/
L

u

WOOI UOISN[IIS
oy jo eouorradxe
paar] ot axopdxe of,

UOLEIIPOW PAdIO)

pue ‘qurensax eorsAyd
“UOISN[I9s 10§ saouarajord
pue seouoarradxo

s uaned yrodex of,

uorsn[oas jo souatadxo
[euoszad [enprarpur
9T} pur)sIopun OF,

[eardsoy owergoAsd osuazoy
sstsAJeue [eorsojoustouayd
aaneioxdiayur payipoy

(prem

uwado auo pue sprem 9Inoas
Cr:imv@q.: mvgﬁ BOC mﬁhﬁ\s
UONE[IRIDI DISUSIO ]
Aprys 110100 aanpadsonay
(prem juawussasse

pu® prem uoneIqeyar)
[eardsot] 91noas winrpat
ssiskpeue [eorsojouaurouayd
aanejardioyuy

epeur))

(€10%)
ANE 19 mmaﬁom

wopsury payun
(TT08) "7 12 My

puesuy
(6108)
.Né 12 >/®vﬂm<

ssurpuyy Loy

$901N0S ve([

azrs ofdureg

s/wry

Sumes pue udsop Apmig

Anunop)
(1eak) tony

Mﬁwtww yway wjuaut Qw.m,zw&@m.ﬁ uy QQ.;SNUN%\.Q NUZ%.C%&RN Y] U0 Panalaal d4NIDAa11] ,\‘Q \M(:ui\:tw@m T H1IdVL

© 2022 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd.



1113

EXPERIENCE OF SECLUSION IN FORENSIC SETTINGS

(panuruo)))

(9213esIp ‘GG UBAW) 9F = U ATes

-$909U UBT[} SIOUI PIsN SSUWITAWOS ST UOTSN[IAS o
Aowawnm% ‘CQ'G UBOW) 9 = U PONURUOISIP

aq pnoys syuened Jusjoma SUIpn[pes jo 9ONIRI
(9013e “Og'e
ueowr) 9z = u soyoroxrdde oanosjje sowr ot

JO QUO ST UOISN[I9s JUIOIA € ST Juaned & uoyp «

{UOISN[J9s JO 9sn At} SurpIregal

SUOWIOILS SYAVIN O} 03 sosuodsor Juone

(%S01) L =UON -

(%T'68) 8G = U SIX »

:A1eSS909U UOISN[D9S

(%E'13) ¥1 = u JuSIOIpUT «

(%S 1) LG = U yuaDyjnsuy »

(%6'9€) ¥& = U OGNS .

“UOTSN[9S SULMP SUOISSIOSI(T

(%€'6T) § = U JUDIIPUT .

(%8°0€) 0 = u yuabyINsu] o

(%6'9S) L = U JU2YING

‘UOISN[09S FULIND SYISIA

(%6'9%) ST = u yuawrystund JON «

(%1°¢L) 67 = ujuowiysmung e«

(%9¥8) ¥1 = v pog »

(%T'T8) T = u [NJureg] .

(BYF9) 1€ = U [poyouaqg «

(%1'138) 81 = uqiog

(%9°6G) F& = u oanESoN .

(%E6T) TT = U 2ABISOJ »

iSB UOIST[D9g

“Bumesdn Apremonaed Surqopo jo [eaourar oy

quowrgstund © ‘0ANEZOU SB POMOIA ST UOISTIIS
Ayiszonpe

pue pumer SUIIODIOAO  SPIEMO)}  SUDIOA\ o

SUOTUOAIDUT PUE

soonoeld aanoisar jo seoustadxy o
JUSWUOIIAUS T8}

-idsoy Qumoas-ysiy o1 jo seouoradxe jueneg

‘PAYNULPT SIoM SAWSY} 210D 9AIY],

c=u
pareIs 10N

€G = U SO[RIN

(SVAVIN) 9[e0S 9primy 90us[oIA o=u
pue uoIssaIsay jo JuotaSeury so[ewo,q
a1} Jo uorszoa poydepe uy gz =u

%669

OISUDIO]

(%€°8L)

g€g=1u

:dn moyjoq

oye] ek e e (BG9L

MOTATIUT Q:.Ec:& P Am\?ﬁ 9 soeWw) g9 = u
QWIT) ULIPAUT) POPUS UOIST[OAS I9}Je OISUDIO,]
ApIoys uorsn[oes poouatadxo oym 9T = U
sjuoned M MITAIOIU] PaINONNS :oureseq
6] = U SO[RIN

6=1u

syuonyed so[ewa,

(A SMOTATS)UT PINJONI)S-TIIAG Qg =Uu

SYUSPIOUL JUS[OIA pUE
aatssardse 0 surpuodsox
JO SUBOW }$9( PUE JO
sosneo ot 0) se syuoned
PUE Je3s Jo sjoreq
oredwod pue urepedse o,

uoIsn|I9s Jo

asn oy} uo syuowoAoxduur
pa1sa8ans Aue

(¥) pue ‘uorsnoos w:i:ﬁ
JJeIs [ uonorRIoyul

Jjo suondeorad syuoryed
(¢) ‘poq 10 ®>Emw®z

10 oanyisod se uorsnpoos
papresar syuanyed

O} IopoyM (g) SOy
juaned 0} pepuodsariod
SUOS®OX ﬁwtcmﬁ.ﬁum
I9IOyM pUE ‘UOISN[IOS
10§ SUOS®LAI JO uwwm_ksc:v_
(T) oururelep of,

SUONUDAIDIUL

pue seonoexd

QAILISAI JO sooudLIodxd
suoned axopdxe of,

wopsury poju

[eadsoy] anoos (£10%)

Y3y Apras [euonoas-ssor) ‘v 32 pIOJS[N
syrun Juoned-ur orergodsd

[eroua3 omy pue  speydsoy pueury

omergoAsd om[,

Aprys 110100 aanpadsonay

(0108) v 12
BUBYRA-D[SOY

JISUa.I0f

[eadsoy orsuaroy onoos
yanq Apnys saneirpenc)

wop3ury payun
(L103) MH

sgurpuyy Aoy

$§921N0S eje(J 9ZIS wﬁmﬂﬂmm

s/wury

Anunop)
(xwak) rony

Sumes pue usisap Apmg

(ponunuo)) 1 ATAVL

© 2022 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd.



1114

(Continued)

TABLE 1

/

Author (year)

Key findings

Data sources

Sample size

Aim/s

Study design and setting

Country

Five global themes and 21 organizing themes
were identified and depicted as a Model of

Two mini focus groups (n = 2 and

18

Females

Mixed methods (qualitative To explore patients’

Tomlin et al.
(2019)

3) and semi-structured

n=

experiences of the

interview method reported

in the article); Secure

Restrictiveness. Seclusion was described by
participants as punishing, rare, boring, or

distressing to witness

13)

interviews (n

=2

n

restrictiveness of forensic
mental health services

Males n = 16

forensic hospitals (low,
medium, and high)

A. HANSEN ET AL.

service, however, where included studies described
participants as patients, the term patient has been
retained to accurately reflect and stay true to the
authors’ data. For the purpose of this paper, sex has
been chosen for reporting where included papers
referred to males and females, acknowledging that sex
describes the biological characteristics of being male or
female, whereas gender describes the socially con-
structed roles and expectations of males and females
(Phillips 2005).

RESULTS

The database search returned 3647 results. One article
was further identified through other sources. After de-
duplication, 2021 titles and abstracts were screened for
relevance by the first author (AH). A total of 56 full-
text papers were selected and assessed for eligibility by
one author (AH) using clear inclusion and exclusion
criteria determined by all authors. Of these, 49 were
excluded as they did not meet inclusion criteria due to
being conducted in general mental health settings, or
the population was not identified as a forensic popula-
tion, or forensic data were not reported separately to
non-forensic data, or were a poster presentation or a
review which contained original papers already
included. A total of seven studies met the inclusion cri-
teria and all met criteria for quality. All studies demon-
strated high-quality design and robust methodology
determined through quality assessment using the rele-
vant JBI critical appraisal tool (Lockwood et al. 2015;
Moola et al. 2017). Figure 1 depicts the search process
and results. The Google internet search returned
approximately 2420 results. The first 200 results were
screened, however, no additional papers met the inclu-
sion criteria.

Of the seven papers included, reference lists were
searched by hand to identify additional papers. Eight
additional papers were identified however on review
did not meet inclusion criteria. Characteristics of the
seven studies included in this review are summarized
in Table 1. As the aim of this review was to explore
consumer experiences of or attitudes towards seclusion,
not all data from the included studies have been sum-
marized in the table.

Overview of studies included in the literature
review

The included studies were two retrospective cohort
studies (Haw et al. 2011; Keski-Valkama et al. 2010), a

© 2022 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd.
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FIG. 1 PRISMA 2009 flow diagram.

mixed-methods study (qualitative phase reported in the
published study; Tomlin et al. 2019), one cross-
sectional study (Pulsford et al. 2013), an interpretative
phenomenological analysis (Askew et al. 2019), a phe-
nomenological study (modified interpretative phe-
nomenological analysis; Holmes et al. 2015), and a
qualitative study using narrative inquiry (Hui 2017).
The studies were conducted in the United Kingdom,
Canada, and Finland in forensic psychiatric hospitals
and forensic rehabilitation wards (low and medium
secure wards and one open ward). Some studies
reported data outside the scope of this review, how-
ever, were included as these did report data relevant to
the aim of this review. One study included experiences
of, and preferences for, physical restraint, forced medi-
cation, and seclusion (Haw et al. 2011); only the experi-
ence of seclusion was included in the review. Another

e
c
-,9_. Records identified through Additional records identified
‘g database searching through other sources
= (n=3647) (n=1)
c
]
S
v v
. Records after duplicates removed
(n= 2021)
oo
=
c
o
8 A,
2 Records excluded, did not
Records screened ; ) -
(n = 2021) > meet inclusion criteria
n= (n = 1965)
S
A,
Full-text articles assessed Full-text articles excluded (n=
.‘? for eligibility 49) with reasons
i n=56
’ugo ( ) n =15 were not conducted in
= a forensic setting
\ n =11 population not clear
n =10 does not include
__J Studies included in experience of seclusion
qualitative synthesis n =7 review articles (includes
(n=7) studies already included)
n =2 does not separate
= forensic and non-forensic
% A data
Lo . =1d t t
% Studies included in n = does not separate
c L hesi seclusion and restraint data
- quantitative synt. esls n =1 text (relevant chapter
(meta-analysis) excluded)
(n=0) n = 1 full text article not
available in English
n =1 poster relates to this
review

study explored restrictive interventions and restrictive
practices within forensic settings; only the experience
or attitude towards seclusion was included in the
review (Hui 2017). One study included both patients
and nurses (Holmes et al. 2015); only the experiences
of patients were included in the review. One study
compared views of seclusion for patients in forensic
and general mental health settings (Keski-Valkama
et al. 2010); only the experiences and views of forensic
patients were included in the review. Finally, the study
by Pulsford et al. (2013) used an adapted version of a
tool that examined beliefs related to the management
of aggression and violence; only specific data pertaining
to the use or experience of seclusion were included in
the review. Positive and negative experiences of and
attitudes towards seclusion were reported in the
included studies. The experiences of and attitudes

© 2022 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd.
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towards seclusion for males and females in forensic
mental health settings were identified and are dis-
cussed.

Negative experience of seclusion

Four studies included in this review reflect that partici-
pants perceived seclusion as a negative or harmful
experience (Haw et al. 2011; Holmes et al. 2015; Hui
2017; Keski-Valkama et al. 2010). Some participants felt
seclusion used to be stigmatizing (Keski-Valkama et al.
2010), others felt intense fear (Askew et al. 2019), were
fearful of losing control (Haw et al. 2011), feared being
secluded again (Keski-Valkama et al. 2010), or were
bored and lonely (Holmes et al. 2015).

The use of seclusion was perceived to be a punish-
ment (Haw et al. 2011; Hui 2017; Keski-Valkama et al.
2010), with forensic patients perceiving its use as pun-
ishment more often than general psychiatric patients
(73.1% compared to 54.1%, respectively; Keski-
Valkama et al. 2010). Participants who described seclu-
sion as a punishment, felt that its use as a consequence
of bad behaviour, the reason for
unknown, or the setting was inhumane and lonely
(Keski-Valkama et al. 2010). Similarly, Tomlin et al.
(2019) found that participants described seclusion as
punishing, however, the authors note that coercive
measures were not discussed at length during inter-
views. Holmes et al. (2015) found that participants felt
seclusion was misused or overused by staff. ‘T think at
times it may get misused a little bit...they could be
interacting with that person and helping them, rather
than using the seclusion room’ (Holmes et al. 2015, p.
203).

Studies report other impacts of seclusion use, in
relation to how seclusion may impact occupations and
activities. Keski-Valkama et al. (2010) found seclusion
use was perceived as harmful as it contributed to a loss
of “acquired permissions’ (11.5%) (p. 453); in the con-
text of this study this could be assumed to mean access
to something or to do something. However, the num-
ber of participants from the forensic population group
that felt this way is unclear. Similarly, Haw et al.
(2011) found descriptions of losses related to loss of
privileges and control. Holmes et al. (2015) found
descriptions of missing out on experiences while in
seclusion and Hui (2017) found a lack of occupation
and control contributing to the austerity of the seclu-
sion room.

Negative or harmful experiences of seclusion were
also expressed and described as emotional responses.

seclusion was
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Feelings of fear, shame, anger, and loneliness were
reported (Haw et al. 2011; Keski-Valkama et al. 2010).
One participant stated T get really scared by it,
another stated ‘it brings on intense feelings of shame,
embarrassment and humiliation” (Haw et al. 2011, p.
575). For participants who had experienced sexual
abuse in the past, seclusion was difficult when being
required to wear a rip-proof gown; ‘when they strip
you off even if you have a history of self-harm they will
strip you off. If you have had sexual abuse this is not
very good’ (Haw et al. 2011, p. 575). Similarly, Hui
(2017) reported participants found the removal of
clothing upsetting, with a participant describing the
experience of seclusion as bringing back past memo-
ries. Participants in the study by Keski-Valkama et al.
(2010) described harmful experiences of seclusion
related to its use negatively affecting their psychiatric
condition (38.5%), experiences of stigmatization or
ostracisation (34.6%) and fear related to being re-
secluded (3.9%); the percentage of the forensic popula-
tion group that felt this way was not reported.

Hui (2017) reported participants’ experiences of
observing restrictive interventions being used on other
people, with these observations portraying seclusion
use in a negative light. Participants described feelings
of empathy and pity for the person being secluded
(Hui 2017). Seclusion was also described as being “dis-
turbing. . just seeing it, it’s a bit disturbing” (p. 10).
Another implied issue related to human rights, *. . .what
you doing that's a human being there’ (p. 10) and
described that seclusion should not be used in hospi-
tals.

Positive experiences of seclusion

Three studies included in this review reported partici-
pants describing positive experiences of seclusion; two
were forensic psychiatric hospitals (Holmes et al. 2015;
Keski-Valkama et al. 2010) and the other was a rehabil-
itation ward (Haw et al. 2011). This implies that
despite its overall negative association, some partici-
pants who were secluded did see some benefit from its
use. Some report that seclusion allows time to reflect
on what happened and to learn a lesson from the expe-
rience (Haw et al. 2011; Keski-Valkama et al. 2010).
Keski-Valkama et al. (2010) found similar positive expe-
riences of seclusion, with participants reporting that
seclusion was partly beneficial and allowed them to
learn to control their behaviour, had a positive effect
on their psychiatric diagnosis, and allowed for privacy;
however, the authors did not elaborate as to why
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participants felt this way. Keski-Valkama et al. (2010)
found that forensic patients reported more beneficial
than harmful effects of seclusion (54.4% vs 21.1%).

Other positive themes, similar to seclusion allowing
a sense of control, including the notion of helpful isola-
tion, allowing space away from others that enables time
to calm down (Haw et al. 2011). In another study, one
participant stated ‘T was kind of happy to be in there. I
knew I didn’t have to worry about anything’ (Holmes
et al. 2015, p. 204). Holmes et al. (2015) found that
some participants understood the need for seclusion
rooms in a forensic psychiatric setting, describing
seclusion as a necessity and a tool that can keep people
safe.

The physical environment (seclusion room)

Largely, the physical environment of the seclusion
room is experienced as being an uncomfortable, horri-
ble, and unpleasant space (Haw et al. 2011; Holmes
et al. 2015), likened to being in prison (Haw et al.
2011) and a confined space (Holmes et al. 2015). The
seclusion space was also described as boring and
demoralizing (Holmes et al. 2015) and claustrophobic
(Hui 2017).

Askew et al. (2019) found that the physical aspects
of the seclusion experience were associated with fear in
relation to staff and the environment. One participant
described being fearful when and how staff entered
the seclusion room (in response to hiding and covering
of the observation panel) “...every time they open the
door, they kinda like in gloves and there was about 12
of them, I thought, what the fuck’s going on here-
...ideas in my head thinking they’re gonna fuckin’ kill
me’ (Askew et al. 2019, p. 5).

The physical environment of seclusion was also
reported to provide sanctuary. However, it is unclear
whether the physical seclusion room was perceived to
be a sanctuary (Haw et al. 2011), or whether the seclu-
sion provides a sense of sanctuary, in that it provides a
sense of safety or comfort. Further, seclusion was
described as being boring (Tomlin et al. 2019), how-
ever participant elaboration on this was not discussed,
and again the authors note that coercive measures were
not discussed at length during interviews.

Differences in the experience of seclusion for
females and males

Not all studies included females and males in their
sample or separated female and male data. Two of the
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six studies (Askew et al. 2019; Pulsford et al. 2013) did
not include female participants in their sample and one
study (Holmes et al. 2015) did not identify the sex of
the participants. Four studies (Haw et al. 2011; Hui
2017; Keski-Valkama et al. 2010; Tomlin et al. 2019)
included male and female participants in their sample
(refer to summary Table 1) with the majority being
male. The study by Haw et al. (2011) had the largest
sample of women (n = 30). None of the studies that
included both sexes reported the participant’s experi-
ences of seclusion by their biological sex. This may be
due to there being a smaller number of females than
males in forensic populations (Long et al. 2008; Ribeiro
et al. 2015).

Haw et al. (2011) identified female experiences of
seclusion in two contexts. The preservation of dignity
was a suggestion for seclusion use to be more accept-
able, for example, the consideration of privacy when
clothing and disrobing were required to support dig-
nity. A female participant described coercive interven-
tions affecting their leave, privileges, and progress
towards discharge, stating ‘You've got to start again,
lose leave, lose this, lose that' (Haw et al. 2011, p.
576). Whether this response was in relation to the
experience of seclusion, or another coercive interven-
tion (physical restraint or forced medication) explored
in the study is unclear.

Staff actions and interactions while in seclusion

The studies reflected a range of perceptions in relation
to stafl interaction, received attention, and quality of
care during seclusion. Experiences ranged from staff
being perceived to be caring, skilled, and supportive to
staff being perceived in a negative light (Haw et al.
2011) or hard to interact with (Hui 2017), to patients
feeling neglected or abused (Askew et al. 2019). Keski-
Valkama et al. (2010) found that some participants
reported feelings of indifference towards staff interac-
tion, which were interpreted to reflect participants’
cynical attitudes derived from seclusion.

One study reported that consumers felt they
received less attention in seclusion (than when not in
seclusion), and attitudes towards nursing staff who
were secluded were clearly negative (Holmes et al.
2015). ‘The staff don’t come to you when you need
help’; ‘They keep you in there too long sometimes.
They don’t really talk to you, they don’t care’ and one
participant stated [nurses] are just as capable of vio-
lence as the patients are’ (Holmes et al. 2015, p. 205).
Similarly, feelings of neglect and abandonment were

© 2022 The Authors. International Journal of Mental Health Nursing published by John Wiley & Sons Australia, Ltd.



1118

identified, which challenged the expectation of care
(Askew et al. 2019). One participant described being
left (by staff)” and another stated °...there is no help.
It's just feels totally like, abandoned, helpless...
(Askew et al. 2019, p. 5).

Staff actions were also interpreted as a form of
abuse, from physical to sexual abuse which were also
discussed alongside feeling fearful (Askew et al. 2019).
This occurred in the context of staff observing beha-
viour while in seclusion or in the bathroom or shower,
when they were required to enter seclusion or when
items needed to be removed from seclusion to main-
tain safety (Askew et al. 2019). The authors note, while
study participants did not make allegations of abuse
occurring, staff actions were interpreted as abusive;
participants described that they felt like victims of staff
abuse (Askew et al. 2019). Further, staff behaviour was
seen as deliberate neglect (Askew et al. 2019).

The study by Askew et al. (2019) found that seclu-
sion resulted in experiences of loss and gain of power,
with some participants describing feelings of powerless-
ness during seclusion, while others sought out ways to
gain power. Participants described staff having control
over the duration and experience of their seclusion,
resulting in participants being passive for seclusion to
cease (Askew et al. 2019). One participant described
seeking power (due to feeling powerless) by refusing to
leave the room or openly masturbating. Another
assessed staff, their qualifications and their abilities as a
response to his risk being assessed, and felt the long
duration of his seclusion was a result of a lack of train-
ing (Askew et al. 2019).

Suggestions for seclusion use

The majority of studies included participant’s opinions
about future seclusion use or suggestions for seclusion
use (Haw et al. 2011; Holmes et al. 2015; Keski-
Valkama et al. 2010). Participants’ responses in one
study varied from never wanting to be secluded again
to wanting to be able to request seclusion (Haw et al.
2011). To make the seclusion process better, some par-
ticipants recommended being able to walk into seclu-
sion by themselves, the use
techniques, a softer physical environment in seclusion,
and a clear explanation of why seclusion was being
used (Haw et al. 2011). Female participants wanted
their dignity preserved and not to have their clothing
removed (Haw et al. 2011). Although Holmes et al.
(2015) did not explicitly ask participants about ways to
improve seclusion, suggestions included that cameras

of de-escalation
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may make seclusion safer, while also allowing nurses to
see how the person is coping and whether they may be
ready to be released from seclusion (Holmes et al.
2015).

Approximately half of the patients in the study by
Keski-Valkama et al. (2010) suggested at least one
alternative that would have helped at the time of their
seclusion event. These included resting in their own
room (51.9%), verbal de-escalation (46.3%), use of
medication (40.7%), and activities (18.5%). The authors
report no statistically significant differences in the opin-
ions of the forensic and general psychiatric participant
groups (Keski-Valkama et al. 2010), however, alterna-
tives proposed by which participant group were not
clear.

While suggestions for future seclusion use were not
discussed explicitly, interestingly and in contrast to pre-
vious literature and approaches to reduce and where
possible eliminate the use of seclusion, Pulsford et al.
(2013) found that participants disagreed with the dis-
continuation of seclusion for violent patients. Staff dis-
agreed more than patients (mean 1.48 and 2.53,
respectively) and participants regarded seclusion as
valuable.

Limitations of included studies

Despite all papers included in this review being
assessed for quality using the relevant Joanna Briggs
Institute (JBI) critical appraisal tool (Lockwood et al.
2015; Moola et al. 2017), studies included in this
review had a number of methodological limitations.
Two studies (Askew et al. 2019; Haw et al. 2011) were
conducted in forensic rehabilitation wards, which
included low and medium secure wards, an open
ward, and an assessment ward. Therefore, the findings
from this study may not be generalizable to high
secure forensic wards, as consumers secluded in wards
or hospitals with high levels of security may experi-
ence seclusion differently. Similarly, two other studies
included in the review (Holmes et al. 2015; Keski-
Valkama et al. 2010) identified the service setting as
forensic psychiatric hospitals, however, the level of
security was not identified. The clear identification of
the service type and security level was identified dur-
ing the assessment of quality (Lockwood et al. 2015;
Moola et al. 2017) however, did not impact inclusion
in this review. Conversely, findings from studies con-
ducted in high secure settings (Pulsford et al. 2013)
may not be generalizable to low or medium secure
settings. The experience of seclusion may differ for
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consumers depending on the level of security, war-
ranting further investigation.

The study by Haw et al. (2011) included only
patients who had experienced two types of coercive
treatments (seclusion, physical restraint, or emergency
intramuscular medication) in the past 2 years, which
may have impacted on eligibility for inclusion and may
not be representative of consumers who had experi-
enced seclusion only. The authors reported that some
participants experienced difficulty in recalling coercive
treatment over the past 2 years (Haw et al. 2011).
Themes about participants” experiences of coercive
treatments, related to which specific type of coercive
treatment was unclear. Further, quantitative data on
the number of participants who identified themes of
coercive interventions were not separated by the coer-
cive intervention (Haw et al. 2011). This restricts the
ability of the authors to comment on specific themes
relating to the experience of seclusion. Additionally, as
identified by the authors, all authors included in the
study (Haw et al. 2011) were employed or had been
employed by the service. This ethical issue was consid-
ered and managed by authors not interviewing partici-
pants who had previously been involved in their care
(Haw et al. 2011) and was noted during the quality
assessment (Lockwood et al. 2015).

The study by Keski-Valkama et al. (2010) examined
forensic and general psychiatric patients’ views of
seclusion and did not report all data for each popula-
tion group separately. However, the authors report that
forensic patients and general patients do experience
seclusion in a similar way, except forensic patients per-
ceive seclusion to be more of a punishment. This is an
area that requires further investigation. Keski-Valkama
et al. (2010) noted that qualitative data were too sparse
for analysis, highlighting the need for further research
to understand the experience of seclusion in forensic
mental health settings. A larger study across similar
services may assist in being able to develop an under-
standing of the experience of seclusion for consumers
in forensic mental health settings and allow for bench-
marking across services. Findings may provide evidence
to reduce or eliminate the use of seclusion and or
reduce the trauma associated with seclusion use.

None of the studies separated all responses by the
consumer’s sex, which does not allow the second aim
of this review, to determine whether there are differ-
ences in the experience of seclusion for females and
males, to be met. This limits the voice of female con-
sumers being adequately represented (Lockwood et al.
2015) and would have increased overall quality through
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clearly acknowledging and reporting sex. The lack of
the experience of seclusion for women being clearly
described highlights the need for further research to
explore whether there are differences in how males
and females experience seclusion, particularly in the
context of differences identified within this population
prior to and during admission.

Finally, there were no data identifying participants
who identify as non-binary, and to the authors’ knowl-
edge, there is no published literature pertaining to the
experience of seclusion in forensic mental health set-
tings for people who identify as non-binary gender.
This is a future area of research in the context of
ensuring care is gender-sensitive, as gender differences
can impact mental health, expression and experience of
mental health problems, and treatment needs (Judd
et al. 2009).

DISCUSSION

This integrative review explored and synthesized the
key themes from published research on the experience
of seclusion for consumers in forensic mental health
services and explored differences between female and
male experiences of seclusion. A total of seven original
research papers met inclusion criteria. Findings suggest
that seclusion is largely perceived as a negative experi-
ence, harmful, and punishment for behaviour, nega-
tively impacting the emotional health of those
subjected to it. Few studies have examined the experi-
ence of seclusion for consumers in forensic mental
health settings or examined differences between male
and female experiences of seclusion, despite docu-
mented differences between males and females within
this setting. A succinct report of the findings related to
the experience of seclusion use for consumers in foren-
sic settings, allows clinicians to reflect on the potential
impact of seclusion use, and may support consideration
of practice related to seclusion reduction and eradica-
tion.

This review found that consumers in forensic mental
health settings perceive seclusion as a punishment
more often than consumers in general mental health
settings (Keski-Valkama et al. 2010). The reason for
this, and whether consumers of forensic mental health
settings perceive this more generally is unclear (Hui
et al. 2013). A number of factors could influence the
differences between the experience of seclusion for
general and forensic consumers. For example, differ-
ences between the consumer populations, current and
past experiences related to trauma, and the physical
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environment, have been found to be more stressful
than in non-forensic settings (Soininen et al. 2016). As
earlier described, these differences may exacerbate
existing trauma and increase the risk of re-
traumatization when seclusion is used to manage beha-
viour. Therefore, consideration should be paid to the
impact the highly secure environment may have on
experiences of seclusion. While seclusion was largely
perceived to be a negative experience, there are data
indicating that there are also positive experiences of
seclusion. This finding should be interpreted with cau-
tion, as reporting a positive experience of seclusion
does not indicate that the experience of seclusion is
beneficial, however, positive experiences suggest poten-
tial issues related to the physical environment and lack
of space or privacy in forensic mental health settings.

This review was unable to determine whether male
and female experiences of seclusion differ. This is an
identified limitation as females mental
health settings have unique and different experiences
in relation to their presentation compared to males
(Nicholls et al. 2015). While females are a minority in
forensic settings (Ribeiro et al. 2015; de Vogel &
Nicholls 2016), studies suggest an increase in the
number of females being managed in forensic and
correctional services (de Vogel & Nicholls 2016). This
is an area that warrants further investigation to
reduce, with the aim of eradicating seclusion use and
its associated trauma, for a population at risk of re-
traumatization.

Females in forensic settings often have complex his-
tories involving childhood abuse and trauma, as well as
invasive experiences of family violence, physical, and
sexual abuse (e.g. Bartlett et al. 2014; Cooke & Bailey
2011), which may influence their experience of seclu-
sion, particularly the exacerbation of existing trauma.
Seclusion use is documented as being associated with
trauma (e.g. Brophy et al. 2016a). A study by Hammer
et al. (2011) found that consumers who experienced
childhood abuse experienced higher rates of seclusion
over time and the use of seclusion may result in re-
traumatization. This finding suggests that a female’s
past experiences associated with extensive trauma
maybe exacerbated during an episode of seclusion.
Mental health services employ trauma-focused inter-
ventions that aim to recognize the link between, and
prevalence of childhood trauma and adverse mental
health outcomes (Muskett 2014). However, the contin-
ued use of seclusion for consumers who have histories
of trauma potentially undermines the importance of
trauma and recovery-focused interventions in mental

in forensic
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health practice, particularly in a population with com-
plex histories of trauma.

Females in forensic settings are involved in more
frequent incidents of violence while admitted than
males (Parkes & Freshwater 2012) and engage in more
self-harm during treatment (de Vogel & Nicholls
2016). These acts of violence towards themselves and
others may be an expression of their psychological dis-
tress as a result of past experiences and trauma (Parkes
& Freshwater 2012). The use of seclusion to manage
violence directed towards themselves or others may
further contribute to the exacerbation of trauma,
instead of protecting the person or others from harm.

Seclusion reduction and eradication continue to be
an important part of mental health practice. However,
strategies aiming to reduce seclusion may not be effec-
tive for some consumers who present with factors asso-
ciated with seclusion use, such as age, risk of violence
to others, and a previous history of seclusion (Bullock
et al. 2014). Despite seclusion reduction and elimina-
tion being a priority (Barr et al. 2019), seclusion
remains an option to be used to manage consumer
behaviour that presents a risk to themselves or to
others. Consumers who are identified as being at risk
of seclusion use require early identification, and effec-
tive strategies to reduce incidents of seclusion need to
be implemented (Bullock et al. 2014). This is impera-
tive for women, given that many women in forensic
mental health settings have experienced complex
trauma in their past.

The voice of consumers and certainly their experi-
ences are required to be at the centre of seclusion
reduction and eradication. This has been recently high-
lighted by the Royal Commission (State of Victoria
2021) which indicated that efforts to eliminate the use
of seclusion in mental health settings require consumer
input to understand experiences and provide alterna-
tives to seclusion use.

Without an understanding of women’s experiences
of seclusion, the psychological harm associated with
seclusion will remain, and may not be able to be
reduced. Given what we do know about the history of
women in forensic mental health settings, and beha-
viours that present while admitted, the use of seclusion
is problematic for this population, and puts the woman
at risk of re-traumatization. This may affect clinical and
personal outcomes during and following admission.
Having a better understanding of the experience of
seclusion, specifically for women, may contribute to,
and influence the way in which care is delivered in the
context of seclusion. New understandings can evidence
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the development of sex or gender-specific interven-
tions, with less likelihood of psychological harm and re-
traumatization.

STRENGTHS AND LIMITATIONS OF THIS
REVIEW

The key strengths of this review include using a sys-
tematic search approach, clear inclusion and exclusion
criteria, and initial screening of articles independently
by two authors. This review is primarily limited by the
small number of studies that met inclusion criteria
which limit the use and generalisability of the findings;
however, the themes identified may assist with the gen-
eration of new hypotheses for testing in future
research. Quantitative data relating to the experience
of seclusion for females compared to males was not
clear in all included studies, which may have limited
the ability to determine whether there are differences
in the experience of seclusion for females and males.
Qualitative and quantitative responses were largely not
identified by sex, which restricts the scope of this
review to identify differences in the experience of
seclusion for males and females.

The lack of qualitative studies in this area limits the
ability of consumers to have a voice about their treat-
ment and their experiences of treatment, in this case,
seclusion. The importance of understanding personal
experience is crucial in the process of recovery (Jacob
et al. 2017). There is imperative to understand con-
sumer experiences to responsively make changes to
policy, education and training, practice, and support
recovery. The lived experience of consumers and their
supporters (carers) has been suggested as important in
understanding practices in mental health care and con-
tributing to change (Brophy et al. 2016a).

IMPLICATIONS FOR CLINICAL PRACTICE

This review provides a synthesis of what is known
about the voice of consumers regarding seclusion in
forensic health settings which can be used to inform
future policy and practice. The consumer experience of
seclusion in forensic mental health settings is not well
understood and little is known about the differences in
experiences of seclusion for females and males.
Females and males admitted to forensic mental health
settings present with differences in their experience of
psychosocial, clinical, and criminological
presentation, which may affect their behaviour while

trauma,
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admitted and potentially their experience of and risk of
harm from seclusion. Consideration and acknowledge-
ment of differences between males and females are
required to inform mental health policy and practice
that is sensitive to sex differences, and to assist in
reducing trauma associated with seclusion use, particu-
larly for a population that is highly vulnerable. The use
of seclusion in forensic mental health settings is largely
perceived as a negative experience that causes harm
and is used as a form of punishment. For a population
who may already view a forensic setting as punitive
and traumatic, the experience of seclusion may further
exacerbate existing trauma and undermine therapeutic
intervention. It is important to support clinicians to
consider their practice with the intention of reducing,
and where possible, eliminating the use of seclusion
with established seclusion reduction approaches (e.g.
Huckshorn, 2004; Long et al. 2015). Further research
is required to understand the experience of seclusion
for consumers as well as efforts to eliminate seclusion
as a behaviour management option and inform efforts
to design alternate interventions to protect consumers
and others from harm.

CONCLUSION

This integrative review found that most consumers in
forensic mental health settings report seclusion to be a
negative and harmful experience that negatively
impacts their emotional health, and is perceived to be
a punishment for their behaviour. Further research is
required to understand the consumer experience of
seclusion in forensic mental health settings, particularly
the experience of seclusion for females. With a better
understanding of the female experience of seclusion,
sex or gender-specific interventions can be developed
to inform policy and support evidence to reduce and
where possible eliminate the use of seclusion. With a
reduction or elimination of seclusion, the harm associ-
ated with seclusion will be reduced, which will support
and maintain recovery and optimize trauma-informed
care.

Seclusion continues to be available for staff to use,
however, the availability of seclusion may act as a
deterrent for clinicians to attempt to other
approaches to manage behaviour, in situations where
seclusion would be traditionally used. Until an effective
alternative approach or intervention is identified to
manage a person’s behaviour, seclusion will continue to

be used.

use
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RELEVANCE FOR CLINICAL PRACTICE

The findings of this review help clarify the consumer
experience of seclusion in forensic mental health set-
tings and highlight the need to consider consumers” sex
to understand the experience of seclusion for women
in forensic mental health settings. The development
and testing of sex-specific interventions may assist men-
tal health nurses in reducing and potentially eliminat-
ing the use of seclusion, and reducing associated
trauma while supporting recovery and trauma-informed
care, and consumer outcomes.
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