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Abstract 

Experiences of psychiatric patients nursed in seclusion have not been adequately explored in 

Malawi despite that such patients are exposed to painful and traumatic experiences. This study 

described the experiences of psychiatric patients nursed in seclusion at Zomba Mental Hospital in 

Malawi. The specific objectives of this study were; to describe the perceptions and experiences 

of psychiatric patients on the use of seclusion and to identify the needs and problems of 

psychiatric patients who are nursed in seclusion.  Ethical approval was granted by College of 

Medicine Research and Ethics Committee. A descriptive qualitative research design was used. 

Purposive sample of 16 participants were involved in face to face in-depth interviews using an 

interview guide. All participants gave written consent before being interviewed. Data were 

analysed using thematic content analysis. Findings of this study revealed that the psychiatric 

patients who were nursed in seclusions had both positive and negative experiences. The positive 

experiences included seclusion’s ability to: control patients’ disruptive behaviors; offer 

protection to patients, others and property and promote rest and sleep to patients. However, 

patients reported the following negative experiences about seclusion: punishment, torture, being 

isolated, appalling conditions of seclusion rooms, violation of patients’ rights, lack of interaction 

and involvement in care, limited access to basic needs and inadequate nursing care. In 

conclusion, there is need to review the use of seclusion so that patients are provided with humane 

nursing care which can make patients enjoy therapeutic benefits of seclusion. Health workers 

must also ensure that conditions of seclusion rooms are conducive for patients’ recovery. This 

can be made possible by training health workers on effective use of seclusion so that they can 

competently care for psychiatric patients without infringing on patients’ rights.  
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CHAPTER ONE  

INTRODUCTION 

Introduction and background information 

Seclusion is the supervised confinement of a patient in a room which is a common 

practice in most psychiatric settings as a last resort  in emergency situations when less restrictive 

alternatives have failed (Parazzolo, 2004). Furthermore, seclusion is a therapeutic approach that 

is used to regulate and contain high-risk and possible dangerous behavior of patients in a 

psychiatric setting (Mayers, Keet, Winkler, & Flisher, 2011). Thirty percent of patients admitted 

to psychiatric settings are nursed in seclusion due to aggressive behavior (Parazzolo, 2004). It is 

evident that seclusion is one of the management approaches for patients with aggression in 

United Kingdom (Duxbury & Whittington, 2005).  This is corroborated by Kanzara (2013) and 

Tunde-Ayinmode and Little (2004) who asserted that seclusion is used with the aim of 

containing a patient with severely disturbed behavior patient to prevent harm to himself or others 

and physical environment.  Moosa and Jeenan (2009) stated that restraints are usually used for 

the protection of patients and others when medications and verbal therapies are insufficient to 

control potentially violent patients in a psychiatric setting when all else has.  

Seclusion  remains the last resort option because it infringes on human freedom and has 

negative consequences on the patient as it may reactivate earlier traumatic events, feelings of 

shame and abandonment or can foster negative perception of the health facility, can aggravate or 

precipitate symptoms of mental illness such as hallucinations and delusions  (Larue, Piat, Racine, 

Menard, & Goulet, 2010). Seclusion should never be used as part of a treatment plan, as a 
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punishment or as an alternative to having inadequate staffing levels and highly untrained staff 

(Davison, 2005). Similarly, Emmanuel et al., (2010)  stated that seclusion is not a therapeutic 

care procedure as it induces further physical or psychological trauma.  

However, some nurses justify the use of seclusion as one way to reduce stimuli, to allow 

extra medications given to take its effect, to allow the patient to calm down, relax and rest, to 

maintain relative harmony in the ward and to ensure the well-being of the other patients (Larue et 

al., 2010). Individuals with Schizophrenia or Bipolar disorder disease, male and young are more 

likely to be secluded  because of their disturbed behavior (Larue et al., 2010). This is also 

supported by Duxbury and Whittington (2005) who found that mental illness is a strong 

precursor to aggressive behavior. 

The characteristics of care providers also affect the frequency of seclusion use. Larue et 

al., (2010)  stated that health care professional’s attitudes to aggressive behavior and their 

training facilitate the frequency of seclusion use. Care providers who have a positive attitude 

towards people with mental health problems have an easier time to manage their emotional 

reactions and adopting a collaborative attitude towards patients. While care providers with lower 

education and limited experience are prone to resort to seclusion measures and those who are 

overworked and stressed use restraints more (Larue et al.,2010).  Additionally, the characteristics 

of health care environments that restrict personal choice or opportunities for mutual support and 

provide few significant occupational activities are fertile ground for frustrations, boredom and 

consequently facilitating aggressive behaviors by vulnerable individuals (Larue et al., 2010).  

In Malawi, mental health care services are being provided at the psychiatric unit of 

Lilongwe central hospital, Zomba Mental Hospital, St John of God mental health services in 
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Mzuzu and in most district hospitals in the country. However, the existing mental health services 

are mainly urban based, they are not fully integrated into the national primary health care 

delivery system. Due to this, most patients are referred to Zomba Mental Hospital as it is the 

only referral government hospital. This sometimes creates congestion in the hospital wards and 

may contribute to aggressive behaviors due to overcrowding.  Duxbury and Whittington (2005) 

stated that patients perceive environmental conditions like crowding and poor 

communication to be a significant precursor of aggressive behavior and prone to be nursed 

in seclusion.  

 

Furthermore, the patients are referred in acute phase and some patients present with 

aggressive behavior due to the mental illness and pose a danger to self and others and are nursed 

in seclusion. Other patients who have a risk of absconding are also nursed in seclusion to prevent 

absconding. According to the literature search, no data was found in Malawi concerning the use 

of seclusion. However, despite advances in our understanding of mental illness, physical control 

mechanisms such as seclusion continue to be required for the management of disturbed patient 

behavior. Records from the three acute wards of Zomba Mental Hospital indicated that some 

patients with aggressive behavior are nursed in seclusion.  Out of 84 admissions in December, 

2013 a total of 129 episodes of seclusion were reported. Two to three patients daily are nursed in 

seclusion in each of the three acute wards. However, the available standards operating 

procedures on the therapeutic use of seclusion intervention are not followed at the hospital.  

Although  seclusion is recognized as having a role in preventing and reducing disturbed 

behavior in psychiatric setting, it remains a controversial intervention in psychiatric care because 

of the consequences it brings and its use is associated with feelings of humiliation, resentment 
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and deprivation of the patient rights (Mayers et al., 2011). Studies conducted in UK, France, and 

Australia on patients’ perceptions and experiences on mechanisms to manage aggression and 

violence revealed that patients had traumatic and harmful experiences on the use of seclusion 

(Duxbury & Whittington, 2005; Frueh et al., 2005).  Additionally, patients themselves have 

experienced seclusion as a punishment and/ or violation of their autonomy.  Some known 

adverse effects associated with the use of seclusion include loss of muscle strength and mobility, 

injury and increase in psychological distress. No data were found in Malawi on the experiences 

of patients nursed in seclusion. 

Problem statement 

Malawi has one psychiatric government referral hospital in the city of Zomba. The 

hospital gets patients from different parts of the country. Some patients admitted to this hospital 

present with aggressive behavior and pose a danger to self and others; consequently they are 

nursed in seclusion. Records from the three acute wards of Zomba Mental hospital indicated a 

total of 84 admissions in the month of December, 2013 with 129 episodes of seclusion. Each 

ward has 16 to 18 patients on average and 2-3 patients are nursed in seclusion daily.  From 

observation most of these patients nursed in seclusion are due to aggressive behavior.  However, 

little is known concerning the effectiveness of seclusion intervention and the impact it has on 

secluded patients as patients are not given a chance to narrate their experiences. No studies in 

Malawi were found on whether seclusion intervention is benefiting patients or not, the 

experiences patients have and the problems they have when they are nursed in seclusion. 

Studies conducted in high income countries showed that most  patients nursed in 

seclusion have expressed negative experiences on the use of the seclusion (Larue et al., 2013). 

They have feelings of anger, fear, abandonment,  isolation and seclusion is perceived primarily 
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as punishment rather than a therapeutic intervention (Astrid, 2010). The condition of seclusion 

rooms have been described as bad, cold, without blankets,  having insufficient basic facilities and 

patients feel an infringement of their human rights (Astrid, 2010; Robins, Sauvageot, Cusack, 

Maierle, & Frueh, 2005). Although there is evidence from several studies conducted in low and 

middle income countries that patients nursed in seclusion have traumatic and harmful 

experiences on the use of seclusion, it is not known whether patients nursed in seclusion at ZMH 

have similar traumatic and harmful experiences on seclusion use. The use of seclusion has not 

being examined in terms of the impact it has on the patient after the therapy at ZMH. It is in view 

of this therefore, that this study aims to investigate psychiatric patients’ experiences on the use of 

seclusion at ZMH 

Significance of the study 

Seclusion is being used almost every day at Zomba Mental Hospital. Therefore, the 

findings of this study will strengthen the proper use of available standards and guidelines on the 

therapeutic use of seclusion in order to provide care that is safe, dignified and humane.  In 

addition, the study findings may assist in educating the health workers on how best they can 

manage aggressive patients and when to use seclusion as an alternative approach which will be 

acceptable to patients to prevent the painful and traumatic experiences which patients may 

experience due to seclusion use. The study findings may act as baseline for other larger research 

studies on the use of seclusion intervention.  
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Objectives of the study 

Main objective of this study 

The main objective of this study was to investigate psychiatric patients’ experiences on the use 

of seclusion at Zomba Mental Hospital. 

Specific objectives of this study 

The specific objectives of this study were to: 

• Describe the perceptions and experiences of psychiatric patients on the use of  seclusion   

• Identify the needs and problems of psychiatric patients who are nursed in seclusion 

Conclusion  

This chapter has outlined the background information to this study with relevant literature; the 

problem statement and significance of the study have been described. In addition, the objectives 

of the study have been outlined which were achieved by the end of the study. 
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CHAPTER TWO 

LITERATURE REVIEW 

Introduction 

This section presents a review of literature pertaining to psychiatric patients’ experiences 

on the use of seclusion. A search of existing literature on patients’ experiences on the use of 

seclusion yielded several sources. The literature review had included related research studies 

which were conducted previously in relation to issues of seclusion both internationally and 

locally. The data bases which were used were; Inter Network Access to Research Initiative 

(HINARI), Google scholar, Pub Med, Ebscohost and text books from library. The literature 

review was done within a period of one year. The areas for literature review included the 

following; use of seclusion, patients’ perceptions and experiences on seclusion use, conditions of 

seclusion rooms, and patients’ expectations during seclusion periods. The purpose of literature 

review was to identify and discover a range of research findings of different researchers on the 

phenomena under study. 

Use of seclusion 

Several studies have indicated that psychiatric patients in acute phase present with 

aggressive and violent behaviors which warrant them to be nursed in seclusion.  Kontio et al., 

(2012) found  that seclusion is widely used in psychiatric hospitals to control challenging 

behavior in patients experiencing psychosis; but should be the last resort and never to be used as 

part of treatment plan, as punishment or as alternative to having inadequate staff as it has 
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potentially fatal complications (Davison, 2005).  Moosa and Jeenan (2009)  added that seclusion 

is usually used for the protection of patients and others when medications and verbal therapies 

are insufficient to control potentially violent patients. It is evident that most disturbed acute 

patients are at the highest risk of being secluded  (Happell & Koehn, 2010).  Similarly, it was 

found that violent behavior or threatening violence is a commonly accepted indication for the use 

of seclusion  (Whittington, Bowers, Nolan, Simpson, & Lindsay, 2009).  

Furthermore, another study discovered that seclusion is justifiable if there was a threat to 

public safety, to prevent disorder or crime, to protect health and morals, to protect rights and 

freedom of others (Kanzara, 2013). It was further found that seclusion is an emergency 

intervention that may only be used if it is necessary to protect the health and safety of a person 

involved or the health and safety of others.  Other studies found that health workers in 

psychiatric settings describe aggressive behavior as the justification for seclusion use. Duxbury 

and Whittington (2005) conducted a study with 82 psychiatric patients and 80 nurses which 

found that seclusion was used as one of the management approaches to aggression.  It was 

evident from Helierstein et al., (2007) study that seclusion is a “last resort” measure that is used 

when a psychiatric patient presents an imminent  risk to self or others and it should be used as an 

emergency intervention.  

Furthermore,  it was found that seclusion  must be applied in mutual understanding 

between the patient  and  staff  and  patients have the right to appropriate and respectful 

treatment delivered or presented in the least restrictive manner to ensure positive clinical 

outcomes (Kontio et al., 2012).  Similarly, it was found that all patients have the right to be 

treated with dignity, concern and high quality competent care, all patients nursed in seclusion, 

family members or significant others need to be informed immediately about any use of 
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seclusion and should receive debriefing in clear words that they can understand from their 

primary caregivers in order to minimize negative effects related to patients’ experiences of being 

secluded (Larue et al., 2013; Mayers et al., 2011). 

However, some studies  have indicated that seclusion is a temporary measure that should 

not be used for persons who may be experiencing suicidal ideation or may be at risk of harm to 

themselves like banging head against wall as seclusion may exacerbate their distress and cause 

more suicidal ideation (Ezeobele, Malecha, Mock, Mackey-Godine, & Hudnes, 2014). Similarly, 

it should not be used for persons who have medical conditions that require close monitoring for 

instance someone who has cardiac or respiratory issues and may experience subtle signs of 

physical distress that might be missed when in seclusion (Ezeobele et al., 2014). 

Benefits of seclusion use 

Studies have found that seclusion use is considered as a therapeutic measure for isolating 

patients and limiting their contacts with their peers during aggressive situations  (Ezeobele et al., 

2014), for the control of violent and potentially violent behaviors among patients (Moran, Scott, 

& Mathews, 2009) and to prevent imminent harm to the patient and / or others (Pui-Yan, 2012). 

It is evident that seclusion is considered beneficial as it provides patients time and avenue to 

meditate and pray as they stay alone in the seclusion room, they feel safe and secure as health 

workers continuously monitor them (Ezeobele et al., 2014).  

 Van Der Merwe, Mur-Cochrane, Jones, Tziggili, and Bowers (2013) conducted a 

literature review of 115 studies where by patients from two studies reported that they felt safe 

and protected, calmer, relieved and more control over their behavior while secluded. In another 

study, the majority of patients expressed that they changed in a positive way towards staff and 

other patients after seclusion.  Similarly, another study done by Meehan, Vermeer and Windsor 
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(2008) found that participants saw that seclusion is a safe environment where they could gain 

control over their actions. It was evident in Larue et al., (2013) study which found that seclusion 

was seen by patients as helpful and  it was viewed by some patients as necessary for the control 

of violence while others as a therapeutic modality. 

 

Similarly , Duxbury and Whittington (2005) found  that some patients thought that 

seclusion is a safer environment in which they could gain control over their actions while other 

patients thought that seclusion  is needed in order to maintain safety, prevent injury and reduce 

agitation. Furthermore, health workers believe that seclusion is more often practiced 

therapeutically and is perceived as  supportive of patients’ therapeutic needs (Maguire, Young, & 

Martin, 2012). Nurses believe that seclusion is necessary, not punitive and is highly therapeutic 

practice that assists patients to calm down and feel better (Meehan, Bergen, & Fyeidsoe, 2004). 

Painful experiences during seclusion period 

Emotional impact of seclusion  

Studies have indicated that despite seclusion  having the role in the prevention and 

reduction of disturbed behavior in therapeutic psychiatric setting, its therapeutic or treatment 

benefit remains unsubstantiated (Ashcraft & Anthony, 2008) and it remains a controversial 

intervention as it brings a lot of  challenges with regard to patient and health care provider rights 

and safety (Mayers et al., 2011).  It was evident that seclusion interrupts the therapeutic process, 

impedes the recovery process,  its effectiveness is controversial (Jansen, Noorhoorn, 

Hutschemaekers, Lendemeijer, & Widdershhoven, 2008), its  intervention may stimulate further 

aggression and is perceived to be traumatizing (Ashcraft & Anthony, 2008).  
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  The use of seclusion is perceived by patients  primarily as punishment rather than 

therapeutic intervention, is seen as the most abusive and least helpful interventions (Astrid,   

2010; Duxbury & Whittington, 2005). Studies have indicated that use of force in the seclusion 

process was described as unjustifiable and these experiences gave rise to associations being 

made between seclusion and punishment, equivalent to a prison jail (Meehan et al., 2008).  A 

study in Australia concerning staff and patients’ perceptions of seclusion indicated that some 

patients  believed that seclusion is used as a means of exerting power, control and it results into 

feeling of being punished and has little therapeutic value (Meehan et al., 2004). 

 

Furthermore, another study found  that patients see seclusion as an infringement of their 

human rights and is associated  with verbal and physical abuse (Astrid, 2010). Seclusion has the 

potential to infringe on patients’ autonomy and  was viewed as a violation of  their human rights 

though other patients viewed as a therapeutic modality (Duxbury & Whittington, 2005). It is 

evident from several studies that the experiences of patients being nursed in seclusion show that 

their rights are being infringed and there is lack of respect for human dignity. Moosa and Jeenan 

(2009) stated that restraint procedures not only represent a significant infringement of 

individual’s right to autonomy and self-determination but may also be associated with significant 

morbidity and mortality.  In a study  done by Ezeobele et al., (2014) on patients’ lived seclusion 

experience in acute psychiatric hospital in the United States found that seclusion was 

experienced as abandonment and violation of patients’ rights.  

In another study conducted by Larue et al., (2013) found that seclusion is seen by patients 

as a consequence of their bad behavior, as a punitive measure and patients are not given 

alternatives to seclusion.  Similarly, Mayers et al., (2011) in a study on mental health service 
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users perception  and experiences of sedation, seclusion and restraint in South Africa found that 

seclusion is perceived as a punitive measure, used for control of behavior rather than as calming 

or protective intervention.  It is evident that seclusion has the potential to infringe on patients’ 

autonomy, violates their rights and  is described as being inhumane  (Pui-Yan , 2012).  However, 

another study conducted in Canada on the experiences of seclusion and restraint it was found that 

most patients nursed in seclusion were left with negative feelings of anger, fear and had 

traumatic and harmful experiences and some believed that seclusion was frequently used for 

minor disturbances (Larue et al., 2013). In addition, seclusion is fraught with risks of various 

adverse effects from patients’ deaths to deleterious physical and psychological effects on both 

the patients and staff (Happell & Koehn, 2010). On the other hand, Kontio et al., (2012) stated 

that patients describe problems related to their basic needs like toileting, eating or drinking 

which brings distress and treatment facilities do not allow patients to maintain their basic needs.  

Interaction between staff and patient during seclusion period  

According to the study done by Keski-Valkama, Koivisto, Eronen and Kaltiala-Helno 

(2010) on Forensic and general psychiatric  patients views of seclusion, it was found that patients 

had negative feelings towards use of seclusion because of perceived lack of interaction with the 

staff before, during and after seclusion.  Another study found that patients were not given enough 

information before seclusion about their situation, reasons for seclusion; treatment plans and 

what would happen next which gave them distress (Kontio et al., 2012).  Similarly, Astrid (2010) 

found that patients felt that they were inadequately re-orientated after seclusion and unable to 

explain their experiences which led to distress. A study on mental health service users’ 

perception and experiences of sedation, seclusion and restraint found that patients’ experiences 

of containment regardless of the type was experienced as very stressful since there was no 
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debriefing and reorientation once the person was out of seclusion and  patients who had no 

personal experience of seclusion reported that their experience of observing others being 

secluded contributed to their distress (Mayers et al., 2011).    

Additionally, Larue et al., (2013)  found that the patients’ experiences of distress were 

compounded by the absence of a post seclusion review.  According to Meehan et al., (2008) 

participants’ perceptions relating to punishment, abandonment, fear, isolation and depression 

were acute in situations where participants felt under-informed about the seclusion process and 

lack of interaction with staff while in seclusion was a source of frustrations which contributed to 

the feeling of abandonment.  Lack of information about expected length of time to be nursed in 

seclusion, behaviors that would result in release from seclusion and no adequate explanation as 

to why they were secluded and not informed about what behaviour would lead to seclusion  was 

also noted (Van Der Merwe et al., 2013).  In another study done by Holmes, Kenedy and Perron 

(2004) found that participants felt that it is not the seclusion per see that impacts on their 

negative perceptions and negative emotional experience but rather the lack of nurse-patient 

contact during the seclusion experience. 

According to the study conducted by Mayers et al., (2011) lack of communication 

between care providers and patients during periods of containment was cited as a problem. In 

Mayers’ study, it was revealed that patients expressed concern that no explanation was given 

about procedures, no consent was obtained and no attempt was made to give options regarding 

method of containment. This was cited as stressful as patients felt that they lost a sense of time 

and place.  Furthermore, Kontio et al., (2012) found that patients in Finland did not get enough 

information about their situation, treatment plans or what will happen next, the reason for 

seclusion and  patients were  dissatisfied with the way the staffs spoke to them.  In addition, 



14 
 

patients had negative feelings because of perceived lack of interaction with the staffs before, 

during and after seclusion  (Keski-Valkama et al., 2009).  Similarly, Robins et al., (2005) found 

that patients’ distress appeared to be related not to the experience of seclusion but the process 

leading to seclusion which had no reasonable explanations.  

Several studies have described interaction between patient and care givers as necessary 

during seclusion period. According to the study done by Kontio et al., (2012) some patients felt 

that effective communication in the process of seclusion period would have been helpful and 

debriefing is more important after the seclusion to minimize negative effects related to 

experiences of being  secluded.  Similarly,  it was found that patients should receive debriefing in 

clear words that they can understand from their primary caregivers in order to minimize negative 

effects related to patients’ experiences of being secluded ( Larue et al., 2013; Mayers et al., 

2011). The debriefing should not only be for  patients secluded but the rest of the ward to 

eliminate uncertainties and fears as some patients become distressed to see other patients being 

secluded (Van Der Merwe et al., 2013). 

 In addition, it was evident that patients wanted health workers to talk to them and show 

genuine interest during seclusion (Keski-Valkama et al., 2010). Care providers should maintain 

communication about procedures to be administered and treatment options with patients 

although they might appear to be disorientated (Frueh et al., 2005).  It was also stated that 

patients should be encouraged to discuss with the care providers the containment procedures 

which they experience as most effective and least distressing.  Furthermore, Frueh et al., (2005) 

stated that a patient whom seclusion is authorized should be told that is being secluded, informed 

about the period for which seclusion has been authorized and any extension should be 

communicated to patients with exception of the very confused patients.  
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 Sensory deprivation  

Human beings are only ever fully human in their relationships with others, if such 

relationships drastically restricted, even temporarily, feelings of loneliness will surface naturally  

(Goran & Johnson, 2006). Several studies have described seclusion as associated with sensory 

deprivation, solitary confinement and isolation. According to the study done by Mayers et al., 

(2011) on mental health service users perceptions and experiences of sedation, seclusion and 

restraint, participants cited isolation from family members or friends as a problem during 

seclusion episode, a cause of increased levels of distress and contributed to disorientation. 

Similarly, Gaskin, Elsom and Happell (2007) conducted a study on interventions for reducing the 

use of seclusion in psychiatric facilities  and findings stated that though seclusion can be 

therapeutic, can prevent injuries and reduce agitation it has been described as a form of social 

control over people already experiencing exclusion from the community and is frequently 

harmful or traumatic to patients.  Level of boredom resulting from isolation and monotonous 

surroundings, under-stimulating environment have been acknowledged as a significant cause of 

stress (Meehan et al., 2008). 

According to Parazzolo (2004) study about the use of seclusion in psychiatry, some 

patients had feelings of depression, difficult in judging time, feelings of loss of control, 

dysfunctional thought patterns, fear, estrangement, retaliation, hostility, quilt , paranoia, 

bitterness, and comforting hallucinations due to response to sensory deprivation when they were 

put in seclusion and had negative feelings towards seclusion.  In addition, Robins et al., (2005)   

stated that seclusion is experienced negatively by patients who experience feelings of shame, 

helplessness and humiliation.  Similar results were reported in studies done in Finland  (Keski-

Valkama et al., 2009)  and Norway  (Iversen et al., 2011).  Furthermore, Holmes et al., (2004) 
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found that experience of seclusion serves as an intensification of already existing feelings of 

exclusion, rejection, abandonment and isolation and patients had perceived seclusion as a 

punitive measure and a modality for social control.  Hoekstra et al., (2004) found that patients 

ability to share feelings and experiences with other people is impaired when put in seclusion 

which give rise to feelings of loneliness. 

Respect for basic human dignity 

Everyone has the right to life, to freedom from torture and to be treated with humanity 

and dignity (Malawi Government, 1995).  Human rights refers to protecting the integrity of the 

person and reinforces that rights such as the right to liberty, security of the person and freedom 

from cruel, inhuman,  degrading treatment or punishment apply equally to people with 

disabilities (Human Rights Commission, 2008). The UN principles emphasize the importance of 

quality treatment, which preserves and enhances personal autonomy and the least restrictive 

intervention. The UN recommends that seclusion of a patient shall not be employed except in 

accordance with officially approved procedures of the mental health facility and when it is the 

only means available to prevent immediate or imminent harm to the patient or others (Human 

Rights Commission, 2008). 

 

According to  Robins et al., (2005) patients perceived the use of force during seclusion 

was excessive and inappropriate. They described seclusion experience as traumatic; patients 

were not treated like human beings in distress and were treated like animals. Furthermore, some 

patients felt that use of force to be secluded, removing clothes and personal belongings and 

giving the patients medications was unjustifiable (Meehan et al., 2008). It was clear from some 

studies that patients experienced provocation and teasing from certain service providers, 
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improper handling by untrained guards which gave patients feelings of being not respected 

(Mayers et al., 2011).  

Support and treatment during seclusion  

Some previous studies have highlighted support from health care providers before, during 

and after the seclusion as needed such as debriefing and follow up after the seclusion period. 

Larue et al., (2010) stated that the patients nursed in seclusion need support from health 

professionals like knocking on the door, showing understanding, taking time to listen, helping 

the patient regain control and maintaining human contact.  It was also stated that providing 

support such as providing comforting items like books to read, music or other safe favorable 

objects can help the patient nursed in seclusion (Meehan et al., 2008). Furthermore, patients 

should be educated about their rights as stipulated in the mental treatment act and policy and  

mental health workers and security guards should be trained concerning management of 

aggressive patients so that they can support the patients effectively (Mayers et al., 2011).  

 

According to the study conducted by Hoekstra, Lendemeijer and Jansen (2004) patients  

suggested that nursing staff should support patients’ autonomy and be involved in decisions 

making process.  In order to ensure the protection of human rights of patients, policies, 

procedures and standards in relation to  practices of seclusion be upheld to ensure that the right 

to freedom from torture, cruel, inhumane or degrading treatment and punishment is not infringed 

(Federal Democratic Republic of Ethiopia  Ministry of Health, 2012).  
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Conditions of seclusion rooms 

Facilities that treat individuals with mental illness strive to offer safe environment which 

are conducive to treatment and foster human potential (Goran & Johnson, 2006).  Astrid (2010)  

conducted a study with 43 psychiatric patients and found that patients described the condition of 

seclusion rooms as rather bad, windows were broken, linen was dirty, mattress on the floor, there 

were insufficient basic facilities and they felt like they were in a prison cell.  These expressions 

indicated that patients had traumatic and painful experiences about the appalling conditions of 

seclusion rooms they were nursed in.  Similarly, Robins  conducted a study in South Carolina 

with 27 patients on consumers’ perceptions of negative experiences and “Sanctuary harm” in 

psychiatric settings and found that many patients explained traumatic  experiences of being put 

in seclusion as they were let in seclusion room without blankets or nothing overnight which was 

cold,  were scary and did not know why they were put in seclusion (Robins et al., 2005). 

Seclusion was described as inhumane as seclusion rooms lacked basic facilities, insufficient 

clean linen and inadequate supervision and many patients fear hospitalization because of 

anticipation of treatment particularly in seclusion (Mayers et al., 2011).  

According to Larue et al., (2010) study in Canada,  patients described the physical 

environment and basic needs as a cause of having traumatic experience of the seclusion and 

deemed them necessary during the seclusion period. This study further found that the physical 

needs of patients nursed in seclusion room such as hygiene, drinking, eating, elimination, 

smoking and talking needs to be met.  Patients suggested that the seclusion rooms must be 

conducive to help them cope with boredom and isolation.  Physical environment of seclusion 

rooms related to security, safety, lighting, temperature, air circulation, indication of the time in 

and comfort needs to improve (Larue et al., 2013).  It was further suggested from another study 
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that seclusion rooms need to have more comfortable furniture, decorations, walls painted a 

calming colour,  access to music, radio and television (Van Der Merwe et al., 2013). However, 

some patients provided practical suggestions on how to improve the use of coercive measures 

like seclusion. It was stated that there must be a possibility to use toilet facilities, take care of 

their personal hygiene and have more comfortable beds and beddings (Kontio et al., 2012).  

Summary of literature review 

According to the literature review from different studies conducted previously, it is 

evident that seclusion intervention is commonly practiced in most psychiatric settings in the 

management of aggressive and violent behaviors of patients. It is evident that seclusion is 

considered a therapeutic measure for isolating patients with disturbed behavior who pose a 

danger to self, others and property. It is also believed to control the violent behavior, provides 

patients time to meditate and pray as they are alone in the seclusion room. Some patients feel 

safe, protected, secured and are calm in the seclusion room while other patients changed 

positively towards staff and fellow patients after seclusion.   

 

On the other hand, some patients nursed in seclusion have reported to have traumatic and 

painful experiences ranging from feelings of fear, anger and humiliation to deprivation. 

Seclusion is used as a means of punishment, torture, an infringement of their human rights and 

autonomy and care providers lack communication and support during seclusion periods. Patients 

have also described the condition of seclusion rooms as not conducive for healing. Patients from 

different research findings suggested that improvements have to be made on the physical 

condition of the seclusion rooms and the physical needs of patients have to be met.  In addition, 
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there must be good communication before, during and after seclusion and follow up.  Patients 

need support from their care providers throughout the seclusion process.  

 However, there is still a gap on how patients nursed in seclusion express their physical, 

emotional and psychological experiences as they are not given a chance to narrate their 

experiences after seclusion episode. In addition, there is no data concerning patient’s experiences 

on seclusion in Malawi for comparison with other countries. This study will help patients narrate 

their physical, emotional and psychological experiences after seclusion experience to get an 

understanding so that they can receive comprehensive and quality nursing care. In addition, the 

study will help to strengthen the standards and guidelines on how seclusion intervention can be 

implemented to reduce the traumatic and painful experiences which patients may have. 
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CHAPTER 3 

 METHODOLOGY 

Introduction 

This chapter describes the methodological approach that was used to conduct this study 

and answer the study objectives. Methodology is a procedure by which researchers describe, 

explain and predict phenomena aimed at giving a work plan for research. The chapter describes 

the study design, study place, population and sampling technique used. It also describes methods 

that were used in collecting and analyzing data, including measures to trustworthiness in the 

study. The chapter concludes with an overview of ethical considerations. 

Study design 

This study used descriptive qualitative design. This research design served as a plan or a 

blue print of how a researcher conducted this study (Burns & Groove, 2011). Watson, McKenna, 

Cowman and Keady (2008) stated that descriptive study is a type of non-experimental research 

study design that collects descriptions of existing phenomena for the purpose of using the data to 

justify or assess current conditions or to make plans for improvement of conditions.  The 

researcher was interested in knowing how psychiatric patients gave descriptions to their 

experiences of seclusion. In this study, a qualitative study design using in-depth interview guide 

was used to explore seclusion experience among psychiatric patients.  Polit and Beck (2010)  

describes a qualitative research design as the modes of a systematic inquiry concerned with 

understanding human beings and the nature of their transactions with themselves and with their 

surroundings. Qualitative design was used in this study because of its flexibility in the sense that 

no rigid questions were developed before the inquiry; the interview guide presented the 

possibility of modifying the guide in the course of data collection (Polit & Beck ,2010). 
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Seclusion experiences is complex and traumatic, therefore an open-ended format was more 

appropriate to allow the participants to be able to express their thoughts and experiences fairly 

and freely without being interrupted.  

Study setting 

The study was conducted at ZMH where seclusion interventions are practiced. The 

participants were from the three rehabilitation wards where most patients are in stable conditions, 

are discharged and waiting for transport to go back home. This setting was chosen because it is a 

referral mental hospital where psychiatric patients are at times nursed in seclusion. ZMH has 7 

wards of which three are acute wards, three rehabilitation wards and one infirmary ward where 

psychiatric patients who are physically ill are nursed.  

Study population 

Study population refers to the entire population in which the researcher is interested and 

to which the researcher would like to generalize the results (Polit & Beck, 2010). Target 

population for this study was all patients who were admitted at ZMH and present in the three 

rehabilitation wards during the time of data collection.  These patients were in rehabilitation 

phase such that they were in a position to recall their seclusion experiences and communicate 

well with the researcher during the study.  

Sample size and sampling technique 

Sample is the number of participants who are recruited and consent to take part in a study 

(Burns & Groove, 2011).  This study used a sample of 16 patients which was determined by the 

saturation of data. It is evident that sample size of a qualitative study is based on data saturation 

(Burns & Groove, 2011).  Streubert and Carpenter (2011) stated that saturation of information 
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occurs when additional sampling provides no new information only redundancy of previously 

collected data.  Data saturation occurs when sampling is done up to the point at which no new 

information is obtained and redundancy is achieved (Polit & Beck, 2012).  In this study 

therefore, data saturation was reached at 16 participants as they were repeating the same answers 

as previous given by other participants. There was no new information given. This data 

saturation was reached because participants were good at providing information reflecting on 

their experience and they were communicating effectively.   This study used a purposive sample 

of psychiatric patients who had been previously nursed in seclusion room. Purposive sampling is 

defined as the technique in which  participants  from a specified group are purposely sought out 

and sampled (Gerrish & Lacey, 2006).  Purposive sampling is a common strategy in which 

researcher selects the cases to be included in the sample based on his/her knowledge of the 

population and its element (Liobondo-Wood & Haber, 2010).  According to  Speziale and 

Carpenter (2007) in qualitative research individuals are purposively selected based on their first- 

hand experience with the culture, social process or phenomena of interest.  The researcher 

purposively selected study participants who were judged to be knowledgeable about the issue 

under study and were experts who could provide rich description of their experiences (Kelley, 

Clark, Brown, & Sitzia, 2003).  

In qualitative research, willingness to share information is significant for successful data 

collection. In view of this, participants for this study were recruited through volunteering. 

Watson et al., (2008)  stated that the basis for sampling in qualitative study is that participants 

have experienced the phenomenon under investigation and are willing and able to articulate their 

experiences. 
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Instrumentation and data collection process 

An in-depth interview guide was developed and translated into Chichewa for data 

collection (see appendices 5 & 6 respectively). Part A of the interview guide contained 

demographic data comprising of age, sex, marital status, educational qualification, tribe, 

occupation and religion of the participant.  Part B contained open ended questions to describe the 

psychiatric patients’ experience on the use of seclusion. Data collection was done after seeking 

approval from the College of Medicine Research and Ethics Committee (COMREC) (appendices 

10 & 11) and permission from the director of ZMH (appendices 12 &13).  The researcher 

conducted a two days training for the two research assistants who were used in data collection 

after getting approval from relevant authorities. These research assistants were male registered 

nurses who are currently working in the mental health field. The use of research assistants to 

collect data helped in reducing researchers’ bias.  

Prior to data collection, the researcher and research assistants reported to the Director of 

the hospital, then head of the nursing section to introduce themselves and explain the purpose of 

the study. As soon as permission was granted, a meeting with the ward in-charges from the three 

rehabilitation wards where participants came from was arranged in liaison with the Chief 

Nursing Officer (CNO) to explain the purpose of the study, type of data needed, procedures and 

why the group of participants was prospective participants for the study. Then a separate meeting 

with target population individually was conducted in order to explain the purpose of the study so 

that they can make informed choice to participate or not. 

A face to face recruitment of the study participants was used. The researcher explained 

the study to the chosen patients (see appendix 1 & 2) and answered their questions about the 

study. Patients who voluntarily accepted to participate in the study gave a written consent (see 
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appendices 3 & 4) and were enlisted as study participants.  The study participants who were 

purposively selected were only those that were nursed in seclusion at the time of data collection, 

their mental state examination were done using the mental state examination tool which ZMH 

uses for assessment (see appendix 7) by mental health specialist and were certified to be 

mentally stable, competent to give informed consent and in rehabilitation ward.  Mental state 

examination is the structural way of observing and describing a patient current state of mind 

under the domains of appearance, attitude, behavior, mood, affect, speech, thought process, 

thought content, perception, cognition, insight and judgment  which a clinician does during the 

interview (American Psychiatric Association, 2013). Only patients, whose mental state 

examination indicated to have no psychotic symptoms, were able to communicate effectively and 

discharged waiting transport to go home, were selected as study participants.  

The interviews were conducted in a comfortable and convenient room that promoted 

privacy and confidentiality which were agreed between the participant and research assistants. 

The participants underwent 45 to 60 minutes in-depth interviews which were audio recorded. 

Data was collected using an interview guide (see appendices 5 & 6). The interviewers asked the 

participants personal particulars first which were not audio recorded. Then, the interviewers 

audio recorded the participant’s responses regarding their experiences on the use of seclusion. 

The interviews were conducted in Chichewa because it is widely spoken. Two hospital 

attendants (male and female) were involved in the study for security. One hospital attendant was 

made available in the interview room throughout the interview process and issues of 

confidentiality were explained to them before data collection started. This was done for security 

because psychiatric patients’ behavior is unpredictable. 
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Field notes were written throughout the data collection period regardless of tape 

recordings. Field notes describe observations, assumptions about what is being heard or observed 

or personal narrative about what is being experienced by the researcher during a particular 

encounter which cannot be captured by voice recordings (Speziale & Carpenter, 2007). These 

included verbal expression, facial expression, nodding of head, not able to speak to express 

themselves, being quiet when asked and being emotional. The field notes were important during 

data collection which strengthened and reinforced data analysis. Confidentiality and privacy was 

maintained throughout the process. During data collection, no participants required counseling as 

a result of their participation in the study. 

Pretesting of data collection instrument 

Pretesting of data collection instrument was done at ZMH before the initial data 

collection.  Pretesting was done to four psychiatric patients who were nursed in seclusion. These 

patients were not included in the main study.  Pre-testing of the interview guide helped to 

determine if the instrument could bring the desired information, how long the instrument could 

take to be administered and to identify difficult or ambiguous questions. Pre-testing also 

determined relevance and appropriateness of the tool.  Another purpose of pretesting was to 

provide an overview of the results to be expected from the major study and necessary corrections 

to the tool to be made.  

 

After the pretesting, necessary corrections and amendments were made to the data 

correction instrument. During the pretesting it was observed that some questions were not in 

order and others not well phrased. So after the pretesting, question 1 of the interview guide has 
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been added, question 4 has gone to 5 and 5 to 4 and question 6 Chichewa version has been 

rephrased.  

Inclusion and exclusion criteria 

Inclusion criteria 

Inclusion sampling criteria are the characteristics that subjects or elements must possess to 

be part of the target population (Burns & Groove, 2011). Patients included in this study were 

selected based on the following characteristics of the participants; 

1. Patients that had been secluded within 7-30 days prior to the day of data collection.  

2. 18 years old and above  

3. Able to speak Chichewa or English 

4. Express willingness to share their experiences 

5. Certified by mental health specialist as mentally stable and competent to give informed 

consent after mental state examination is done to exclude psychotic symptoms and able 

to communicate with the researcher.  

6. Patients who were in rehabilitation ward, discharged and waiting transport to go home. 

Exclusion criteria 

The exclusion criteria are those characteristics that can cause a person or element to be 

excluded from the target population (Burns & Groove, 2011). The exclusion criteria for this 

study were participants with the following characteristics;  

1. Patients who were unable to reasonably communicate with the researcher 

2. Mentally unstable as assessed by mental health specialist  

3. Patients who were not secluded  at the time of study 

4. Unwillingness to give full description of their seclusion experience 
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5. Not yet discharged at the time of data collection and refused to participate in the study 

6. Under 18 years of age 

Trustworthiness of data 

Trustworthiness is a way of demonstrating, plausibility, credibility and integrity of the qualitative 

research process (Moule & Goodman, 2009). It is a process of evaluating the quality of data and 

findings (Polit & Beck, 2010). Four concepts which are credibility, dependability, conformability 

and transferability were used to describe the aspects of trustworthiness in this study.  

Credibility 

Credibility focuses on the confidence in the truth of the data, interpretations of data and 

findings including an understanding of the context in the study being conducted (Polit & Beck, 

2010). Credibility was achieved through prolonged engagement with the subject matter, 

providing rich thick description regarding the setting, subjects and procedures.  The researcher 

engaged in reading and reflecting on the study materials which included field notes, transcribed 

interviews and personal notes.  

Member checking was also vital in ensuring credibility of qualitative data. It entails 

providing feedback to the study participants regarding the data to check with participants if the 

data was interpreted in a manner congruent to their experiences or needed corrections. In this 

study in order to be sure that participants reality had been presented the researcher continuously 

asked participants for clarification on what they had said.  By doing this, participants were able 

to agree, modify or reject emerging themes and main points during the discussion. At the end of 

interview the participants were given a summary of what they had said and an interpretation of 

the information to check on the researcher’s accuracy and understanding of the information. This 
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helped in validating whether participants recognized the findings to be true of their experiences. 

The researcher also requested a trusted qualitative researcher to review the transcripts, field 

notes, personal notes, coding schemes, themes and the study report to ensure credibility. 

Dependability 

Dependability refers to data stability over time and over conditions (Polit & Beck, 2010).  

It determines whether findings would be consistent if the study would be replicated with the 

same participants in a similar context.  Dependability was achieved by making an audit trail 

available for review by peer reviewers and other interested investigators. The audit trail includes 

field notes, personal notes, and transcribed interviews, coding schemes, themes and study report.  

Conformability 

Conformability is the potential congruence between two or more independent people 

about the data accuracy, relevance and meaning (Polit & Beck, 2010). Conformability ensured 

that the data reflects as accurately as possible the perspectives and experiences of the participants 

and that the researcher was able to distinguish personal values from those of the participants. 

Conformability was achieved by presenting the findings which reflected the participants’ voices 

verbatim in the transcripts. This helped in establishing that the data is representing the actual 

information that participants provided. In addition, the conditions under which the participants 

were interviewed were exhaustively described. This helped in ascertaining the accuracy, 

relevance and meaning of data. An interview guide was used to direct the interviews to make 

sure that the researcher was not influenced by participants’ responses. The role of interviewer 

was of active listening and facilitating the interview, detailing the procedures and events 

happening during data collection. 
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Transferability 

Transferability of findings in qualitative research implies the extent to which findings 

from the study can be transferred to other settings or groups not involved in the study (Polit & 

Beck, 2010). In this study, transferability was ensured by provision of a rich and thorough 

description of the research setting, sample size and data collection methods. The researcher 

provided thick description of data in the study report so that other users can determine if the 

findings have meaning in similar situations. Hence, the users may be able to evaluate the 

applicability of the study findings to other contexts. 

Data management 

The audio recorded interviews were transferred into the researcher’s personal laptop from 

the voice recorder and transcribed verbatim by the researcher. Hard copies of transcripts of 

participants’ narratives are locked up in a cabinet in the supervisor’s office at Kamuzu College of 

Nursing and will be incinerated at after five years. Audio recorded interviews and electronic 

copies of transcripts are stored in the supervisor’s a computer at Kamuzu College of Nursing and 

are secured by a password only known to the researchers and they will be erased from the 

storage devices after five years. 

Data analysis 

Qualitative data analysis was done simultaneously with data collection. Thematic content 

analysis approach was used for identifying, analyzing, and reporting patterns (themes) within the 

data (Braun & Clarke, 2006). Maltby et al., (2011) state that content analysis entails looking for 

patterns in the data and grouping them accordingly. Thematic content analysis was done with an 

aim of gaining understanding of the psychiatric patients’ experiences of seclusion.  
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In this study, audio recorded data were transcribed verbatim. The non-verbal cues such as 

silence, pause and laughter were recorded and highlighted. The transcriptions were translated 

back into English to enable for easy data analysis. The transcripts from each interview were 

carefully read and re-read to identify and understand the meaning within the context of 

significant words or phrases. Words and sentences containing relevant information in relation to 

the study objectives and questions were highlighted within the transcripts. A database was 

created to show data as reflected on the interview guide. Words and sentences relating to 

experience of seclusion were extracted from the data and analyzed so that the whole text makes 

sense.  Meanings from each significant statement were formulated and the meaning units were 

aggregated into codes then themes.  Organization of the formulated meanings into cluster of the 

themes was done to develop a thematic structure that shows relationship among the themes. 

Descriptive wording for topics or clusters were turned into categories. The categories were 

integrated into exhaustive description of the patients’ experience of seclusion. The major themes 

were used as headings and sub themes as sub headings of research results.  

 

All participants were assigned numbers ranging from 01 to 16 to distinguish the 

participants from each other during the interviews, for confidentiality and privacy, help in data 

analysis and reporting research findings.  Responses were directly quoted in specific participants 

own words. Sentences were not grammatically corrected or improved in order to reflect the 

participants’ own words or meaning.  The transcriptions were read by a second person for 

trustworthiness of the research results.  
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Ethical consideration 

COMREC granted ethical approval for this study to be conducted since human beings are 

entitled to human rights and need to be protected from harm and exploitation. Institutional 

clearance was also granted by the director of ZMH. 

Human beings need to be treated as autonomous agents who have the freedom to conduct their 

lives as they choose without external controls (Watson et al., 2008). The ethical conduct of 

research with vulnerable groups rests on three guiding principles; respect for persons, 

beneficence and justice (Roberts, Green Hammond, Warner, & Lewis, 2004).  Respect is the 

duty to obtain informed consent from study participants, beneficence demands favorable balance 

between the potential benefits and harms of participation while justice requires that vulnerable 

people not to be exploited and that eligible candidates who may benefit from participation not be 

excluded without good cause (Roberts et al., 2004). It is believed that these principles help assure 

the rights and wellbeing of people with serious mental illness who may have fluctuating decision 

making abilities (Roberts et al., 2004).  

In this study, these ethical considerations were achieved by obtaining a written informed 

consent from all the participants after being given adequate information concerning the nature 

and purpose of the study, methodology, the possible benefits and risks associated with 

participation in the study.  All target population was given a chance to participate in the study 

and potential benefits and harm of the study were explained to the participants before conducting 

the interviews. Participation in this study was voluntary to ensure autonomy. This means that 

prospective participants had the right to decide voluntarily whether to participate in this study 

without risking any penalty or prejudicial treatment. In this study therefore, only those 

participants who were willing to take part were included. To give their consent participants were 
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asked to sign a consent form (See appendix 4) and those who were not able to write were asked 

to provide a thumb print on the consent form in place of a signature.  In addition, proxy consent 

was obtained from patients’ guardian or the nurse in-charge because of the nature of the illness. 

Participants were protected from any risks whether physical, social or psychological by 

informing them that if the content of the interview caused any discomfort or embarrassment; they 

were free to withdraw from the study and their care would not be affected and names were not 

known. The participants were told that the interview would be audio-taped to avoid causing 

aggression.  

Participant’s rights to confidentiality and privacy were protected by making sure that 

their identity was not known by any other people and the information given was not made 

available to other people other than those involved in the research and the interviews were done 

in a private room.  Participants’ names were not used during data collection and discussions and 

neither were not written on the interview guides in order to guarantee confidentiality instead 

numbers were used.  No psychological stress was observed during interviews. 

Participants were informed that there are no immediate and direct benefits to the 

individual participants in the study. They were told that the study would be conducted in order to 

generate knowledge that could eventually benefit many patients nursed in seclusion and address 

the problems they face. Carrying out research into patients’ seclusion experiences may confront 

patients with memories that were painful. Therefore the research population was restricted to 

patients undergoing treatment to make sure that patients could be monitored and have access to 

care providers at any time. The researcher made sure that the ward nurses and clinicians were 

available during the interview if they could be needed. In addition, one hospital attendant was 
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available during data collection process so that he/she can help in case of change of behavior 

upon recalling the traumatic memories of seclusion experiences. 

Limitation of the study 

Some participants might have felt uncomfortable to talk about their seclusion experiences 

during the time of the interviews. This qualitative study had smaller sample size of 16 and was 

limited in setting as it only included patients’ perceptions and experiences from ZMH excluding 

other mental health service delivery facilities which could make generalization of the study 

findings difficult. 

Conclusion 

This chapter has described the research methodology which was used for this study. The 

research design, the setting, the sample and sampling method, data collection method, as well as 

reliability and validity issues have been described. The chapter concluded by outlining measures 

which were taken to ensure ethical practice and to safeguard participants’ rights. The next 

chapter will discuss analysis of data and presentation of findings of the study. 
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CHAPTER FOUR 

 STUDY FINDINGS 

Introduction 

This chapter presents the findings of the study regarding the experiences of psychiatric 

patients who were nursed in seclusion at Zomba Mental Hospital. The study was conducted at 

Zomba Mental Hospital. The aim of the study was to explore the experiences of patients nursed 

in seclusion at some point of their being admitted at the hospital. There were sixteen 

clients/patients who participated in the study. The study results are presented in six sections 

which are: Demographic data, use of seclusion, perceived benefits, painful experiences, 

appalling conditions of seclusion rooms and violation of one’s rights and basic needs. The 

interview results are presented in narrative form and direct quotes arising from participants’ 

responses. Codes instead of names have been used in the quotes to protect identity of 

participants. 

Demographic characteristics of participants 

Sixteen patients participated in this study. They were ten males and six females. Their 

ages ranged between 18 and 65 years, two had tertiary education, eight completed secondary 

school and six had primary education. Thirteen participants were Christian, and one was a 

Muslim, and two did not belong to any religious group. Nine participants indicated that they 

were married, eight indicated farming as their occupation, and two were students. Six 

participants were Lomwe by tribe; the rest belonged to different tribes. Summary of the 

demographic characteristics of participants are shown in Table 1. 
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Table 1: Demographic characteristics of participants (n=16) 

 

Gender of participants  Frequency 

Male      10 

Female    6 

 

Age group in years    Frequency  

18-24 years 

25-30 years  

31-35 years 

Above 35 years 

         5 

         6 

         4 

         1 

 

Marital status  

Single  

Married 

 

         Frequency 

         7 

         9 

 

Level of education  

Primary 

Secondary 

Tertiary 

 

       Frequency  

        6 

        8 

        2 

 

Religion 

Christianity  

Moslem 

None 

 

      Frequency 

      13 

       1 

       2 

 

Occupation  

Farming 

Employed 

Small scale business 

Student  

 

     Frequency 

      8 

      4 

      2 

      2 
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Tribe of participants 

 

Lomwe 

Yawo 

Sena 

Mang’anja 

Chewa 

Mtonga 

Ngoni 

Frequency 

 

6 

3 

2 

2 

1 

1 

1 
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Thematic content analysis 

Five main themes were identified namely; perceived benefits of seclusion, painful experiences 

during seclusion period, appalling condition of seclusion rooms, violations of one’s rights and 

perceived expectations of patients nursed in seclusion. These themes were derived from the 

content analysis of data which were transcribed from the participants’ interviews in relation with 

the study objectives. There are exact meanings implied and inferred from words from the 

transcription and behaviour of participants. The sub-themes were the words that were mentioned 

by the participants which were highlighted in the transcriptions.  

Frequency of use of seclusion at ZMH 

Participants were asked to describe the uses of seclusion at Zomba Mental hospital.  Findings 

revealed that participants reported that seclusion is frequently used at ZMH; eleven participants 

were secluded once while others were secluded twice up to five times. The findings of this study 

also showed that participants were secluded by nurses (n=7) with the help of hospital attendants 

and security guards. However, some participants reported that they were secluded by non-health 

professionals such as security guards (n=2) and hospital attendants (n=5) alone and others (n=2) 

could not remember who secluded them as they reported that they were mentally disturbed and 

heavily sedated the time they were nursed in seclusion and only discovered they were in 

seclusion room when they were waking up and getting better. Table 2 shows the summary of 

seclusion use at ZMH. 
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Table2: Frequency of seclusion use at ZMH 

 

Number of times 

in seclusion  

 

Number of 

participants  

 

Staff secluding 

patients 

 

Number of 

participants  

 

Once    11 Nurses       7 

Twice    1 Hospital attendants       5 

Three times   3 Security guards       2 

Five times   1 Not known      2 

    

    

    

    

 

 

 

 

.  
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Patients’ perceptions and experiences on the seclusion use 

Five main themes emerged from the analysis of this data.  Table 3 indicates the summary of 

themes and sub themes that emerged from the data 

 Table 3: Summary of themes and sub-themes  

  

 Themes     Subthemes 

 Perceived benefits of seclusion                      Controlling behavior  

       Protection 

       Provision of rest and sleep 

       Provision of quality care 

 Painful experiences during seclusion period   Punishment  and Torture 

       Isolation  

       Use of force during seclusion 

         process 

 Appalling conditions of seclusion rooms  

 Violation of one’s rights   Lack of information 

       Lack of involvement in decision 

       making regarding seclusion use 

 Perceived expectations of patients   Need for basic needs 

 nursed in seclusion      Nursing care 
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Theme 1: Perceived benefits of seclusion 

The findings of this study indicated that some patients perceived use of seclusion as beneficial to 

them in that they regarded its use as behavior control as presented below: 

Controlling behavior/ learning opportunity 

Controlling behavior was perceived as one of the benefits of seclusion. Participants 

reported that some patients admitted with disruptive, aggressive and violent behaviors benefited 

from being nursed in seclusion.  Participants indicated that seclusion made them feel safe and 

were able to control their troublesome behavior they were displaying before seclusion. As 

reported by one participant: “When I was released from there I saw a change in how I was doing, 

yes the mentally disturbed behavior changed, they helped me in that my bad behavior which I 

was doing changed” (Participant #09). Similarly, other participants felt that the use of seclusion 

taught them a lesson on how to behave as stated by another participant: “The benefits which I got 

was that I realized that respect is very important because we were being unruly to doctors or our 

friends, when we were nursed in single room we learnt to be respectful” (Participant #13). On the 

other hand, other participants had a different view as reported by one participant; “To me I took 

it as part of treatment, as part of the treatment of this hospital” (Participant #01). 

Protection 

Protection to self, others and property was mentioned as benefits for seclusion to most 

participants. Protection from being beaten by other patients was reported by four participants 

who indicated that seclusion offered them protection from being beaten or hurt by their fellow 

patients. They believed that they were put in seclusion because they were beating friends or some 



42 
 

of them were being beaten, as protection to other patients and to themselves they were nursed in 

seclusion as reported by one participant: “I was protected from being beaten because after getting 

out from single room my friends reported that they were all beaten by our fellow patient in the 

ward” (Participant #14). Similarly, one participant reported that secluding patients offered 

protection from spreading disease to others since some patients may have a medical condition 

which required isolation and seclusion was used as isolation room.  One participant reported that: 

“At first I thought I was secluded with an aim of suffocating, but after meditation I realized that I 

was put in seclusion for protection, to avoid spreading the disease to other patients” (Participant 

#07). 

Other participants described seclusion as a way of protecting the hospital property from being 

damaged as reported by one participant; 

The other reasons could be protecting the property so that there should not be destroyed 

in this place. There are taps; people can destroy the glasses when they are troublesome or 

causing problems. So they want those things not to be destroyed hence is secluded 

(Participant #11). 

Furthermore, five participants perceived that seclusion offered protection to some patients who 

wanted to abscond from the hospital as reported by one participant: “I was trying to abscond, 

when I was apprehended I was secluded and each morning I was put in seclusion so that I should 

not abscond” (Participant #02). 

Provision of rest and sleep  

           Six participants perceived seclusion as a chance to rest. It was evident from this study that 

some participants believed that seclusion provided them safe environment for resting and 
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sleeping. They indicated that they were unable to sleep in the main ward because of congestion 

and noise as reported by one participant; 

At first I was sleeping with difficulties before I was secluded, I had difficulties in 

sleeping because we were sleeping many people like four, five or seven. But when I was 

secluded I was staying freely totally different when I was sleeping with my friends 

because I was able to sleep (Participant #07). 

They also indicated that seclusion provided rest to both doctors and nurses when a patient is 

secluded. One participant said; 

When I was put in single room… I rested, I slept, I was alone, and it was easy for me 

because it took less hours to evening since it was so boring outside…It is like the person 

is troublesome, may be is causing trouble to the doctors or nurses or he is just moving up 

and down, so he/she is put in single room so that both the doctors and nurses should rest 

while the person himself or herself is also resting his body in the single room (Participant 

#11). 

Provision of quality care 

Five participants in this study acknowledged the care that was provided to them the time 

they were nursed in seclusion. They believed that they were given quality care such as the basic 

needs which they needed. One participant reported that; 

They provided food whenever the cooks have forgotten to give you…, the nurses give 

you good advice that if you want to change your behavior you need to do this way, they 

provide both food and drugs in the single room” (Participant # 06). 
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Similarly one participant said: “I received quality care, I received beddings and drugs 

then I slept, in the morning I was given porridge which I ate well” (Participant #10). Other 

participants acknowledged that they were nursed in a safe and conducive environment which 

gave them protection and promoted healing as reported by one participant: “It was well protected 

that I could not manage to get out in any way; it was well protected that nobody could get in” 

(Participant #02). 

Theme 2: Painful experiences during seclusion period 

Despite seclusion being an essential treatment modality which most mental health 

facilities use, participants in this study reported painful and traumatic experiences at the time 

they were nursed in seclusion and had negative perception towards its use.  All the sixteen 

participants in this study had emotional feelings of bitterness, anger and felt being punished or 

abandoned because of being nursed in seclusion.  These stressful emotions were towards other 

people as well as themselves and there were influenced by how people around the participants 

were treating them. 

Punishment and Torture  

Six participants  out of sixteen felt that being nursed in seclusion was like a punishment; 

the force that was used during seclusion process, the locking up of the room, being alone, not 

being cared for by nurses and the conditions of the seclusion rooms were similar to 

dehumanizing and tantamount to conditions of punishment. These views were expressed by one 

participant who reported that; 
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I felt very bitter; that am alone, I cannot chat and talk to my friends and how they were 

giving food or even not given at all; throwing the food like giving a dog, I was given 

beddings without a bed during the night, I felt it was a punishment  (Participant #02).  

Similarly, participants felt mistreated and had feelings of desperation because they felt 

they were being punished when they were nursed in seclusion.  One participant reported that; 

You can imagine one is put in seclusion during drug time spends time in there all night 

long till morning up to drug time, how can one feel even if you are released, is that a 

punishment given to a patient? …it is a punishment because he/she is put in single room, 

if it is not a punishment they could have just talked to the person what he/she is doing is 

not good (Participant #09). 

Four participants felt that to be nursed in seclusion was the same as put in prison cell 

which is a punishing environment. Participants associated seclusion with prison because of the 

condition of the seclusion rooms as well as the treatment which they were receiving from health 

workers which was not conducive and inhumane.  One participant described his experience as 

follows; 

I felt very pained emotionally; I was feeling as if I was in a prison, the problem of just 

staying awake, not sleeping while your friends are sleeping as if you are somewhere else. 

I felt like it was imprisonment (Participant #16). 

Thirteen out of sixteen participants in this study perceived that they were being tortured 

with regard to their painful treatment experiences. The painful experiences reported by 

participants included lack of food and beddings, physical and verbal abuse and other forms of 

inhumane treatments such as disrespect. One participant reported that; 



46 
 

I had no food; they gave me the food at odd times, I had no beddings to cover my body. 

Sometimes they were giving me food but without hand washing water which is painful, 

yes giving food without water for washing hands…, I felt very bitter on how they were 

giving me the food, they were just throwing the food like giving a dog (Participant #02).  

Another participant had this to say; They used abusive language towards me as if am not a 

human being, they called me mentally ill…, it is cruelty, and the single room is so painful 

(Participant #09). 

Furthermore, another participant felt that her rights were violated regarding to the 

treatment which she was given while nursed in seclusion. She stated that; “My rights were 

violated because I could not breast feed my child; he stayed without breasting” (Participant #12). 

It was also clear from the findings of this study that some participants experience psychological 

pain due to be nursed in seclusion as reported by one participant “I did not feel happy, I was very 

bitter emotionally, I did not see the reasons for secluding me and not fit to be in single room” 

(Participant #11). 

In addition to the aforementioned painful experiences, participants in this study felt that it 

was embarrassing helping themselves in the seclusion room and could not access necessary 

resources. They explained that when one is put in seclusion he/she is not allowed out for 

elimination and defecation. Instead, they are told to use the same seclusion room as toilets which 

brought stressful emotions to the participants.  A participant in this study reported that; 

I felt very bitter…, because I wanted to defecate but I was denied out the single room. 

The single room is a painful place because one fails to go to the toilet and you end up 

defecating in there. What pained me most is that I spoiled myself with urine, when I was 
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coming out of the single room I was smelling urine, my skirt soaked with urine 

(Participant #12). 

Furthermore, twelve participants in this study felt neglected and abandoned by nurses 

because they did not receive appropriate nursing care during the time they were nursed in 

seclusion room. They described that they were left in the seclusion room unattended by nurses, 

without basic needs such as food, beddings and no observation as were just left there which 

brought stressful emotions to them. One participant had this to say; 

I did not feel well because I was secluded and I was alone, the nurses did not care that 

there is someone in single room, because they were not coming to open by my knocking 

the door, they were just staying, apart from the hospital attendants who were coming to 

open for me, you live a miserable life being secluded (Participant #03).   

Isolation 

Seven out of sixteen participants associated seclusion with sensory deprivation, 

confinement and social isolation. Participants reported that they were not able to see and talk to 

their friends, health workers and their relatives when they were in seclusion room.  This sense of 

isolation brought stressful emotions to the participants and felt being denied of their rights. One 

participant lamented that: “Whenever I was visited by relatives they were sent back because they 

were told that am in single room and troublesome, my rights were denied” (Participant #06). 

Similar views were shared by a participant who said; 

What was also painful was that there was no chatting with friends sharing different 

information because when you are in a group of friends we do chat and share different 

information but when you are in single room you are alone. It is so painful because when 
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you are there you feel like suffocating because you are alone and is distressing 

(Participant #15). 

            In addition, some participants in this study felt angry, sadness and disappointed when 

they were in seclusion because of being alone. One participant reported that; 

I was very much touched emotionally because I am always happy when am with my 

friends in the room, we are in a group and I was not differentiating with home 

environment but when I was put in the single room alone I was very angry that what was 

happening with my life and I thought and asked myself what had I done wrong 

(Participant #14). 

Use of force 

Participants in this study felt that undue force was used during seclusion process which 

brought painful experiences. They explained that they were forced or dragged into the seclusion 

room without their consent.  One participant said; “I was refusing to enter into the single room, I 

did not want, and then I was manhandled, was forced to enter into that room which I was 

refusing” (Participant #12). However, some participants with contrary views reported that they 

were not forced into seclusion room.  Upon realizing that they have displayed disruptive 

behaviour the patients surrendered themselves to the health workers so that they can be put in 

seclusion room. This usually happens to patients who are nursed in seclusion so frequently.  One 

participant said that: “…during the second episode, I surrendered myself into the seclusion 

room” (Participant #03). 
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Theme 3: Appalling conditions of seclusion rooms 

            The participants from this study stated that the conditions of the seclusion rooms were not 

conducive for healing. They described the seclusion rooms as dirty, unhygienic, poorly 

ventilated, uncomfortable, dilapidated, and similar to prison cells. The participants felt 

mistreated and had feelings of desperation because of the poor living conditions of the seclusion 

rooms. One participant reported that: “seclusion room was dirty, unhygienic, unhealthy…, and it 

had urine all over, not swept …, with poor ventilation” (Participant #05). Another participant 

reported that; 

The problems which I had were that; the floor was very cold as you are left with no 

beddings and sleeping on the floor makes you feel very cold,…, they were not providing 

beddings because you are put in seclusion during the day and released in the evening  

(Participant #03).  

             Furthermore, concerns about the poor conditions of seclusion were expressed by a 

participant who said that; 

The room I was put was dilapidated and it had destroyed ceilings, it had scratches all over 

the walls showing that it was a place for mentally ill persons.., the room was not good 

because it had no bed, we were sleeping on the cold floor, I was pushing away the things 

brought in by my friends and I was taking my cloth and putting on the floor and sleep 

there,…, I looked at this room was not good (Participant #14).  

Theme 4: Violation of one’s rights 

            Seven participants from this study perceived that there was violation of their rights during 

the seclusion period on how they were being treated. The participants described the treatment in 
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seclusion as being inhumane as some were beaten while others were nursed in seclusion room 

while tied. The following statements summarize what the participants complained; 

After reaching here while my bible still in my hands I was secluded, my bible being torn 

and I was beaten  up to bleeding here (showing where he was beaten). I stayed there with 

a lot of difficulties as I was tied both hands and legs (Participant #08). 

Some participants felt that their rights were violated as they were denied access to toilets while 

another was denied to breastfed her child. One participant had this to say; “I was not allowed out 

of the single room for defecation which hearted me most” (Participant #12). 

 Lack of information  

            Fourteen out of sixteen participants perceived that there was lack of interaction between 

staff and patient during seclusion period. The participants felt that their right to information was 

violated as there was general lack of information regarding seclusion use. The participants 

reported that they were not told anything about their seclusion; the reasons they were nursed in 

seclusion before, during and after seclusion which brought painful experiences to the patients. 

One participant complained that; 

There was no information which I was given, I was just put in because I was troublesome 

and there was no time to explain that we were troublesome because of so and so and they 

were considering us to be mentally unstable and no time to explain (Participant #15). 

            However, two participants acknowledged that they were informed about the reasons for 

seclusion as stated by one participant: “They were telling me that I am being put in single room 

because I was causing trouble, they were telling me to change my behavior and I was doing so 

that they can open for me”(Participant #14). 
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 Lack of involvement in decision making regarding seclusion use 

           The findings of this study indicated that patients were not involved in decision making 

regarding seclusion use. The participants expressed a concern that their rights were violated as 

they were not involved in their care and they were just taken to seclusion room which brought 

feelings of being useless as reported in the following statement; 

Yes we do not have the power to tell the nurses or the other staff secluding us what to do; 

it cannot happen… they already know what they are supposed to do because when 

somebody has done something wrong they know” (Participant #12). 

Theme 5: Perceived expectations of patients nursed in seclusion 

The results of this study showed that participants had different expectations from their 

care providers at the time they were nursed in seclusion rooms. They described basic needs and 

nursing care as their needs which could reduce the painful experiences they had. 

Need for basic needs 

 Some participants from this study cited basic needs such as food with hand washing and 

drinking water, bed, mattress, clothes and beddings as their basic needs which they were denied 

while they were nursed in seclusion. The participants had bitter and painful experiences because 

of being denied of their basic needs. One participant reported; 

In terms of food they should remember the patients in good time because they most of the 

time forgot us, they are usually remembered at a later time while our friends had already 

eaten…, to be free when eating, have access to hand washing water from the tap which 

was not happening because I was secluded (Participant #03).  

Similarly one participant reported that;  
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What I would like whenever they are putting someone in single room is that; they should 

make sure the single room is clean, there should put a bed because sometimes we are put 

in single room while we know what is happening (Participant #09). 

Furthermore, one participant reported the following as his need during seclusion period; “We 

should be given beddings together with something to put down on the floor so that we have a 

good sleep because I was sleeping while standing or sitting” ( Participant #16). 

Nursing care 

The findings of this study showed that some participants expected to receive appropriate 

quality nursing care. They indicated that as patients they deserved care like any other patient when 

they were nursed in seclusion room. Some participants felt that their elimination needs have to be 

met either by being provided with elimination facilities or escorted to toilet as they need it. One 

participant reported that; “Health workers should care for someone in the single room by allowing 

them out of the single room if they want to visit the toilet and put them again unlike just leaving 

them like that” (Participant #15). 

Similarly, one participant commented on the lack of ablution facilities; 

They should not lock us from outside because we have problems to go out to urinate since 

they are locked from outside and you fail to open instead you just sleep…, maybe they 

should leave the lock inside so that one can lock himself in and be able to go out and get 

in alone  (Participant #16).  

            Furthermore, some participants from this study expressed a need for communication 

whenever a patient is put in seclusion room, not to be insulted and his request to be heard while 

in seclusion room. They described that some patients were insulted while in seclusion while 
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others expressed that they were shouting for help but they were not held.  On the other hand, 

some patients expressed that they lacked effective communication with their care providers 

during seclusion period which brought stressful emotions. One participant responded; The person 

put in seclusion room should be told the reasons he/she is being put in the single room; this can 

help the person change his/her behavior” (Participant #02). Similarly other participants said; 

They should not insult the one in seclusion room.., insulting somebody is not good .., and 

it brings a lot of thoughts since the seclusion room is very cold and the like. They should 

not peep and laugh at you.., yes because if they laugh at you, he will get disappointed.., 

you live a miserable life that you have been secluded (Participant #03).They should 

receive a certain type of care; if they are shouting for help they should be considered 

unlike just leaving them the way it is now (Participant #15). 

Summary of study findings 

The study findings showed that seclusion was being used as a treatment modality for both 

male and female patients who have aggressive behaviors to control their behavior, as protection 

to patients themselves and others as well as property when the patient is a danger to self, others 

and property and preventing absconding.  However, the study findings revealed that seclusion 

caused traumatic and painful experiences to many patients, overshadowing its benefits. The 

feelings of being forced into seclusion, as if in a prison cell, punishment, lack of basic needs, 

poor conditions of the seclusion rooms were mentioned as some of the traumatic experiences. In 

addition, violation of patient’s rights by lack of information given to participants regarding 

seclusion use and not involved in decision making and feelings of not cared for by the nurses 

were also mentioned. The participants had expectations from the care providers the time they 
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were nursed in seclusion ranging from provision of basic needs and nursing care which they 

thought would improve their stay in seclusion. 
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CHAPTER FIVE 

 DISCUSSION AND RECOMMENDATIONS 

Introduction 

This chapter presents the discussion and interpretations of the findings of the study 

supported by various studies and literature similar to the study area. The interpretation of the 

findings is done in relation to study objectives which were; to describe the perceptions and 

experiences of psychiatric patients towards the use of seclusion and identify the needs and 

problems of psychiatric patients who are nursed in seclusion. This chapter also presents 

recommendations based on the study findings.  Conclusion is drawn based on the main objective 

of the study.  

Demographic characteristics of the participants 

 There were 16 participants in this study, whose ages ranged from 18-65 years.   Fifteen 

participants were young with ages between 18 and 35 years. This finding is supported by Calkins 

and Corso (2006) who found that patients who experienced seclusion and restraint events were 

significantly younger compared to those who did not experience any. It is evident that younger 

patients are often restrained and secluded when admitted in a psychiatric unit than older patients 

( Keski-Valkama, 2010; Tunde-Ayinmode & Little, 2004).  Furthermore, young age was 

significantly associated with seclusion and that secluded patients were usually younger with 

majority  indicating younger than 35 years (Van Der Merwe  et al., 2009).  As such it can be 

logical to assume that younger age is a determinant for a patient likelihood to be nursed in 

seclusion. Health professionals need to use alternative and preventive interventions to avoid use 

of seclusion when caring for younger patients. 
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Ten participants in this study were males. This might be due to the fact that Zomba 

Mental Hospital admits more male patients than their female counterparts. However, literature 

indicates that males are more likely to be nursed in seclusion than females (Taylor et al., 2012). 

This is corroborated by Van Der Merwe  et al., (2009) who asserted that male patients are the 

most secluded patients in a mental hospital.  However, Keski-Valkama (2010) states that 

females’ risk of being secluded does not differ from that of their male counterparts. In this study, 

education level, tribe, religion, occupation and marital status did not have any impact on the 

patients’ traumatic and painful experiences with seclusion use. 

All the 16 participants in this study attended school. The majority had secondary school 

education, only a few had at least tertiary education. It is assumed that having an education can 

help to better understand issues positively.  However, in this study education did not have any 

impact on the participants’ experiences and perceptions on use of seclusion as the participants 

had similar traumatic and painful experiences on use of seclusion regardless of their education 

level. 

Seclusion use 

The study findings indicated that eleven participants were secluded once. However, five 

of them were secluded more than once.  This means that seclusion is frequently used at ZMH 

which may suggest that it is not used as a last resort intervention after all non-restrictive 

measures have failed. This practice is in contradiction with Ezeobele et al., (2014) who stated 

that seclusion must be used for minimal amount and only to ensure the physical safety of the 

individual, other patients or staff members when less restrictive measures have proven 
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ineffective.  In agreement is Soininen et al., (2013) who postulated that seclusion is used to 

manage disruptive and violet behaviors of psychiatric in-patients as a last resort to ensure their 

own or others safety. 

The findings of this study also indicated that seven participants were secluded by non-

health professionals. This could mean that seclusion was considered as first option to manage 

aggressive behavior and that assessment was not made before seclusion. This practice of 

secluding patients by non-health professionals could bring negative impact to the patients and 

practice as it lacks professional control on the practice. According to the mental health policy of 

Malawi, there is no formal policy framework defining the scope and future dimensions of mental 

health services in Malawi which contributes to the practice of seclusion interventions by non- 

health professional (MOH,2010).  Happell and Harrow (2010) found that nurses with less work 

experience and less education tend to seclude patients more often than more experienced nurses 

with additional qualification and it is worse with non-nurse health professionals. This  practice is 

in contradiction with (American Nurses Association (ANA), 2012) that stated that seclusion is 

justified only as a last resort in emergency situations and that a qualified health provider makes 

an assessment to certify the use of seclusion.  ANA (2012) further states that seclusion may be 

more likely to be employed inappropriately, for non-emergency situation where no significant 

risk of harm exists and when hospital staffing is inadequate or staff is inappropriately trained to 

provide less restrictive interventions.  

The excessive reliance on seclusion to minimize disruptive and dangerous behavior in 

mental health care setting makes it unlikely that mentally ill individuals will develop the daily 

living and coping skills required to successfully manage challenging circumstances outside the 

in-patient setting (Donat, 2003).  Lambeth (2013) stated that involuntary seclusion of a patient 
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shall not be employed except in accordance with the officially approved procedures of the mental 

health facility and only when it is the only means available to prevent immediate or imminent 

harm to patient or others. With this view therefore, there is need to strengthen the set standards 

and policy on how to implement seclusion intervention to avoid unnecessary seclusion use by 

non-health professionals.  

Patients’ experiences about seclusion 

           The participants of this study had both positive and negative perceptions about seclusion 

use which have been discussed below. 

Perceived benefits of seclusion 

Participants of this study reported that seclusion was beneficial to them because it helped 

in controlling their disturbed and violent behavior. This is in agreement with Ezeobele et al., 

(2014) who asserted that seclusion is a therapeutic measure for isolating patients and limiting 

their contacts with their peers during aggressive situations. It is used to  control violent and 

potentially violent behaviors among patients (Moran et al., 2009). Thus seclusion prevents 

patient from harming himself and/or others. It is evident that seclusion contain severely disturbed 

behavior which is likely to cause harm to self and others although it is not viewed as a 

therapeutic intervention  (Royal College of Nursing, 2005).  It is widely used in psychiatric 

hospitals to control challenging behavior in patients experiencing psychosis (Kontio et al., 2012). 

This is corroborated by  Whittington et al., (2009) who found that violent behavior or threatening 

violence is a commonly accepted indication for the use of seclusion. However,  seclusion is 

considered as a non-therapeutic intervention (Royal College of Nursing, 2005) even though some 

studies indicated that patients feel that seclusion is a safe environment where they could gain 

control over their actions (Meehan et al., 2008). Therefore, there is need for health workers to 
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balance between ensuring patients’ safety and dignity and avoidance of inappropriate use of 

seclusion. 

This study revealed that seclusion use protected patients in various ways. Participants 

indicated that seclusion offered protection for both patients and others from being harmed during 

the aggressive episode. Patients felt safe and secured in seclusion room as health workers 

continuously monitor them (Ezeobele et al., 2014). Nonetheless, it is apparent that suicide is 

more likely to occur in locked doors  than in open wards (Van Der Merwe et al., 2013). Thus 

health workers must use seclusion sparingly and closely observe patients who are secluded to 

reduce incidences of self-harm among those patients. This is in consistent with Moosa and 

Jeenan (2009) who stated that seclusion is usually used when medications and verbal therapies 

are insufficient to control potentially violent patients  and to prevent imminent harm to the 

patient and/or others ( Ling & Shaw, 2015; Pui-Yan , 2012). Nevertheless, there is evidence 

which indicate that seclusion is perceived as a punitive measure used for control of behavior 

(Mayers et al., 2011). As such, one can argue that health workers must use seclusion cautiously 

to minimize incidences of inducing feelings of being punished in the patient.  

This study found that apart from protecting patients themselves seclusion also offered 

protection to property. The participants narrated that some patients were nursed in seclusion to 

prevent them from destroying hospital property when they are violent. It is substantiated that 

patients are secluded when they are violent and damaging  property (Keski-Valkama,2010; Van 

Der Merwe et al., 2009). This is supported by Ling and Shaw (2015) who found that seclusion is 

used to prevent a patient from damaging property. But health workers must at all cost ensure that 

protection of property should not be held above patients’ dignity or should lead to violation of 

patients’ rights.  
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Seclusion was also viewed as beneficial by participants of this study because it prevented 

the patients from absconding from hospital. Malawi Human Rights Commission (2012) asserted 

that patients are nursed in seclusion for attempting to run away from a psychiatric unit in 

Malawi. This is consistent with Ling and Shaw (2015) and  Van Der Merwe et al., (2009) who 

found that patients were secluded because they were at risk of absconding from locked wards. 

Seclusion can be used for patients at risk of running away from hospital and absconding should 

only be used as a reason for seclusion if it presents a serious risk to the health or safety of the 

person or others (Tunde-Ayinmode & Little, 2004). 

In this study, participants perceived that seclusion was helpful because it provided them 

with a safe environment to sleep and rest. There is evidence that nurses perceive that seclusion 

promotes rest and sleep to patients because it is  one way of reducing stimuli, to allow 

medications given to take its effect and to allow the patient to calm down, relax and rest (Larue 

et al., 2010).  Similarly, Van Der Merwe et al., (2009) found that some patients felt that seclusion 

room provided them with a place for sleeping and were settled while in seclusion. Conversely, 

Kuosmanen, Makkonen, Lehtila and Salminen (2015) found that sleeping in the seclusion room 

only served as an escape from reality and helped the patients to pass time away. This may 

suggest that the therapeutic outcomes of seclusion use are limited because some patients who are 

nursed in seclusion sleep as a way of reducing the boredom and to pass the hours away. 

Furthermore, patients may sleep due to the sedative effect of the medication which they were 

given.  It may be viewed then that patients have sleep and rest in seclusion because of the 

medications given, to pass the hours away and it is not a therapeutic effect of seclusion. 
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Painful experiences during seclusion period 

This study showed that the act of placing a patient in seclusion room brought about 

traumatic and harmful emotional disturbances in the patient. Goran and Johnson (2006) stated 

that many patients reported that seclusion is among the most harmful and traumatic event that 

they experience in a psychiatric unit.  In addition, they stated that seclusion as treatment option 

may engender fear and for individuals who have a history of traumatic victimization can trigger a 

recapitulation of traumatic experiences thereby exacerbating symptoms of Post-Traumatic Stress 

Disorder (PTSD) or other mental illnesses. The use of seclusion infringes on the patient’s rights 

to autonomy, freedom of association and safety (Ling & Shaw, 2015). It is the duty of a health 

worker to ensure that the patients’ rights are upheld and patients are treated with dignity during 

the course of treatment. 

In this study, some participants felt that to be nursed in seclusion was a punishment with 

little therapeutic effect because they were forcefully dragged and locked up into the seclusion 

room. Furthermore, participants felt that being alone in the seclusion room and its conditions 

made a patient feel that he is being punished.  This is consistent with other studies which found 

that the use of seclusion is perceived by patients as most abusive and least helpful intervention 

(Astrid, 2010; Duxbury & Whittington, 2005) which is  punitive in nature ( Kuosmanen et al., 

2015; Keski-Valkama, 2010 ) . It is evident that use of force when secluding patients is 

unjustifiable and it perpetuates the association between seclusion and punishment among patients 

(Meehan et al., 2008). Similarly, it is apparent that patients believe that seclusion is used as a 

means of exerting power and control which makes them feel that they are being punished 

(Meehan et al., 2004). Dissimilar results found by Duxbury and Whittington  (2005) and  Mayers 
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et al.,  (2011) indicated that seclusion is a therapeutic approach that is used to regulate and 

contain high-risk and possible dangerous behavior of patients in psychiatric hospitals. 

In Malawi,  seclusion was found to be a mode of punishment to patients who have violent 

and disturbed behavior and those attempting to abscond from a psychiatric unit (Malawi Human 

Rights Commission, 2012). This is a cause for concern because seclusion needs to be used 

therapeutically by health workers. The misuse of seclusion may be due to lack of skills for 

dealing with violent patients.  

This study showed that patients felt that some of their seclusion experiences were similar 

to those experienced by prisoners in solitary confinement.  Participants reported that they 

suffered and got tortured in the seclusion room. They indicated that they were forcibly put in 

seclusion against their wish and felt lonely inside. The participants were lacking food or it was 

given at late times without hand washing water and were not given beddings.  The participants 

added that they were physically and verbally abused and were treated with disrespect. They also 

felt disempowered and humiliated by relieving themselves in a seclusion room because they 

could not access a toilet. Conversely, Kontio et al., (2012) stated that there must be a possibility 

for patients to use toilet facilities, take care of their personal hygiene and have more comfortable 

beds and beddings  in the seclusion room.  This suggests that patients should not be denied of 

basic needs while being nursed in the seclusion room because they perceive it as a torture.  

In this study, it was clear that some participants reported that they experienced 

psychological pain, physical abuse and violation of their rights when they were nursed in 

seclusion. This is corroborated by Mayers et al., (2011)  and Robins et al., (2005) who asserted 

that patients  consider seclusion as a  traumatic experience  because they are not treated like 
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human beings in distress and  it has the potential to infringe on their autonomy and rights 

(Kuosmanen et al., 2015; Pui-Yan., 2012 ). It is evident that use of seclusion and denying 

patients of their basic needs and privacy are violations of patients’ rights (WHO, 2005) which are 

enshrined in the constitution of the Republic of Malawi (Malawi Government, 1995). The 

constitution provides for individuals’ right to dignity and forbids subjection of any person to any 

kind of torture or cruel, inhumane or degrading treatment or punishment.  

However,  there is evidence that seclusion has been  used in mental hospitals for centuries 

and has been assumed to be necessary routine in the treatment process of psychiatric patients 

(Ashcraft & Anthony, 2008). Despite this fact, health workers can risk contravening the 

Constitution of Malawi when nursing patients in seclusion.  It is advisable that they use seclusion 

based on best practices that include provision of patient-centered care (MOH, 2012) which 

advocate for health workers to do good and do no harm to patients (Edwards, 2009; Hawley, 

2007). The dilemma for the health worker is that sometimes the use of seclusion  is viewed as a 

practice which is incompatible with the vision of recovery and its therapeutic benefits remain 

unsubstantiated (Ashcraft & Anthony, 2008).  In addition, Steinert, Noorhoorn and Mulder 

(2014) purported that any medical procedures that harm rather than heal may amount to torture. 

Nonetheless, seclusion use is justified as a last resort intervention in emergency situations when 

less restrictive alternatives have failed (Parazzolo, 2004). 

This study found that patients felt lonely when they were nursed in seclusion. They 

explained that they were not able to interact with friends, health workers and relatives while in 

seclusion.  Anger, sadness and depressive feelings were pervasive in the experiences of most 

participants. They associated these emotions mostly with being left alone and abandoned in the 

seclusion room where they had few or no contacts.  It is documented that patients feel isolated  
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from family members or friends during seclusion episode and it causes an increased level of 

distress and disorientation in them (Mayers et al., 2011).  It was clear in this study when 

participants expressed that they felt vulnerable and fearful when in seclusion and thereafter. This 

is  consistent with Moran et al., (2009) who asserted that nurses who use seclusion provoke  

emotional distress in the patients being secluded.  For instance, in this study some participants 

felt bitter, angry, disappointed, abandoned and not happy being nursed in seclusion. This is 

supported by  Holmes et al., (2004) who found that seclusion  exacerbate  already existing 

feelings of exclusion, rejection, abandonment and isolation among patients and they end up 

perceiving  seclusion as a punishment or an infringement.  

Some patients may also perceive  seclusion negatively and suspiciously because it causes 

anxiety and boredom in them (Kuosmanen et al., 2015). As such, it is recommended that health 

workers should be equipped with necessary skills for preventing patients’ distress when applying 

seclusion intervention (Mayers et al., 2011). Similarly, Gaskin, Elsom and Happell (2007) stated 

that though seclusion can be therapeutic, can prevent injuries and reduce agitation it has been 

described as a form of social control over people already experiencing exclusion from the 

community and is frequently harmful or traumatic to patients.  Level of boredom resulting from 

isolation and monotonous surroundings, under-stimulating environment have been 

acknowledged as a significant cause of stress (Meehan et al., 2008). 

This study showed that participants felt that health workers used force when placing 

patients in seclusion which made them angry and bitter. Patients felt that use of force when 

secluding them, removing their clothes and personal belongings and giving them medications 

was unjustifiable (Meehan et al., 2008).  In addition, the use of force made patients to associate 

seclusion with punishment.  It is clear that incidence of physical and psychological injury to both 
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patients and staff as well as interruption of physician-patient relationship occur when force is 

used to seclude a patient (Knox & Holloman, 2012). 

In addition, physical force can be viewed as a hostile act which inflict severe mental and 

physical pain or suffering (Steinert et al., 2014) and can completely remove the option to refuse 

what the other party wants to do from the patient (Hamann, Cohon, Leucht, Busch, & Kissling, 

2005). Thus the patients’ right to refuse treatment is violated when force is used to seclude them. 

It is evident that seclusion restricts patients’ freedom of choice and association (Laiho et al., 

2014). The use of force is not acceptable when caring for psychiatric patients in Malawi. But the 

appropriate use of restraints is provided for in the Mental Treatment Act for Malawi (Malawi 

Government, 1968). 

Appalling conditions of seclusion rooms 

The participants of this study felt that conditions of the seclusion rooms were not 

conducive for healing. They described the seclusion rooms as dirty, unhygienic, poorly 

ventilated, uncomfortable, dilapidated, and similar to prison cells. The poor conditions of the 

seclusion rooms made the participants feel uncomfortable and not safe to be nursed in there 

which brought on anger feelings. Similar results were found by  Astrid  (2010) who reported that 

the conditions of seclusion rooms were rather bad,  with broken windows , dirty linen , mattress 

being laid on the floor and having insufficient basic facilities which made patients feel like they 

were in the prison cell.  This is in agreement with Robins et al., (2005) who found that many 

patients were let in seclusion without blankets or with nothing overnight which made them feel 

cold.  
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Some patients described the seclusion room environment as not good and humiliating 

because they lack basic needs; there were empty with no opportunity for activity, they lacked 

furniture and there was no contact with the outside world (Kuosmanen et al., 2015). Such 

appalling condition of the seclusion rooms in some mental hospitals makes seclusion to qualify 

as an inhumane mode of treatment. The lack of basic facilities, insufficient clean linen and 

inadequate supervision makes many patients to fear hospitalization because of anticipation of 

being nursed in seclusion (Mayers et al., 2011). 

Participants of this study felt that the conditions of seclusion rooms need to be improved 

by ensuring ventilation in the room and patient access to the toilet.  Previous studies have 

showed that patients suggested that the seclusion rooms must be conducive to help them cope 

with boredom and isolation. Physical environment of seclusion rooms related to security, safety, 

lighting, temperature, air circulation and indication of the time and comfort needs to improve 

(Larue et al., 2013).  Seclusion rooms should have more comfortable furniture, decorations, walls 

painted in a calming colour,  access to music, radio and television (Van Der Merwe et al., 2013). 

Mac Daniel, Van Bramer and Hogan (2009) stated that seclusion has to be done in a comfortable 

room that is calming to the senses and where the users can experience visual, auditory, olfactory 

and tactile stimuli.  It was evident that a seclusion room has to be furnished with items that are 

physically comfortable and pleasing to the senses in order to provide a sanctuary from stress.  

Furthermore, seclusion rooms have to be designed to minimize the traumatic potential of 

seclusion interventions (MOH, 2012).  MOH (2012) outlined the ideal seclusion rooms which 

could reduce the traumatic experiences of users as follows; seclusion rooms to have adequate 

size approximately 50 square meters, seamless walls and floors, calming colour, unbreakable 

exterior window that provides natural light, securely mounted unbreakable lighting, secure heavy 
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duty door with glazed observation panel, limited furnishings,  good sanitary facilities, adequate 

airflow and health air temperature, staff operated alarm system and carefully mounted security 

mirrors. However, the Malawian seclusion rooms especially at ZMH are not ideal as they lack 

the basic requirements which could make most users have traumatic and painful experience 

when they are nursed in these rooms. 

Violation of one’s rights 

Participants from this study believed that their rights were violated during seclusion 

period as some were beaten while others were tied while in seclusion.  This is the same as  Astrid 

(2010) who  found that patients see seclusion as an infringement of their human rights and is 

associated with verbal and physical abuse.  Similarly, Lanthen, Kask and Sunngvist (2015) stated 

that seclusion has the potential to infringe on patients’ autonomy and violates their rights. It is 

evident from several studies that the experience of patients being nursed in seclusion shows that 

their rights are being infringed and there is lack of respect for human dignity.  Similarly, 

Ezeobele et al., (2014) found that seclusion is experienced as abandonment and violation of 

patients’ rights.  

Additionally, Ling and Shaw ( 2015) stated that the act of secluding a patient infringes 

the person’s autonomy, beneficence and non-maleficence. Internationally, seclusion is 

understood as a violation of human rights as stipulated in 2006 United Nations convection on the 

rights of persons with disabilities (MOH, 2012). Furthermore, ANA ( 2012) stated that lack of 

personnel to provide adequate monitoring of patients and less restrictive approaches to behavior 

management may increase the violation of patients’ rights and place them at greater risk of harm 

caused by being placed in seclusion. However, ANA (2012) supports the rights of patients of all 

ages and in all setting to be treated with dignity , concern and receive safe and quality care. In 
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order to ensure the protection of human rights of patients, policies, procedures and standards in 

relation to  practices of seclusion should be upheld to ensure that the right to freedom from 

torture, cruel, inhumane or degrading treatment and punishment is not infringed (Federal 

Democratic Republic of Ethiopia  Ministry of Health, 2012).  On the other hand, nurses have to 

struggle to balance their responsibility to protect patients’ rights and their obligation to prevent 

harm to patient. 

Participants of this study indicated that they generally lacked information regarding 

seclusion use.  Some reported that they were not told anything about their seclusion; or the 

reasons they were nursed in seclusion. It is evident that patients are concerned with procedures 

that are done on them without explanation or obtaining their consent (Mayers et al., 2011). This 

is stressful to patients because they may not understand their condition and reasons for being 

nursed in the seclusion.  It is clear that patients do not get enough information about their 

situation, treatment plans, what will happen next and the reason for seclusion (Lanthen et al., 

2015). This can be attributed to the limited or lack of interaction between health workers and 

patients which is worsened by seclusion. The lack of interaction with the staff before, during and 

after seclusion provokes negative feelings in patients (Keski-Valkama et al., 2009).  There is 

evidence that patients’ distress is related to the process leading to seclusion in which there is lack 

of communication and patient is given no reasonable explanation for seclusion (Robins et al., 

2005). This may negatively affect patients’ recovery because they may lack awareness of what is 

expected of them to get better. It is sad that patients are often not informed about behaviors that 

would result in the use of seclusion (Lanthen et al.,2015; Meehan et al., 2008) which increases 

their chances of being secluded and being cut off from the outside world. 
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In this study, participants were concerned with lack of interaction between health workers 

and patients. They felt that it was a source of frustration which contributed to feelings of 

abandonment. The lack of nurse-patient contact during the seclusion causes negative emotional 

experiences in the patients (Holmes, et al., 2004).  The availability of a health worker to a 

secluded patient is beneficial in countering the potentially harmful effects of social isolation 

(Meehan et al., 2008). Furthermore, it is essential for health workers to increase caring elements 

in the seclusion such as increased communication between them and secluded patient (Van Der 

Merwe et al., 2013; Kontio et al., 2012; Hamann et al., 2005).  

Similarly, Astrid (2010) found that patients felt that they were inadequately re-orientated 

after seclusion and unable to explain their experiences which lead to distress. It was  evident that 

the experiences of containment regardless of the type was experienced as very stressful since 

there was no debriefing and reorientation once the person is out of seclusion  and patients who 

had no personal experience of seclusion reported that their experience of observing others being 

secluded contributed to their distress (Mayers et al., 2011).   Additionally, Larue et al., (2010)  

found that the patients’ experiences of distress are compounded by the absence of a post 

seclusion review. In another study done by Holmes, et al., (2004) found that participants felt that 

it is not the seclusion per see that impacts on their negative perceptions and negative emotional 

experience but rather the lack of nurse-patient contact during the seclusion experience. 

The participants from this study suggested that the patient put in seclusion should be told 

about the reasons for seclusion. This is in congruent with the findings of  Lanthen et al., (2015) 

who found that some patients felt that effective communication in the process of seclusion period 

would have been helpful and debriefing was more important after the seclusion to minimize 

negative effects related to patients’ experiences of being  secluded.  In addition, patients want 
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health workers to talk to them and show genuine interest during seclusion (Keski-Valkama et al., 

2010).  Health workers should maintain communication about procedures to be administered and 

treatment options with patients although they might appear to be disorientated (Frueh et al., 

2005).  In addition, they also stated that patients should be encouraged to discuss with their 

health workers the containment procedures which they experience as most effective and least 

distressing. Furthermore, a patient whom seclusion is authorized should be told that he/ she is 

being secluded and should be informed about the period for which seclusion has been authorized. 

Kuosmanen et al., (2015) stated that it is essential to increase caring elements in seclusion such 

as increased communication between secluded patient and staff. 

Patients are supposed to be involved in decision making regarding to their care at all 

times. The findings of this study indicated that some patients were not involved in decision 

making about seclusion use although others felt that it was not necessary to consult them because 

they were mentally ill and could not provide logical answers. It is clear that involvement in their 

care may improve their attitude toward the treatment and promotes treatment compliance 

(Hamann et al., 2005). Psychiatric patients are more likely to seek treatment if they are routinely 

involved in decision making because it increases patients’ information and control over treatment 

decisions that affect their wellbeing (Kuosmanen et al.,2015).  

In addition, Kerlin (2010) stated that patient engagement is a critical component of 

patient safety. It was evident that when patients feel connected to staff, they are more likely to 

respond to or seek out these individuals in moments of distress. According to Hoekstra et al.,  

(2004) patients  suggested that nursing staff should support patients’ autonomy and be involved 

in decisions making process. Individuals have the right to be treated with respect and dignity and 
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in a safe, humane, culturally sensitive and developmentally appropriate manner that respects 

individual choice and maximizes self determination (APNA, 2014).  

However, ANA (2012) had a contrary  view  that when patient decision making capacity 

is in question, autonomy and involvement should be protected. It was further stated that when 

patient involvement is not possible the choice to restrain or not must be carefully decided by 

nurses, family after weighing benefits and burdens and considering best interest of the patient. 

This could explain the reasons why most of the patients are not involved in decision making 

considering that they cannot make informed decision regarding to their care due to the mental 

capacity. However, nurses have to balance between the two of not involving the patient for 

seclusion intervention and the risks seclusion brings. 

 Perceived expectations of patients nursed in seclusion  

The participants from this study expected to be given basic needs such as food with hand 

washing and drinking water, bed, mattress, clothes and beddings when they were nursed in 

seclusion. They cited that these basic needs were denied during seclusion period which brought 

bitter and painful experiences. Furthermore, the participants expected to be nursed in an 

improved seclusion rooms which could help reduce the traumatic experiences they had while in 

seclusion. This is similar to the results that were found in a study by Kontio et al., (2012)  which 

indicated that patients described problems related to their basic needs such as washing, toileting, 

eating or drinking. They found that the treatment facility did not allow patients to maintain their 

basic needs which brought traumatic and painful experience and provided practical suggestions 

on how to improve the use of coercive measures like seclusion in order to reduce the traumatic 

experiences.  Similarly , Larue et al., (2013) found that the basic needs such as hygiene, drinking, 

eating, elimination, smoking and talking have to be met in order to reduce the traumatic and 
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painful experiences.  Furthermore, they added that participants suggested that physical 

environment of seclusion rooms related to security, safety, lighting, temperature, air circulation 

and indication of the time and comfort needs to improve in order to reduce the trauma and 

painful experience.   

The findings of this study showed that participants expected to receive appropriate 

quality nursing care from their care givers.  They indicated that as patients they deserved care 

like any other patient when they were nursed in seclusion room. This meant that the patients 

were not satisfied with the care given to them.  Kontio et al., (2012) found that patients were 

dissatisfied with the way the staff treated them and how they took care of them. Patients nursed 

in seclusion need to be assessed in-terms of condition, behaviour, speech, his mood before, 

during and after seclusion (Larvue et al., 2010). It was evident that patients are supposed to be 

observed in-terms of condition and checking of vital signs every 15 minutes in seclusion and 

reviews to be conducted with teams of care providers (Lanthen et al., 2015).  However, from this 

study patients expressed lack of observation which brought painful and traumatic experiences 

while in seclusion.  

It was evident that patients lacked meaningful activities provided by nursing staff while 

in seclusion which could reduce the boredom which patients experience while in seclusion.  El-

Badri and Mellsop (2008) asserts that level of boredom resulting from isolation and monotonous 

surroundings, under-stimulating environment was acknowledged as the significant cause of 

distress. Patients need to be given recreation activities to counteract the boredom which was not 

the case with patients nursed in seclusion at ZMH.  Furthermore, patients felt that they were not 

cared for as they lacked support from their caregivers before, during and after seclusion episode. 

Larue et al., (2013) stated that the patient nursed in seclusion need support from health 
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professionals like knocking on the door, showing understanding, taking time to listen, helping 

the patient regain control and maintaining human contact.  It was also stated that providing 

support such as providing comforting items like books to read, music or other safe favorable 

objects can help the patient nursed in seclusion (Meehan et al., 2008). Lanthen et al., (2015) 

added that perceived lack of support following seclusion was a great concern as participants 

wanted an opportunity to discuss and off load emotions immediately after release from seclusion. 

Some participants felt that their elimination needs have to be met either by being 

provided with elimination facilities or escorted to toilet as they need it. This was expressed as 

they were being denied out of seclusion for elimination contrary to the set standards operating 

procedures at ZMH, in-steady they used the same seclusion rooms as toilets which brought 

stressful emotions to the patients. Similarly, Kontio et al., (2012) found that there must a 

possibility for patients to use toilet facilities. Additionally, Larvue et al., (2013) expressed that 

patient’ physical needs especially hygiene, eating including elimination have to be met for every 

patient nursed in seclusion room.  

Study limitation 

The study limitation is that its results cannot be generalized because it used a qualitative 

study design, purposive sample and used small sample of 16 participants. The study was 

conducted at one site and region due to financial constraints as the study was a requirement for 

partial fulfillment of a master’s degree. 
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Recommendations 

The study has revealed a number of issues from participants’ experiences and perceptions 

on the use of seclusion. These issues need collaborative efforts to manage them. Basing on the 

findings presented in this study, the following recommendations have been drawn. 

Policy  

It is recommended that the available guidelines and standard operating procedures on the 

therapeutic use of seclusion be upheld at all times in order to provide comprehensive care to 

patients and avoiding violating their rights and autonomy.  Adhering to guidelines and standards 

can help to reduce some of the painful and traumatic experiences which the participants of this 

study had on the inappropriate use of seclusion intervention such as use of force, lack of basic 

needs during seclusion.  Ezeobele et al., (2014) stated that there is need to advocate for policies 

that will protect individuals from needless trauma associated with seclusion use while supporting 

both individual and staff safety.  ZMH management teams to re-enforce the appropriate use of 

seclusion intervention through monitoring, supervision and setting post seclusion reviews. 

Education 

This study recommends that all health workers who provide care to psychiatric patients 

should be trained on the therapeutic use of seclusion intervention to prevent painful experiences 

patients may have. This should form part of their pre-service training.  In addition, continuous in-

service trainings and orientation to new staff to be done on the therapeutic use of seclusion 

basing on the standards operating procedures set so that they provide comprehensive quality care 

that is humane, promotes dignity of patients and prevent seclusion use by non-health 

professionals.  Ezeobele et al., (2014) and  Kanzara (2013) recommended that professional 

mental health nurses should be given opportunities for professional growth so that they can 
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provide treatment that promotes patients’ safety and autonomy.  In addition, there is need to 

equip health workers with effective techniques for handling patients who are aggressive and 

destructive rather than relying on seclusion as first line intervention and avoiding use of force 

during seclusion. 

Practice 

The findings of this study indicated a need for critical evaluation of the seclusion 

intervention and aspects of patient care that is offered to patients nursed in seclusion to eliminate 

the negative perceptions and experiences patients have of regarding it as punishment and torture 

and unnecessary use of force during seclusion.   

If seclusion is to be considered therapeutic it has to be used as a last resort intervention, 

patients be assessed and monitored and care documented and patient be given information 

regarding seclusion use. In addition ,patients be involved into their care,  basic needs such as 

beddings, food and water be given in a proper manner to respect their dignity, their elimination 

needs to be met as stipulated in the standards operating procedures. The nurse-patient interaction 

and communication during seclusion process has to improve to reduce the boredom and isolation 

which patients experience, the conditions of the seclusions rooms be improved in order to 

prevent patients regarding them as prison cells and promote wellbeing and healing. This is 

supported by Holmes et al., (2004) who stated that there is need for modifying the institutional 

culture surrounding seclusion and transforming nursing practice regarding seclusion use. 

Ezeobele et al., (2014) recommended that individuals have the right to be treated with respect, 

dignity and in a safe, humane, culturally sensitive and developmentally appropriate manner that 

respects individual choice and maximizes self-determination.  
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Research 

There is need to have post seclusion reviews and audits to evaluate the effectiveness of 

seclusion intervention periodically so that appropriate actions should been be taken forthwith to 

reduce trauma and painful experiences patients have. There is need to conduct further research 

on patients’ perceptions and experiences on the  use of seclusion at a wider scale to include all 

mental health facilities that provide mental health services so that a better view on the patients 

perceptions and experiences can be understood on a larger scale.  

Conclusion 

This study looked at the patients’ perceptions and experiences on the use of seclusion at 

ZMH. It provided firsthand information on the patient’s experiences that might be helpful to the 

mental health professionals in the use of seclusion as an intervention.  Seclusion was considered 

as both beneficial and non-therapeutic intervention by patients.  It is beneficial because it 

controls patients’ behaviour, protects staff, patients and property and promotes sleep and rest. On 

the other hand, it is considered not therapeutic because of the poor conditions of seclusion 

rooms; lack of interaction and patient involvement, the use of force when secluding patients and 

patients considered it as punishment and torture. It is of concern that sometimes seclusion is used 

routinely and not as a last mode of treatment in emergencies when other interventions have 

failed. This study suggests that health workers must ensure that conditions of seclusion rooms 

are conducive for patients’ recovery. There is need to train health workers on effective use of 

seclusion so that they can competently care for psychiatric patients without infringing on their 

rights.  
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Kamuzu College of Nursing  
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Private Bag 1 

Lilongwe 

Tel: 0999335769/ 0888774346 

 

Dear Participant,  

I am Zenaida Phiri studying at KCN. I am collecting data to describe the psychiatric patients lived 

experiences about the use of seclusion at ZMH. The results of the study will help the management 

and staff of ZMH to improve on the practices of seclusion interventions at ZMH.  

The discussion will last between 45-60 minutes answering questions about your lived experiences 

towards seclusion use. As the moderator of the discussion, my job is to make sure that we stick to 

the topic at hand. I will ask you a series of questions to which you should feel free to respond or 

not. You are the experts and I am here to learn from you. I would like to Audio record the 

discussion so that I can go back over your responses to my questions. If this recording is a problem 

let me know and I will simply write your responses on paper. I will be taking notes to help me 

remember what you will say during the discussion.  

DISCOMFORT 

The risks to you of participating in this discussion are minimal. Some of the questions I will ask 

may make you uncomfortable, you are not required to respond to that particular question and if at 

any time during the discussion you would like to stop, just tell me and we may end the  

discussion. 

 

BENEFITS  

There are no direct personal benefits for participating in this study. Your participation in this 

discussion may benefit other patients who will be nursed in seclusion at this hospital. At the end 
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of the discussion if you have questions about anything we have discussed, I can take some time to 

discuss them or, if you prefer, I can make an appointment with another qualified person to talk to 

you.  

CONFIDENTIALITY  

You should be assured that I consider this discussion to be confidential. Your responses will be 

heard or read by only those people involved in this research. No names will be used on the data 

collection tools used. The tape and written documents recording your responses will be kept in a 

safe and locked place. If you have any questions concerning participating in the study feel free to 

contact the following:  

• The secretariat, COMREC, Private Bag 360, Blantyre  

• Dr D. Jere, Kamuzu College of Nursing, P/ Bag 1 Lilongwe, Phone: 0994056476.  

• Zenaida Phiri, Kamuzu College of Nursing, P/Bag 1, Lilongwe; Phone: 0999335769/ 

0888774346 or  

Now if you have no objections, to show that you have been provided with adequate information 

about this study, you will be provided with a consent form to sign.  

 

 

 

 

APPENDIX 2: INFORMATION LETTER TO PARTICIPANT (CHICHEWA VERSION) 

 
Kamuzu College of Nursing  

Private Bag 1 

Lilongwe. 

 

Tel:0999335769/  0888774346 

tel:0999335769/
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Okondeka,  

Ine ndine Zenaida Phiri wophunzira wakusukulu ya anamwino ya Kamuzu ndikuchita kafukufuku 

kuti tidziwe mmene anthu amene agonenekedwa kuchipatala cha anthu amisala kuno Ku Zomba 

amakhalira ndikuonera akakhala kuti awaika mkachipinda mwaokha. Zotsatira zakafukufuku 

ameneyu zidzathandiza kuti akuluakulu ndiogwira ntchito pachipatala pano adzathe kuika 

ndondomeko ndi kasamalidwe kabwino kamunthu amene waikidwa mkachipinda mwayekha. 

Zokambirana zitenga phindi makumi anayi ndiphambu zisanu kufira ola limodzi mukuyankha 

mafunso. Ine ngati wotsongolera zokambiranazi ntchito yanga ndiyowonetsetsa kuti tikambirane 

pamutu umene tabwerera. Ndikufunsani mafunso angapo ndipo mukhale omasuka kuyankha. 

Ndijambula zokambirana zanthu. Ngati kujambula kukhale kovuta mundidziwitse kuti 

ndingolemba. Pamwamba pojambula ndidzilemba kuti zikandithandizenso kukumbukira 

zokambira zanthu. 

 

ZOTSAMWITSA 

Zotsamitsa zimene zingakhalepo pa kutengapo nawo mbali kafukufuku ameneyu ndizochepa. 

Mafunso ena amene ndingafunse akhoza kukukhumudwitsani,muli ndi ufulu osayankha. Komanso 

ngati nkati mwazokambirana zanthu mukhafune kusiya muli ndi ufulu kutero.  

 

PHINDU 

Palibe phindu limene lilipo pakutenga nawo mbali pa kafukufuku ameneyu. Kutenganawo mbali 

kudzathandiza odwala ena pachipatala pano amene amaikidwa mchipinda mwaokha kuti 

awasamalire bwino. Ngati mungakhale ndimafunso a padera pamapeto pazonse muli ololedwa 

kufunsa kapena ndikhonza kukutumizani kwa anzanga kuti akuthandizeni.  

 

 

CHINSINSI 

Ndikutsimikizireni kuti zokambirana zanthu zidzakhala zachinsinsi. Mayankho onse 

adzawerengedwa ndi anthu okhawo amene akukhudzidwa ndi kafukufuku ameneyu. 
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Sitidzagwiritsa ntchito maina ndipo zojambulazo ndizolemba zidzasungidwa mwachinsinsi. Ngati 

pali mafunso okhudza zakutengapo mbali pa kafukufuku ameneyu mukhoza kufunsa kwa:  

• Mkulu woyang’anira kafukufuku kusukulu yaukachenjede yamadokotala ku Blantyre pa 

addressi iyi; Private Bag, 360, Blantyre  

 

• Mayi Diana Jere, Mphunzitsi wakusukulu ya anamwino ya Kamuzu ku Blantyre pa 

nambala iyi; 0994056476. 

 

• Zenaida Phiri, wophunzira wa kusukuluya namwino ku Lilongwe. Mukhonza kuimba 

lampya pa manambala awa; 0999335769 / 0888774346 

 

Ngati palibe zoletsa ndipo mwakhutira ndimfundo ndakupatsanizi ndikupatsani chikalata 

chovomereza kuchita nawo kafukufuku ameneyu kuti mulembe. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDIX 3:  CONSENT FORM (ENGLISH VERSION) 

 

I have read and understood the conditions for participating in this study. I agree to participate in 

the study. 
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Participant’s Signature…………………………………Date…………………………… 

 

Researcher’s signature ………………………………… Date………………………….. 

 

Witness’ signature……………………………………….Date………………………….. 

 
 

 

 

 

 

 

 

 

 

 

 

APPENDIX 4: CONSENT FORM (CHICHEWA VERSION) 

 

Ndawerenga ndipo ndamvetsetsa ndondomeko yotengapo mbali pa kafukufuku ameneyu. 

Ndavomera kutengapo mbali. 
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Dzina la wotenga mbali    _______________________ Tsiku ___________________________ 

 

 

 

Dzina la wochita kafukufuku ____________________ Tsiku___________________________ 

 

 

Dzina la mboni  _____________________Tsiku __________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDIX 5: IN-DEPTH INTERVIEW GUIDE (ENGLISH VERSION) 
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Study title:  “Investigating psychiatric patients’ experiences on the use of seclusion at 

Zomba Mental Hospital” 

 

SECTION A: DEMOGRAPHIC DATA 
 

Date of interview    __________________ 

 

Code of participant   __________________ 

  

1. Age       __________________ 

2. Sex                 __________________  

3. Marital Status     ___________________ 

 

4. Educational qualification   ___________________ 

 

5. Tribe    ___________________  

 

6. Occupation      ___________________ 

 

7. Religion        __________________ 

 

 

SECTION B: OPEN ENDED QUESTIONS 

 

SECLUSION USE 

1. Tell me when you were last nursed in seclusion room? 

       -Who secluded you? 

2. How many times have you been placed in a seclusion room? 

3. Can you share with me what happened before you were placed in a seclusion room? 

4. What do you think are the reasons which prompt health workers to nurse some patients in 

seclusion rooms? 

5. What can you say about the frequency of patients being nursed in seclusion room at this 

hospital?  

 

 

6. What were the benefits you got when you were nursed in a single room? 

-How important it is? 
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-How did it help you? 

 

SECLUSION EXPERIENCES 

7. Can you share with me your experiences of being nursed in a seclusion room? 

8. Can you describe the conditions of the seclusion rooms? 

9. What do other people say about those who have been nursed in seclusion room? 

 

CARE OF PATIENTS NURSED IN SECLUSION 

10. What kind of care do the nurses offer to patients who are being nursed in seclusion room? 

11. What kind of information do you receive from health care providers concerning use of 

seclusion room? 

12. What do you think can nurses do differently when caring for patients in seclusion room? 

13. What are the things you wanted to have or access but you could not when you were in a 

seclusion room? 

14. What problems did you have when you were nursed in seclusion room? 

15. What are your views about health workers attitudes towards the patients who are being 

nursed in seclusion rooms? 

16. Finally, I would like you to share with me your final thoughts or comments you may have 

about the use of seclusion? 

 

 

 

 

 

 

 

 

 

 
 

APPENDIX 6: IN-DEPTH INTERVIEW GUIDE (CHICHEWA VERSION) 
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GAWO LOYAMBA:  MBIRI YA MUNTHU 

Tsiku   _________ 

Nambala  _________ 

 

1. Zaka  __________  

2. Mkazi  __________             Mwamuna _______________ 

3. Banja            ___________________ 

4. Mapunziro __________________ 

5. Mtunduwanu __________________ 

6. Ntchitoyanu __________________ 

7. Mpingowanu __________________ 

 

GAWO LACHICHIWIRI:  MAFUNSO ENA  

 

 MMENE SEKULUSHONI IMAGWIRITSIDWIRA NTCHITO 

1.Tandiuzani munayikidwa liti komaliza mu mchipinda mwanokha? 

- Kodi mungakumbukire kuti anakuyikani ndindani mchipinda mwanokha? 

2. Kodi munaikidwa kangati mchipinda mwanokha?  

3. Tandiuzani chinachitikika mchiyani asanakuikeni mchipinda mwanokhamu? 

4.Mukuganiza kuti ndichifukwa chiyani ma dokotala amasamalirira odwala mchipinda mwaokha? 

5.Munganenepo kuti chiyani kuti odwala amayikidwa kangati mchipinda mwaokha pa Chipatala 

pano? 

6. Ndi ubwino wanji munauwona mutaikidwa mchipinda mwanokha? 

-Ndikofunikira bwanji 

-Zinakuthandizani bwanji? 

 

 

 

MMENE ODWALA AMAONERA AKAIKIDWA MCHIPINDA MWAOKHA 

7. Tafotokozani munamva bwanji muntima mwamu mmene anakuikani mchipinda mwanokha? 

8. Kodi mchipinda chimene anakuikanimo chinali chotani? 
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9. Kodi anthu ena amanena kuti chiyani munthu akamuika mchipinda mwayenkha? 

 

CHISAMALIRO CHIMENE CHIMAPEREKEDWA KWA ODWALA AMENE 

AMAIKIDWA MCHIPINDA MWAOKHA 

10.Kodi ndichisamaliro chotani chimene anamwino amapereka kwa odwala akamakusamalirani 

chipinda mwanokha? 

11.Kodi ndi uthenga wanji umene anthu ogwira nthchito anakufotokozerani wokhudzana ndi 

mchipinda chanokha chimene anakusamaliranimo? 

12.Kodi mukuganiza kuti anamwino angatani mosiyana kuti asamalire bwino odwala amene 

wayikidwa mchipinda mwaokha? 

13.Kodi ndizinthu ziti mukanafuna mutakhalanazo koma munalibe mmene anakusamalirani 

mchipinda mwanokha? 

14. Ndizovuta zanji zimene munalinazo pamene anakusamalirirani mchipinda mwanokha? 

15.Kodi maganizo anu ndiotani pa anthu ogwira ntchito molingana ndi odwala amene 

amasamaliridwa mchipinda mwaokha? 

16.Mawu anu omaliza ndi otani pokhudzana ndikasamaliridwe kaodwala amene wayikidwa 

mchipinda mwayekha? 

 

 

 

 

 

 

 

 

 

APPENDIX: 7 MENTAL STATE EXAMINATION TOOL 

 



96 
 

APPEARANCE & BEHAVIOUR (Include movement, interaction, facial expression, tremors 

e.t.c.) 

SPEECH  (rate, amount, volume & articulation) 

MOOD/AFFECT 

 

Subjective (how they describe their mood) 

Objective: (how you judge the mood to be in mainly appropriateness, variability congruency, 

including non-verbal expressions). 

Any biological changes due to mood?  (Include sleep pattern, appetite, libido, periods) 

 

Any thoughts of deliberate self-harm or suicide? 

 

THOUGHT 

Form (are ideas linked and questions answered logical?  Do thoughts proceed at normal speed, 

circumstantial, loosening of association? 

Content (Are there delusions, pre-occupations with certain themes, ideas of reference, 

obsessions & insertions)? 

LOSS OF THE SELF NON-SELF BOUNDARY 

 

Passivity (patient experience his thinking emotions, or actions as being controlled by an external 

force) 

 

Thought Interference (patient experiences thought insertion, thought withdrawal and thought  

broadcast. 

 

PERCEPTION  

Hallucinations: 
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Illusions misinterpretation: 

Depersonalization & derealisation 

COGNITIVE FUNCTION 

Brief test of cognitive function (first explain that you will be asking question to test memory and 

attention) 

 

Level of Consciousness 

Orientation 

Attention & concentration 

Memory 

Immediate (within five minutes) 

Recent (over 12 hours) 

Remote (long term) 

Abstract thinking (Test by asking for the patient’s interpretation of a proverb etc) 

Judgment (Decision on own’s and other’s behalf) 

 

Insight (do they think they have a problem?  Are they willing to take treatment or be admitted? 

 

 

 

 

 

APPENDIX 8:  STANDARD OPERATION PROCEDURES FOR SECLUSION AT ZMH 

 

STANDARD OPERATION PROCEDURES FOR SECLUSION USE AT ZMH  
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1. SECLUSION DEFINITION 

• Is a means of safely confining an acutely disturbed patient alone in a designated lockable 

room. 

• Seclusion should only be utilized in exceptional cases: 

➢ Patients who are a danger to self or others  

➢ Should be as a last resort, when all other means have been tried 

 

2. PURPOSE OF SECLUSION 

• To prevent immediate danger or imminent harm to self or others (for safety) 

• To promote rest 

• To ensure security and prevent abscondment. 

3. SECLUDING A PATIENT 

• Seclusion must be ordered or authorized by a mental health practitioner following a risk 

assessment of the patient in consultation with the nursing team on duty. 

• Seclusion must be documented in a file giving reasons for seclusion, duration, 

medications given and action taken before seclusion. 

• Maximum period for seclusion is 6 hours: with quarter hourly observations, 2 hourly 

direct observations- opening the door. 

• Medications review should be done every 4 hours 

• Seclusion room must be well ventilated with enough light 

• Patients in seclusion rooms must be provided with enough beddings, mattress, food and 

water 

• Patients must be given the opportunity to use the toilet; can be escorted if less disturbed 

or given materials for toileting if still disturbed. 

• Seclusion must not be used as a punishment 

• Any harmful objects which a patient may use should be removed before the door is 

locked for example sharp objects, belts and shoes laces. 

• Seclusion should take place for shortest possible time to manage the situation 

• Team decision should be applied when terminating seclusion 

• Review must be done to evaluate events which led to the seclusion of the patient 

• Review body (Service Provision Committee) must receive periodic reports of all secluded 

patients. 



99 
 

APPENDIX 9: INTRODUCTORY LETTER FROM THE HEAD OFDEPARTMENT- 

KCN 
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APPENDIX 10: LETTER OF REQUEST TO COMREC 

 

Kamuzu College of Nursing  

P/Bag 1  

Lilongwe  

4th August, 2014 

The Chairperson, 

College of Medicine Research and Ethics Committee, 

College of Medicine, 

P/ Bag 360, 

Chichiri, Blantyre 3.  

 

Dear Sir/Madam, 

SUBMISSION OF RESEARCH PROPOSAL FOR ETHICAL REVIEW 

TITLE OF STUDY “INVESTIGATING PSYCHIATRIC PATIENTS’ EXPERIENCES ON 

THE USE OF SECLUSION AT ZOMBA MENTAL HOSPITAL” 

 

I write to submit this research proposal for review by the College of Medicine Research and Ethics 

Committee as required by Kamuzu College of Nursing Master of Community Health Nursing 

Program. 

 

My name is Zenaida Phiri currently pursuing Masters’ degree in Community Health Nursing at 

Kamuzu College Nursing.  My student number is 9210/51/D/U/MSc CoHN. The study is expected 

to take place between August, 2014 and January, 2015 in the three rehabilitation wards of Zomba 

Mental Hospital. The proposal has been reviewed by KCN research committee. Therefore, I write 

to seek clearance to conduct the study. Attached is my Curriculum vita. 

Yours faithfully,  

 

 

Zenaida Phiri 
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APPENDIX 11: CERTIFICATE OF APPROVAL FROM COMREC 
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APPENDIX 12: LETTER TO SEEK PERMISSION TO CONDUCT RESEARCH STUDY 

Kamuzu College Nursing,  

Private Bag, 1 

Lilongwe. 

2nd June, 2014. 

 

 

To: The Director for mental health services 

Zomba mental hospital  

Post office box 38  

Zomba 

 

Dear Sir,  

 

SEEKING PERMISSION TO CONDUCT RESEARCH STUDY 

 

I am Zenaida Phiri studying for Masters of Science degree in Community Health Nursing at KCN. 

I intend to do a research study on “Investigating psychiatric patients’ experiences on the use of 

seclusion at Zomba Mental Hospital” as partial fulfillment of the degree.  

 

The aim of the study is to describe psychiatric patients experiences of seclusion use from patients 

admitted at ZMH. The study is expected to take place between August and September, 2014 in the 

three rehabilitation wards of ZMH. The research findings will improve on the practices on the 

seclusion interventions at the hospital.  COMREC will approve the research project before data 

collection. 

 

Yours faithfully, 

 

ZENAIDA PHIRI 

(Student) 

APPENDIX 13: APPROVAL LETTER FROM ZOMBA MENTAL HOSPITAL 
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