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PREAMBLE 
The use of Seclusion, Restraint, and IV Sedation in psychiatric in-patient facilities involves the curtailment 
of the freedom of the patient. As a result these interventions should only be used in extreme circumstances 
as a last resort, where no other less restrictive form of treatment is available. These interventions could be 
viewed by the patient as a form of assault and must only be used in defined circumstances as set out in the 
attached policies. 
 
Section 4(2)(b) of the Mental Health Act 1990 states that “in providing for the care and treatment of 
persons who are mentally ill or who are mentally disordered, any restriction on the liberty of patients and 
other persons who are mentally ill or mentally disordered and any interference with their rights, dignity 
and self respect are kept to the minimum necessary in the circumstances.” This statement represents a key 
principle of the Act and should be adhered to when considering the use of the interventions set out in these 
policies. 
 
These policies set out minimum standards for the use of Seclusion, Restraint and IV Sedation in 
psychiatric in-patient facilities. They have been formulated to ensure that these interventions are used 
safely, when clinically appropriate, in a way that respects the patient’s dignity, and in accordance with the 
principles and aims of the Mental Health Act 1990. 
 
 
 
 
 

POLICY ON THE USE OF SECLUSION IN PSYCHIATRIC INPATIENT 
FACILITIES 

 
INTRODUCTION 
This policy broadly outlines the elements required for safe and humane practice when using seclusion to 
manage situations where there is an imminent risk of injury or harm.  
 
Seclusion may be potentially harmful and contradictory to recovery models of care, and as such must be 
implemented with the utmost concern for therapeutic outcomes and the full consideration of potential 
alternative interventions.  
 
This policy will be reviewed and revised in the future in response to a range of related strategies currently 
in development that will impact on the use of seclusion. These include workforce development strategies 
such as further development of aggression management training, and potential recommendations on 
procedures and inpatient environmental changes arising from the national working group currently 
identifying strategies to reduce the use of seclusion. 
 
This Policy is intended to inform the development of local protocols for public adult mental health 
inpatient units. They should be read in conjunction with complementary policies and guidelines: 

• Protecting People and Property: NSW Health Policy and Guidelines for Security Risk Management in 
Health Facilities (NSW Health PD2005_339) 

• Management of Adults with Severe Behavioural Disturbances - Guidelines for Clinicians (amended 
May 2002) 

• Locking of Patient’s Bedrooms in Psychiatric Inpatient Facilities (NSW Health PD2005_103) 

• Mental Health for Emergency Departments - A Reference Guide, May 2002 

• Zero Tolerance: NSW Health Response to Violence in the Public Health System. Policy and 
Framework Guidelines. NSW Health, January 2003 (PD2005_315) 
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• Complaints Management Policy directive PD2006_073 - 
http://www.health.nsw.gov.au/policies/pd/2006/pdf/PD2006_073.pdf  

 
• Health Facility Briefing and Planning (Part B): 134 Adult Mental Health Inpatient Units (including 

PICU). Design of seclusion rooms, (see point 134.35.00) - 
http://www.healthdesign.com.au/nsw.hfg/hfg_content/guidelines/hfg_b_adult_mental_health_acute_inp_unit(1)_131_155.pdf 

 
• National Mental Health Working Group (2005). National safety priorities in mental health: a national 

plan for reducing harm. Health Priorities and Suicide Prevention Branch, Department of Health and 
Ageing, Commonwealth of Australia. Canberra. PAN:3725 (JN91876) 

 
 
1. General Principles and Definitions:   

               
1.1 Definition  
Seclusion is the supervised confinement of a patient alone in a locked room, from which the patient cannot 
leave of their own accord, at any time and for any duration and for any purposei.  
 
1.2 Intervention intent 
Seclusion is a risk management intervention to protect the patient, other patients in the unit, staff and 
visitors from significant harm through the provision of containment, isolation and stimulus reduction to 
allow the patient to settle. Seclusion is an option of last resort when less restrictive alternative interventions 
have failed or are unsafe.  
 
1.3 Care principles  
All Mental Health interventions must be characterised by respect for the Individual and empathetic 
decision-making. The practice of seclusion must always incorporate: 

• thoughtful and considerate treatment of the patient as an individual including an explanation of the 
procedure given to the patient; 

• respect for the patient's privacy and promotion of his/her self-respect; 
• respect for the cultural and language needs of the patient; and 
• consideration of, and provision for any special needs the patient may have. 

 
1.5 Duration and frequency  
Generally in an acute care environment, more than two episodes of seclusion must trigger a review of the 
patient’s management by the treating team. Similarly an episode of longer than 8 hours continuous 
seclusion will indicate that the patient’s condition and treatment plan requires review.   

 
In rare circumstances prolonged and repeated seclusion may be required where there is an ongoing 
significant risk of imminent harm to the patient, other patients or staff.  
  
Prolonged and repeated seclusion refers to cumulative hours in seclusion greater than 24 hours in a one 
week period, or when there are more than five episodes in a one week period and the clinical team assess 
that that the need for this intervention will continue.  In these circumstances seclusion management must 
adhere to the general principles outlined in this document as well as the specific directives outlined in 
Section 15. 

http://www.health.nsw.gov.au/policies/pd/2006/pdf/PD2006_073.pdf
http://www.healthdesign.com.au/nsw.hfg/hfg_content/guidelines/hfg_b_adult_mental_health_acute_inp_unit(1)_131_155.pdf
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 2.  Prevention and Alternative Interventions     

Reduction and eventual elimination of the use of seclusion is a recognised goal across contemporary 
mental health services both nationally and internationally. The National Mental Health Standing 
Committee has published the National Safety Plan for MH (Ref: 2006), which provides broader policy 
directions for States and Territories in relation to the reduction of, and where possible, elimination of the 
use of seclusionii. This position is supported by national and international literature highlighting that 
seclusion, while not a breach of human rights law, raises serious human rights issues and may impede or 
worsen psychological recovery from mental illness.iii The Committee has established a working group to 
consider specific strategies aimed at achieving these objectives. This includes establishing good national 
clinical standards for the use of seclusion, up-skilling staff in strategies for prevention, and identifying 
alternative interventions.  
 
2.1 Prevention Strategies  
Strategies to prevent or reduce the use of seclusion have been well researched and documentedivv, and 
include: 

• Articulating the Services’ mission, philosophy of care and guiding values supporting the development 
and implementation of a seclusion reduction plan; 

• Addressing environmental considerations where possible to enhance the calm running of the facility 
including the use of calming colours, consideration of internal pedestrian flows, bottlenecks and access 
to outside space and quite spaces; 

• Establishing a treatment environment where policy, procedures, and practices reflect a thorough 
understanding of the negative effects of seclusion on patients, carers and mental health staff; 

• Reinforcement of clinical care based on therapeutic relationship and empathy; 

• The use of early intervention and de-escalation techniques based on observation and anticipation, calm 
and prompt attention to patient needs and the use of alternative interventions wherever possible; 

• Aggression minimisation and management training covering the spectrum from prevention to safe 
containment, and is targeted to the needs of staff working in a range of clinical contexts; 

• The availability of additional appropriately trained support staff where necessary, including Hospital 
Security Officers, to maintain safety and prevent escalation; 

• Urgent psychiatric assessment in response to rapid and/or extreme escalation;  

• The availability of appropriately trained staff in adequate numbers; 

• Formal inclusion of patients or former patients in a variety of roles within the organisation to support 
the reduction, and where possible, elimination of the use of seclusion; 

• Analysing seclusion usage by unit, shift and staff member; identifying baseline usage; setting 
benchmarks and monitoring the use of seclusion over time; 

• Procedures and practices to avoid repeat events; 

• Strong clinical leadership and managerial support in managing difficult patient situations; 

• Utilising the feedback from patients placed in seclusion to inform future practice; 

• Early intervention strategies such as engagement, heightened observation, targeted therapeutic 
interaction or carer involvement, restraint and appropriate medication are the preferred options in all 
cases. 
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2.3 Alternative Interventions  
Seclusion is an option of last resort when less restrictive alternative interventions have failed or are unsafe. 
Treatment options need to balance opportunities to avert escalation of distress with appropriate responses 
to the level of risk. 
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Table 1 Pyramid indicating increasing risk and intervention strategies. 
 
As a matter of good clinical practice staff should address indications of increased distress early through 
increased patient engagement to provide reassurance, empathetic concern and problem solving 
interventions. While table one above shows a cascading level of containment, the presentation of risk 
behaviours may be abrupt and require an immediate escalation of response. 
  
Strategies to minimise the use of seclusion are suggested in table two below, linked to some of the triggers 
for behavioural disturbance, and with general indications of de-escalation strategies. 
 
Table 2 Common causes of behaviour disturbance 

Presenting 
Problem 

De-escalation Strategies 

Behavioural 
disturbance may be 
related to: 

Provide: 
• Calm approach 
• Clear explanation of actions and expectations 

• Fear • Spend time with patient 
• Offer reassurance 
• Distract patient 
• Ask the patient what would help  
• If safe to do so, provide what the patient believes would help 

• Frustration • Diversion, especially into a structured activity - provide alternative 
options for patient when frustration is exacerbated by ward routine.  

• Ask the patient what would help 
• If safe to do so, provide what the patient believes would help 

• Anger • Acknowledge patient’s perceived emotions. 
• Identify the current behaviour and how it is perceived by others to 

encourage the patient to become more aware of the effect of their 
behaviour. 

• Ask the patient what would help 
• If safe to do so, provide what the patient believes would help 
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• Excessive stimuli • Physical activity – accompany patient on a walk in a quiet space. 
• Appropriate medication intervention 
• Remove known/ identified triggers. 
• Ask the patient what would help 
• If safe to do so provide what the patient believes would help 

• patient 
misunderstanding 
of requirements 

• Provide clear options including mechanism for negotiation/ review 
of careplan. 

• Calm repetition of staff expectations. 
• Provide written information/ pamphlets. 

• Psychosis 

• Drug reaction 
• Intoxication 

• Activate patient’s relapse plan or ‘advanced instructions’ plan. 
• Review medication regime. 
• Respond as above to behavioural responses to symptoms 

 
 
3. Legal Context For Use Of Seclusion in NSW Health 
 
Generally seclusion should only be implemented for people who meet the criteria for involuntary 
containment under the Mental Health Act. 
 
3.1 Duty of Care  
Clinicians owe a duty of care to exercise reasonable care and skill in the performance of their professional 
duties.  In order to discharge their duty of care, clinicians must be satisfied that the treatment provided is 
reasonable and accepted as safe, competent professional practice. A patient suffering an injury arising from 
a breach of duty of care may have grounds for a civil claim against the hospital and/or clinical staff. 
 
3.2 Seclusion of a voluntary patient  
In an emergency situation seclusion may be the only practicable and appropriate way of preventing injury 
to the secluded patient, other patients, visitors or staff. Seclusion should be used for as short a period as 
safely possible.  If a voluntary patient appears mentally disordered or mentally ill, and requires seclusion, 
their status under the Mental Health Act should be medically reviewed as soon as possible.  
 
A voluntary patient who feels at risk of escalated distress and feelings of loosing control should be able to 
negotiate an advanced instruction for seclusion as part of the care plan that will include early risk 
indicators and emphasise alternative support options (see section 15). 
 
4. Criteria For Use Of Seclusion 
 
The principal aim of this Policy is to outline the requirements for safe, legal and humane practice to 
manage severely disturbed behaviour that is likely to cause harm to the patient and/or others. The decision 
to seclude a patient must be regularly reviewed to determine when safer alternatives for the management of 
violence and aggression can be implemented. 
 
4.1 Indications  
Seclusion is indicated when clinicians have reason to believe that the patient is soon likely to inflict harm 
to self or others, and that seclusion is the most reasonable option available to maintain safety. 
 
4.2 Duration  
The period of seclusion must be limited to the minimum time required to remove the risk of harm. 
Seclusion must be terminated once indications for risk of harm have ceased to be present. 
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4.3 Special considerations 
There are some general population groups who may have particular risk factors when secluded: 
 
• Older patients may be at particular risk of adverse events resulting from physical health problems or 

frailty and should be monitored closely if seclusion cannot be avoided. 
• Patient with a history of trauma (physical or psychological) may be at particular risk of compounded 

trauma through the use of seclusion. This should be noted in the patient care plan when known and 
alternative strategies such as early behavioural and medication interventions should be implemented. 

• Patients from an indigenous background may be at particular risk of self-harm whilst in seclusion, and 
should be monitored closely. Staff should note the following recommendation in the Final Report Of The Royal 

Commission Into Aboriginal Deaths In Custody ivi 
 

“Wherever possible, Aboriginal detainees should not be placed alone in a police cell 
(Recommendation 144). The report reinforces  “the importance of maintaining human contact as a 
means of reducing the risk of self-harm as the isolation experienced can markedly increase the 
distress reactants ” 

 
4.4 Contraindications 
Seclusion should not be used in the following circumstances. These factors should be considered during 
ongoing clinical assessment and care planning: 

• If the patient is suicidal or actively self harming; 
• As a punishment or threat; 
• As a management strategy to compensate for a shortage of staff; 
• Where there are clinical or medical conditions requiring physical proximity/monitoring by staff; or 
• Where the patient has lost consciousness. 
 
 
5. Seclusion Authorisation 

 
NSW Health recognises seclusion as an intervention that requires consideration at a senior clinical level.  
The approval by a Medical Officer and/or the nurse in charge of the shift, in consultation with the treating 
team is essential.  
 
5.1 Authorisation  
The ‘on duty’ Medical Officer or ‘on-call’ consultant psychiatrist must be notified of a seclusion event 
without delay. The Medical officer should sign the authorisation section of the Seclusion Register as soon 
as practicable and within 24 hours of the event. 
 
5.2 Duration  
The authorisation is valid from the time the seclusion room door is locked until it is unconditionally 
unlocked. This seclusion period is not broken when the patient is attending to personal hygiene, or being 
given medication, food or fluids.  
 
5.3 Review of Authorisation  
The senior medical officer must formally review all incidents of seclusion, preferably weekly in concert 
with the multidisciplinary treating team. Consideration should be given to the precipitants to seclusion and 
alternative strategies, which can be incorporated into the patient’s care plan to prevent future episodes of 
seclusion where possible. 
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6. Assessment 
 

6.1 Clinical decision-making  
The assessment and decision-making process and actions taken must be recorded contemporaneously in 
the patient’s notes. Documentation must include the precipitants to the behaviour leading to seclusion and 
alternative interventions trialled in order to inform preventive strategies for the future.  

Risk status of the patient must be updated in the context of the decision to use seclusion. Risk indicators 
include: 

• Threats or gestures of harm to self or others, with likelihood of carrying out these threats 
• Other risk to self or others, eg. serious sexual safety risk 
• Absconding with risk of harm to self or others 
 
6.2 Physical health  
Careful assessment of physical health is vital for a patient for whom seclusion is being considered, because 
of the risks associated with dehydration, malnutrition, alcohol or drug intoxication or withdrawal states, 
physical injury (including possible head trauma), unrecognised medical illness and self-administered 
drugs. The nurse coordinating the seclusion must assess the level of consciousness of the patient prior to 
seclusion and the status recorded. 
 
 
7. Patient Rights & Notification of Primary Carer 
 

7.1 Communication  
Except in an emergency, staff should explore strategies to reduce agitation with the patient. Discussion 
should include what kind of treatment or intervention the patient feels would be most helpful and least 
traumatic to ensure safetyvii. In many cases, this will negate the need for seclusion. Negotiation and 
collaboration are fundamental principles in enabling the patient as much control as safely possible in the 
situation. Patients for whom there is deemed no safe alternative to seclusion should be clearly informed of 
the rationale and planned timeframe for seclusion, and the conditions upon which seclusion will be ceased. 
As soon as required conditions are met, the seclusion should be discontinued. This may include: 

• Agreement to cease physical or verbal threats to others 
• Observed calming of agitated state with a demonstrated capacity to adhere to staff guidance 
• Evidence or statement of acknowledgement that the disturbed behaviour can be contained by the 

patientviii 
 
7.2 Carer Notification  
A patient’s primary carer should be informed of the use of seclusion as soon as possible. Prior to this 
information being conveyed however, the patient’s valid consent to such disclosure must be obtained. If 
valid consent cannot be obtained, disclosure is only possible if the Health Records and Information Privacy 
Act permits it. Where possible the information about disclosure to carers should be discussed during the 
admission process, acknowledging that the acuity of symptoms may impair a person’s understanding or 
memory. 
 
The primary carer may be the guardian, parent, the person nominated by the patient to be the primary 
carer, a spouse, a carer or close family friend or relative. 
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8. Care and Management of Patients In Seclusion 
 
Strategies are needed to minimise the risk of harm to the patient, staff or others while the patient is being 
escorted to the seclusion room, and whilst managing the patient during the seclusion period.  
 
8.1 Staffing   
Sufficient numbers of staff should be present to safely and effectively manage the transfer of the patient to 
the seclusion room. This should be undertaken in a manner that maintains the patient’s dignity and privacy, 
and minimises distress to the patient and others (e.g. other patients and/or visitors) who may be observing 
the event. Consideration should also be given to the gender mix of staff involved, where the person being 
secluded is female, a female staff member is to be present.  
 
For safety reasons the number of staff required to enter an occupied seclusion room will depend upon the 
potential level of behavioural disturbance. Additional staff and security may be required if there are safety 
concerns.  
 
Only staff trained in aggression management/physical intervention strategies should be involved in the 
seclusion procedure. All staff potentially involved in seclusion procedures should be appropriately briefed 
prior and offered an opportunity to debrief following the procedure. 
 
The nurse in charge of the shift is responsible for establishing a rota to ensure that nurses observing the 
patient do so for no more than one hour at a time without a break. When handing over responsibility for 
observation, both nurses will counter-sign an entry on the patient’s file detailing the patient’s condition. 
 
8.2 Security  
Before placing the patient in seclusion the patient must be searched and all dangerous or potentially 
dangerous items removed.  
 
As far as safely possible, patients should be allowed to remain in their own clothes when in seclusion. 
Where there is concern that the patient may be hiding substances or other harmful items, it may be 
necessary to ask the patient to undress and wear alternative comfortable, loose fitting clothing. If the 
patient is unable or unwilling to do this, staff should remove the patient’s clothing and place him/her in 
suitable attire. This process should be undertaken with tact and sensitivity, and with consideration of safety 
of staff. If changing attire is necessary but unsafe or dangerous, alternatives to seclusion such as sedation 
should be reconsidered. At all times, if the patient agrees to co-operate in the process, they should be 
allowed to do so.  
 
If at any point prior to seclusion the patient expresses an ability and willingness to safely contain the 
behaviour for which seclusion is considered necessary, they should be given an opportunity to demonstrate 
this ability. 
 
8.3 Humane treatment 
8.3.1 Dignity: No patient should be placed in seclusion without clothes. A rationale for the need to 

remove any clothing (such as belts or ties) should be provided to the patient, emphasising safety. 
 
8.3.2 Meals: Food should be provided at usual times using disposable utensils. There should be a ready 

supply of fresh, clean drinking water available to the patient where possible, or else offered at 
minimum half hourly intervals, based on the need to maintain the safety of all staff. If the 
seclusion period lasts more than two hours or if there is evidence of dehydration or metabolic 
disturbance, a fluid balance chart should be introduced for the duration of the seclusion.  

 
8.3.3 Hygiene: If the patient requires use of the toilet, for safety reasons this should be managed under 

supervision, by an appropriate number of staff, one of whom must be the same sex as the patient. 
The patient must be provided with adequate toilet arrangements and with an opportunity to wash. 
The bathroom door should remain unlocked or be able to be unlocked from the outside. 
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8.3.4 Physical wellbeing: If the seclusion period lasts more than four hours, consideration should be 
given to interrupting the seclusion to allow the patient to walk around outside the seclusion room, 
to bathe or to use the toilet if this can be safely managed. Additional staff and security officers 
may be required, and should operate under the instructions of the nurse in charge. This period out 
of seclusion may be considered a trial out of seclusion. If successful, the seclusion period may be 
discontinued. 

 
 
9. Medical & Nursing Observations 
 
 A summary of monitoring and review processes is provided in table 3 
 

Action By Whom Time Frames 
Authorisation Medical Officer (M.O.) or Senior Nurse in charge 

where M.O. is not available 
Signed by a M.O. within 24 hours 
of the event 

Monitoring Nursing Observation 
 
M.O. or Senior Nurse on duty to review patient 
status 

Every 10 minutes 
 
Within the first hour and then 
four hourly 

Documentation Completion of: 
• Seclusion Register 
• Authorisation form 
• Nursing Observation form 
• IIMS 
• Patients File 

During the episode of Seclusion 

Incident 
Review 

Official Visitors audit the Seclusion Register and 
the IIMS Report 
 
Review by Service Quality Improvement Forum 

Monthly 
 
 
Monthly 

 
 
9.1 Nursing Observations  
The aim of observation is to assess the patient’s behaviour and ensure the patient’s physical safety while in 
an isolated environment. The ideal is for continuous monitoring and routine assessment of the patient’s 
consciousness levels where possible. Staff should not hesitate to advocate for continuous observation if 
they believe there is a need. 
 
The minimum standard for observations of a patient in seclusion is for the patient to be observed every 10 
minutes by appropriately trained and experienced nursing staff. Observations must be contemporaneously 
recorded on the Seclusion Observation Form (see appendices).  
 
9.1.1 Monitoring: Where a patient placed in seclusion is being sedated or where there is a risk resulting 

from drug or alcohol consumption (with or without addition of sedative medication) regular 
physical observations are required. These include oxygen saturation, Blood Pressure, pulse, 
respirations and testing of consciousness levels. The recommended frequency for physical 
observations is every ten minutes for the first half hour and half-hourly thereafter. This should be 
undertaken with due regard for the safety of staff member required to take these observations. 

 
9.1.2 Monitoring via Closed Circuit Television (CCTV): CCTV is not an appropriate substitute for face-

to-face observation. However, CCTV may be used as a supplementary monitoring for safety 
purposes. Wherever CCTV is used in NSW Health, regardless of its purpose/s, all relevant 
requirements of the Workplace Surveillance Act 2005 must be met. See NSW Heath Information 
Bulletin IB2005_042 for further information 
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9.2 Medical Authorisation and Examination  
The medical officer (M.O.) must examine the patient in seclusion within the first hour of commencement 
and then at intervals of no greater than four hours.  Where a medical officer is not available the senior 
nurse on duty for the site can perform the examination and report the outcome via telephone to the on call 
M.O. A medical officer must review the seclusion event within 24 hours. 
 
The examination should, where safely possible, be conducted from within the seclusion room and should 
include an interview and physical examination sufficient to allow: 

• Review of physical and mental health status 
• Assessment of the effects of medication 
• Reassessment of the medications prescribed  
• Review of the type and frequency of observations required  
• Review of whether seclusion is able to be safely ceased 
 
The nurse in charge can request a medical review more frequently if there is a change in vital signs or 
other evidence of deteriorating physical or mental health. The outcome of this review must be recorded in 
the seclusion observation form and summarised in the patient’s notes. 
 
The requirement for four hourly medical review is not necessary in the rare and exceptional case of 
prolonged seclusion (referred to in section 15 of this Policy), where seclusion is used as part of a 
management plan and subject to regular multidisciplinary review process. 
 
 
10. Termination Of Seclusion 
 
10.1 Termination  
The nurse in charge of the ward and the observing nurse may terminate seclusion following a review of the 
patient. The nurse in charge should inform the medical officer on duty regarding this decision, and the 
consultant psychiatrist must further be informed as soon as practicable. Seclusion must be ceased when the 
patient is deemed to be no longer a risk to self or others. When a patient falls asleep whilst secluded, staff 
should assess whether it is safely possible to cease seclusion by unlocking and opening the seclusion room 
door.  
 
10.2 Patient’s perception  
Following the termination of seclusion, the patient should be offered the opportunity to review the event 
with a nurse and/or medical officer at a clinically appropriate time within 24 hours of the incident. 
Feedback regarding the reasons for the use of seclusion should be given, and the patient should be allowed 
to express their feelings about the event. Where possible, the patient should be offered an opportunity to 
engage with the treating team in a reflective review of the incident with the view to averting future 
episodes of seclusion. 
 
10.3 Staff perceptions  
A senior nurse should facilitate a reflective review of the incident with all staff involved (including 
medical officers) following an episode of seclusion. The process should be undertaken as a quality 
improvement process to prevent or improve the use of seclusion in the future. The review should include: 

• Reflection on events leading to the need for seclusion. 
• Acknowledgement of what was done well and effectively. 
• Identification of preventive strategies trialled and the reasons for failure. 
• Consideration of what else might have been done to prevent or minimise the disturbed behaviour. 
• Discussion about the communication related to decision-making and notification of the use of 

seclusion, including documentation. 
• Discussion about the transfer to and management of the patient while in seclusion. 
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• Discussion about ways in which the safety/efficiency of the seclusion process could be enhanced in the 

future. 
• Recommendations for systems/process/policy changes to be brought to the attention of the team 

manager.  These may include environment/structural improvements. 
 
The reflective review should be undertaken in a non-blaming, confidential and supportive manner. Where 
considered appropriate individual’s emotional reactions to the seclusion event should be referred for 
discussion with the team manager, the Employment Assistance Program (EAP) counsellor or raised in the 
context of clinical supervision. 
 
 
11. Documentation 
 
11.1 Documentation components 
The patient notes and seclusion register must state: 
• The precise time the patient was secluded (i.e. the door locked),  
• The precipitants to the use of seclusion, and  
• A management /care plan for the period of seclusion, including anticipated duration of seclusion.  
 
When seclusion is terminated, a summary should also be recorded in the patient’s clinical file, including: 
• The patient’s condition and behaviour at the time of cessation,  
• The precise time seclusion ended (i.e. the door unlocked), and  
• Who made this decision to terminate the seclusion episode.  
 
 
11.2 Forms  
Authorisation Record of Seclusion and the Nursing Seclusion Observation forms should be completed. An 
Incident Information Monitoring System (IIMS) incident form must be completed for each episode of 
seclusion according to the Incident Policy. This includes the events leading to the need for use of 
seclusion. 
 
11.3 Seclusion Register  
This is a statutory document and must be maintained for each seclusion room. The register is to be 
completed by nursing staff and signed by the medical officer(s) responsible for approving and reviewing 
the patient during the seclusion period.  
 
12. Incident Review: 
 
There are two main process that support the ongoing review of seclusion episodes: Official Visitors and 
local mental health Quality Improvement. 
 
12.1 Official Visitors  
A core role of Official Visitors is to audit the Seclusion Register at each monthly visit and monitor 
compliance with NSW health policy. 
 
Seclusion incidents recorded in the seclusion register are cross-referenced against the individual patient’s 
medical record and the IIMS incident report. 
• Official Visitors note the number of seclusion incidents recorded per month, the number of patients 

secluded and the duration of seclusion. 
• Official Visitors are concerned the seclusion room has access to natural light and affords the patient 

privacy whilst facilitating staff monitoring. 
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12.2 Quality Improvement review 
A monthly summary of seclusion data must be compiled and available to the Official Visitors as well as 
being analysed at the service quality improvement forum, with the view to implementing 
systems/strategies to continually reduce the frequency of seclusion use. Information for this review must 
include as a minimum: 
• Name and age of patient 
• Legal status of patient 
• Behaviours leading to the decision to use seclusion 
• What other interventions were tried and failed 
• Reason for seclusion (eg. To prevent harm to others by reducing stimulation) 
• Time and date 
• Principal diagnosis 
• Duration of seclusion 
• Location of seclusion room 
• Name of nurse(s) recording observations 
• Name of medical officer authorising seclusions 
• Name of medical officer(s) conducting reviews 
 
13.       Impact of seclusion on others 
 
People who have observed or are aware that a patient has been secluded may feel distress, confusion, 
concern, anger or fear. They may also form a perception that the intervention was used as a punishment or 
to keep patients ‘in line’. 
 
13.1 Other Patients 
Care should be taken to minimise the involvement and impact on other patients during the implementation 
of seclusion. Concerns should be acknowledged after an episode of seclusion is initiated. While 
maintaining appropriate confidentiality regarding the specific incident, reassurance should be provided that 
the use of seclusion has been to maintain safety for all. 
 
13.2 Other observers 
The patient’s relatives or significant other(s) may also be distressed or confused about the use of seclusion 
and should be counselled appropriately. Health students, visitors or non-mental health trained agency staff 
who have observed or are aware that a patient has been secluded are also likely to require counselling.  
 
 
14. Advanced Instructions 
 
Advanced instructions involve discussing seclusion with the patient prior to the seclusion occurring. This 
process engages and empowers the patient, can establish mutual trust and reduce the perception that 
seclusion will be used as punishment. This strategy can increase the predictability of the disturbed 
behaviour and promote opportunities for therapeutic communication. The process also promotes 
consistency in the management approach. 
 
14.1 Negotiation 
The advance instruction should be negotiated with the patient at a time when he/she is settled and able to 
engage appropriately. Staff skilled in engaging with patients with challenging behaviours should undertake 
this negotiation. The advance directive should be considered an important treatment/safety strategy in 
cases of repetitive disturbed behaviour.   Where events conspire to prevent the advance instruction 
strategies being implemented prior to the use of seclusion, a follow-up meeting with the patient should take 
place and the details of the advanced directive reviewed and amended if necessary. 



Policy Directive 
 
Title Policies on seclusion practices, the use of restraint and the use of IV sedation in psychiatric inpatient facilities preamble 
 

 page 14 of 28 
 
 

 
14.2 Consistency with patient’s management plan 
The patient with repetitive disturbed behaviour should be encouraged to negotiate an advance instruction 
detailing the patient’s: 

• Perception of what generally leads to their disturbed behaviour; 
• Preferred strategies to prevent/minimise the disturbed behaviour; 
• Preferred alternatives to seclusion where possible; 
• The circumstances in which seclusion may be the only safe option, and the how the patients would 

prefer for this to be implemented; and 
• Preferences for notification of relatives/carers/significant others should seclusion be used. 
 
 
15. Prolonged & Repeated Episodes Of Seclusion 
 
In most cases, seclusion is required for brief and single episodes only, with practice principals that focus 
on reducing or eliminating seclusion episodes and monitoring levels appropriate to an emergency response. 
However there may be rare and specific situations where a patient will require prolonged and repeated 
episodes of care in a secure environment, away from other patients.  
 
15.1 Criteria 
Prolonged and repeated seclusion must only be used in circumstances where a patient has a history of 
repeated and impulsive violence, which cannot be safely managed through other interventions.  Due to the 
exceptional nature of this form of intervention, the decision to seclude a patient for prolonged and repeated 
periods must be made by the Unit’s medical superintendent who must sign this management plan in the 
patient’s treatment file. 
 
15.2 Decision-making  
Prolonged and repeated seclusion must be the least restrictive care option consistent with treatment 
requirements and safety issues, and must be delivered in a manner that recognizes the impact of isolation 
and ongoing restrictions of movement on a person’s psychological and physical health.  
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15.3 Care planning 
The multidisciplinary care plan must detail the disturbed behaviour and identify, wherever possible, the 
precipitants to the behaviour. A graded series of individualised responses should be described, of which 
seclusion is the final option when all other strategies have failed. The plan should include strategies aimed 
at addressing the precipitants to the behaviour. 

The plan must outline: 
• All clinical needs with strategies to address these 
• Provide opportunities for regular human contact with both staff and other patients 
• Outline procedures to ensure safety of staff during interactions  
• Include humane environmental considerations including size of the containment space, access to 

natural light and preferably access to outside space, allowance of personal items, opportunities for 
activities and access to newspapers and entertainment, and be designed to allow the patient to easily 
attract staff attention.  

 
15.4 Assessment 
In circumstances where seclusion is a predictable event the patient’s physical health status must be well 
established prior to episodes of containment and the intervention must be formally endorsed and recorded 
in the patient’s file by the Unit’s medical superintendent.  
 
The frequency of monitoring (this is referred to in section 9 as needing to be done minimum every 10 
mins) and physical observations will reflect the known health status of the patient but be no less than one 
hour apart. During waking hours the observations should involve verbal communication with the patient 
and other interactions that do not compromise safety but acknowledges the need for meaningful human 
contact including opportunities for supervised interaction with other patients where possible. 
 
15.5 Ongoing Review 
The use of prolonged and repeated seclusion must be reviewed weekly by the senior treating psychiatrist as 
part of clinical review processes. Further, the Area Mental Health Senior Executive must review the 
treatment/care plan at routine quality assurance meetings. At this time there must be consideration of 
alternative future management options, which must be documented in the patient’s file. Options for 
preventing seclusion should be assertively pursued. Transfer to another mental health facility with greater 
capacity to manage disturbed behaviour may also need to be considered.  
 
15.5.1 A case conference involving multidisciplinary input and wherever possible, input from the patient 

and their primary carer(s) should be organised to ensure all management options have been 
considered. Outcomes from the discussion should be conveyed back to the patient and their 
significant other(s) and clearly documented in the patient’s file.  

 
15.5.2 A periodic review of the decisions by a senior medical officer external to the mental health facility 
should occur at a minimum of six monthly. This review should include an independent clinical assessment 
and discussion with all staff involved with the management of the patient. Outcomes of the review and 
recommendations must be documented in the patient file. 
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POLICY ON THE USE OF IV SEDATION IN PSYCHIATRIC INPATIENT 
FACILITIES 

 
1. INTRODUCTION 
 
This policy should be read in conjunction with the following complementary policies: 
 
Mental Health for Emergency Department: A Reference Guide (revised 2007, publication pending) 
NSW Health Department 
 
Psychotropic Drug in Mental Health Services (Policy and Procedures on the use of) PD2005_056 
NSW Health Department 
 
Medication Handling in NSW Public Hospitals – Policy PD2005_206 
NSW Health Department 
 
 
2. DEFINITIONS 
 
Intravenous (IV) Sedation - the use of sedating drugs via the intravenous route to produce a calming 
effect on a patient. 
 
Route of Administration - refers to the pathway by which medication is given, e.g. either oral, rectal, 
intrathecal, intramuscular, or intravenous. 
 
Parenteral Administration - refers to any route of administration other than oral or rectal i.e. 
intramuscular or intravenous. 
 
Psychiatric Emergency - refers to a situation which may arise where a patient’s behaviour poses a serious 
risk of either physical injury, damage or extreme distress to either him/herself or others and immediate 
action is required to prevent injury/damage/distress. 
 
3. LEGAL PROVISIONS 
 
The Mental Health Act 1990, s.31, requires that patients not be given levels of medication which would 
interfere with them communicating adequately with their representatives at hearings to determine their 
status under the Act. 
 
Section 198 of the Act clearly sets out that a medical practitioner must not prescribe excessive or 
inappropriate dosages of medication to patients and must have proper regard to professional standards. 
Section 199 further requires the medical superintendent “to establish and maintain an internal review 
system within the hospital to monitor and review the prescription and utilisation of drugs in use within the 
hospital in terms of frequency of administration, dosage, intended and unintended effects and 
appropriateness of use.” 
 
Section 300 of the Mental Health Act 1990 provides that a patient or representative must, on request, be 
provided with particulars of the type of medication and dosages currently being administered to the person. 
 
4. GENERAL PRINCIPLES 
 
The aim of IV Sedation should be to prevent harm to the patient or others or to relieve distress. If the 
situation allows, an attempt should be made to persuade the patient to accept oral or intramuscular 
medication. The margin of safety in drug administration decreases in the order oral/intramuscular/ 
intravenous. The safest route of administration should be used wherever possible. 
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The use of IV Sedation to manage an acutely disturbed patient is considered to be chemical restraint and 
should only be used in extreme circumstances when other forms of management of a least restrictive 
nature have proved unsuccessful. 
 
IV Sedation should only be attempted if there is adequate staffing to manage the situation. Safety of 
patients and staff must be paramount in such situations. 
 
A thorough physical examination of the patient should in all circumstances precede the use of IV Sedation. 
(Please refer to 7.1). 
 
IV Sedation may be misinterpreted by the patient i.e. the use of an injection can be interpreted as a 
physical attack. Staff should be aware of this and carefully manage the situation. At all times staff must 
explain to the patient what they are doing and why. 
 
An injection without consent should be given only in the interest of the immediate physical safety of the 
patient or those in his or her vicinity. The circumstances of the intervention could be considered in any 
subsequent legal action for assault. 
 
Extreme caution should be taken if IV Sedation is used in conjunction with seclusion. If this occurs it is 
imperative that the patient be intensively monitored. 
 
All facilities should have protocols and procedures in place for dealing with behaviourally disturbed 
patients. 
 
5. INDICATIONS FOR THE USE OF IV SEDATION 
 
IV Sedation should only be used in a psychiatric emergency when a patient’s behaviour is so dangerously 
disturbed as to be a serious risk to him/herself or others and is not amenable to more conservative 
measures such as counselling or oral medication. Such psychiatric emergencies arise most commonly in 
patients with: 
 
• mania 
• schizophrenia or schizophreniform psychosis 
• organic brain syndrome 
• drug induced or withdrawal psychoses 
 
6. CONSIDERATIONS WHEN USING IV SEDATION 
 
6.1 Requirements 
 
IV Sedation is approved as an emergency intervention providing: 
 
• indications for its use have been identified (see 5 above), 
• it has been authorised, and 
• it is carefully monitored. 
 
6.2 Authorisation 
 
The decision to use IV Sedation must be approved by the patient’s treating medical officer or a senior 
medical officer on duty. 
 
An authorisation form should be completed each time IV Sedation is used. A copy of this form should be 
sent to the Medical Superintendent and another filed in the patient’s medical record. 
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6.3 Monitoring 
 
Blood pressure, pulse rate, level of consciousness and respiration must be assessed by a registered nurse 
immediately after IV Sedation has been administered to a patient. These must be recorded and then 
monitored at least every 10 minutes for the next hour or until the patient is conscious and stable. However 
if the patient remains hypotensive after an hour the observation period should be extended until the blood 
pressure is at a safe level. 
 
Observation of the patient following IV Sedation should be continuous for one hour. A registered nurse 
must remain in attendance for at least the first hour after the patient is sedated. Following this the patient 
should be observed every 10 minutes according to adjudged clinical safety. 
 
An appropriately equipped emergency trolley must be in close proximity. 
 
A detailed account of the patient’s condition is to be recorded in the patient’s medical record. 
 
6.4 IV Sedation Register 
 
An IV Sedation Register is to be maintained for each psychiatric ward/unit in which IV Sedation is carried 
out. It is to be completed by registered nursing staff and signed by the responsible medical officer. The 
minimum information to be recorded in the IV Sedation Register must include: 
 
• name of patient 
• legal status of patient 
• reasons for the use of IV Sedation 
• medication used 
• whether IV Sedation was used in conjunction with seclusion and/or restraint 
• details of any complications experienced 
• name of nurse recording observations 
• name of medical officer authorising the use of IV Sedation 
 
A monthly analysis of the use of IV Sedation should be compiled by the Senior Nursing Administrator for 
the Ward/Unit where IV Sedation is administered. A copy of this analysis should be issued to the 
Psychiatrist in Charge of the Unit, the Medical Superintendent, the Chief Pharmacist, and the Mental 
Health Branch of the Department of Health. 
 
This register must be made available to Official Visitors for inspection on their regular visits to the facility. 
 
6.5 Duty of Care 
 
Clinical staff should remember that in providing any treatment they have a common law duty to provide 
responsible and appropriate care and protection of their patients. This means being satisfied that the reason 
for providing, and the manner in which the treatment has been provided, are reasonable in all 
circumstances. 
 
7. CLINICAL CONSIDERATIONS 
 
7.1 Assessment Prior To The Use of IV Sedation 
 
IV Sedation should not be administered unless a thorough medical/physical and psychiatric assessment has 
occurred. In the case of an emergency, as thorough a medical examination should occur as the 
circumstances permit. 
 
Particular emphasis should be placed on seeking a history of illness from the patient, family and others 
(with consent from the patient whenever practicable), and on performing a physical and mental state 
examination which are as complete as the circumstances allow. 
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A diagnosis, or at least a differential diagnosis, should be made. Mentally disordered patients generally 
require less neuroleptic medication than psychotic patients. 
 
Information should be sought about alcohol and illicit drug use, self administered medication, any possible 
head trauma or metabolic disorder. Where possible patients who are intoxicated with alcohol should not be 
medicated but treated in a seclusion room if necessary. (Please refer to Seclusion Policy.) 
 
A cautious approach to intravenous sedation of frail, elderly and medically ill patients and intoxicated 
patients is advised. 
 
Dangerousness should be assessed from the patient’s history, age, sex, muscle bulk, presence of potential 
weapons, evidence of recent violent behaviour and degree of overactivity. 
 
7.2 Treatment 
 
The Use of IV Sedation in the treatment of patients is a clinical decision based on the above outlined 
factors. 
 
Reference should be made to the Psychotropic Drug Guidelines published and distributed by the Victorian 
Medical Postgraduate Foundation Inc. Therapeutics Committee on behalf of the Victorian Drug Usage 
Advisory Committee. These Guidelines provide information as to the type of drugs to be used for IV 
Sedation, dosage requirements, and frequency of use. 
 
8. AFTER IV SEDATION HAS BEEN USED 
 
8.1 Debriefing of Patient 
 
After IV Sedation has been used the patient should be offered debriefing at an appropriate time, i.e. when 
the patient is capable of making use of debriefing. At this debriefing an opportunity is provided for him or 
her to explore feelings about the intervention and the reasons why it was used. 
 
8.2 Debriefing of co-patients 
 
Patients who are aware that another patient has received IV Sedation may be distressed as a result or may 
misunderstand the nature of the intervention. Debriefing should be offered to co-patients where 
appropriate. 
 
8.3 Debriefing of family or friends 
 
Family members or friends of a patient may be distressed or confused by the use of IV Sedation and should 
be offered debriefing where appropriate. 
 
8.4 Collaborative treatment planning 
 
The patient should be offered an opportunity to engage in collaborative planning of future treatment so as 
to avoid further use of IV Sedation. 
 
8.5 Debriefing of staff 
 
The nurse in charge at the time is responsible for debriefing of nursing staff following the use of IV 
sedation. This provides opportunity for exploring the distress that may arise from being exposed to 
disturbed patients and to physical danger, for reflection on how the use of IV Sedation was managed and 
what can be learned from it, and for review of training needs that may have come to light.  
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8.6 Access to Trauma/Critical Incident Debriefing 
 
There should be opportunity for any staff member who is complaining of or showing signs of ongoing 
disturbance after the effects of an incident to be referred to a specialist in critical incident debriefing for 
post traumatic stress (e.g. staff counsellor). Please refer to Effective Incident Response  Framework for 
Prevention and Management in the Health Workplace – PD2005_234. 
 
8.7 Staff training 
 
The skills necessary for the management of disturbed patients require ongoing attention in staff training 
programmes. Training in the management of aggression should be required for all staff working in an 
environment where IV Sedation may be used. 
 
8.8 Quality assurance 
 
Use of IV Sedation should be included for attention in the ongoing quality assurance programme of the 
hospital. Some issues that can be targeted for review include the reasons the intervention was used, risk 
assessment, strategies to reduce the need for the intervention, patient perception of IV Sedation, and the 
standard of documentation. 
 
9. DOCUMENTATION AND REPORTING 
 
In every instance where IV Sedation is used, the case file should contain: 
 
• the indication for the IV Sedation; 
• a record of observations made following the use of IV Sedation; 
• a record of debriefing for patient, staff, co-patients and family as appropriate; 
• where IV Sedation has been used on more than one occasion, a record of a detailed management plan 

for the recurring disturbed behaviour which is subject to periodic review; 
• periodic review of nursing plan. 
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POLICY ON THE USE OF RESTRAINT IN PSYCHIATRIC IN-PATIENT 

FACILITIES 
 
1. INTRODUCTION 
 
This document should be read in conjunction with the following complementary policies: 
 
• Protecting People and Property: NSW Health Policy and Guidelines for Security Risk Management in 

Health Facilities (NSW Health PD2005_339) 

• Management of Adults with Severe Behavioural Disturbances - Guidelines for Clinicians (amended 
May 2002) 

• Locking of Patient’s Bedrooms in Psychiatric Inpatient Facilities (NSW Health PD2005_103) 

• Mental Health for Emergency Departments - A Reference Guide, May 2002 

• Zero Tolerance: NSW Health Response to Violence in the Public Health System. Policy and 
Framework Guidelines. NSW Health, January 2003 (PD2005_315) 

• Complaints Management Policy directive PD2006_073 - 
http://www.health.nsw.gov.au/policies/pd/2006/pdf/PD2006_073.pdf  
 

• Complaint Management Guidelines GL2006-023 
http://www.health.nsw.gov.au/policies/gl/2006/GL2006_023.html 
 

• Health Facility Briefing and Planning (Part B): 134 Adult Mental Health Inpatient Units (including 
PICU). Design of seclusion rooms, (see point 134.35.00) 
http://www.healthdesign.com.au/nsw.hfg/hfg_content/guidelines/hfg_b_adult_mental_health_acute_inp_unit(1)_131_155.pdf 

 
• National Mental Health Working Group (2005). National safety priorities in mental health: a national 

plan for reducing harm. Health Priorities and Suicide Prevention Branch, Department of Health and 
Ageing, Commonwealth of Australia. Canberra. PAN:3725 (JN91876) 

 
2. DEFINITIONS 
 
Restraint - is defined as the interference with, or the restriction of, an individual’s freedom of movement. 
In this regard, any form of detention under the involuntary patient provisions of the Mental Health Act is a 
restraint, as is the use IV Sedation. For the purposes of this circular however, restraint should be taken to 
mean physical restraint by staff or by a restraint device. 
 
Psychiatric emergency - refers to a situation which may arise where a patient’s behaviour poses a serious 
risk of either physical injury, damage or extreme distress to either him/herself or others and immediate 
action is required to prevent injury/damage/distress. 
 
3. GENERAL PRINCIPLES 
 
The restriction of a patient’s movement either by staff or by an approved restraint device can only be 
undertaken to ensure the safety of that patient or of others who may be at risk. Restraint can only be used 
when all other appropriate measures for managing the patient have failed. 
 
Restraint should only be applied for the minimum of time necessary and its application must take into 
account the principle of care in the least restrictive manner. 
 
Restraint is at times utilised for aged patients and/or those suffering forms of organic brain impairment 
who will at times because of their physical and/or mental condition require restriction of movement in 
order to avoid endangering themselves physically e.g. falling, wandering in dangerous areas. 

http://www.health.nsw.gov.au/policies/pd/2006/pdf/PD2006_073.pdf
http://www.health.nsw.gov.au/policies/gl/2006/GL2006_023.html
http://www.healthdesign.com.au/nsw.hfg/hfg_content/guidelines/hfg_b_adult_mental_health_acute_inp_unit(1)_131_155.pdf
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Restraint should not be harmful or offensive or unwanted touching of another person causing fear, i.e. 
assault. 
 
If restraint of a patient is being considered then staff should acknowledge the rights and legal capacities of 
the patient to take part in decisions regarding his or her own care and treatment. 
 
4. TYPES OF RESTRAINT 
 
4.1 Physical Restraint 
 
Physical restraint may only be instituted in accordance with the above outlined general principles by use of 
approved restraint devices/techniques or by individual person/s. 
 
4.1.1 Only approved restraints may be used and only in the manner prescribed by the maker. It is stressed 
that the suitability of any new restraint device must be reviewed and approved for use by the relevant 
Patient Care Committee. 
 
4.1.2 Restraint by staff physically holding a patient should be in accordance with local policies and 
procedures for such circumstances. 
 
As a general principle, clothing rather than limbs should be held to effect restraint. If limbs have to be 
grasped they should be held near a major joint in order to reduce the danger of fracture or dislocation. 
Every effort must be made to safeguard the patient’s vulnerable areas i.e. the neck, the throat, chest or 
abdomen. 
 
Any restraint must be proportional to the actions of the patient. Any action out of proportion to the danger 
they are placing themselves or others in, may be considered an assault. 
 
4.2 Chemical Restraint 
 
Please refer to attached policy concerning the use of IV Sedation in Psychiatric Facilities. 
 
5. AUTHORISATION 
 
5.1 In a psychiatric emergency, staff in attendance may initiate restraint. At the first practical opportunity 
the patient’s medical officer and nurse in charge of the Unit at the time of the incident must be notified. 
 
5.2 For restraint not associated with a psychiatric emergency authorisation for the use of restraint must be 
given by the patient’s medical officer. Additionally this should be done following a multidisciplinary team 
discussion, to ensure it is the most appropriate form of management. 
 
5.3 Prior to the use of restraint the patient must have undergone a physical examination. 
 
5.4 An authorisation form should be completed by a nurse and signed by both the senior nurse on duty and 
the patient’s medical officer. A copy of the form should be sent to the Medical Superintendent and a copy 
placed in the patient’s medical record. 
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6. DOCUMENTATION 
 
6.1 Routine Restraint 
 

6.1.1 The patient’s medical officer must record in the patient’s medical record: 
 

• the reason/s for restraint 
• the type of restraint 
• circumstances under which the restraint may be used 
• indication of alternatives considered 
• results of physical examination including a statement that the patient is medically fit for the use of 

such a restraint device as prescribed 
• frequency of review by staff 
 
6.1.2 The patient’s medical officer must review the patient at the expiration of the written order (not longer 
than 3 days except in the case of elderly patients where regular restraint is part of an on-going management 
plan and may order additional restraint). The authority process must be repeated at this time. 
 
6.1.3 Nurses must make regular notes on an authorised Unit checklist of the times the patient is checked 
and in the patient’s record the general condition of the patient during the 
period of restraint. 
 
6.2 Psychiatric Emergency 
 
6.2.1 The patient’s medical record must include: 
 
• events leading up to the incident 
• alternatives considered 
• method used to restrain the patient 
• names of staff involved in restraining the patient 
• date and time of restraint 
• patient’s response 
• other treatments used 
• any injuries sustained by patient or others 
• frequency of review by staff 
 
6.2.2 An Incident Form must be completed if injuries are sustained. 
 
6.2.3 The patient’s medical officer should comment on medical interventions used and the need for the 
restraint. 
 
6.2.4 Both medical and nursing staff should document management plans on the ongoing care of the 
patient. These plans should be under regular clinical review. 
 
7. INFORMING RELATIVES/GUARDIAN 
 
The patient’s relatives (providing consent has been obtained from the patient) and/or guardian should be 
informed as soon as possible of the occurrence of restraint. A record of the notification must be made in 
the patient’s medical record. Any disagreement should be noted and the reasons recorded. 
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8. MONITORING 
 
Patients placed in restraint should be closely observed and checked by a nurse each fifteen minutes. 
Restraints should be released at least hourly and the patient given appropriate exercise and/or toileting.  
 
Close observation should be given to pressure areas and skin integrity. 
 
9. NIGHT USE 
 
If an approved restraint device is applied at night, the patient/s is/are to be placed in the bed/s nearest the 
night nurse’s station. Authorisation, documentation and monitoring requirements as defined above should 
be fulfilled. 
 
Further the patient should be offered an opportunity to review the event with a nurse and/or medical officer 
at a clinically appropriate time within 24 hours of the incident. 
 
 
10. DEBRIEFING 
 
In all situations where a patient has needed restraint in an emergency situation as described, the staff 
involved, together with other members of the clinical team, should critique the process and discuss their 
feelings at the first available opportunity. 
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i NSW Health Facility Planning Guidelines 
ii National Mental Health Working Group: National Safety Priorities in Mental Health - a national plan 
for reducing harm (2005) 
iii New Zealand Mental Health Commission: Seclusion in New Zealand Mental Health Services (2004) 
iv National Technical Assistance Center For State Mental Health Planning - Six Core Strategies To 
Reduce The Use Of Seclusion And Restraint Planning Tool (2006) 
v Checklist for assessing Your Organisation’s Readiness for reducing Seclusion and Restraint. David 
Colton, 2004. dave.colton@ccca.dmhmrsas.virginia.gov  
vi The Final Report into Aboriginal Deaths in Custody (1991) 

vii ANZCHN: Draft Position Statement on Seclusion and Restraint 
viii ACT: Mental Health Act & Seclusion Policy (2006) 
 
 



Appendix 2 
Seclusion Registers 

 
Tweed Heads 
 
1/1/2005 – 19/3/2006 
 

Date Name 
& 
MRN 

Time 
Commenced 

Time 
Ceased 

Duration Date Name 
& 
MRN 

Time 
Commenced 

Time 
Ceased 

Duration

          
          
          

 
19/3/2006 – 31/7/2006 
 

Date Patient 
Label 

Nurse Initiating Dr Authorising Legal 
Status 

Time 
Commenced 

Time 
Ceased 

Duration

        
        
        

 
3/8/2006 – 30/6/2007 
 

Date Patient 
Label 

Nurse 
Initiating 

Dr 
Authorising 

Legal 
Status 

Time 
Commenced

Time 
Ceased

Duration Comments 

         
         
         

 
Lismore 
 
1/1/2005 – 30/6/2007 
 

Date Name Legal 
Status 

Doctor Time 
In 

Time 
Out 

Total 
Time

Code Police Remarks Signature 

        Yes No   
            
            

 
Coffs Harbour 
 
1/1/2005 – 30/6/2007 
 

Date MRN Surname First 
Name 

Legal 
Status 

Time 
In 

Initiating 
Nurse 

Time 
Out 

Terminating 
Nurse 

Dr Reason Meds 

            
            
            

 98



 99

 



 99

Appendix 3 

Results Tables 

 
Total 
Seclusions 

Unique 
Seclusions Admissions

Unique Seclusion 
Rate as a % 

January 42 22 193 11.4 
February 25 19 175 10.9 
March 40 21 164 12.8 
April 41 21 171 12.3 
May 41 19 177 10.7 
June 40 23 167 13.8 
July 60 20 174 11.5 
August 50 21 166 12.7 
September 76 22 193 11.4 
October 41 22 150 14.7 
November 42 23 171 13.5 
December 24 14 177 7.9 

Average 44 21 173 12 
Table 8: NCAHS Monthly Seclusion Episodes 2005 

 
Total 
Seclusions 

Unique 
Seclusions Admissions

Unique Seclusion 
Rate as a % 

January 66 29 142 20.4 
February 41 21 156 13.5 
March 63 22 218 10.1 
April 43 20 133 15 
May 83 21 163 12.9 
June 50 15 152 10 
July 50 17 157 10.8 
August 86 22 166 13.3 
September 33 17 155 11 
October 46 15 169 9 
November 24 21 155 13.5 
December 50 17 140 12.1 
Average 53 20 159 13 

Table 9: NCAHS Monthly Seclusion Episodes 2006 

 
Total 
Seclusions 

Unique 
Seclusions Admissions

Unique Seclusion 
Rate as a % 

January 29 19 151 12.6 
February 14 11 138 8 
March 25 11 155 7.1 
April 21 10 146 7 
May 28 19 138 13.8 
June 41 17 137 12.4 
Average 26 15 144 10 

Table 10: NCAHS Monthly Seclusion Episodes January to June 2007 
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Month 2005 2006 2007 
Jan 18 33 7 
Feb 11 20 6 
March 15 26 9 
April 14 11 2 
May 8 18 10 
June 10 13 5 
July 13 20  
August 12 6  
Sept 4 6  
Oct 20 11  
Nov 12 13  
Dec 9 12  
Total 146 189 39 

Table 11: Total Seclusion Episodes by Month - Tweed Heads 

 

Month 2005 2006 2007 Average 
Jan 20 21 11  
Feb 8 13 3  
March 19 33 8  
April 20 15 9  
May 28 36 15  
June 19 36 24  
July 13 13   
August 18 36   
Sept 61 20   
Oct 16 28   
Nov 20 3   
Dec 12 20   
Total 254 274 70  

Table 12: Total Seclusion Episodes by Month - Lismore 

 

Month 2005 2006 2007 Average 
Jan 4 12 11  
Feb 6 8 5  
March 6 4 8  
April 8 17 9  
May 5 28 4  
June 11 3 12  
July 34 18   
August 20 44   
Sept 11 7   
Oct 5 7   
Nov 10 8   
Dec 3 18   
Total 123 174 49  
Table 13: Total Seclusion Episodes by Month – Coffs Harbour 
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Month 2005 2006 2007

Jan 10.53 16.67 7.69

Feb 15.79 20.37 14.71

Mar 12.5 15.25 6.67

Apr 9.68 20 4.65

May 12.73 10.91 19.05

Jun 13.73 8.51 9.30

Jul 10.91 14.55

Aug 18 8.33

Sep 6.35 12.24

Oct 24.07 12

Nov 15 19.23

Dec 6.9 12.5

Table14: Tweed Heads Unique Seclusion Rate 

 

 

Month 2005 2006 2007

Jan 16.22 27.91 13.33

Feb 13.46 14.29 3.7

Mar 19.15 21.28 7.41

Apr 22 13.64 8.33

May 16.67 16.28 21.43

Jun 20.83 17.02 15.91

Jul 13.56 8.33

Aug 9.26 13.21

Sep 17.86 15.00

Oct 12.2 8.33

Nov 12.5 9.09

Dec 17.39 11.36

Table 15: Lismore Unique Seclusion Rate % 
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Month 2005 2006 2007

Jan 6.45 17.65 16.67

Feb 4.55 6.67 8

Mar 8.2 5.36 7.14

Apr 6.78 11.36 7.27

May 4.41 12.31 3.7

Jun 8.82 5.17 12

Jul 10 9.26

Aug 11.29 18.87

Sep 10.81 9.09

Oct 7.27 6.78

Nov 12.7 11.43

Dec 2.74 12.5

Table 16: Coffs Harbour Unique Seclusion Rate % 

 2005 2006 2007 

Area 12 13 10 

Tweed Heads 13.02 14.21 10.35 

Lismore 15.93 14.65 11.69 

Coffs Harbour 7.84 10.54 9.13 

Table 17: Average Yearly Unique Seclusion Rates % 

 

 2005  2006  2007  

Females 30 34% 32 37% 8 31% 

Males 57 66% 55 63% 18 69% 

Totals 87 100% 87 100% 26 100% 

Table 18: Tweed Heads Unique Gender 

 

 2005  2006  2007  

Females 22 27% 25 39% 8 25% 

Males 60 73% 39 61% 24 75% 

Totals 82 100% 64 100% 32 100% 

Table 19: Lismore Unique Gender 
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 2005  2006  2007  

Females 15 29% 24 40% 12 43% 

Males 36 71% 36 60% 16 57% 

Totals 51 100% 60 100% 28 100% 

Table 20: Coffs Harbour Unique Gender 

 

 2005  2006  2007  

under 16 2 2% 0 0% 0 0% 

16-20 5 6% 6 7% 6 23% 

21-25 12 14% 24 28% 1 4% 

26-30 21 24% 11 13% 6 23% 

31-35 14 16% 16 18% 4 15% 

36-40 14 16% 9 10% 2 8% 

41-45 9 10% 6 7% 4 15% 

46-50 6 7% 6 7% 2 8% 

51-55 3 3% 7 8% 0 0% 

over 55 1 1% 2 2% 1 4% 

 87 100% 87 100% 26 100% 

Table 21: Tweed Heads Unique Age 

 2005  2006  2007  

under 16 0 0% 0 0% 0 0% 

16-20 12 15% 9 14% 6 19% 

21-25 7 9% 4 6% 3 9% 

26-30 11 13% 10 16% 4 13% 

31-35 18 22% 12 19% 2 6% 

36-40 13 16% 10 16% 5 16% 

41-45 8 10% 9 14% 7 22% 

46-50 6 7% 5 8% 1 3% 

51-55 4 5% 4 6% 4 13% 

over 55 3 4% 1 2% 0 0% 

 82 100% 64 100% 32 100% 

Table 22: Lismore Unique Age 
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 2005  2006  2007  

under 16 0 0% 1 2% 0 0% 

16-20 6 12% 11 18% 3 10% 

21-25 12 24% 10 17% 1 3% 

26-30 11 22% 9 15% 10 34% 

31-35 7 14% 8 13% 5 17% 

36-40 3 6% 6 10% 0 0% 

41-45 2 4% 6 10% 7 24% 

46-50 4 8% 4 7% 0 0% 

51-55 3 6% 2 3% 0 0% 

over 55 3 6% 3 5% 3 10% 

 51 100% 60 100% 29 100% 

Table 23: Coffs Harbour Unique Age 

 

 2005  2006  2007  

03:00-07:00 14 10% 18 10% 2 5% 

07:00-11:00 31 21% 19 10% 6 15% 

11:00-15:00 37 25% 54 29% 9 23% 

15:00-19:00 26 17% 45 24% 13 33% 

19:00-23:00 27 18% 38 20% 6 15% 

23:00-03:00 11 8% 14 7% 3 8% 

 146 100% 188 100% 39 100% 

Table 24: Tweed Heads Seclusions by Time of Day (4hrly) 

 2005  2006  2007  

03:00-07:00 27 11% 29 11% 14 20% 

07:00-11:00 47 19% 35 13% 2 3% 

11:00-15:00 61 24% 60 22% 15 21% 

15:00-19:00 53 21% 55 20% 13 19% 

19:00-23:00 52 21% 70 26% 20 29% 

23:00-03:00 13 5% 24 9% 6 9% 

 253 100% 273 100% 70 100% 

Table 25: Lismore Seclusions by Time of Day (4hrly) 
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 2005  2006  2007  

03:00-07:00 20 16% 24 14% 9 18% 

07:00-11:00 21 17% 25 14% 10 20% 

11:00-15:00 19 15% 44 25% 12 25% 

15:00-19:00 31 25% 32 18% 9 18% 

19:00-23:00 18 15% 38 22% 5 10% 

23:00-03:00 14 11% 11 6% 4 8% 

 123 100% 174 100% 49 100% 

Table 26: Coffs Harbour Seclusions by Time of Day (4hrly) 

 

 2005  2006  2007  

Monday 26 18% 24 13% 4 10% 

Tuesday 21 14% 24 13% 2 5% 

Wednesday 19 13% 30 16% 12 31% 

Thursday 21 14% 37 20% 6 15% 

Friday 29 20% 26 14% 2 5% 

Saturday 16 11% 31 16% 8 21% 

Sunday 14 10% 16 9% 5 13% 

 146 100% 188 100% 39 100% 

Table 27: Tweed Heads Seclusions by Day of the Week 

 

 2005  2006  2007  

Monday 30 12% 36 13% 7 10% 

Tuesday 27 11% 36 13% 14 20% 

Wednesday 28 11% 30 11% 12 17% 

Thursday 34 13% 37 14% 17 24% 

Friday 54 21% 59 22% 8 11% 

Saturday 46 18% 37 14% 6 9% 

Sunday 35 14% 39 14% 6 9% 

 254 100% 274 100% 70 100% 

Table 28: Lismore Seclusions by Day of the Week 
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 2005  2006  2007  

Monday 18 15% 21 12% 5 10% 

Tuesday 10 8% 21 12% 7 14% 

Wednesday 17 14% 31 18% 7 14% 

Thursday 13 11% 27 16% 8 16% 

Friday 19 15% 23 13% 7 14% 

Saturday 31 25% 23 13% 9 18% 

Sunday 15 12% 28 16% 6 12% 

 123 100% 174 100% 49 100% 

Table 29: Coffs Harbour Seclusions by Day of the Week 

 

 Coffs Harbour Lismore Tweed Heads 

Monday 12% 12% 14% 

Tuesday 11% 15% 11% 

Wednesday 15% 13% 20% 

Thursday 14% 17% 16% 

Friday 14% 18% 13% 

Saturday 18% 13% 16% 

Sunday 13% 12% 10% 

Table 30: Site by Site Seclusion by Day of The Week for Audited Period 

 2005 2006 2007 

January 4:39 5:36 2:44 

February 3:44 3:14 2:18 

March 5:23 3:23 3:57 

April 6:29 7:46 0:53 

May 6:53 2:31 4:56 

June 6:13 3:20 8:49 

July 8:05 5:57  

August 9:27 6:38  

September 2:04 7:40  

October 4:33 5:08  

November 4:54 7:26  

December 4:50 3:13  

Table 31: Tweed Heads Average Monthly Duration of Seclusion 
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 2005 
Total 

Seclusions 
 

% 2006
Total 

Seclusions 
 

% 2007 
Total 

Seclusions 
 

% 

January 3 18 17 5 33 15 0 7 0 

February 1 11 9 1 20 5 1 6 17 

March 3 15 20 2 26 8 1 9 11 

April 3 14 21 5 11 45 0 2 0 

May 2 8 25 1 18 6 3 10 30 

June 3 10 30 1 13 8 2 5 40 

July 6 13 46 6 20 30    

August 6 12 50 3 6 50    

September 0 4 0 1 6 17    

October 4 20 20 3 11 27    

November 4 12 33 3 13 23    

December 3 9 33 1 12 8    

Table 32: Tweed Heads Seclusion Episodes > 8 Hours 

 

 2005 2006 2007 

January 2:44 2:44 0:56 

February 3:23 3:46 6:28 

March 3:24 1:29 1:28 

April 5:41 0:59 2:29 

May 1:46 1:09 1:48 

June 2:30 1:11 1:55 

July 1:30 1:17  

August 5:19 2:12  

September 3:39 3:07  

October 4:45 1:39  

November 2:01 1:27  

December 1:18 2:40  

Table 33: Lismore Average Monthly Duration of Seclusion 
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 2005 
Total 

Seclusions 
 

% 2006
Total 

Seclusions
 

% 2007
Total 

Seclusions 
 

% 

January 2 20 10 2 21 10 0 11 0

February 1 8 13 1 13 8 1 3 33

March 2 19 11 0 33 0 0 8 0

April 4 20 20 0 15 0 0 9 0

May 0 28 0 0 36 0 0 15 0

June 1 19 5 0 36 0 1 24 4

July 0 13 0 0 13 0    

August 6 18 33 2 36 6    

September 9 61 15 3 20 15    

October 4 16 25 1 28 4    

November 1 20 5 0 3 0    

December 0 12 0 0 20 0    

Table 34: Lismore Seclusion Episodes > 8 Hours 

 

 2005 2006 2007

January 2:19 2:52 4:04

February 2:02 0:52 2:19

March 2:39 1:24 2:43

April 3:12 4:09 1:59

May 3:02 4:33 1:26

June 2:28 0:50 4:31

July 2:05 2:29  

August 4:43 4:34  

September 1:14 5:07  

October 3:40 4:36  

November 1:14 5:34  

December 6:37 5:05  

Table 35: Coffs Harbour Average Monthly Duration of Seclusion 
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 2005 
Total 

Seclusions 
 

% 2006
Total 

Seclusions
 

% 2007
Total 

Seclusions 
 

% 

January 0 4 0 0 12 0 2 11 18

February 0 6 0 0 8 0 0 5 0

March 1 6 17 0 4 0 1 8 13

April 1 8 13 3 17 18 0 9 0

May 0 5 0 6 28 21 0 4 0

June 0 11 0 0 3 0 2 12 17

July 1 34 3 2 18 11    

August 5 20 25 9 44 20    

September 0 11 0 2 7 29    

October 1 5 20 2 7 29    

November 0 10 0 2 8 25    

December 1 3 33 4 18 22    

Table 36: Coffs Harbour Seclusion Episodes > 8 Hours 

 

 

 > 24 hours of 
Seclusion in 1 
week between 

2005-2007 

 
Total 

Seclusions

 
>24/Seclusions

 
Total 

Admissions 

 
>24/Admissions

Tweed 
Heads 

12 374 3.2% 1559 0.8% 

Lismore 13 598 2.2% 1460 0.9% 

Coffs 
Harbour 

8 346 2.3% 1774 0.5% 

Area Total 33 1318 2.5% 4793 0.7% 

Table 37: Seclusion Episodes Cumulative Duration > 24 Hours in 7 Day Period 
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 >2 Seclusions Total Seclusions Admissions >2/Seclusions% >2/Admissions%

January 2 42 193 4.76% 1.04%

February 1 25 175 4.00% 0.57%

March 6 40 164 15.00% 3.66%

April 5 41 171 12.20% 2.92%

May 3 41 177 7.32% 1.69%

June 2 40 167 5.00% 1.20%

July 6 60 174 10.00% 3.45%

August 5 50 166 10.00% 3.01%

September 4 76 193 5.26% 2.07%

October 4 41 150 9.76% 2.67%

November 2 42 171 4.76% 1.17%

December 3 24 177 12.50% 1.69%

Table 38: NCAHS 2005 > 2 Episodes of Seclusion per Secluded Individual 

 >2 Seclusions Total Seclusions Admissions >2/Seclusions% >2/Admissions%

January 4 66 142 6.06% 2.82%

February 5 41 156 12.20% 3.21%

March 5 63 218 7.94% 2.29%

April 5 43 133 11.63% 3.76%

May 6 83 163 7.23% 3.68%

June 5 50 152 10.00% 3.29%

July 7 50 157 14.00% 4.46%

August 6 86 166 6.98% 3.61%

September 3 33 155 9.09% 1.94%

October 6 46 169 13.04% 3.55%

November 1 24 155 4.17% 0.65%

December 7 50 140 14.00% 5.00%

Table 39: NCAHS 2006 > 2 Episodes of Seclusion per Secluded Individual 

 >2 Seclusions Total Seclusions Admissions >2/Seclusions% >2/Admissions%

January 0 29 151 0.00% 0.00%

February 0 14 138 0.00% 0.00%

March 3 25 155 12.00% 1.94%

April 3 21 146 14.29% 2.05%

May 2 28 138 7.14% 1.45%

June 3 41 137 7.32% 2.19%

Table 40: NCAHS 2007 > 2 Episodes of Seclusion per Secluded Individual 
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 >2 Seclusions Total Seclusions Admissions >2/Seclusions% >2/Admissions%

January 1 18 57 5.56% 1.75%

February 0 11 57 0.00% 0.00%

March 3 15 56 20.00% 5.36%

April 2 14 62 14.29% 3.23%

May 0 8 55 0.00% 0.00%

June 0 10 51 0.00% 0.00%

July 2 13 55 15.38% 3.64%

August 1 12 50 8.33% 2.00%

September 0 4 63 0.00% 0.00%

October 2 20 54 10.00% 3.70%

November 1 12 60 8.33% 1.67%

December 2 9 58 22.22% 3.45%

Table 41: Tweed Heads 2005 > 2 Episodes of Seclusion per Secluded Individual 

 

 

 >2 Seclusions Total Seclusions Admissions >2/Seclusions% >2/Admissions%

January 2 33 48 6.06% 4.17%

February 2 20 54 10.00% 3.70%

March 4 26 59 15.38% 6.78%

April 0 11 45 0.00% 0.00%

May 2 18 55 11.11% 3.64%

June 2 13 47 15.38% 4.26%

July 3 20 55 15.00% 5.45%

August 0 6 60 0.00% 0.00%

September 0 6 49 0.00% 0.00%

October 2 11 50 18.18% 4.00%

November 1 13 52 7.69% 1.92%

December 3 12 48 25.00% 6.25%

Table 42: Tweed Heads 2006 > 2 Episodes of Seclusion per Secluded Individual 
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 >2 Seclusions Total Seclusions Admissions >2/Seclusions% >2/Admissions%

January 0 7 52 0.00% 0.00%

February 0 6 34 0.00% 0.00%

March 1 9 45 11.11% 2.22%

April 0 2 43 0.00% 0.00%

May 0 10 42 0.00% 0.00%

June 0 5 43 0.00% 0.00%

Table 43: Tweed Heads 2007 > 2 Episodes of Seclusion per Secluded Individual 

 

 

 
 
>2 Seclusions Total Seclusions Admissions >2/Seclusions% >2/Admissions%

January 1 20 74 5.00% 1.35%

February 0 8 52 0.00% 0.00%

March 3 19 47 15.79% 6.38%

April 2 20 50 10.00% 4.00%

May 3 28 54 10.71% 5.56%

June 1 19 48 5.26% 2.08%

July 1 13 59 7.69% 1.69%

August 1 18 54 5.56% 1.85%

September 4 61 56 6.56% 7.14%

October 2 16 41 12.50% 4.88%

November 1 20 48 5.00% 2.08%

December 1 12 46 8.33% 2.17%

Table 44: Lismore 2005 > 2 Episodes of Seclusion per Secluded Individual 
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 >2 Seclusions Total Seclusions Admissions >2/Seclusions% >2/Admissions%

January 2 21 43 9.52% 4.65%

February 2 13 42 15.38% 4.76%

March 1 33 47 3.03% 2.13%

April 2 15 44 13.33% 4.55%

May 3 36 43 8.33% 6.98%

June 3 36 47 8.33% 6.38%

July 1 13 48 7.69% 2.08%

August 3 36 53 8.33% 5.66%

September 3 20 40 15.00% 7.50%

October 4 28 60 14.29% 6.67%

November 0 3 33 0.00% 0.00%

December 2 20 44 10.00% 4.55%

Table 45: Lismore 2006 > 2 Episodes of Seclusion per Secluded Individual 

 

 

 >2 Seclusions Total Seclusions Admissions >2/Seclusions% >2/Admissions%

January 0 11 45 0.00% 0.00%

February 0 3 54 0.00% 0.00%

March 1 8 54 12.50% 1.85%

April 2 9 48 22.22% 4.17%

May 1 15 42 6.67% 2.38%

June 2 24 44 8.33% 4.55%

Table 46: Lismore 2007 > 2 Episodes of Seclusion per Secluded Individual 
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 >2 Seclusions Total Seclusions Admissions >2/Seclusions% >2/Admissions%

January 0 4 62 0.00% 0.00%

February 1 6 66 16.67% 1.52%

March 0 6 61 0.00% 0.00%

April 1 8 59 12.50% 1.69%

May 0 5 68 0.00% 0.00%

June 1 11 68 9.09% 1.47%

July 3 34 60 8.82% 5.00%

August 3 20 62 15.00% 4.84%

September 0 11 74 0.00% 0.00%

October 0 5 55 0.00% 0.00%

November 0 10 63 0.00% 0.00%

December 0 3 73 0.00% 0.00%

Table 47: Coffs Harbour 2005 > 2 Episodes of Seclusion per Secluded Individual 

 

 >2 Seclusions Total Seclusions Admissions >2/Seclusions% >2/Admissions%

January 0 12 51 0.00% 0.00%

February 1 8 60 12.50% 1.67%

March 0 4 56 0.00% 0.00%

April 3 17 44 17.65% 6.82%

May 1 28 65 3.57% 1.54%

June 0 3 58 0.00% 0.00%

July 3 18 54 16.67% 5.56%

August 3 44 53 6.82% 5.66%

September 0 7 66 0.00% 0.00%

October 0 7 59 0.00% 0.00%

November 0 8 70 0.00% 0.00%

December 2 18 48 11.11% 4.17%

Table 48: Coffs Harbour 2006 > 2 Episodes of Seclusion per Secluded Individual 
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 >2 Seclusions Total Seclusions Admissions >2/Seclusions% >2/Admissions%

January 0 11 54 0.00% 0.00%

February 0 5 50 0.00% 0.00%

March 1 8 56 12.50% 1.79%

April 1 9 55 11.11% 1.82%

May 1 4 54 25.00% 1.85%

June 1 12 50 8.33% 2.00%

Table 49: Coffs Harbour 2007 > 2 Episodes of Seclusion per Secluded Individual 

 > 5 Episodes 
in 1/52 2005-

2007 

 
Total 

Seclusions 

 
>5/seclusions 

As a % 

 
Total 

Admissions 

 
>5/admissions 

Tweed 
Heads 

6 374 1.6% 1559 0.4% 

Lismore 22 598 3.7% 1460 1.5% 

Coffs 
Harbour 

6 346 1.7% 1774 0.3% 

Area Total 34 1318 2.6% 4793 0.7% 

Table 50: NCAHS Individuals Experiencing > 5 Seclusion Episodes in a 7 Day Period 

 

Site > 5 Episodes in 1 month 
Period 2005 to 2007 

Tweed Heads 6 

Lismore 22 

Coffs Harbour 6 

Table 51: Site by Site > 5 Episodes for Individual Patients Over 7 Day Time Frame in 1 Calendar 

Month 

 



Appendix 4 
 

Staff Questionnaire 
 

(Eight pages of Staff Questionnaire follow) 
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 1

STAFF ATTITUDES TOWARDS SECLUSION 

(Heyman, 1987) 

 
 “SECLUSION” is defined as the placing of a person, at any time and for any duration, alone in an area with the 
door shut so that he/she cannot freely exit. 
 
Please Complete the following questionnaire – This questionnaire should take 10 to 15 minutes to complete.  
Please read each question then respond according to the instructions given.  When finished please return as 
per the instructions on the information sheet.  If “Other” is ticked at any time, please expand to describe your 
specific situation. 
 
 
 
 

 

1. IN YOUR WARD – WHO DECIDES WHEN TO SECLUDE A PATIENT? (Tick more than one if appropriate) 

1  Doctor 

2  NUM/Nurse in Charge of Shift 

3  Allocated Nurse 

4  Other Nurse 

5  Allied Health Staff 

6  Patient him/herself 

7  Other: _______________________________________ 

 
 
 
 
 
2. ON AVERAGE, HOW LONG DO MOST PATIENTS SPEND IN SECLUSION ON ANY ONE OCCASION?  

(Tick one) 
 

1  Less than 15 minutes 

2  15 to 30 minutes 

3  30 minutes to 1 hour 

4  1 – 2 hours 

5  More than 2 hours 

6  Other: _______________________________________ 

 
 
 
 
 



 2

 
3. IN GENERAL, HOW LONG DO YOU THINK PATIENTS SHOULD REMAIN IN SECLUSION FOR IT TO 

BE EFFECTIVE? (Tick one) 
 

1  Less than 15 minutes 

2  15 to 30 minutes 

3  30 minutes to 1 hour 

4  1 – 2 hours 

5  More than 2 hours 

6  Other: _______________________________________ 

     
 
 
 
 
 
4. IN YOUR OPINION, PATIENTS ARE MORE LIKELY TO BE SECLUDED …….. (Tick one) 
 

1  More often during the morning shift 

2  More often during the evening shift 

3  More often during the night shift 

4  Equally often on all 3 shifts 

 
 
 
 
 
 
5.    IN YOUR OPINION, PATIENTS ARE MORE LIKELY TO BE SECLUDED …….. (Tick one) 
 

1  More often Monday to Friday 

2  More often Saturday or Sunday 

3  Equally across the days of the week 
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6. SUPPOSE A PATIENT ON YOUR UNIT WAS ACTING IN THE FOLLOWING WAYS, DO YOU 
THINK HE/SHE WOULD BE PUT IN SECLUSION? (Tick TWO boxes for each item – one for likelihood 
of patient to be secluded and one for valid/not valid reason) 

 
 PROBLEM PATIENT SECLUDED VALID REASON 
  NEVER SOMETIMES OFTEN YES NO 
a The patient is becoming excited and out of control      
b The patient is likely to experience drug or alcohol 

withdrawal 
     

c The patient is yelling and making too much noise      
d The patient has struck a staff member      
e There is a risk of the patient absconding      
f The patient is physically ill      
g The patient is demanding to go to bed      
h The patient is attempting to break ward furniture      
i The patient is swearing and cursing at other people      
j The patient is annoying or disturbing other patients 

and/or staff 
     

k The patient is demanding extra food at mealtime      
l The patient is disturbing/waking other patients at night      

m The patient refuses to go to the activity program      
n The patient refuses to take his/her medication      
o The patient is demanding to speak with a doctor      
p The patient is demanding to go to seclusion      
q The patient is trying to hurt himself/herself      
 
r 

The patient is exhibiting inappropriate sexual 
behaviour such as exposing self or masturbating in 
front of others 

     

s The patient is intoxicated (alcohol and or drugs)      
t The patient has struck another patient      

 
 
 
Comments:  Apart from the reasons listed above, are there other reasons for placing patients in seclusion? 
 
 
 
 
 
    
 
 
 
 
Comments:  Please note any differences in the reasons for placing patients in seclusion as opposed to sending 
patients to HDU. 
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2. HOW DO YOU THINK PATIENTS USUALLY FEEL WHEN THEY ARE IN SECLUSION? (Tick 
‘YES’ or ‘NO’ for each item) 

 
  USUALLY YES USUALLY NO 

a Scared   
b Angry   
c Confused   
d Bored   
e Helpless   
f Relieved   
g Depressed or sad   
h In control of their behaviour   
i Calm   
j Safe   
k Satisfied   
l Disgusted   

m Hopeless   
n Punished   

 
 
 
Comments: Please note any other feelings patients may have when placed in seclusion? 
 
 
 
 
 
 
    
 
3. IN YOUR OPINION, WHAT EFFECT DOES SECLUSION HAVE ON PATIENTS WHO ARE SECLUDED 

(Tick ONE box for each item). 
 

  NEVER SOMETIMES OFTEN 
a Does it help them to calm down?    
b Does it make them feel frustrated?    
c Does it make them behave better when they are let out?    
d Does it help them to get away from people who upset them?    
e Does it make them feel angry towards staff?    
f Does it allow them to express feelings in a way that’s not 

disruptive to the rest of the ward? 
   

g Does it make them feel that the staff cares about them?    
h Does it make them feel better?    
i Does it allow them to get away from too much excitement on 

the ward? 
   

j Does it make them feel punished?    
 
4. COULD YOUR WARD GET ALONG WITHOUT A SECLUSION ROOM IF …….. 
 

  YES NO 
a There were more staff on duty each shift   
b There were more male nurses working in the ward   
c The nursing staff had more control over the prescribing of P.R.N. medication   
d The doctors were more experienced in dealing with ‘difficult to manage’ patients   
e The nursing staff were more experienced in dealing with ‘difficult to manage’ 

patients 
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Comments:  From your experience, do you have any suggestions that might lessen the need for 
seclusion? 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
5. WHAT CHANGES WOULD YOU LIKE TO SEE IN THE USE OF SECLUSION IN YOUR WARD? 
 
  YES NO 

a A staff member should remain with the patient while they are in seclusion   
b Seclusion should be restricted for patients who are a danger to themselves or others   
c No patient should be secluded for a period of more than 4 hours   
d When not in use, the seclusion room should be available for patients who would like 

to be alone for a while 
  

e Seclusion should be abolished entirely   
f A ‘debriefing’ session should be offered to the patient when they are released from 

seclusion 
  

g Seclusion should not be used for patients who had a poor previous response to 
seclusion 

  

h Patients should be encouraged to work with staff on a collaborative plan for the future 
following an episode of seclusion 

  

i Patients should be given an explanation of why seclusion is used   
 
Comments:  Do you have any other suggestions that might improve the present procedure? 
 
 
 
 
 
 
6. HOW DO YOU FEEL, IN GENERAL, WHEN YOU PUT A PATIENT IN SECLUSION? (Tick ONE box for 

each item) 
 
  NEVER SOMETIMES OFTEN 

a Helpful to the patient    
b Annoyed that the patient required seclusion    
c Relieved that the problem had been dealt with    
d Guilt or misgivings about the necessity for secluding the patient    
e Satisfied that the patient got what he or she deserved    
f Annoyed that steps were not taken sooner to prevent the patient 

from being secluded 
   

g A sense of power over the patient    
h Satisfied that other alternatives would not be as effective    
i Feel safer and more secure that the patient had been locked up    

 
Comment:  In what ways do you feel different about placing a patient in seclusion as opposed to placing a 
patient in a locked area such as HDU? 
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7. WHO BENEFITS WHEN A PATIENT IS SECLUDED?  (Tick ONE box for each item) 
 

  NEVER 
BENEFITS 

SOMETIMES 
BENEFITS 

OFTEN 
BENEFITS 

a The patient in seclusion    
b Other patients in the ward    
c The hospital (for security and legal reasons)    
d The nursing staff    
e The medical staff    
f The police    
g Others (specify)    

 
8. PLEASE RATE, BY CIRCLING ONE OF THE NUMBERS ON THE LINE BELOW THE EXTENT TO 

WHICH YOU BELIEVE THAT: 
 

a. Seclusion as practised in my ward is therapeutic for the patient. 
 

1_______2_______3_______4_______5_______6_______7_______8_______9_______10 
 
NOT AT ALL           VERY 
THERAPEUTIC          THERAPEUTIC 
 

b. Seclusion as practised in my ward is a punishing experience. 
 

1_______2_______3_______4_______5_______6_______7_______8_______9_______10 
 
NOT AT ALL           VERY 
PUNITIVE           PUNITIVE 
 

c. Seclusion as practised in my ward is necessary for the safety of unit. 
 

1_______2_______3_______4_______5_______6_______7_______8_______9_______10 
 
NOT AT ALL          ABSOLUTELY 
NECESSARY          NECESSARY 
 
 
 
9. IN YOUR OPINION, PATIENTS IN WHICH AGE GROUP ARE MOST LIKELY TO BE SECLUDED? 
 

a  Less than 16 years 
b  16 to 30 
c  30 to 50 
d  50 to 65 
e  Older than 65 
f  Patients of all age groups are secluded equally often 

 
 
 
 

10. IN YOUR OPINION, PATIENTS IN WHICH GENDER ARE MOST LIKELY TO BE SECLUDED? 
 

a  Male 
b  Female 
c  Both male and female patients are secluded equally often 
d  Other 
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11. HOW OFTEN SHOULD A PATIENT IN SECLUSION BE REVIEWED BY 
 

a. Medical Officer ………………………………………………………………………………….……….. 
 
b. Psychiatrist ………………………………………………………………………………………………. 

 
c. Clinical Director …………………………………………………………………………………………. 

 
 
12. LIST THE RELEVANT DOCUMENTATION REQUIRED FOR EACH EPISODE OF SECLUSION 
 

 
 
 
 

 
 
 
PLEASE ANSWER THE FOLLOWING QUESTIONS.  YOUR ANSWERS WILL ENABLE US TO PROVIDE A 
DESCRIPTION OF THOSE WHO RESPONDED. 
 
 
1.    WHAT IS YOUR CURRENT POSITION? 
 

1  Registered Nurse 
2  Enrolled Nurse 
3  Nurse Unit Manager 
4  Doctor 
5  Allied Health 
6  Other (specify) 

 
 

2.  WHAT IS YOUR AGE? 
 

1  15 – 20 years 
2  21 – 30 years 
3  31 – 40 years 
4  41 – 50 years 
5  51 – 60 years 
6  61 – 70 years 

 
 
 
 

3. LIST CERTIFICATES, DIPLOMAS, DEGREES COMPLETED? 
 

1.  ___________________________________  2.  __________________________________ 
 
 
3.  ___________________________________  4.  __________________________________ 
 
 
5.  ___________________________________  6.  __________________________________ 
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4. YOUR GENDER? 
 

1  Male 
2  Female 

 
 

5. HOW LONG HAVE YOU BEEN WORKING IN MENTAL HEALTH? 
 
 

_______________  YEARS     ________________  MONTHS 
 
 
 

6. AT WHICH OF THE INPATIENT UNITS ARE YOU EMPLOYED? (Tick one) 
 
 

1  Tweed Heads 
2  Lismore 
3  Coffs Harbour 

 
7. WHERE DO YOU NORMALLY WORK? (Tick one) 

 
 
 

1  In-Patient Unit 
2  Community Mental Health 
3  Other (please state) 

 
 
 

 
 
 
 
 
 
 
 
 
 

THANK YOU FOR COMPLETING THIS QUESTIONNAIRE 
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Appendix 5 
 

STAFF SURVEY OF KNOWLEDGE AND ATTITUDES REGARDING THE USE OF SECLUSION 
 

INFORMATION SHEET 
 

This information sheet provides details of part of a PhD research project being conducted by Lynn Davies. 
The purpose of this document is to invite you to participate in the research described here. 
 
This project aims to collect information on mental health staff attitudes towards, and knowledge of the use of 
seclusion within the North Coast Area Health Service (NCAHS) of NSW.  Participants will be clinical mental 
health staff from the three gazetted mental health units within the NCAHS (Lismore, Tweed Heads, Coffs 
Harbour).  All clinical mental health staff will be given the opportunity to complete and return this 
questionnaire.  Information obtained from this questionnaire will assist in the development of orientation and 
training programs for NCAHS mental health staff. 
 
Attached to this information sheet is a questionnaire.  If you choose to participate in this study you should 
complete that questionnaire.  As suggested above, the questionnaire itself is composed of a series of 
questions about your attitudes to and knowledge of the use of seclusion.  The questionnaire should take you 
approximately 10 – 15 minutes to complete. 
 
The information collected from the completed questionnaires will be collated and summarised for presentation 
as part of a higher degree thesis, for scientific journal articles, and for conference presentations.  At its 
completion the report will be made available to all Mental Health staff of the North Coast Area Health Service.  
Should you wish to receive a copy directly, please indicate that wish to the researcher. 
 
Participation is completely voluntary.  By completing and returning the questionnaire to the researcher you 
indicate your willingness to have your responses collated for this project.  Note that you should return 
incomplete questionnaires should you change your mind about participating.  Such data will not be used. 
 
Importantly, all participants remain anonymous and are not required to enter their name or any other 
personal identifying data on the questionnaire.  No individual will be identified in any reporting medium in 
any way.  Nor will any individual be identified in any way with any particular questionnaire.  Data will be 
collected and stored in a locked cabinet under the supervision of the researcher and her supervisors. 
 
The NCAHS Human Research Ethics Committee has approved this research project.  Any complaints or 
concerns about this research project may be made to the NCAHS Human Research Ethics Committee 
through the Research Ethics Officer as follows: 
 
 Research Ethics Officer 
 NCAHS Human Research Ethics Committee 
 PO Box 126 
 Port Macquarie NSW 2444 
 Tel: (02)65882941 
 Fax: (02)65882942 
Email: EthicsNCAHS@ncahs.health.nsw.gov.au 
 
For further information please contact  
 Lynn Davies – (02)66567966 or Email: lynn.davies@ncahs.health.nsw.gov.au 
 
Alternatively you may contact Lynn’s supervisor: 
 Dr Rick van der Zwan – (02)66593306 or Email: rick.vanderzwan@scu.edu.au 
 
If willing to participate could you complete the questionnaire and return it immediately to: 
 
  By mail 
   Lynn Davies 
   Nurse Educator (Mental Health) 
   Locked Bag 812 
   Coffs Harbour Health Campus 
   Coffs Harbour.  NSW.  2450 
 
  Or hand it, in a sealed envelope, directly to the researcher. 
 

THANK YOU FOR TAKING THE TIME TO PARTICIPATE IN THIS PROJECT 

mailto:EthicsNCAHS@ncahs.health.nsw.gov.au
mailto:lynn.davies@ncahs.health.nsw.gov.au
mailto:rick.vanderzwan@scu.edu.au
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SPSS Code Book 

No Variable SPSS 
Variable 

Name 

Coding Instructions 

1 Identification id Number assigned to each questionnaire 

Question 1 – In your ward – who decides when to seclude a patient? 

2 Question 1(a) Doctor quest1a 1 = yes 
2 = no 

3 Question 1(b) NUM/NIC quest1b 1 = yes 
2 = no 

4 Question 1(c) Allocated Nurse quest1c 1 = yes 
2 = no 

5 Question 1(d) Other Nurse quest1d 1 = yes 
2 = no 

6 Question 1(e) Allied Health Staff quest1e 1 = yes 
2 = no 

7 Question 1(f) Patient him/herself quest1f 1 = yes 
2 = no 

8 Question 1(g) Other (specify) quest1g 1 = yes 
2 = no 

9 Question 2 – On average, how 
long do most patients spend in 
seclusion on any one occasion? 

quest2 1 = Less than 15 minutes 
2 = 15 to 30 minutes 
3 = 30 minutes to 1 hour 
4 = 1 – 2 hours 
5 = More than 2 hours 
6 = Other 

10 Question 3 – In general, how 
long do you think patients 
should remain in seclusion for it 
to be effective? 

quest3 1 = Less than 15 minutes 
2 = 15 to 30 minutes 
3 = 30 minutes to 1 hour 
4 = 1 – 2 hours 
5 = More than 2 hours 
6 = Other 

11 Question 4 – In your opinion, 
patients are more likely to be 
secluded … 

quest4 1 = More often during the morning shift 
2 = More often during the evening shift 
3 = More often during the night shift 
4 = Equally often on all 3 shifts 

12 Question 5 – In your opinion, 
patients are more likely to be 
secluded ….. 

quest5 1 = More often Monday to Friday 
2 = More often Saturday or Sunday 
3 = Equally across the days of the week 
 

Question 6 - Suppose a patient on your unit was acting in the following ways, do you think 
he/she would be put in seclusion? 

13 Question 6(a) –The patient is 
becoming excited and out of 
control. Patient Secluded? 

quest6a1 1 = never 
2 = sometimes 
3 = often 
 

14 Question 6(a) The patient is 
becoming excited and out of 
control. Valid reason? 

quest6a2 1 = yes 
2 = no 
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15 Question 6(b) The patient is 
likely to experience drug or 
alcohol withdrawal. Patient 
Secluded? 

quest6b1 1 = never 
2 = sometimes 
3 = often 

 

16 Question 6(b) The patient is 
likely to experience drug or 
alcohol withdrawal.  Valid 
Reason? 

quest6b2 1 = yes 
2 = no 

 

17 Question 6(c) The patient is 
yelling and making too much 
noise.  Patient Secluded? 

quest6c1 1 = never 
2 = sometimes 
3 = often 

 

18 Question 6(c) The patient is 
yelling and making too much 
noise.  Valid Reason? 

quest6c2 1 = yes 
2 = no 

 

19 Question 6(d) The patient has 
struck a staff member.  Patient 
Secluded? 

quest6d1 1 = never 
2 = sometimes 
3 = often 

 

20 Question 6(d) The patient has 
struck a staff member.  Valid 
Reason? 

quest6d2 1 = yes 
2 = no 

 

21 Question 6(e) There is a risk of 
the patient absconding.  
Patient Secluded? 

quest6e1 1 = never 
2 = sometimes 
3 = often 

 

22 Question 6(e) There is a risk of 
the patient absconding.  Valid 
Reason? 

quest6e2 1 = yes 
2 = no 

 

23 Question 6(f) The patient is 
physically ill.  Patient 
Secluded? 

quest6f1 1 = never 
2 = sometimes 
3 = often 

24 Question 6(f) The patient is 
physically ill.  Valid Reason? 

quest6f2 1 = yes 
2 = no 

25 Question 6(g) The patient is 
demanding to go to bed.  
Patient Secluded? 

quest6g1 1 = never 
2 = sometimes 
3 = often 

26 Question 6(g) The patient is 
demanding to go to bed.  Valid 
Reason? 

quest6g2 1 = yes 
2 = no 

27 Question 6(h) The patient is 
attempting to break ward 
furniture.  Patient Secluded? 

quest6h1 1 = never 
2 = sometimes 
3 = often 
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28 Question 6(h) The patient is 
attempting to break ward 
furniture.  Valid Reason? 

quest6h2 1 = yes 
2 = no 

29 Question 6(i) The patient is 
swearing and cursing at other 
people.  Patient Secluded? 

quest6i1 1 = never 
2 = sometimes 
3 = often 

30 Question 6(i) The patient is 
swearing and cursing at other 
people.  Valid Reason? 

quest6i2 1 = yes 
2 = no 

31 Question 6(j) The patient is 
annoying or disturbing other 
patients and/or staff.  Patient 
Secluded? 

quest6j1 1 = never 
2 = sometimes 
3 = often 

32 Question 6(j) The patient is 
annoying or disturbing other 
patients and/or staff.  Valid 
Reason? 

quest6j2 1 = yes 
2 = no 

33 Question 6(k) The patient is 
demanding extra food at 
mealtime.  Patient Secluded? 

quest6k1 1 = never 
2 = sometimes 
3 = often 

34 Question 6(k) The patient is 
demanding extra food at 
mealtime.  Valid Reason? 

quest6k2 1 = yes 
2 = no 

35 Question 6(l) The patient is 
disturbing/waking other 
patients at night.  Patient 
Secluded? 

quest6l1 1 = never 
2 = sometimes 
3 = often 

36 Question 6(l) The patient is 
disturbing/waking other 
patients at night.  Valid 
Reason? 

quest6l2 1 = yes 
2 = no 

37 Question 6(m) The patient 
refuses to go to the activity 
program.  Patient Secluded? 

quest6m1 1 = never 
2 = sometimes 
3 = often 

38 Question 6(m) The patient 
refuses to go to the activity 
program.  Valid Reason? 

quest6m2 1 = yes 
2 = no 

39 Question 6(n) The patient 
refuses to take his/her 
medication.  Patient Secluded?

quest6n1 1 = never 
2 = sometimes 
3 = often 

40 Question 6(n) The patient 
refuses to take his/her 
medication.  Valid Reason? 

quest6n2 1 = yes 
2 = no 
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41 Question 6(o) The patient is 
demanding to speak with a 
doctor.  Patient Secluded? 

quest6o1 1 = never 
2 = sometimes 
3 = often 

42 Question 6(o) The patient is 
demanding to speak with a 
doctor.  Valid Reason? 

quest6o2 1 = yes 
2 = no 

43 Question 6(p) The patient is 
demanding to go to seclusion.  
Patient Secluded? 

quest6p1 1 = never 
2 = sometimes 
3 = often 

44 Question 6(p) The patient is 
demanding to go to seclusion.  
Valid Reason? 

quest6p2 1 = yes 
2 = no 

45 Question 6(q) The patient is 
trying to hurt himself/herself.  
Patient Secluded? 

quest6q1 1 = never 
2 = sometimes 
3 = often 

46 Question 6(q) The patient is 
trying to hurt himself/herself.  
Valid Reason? 

quest6q2 1 = yes 
2 = no 

47 Question 6(r) The patient is 
exhibiting inappropriate sexual 
behaviour such as exposing 
self or masturbating in front of 
others.  Patient Secluded? 

quest6r1 1 = never 
2 = sometimes 
3 = often 

48 Question 6(r) The patient is 
exhibiting inappropriate sexual 
behaviour such as exposing 
self or masturbating in front of 
others.  Valid Reason? 

quest6r2 1 = yes 
2 = no 

49 Question 6(s) The patient is 
intoxicated (alcohol and/or 
drugs).  Patient Secluded? 

quest6s1 1 = never 
2 = sometimes 
3 = often 

50 Question 6(s) The patient is 
intoxicated (alcohol and/or 
drugs).  Valid Reason? 

quest6s2 1 = yes 
2 = no 

51 Question 6(t) The patient has 
struck another patient.  Patient 
Secluded? 

quest6t1 1 = never 
2 = sometimes 
3 = often 

52 Question 6(t) The patient has 
struck another patient.  Valid 
Reason? 

quest6t2 1 = yes 
2 = no 

Comments: Apart from the reasons above, are there other reasons for placing patients in 
seclusion? 

Comments: Please note any differences in the reasons for placing patients in seclusion as 
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opposed to sending patients to HDU. 

Question 7 – How do you think patients usually feel when they are in seclusion? 

53 Question 7(a) Scared quest7a 1 = usually yes 
2 = usually no 

54 Question 7(b) Angry quest7b 1 = usually yes 
2 = usually no 

55 Question 7(c) Confused quest7c 1 = usually yes 
2 = usually no 

56 Question 7(d) Bored quest7d 1 = usually yes 
2 = usually no 

57 Question 7(e) Helpless quest7e 1 = usually yes 
2 = usually no 

58 Question 7(f) Relieved quest7f 1 = usually yes 
2 = usually no 

59 Question 7(g) Depressed or 
sad 

quest7g 1 = usually yes 
2 = usually no 

60 Question 7(h) In control of their 
behaviour 

quest7h 1 = usually yes 
2 = usually no 

61 Question 7(i) Calm quest7i 1 = usually yes 
2 = usually no 

62 Question 7(j) Safe quest7j 1 = usually yes 
2 = usually no 

63 Question 7(k) Satisfied quest7k 1 = usually yes 
2 = usually no 

64 Question 7(l) Disgusted quest7l 1 = usually yes 
2 = usually no 

65 Question 7(m) Hopeless quest7m 1 = usually yes 
2 = usually no 

66 Question 7(n) Punished quest7n 1 = usually yes 
2 = usually no 

Comments:  Please note any other feelings patients may have when placed in seclusion? 
Question 8 – In your opinion, what effect does seclusion have on patients who are secluded 

67 Question 8(a) Does it help 
them to calm down? 

quest8a 1 = never 
2 = sometimes 
3 = often 

68 Question 8(b) Does it make 
them feel frustrated? 

quest8b 1 = never 
2 = sometimes 
3 = often 

69 Question 8(c) Does it make 
them behave better when they 
are let out? 

quest8c 1 = never 
2 = sometimes 
3 = often 

70 Question 8(d) Does it help 
them to get away from people 
who upset them? 

quest8d 1 = never 
2 = sometimes 
3 = often 

71 Question 8(e) Does it make 
them feel angry towards staff? 

quest8e 1 = never 
2 = sometimes 
3 = often 

72 Question 8(f) Does it allow 
them to express feelings in a 
way that’s not disruptive to the 

quest8f 1 = never 
2 = sometimes 
3 = often 
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rest of the ward? 

73 Question 8(g) Does it make 
them feel that the staff cares 
about them? 

quest8g 1 = never 
2 = sometimes 
3 = often 

74 Question 8(h) Does it make 
them feel better? 

quest8h 1 = never 
2 = sometimes 
3 = often 

75 Question 8(i) Does it allow 
them to get away from too 
much excitement on the ward? 

quest8i 1 = never 
2 = sometimes 
3 = often 

76 Question 8(j) Does it make 
them feel punished? 

quest8j 1 = never 
2 = sometimes 
3 = often 

Question 9 Could your ward get along without a seclusion room if …. 

77 Question 9(a) There were 
more staff on duty each shift? 

quest9a 1 = yes 
2 = no 

78 Question 9(b) There were 
more male nurses working in 
the ward? 

quest9b 1 = yes 
2 = no 

79 Question 9(c) The nursing staff 
had more control over the 
prescribing of PRN 
medication? 

quest9c 1 = yes 
2 = no 

80 Question 9(d) The doctors 
were more experienced in 
dealing with ’difficult to 
manage’ patients? 

quest9d 1 = yes 
2 = no 

81 Question 9(e) The nursing staff 
were more experienced in 
dealing with ‘difficult to 
manage’ patients? 

quest9e 1 = yes 
2 = no 

Comments: From your experience, do you have any suggestions that might lessen the need for 
seclusion? 
Question 10 – What changes would you like to see in the use of seclusion in your ward? 

82 Question 10(a) A staff member 
should remain with the patient 
while they are in seclusion? 

quest10a 1 = yes 
2 = no 

83 Question 10(b) Seclusion 
should be restricted for 
patients who are a danger to 
themselves or others. 

quest10b 1 = yes 
2 = no 

84 Question 10(c) No patient 
should be secluded for a 
period of more than 4 hours. 

quest10c 1 = yes 
2 = no 

85 Question 10(d) When not in 
use, the seclusion room should 

quest10d 1 = yes 
2 = no 



 7

be available for patients who 
would like to be alone for a 
while. 

86 Question 10(e) Seclusion 
should be abolished entirely. 

quest10e 1 = yes 
2 = no 

87 Question 10(f) A ‘debriefing’ 
session should be offered to 
the patient when they are 
released from seclusion. 

quest10f 1 = yes 
2 = no 

88 Question 10(g) Seclusion 
should not be used for patients 
who had a poor previous 
response to seclusion. 

quest10g 1 = yes 
2 = no 

89 Question 10(h) Patients should 
be encouraged to work with 
staff on a collaborative plan for 
the future following an episode 
of seclusion. 

quest10h 1 = yes 
2 = no 

90 Question 10(i) Patients should 
be given an explanation of why 
seclusion is used. 

quest10i 1 = yes 
2 = no 

Comments:  Do you have any other suggestions that might improve the present procedure? 
Question 11 – How do you feel, in general, when you put a patient in seclusion? 

91 Question 11(a) Helpful to the 
patient. 

quest11a 1 = never 
2 = sometimes 
3 = often 

92 Question 11(b) Annoyed that 
the patient required seclusion. 

quest11b 1 = never 
2 = sometimes 
3 = often 

93 Question 11(c) Relieved that 
the problem had been dealt 
with. 

quest11c 1 = never 
2 = sometimes 
3 = often 

94 Question 11(d) Guilt or 
misgivings about the necessity 
for secluding the patient. 

quest11d 1 = never 
2 = sometimes 
3 = often 

95 Question 11(e) Satisfied that 
the patient got what he or she 
deserved. 

quest11e 1 = never 
2 = sometimes 
3 = often 

96 Question 11(f) Annoyed that 
steps were not taken sooner to 
prevent the patient from being 
secluded. 

quest11f 1 = never 
2 = sometimes 
3 = often 

97 Question 11(g) A sense of 
power over the patient. 

quest11g 1 = never 
2 = sometimes 
3 = often 

98 Question 11(h) Satisfied that 
other alternatives would not be 

quest11h 1 = never 
2 = sometimes 
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as effective. 3 = often 

99 Question 11(i) Feel safer and 
more secure that the patient 
had been locked up. 

quest11i 1 = never 
2 = sometimes 
3 = often 

Comment:  In what ways do you feel different about placing a patient in seclusion as opposed to 
placing a patient in a locked area such as HDU? 
Question 12 – Who benefits when a patient is secluded? 

100 Question 12(a) The patient in 
seclusion. 

quest12a 1 = never 
2 = sometimes 
3 = often 

101 Question 12(b) Other patients 
in the ward. 

quest12b 1 = never 
2 = sometimes 
3 = often 

102 Question 12(c) The hospital 
(for security and legal 
reasons). 

quest12c 1 = never 
2 = sometimes 
3 = often 

103 Question 12(d) The nursing 
staff. 

quest12d 1 = never 
2 = sometimes 
3 = often 

104 Question 12(e) The medical 
staff. 

quest12e 1 = never 
2 = sometimes 
3 = often 

105 Question 12(f) The police. quest12f 1 = never 
2 = sometimes 
3 = often 

106 Question 12(g) Others 
(specify). 

quest12g 1 = never 
2 = sometimes 
3 = often 

Question 13 – Please rate, by circling one of the numbers on the line below the extent to which 
you believe that … 

107 13(a) Seclusion as practised in 
my ward is therapeutic for the 
patient. 

quest13a 1 = Not at all therapeutic 
2 
3 
4 
5 
6 
7 
8 
9 
10 = Very therapeutic 

108 13(b) Seclusion as practised in 
my ward is punishing 
experience. 

quest13b 1 = Not at all punitive 
2 
3 
4 
5 
6 
7 
8 
9 
10 = Very punitive 

109 Question 13(c) Seclusion as 
practised in my ward is 
necessary for the safety of the 

quest13c 1 = Not at all necessary 
2 
3 
4 
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unit. 5 
6 
7 
8 
9 
10 = Very necessary 

110 Question 14 – In your opinion, 
patients in which age group 
are most likely to be secludes? 

quest14 1 = Less than 16 years 
2 = 16 – 30 
3 = 30  - 50 
4 = 50 – 65 
5 = Older than 65 
6 = Patients of all age groups are 
secluded equally often 

111 Question 15 – In your opinion, 
patients in which gender are 
most likely to be secluded? 

quest15 1 = Male 
2 = Female 
3 = both male and female equally often 
4 = other 

Question 16 (a) – How often should a patient in seclusion be reviewed by Medical Officer? 
Question 16 (b) – How often should a patient in seclusion be reviewed by Psychiatrist? 
Question 16 (c) – How often should a patient in seclusion be reviewed by Clinical Director? 
Question 17 - List the relevant documentation required for each episode of seclusion. 

112 Question 18 - What is your 
current position? 

quest18 1 = Registered Nurse 
2 = Enrolled Nurse 
3 = Nurse Unit Manager 
4 = Doctor 
5 = Allied Health 
6 = Other (specify) 

113 Question 19 – What is your 
age? 

quest19 1 = 15 – 20 years 
2 = 21 – 30 years 
3 = 31 – 40 years 
4 = 41 – 50 years 
5 = 51 – 60 years 
6 = 61 – 70 years 

Question 20 – List certificates, diplomas, degrees competed. 

114 Question 21 – Your sex? quest20 1 = male 
2 = female 

Question 22 – How long have you been working in mental health? 

115 Question 23 – At which of the 
inpatient units are you 
employed? 

quest23 1 = Tweed Heads 
2 = Lismore 
3 = Coffs Harbour 

116 Question 24 – Where do you 
normally work? 

quest24 1 = In-patient unit 
2 = Community Mental Health 
3 = Other (specify) 
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