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ABSTRACT

SECLUSION ROOM USAGE AT AN ACUTE CARE PSYCHIATRIC UNIT
OF A STATE REGIONAL MENTAL HEALTH CENTER

By
Harry Wesley Wright

This study had the purpose of examining factors which
influenced the incidence of seclusion room usage in a state
regional psychiatric facility. Three areas of interest were
examined: (a) patient characteristics which were associated
with the decision to seclude; (b) the influence staff
training had on seclusion room usage; and (c) the impact
various treatment modalities had on the use of seclusion as
a means of behavior control.

The subjects were 110 hospitalized inpatients at an
acute-care, admitting unit of a State of Michigan regional
psychiatric facility., There were two groups: the treatment
group, which consisted of all patients secluded for the
first time over a ten month, ten day period, December 1,
1986 through October 10, 1987; and a "control" group, which
consisted of a random sample of non-secluded patients, who
were admitted during the same time period as the secluded

population.



Harry Wesley Wright

Four forms of treatment were available: (a) milieu
alone; (b) milieu and work-activity; (c) milieu and
medications; and (d) milieu, work-activity, and medication.
Whether or not a patient received a particular treatment was
dependent on the person's psychiatric condition, legal
status, or desire to be involved in the treatment program.
Also, the regular staff of the admitting unit received 40
hours of training, May 4 - 8, 1987, The characteristics of
all secluded subjects were examined prior to and after the
staff training. In addition comparisons were made between
secluded and non-secluded patients. A series of t-tests and
Chi-square tests ruled out the statistical significance of
the training program as a factor in the incidence of
seclusion. Results indicated there was a relationship
between seclusion incidence, diagnosis, and medication
treatment.

The findings suggested that psychiatric hospitals can
reduce the incidence of seclusion by being more aware of
when patients are bi-polar or schizophrenic; and that active
treatment especially medication beyond the milieu can assist
patients to be more in control of their actions, and thus

avoid more restrictive forms of behavior control.
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CHAPTER 1

INTRODUCTION

More than three million years ago, human life appeared
on the earth in some form. A definition of humanity in the
course of history has been difficult to ascertain; but there
does seem to be some consensus that "humanity" is a function
of both a cabability to communicate and an ability to think.
Within this long period of human existence, written records
have extended back only a few thousand years. But brief

"primitive history" through art and oral

glimpses of
tradition have given an albeit fuzzy picture of earlier
times.

In the course of attempting to be aware of history,
historians have often focused on questions related to the
mysteries of the human mind and spirit. The relationship of
both to behavior has been extensively examined. A part of
this process has focused on abnormal behavior, or
psychopathology. Other words have been used: deviancy,
madness, lunacy, mental illness, and mental disorders.
Mental disorders, and understanding the causative factors,

were often a religious or philosophical concern, as much as

they were a medical one. More often than not, the two



points of view were linked together., For example, Coleman,
Butcher, and Carson (1980) indicated the following:
The earliest treatment of mental disorders of which we
have any knowledge was practices by stone age cave
dwellers some half million years ago. For certain
forms of mental disorders, probably those in which the
individual complained of severe headaches and developed
convulsive attacks, the early shaman, or medicine man,
treated the disorder by means of an operation now
called "trephining". The operation .. . consisted of

chipping away one area of the skull in the form of a

circle until the skull was cut through. The opening.

. « presumably permitted the evil spirit that

supposedly was causing all the trouble to escape. (p.

25)

An argument could be made that the above procedure was an
early form of psychiatric treatment.

Since those early beginnings, religion and psychiatry
have made quantum leaps in the way troubled and mentally
disturbed people are treated. The progress can be observed
as history has evolved. But even though various cultures
have advanced in the ways mentally i1l people have been
treated, many old practices still persist. One, seclusion,
has been a part of behavior management methodology since
various societies have attempted to deal with those who were

mentally different.



That seclusion, as part of the treatment spectrunm,
still is being used in the Twentieth Century is both curious
and interesting. It becomes more so in light of the fact
that psychiatric treatment as currently practiced is varied
in its modalities, and has become more oriented to a
scientific frame of reference. New methods of diagnosis, in
the form of the PET-Scan, can predict with some certainty
whether or not an individual has been afflicted with a bi-
polar condition or schizophrenia. Treatment has progressed
to where the effectiveness of a medication can be
ascertained through sophisticated hemotology studies.

Aside from the advances in treatment and diagnostic
technology, psychiatry, in the Twentieth Century, has many
methodologies. These practices have attempted to build on
empirical advances., But, for the most part, treatment is
still considered closer to an art than a science. In this
context many forms of treatment have existed, and continue
to do so. They have included the following therapies:
medication; individual and group; various activity formats,
such as recreation, music, and occupational; and milieu. For
persons hospitalized, the milieu becomes the most intensive
kind of treatment and the most inexact. In the context of
milieu treatment, especially in acute care and admitting
facilities, seclusion has been experienced by many
psychiatric patients.

Seclusion, as a behavior management technique, has been



common in most private and public psychiatric facilities; it
has been a means of managing aberrant behavior since the
beginnings of psychiatric history. As seclusion has
continued to be used, it has created much controversy and
discussion, including the generation of significant court
cases. Because of the recent focus on seclusion, most
states have addressed the issue through mental health codes,
administrative policies, and change in facility practices.

The State of Michigan Department of Mental Health has
been part of the national policy development process.
Statements regarding the practice of seclusion and restraint
have been put in place in state code (Appendix A) and
Departmental Administrative Policy and Rules (Appendix B).
An essential part of policy has been the requirement that
each inpatient DMH facility and program formulate
appropriate policy guidelines regarding seclusion and
restraint practices. It was also required that each
treatment facility report on a quarterly basis summary
statistics on incidents of seclusion and restraint. It was
in the context of this reporting procedure that this study
was conceived.

The Caro Regional Mental Health Center is located in
Caro, Michigan, approximately 90 miles north of Detroit and
30 miles east of Saginaw. The facility, for the past five
years, has had a psychiatric population of 110 and one

seclusion room that was available when patients lost control



of their behavior. As required by departmental policy,
quarterly reports were submitted by the facility director.
But the reports only related information about incidents of
seclusion and restraint. Because it was thought more was
needed, the Utilization Review Committee of the Caro
facility decided to audit the seclusion process. There was
a desire to examine additional factors related to incidents
of seclusion, including the following: average duration of
episode, sex, race, legal status, diagnosis and average age
of secluded patients. Thus far nine reports have been
submitted, beginning with January 1, 1986 and ending with
June 30, 1988. (Appendix E)

The audit reports were summary data, based on persons
who were secluded. There was no comparison made to the
population of patients who were not secluded. The data was
not tested in any way for levels of significance in relation
to stated hypotheses. There was no evaluation of the data
in relation to treatment strategies. With these
limitations, and others not stated, the committee gained
from the data some insight into areas of concern which could
be investigated in greater depth at a later time. The
following represents a summary of some of the information:
(1) Persons secluded were primarily schizophrenic, with bi-
polar, manic, second; (2) most persons secluded were
involuntarily committed; (3) aggression to staff or peers

was the primary stated reason for individuals being secluded



except for one reporting period; (4) persons from counties
with an urban center were more likely to be secluded than
those from rural counties; (5) in some reporting periods,
black patients were secluded more than their proportion of
admissions; (6) males were generally secluded more than
females; (7) the average age was about 35.

Much of the data did indicate concerns, and brought out
questions that were of interest. It was because of that
interest and the following reasons that this study was
undertaken: (1) seclusion is still a significant form of
behavior control in psychiatric hospitals and has a
potential for abuse; (2) economically disenfranchised
persons have constituted the population of state hospitals
and become at risk for seclusion; and (3) little empirical
work has been accomplished in this area of psychiatric

behavior control.

Purpose of the Study

The purpose of this study was to empirically examine
seclusion room usage at an acute care psychiatric unit of a
state regional mental health center. The variables of
interest were patient characteristics; modalities of
treatment experienced by patients; and staff training. The
relationship of these variables to the incidence of
seclusion was tested. Previous studies have provided an
unclear picture as to whether or not there was a

relationship between decisions to seclude and patient



characteristics (Borstein, 1985; Convertine, 1980; Flaherty,
1980; Gerlock, 1983; Roper, 1985; Schwab, 1979; Soloff,
1979, 1985, 1987). The 1literature was inconsistent in
providing a clear-cut picture of the impact active treatment
had on usage of seclusion as a behavior control intervention
(Anders, 1977; Bornstein, 1985; Gerlock, 1983; Roper, 1985;
Soloff, 1985; Wadeson, 1980). There was little research
regarding the influence of staff training (DiFabio, 1978;
Romanoff, 1987; Tardiff, 1985). Few of the studies were
based on empirically based designs.

In this study first-time secluded patients provided the
basis of the research, as well as a random sample of non-
secluded patients. Past research has not yielded results
which have been consistent. Clarification on this
significant issue can help staff understand how to minimize
seclusion room usage, and find more therapeutic means to
assist patients in regaining control of their lives. In
addition, if bias is involved in decisions to seclude,
training can address this problem and remove bias as a
factor in secluding a patient. Finally, it is important to
discover if active treatment helps reduce the incidence of
seclusion., If it does, then responsible staff can devise
more effective programs to enhance the patient's mental

state.



Statement of the Problem

The problem investigated was approached in three ways.
One issue examined was whether or not decisions to seclude
were based by patient characteristics such as age, sex,
race, socio-economic status, diagnosis, or legal status re:
admission. Based on preliminary studies conducted at the
Regional Center, it was anticipated that some relationship
would emerge between incidence of seclusion and certain
kinds of pataient characteristics, especially diagnosis,
race, age, and physical stature.

The second area investigated by this study was the
effect various kinds of treatment would have on the
incidence of seclusion. The treatment variables considered
were milieu, work activity, and medication, Based on
clinical experience, it was expected that the work activity
program and medication would have a significant impact on
reducing incidence of seclusion,

A third aspect evaluated was whether or not a staff
training program for the reqular staff of the admitting unit
would reduce the incidence of seclusion and the average
length of time in seclusion. The one week staff training
program had as its purpose teaching staff about the basic
philosophy of the facility, which was to minimize external
control and to maximize patient internal control. The
researcher anticipated there would be a statistically

significant reduction of the incidence of seclusion that



could be attributed to the staff training program.

Other areas of interest, but not statistically tested,
were reasons for seclusion; temporal issues such as work
shift and day of the week secluded; and percentage of
seclusion incidents in relation to census and admissions.

The subject groups compared were as follows:

A, First-time secluded patients during a period

covering December, 1986 through October 10, 1987.

B. A random sample drawn from all non-secluded patients

admitted during the same time-frame as A.

In addition, a comparison was made within the secluded group
between those secluded prior to the training program and
those secluded after the training program, Staff
characteristics were also examined. The training program

time period was May 4 - 8, 1987.

Research Questions and Hypotheses

As indicated earlier, the primary objective of this
study was to investigate factors related to the incidence of
seclusion, with special attention paid to characteristics of
patients who were secluded, the effects of various treatment
modalities, and the impact of staff training. Comparisons
were made between secluded and non-secluded patients in
order to ascertain the significance of patient
characteristics as well as the effects of various
treatments. Using a pre-training post-training comparison,

incidence of seclusion and patient characteristics in
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relation to seclusion incidents were examined. An
appropriate alpha 1level, .05, was determined for
consideration of statistical significance 1in all analyses.
In order to test these questions, several research
hypotheses were formulated. The hypotheses, stated in the
null format, were as follows:

Hypothesis 1: There are no differences in patient
characteristics when comparing secluded and non-
secluded patients. The following patient
characterstics were considered:

Sex;

Ethnic group;

Age;

Height;

Weight;

Stature;

Education;

Marital status;
Military experience;
County of residence;
Geographic area;
Living situation;
Job status;
Occupation;

Income;

Year last employed;
Legal status;
Previous treatment;
Year began;

Times in C.R.C.;

. Times in other hospitals;
22. Diagnosis.

N=OWONOOLDWN —
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Hypothesis 2: There are no differences in treatment
variables when comparing secluded and non-secluded
patients. The following variables were considered:

1. Milieu alone;

2. Milieu and Medication;

3. Milieu and Work Activity Program;

4, Milieu, Work Activity, and Medication.
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Hypothesis 3: Comparing the pre-training secluded
group with the post-training secluded group, there are
no differences in the relative influence of variables
that lead to seclusion. The following variables were
considered:

Sex;

Ethnic Group;

Age;

Height;

Weight;

Stature;

Education;

Marital status;
Military experience
County of residence;
Living area;

Living situation;

. Job status;

. Occupation;

15. Income;

16. Year last employed;

17. Legal status;

18. Previous treatment;
19. Year began;

20, Times in C.R.C.:

21, Times in other hospitals;
22. Diagnosis;

23. Secluded/not secluded;
24. Date secluded;

25, Day of week secluded;
26. Days after admission secluded;
27. Shift secluded;

28. Duration of seclusion;
29. Incidents of seclusion;
30. Reason given;

31. Treatment received;
32, Staff sex;

33. Staff race;

34, Staff seniority;

35, Staff classification;
36. Staff trained;

37. Mentally i1l census;
38, Admitting unit census.

PLUN=ODOVLOONODTPEWN —
L[] L] L] .

— —d b d —D

Definition of Terms

The terms described in this section are defined as they

are used in the text of study. Many of the basic
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definitions had their origin in the Psychiatric Glossary
(1984), with permission to quote granted (see Appendix __ )

Acute Care: Psychiatric care given when a patient's
illness is in its most intense and exacerbated state.
Usually, the acute state is early in a psychiatric episode.

Agitation: Motor activity that is excessive, and is
usually nonpurposeful and associated with internal tension.
Examples are: inability to sit still, pacing, excessive
energy, and fidgeting.

APA: American Psychiatric Association: The primary
professional organization for psychiatrists in the United

States.

Biological Psychiatry: Treating mental illness with an

emphasis on treatment approaches that use drugs to reduce
symptoms. Causes of mental illness are thought to have a
physical, chemical or neurologic basis.

Bipolar Disorder: A major affective disorder in which

there are either episodes of mania or depression, or both,.
Bipolar disorders may be subdivided into manic, depressed,
or mixed types, depending upon presenting symptoms.

Chemical Restraint: The administration of medication,

reqgqularly, or as needed, for the purpose of preventing or
stopping disruptive, destructive, aggressive, self-
injurious, or other behaviors considered dangerous to the
individual or others (Orlando, 1982).

Chronic Mental Illness: A psychiatric condition which




13

persists over a long period of time, and disables the
person. Generally, this is associated with schizophrenia,
and usually progresses to an irreversible psychosis.

Commitment: A legal process which facilitates admission

to a psychiatric hospital. Usually, it applies to a court
procedure, but can also be voluntary.

C.R.C.: Initials for the Caro Regional Center, or Caro
Regional Mental Health Center, located in Caro, Michigan, or
more precisely Wajamega, Michigan.

Deinstitutionalization: Change in the focus of care in

mental health from traditional in-patient institutional
settings to community-based out-patient services.

Delusion: A false belief that a person holds onto
despite clear evidence to the contrary, and it is a belief
not accepted by persons in the individual's culture. An
example would be a person who thinks she is the bride of
Christ.

Depression: When describing a mood, this refers to
feelings of sadness, despair, or discouragement. It can be
reactive, as in response to a significant loss; or it can be
a part of a bi-polar condition, which is based on a bio-
chemical imbalance. Sometimes this kind of condition can
result in extreme agitation.

D.M.H.: Initials used to refer to the Department of

Mental Health, State of Michigan.

Dual Diagnosis: Refers to persons who are diagnosed with
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both a psychiatric problem such as a Bi-polar illness and a
drug problem, e.g. cocaine abuse.

Dynamic Therapy: Therapy which emphasizes examining
motivation, meaning, and biologic insticts as a part of a
process of understanding human behavior. The treatment
focus is on the patient talking and working through the
problem areas.

ECT: Commonly called "shock" treatment, but correctly
called Electroconvulsive Therapy; a small electric currrent
is used to induce convulsive seizures, which have a positive
effect in treating depression., The treatment was first
introduced in 1938,

Empathy: The awareness that one person has about the
meaning of feelings, emotions and behavior of another
person. Some think of it as the ability to "walk in
another's shoes".

Etiology: The process of understanding the causes of a

disease.

Existential: Refers to the way a person experiences the

world and takes responsibility for what is happening.
Exorcism: A religious practice or ritual'used in
earlier times to drive out "evil spirits" in mentally i11
people.
First-Time Admission: In the context of this study,

refers to a first admission during the time frame of the

study, i.e. December 1, 1986 through October 10, 1987. The
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patient could have been previously hospitalized in the
admitting unit earlier, or later during the time-frame of
the study.

Geographic Area: Refers to the kind of area where a
person had lived prior to admission to the hospital.
Examples are city, small town, rural area, inner city, or
suburban,

Guidelines of Care: Policy statement regarding various

forms of treatment to be made available at the psychiatric
unit of the Caro Regional Center,

Hallucination: A sensory experience that occurs in the

absence of actual external stimulus, In psychiatric
populations the most common are auditory and visual.
Incidence: The number of cases of a disease or behavior
which took place in a specific time period.
Insight: Having an understanding about the nature and

extent of an illness; in this situation mental illness.

Involuntary Commitment: Being admitted to a psychiatric

facility against the will of the patient; usually, a probate
court effects the order as the result of a petition.

JCAH: Joint Commission on Accreditation of Hospitals;
an agency that surveys and accredits hospitals as fulfilling
their particular standards.

Labile: Rapidly shifting emotions; unstable.
Legal Status: Refers to the means of admission into

the hospital, e.g. voluntary or court-ordered examination.
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Living Situation: Indicates the level of independence a

person had prior to a psychiatric admission; e.g. dependent
meant having resided in an adult foster care home; Semi-
independent indicated having lived with a family member;
independent described having relied on one's self.

LRA: Least restrictive alternative; a legal as well as
a clinical concept; used in the context of behavior
management, where in choices of treatment, the 1least
restrictive measure is chosen in order to manage out-of-
control behavior.

Mental Iliness: An illness with psychologic or
behavioral manifestations, which is characterized by
symptoms that result in impairment in functioning. In a
legal sense, it is considered a disorder of mood or thought,
where the person's judement is impaired, the individual is a
danger to others, self or property, or cannot take care of
basic needs.

Milieu: See definition Chapter III,
nt: This was a philosohy of treating
mental patients that emerged in very last part of the 18th
century and first half of 19th century. The emphasis was on
removing restraints and treating people in a humane and
kindly way.

NIMH: National Institute of Mental Health; a federal

government agency which funds research programs.

Occupational Therapy: A therapy approach which
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utilizes purposeful activities as a means of altering the
course of an illness. The program is viewed as a means to
assist the patient to regain self-control and self-esteem.

PET Scan: A form of x-ray using computer technology to
diagnose schizophrenia and bi-polar illness.

Poly-Pharmacy: Using more than one medication to treat

a mental disorder. Generally, this process is discouraged.

Precipitants: In this study, reasons given for
patients being secluded. The focus is on behavior and the
intensity of agitation and agression.

Psychosis: A thought disorder which effects a persons
ability to think, remember, communicate, and interpret
reality.

Psychotropic Medication: Medication which is used
primarily to treat mental illness. Examples are Haldol,
Mellaril, and Elavil.

QMHP: Qualified mental health professional; a person
who monitors and coordinates a treatment program.

Resident Care Aides: Commonly called direct care
staff, or attendants; persons who work directly with a group
of patients in a residential building of a psychiatric
hospital. At CRC, RCA staff also work with patients in
activities away from the residential area.

Restraint: The use of any device or mechanical method

to restrict the mobility of an individual, or the movement,

use of, or access to, any portion of an individual's body
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for the purpose of preventing or stopping disruptive,
destructive, aggressive, self-injurious, or other behaviors
considered dangerous to the individual or others (Orlando,

1982).

Retrospective: In this instance, evaluating data based

on events that have already taken place, and not manipulated
by the researcher.

Schizophrenia: A large group of disorders that usually

are psychotic, manifested by characteristic disturbances of
thought, affect, perception and behavior, and usually
lasting six months or more. It is believed that the
etiology of the disease is organic in nature.

Seclusion: Confinement of an individual alone in a
locked or lockable space for protection of the individual,
others, or property, and/or contingent on exhibition of
specific behaviors (Orlando, 1982).

Side Effects: In the context of medication usage,
effects on the body that are not normal and sometimes
dangerous. Two common effects are tardive dyskinesia and

dystonia.

Staff-0-Genic: Staff actions which result in patient

behavior which is not appropriate.

Stature: A characteristic of patients, combining the
variables height and weight. The measure is pounds per inch
of height.

Treatment Team: A group of staff who are primarily

-——— —————— ——— —
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responsible for the treatment of patients. The team
consists of the following: Psychiatrist, social worker,
psychologist, occupational therapist, nurse, and direct care
staff.

Underclass: A sociology term which refers to a group
of people who have become disenfranchised economoically, and
find it difficult to break the cycle because of systemic
forces.

Utica Crib: A restraint device created in the 19th

century, which was used to control overly aggressive

mentally i1l people.

Summary and Overview

In chapter I, the reader was introduced to seclusion as
a behavior control method, and as a problem in psychiatric
treatment. The history of this methodology was shown to be
long, controversial, and troublesome. Even with the paradox
of seclusion, it is still used extensively in public and
private hospitals. As a result of legal cases, particularly
Youngberg v. Romeo (1982), states such as Michigan have
developed codes, policy and rules regarding seclusion and
restraint.

Because of the attention paid to seclusion room usage
in recent years, researchers have examined practices related
to the behavior control method. For the most part, the

results of the research have been inconsistant. Also most

of the research has not been emperically based. The intent
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of this research was to address some of the points of
unclearity, and add new dimensions to the current
literature. Of particular interest is whether or not
structured treatment programs will facilitate a reduction in
the incidence of seclusion; and whether or not a staff
training program will impact on seclusion room wusage
patterns. Finally, it was examined as to whether or not
patient characteristics contributed in any biasing way to
the decision process regarding seclusion.

Chapter II reviewes pertinent historical, theoretical,
legal and research literature. The methodology of the study
is described in Chapter III. The results of the data
analysis are contained in the fourth chapter. Chapter V
presents a summary of the study, major findings,
conclusions, discussion, and implications for future study

and practice.



CHAPTER 11

REVIEW OF RELATED LITERATURE

n Historical Review

Psychiatric historians have taken the view that the
study of human behavior is as old as recorded history: "The
history of psychiatry is, at the same time, the history of
civilization. As man increased his knowledge of the world
around him, he also increased his knowledge of the world
within." (Kaplan and Sadock, 1981, p.1)

The views about abnormal behavior became more clear as
ancient societies moved from oral tradition to writing ideas
and points of view. There were "references to mental
disorders in the early writings of the Chinese, Egyptians,
Hebrews, and Greeks [which] show that they generally
attributed such disorders to demons that had taken
possession of the individual." (Coleman et al., 1980, p.25)

In many of ancient cultures, spirits were viewed as
either "good ones"” or "evil ones”". It depended upon what
kind of behavior was being exhibited, as to whether the
inhabiting spirit was called positive or negative. This
belief was part of a broader perspective which had as a

foundation that good and bad spirits "were widely used to

21
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explain lightning, thunder, earthquakes, storms, fires,
sickness, and many other events that otherwise were
incomprehensible". (Coleman et al., 1980, pp. 25-26)

Most, if not all, of the deviant behaviors were viewed
as stubborn ailments, and it became a significant pursuit to
discover the causes of the madness. In the context of evil
spirits inhabiting the person, Gross (1978) reported the
following: "The Assipu priest-physicians of ancient
Mesopotamia preached that mental illness was generated by
devils within the body. They could only be exorcised by
religious magic, including incantations which bear
remarkable resemblance to modern psychotherapy. (p. 100)

In another part of the region, "The Hebrews spoke of
the one God, Yahweh, as a cause of mental illness.”"” (Gross,
1978, p. 100) Yahweh was viewed as the creator and arbiter
of health and disease, with mental illness as one
manifestation of His wrath. Gross (1978) summarized from I
Samuel 27-31 in the 01d Testament, a threat that Yahweh
seemingly enforced against King Saul, which resulted in Saul
going into a deep depression, and then suicide. This was
thought to be a fulfillment of a statement attributed to
Moses in Deuteronomy 28:28: "The Lord will smite you with
madness . . . and confusion of mind". (p.100) The
interpretation of this particular incident was seen in the
following way: "Apparently this was thought to involve

primarily the withdrawal of God's protection, and the
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abandonment of the individual to the forces of evil'.
(Coleman et al,, 1980, p. 25) So central to Hebrew theology
was the belief about the religious basis of mental problems
that treatment for these problems was reserved strictly for
the priests. This frame of reference was maintained even
when lay physicians began to deal with various illness.
(Gross, 1978, p. 100)

Early Greek culture believed supernatural powers were
the primary reason for mental disorders. Basically, the
belief was that possessed people were being punished for
offending the gods, one being the goddess "Mania". (Kaplin
et al., 1981, p. 1) The deviant behavior for which "Mania"
was blamed could be close to what is currently called bi-
polar illness, manic phase.

Early Greek culture provided no specific treatment or
care facilities for the mentally il1l. But, as wisdom and
knowledge grew, Gross (1978) noted that "Aesculapian healing
temples were constructed on beautiful sites, adorned with
gardens and offering luxurious baths". (p. 100) Gross
further stated that in settings such as these, instructions
were given concerning diet, cleanliness, and dreaming.

Most likely, the healing temples were a form of the
seclusion process. McCoy and Garritson (1983) observed the
rooms were designed so patients could sleep and dream away
their illness. (p. 9) In a similar vein, Wells (1972)

discovered an observation written by a Roman, Soranus, in
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the second century A.D.:
Have the patient lie in a moderately light and warm
room. The room should be perfectly quiet, unadorned by
paintings. . . . Do not permit many people, especially
strangers, to enter the room. And instruct them to
correct the patient's aberrations while giving them a
sympathetic hearing. (pp. 410-413)
However, it would be a mistake to presume that all the
treatment was as humane as in the Aesculapian temples.
Coleman et al., (1980) said that often those who were too
i1l to be helped were turned away; or those who were
recalcitrant were starved, flogged or chained. So basically
the early Greek period was one of transition. Exorcism and
harsh means were used in the context of accepted beliefs in
demonology, but the Greek time period was a beginning of
more enlightened treatment of mental disturbances. (p. 26)
As a part of this period of transition, and the
evolution of ideas concerning mental illness, several Greek,
Roman, and Arabic scholars expressed the belief that mental
disorders were a part of natural functioning and phenomena.
Plato and Hippocrates effectively put forth this position in
the fourth century, B.C. (Sarason, 1976, p. 9) The problem
was that as enlightened as these persons were,
"superstitious practices continued to determine the popular
attitude toward the mentally i1l who were neglected, banned,

or persecuted". (Kaplan and Sadock, 1981, p. 21)
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Instead of the progressive approaches of Hippocrates,
and others, many preferred less desirable means of
"treatment" such as bleeding, purging, and mechanical
restraints. Most likely the dark ages in the history of
abnormal psychology began around 200 A.D., at the time of
the death of Galan, a Roman devoted to the tradition of
Hippocrates. At this time popular superstition prevailed,
and most of the medical people of Rome returned to believing
in some form of demonology. (Coleman et al., 1980, p. 29)

The Dark Ages in European history were brought about by
the fall of the Roman Empire toward the end of the fifth
century. The growth of superstition continued, and as noted
above, impacted on the treatment of individuals inflicted
with various forms of mental illness. As theology,
superstition and demonology became intertwined, "human
beings. . .became the battle grounds of demons and spirits
who waged eternal war for the possession of their souls",
(Coleman et al.,, 1981, p. 30)

During the Dark Ages Christianity became predominant,
but treatment accorded the mentally i1l was not reflective
of the Christian gospel of "Agape" or love. Benign
attitudes were suppressed, with belief in mysticism and
witchcraft becoming wide-spread. Religion became
contaminated with magic and alchemy, and "the authoritarian
church arbitrarily labeled specific behaviors unwanted or

undesirable and claimed it could exorcise the demons that
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possessed people". (Sarason, 1976, p. 9)

In contrast, during medieval times, it was primarily
in Arabic countries where the more scientific aspects of
Greek thought on mental illness survived. In 792 A.D. a
mental hospital was established in Baghdad, and others were
established in Aleppo and Damascus. In the context of the
treatment received by the mentally il1l, there was a
significant discrepancy between the apparent humane
treatment given in these areas and the more primitive and
cruel treatment given 1in Christian countries. (Coleman et
al., 1980, p. 29)

In addition to the Arabians, there were others in this
time frame who attempted to present an enlightened and
scientific view., But more often than not they were labeled
heretics or trouble makers. As these individuals attempted
to suggest the thought that strange behavior might result
from a psychological or physical malady, it was summarily
rejected. As McMahon (1976) stated:

Medicine during the Middle Ages and the early
Renaissance was hopelessly inadequate when coping with
bizarre behavior. Most diagnoses of mental disturbance

"physician" alike seemed to amount to

by layman and
labeling the patient either a "madman" or a "fool". (p.
22)

Even though by contemporary standards, the attitudes

and treatment for the mentally i1l were primitive, generally



27

people were treated in a benign way. In some cultures,
those who were seen as deviant were viewed as being special
and possessing unique religious powers, But over-all,
persons were allowed to roam free and were left to their own
devices, unless they became a problem. Then the various
treatments of the time were put in place. Coleman et al.
(1980) made this observation:

During the early part of the medieval period, the

mentally disturbed were for the most part treated with

considerable kindliness. Much store was set by prayer,
holy water, sanctified ointments, the breath or spittle
of the priests, the touching of relics, visits to holy

places, and mild forms of exorcism. (p. 29)

But as theological beliefs and ideas concerning mental
illness became more developed and confounded, so too
treatment became more harsh, There seems to be a
correlation between the rise of the institutional church
and the rather ingenious ways that were devised to deal with
those people who were viewed as different. If persons were
seen as devient or dissident, they were dealt with in harsh
and cruel ways, and justified by church leaders as a means
to maintain the peace and the purity of the church,

It was in this context that the embryonic development
of seclusion and restraint methodology began to emerge. The
following was the belief which justified the harsh treatment

of those considered mentally il1l:
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It was generally believed that cruelty to people
afflicted with "madness" was punishment of the devil
residing within them, and when "scourging" proved
ineffective, the authorities felt justified in driving
out the demons by more unpleasant methods. Flogging,
starving, chains, immersion in hot water, and other
torturous methods were devised in order to make the
body such an unpleasant place of residence that no
self-respecting devil would remain in it. (Coleman et

al., 1980, p. 33)

Thus, as the middle ages wore on, exorcism of persons
supposedly possessed by unknown and harmful intruders became
a regular occurence., It was in this context that beliefs
regarding witchcraft began to appear. As this train of
thought began to grow in the early 15th century, the new
system of printing, which facilitated communication, spread
the belief. Pope Innocent VIII, through a papal bull, in
1484 encouraged persecuting those accused. (Kaplin and
Sadock, 1981, p. 3) There were some who were detractors,
but they were basically a minority. By the close of the 15th
century, persons mentally ill were considered heretics and
witches. (Coleman et al., 1980, p. 34)

In addition to the harsh treatment given, including the
placment of mentally i1l persons in prisons or in the
cellars of monasteries, by the 15th century some unique

means were employed to exclude the "mad". Miller (1976)
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wrote about "ships of fools" and described the process this
way where mentally i1l people were placed on:

ships with instructions to the captain to discharge

them at the next port. . . . The typical response. .

.was to return these troublesome people to their native

city, and thus for a period the mad wandered back and

forth across Europe." (p. 4)

In the 16th century, monasteries and prisons slowly
relinquished caring for persons with mental disorders. As
this happened, special institutions for mentally i1l persons
began to be established in significant numbers. Miller
(1976) reported about an historian who had written abouton
the mentally i11 in the Renaissance and called the time,
"The Great Period of Confinement". The newer approach
involved not only the mentally ill, but many other kinds of
"troublesome" persons. At first the purpose was containment
and maintaining social order; but restraint and seclusion
became more predominant. (p. 45)

Coleman et al.,, (1980) wrote about the beginning of the
confinement period, and the establishment of one of the
first hospitals, or asylums, created. It was the monastery
of St. Mary of Bethlehem in London, which was created in
1547 wunder an edict of Henry VIII. Its name, as time
passed, became shortened to "Bedlam", and the institution
became known for deplorable practices and cruel treatment of

mental patients. (p. 29) McMahon (1976) indicated that in
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places such as Bedlam, mentally i1l persons were caged like
wild animals., If an individual was thought to be dangerous,
chaining him/her to the wall was the primary means of
control. (p. 23)

Many during the period were not comfortable with what
was happening; therefore rationalizations emerged which went
beyond the theological and medical justifications. McMahon
wrote about this time, including material from Foucault:

One of the reasons given for treating patients in this

fashion was that they were considered specially endowed

by nature with special "abilities" such as those found
in animals in which the "lunatic was protected from
whatever might be fragile, precious, or sickly in man".

For example, it was thought they could inherently

survive the cold, and thus had no need to be covered or

warm. Furthermore, this animality of the patient could

only be mastered by severe dicipline or torture. (p.

24)

Coleman et al. (1980) presented an outline of the
growth of asylums for the mentally il1l, which were
established in various countries during the next three
centuries: Mexico (1566), France (1641), Moscow (1764),
Vienna (1784), Philadelphia (1756), and Williamsburg (1773).
It was noted that the hospital in Williamsburg was the first
facility constructed in the United States which had as its

exclusive purpose treatment of persons with mental
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disorders. The authors also stated the basic problem with
these early asylums was they were essentially modifications
of prisons. Persons confined in them were treated more like
animals and criminals than sick persons. (p. 39)

The treatment given was justified by the animal like
rationalization indicated above. Yet, in this period, "the
arrangements that presented the insane as wild and dangerous
beasts was an appeal to the public to accept the moral
yardstick of the absolute state of its own measure of
reason". (Doerner, 1981, p. 17) Doerner then described how
most mentally i1l persons were treated:

Special forms emerged, whereby the unreason of the

insane was related to social rationality. . . . The

insane occupied a special position -- and particularly
the most dangerous among them namely the frenzied, the

angry, the threatening, i.e. the maniacs. These were .

. . exhibited as caged "monsters" to a paying populace.

« « « These exhibitons in Paris, London and various

German cities vied for audiences with animal acts. ..

They were displays of a wild and untamable nature, of

"bestiality", of absolute and destructive freedom, of

social danger which could be demonstrated far more

dramatically behind the bars of reason. (p. 16)

The point of view the "exhibitions" showed was that
mentally i1l people reflected humanity in a fallen state.

It was vividly shown to the people, and was to be a deterent
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to the populace so they might more readily be motivated to
avoid Satan and thus be in a state of grace.

Snelling (1943), focusing on seclusion and restraint,
gave an overview of how the chronically mentally ill were
treated in a hospital in Paris,

The patients were ordinarily shackled to the walls of

their dark, unlighted cells by iron collars which held

them flat against the wall and permitted little
movement, Ofttimes there were also iron hoops around
the waists of the patients and both hands and feet were
chained. Although these chains usually permitted
enough movement that the patients could feed themselves
out of bowls, they often kept them from being able to
lie down at night. ... The cells were furnished only
with straw and were never swept or cleaned; the
patient was permitted to remain in the midst of all the

accumulated ordure. (pp. 54-55)

Coleman et al. (1980) observed that conditions for
mentally i1l people in the United States were not much
better. They gave the following description of treatment in
colonial times:

The mentally i1l were hanged . .. tortured and other-

wise persecuted as agents of Satan. Regarded as sub-

human beings, they were chained in specially devised
kennels and cages like wild beasts, and thrown into

prisons. . . like criminals. . . . They were left to
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wander about stark naked, driven from place to place

like mad dogs. (pp. 40-41) subjected to whippings as 7?7

vagrants and rogues. (pp. 40-40)

Coleman et al. further noted:

Even as late as 1830, new patients had their heads

shaved, were dressed in straitjackets . . . and placed

in a dark cell, If these measures did not quiet unruly

or excited patients, more severe measures such as. . .

cold baths were used. (p. 41)

Even with the controling and punishing methods
described in the preceeding paragraphs, the late eighteenth
and early nineteenth centuries was a period of transition in
the care of the mentally disturbed. It was realized that
not all mental patients had to be confined, secluded or
restrained. The person who who most symbolized this period
of change was Phillipe Pinel, a French physician who was
appointed to be the director of the La Bicatre Hospital in
France. The movement was known as "moral treatment", and
had a significant influence on how mentally ill people were
cared for in Europe and in the United States. (Almond, 1974
(p. xxxiv)

Pinel believed mental patients should not be chained or
confined in dungeons, but instead be treated with
consideration and kindness. He argued for reform during the
French Revolution, and as a part of an experiment the chains

were removed, after many had been shackled for over 30
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years, Living areas were made more habitable, and patients
were allowed to walk around the hospital grounds and
generally have freedom of movement. The response was often
miraculous, with many patients who had been confined for
years going home with symptoms in remission. (Coleman et
al., 1980, p. 42)

During this period there were others who contributed to
reform. In Italy Vincenzo Chiarugi (1759-1820) prohibited
cruel methods of restraint or physical force, with the
exception of occassional use of a straitjacket. William
Tuke (1732- 1822) in England began a hospital for mentally
i1l Quakers, and developed a treatment philosophy based on
principles related to moral treatment. The only means of
restraint were strait-waistcoats, and confinement rooms for
temporary occupancy. (Kaplin and Sadock, 1981, pp. 4-5)

In the United States, the transition from the
superstitious to more humane treatment was facilitated by
the moral therapy movement that was going on in Europe.
Benjamin Rush (1754-1813) and Dorothea Dix (1802-1887), wew
particularly influencial with both reformers being effected
by the work of Pinel and Tuke. Tuke had an impact in
Pennsylvania because Quakers from England settled in the
state, and imported with them Tuke's treatment philosophy of
dealing with the mentally i11. (McMahon, 1976, p. 24)

McMahon saw Benjamin Rush as an advocate for reform and

one who encouraged more humane treatment of those who
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experienced mental problems. He placed great emphasis on
organic reasons as being a significant contributing cause of
mental disturbance. (p. 24) Jimenez (1987) writes about
Rush in the following terms: He "made the first and most
elaborate attempt to link somatic and ethical dimensions of
insanity in this country". (p. 72) He believed the brain
was essential to understanding the process and cause of
mental illness. Thus, he was "distinguished by being one of
the first American authors to describe madness as a
disease". (p. 73)

But Jimenez observed that related to the organic
perspective was the moral dimension. Rush agreed with
Pinel's category of moral insanity, a concept which Rush
introduced to the United States in 1786, Thus, as Rush
speculated about mental illness, and saw it partly as a
moral and spiritual phenomenon, he thought:

Madness could affect both the will and the reason,

since the will was thought to be the seat of moral

faculty. The notion that the will was affected by
madness was central to the belief that failure of

willpower could lead to the condition. (p. 73)

The belief Rush had about the will being the seat of
the moral faculty contributed to a paradox in his point of
view. He believed in "moral insanity", and that the will
also had a great deal to do with controlling behavior. Rush

further thought that passions were a part of what made
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madness what it was; therefore, control had to be imposed
when there seemingly was no control. For instance, he
invented the "tranquilizing chair" as a means to bring
mentally disordered persons back to sound reasoning. This
was a torturous device in which the patient was immobilized
by use of straps. The feet were tied to the bottom of the
chair; the hands to the arm rests; and the torso to the back
of the chair. About the head was placed a block-like
apparatus, which apparently squeezed in on the temple areas.
(Coleman et al., 1980. pp. 44-45)

The punishing nature of some of Rush's treatment had a
direct relationship with his belief about the reason for
mental illness. From Rush's standpoint "madness" was often
brought about by Tack of control and excesses of the mind or
body. Based on this frame of reference, aside from the
restraining chairs, he used other means that were typical of
the period such as purging, blistering, dunking in water,
blood-letting, and use of straitjackets. Solitary
confinement was also used. A1l were thought to be useful,
especially for the unruly and those inflicted with the
wildness of mania. (Jimenez, 1987, pp. 108-109)

But Benjamin Rush was a symbol of the transition
period, and he established the first hospital that had as
its purpose treating persons with psychiatric problems.
Based on Tuck's philosophy, in 1817, the Friends' Asylum was

created in Philadelphia, and this was the first American
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Hospital that had moral treatment as its basic treatment
philosopy. Almont (1974) reported that over the next 30
years 18 hospitals were built for this kind of treatment.
At first, they were privately backed, and then joint state-
private institutions were created. The first of these was
in Worcester, Massachusetts. (p. xxxv)

In 1833, the Worcester State Lunatic Hospital opened
and was created for the "furiously mad". It had the premise
that the hospital would have a system of humane treatment
that would not include whips, confinement, starvation, or
suffocation in water., But half of the 164 admitted were
viewed as hopeless and out of control, and they were
confined. Thus, from the beginning, the original purpose of
"moral" treatment was violated. In addition, the
confinement at Worcester served the purpose of removing the
people a great distance from the "sane population" of the
state. (Jimenez, 1978, pp. 114-115)

In the middle 1800's, the 19th century optimism about
moral therapy provided a rich background for Dorothea Dix to
begin her work. Coleman et al. (1980) stated that between
1841 and 1881 she carried on an intense campaign:

that aroused the people and the legislatures to an

awareness of the inhuman treatment accorded the

mentally il1l. Through her efforts many millions of
dollars were raised to build suitable hospitals and

some twenty states responded directly to her appeals.
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(p. 45)

Overall, she is credited with the establishment of thirty-
two hospitals, two of which were in Canada. In addition,
she directed the reform of the asylum system in Scotland and
several others countries. (Coleman et al., 1980, p. 50)

In spite of the impact of Rush and Dorothea Dix,
attitudes toward the mentally i1l were still based on
superstition, fear, and repugnance. But with Dix's work
there was a significant beginning to a public system to
treat mental patients. "at the same time the original small
asylums had been transformed into large custodial
institutions to house chronically i1l patients. Once again,
the therapeutic function provided by the milieux was
reverting to confinement." (Gunderson, Will, and Mosher,
1983, p. 2)

According to Jimenez (1987) the direction toward
confinement had begun in Massachusetts with a 1796 law which
authorized the detention of those called "furiously mad".
With this legal justification, the trend toward confining
the harmless insane became accepted policy. This movement
carried into the nineteenth century, and into the twentieth
as well, This meant that the custodial mental hospital
became the primary solution for treating mental illness all
over the country. By 1875 there were more than sixty state-
supported mental institutions in the United States. (pp.
137-138) Coleman et al. (1980) noted that the rural
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institutions Dix advocated as places for moral treatment
became in the last half of the nineteenth century:

the big house on the hill" with its high turrets and

fortresslike appearance (and) became a familiar lan-

dmark in America. . . . To the general public . . .

the asylum was an eerie place, and its occupants a

strange and frightening lot. (p. 46)

The hospitals were supposed to be centers of holistic
treatment, and places where persons could experience
meaningful care. Instead they became large facilities,
housing thousands of emotionally disturbed persons. The
reformers who advocated moral treatment inadvertently
created chaos. With the large influx of patients from all
directions, the staff and the facilities became overtaxed to
the breaking point. Because of the large numbers, control
rather than treatment became the central issue. (McMahon,
1976, p. 26)

Almond (1974) presented a picture of the period by
citing Henry Burdett, an English physician who in 1891
described care in American mental hospitals through a four-
volume study called Hospitals and Asylums of the World.
Burdett said "it would appear lunatics in America were still
regarded as a class to be confined first, and perhaps cured
afterwards". American institutions were depicted as being
overcrowded, deteriorating, extensively using physical

restraint and manipulation, and very seldom having a
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therapeutic orientation. (p. xxxix)

Because of the increasing numbers of people, many being
unmanageable, various devices were created for purposes of
control. For example, as late as 1882, many institutions
used the "Utica crib". It had the shape of a single bed,
with slats eighteen inches in height on the sides. The top
and bottom were also covered with slats. The person would
be forced into the crib, and kept there many hours, until
he/she calmed down.

Clifford Beers, in 1908, published A Mind That Found
Jtself. In this autobiographical account he described his
own mental illness and treatment in three institutions.
Chains and other torture devices were not used, but the
straitjacket was. He told of the painful immobilization of
the arms, and how this affected him and other overwrought
mental patients by increasing inner excitement. (Coleman et
al., 1980, pp. 45-46)

In addition to devices such as the crib and strait
jacket, the seclusion room became a reality in the many
hospitals built in the late nineteenth and early twentieth
century period. Inspection of buildings built during this
time shows numerous rooms being set aside for seclusions
purposes. This was true in the large public hospitals and
in the smaller private facilities as well. As the hospitals
became more overcrowded, and control issues became more

predominant, staff persons, for the most part, were
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untrained or unaware of issues related to moral treatment.
When difficult management issues arose, and because of staff
attitudes toward the mentally il1l1, the seclusion room became
the primary answer to solving the problems of out-of-control
patients.

Another significant change began to take place as
treatment philosophies changed in the decades around the
turn of the twentieth century. As written above, one of the
contributions of Rush was his thought that the causes of
mental illness could be found in the organic realm. As this
focus began to take hold, physical means of treatment became
more predominant.

A11 through history, there have been attempts to alter
the behavior of the mentally disordered by means of physical
manipulations, Earlier, mention was made of treatment
directed at the body through the process of a trephined
skull, Barbiturates have been used for centuries as a means
of calming hyperactive persons., McMahon (1976) noted that
various forms of "shock treatment" also have been used since
the eighteenth century. Examples of some rather primitive
and gruesome procedures included dropping persons into snake
pits or a vat of cold water, and injecting the person with
various diseases such as small pox. The idea behind all of
this was to stimulate the organism to the point where the
individual would be shocked into reality and sensibility.

(p. 251)
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This kind of treatment was often used as a form of
punishment and control as well as being used in attempt to
heal and cure. Coleman et al. (1980) observed:

The fundamental purpose seems to have been not so much

to frighten the person out of his or her madness, but

rather either to punish the demon in residence in the
patient's body or to alter the patient's physical or
biological state which was presumed to be the under-
lying cause of disorder. The latter rationale still
forms the basis of biological treatments of the present
day, though methods have become more sophisticated and

more guided by scientific advances. (p. 617)

In the early 1900's, the intrapsychic or dynamic approach
came into being, especially with the Freudian influence. In
some respects, this persepctive has its heritage in the
moral treatment movement, and made use of some of its
methodology, especially "talk" therapy. But in the United
States, as the Twentieth Century progressed, Kaplan and
Sadock (1981) observed the period could be "characterized by
a rather strong dichotomy between the biological orientation
and the dynamic orientation". (p. 10)

The biological, or physical, methods did become an
important part of treatment methods in the 1930's and the
1940's, especially shock treatments and psychosurgery.

Coleman et al. (1980) wrote that shock treatments, or
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convulsive therapies, in contemporary times, came into usage
when insulin shock therapy was introduced in 1932. This
method of treatment was seen as dangerous, unreliable and
disappointing. In its place came electro-convulsive therapy
(ECT), which was introduced in 1938, At first, this means
of treatment was used for a variety of psychiatric
conditions including schizophrenia, hysteria, obsessive-
compulsives, personality disorders, various other forms of
neurosis, and depression. Without understanding why, it was
discovered that ECT had positive effect on depression, and
is currently used in most private hospitals as a form of
treatment for endogenous type depression.

Coleman et al., also wrote about a surgical procedure
which was introduced in the 1930's, "prefrontal lobotomy",
"In the two decades between 1935 and 1955 (when the new
anti-psychotic drugs became widely available) tens of
thousands of mental patients throughout the country and
abroad were subjected to prefrontal lobotomy and related
neurosurgical procedures." (p. 620) This form of treatment
was an attempt to help people who were suffering chronic
psychoses. But a tragic feature was that psycho-surgery
became a means of controling unruly and out-of-control
patients. The problem with the surgical procedures, in
addition to the misuses, was significant side effects,
including death,

The point in bringing in the development of these
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various treatment modalities in the context of a study on
seclusion is that these approaches were used as ways to
control patients who would be out of control or who would

not conform. Ken Kesey (1962) in One Flew Over the Cuckoo's

=

est particularly brought out this perspective in a
fictionalized account of his own experience in psychiatric
treatment. His primary character was a rebelious person,
who would not be controlled within the context of the milieu
of the hospital. As a result, he first was secluded and
restrained. When he continued to rebel, ECT was
administered. Finally, when he disrupted the facility
routine one time too many, a prefrontal Tlobotomy was
performed.

Kesey's position has been criticized as not reflecting
the reality of much of psychiatric treatment, but these
procedures were used as a means of control and restraint in
recent past history. An example will illustrate how these
treatments were used to control patients who would not, or
could not control themselves or fit the expectations of the
treatment facility. In the middle 1950's, at a private 100
bed middle-west psychiatric hospital, ECT was used as a
means of treatment as well as control. This facility also
made extensive use of seclusion and restraint, especially
with straitjackets. ECT was used for a variety of
diagnostic categories as well as when patients became unruly

and unmanageable.
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The procedure was to first seclude an agitated
individual in one of the fifteen seclusion rooms located in
the basement of the acute-care building. In addition,
various barbiturates were used in conjunction with the
seclusion room, If the person did not calm down, then
he/she would often receive ECT. The patients all reported
fearfulness about receiving ECT, and often the promise of
the procedure acted as a deterrent to out-of-control
behavior. A common comment by some direct care staff was,
"If you don't shape up, you'll be zapped". In July 1954,
the psychotropic medication, Thorazine, was introduced to
the facility for experimental use. Almost immediately,
seclusion room usage was cut in half, and as this facility
moved into the emerging era of pharmacology, so did a new
form of restraint, i.e. chemical restraint and control.

In the same hospital, another way to control patients
was the use of enemas at least twice a week. This practice
at the facility was never explained medically. Because
constipation was not a significant problem of the patients,
the practice was reflective of the early purgings that were
used hundreds of years ago.

As mentioned earlier, the 1950's brought in a new era
when medication compounds were discovered which could
significantly impact on treatment outcomes. Coleman et al.
(1980) reflected on how drugs were used prior to the

introduction of psychotropic medications in the 1950's:
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Early efforts in this direction were limited largely to

a search of chemical compounds that would have

soothing, calming, or sleep-inducing effects. Such

drugs . . . would make it easier to manage distraught,
excited, and sometimes violent patients. Little
thought was given to the possibility that the status
and course of the disorder itself might actually be
brought under control by appropriate medication; the
focus was on rendering the patient's overt behavior
more manageable and thereby making restraint devices

such as straitjackets unnecessary. (p. 621)

As psychoactive medication became a more central part
of treatment, especially in custodial facilities, seclusion
and restraint practices did go through a process of change,
i.e., treatment facilities used seclusion rooms with less
frequency.

As the 1960's progressed into the 1970's, with the new
therapeutic developments, psychiatric patient population
figures began to become smaller., Jimenez (1987) observed
that until the middle of the Twentieth Century:

The custodial mental hospital was the dominant solution

all over the country. . . . By 1875 there were over

sixty public mental hospitals in the United States. In

1976, thirteen years after the federal government

inaugurated a policy of deinstitutionalization and a

reduction in the number of state mental hospitals
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through the Community Mental Health Centers Act, there

were three hundred public mental health hospitals in

the country. (p. 138)
For a period well into the 1980's the reduction in patient
population continued. But in recent years, the patient
numbers in public hospitals has begun to creep up to 1963
levels. As admisions increased, and as there have been
significant cut-backs in the availability of financial
resources for mental health care, problems related to
seclusion and restraint usage again became significant.

The historical survey is summarized in Table 1. It
shows that seclusion and restraint has been consistantly

used from the earliest times to the present.



Table 1:

48

An Historical Overview of the Treatment of the
Mentally I11

TIME PERIOD

SOURCE OF TILLNESS

TREATMENT METHOD

To 500 BC

500 BC to
100 BC

100 BC to
400 AD

Dark ages
to
1500's

1600's

1700's

1800's

1900 to
present

Demons, spirits
whether "good" or
“bad"

Greek popular:
Super-natural
powers; Greek
scholarly:
natural powers

Enlightened view:
physical reasons;
popular view:

devils and demons

Spirits
demons,

inhabiting,
evil spirits

and devils

Demons, animalism
"special abilities"

Primitive physical
etiology

Spiritual and
physical

At first Psych-
ological causes,
and later bio-
logical and stress
induced.

Exorcism, religious
incantations

Some religious through
healing temples. For
others, flogging and
chaining.

For enlightened, retreats
and quiet; Popular view -
purging, bleeding, and
mechanical restraints.
Benign - people roaming
free.

Exorcism, burning at
stake torture, chaining,
imprisonment, isolation

Confinement in prison,
small homes, work houses,
and wandering; also
seclusion and restraint.

Cages, chains,
bloodletting,
hospitals.

purges,
jail, first

Moral treatment, some inc-
luding physical modalities;
large facilities in U.S.:
seclusion and restraint
towards end of century.

Large hospitals, talk
therapy, pharmacology,
ECT and various forms of
restraint and seclusion
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Recent Historical Perspectives

As the historical review showed, various forms of
seclusions and restraint have been used to deal with
mentally disturbed persons. Contemporarily, patients have
continued to be placed in seclusions rooms; restraints are
still used, including straitjackets; and lately, chemical
restraint by means of medicinal compounds has become more
common. As behavior control interventions, seclusion and
restraint have a long history. But many over the years have
raised questions about the validity of seclusion and
restraint, either from a treatment philosophy point of view,
a legal perspective, or a recipient rights frame of
reference. Soloff (1987) made this observation:

In an era of psychodynamic sophistication and

pharmacologic advances, discussing physical control of

the mentally i1l may seem distinctly anachronistic. To
some, the discussion may suggest regression to the
methods of a less enlightened era. Memories may be
evoked of the nonrestraint movement of the last
century, which challenged the legitimacy of physical

controls as a form of treatment for the mentally ill,

(p. 119)

There have been some attempts to establish treatment
programs where there will be no use of physical restraints.
Gove and Lubach (1969) report on one program known as the

"Northwest Washington Hospital -- Community Pilot program'".
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The program came into being in the 1960's, when non-
traditional approaches were encouraged and funded by the
federal government through the National Institute of Mental
Health,

Greenblatt, York, and Brown (1955) wrote about some
significant attempts to eliminate the use of seclusion and
restraint practices at the Boston Psychopathic Hospital
during the 1940's and early 1950's, The primary goal was to
use the social environment of the hospital for therapeutic
purposes. Greenblatt et al. believed that various forms of
restraint and isolation of patients were an "evil" which at
first may have served some purpose, but had since outlived
its usefulness. It was stated:

The "evils" we have discussed consist, therefore,

essentially in overroutinization, emphasis upon

procedure rather than the person, lack of knowledge
concerning patients' feelings among the staff, and lack
of adequate motivation for serving the basic
psychological, as contrasted with physiological, needs

of patients. (pp. 83-84)

In spite of the philosophical questions, seclusion and
restraint remain as treatment and control methods. A vast
ma jority of psychiatric hospitals continue to have areas
which are called a variety of names -- quiet room, isolation
room, seclusion room, segregation room, or multipurpose

room. A1l have the stated purpose of protecting the
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patient, peer patients, and/or staff from violent or out-of-
control behavior, which would lead to injury or to the
destruction of property.

Because practices concerning seclusion and restraint
remain a troublesome concern to the mental health community,
the topic has generated increased discussion in recent
years. This is best illustrated by the interest the
American Psychiatric Association has taken on the issues of
physical controls in treatment. A task force was appointed
in 1981, and the results of the work of that group were

published in a report Task Force Report 22: Seclusion and

P
|

straint (1985); and in book form (1984) under the title
of The Psychiatric Uses of Seclusion and Restraint. It is
because of the uses and potential abuses of seclusion and
restraint that the issue of physical control has continued
to plague the mental health field.

The APA Task Force Report (1985) placed the subject in
this perspective:
Today the scope of this problem, its social and profes-
sional implications are poorly understood outside of
psychiatric circles and underestimated by many within
the mental health field. . . . We live in violent
times. . . which extends to the working reality of the
psychiatric treatment setting. . . . Social forces
outside the profession direct our efforts toward the

care of violent patients in ever growing numbers. (p. 3)
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In its report, the Task Force mentioned social policy
decisions which have impacted on mental health practices.
Coleman et al, (1980) told of one significant policy
development which took place in 1963, when funding from the
federal government was made available through the Community
Mental Health Centers Act. This program came about as the
result of a message sent to Congress by President John F.
Kennedy and his request that there be "a bold new approach"
to mental disorders. Since the enactment of the
legislation, over 700 community-based centers have been
formed. The basic goal of the program was to deinstitu-
tionalize persons from large custodial psychiatric
hospitals, and return as many as possible to the community.

On the positive side, there was a significant reduction
in patient populations of the large state custodial
hospitals. Many of the people were able to succeed 1in
staying out of hospitals because of the out-patient programs
of the community mental health agencies, and the newly
discovered medications which helped persons keep psychiatric
symptoms under control. On the negative side, Tardiff
(1985) spoke about deinstitutionalization creating a flood
of chronically disturbed patients who were:

often poorly prepared for independent existence,

inadequately supported by community resources,

increasing the visibility and frequency of . . .

violent behaviors in the community. . . . These
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patients turn in increasing numbers to emergency rooms

of the community mental health centers or general

hospitals, and a variety of acute psychiatric inpatient

settings for . . . treatment. (p. 3)

Legislative funding priorities in recent years have
affected the ability of community agencies to respond in
significant and meaningful ways. In the 1960's, when the
community mental health legislation was enacted, there was a
committment to funding the programs, even in the times when
defense spending was increasing because of the Vietnam war.
President Johnson maintained during this time a "guns and
butter" policy, as far as budget priorities were concerned.
Thus, many social programs received their fair share. But
as economic and political times changed, so did the fiscal
priorities. Mental health programs became more and more the
responsibility of states and counties, meaning that many
programs were not renewed. Slowly, pressures began to build
whereby hospital in-patient levels started moving upwards,
with many of those returning for hospitalization being more

prone to out-of-control or violent behavior.

Social Forces and Seclusion

Even though social policy has impacted on the seclusion
and restraint question, other social forces also have played
a central part in confounding the problem. The increase of
poverty and economic disenfranchisement has been a part of

this. Auletta (1982) wrote of a society that has been
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developing a significant underclass who have struggled to
survive, and thus live with a great deal of distress.

One result of the negative stress can be extreme anger,
and also atypical psychotic breaks. Since these persons
have not been able to afford private hospitalization, they
end up at emergency centers, community-based psychiatric
treatment facilities, or many, eventually, at state-
supported acute care units. Most are involuntary, and will
not take medication at admission or prior to a court
decision. Thus, when violence happens, seclusion and
restraint 1is one behavior control option significantly
employed. Ryan (1971) states the problem is that most of
these people are blamed for their illness, when the reality
is that they are psychologically breaking down under the
pressure of being poor.

In terms of the wunderclass and poor being
psychiatrically hospitalized, the "blaming the victim"
syndrome created an additional dilemma. Most staff who
attended to the mentally i1l in treatment facilities came
from a middle class background, or at least had that
cultural influence as a part of their makeup. In many
psychiatric facilities that provided services for poor
people, many of the staff had a great deal of difficulty
being empathic to the stresses of the underclass and disen-
franchized. Because of the lack of understanding,

communication problems often resulted. This showed most
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often when aggression on the part of a patient became a
problem, and the lack of communication often ended up with
patients being secluded rather than less restrictive means
used to solve the problem.

Another social issue which has impinged on psychiatric
units is alcohol and substance abuse. An emerging
diagnostic puzzle has been that of the dual diagnosis, and
attempting to ascertain whether a psychiatric problem is
purely a case of mental illness; or whether the psychotic-
like behavior is being caused by drugs or alcohol. Soloff
(1987) considers the problem to have epidemic proportions.
In the 1960's and the 1970's the drugs of choice were LSD,
amphetamines, PCP, along with marijuana and heroin. These
drugs have often resulted in organic damage to the brain,
causing a greater number of violence-prone individuals. The
consequence has been that many persons experienced
psychosis, aggression to others, suicide, or self-
mutilation. In later years, "crack cocaine" has taken over
in the urban centers and in many rural areas; the full
implications of this epidemic have not become known. But
psychiatric units have increasingly admitted persons with
new disorders of chemically associated violence. Alcohol
abuse has had a similar outcome. The end result has been
the creation of new behavior management problems in

psychiatric facilities, both public and private.
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Legal Issues Related to Seclusions

Another dimension of social policy that became more
prominant has been legal challenges., Treatment idissues,
especially psychiatric ones, have come to the forefront in
the courtroom during the last twenty years. Most likely,
this trend comes in the context of a greater awareness of
and commitment to civil libertarian issues. As a part of
this awareness, our society has become more litigation
oriented; and seclusion and restraint issues have not
escaped the emerging process.

Garritson (1983) gave information about 1legal
applications that have focused on a treatment premise called
the "least restrictive alternative”. This premise was first
applied in the landmark case of Lake v. Cameron (1967). The
case focused on involuntary commitment to a psychiatric
hospital, and whether a patient had the right to be
considered for a treatment setting that was less
restrictive. The plaintiff won her case, and other cases
followed which extended into the treatment received in
hospitals. One case, Rennie v. Klein (1979) resulted in a
court ruling "that antidepressant and antimanic medications
were less restrictive than antipsychotic medications". (p.
16) Two of the most significant cases have been Youngberg

v. Romeo (1982) and Rogers v. Okin (1979).

Tardiff (1985) considered Youngberg as the primary case

which has focused on seclusion and restraint. Romeo, a
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profoundly retarded person, was an involuntary patient at
Pennhurst State School and Hospital in Pennsylvania, and
while hospitalized was injured on many occasions. The
injuries sustained were sometimes due to his own violence,
and on other occasions due to the reactions of other
residents. In the context of the violence, Romeo was often
physically restrained. Pennhurst and its officials were
sued because Romeo claimed he had a right to freedom of
movement as well as safety and training. Dix (1987) stated
the court ruled in favor of Romeo when it held "that a safe
environment must be provided and that any decision to
restrain (seclude) a patient must be made in accordance with
a professional judgment and not in a cavalier manner". (p.
202)

Youngberg established, according to Coval (1983) three
new constitutional torts: (a) the right to be free from
undue bodily restraints; (b) the right to personal
protection and security; and (c) the right to adequate
treatment. In terms of restraining an individual, it was
found that the "shackling" must be the least restrictive
means of dealing with a patient, and there must be
compelling reasons for whatever restraining action is taken,
Coval noted that an implication of the case was that
restraints cannot be used for the convenience of the staff,
Regarding the compelling reasons for restraint, Justice

Powell, in delivering the opinion of the Supreme Court,
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stated the decision regarding reasonable restraint must be
based on the judgment exercised by a qualified professional,

"when the decision by the

and that liability is present
professional is a substantial departure from accepted
professional judgment". (pp. 15-16)

The Supreme Court decision in the Romeo case was not
clear in its clinical implications, according to some
observers. Tardiff et al. (1985) stated:

Perhaps the most important point about Youngberg v.

Romeo is not precise rule of law announced by the case

but rather its general and clear-cut attitude about the

propriety of deferring to professional judgments and
the clinical considerations. . .. Romeo teaches that
legal and ethical concerns will give substantial
flexibility to clinicians. . . . (and) .. . suggests
that emergency seclusion or restraint may well be

warranted to prevent behavior that would be seriously .

.. disruptive to the therapeutic community. (pp. 14-

16)

Tardiff's belief was that Romeo did give a great deal
of leeway, but not in non-emergency situations. Also, using
seclusion and restraint for punishment purposes was not
fitting; and for treatment purposes, questions were
unanswered.,

Wexler (1982) agreed that clinicians and staff possess

a great deal of legal leeway in administering seclusion and
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restraint in emergency situations. But, even with this kind
of flexibility, there is a "Catch-22" kind of situation
whereby staff had to be cognizant of protecting patients
from themselves and others, but yet be aware of the least
restrictive alternative applicable. Wexler considered the
case in the context of treatment questions, particularly an
approved behavior therapy program. If such a program sought
to use methods such as locked time-out and contingent
restraint only with regard to patients engaging in, or about
to engage in, behavior that was destructive, disruptive, or
seriously dangerous, then Romeo could be interpreted in such
a way that could be comparable to an emergency situation.

Cook (1983) summarized the impact of Romeo, and stated
that mentally disabled persons cannot be deprived of due
process and certain "liberty interests", such as:

1. Reasonable care and safety;

2. Freedom from bodily restraint;

3. Adequate food, shelter, clothing and medical care;

4, Those liberty interests to which convicted criminals

are entitled; and

5. Adequate training and habilitation to ensure the

enjoyment of liberty interests that are recognized as

constitutionally required.
Cook comments further in regards to freedom from bodily
restraint:

Residents of institutions have the right to freedom



60

from the inappropriate wuse of . . . physical

restraints. The right also encompasses confinement in

a "seclusion" room or "time-out" room and may preclude

unnecessary strictures on the movement of residents.

(pp. 346-357)

Gutheil (1980) discussed the Boston State Hospital
case, Rogers v. 0Okin (1979). This litigation came about
because of a dispute by a group of mental patients who
wanted to enjoin certain seclusion and medication practices
at the hospital, and who desired to recover damages from
those responsible for the practices. One of the patients
was a large man who had problems with outbursts of
aggressive behavior. He was secluded for thirty days,
though in the latter days of the seclusion he received
progressively longer time-out periods. He was also
medicated while in seclusion. The court ruled the first
four or five days of seclusion were fitting, but the
remaining days were viewed as questionable. It also ruled
that a patient who was competent had the right to refuse
medication. As medication has become more prevalent in
psychiatric treatment this is a significant issue. Rogers
V. Okin also had significant impact on issues related to
seclusion and restraint versus treatment.

Gutheil (1980) expressed that the case created
significant problems in the treatment of mentally disabled

people, especially concerning seclusion and medication
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practices in relation to historical treatment
responsibilities. If the use of seclusion, restraint and
medication must be curtailed and /or limited, the issues
that remain center on the rights of innocent third parties,
the orderly administration of institutions, and the welfare
of psychotic patients themselves. The conclusion was that
the Boston State Hospital case showed with clarity how far
apart the law and the pragmatic world of clinical issues can
be, and that some resolution is required. In addition, the
Rogers decision, Gutheil believes, created more questions
than it answered.

Coval (983) summarized another case related to the
issue of seclusion and restraint, which was Clites v.
Campeeli (1982). Clites was a mentally retarded person who
at age 21 was admitted to a State of Iowa residential
facility for the developmentally disabled. In 1970 his
treatment program included the prescribed use of psycho-
active medication used in a poly-pharmacological way. He
was also secluded, restrained, and shackled to his bed in a
spread-eagle fashion. Because of the use of the medication,
tardive dyskinesia developed in a way that was permanent and
disabling. The court ruled against the State of Iowa in the
following areas: on excessive use of psychoactive drugs and
polypharmacy; failure to follow precautionary fitting
measures; and neglecting to abide by industry standards of

care practices. In the issue related to seclusion and
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restraint, the court ruled staff did not have knowledge of
the institutional policy on physical restraints, and that
physical restraint was used for the convenience of the
staff, and not for reasonable medical treatment.

The "least restrictive alternative" is a central
concept in seclusion and restraint issues. Gutheil et al.
(1983) believed the concept of the least restrictive
alternative (LRA) has been misunderstood and probably
misapplied in relation to interventions commonly used in
psychiatric hospital wards, i.e. seclusion, restraint, and
forced medication. In a clinical and ethical analysis of
problems in the applications of LRA, the authors presented
evidence which demonstrated the arbitrariness of the
classification of restrictiveness. Based upon the
examination of the issues, Gutheil et al. concluded that LRA
was an inappropriate model for dealing realistically with
clinical issues raised by the involuntary treatment of the
institutionalized mentally ill.

Garritson (1983) looked more favorably on the least
restrictive alternative. She viewed the treatment concept
as progressive and enlightened, but believed that LRA was
susceptible to subjective interpretation. As a means to
create more objective criteria for the LRA frame of
reference in treatment, six dimensions of restrictiveness
were discussed: structure, techniques, attitudes,

regulations, enforcement and patient characteristics.
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Structure was related to the forms of restrictiveness;
regulations were described as the policy of an dinstitution:
enforcement was defined as consequences that apply to staff,
if policy was not followed; attitudes were seen as staff
perception of patients and degrees of staff
authoritarianism; and patient characteristics were discussed
as the level of functioning of the patient. It was stated
that further research was required to determine the degree
of restrictiveness routinely experienced by patients with
different kinds of symptoms.

Some authors rejected outright the use of restraint and
seclusion and other intrusive means of treatment. Murray
(1979) presented this point of view in the context of
unresolved ethical issues that relate to hospitalization on
an involuntary basis at a state hospital. He assumed a
strong civil libertarian point of view, viewing the use of
seclusion and restraint as a form of patient punishment. He
stated these tactics of control were both immoral and

illegal.

State and Facility Policy

Because of the philosophical, social policy, legal and
environmental pressures, state mental health agencies have
attempted to address the issue of seclusion and restraint
through a variety of policy statements. The American
Psychiatric Association, through its task force on seclusion

and restraint, surveyed mental health directors in the 50
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states of the U.S. Tardiff (1985) reported that the survey
generated 36 responses from state directors, with 23
reporting state-wide written regulations and 20 reporting
policy established by each state facility.

The substance of the survey, according to Tardiff, was
that most states were in agreement on the basic indicators
of need for restraint and seclusion, with the reasons
focusing on preventing harm to the patient or to others. A
few included general disturbance and destruction of property
as reasons for isolating the patient from the rest of the
milieu of the ward. Also, a number of states did report
problems in implementing the seclusion guidelines and
policy. There was a great deal of variability in areas such
as who makes the decision about secluding; how long a person
may stay in seclusion and restraint; and required
documentation.

The Michigan Department of Mental Health has
established statewide and local policy réquirements. and
these are based on the Michigan Mental Health Code (1986)
(Appendix A) and Department of Mental Health Administrative
Rules (1987). (Appendix B) The seclusion section of the
Administrative Manual stated the follow purpose:

To establish policies and standards for the use of

seclusion when seclusion would be of clinical or thera-

peutic benefit for the patient/resident, or to prevent

a patient/resident from physically harming himself or
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others, or in order to prevent patient/ resident from

causing substantial property damage. (p. 1)

The application covered all programs operated by DMH or
under contract with the state agency. Justification was
covered, along with time requirements, record-keeping, who
may authorize seclusion, and requirements for evaluation
while a person was secluded.

As part of DMH requirements, each facility was to have
in place resident policies regarding seclusion, as well as a
freedom of movement policy. Each state-supported DMH
institution must report on a quarterly basis to the central
office. The total number of facilities involved was
seventeen and covered the developmentally disabled, mentally
i11, forensic, adolescent and children's units.

The Caro Regional Center served both the develop-
mentally disabled and the mentally 11, with the one
seclusion room located in the Psychiatric Unit admissions
building. The Caro policy (1986) (Appensix C) was
institution wide, and was oriented to the treatment program
at the Caro Regional Center. The policy statement reflected
statewide policy and directives, with the addition of the
term "temporary" in the Caro language. The facility policy
regarding seclusion and restraints was discussed by Roll
(1985):

We have only one seclusion room in the facility,

located in the admissions/acute care unit. The room is
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seldom used except for new admissions when we have not
obtained a treatment order. . . . Seclusion is NOT
used for any purpose other than to protect patients and
staff when the patient is not able to control his
behavior, . . . Mechanical restraints are only used in
the medical treatment area when necessary for medical
treatment, e.g. I.V.'s. . . . Medications are
monitored closely, and every effort made to avoid

excessive medication and polypharmacy. (p. 1)

The belief behind the treatment program as outlined by
Roll was that it was not necessary to control patients
unless they were endangering themselves or others. The
primary aim of the program was to help individuals to
control themselves. When a person's behavior was not
fitting, the goal of a treatment program was to assist the
person in gaining control of his/her behavior. Punitive
responses to pathological behavior were not tolerated;
rather assistance was given to effect more appropriate
behavior,

The use of restraint was covered in resident policy
(1983) at the Caro Regional Center, and was similar to State
seclusion policy. A significant difference was that
restraint was used solely in the developmentally disabled
hospital ward. On the other hand, medication restraint was
sometimes used with the mentally il11 population. In this

kind of situation, if staff observed a patient escalating
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toward aggressive and/or out-of-control behavior, a request
or recommendation was made for as as-needed, or PRN, shot,
usually Ativan or Haldol.

Within the organization of the Caro Regional Center the
Behavior Management Committee was concerned about uses of
seclusion and restraint within the institution. One of the
functions of the Committee was to make certain that policies
regarding seclusion and restraint were followed, and
alternatives to secluding patients were considered. The
Behavior Management Committee also had the task of reviewing
particular seclusion incidents that lasted more than two
hours, or when an individual patient was secluded more than

three times in an admission.

Research and Theoretical Questions

Staff Training

The issue of staff involvement and awareness of
institutional policy was a critical issue in relation to
seclusion practices. Soloff (1987) stated that "The
psychiatric literature is strangely silent regarding the
actual techniques of properly applying seclusion and
restraint". He then said:

Psychiatric residents are rarely prepared for managing

violent or disruptive patients, and nurses, attendants,

and security staff fare little better in their

training. The theory and practice of seclusion and
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restraint must be effectively taught to front-line

mental health personnel. (p. 132)

Tardiff (1985) observed that the APA task force review
showed uniform techniques regarding seclusion and
restraining maneuvers were lacking on a nationwide basis.
The report did point out that the Department of Mental
Health in Maryland had a program for certification of mental
health personnel in seclusion and restraint techniques. The
State of Michigan also had developed a training program for
direct care staff in order to sharpen staff skills in least
restrictive alternative interventions, when patients become
disruptive.

Romanoff (1987), in reporting about management and
control at Western Psychiatric Institute in Pittsburg,
emphasized the seclusion and restraint policies. Out of two
weeks of training in clinical orientation: "a total of 18
training hours [are] devoted to the clinical management and
prevention of patient violence. . . . These skills are
periodically updated, and staff receive annual certification
in crisis control." (p. 242) Others have discussed the
need for staff training, including Gertz (1980); Hacket
(1981); and Lehmann (1982). This review did not discover
empirically-based studies which evaluated the outcomes of
staff training programs, and whether or not usage of
seclusion was reduced because of the training.

Various approaches to training included demonstration,
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lecture, use of audio-visual materials, small group
discussion, and direct observation. DiFabio (1978)
described a program that taught the use of restraint through
role-playing and discussion. The program focused on
techniques of management, feelings generated by having to
restrain a patient, and policies of the institution. She
said the value of the program was that it generated empathy
toward the patient, fostered understanding of policy, and
helped staff have a feeling of shared experience and mutual
respect. DiFabio believed the program could be applied to

different kinds of psychiatric settings.

General Issues

Various types of research literature regarding general
questions concerning seclusion were readily available. The
following is a sample of a larger population of articles and
reviews. McCoy (1983) observed that seclusion as a method
of psychiatric treatment remained controversial from a
variety of perspectives, including treatment philosophy,
ethical, and legal. In order to provide a rationale, two
theoretical explanations were presented: (1) a technique to
reduce sensory stimuli for patients who were overly
sensitive to the environment; and (2) to protect group
integrity. It was recognized that personal liberty
questions were involved when considering whether or not to

seclude a patient.
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Roper (1985) reported on an audit on the use of
mechanical restraints and seclusion in psychiatric care.
Issues considered were patient diagnosis, medication usage
in relation to seclusion and restraint, and time of day that
incidents of seclusion and restraint took place. In
addition, purposes and outcomes for seclusion and restraint
were considered. One finding was that usage of seclusion/
restraint was highest during the day. Based on the study a
standard care plan was devised to deal with the problem.

A view of the role of physical restraint was considered
by Rose and DiGiacomo (1978), wherein the practice was
considered to be a specific therapeutic technique with
definable indications, dosages, contraindications and side
effects. The approach was similar to how medication usage
would be indicated or contraindicated. It was stated that
few guidelines have appeared in recent psychiatric
literature, thus the need for the approach. One dimension
considered in the article, going beyond commonly stated
reasons for secluding patients or restraining them, was the
request for restraint by the patient. Criteria for
evaluating the duration and effectiveness of the treatment
were proposed by the authors.

One perspective considered that has not often been
covered in the literature, or in guidelines regarding
seclusion and restraint, was that of secluding a patient in

order to defend the social mileau. Soloff (1979) completed
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a study of ten patients who were not psychotic but required
restraint. The patients involved in the study were persons
who were diagnosed as possessing an immature personality
pattern, or a borderline personality syndrome. Often the
precipitating factor was an episode of impulsive behavior
which was disruptive to the social environment but not
dangerous to it. Examples given of such behavior were self-

abuse and suicidal behavior.

Reasons Given to Seclude

Generally, though, seclusion and restraint were
prescribed because of violence to others, and because of the
perceived need for behavior control. In many idinstitutions
disruptive behavior that was viewed as not dangerous to
others was a secondary factor involved in decisions to
seclude. As an overview to this section, the sample of
articles chosen reflects a rather pragmatic approach to
violence and control of the behavior. In most respects, the
focus was on how and what to do. In this review, unique
aspects of the literature reviewed will be highlighted.

Etiological considerations must be carefully weighed by
emergency psychiatric specialists, so observed Jacobs
(1983). He stated that in the context of admitting,
emergency, or acute care units, the staff must recognize the
interplay of biologic, psychologic, or social factors when a
patient was in an exacerbated psychological situation. He

also believed that interview and intervention procedures
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must be willing to diverge from traditional psychiatric
examination procedures. He expressed there was no certain
way to prevent violence, but believed that a
multidisciplinary approach would help minimize violent
patient episodes, and thus the need for seclusion.

A point of view not often stated was given by Anders
(1977). He suggested that when a patient became violent
other patients be directed to leave the area and the
potentially violent patient be encouraged to verbalize
rather than act out. The significance of this point of view
was that a patient often feeds off of the reactions of peer
patients. The violent patient was often attempting to
enhance his/her own self-esteem by acting out in the
presence of an audience. Anders presented strategies for
calming the potentially violent patient, including the
identification of the anxiety, ways of giving reassurance,
and provision of alternative non-violent actions.

Lion (1972) wrote in "Restraining the Violent Patient",
that physical curbs on aggression were meaningful to
patients who were afraid of going out of control. Verbal
intervention should come before physical restraint was
employed. As a part of the process, Lion asserted that the
potentially violent patient must be told she/he will be
prevented from acting on her/his impulse. If physical
restraint has to be used, it was not viewed as a final step.

Staff contact was essential, and allowing the patient to
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vent was required.

A specialized team approach when managing violent
behaviors was encouraged by Lenefsky, de Palma, and Locicero
(1978). A sequence of orderly, planned actions should be
carried out by a team of 2-4 staff members. One-on-one
restraint was discouraged and viewed as undesirable, because
the staff could become dependent on one person in an
emergency situation. A key person on the team must be
identified, and this person should serve as facilitator of
the specific action, After an intervention, it was
recommended that a post-episode discussion be held in order
to relate to potential anxiety aroused by the restraint
action, to discuss other possible options, or to evaluate
the whole behavior management procedure.

In England, a consultative document "The Violent
Patient" (1971) was issued for the benefit of psychiatric
nurses in response to appeals from within the nursing
profession for guidance on handling patients who were
violent. The article issued typical guidelines for dealing
with aggressive patients. But the opening statement was
different from most points of view: "The essential process
in the care of the potentially violent patient, as of all
patients, is to establish and nurture a good relationship
with him, to gain his trust and confidence." (p. 15)

Psychological management should never be overlooked as

a means of dealing with violent patients, so stated Lion
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(1981) in another article. He examined the combined
approaches of psychopharmacologic and psychotheraeutic
approaches. Lion focused on minimizing the individual's
sense of helplessness and of being out of control, since
both could intensify rage and belligerance. One means to
accomplish this was by engaging in a one-on-one involvement
and avoiding, if at all possible, the need for a number of
people involved in holding the patient down. This stands in
contrast to the Lenefsky et al. point of view expressed
above.

Lion also indicated that on an institutional level,
assaults were generally underreported. He believed patterns
of staff and patient encounters need to be studied more
extensively., One perspective he suggested was one which has
not been supported by many, i.e. sometimes it was more
effective to restrain a patient mechanically within the
context of the milieu, rather than separating that person by
means of seclusion.

Wells (1972) recorded, over a period of a year,
observations on the use of seclusion rooms at a university
hospital psychiatric in-patient unit. He concluded, first
of all, that the use of seclusion can be an effective tool
to control destructive behavior, especially for some
schizophrenic, hypomanic, organically impaired and depressed
patients. Even though the numbers were relatively low in

comparison to total admissions (47), he thought the
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possibility existed that with a properly designed setting,
and better trained staff, fewer persons could be treated
without having to resort to seclusion.

Issues related to handling physically assaultive
patients in state psychiatric hospitals were considered by
ScLafani (1986)., He observed that in the 1980's persons
"entering the patient population in state psychiatric
hospitals tend to be younger, sicker, and more assaultive'.
(p. 8) Because violence was becoming more prevalent in
hospitals, and with that an increase of assaults on staff as
well as on other patients, a general protocol for crisis
management and intervention was thought to be needed. He
outlined a five-step crisis management protocol as a means
of diffusing violence and by showing concern and interest.
The steps were as follows: (1) Therapeutic Environment and
Programming; (2) Verbal Intervention; (3) Team Approach; (4)

Pharmacologic Intervention; (5) Mechanical Restraint.

Patient Characteristics

Characteristics of patients and situations leading to
seclusion made up a significant percentage of the content of
various investigations on the subject. The studies reviewed
focused on four primary categories: characteristics or
demographics of patients secluded or restrained;
precipitators of seclusion or restraint; temporal factors

related to seclusion, including incidence, length of time in
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seclusion, as well as the month, day of week, and time of
day the patients were secluded; and treatment
considerations, including the use of medication and
structured programming.

Many investigators included in their studies demo-
graphic characteristics as factors that could be related to
seclusion and restraint practices. Soloff (1987) believed
that the implicit question underlying the inclusion of these
factors was whether or not "systematic bias in the use of
seclusion that is not related to the therapeutic principles
of the method suggest it is being used as a sanction". (p.
129)

Soloff, Gutheil and Wexler (1985) in a literature
review concluded:

Schizophrenic and manic patients appear at highest risk

for seclusion in acute treatment settings. . .. Young

patients are secluded more than older patients. Race
and sex bear no significant relationship to incidence
of seclusion, and where trends appear involving these
variables, the question of systematic bias should be
entertained. Chronicity of illness and involuntary
commitment are correlated in several studies with

increased incidence of seclusion. (p. 655)

Other literature supported the Soloff et al.
perspective that schizophrenic and manic patients appeared

at highest risk for seclusion in acute care units: Gerlock
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(1983), Tardiff (1984), Schwab (1979), Roper (1985), and
Borstein (1985). This was also true for young patients, who
were secluded more often than older persons: Tardiff
(1984), Borstein (1985) and Tardiff (1985). But some
studies disagreed on the sex issue, suggesting that males
were more at risk for being secluded than females: Tardiff
(1984), (1985) and Borstein (1985). Convertine (1980) did
not discover a correlation between psychiatric diagnosis and
seclusion usage.

Race as a variable involved in seclusion practices was
considered by most researchers not to be a significant
factor; and this generally supports the frame of reference
of Soloff et al. (1985). But several presented evidence
that race correlated with decisions to seclude: Flaherty
(1980), Roper (1985), Gift et al, (1985), (1986), Soloff and
Turner (1981). Flaherty and Meagher (1980), in particular,
affirmed this position, Their study ruled out the
possibility of more severe pathology in Black patients by
assessing mental idillness intensity with the Brief
Psychiatric Rating Scale. Flaherty and Meagher concluded
there was racial bias involved in seclusion decisions, and
it was attributed to subtle stereotyping and the staff's
greater familiarity with white patients.

Legal status as a factor in seclusion decisions by
staff was significant for some: Bornstein (1985) and Oldham

(1983). Okin (1985), (1986), on the other hand, disagreed.
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Okin (1985) concluded that legal status was not correlated
with seclusion usage, but that diagnosis, violent-related
behavior, prior admissions and demographics were predictors
of an at-risk person for seclusion and restraint.

Other characteristics which emerged in various research
projects suggested some other correlates with seclusion:
marital status (single or divorced) Bornstein (1985), Oldham
(1983), previous history of hospitalization: Oldham (1983),
Soloff and Turner (1981); and background of violence:

Bornstein (1985) and Binder (1979).

Precipitants of Seclusion

Soloff et al. (1985) presented a table of precipitants
of seclusion or restraint, and drew the summary data from
ten studies which were listed in the references. The

results are outlined in Table 2.
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Table 2: Seclusion or Restraint Precipitants Indentified in
Ten Studies*
Study Precipitant Unit of
Measure yA
Ramchandani Shouting, loud, agitated Patients 54.3
(1981) violent threat or attack secluded 41.3
Phillips Multiple reasons including Incidents
(1983) violence to self, screaming 39.0
Agitation, poor impulse
control 31.0
Act of violence toward others 30.0
Convertino Disruptive or agitated Incidents
(1980) behavior 38.0
Violent behavior 31.0
Oldham Escalating agitation Incidents 38.0
(1983) Threats to others 25.0
Assaultiveness 21.0
Sololl Attack on staff with contact Incidents 34.6
(1981) Agitation escalating not able
to control behavior 24.3
Mallson Disruptive Behavior to Mileau Incidents 34.4
(1978) Assaultive to others 24,3
Schwab Overstimulation Cited 28.0
(1979) Agitation reasons 17.0
Poor impulse control 15.0
Threatening assault to others 6.0
Actual assault 4.0
Plutchik Agitated and uncontrolled Incidents
(1978) behavior 21.0
Violent behavior 15.3
Binder Agitation Incidents 13.0
(1979) Uncooperativeness 12.0
Anger 10.0
Violent behaviors 12.0
* From "Seclusion and Restraint in 1985" by P.H. Soloff,
T.G. Gutheil, and D.B. Wexler, 1985, Hospital and
Community Psychiatry, 36, pp. 652-657. Copyright 1982 by

Hospital and Community Psychiatry.
by permission,

Appendix N,

Adapted and reprinted
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This table defined behavior, events, or precipitators
which preceded a patient being secluded. The report stated:
Of the ten studies that explicitly measured precip-
itating events, nine cited a nonviolent behavior
pattern as leading to the greater use of seclusion,

This behavior was variously described as "behavior

disruptive to the therapeutic environment", "agitated,

uncontrolled behavior”, and "escalating agitation". In
the nine studies actual physical attack ranked below

nonviolent behavior as a precipitating factor. (p.

656)

Seclusion was also used for administrative sanction, verbal
abuse, refusal to participate 1in activities, or medication
non-compliance. (p. 656)

In contrast to Soloff et al., Tardiff (1985) found that
assaultiveness was a significant characteristic leading to
seclusion, Bornstein (1985) discovered that primary
precipitators for seclusion were verbal and physical
assaults against staff. Soloff and Turner (1981) concluded
that seclusion was used primarily to contain physical
violence., They thought one reason for this was that the
patients secluded tended to be economically disenfranchised,
with the violence being engendered by anger and frustration.

Temporal factors related to seclusion room usage were

considered by Soloff et al. (1985). Eleven retrospective

(14-24) and two prospective studies (25, 26) were
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summarized based on the incidence of seclusion or
restraint. A1l involved a variety of adult psychiatric
inpatient settings. Table 3 presents the overview of the 13
studies.

Table 3: Restraint or Seclusion Incidence Reported in 13
Studies of Adult Psychiatric Inpatient Units

Study Population Setting Tncidence %
Wadeson Acute, Public NIMH Research
(1976) Status Unknown Unit 66.0
Phillips Acute, Public State Hospital
(1983) Voluntary/Involuntary Research Unit 51.0
Binder Acute, Public Crisis Interven-
(1978) Voluntary/Involuntary tion Unit, Locked
Psychiatric Unit 44,0
Schwab Acute, Public/Private University General
(1979) Status Unknown Hospital 36.6
Plutchik Acute, Public Municipal Psych-
(1978) Voluntary/Involuntary datric Facility 26.0
Convertino Acute, Public Patient Locked Unit,
(1980) Status Unknown Community Mental
Health Center 24.0
Oldham Acute, Private University Psych-
(1983) Voluntary/Involuntary ijatric Hospital 18.0
Soloff Acute, Public University Psych-
(1981) Voluntary/Involuntary dJatric Hospital 10.5
Mattson Acute, Private General Hospital
(1978) Voluntary Psychiatric Unit 7.2
Ramchandani Acute, Public General Hospital
(1981) Voluntary/Involuntary Psychiatric Unit 4.7
Wells Acute, Public-Private Locked Psychiatric
(1972) Status Unknown Unit, University
Hospital 4.0

Table continues
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Study Population Setting Incidence Z
Soloff Acute, Active Duty Military Hospital

(1978) Voluntary/Involuntary 3.6
Tardiff Chronic, Public State Hospital

(1981) Voluntary/Involuntary 1.9

¥ Trom "Seclusion and Restraint in 1985" by P.H. Soloff,
T.G. Gutheil, and D.B. Wexler, 1985, Hospital and
Community Psychiatry, 36, pp. 652-657. Copyright 1982 by
Hospital and Community Psychiatry. Adapted and reprinted

by permission. Appendix N.

The following was stated by Soloff et al. concerning
the results shown on Table 3.
The incidence of seclusion and restraint varies
directly with two parameters: the composition of the
patient population and the treatment philosophy of the
unit. Specific variables relevant to the incidence of
seclusion include hospital setting . . . (public and
private), type of care (acute or chronic), and patient
status (voluntary or involuntary). (p. 654)
Then they considered the role of medication and seclusion:
The philosophy of the unit toward the use of
medication and medication-free observation for
diagnosis or research relates directly to the incidence
of seclusion. . . . The highest incidence of
seclusion, 66 Z was found on an NIMH research unit for
schizophrenia where a treatment philosophy of
medication-free maintenance was part of the research

strategy. (p. 654)
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In summary, the acute care public facilities had a higher
percentage of incidents of seclusion than did the private.
Also for private and public facilities there was a positive
correlation between incidence of seclusion and the number of
committed patients. The private hospitals tended to have a
lower incidence of seclusion in as much as they exercised

more control over who entered the hospital. (pp. 654-655)

Temporal Factors in Seclusion

Soloff et al., along with considering incidents of
seclusion, also presented data related to the duration of
seclusion and correlates. They stated concerning average
length of time in seclusion:

In some studies, it correlates with age, sex, and

psychosis at the time of seclusion; in others, it

appears more directly related to philosophy of care. .

« « In the prospec tive study the mean duration of

seclusion episodes was 10,8, with a median of 2.8 hours

and a range of 10 minutes to 120 hours. Patients under

age 35 spent more total time in seclusion than did

older patients. Patients who were psychotic spent more

time in seclusion than nonpsychotic controls. Men had

longer individual seclusion episodes than women. (p.

656)

During the course of the review, Soloff et al. discovered
what they considered to be significant disparities 1in

seclusion times and a lack of correlation "between duration,
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precipitating behavior, and diagnosis". (p. 656) They
observed:

Unpleasant questions [are raised] about arbitrary

determination of duration of seclusion and its

potential use as a punitive sanction. . . . Factors
outside the individual patient's immediate needs may

play a role in determining duration. (p. 656)

Other temporal factors studied were the time of day,
day of the week, and related time issues. Gerlock (1983)
considered a variety of time issues, including daily and
seasonal variation, weather, biorhythms and horoscopes.
Peak seclusion was during the late night and early morning;
more seclusion occurred during the winter and spring, with
April and January being the highest months, There was no
correlation between incidence of seclusion and the weekend,
when there were fewer structured activities.

Schwab and Lahmeyer (1979) showed in their study on a
general hospital psychiatric unit, that the highest
incidence of seclusion was between 10 pm and 2 am, with
forty-five percent of the patients being secluded in this
time period. Oldham (1983) found that the peak occurrence
of seclusion usage was during the day when time was not
structured, or when key staff were unavailable. Roper
(1985) conducted two chart audits, covering 43 incidents of
seclusion and restraint. He discovered the highest

percentage of isolation or physical control was during the
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day shift, with a total of forty-three percent of incidents

being initiated by the day staff.

Treatment Issues and Seclusion

Incidence of seclusion in relation to general treatment
considerations has been considered by some investigators.
Of particular interest was the relationship between
incidence and duration of seclusion and medication usage.
Roper (1985) discovered that individuals who were medicated
in conjunction with being placed in seclusion stayed
secluded longer than those who were not. Bornstein (1985)
found that persons secluded were on an inadequate medication
regimen., Schwab (1979) showed that patients who required
seclusion received pharmacotherapy more frequently. Gerlock
(1983) had the same finding as Schwab; his control group
most commonly received antidepressants, or no medication.

Oldham (1983) and Gerlock (1983) both considered in
relation to the incidence of seclusion the issue of time
structuring and availability of activities. Oldham thought
that not having structured activities effected seclusion
incidence in terms of increased usage. Gerlock did not find

a similar correlation.

Summary and Conclusion

In the literature review, four areas of concern were
covered: (1) characteristics of secluded patients; (2)

precipitants of seclusion; (3) temporal factors in
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seclusion; and (4) treatment issues. In each category, the

following areas had conflicting answers:

A-

Characteristics of patients secluded and the possible

presence of a systematic bias:

1. Though young males were primary candidates in most
studies, some studies indicated sex was not
significant;

2. Most studies indicated race was not a factor, but
several disagreed;

3. Legal status was not seen as a factor in some
studies, especially involuntary commitment; but others
did not concur;

4, Diagnosis, especially schizophrenia and manic, was
seen as significant, but some investigators did not
agree;

5. Limited study has been completed on other
demographic factors, e.g. marital status, socio-
economic status, education, place of residence.

Precipitators leading to seclusion:

1. There was not consistent agreement among
investigators about the significance of nonviolent and
violent events precipitating decisions to seclude;

2. Few studies considered the correlation between
demographic characteristics, treatment issues, and
precipitators of seclusion.

Temporal factors involved in seclusion:

1. Temporal factors, including incidence and
duration of seclusion, were not often correlated with
demographic characteristics of patients who were
secluded;

2. Relationships between incidence and duration of
seclusion and various treatment modalities, including
medication and structured activities, were not often
considered;

3. The relationship between time of day and day of the
week to incidence and duration of seclusion was not
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considered by many investigators,
D. Treatment issues in relationship to seclusion usage:

1. The results were mixed in relation to medication
involvement and the incidence of seclusion;

2. The effects of activities were not often considered
in studies dealing with seclusion;

3. Staff training and its impact on seclusion has not
been systematically studied.

Based on the historical overview and the review of the
literature, it was apparent that seclusion as a means of
behavior control in psychiatric treatment remains an enigma
and controversial, Seclusion usage has remained a
significant means of behavior control in psychiatric
facilities. But legal 1interventions have changed how
hospitals make use of the seclusion alternative. Now, as a
result of litigation, the concept of least restrictive
alternative has entered into the nomenclature, and has
impacted on seclusion policy. As a result, many states and
treatment centers developed policy statements regarding the
use of seclusion and restraint. Also, the literature has
reflected the change by focusing on seclusion as one of the
last resorts in behavior control. Research in this area has
for the most part been descriptive in nature, with some
exceptions, More often than not the research has been
retrospective.

In this research project, an attempt was made to build
on what has been accomplished, and to consider unanswered

questions related to seclusion room usage. It was first of
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all retrospective. Characteristics of patients who had been
secluded were examined and secluded patients were compared
to a random sample of non-secluded patients. These two
groups consitituted the treatment groups, with the non-
secluded group acting as a control group. Psychiatric
treatment variables for these two groups were evaluated,
with the focus being on the milieu, medication, and a
structured work activity program. A new dimension was
evaluated: the effect staff training had on incidents of
seclusion, For the statistical tests, the dependent
variable was incidents of seclusion for the first tiﬁe
secluded patients.

Finally, in order to be complete, summary data for all
incidents of seclusions during the time frame of the study
was reviewed. No statistical tests were effected on this
data, but it was evaluated. In addition, data gathered
related to the circumstances of decisions to seclude was
also reported. The setting and methods of the study are

more fully outlined in Chapter III,



CHAPTER ITII

METHODOLOGY

Introduction

This chapter presents the methods used in the study to
accomplish the research goals. The following descriptions
are included: the setting, subjects, variables of interest,
sources of data, and research design. Also, the statistical
procedures used 1in analyzing the research data are

described.

The Setting

The research project on seclusion room usage was
designed and implemented at the Caro Regional Mental Health
Center. The Caro Regional Center, or CRC, is located in the
central, eastern part of the lower peninsula of Michigan, in
an area called the "Thumb". The closest residential
community is Caro, Michigan, which has a population of
4,500, and is the county seat of rural Tuscola County.
Saginaw, Michigan is approximately 30 miles west, and
Detroit, Michigan is 90 miles to the south.

The Caro Regional Center is an agency of the Michigan

Department of Mental Health with responsibility for

89
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providing services to both developmentally disabled and
mentally i1l persons. The developmentally disabled
population is 270; and the mentally i11 population is 127,
including a 17 bed specialized independent living program.
The annual C.R.C. budget is $32,000,000, and 700 people are
employed at this facility.

The hospital provides psychiatric services for a
catchment area designated by the Michigan Department of
Mental Health. At the time of study the following counties
were served by the hospital: Huron, Saginaw, Sanilac,
Tuscola, Bay, Arenac, Lapeer, Midland, Gladwin, and St.
Clair. The largest percentage of patients, 417, come from
Saginaw County. Although the Michigan Mental Health Code
requires direct admission of certain patients, every effort
is made to have admissions screened by the staff of the
appropriate Community Mental Health Board and community
alternatives utilized when available. In all cases, CMH
staff are notified of admissions, since placement and after-
care are considered a CMH responsibility. Only adult
persons receive services. The Caro Regional Center is
accredited by JCAH (Caro Regional Mental Health Center
Profile, 1988, p. 5).

The psyciatric program unit functions under the inter-
disciplinary treatment team concept. A1l professional staff
are assigned to one of three treatment teams, and each team

serves a designated group of patients. One of the
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professional members serves as a team leader, and has the
responsibility of facilitating the weekly treatment team
meeting for which she/he is responsible. A1l patients
assigned to the treatment team have a professional who is
the Qualified Mental Health Professional (QMHP). The QMHP
is responsible for the development and implementation of the
individual treatment plan that is created for the patient.
The treatment plan designates the responsibilities of direct
care staff on each shift. Responsible direct care staff are
invited to participate in team meetings and share
observations about patients for whom they have
responsibility. The patient participates, and family
members and CMH staff also are often involved in treatment
planning meetings (Caro Regional Mental Health Center
Profile, 1988, p. 7).

The psychiatric unit is part of the total program of
the Caro Regional Center. There are five psychiatric
residential buildings, including the acute care/admitting
building, Woodside Cottage (C-5). Other facilities are
shared with the developmentally disabled program. These
include the gym, Work Activity Center, the Center Mall, the
medical unit, and administrative offices. Other support
services are also shared, including transportation,
maintenance, the store, and medical records.

The focus of the research was the acute care/admitting

unit. This residential unit has 21 beds and serves both
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males and females. A1l patients who are admitted to CRC
pass through Woodside Cottage. The building is a 24 hour
intensive care unit, and contains the only seclusion room on
the grounds of the facility. The building is shaped like
the letter T (Appendix L). There is a male and a female
wing; a main hall, with a nursing station and three bed-
rooms; and the dining area and kitchen., A1l residential
rooms are on one floor. The front of the building consists
of offices and a visitor area. The residential area is
locked at all times. There is a recreation area in the
basement, but it was not in use at the time of the study.
A1l activities took place in the lounges, or in the day room
(which was the dining area at meal times). There are two
television sets available, one in each of the 1lounges.
There is also a piano in the female lounge.

The supervision at Woodside is intensive because of the
needs of patients who are admitted. Most are admitted in
state of crisis, and require close attention. It is the
intent of the program that most patients will remain at
Woodside for a short time. As soon as the patient is
thought stable enough to participate in an out-of-cottage
program, she/he is transferred to another residential
building (Caro Regional Mental Health Center Profile, 1988,
p. 41).

During the course of the study the average monthly

admissions were 49; and the average monthly census for the
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total pyschiatric program was 96. Readmissions constituted
552 of the admissions, and involuntary patients made up 767%.
The average number of days in the hospital for a patient who
was discharged was 48. In recent years, the nature of the
population of psychiatric program has changed to more

seriously i1l and chronic patients.

Subjects
The subjects of the study were patients in the

psychiatric program unit from December 1, 1986 to October
10, 1987, There were two groups: secluded patients and
non-secluded patients. The secluded group was first time
secluded patients who were in the admission unit during the
course of the research, If persons were discharged,
readmitted, and secluded again, they were not counted more
than once in terms of the population pool. Incidents of
seclusion and time in seclusion for readmissions were
counted. After adjustments 52 persons were in this group.
The non-secluded group was chosen from admitted persons
on the basis of a monthly stratified random sample. The
count for each month was determined by the initial number of
people secluded during the same month. For example, if
eight patients were secluded in December, 1986, then eight
petients were selected at random without replacement from
the 49 people admitted that month. This proceedure was
replicated for each of the remaining nine months, The

random sampling process was as follows: For each month, the
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names of all admitted non-secluded patients were written on
slips of paper, and placed in a container. The slips were
appropriately mixed up, and a draw made. After each draw,
the slips were again mixed up. This procedure continued
until the fitting number had been drawn. The non-secluded
group numbered 58.

The final group of "subjects" was the staff at the
admitting unit. The primary statistical analysis was
completed in relation to the patient population. But
implicit in the research was the staff, and the role they
played in the seclusion process. Patients, with few
exceptions, do not place themselves in seclusion. Staff do,
in response to some action or behavior on the part of a
patient. This research examined, in a cursory way, the
impact of staff on the decision making process to seclude.
The involved staff were regular and relief staff at the
admitting unit. All the regular staff participated in the
May 3-8, 1987 training program, which will be discussed
later.

It is important to indicate that the researcher did not
manipulate the subjects involved in this research. The
study, as noted earlier, was a retrospective one. The
subjects were part of the existential reality of the
program, in that they were a part of the natural scene which

was being observed.
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The Research Variables

The psychiatric program treatment variables considered
by this study were the following: milieu therapy; milieu
and medication therapy; mileu and the work activity program;
and milieu, medication, and work activity. A1l three forms
of treatment were, for the most part, available to all
patients at the admitting unit. Whether or not a person
received a particular form of treatment was dependent on the
individual's condition, behavior, legal situation, or
willingness to be involved in the treatment process. The
reality was that all persons did not receive the same kind
of treatment. The one form that was consistently available
to all patients was milieu therapy.

Milieu Treatment.

Milieu Treatment was defined by the American
Psychiatric Association (1980) as "Socio-environmental
therapy in which the attitudes and behavior of the staff of
a treatment service and the activities prescribed for the
patient are determined by the patient's emotional and inter-
personal needs. This therapy is an essential part of all
inpatient treatment” (p. 91). Gunderson (1986) outlined
five programatic activities which contribute to the
therapeutic atmosphere: (1) containment, (2) structure, (3)
support, (4) involvement, and (5) validation. In the
context of these activities, the acute care/admitting unit

milieu treatment will be examined.
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Most of the admitted patients at C-5 either were
confused, depressed, suicidal, or agressive. For those
persons viewed as being a danger to self or others, contain-
ment was the first task of the psychiatric milieu in C-5.
The unit building was locked at all times as noted earlier.
There were no bars or security screeens, The first task of
the program was defined as providing safety for the
patients.

The second dimension, structure, had the purpose of
promoting an atmosphere where a person could begin to regain
self-control. Willmuth (1987) stated "structure promotes
change by providing a predictable organization of time,
place, and person for patients" (p. 6). The structure
provided by C-5 began the moment a client entered the ward.
For most patients, prior to being admitted, their lives were
unstructured and disorganized. When newly admitted people
told of their pre-admission life style, the common theme was
they had nothing to do and little to which to look forward.
One patient stated: "when I leave here and go back into the
neighborhood, it's 1ike falling off a cliff." He meant he
was faced with the problem of finding some kind of structure
once he left the structured life in the hospital.

The first tasks in the admitting unit were assessments,
which required contact with the professionals involved. The
Guidelines of Care (1986) (Appendix G) required the

following admitting assessments: psychiatric examination,
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physical examination, activitiy assessment, nursing
assessment, and social assessment. While at C-5, the person
may also be evaluated by a psychologist, nutritionist, or an
occupational therapist. Finally, the patient was to be
interviewed by the assigned qualified mental health
professional,

A1l residential buildings including the admitting
building had scheduling and activity requirements, and these
are found in "Guidelines of Care", (a) meals, (b) assisting
in setting and clearing tables, (c) off-grounds activities,
(d) maintaining living area, including making beds, (e)
maintaining personal hygiene, and (f) building recreational
activities. Recreational activities in the context of
admitting unit included watching television, table games,
reading, and some outside activities. These may have
included walks, playing basketball, or using the yard
swings. During the week, on a daily basis, a crafts group
was held, usually for an hour,

Involvement was a natural component of structure. It
was viewed as an essential aspect of facilitating a patient
being able to regain control of his/her life. For the
confused, involvement in the milieu was seen as a means of
assisting the person to regain order and clarity. For the
depressed, being involved was a way energy levels could be
raised and thoughts that caused depression refocused. The

aggressive patient was encouraged to take part in activities
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as a means of re-directing negative and potentially
destructive energy. Whatever the activity, the treatment
had as its focus helping the person regain control of life
by involving the individual in treatment in a pro-active
way.

Most patients, when they were admitted to the
psychiatric unit, experienced low self-esteem and/or a high
sense of alienation. These attitudes generally governed the
lives of people diagnosed as psychotic or depressed. An
important aspect of the milieu that attempted to relate to
these beliefs was the support offered by all staff, from
psychiatrist to housekeeper. When people were demoralized
and felt separated from life around them, the support
offered by all levels of staff became essential. During the
day and afternoon shifts there were the following full-time
staff available: one registered nurse, one licenced
practical nurse, three resident care aides, and at least one
domestic services aide. If patient needs required it, one
or more attendants were made available on an as needed
basis. Though each discipline had its unique function, the
underlying responsibility was to interact with the patients,
and to work with them in gaining back a sense of self-
esteem, self-control, and purpose. The staff who were with
the patients eight hours a day more often than not became
the "therapists" in that they were there in those

spontaneous moments when people chose to open up about what
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was troubling them.

When staff support resulted in the patient experiencing
empathy, validation became the final part of the milieu
formula. Validation is that part of the treatment puzzle
which enhanced the patient's ability to think positively
about self. It was also the most difficult to measure and
assess. Gunderson believed that validation had an essential
part to play in helping paranoid and borderline patients
attain a greater ability for closeness and self-identity.

In order to comprehend the meaning of the milieu aspect
of treatment in the admitting unit, Rol11 (1985) outlined the
underlying philosophy:

We do not feel it is necessary to control the

individual, unless he is in fact endangering himself or

others, but rather it is our aim to help him be able to
control himself, In a sense, the treatment milieu is
an experimental social setting for the patient, where
the expression of his psychopathology does not result
in punitive responses from the staff, but assistance in

selecting more appropriate behaviors" (p. 2).

The direct care staff had the responsibility of
carrying out the admitting unit milieu treatment approach.
Ro11l addressed the issue of their involvement in this
fashion:

The direct care staff is considered the crucial element

in this treatment approach. It is they who must
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understand the treatment objectives, and consistently
reinforce the appropriate behaviors. The professional
staff have responsibility for assessing the needs of
patients, for working together with the direct care

staff to develope an appropriate treatment program.,”

(p. 2)

Work Activity Program,

Another treatment variable was the work activity program.
This program was governed by the administrative rules of the
Department of Mental Health (see Appendix B). Patients from
the admitting unit participated in the work program, but not
in all cases. The "Guidelines of Care" (1986) stated:
"Under normal conditions patients admitted to the
Psychiatric Treatment Program will remain at Woodside (C-5)
Admissions Unit for 48 hours before they will be assessed
for participation in the Work Activities Center Program."
There were some exceptions when patients started the work
program within 24 hours. During the study period 207 were
referred to the Work Activity Center.

The program began at 9 a.m., and C-5 patients returned
at 1 p.m. At the work center the first task was an
assessment to determine a suitable work assignment. Choices
of work included wood sanding, wood finishing, bicycle
repair, sewing, weaving, ceramics pouring, ceramsics
cleaning, ceramic painting, grounds crew and the print shop.

Ro11 (1987) stated that the primary purpose of the
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program was "to assist the patients in developing a 'Pattern
of Success' in responding to social expectations. ... The
emphasis 1is on task completion, following directions,
working cooperatively with others, and other psychosocial as
opposed to vocational skills and behaviors common in the
work setting" (p. 3). When tasks were completed, the
patients received pay for their work. The pay was a
secondary part of the work program, in that Roll considered
the process to be a form of therapy. The focus was to help

' that was as normal

patients get into a "pattern of the day'
as possible, including getting up, getting ready for work,

doing the work, and using leisure time appropriately.

Medication Therapy.

As indicated earlier, psychophamacology as currently
practiced had its beginning with the introduction of
Thorazine in 1954, Prior to this time the options regarding
drug therapy were minimal, and there was a significant
reliance on psychological and milieu forms of treatment.
But in the last two decades, biological psychiatry has
emerged as being the primary modality of treament. Willmuth
(1987) stated: "Biological psychiatry stresses relief of
individual pathology with the milieu serving primarily to
shelter the patient and ensure his compliance with drug
treatment." (p. 6).

At the time of the study, the facility had four full-
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time psychiatrists and two part-time resident psychiatrists
who worked weekends. There were three treatment teams, each
having an assigned full-time psychiatrist. Every patient
admitted to the acute care unit was evaluated by the
assigned doctor within 24 hours. At that time it was
determined how fitting the patient was for medication. If a
patient was voluntary, or had signed a treatment agreement,
then medication was ordered if needed. The administrative
rules of the Department of Mental Health (1987) stated that
medication was not to be ordered prior to a court hearing
"unless the individual consents or unless administration of
chemotherapy is necessary to prevent physical injury" (p.
18).

The medications used in psychiatry, and at the
admitting unit, were classified in five major catagories:
(a) antianxiety drugs, (b) antidepressants, (c) antimanic
drugs, (d) antipsychotic drugs, and (e) antiseizure drugs.
The unwritten policy of the psychiatric unit was that the
least amount of medication was prescribed in order to help
the patient regain control of her/his thought process or
behavior. While a patient was on medication, the person was
reviewed at least weekly by the treating psychiatrist in
order to ascertain progress on the medication regimen. If
behavior had changed toward the person being more in
control, the medicine was usually titrated downward. The

titration process was continued until minimal dosages were
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reached and symptoms could be controlled at those
prescription levels. Nursing and direct care staff also
observed the patient for significant <changes and
communicated these observation to the treating psychiatrist.
A final observation about medication: most patients do
not like being on psychotropic medication. Many of the
persons that were admitted to the acute care unit had been
on medication because of previous psychiatric episodes.
Even though they had information which indicated a necessity
to stay on medication in order to maintain stability, most
when they felt better ceased taking the prescription. The
medications were powerful, and had the potential of
significant and uncomfortable side effects. Many patients
described the feeling as "being in a chemical strait-
jacket". Berger (1977) stated the dilemma this way:
Each time any of these powerful medications is
prescribed, we have to consider the drawbacks as well
as the advantages of each medicine for each individual
patient., . .. It is important to be aware that all of
these new medicines may have disturbing side effects. .
«. . Some .. . are drowsiness, dry mouth, low blood

pressure, fibrillations, tremors, and weight gain" (p.

61).

Patient Characteristics.

Also examined in this study were patient

characteristics of people secluded and not secluded. The
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characteristics considered were suggested by the literature
review, and preliminary studies conducted by the psychiatric
unit utilization committee (see Appendix E). Most of the
data was collected at admission and placed on a face sheet
(Appendix I). Also, the information was generated by the
various professional disciplines, with appropriate reports
being placed in the assessment section of the clinical
record of the patient. Patient characteristics were
included so it could be determined if any of these variables
were systemically related to the seclusion process. Of
particular interest was determining if any bias contributed
to the seclusion process decision making.

As a part of the review of the clinical record,
criteria and conditions related to the seclusion process
were also considered. This involved looking at some basic
staff variables such as sex, race, seniority, and
classification. The staff component was also joined with
training program variable, in order to ascertain any effect
the training program had on staff. Other issues considered

were reasons for seclusion, time factors, and census data.

The Training Program

On May 4-8 the psychiatric program unit held its first
comprehensive staff training progranm. It was aimed at
focusing on the treatment offered by hospital as a whole,

and the admitting/acute care unit in particular. A1l
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available full-time regular nursing and RCA staff of
Woodside Cottage (C-5) were involved, with 21 staff from all
three shifts taking part in the program. Also, two new
nurses took part in the program. While regular staff were
in training, relief staff provided treatment services in C-
5. Because schedules were staggered, the open window of the
study was May 1-10, 1987. This allowed for staffing
adjustments so that persons were able to participate in a
Monday through Friday training schedule.

This particular training approach was unique as
compared to previous training efforts. In the past, staff
had been trained in relation to a variety of issues which
were applicable to the Regional Center program as a whole.
The previous training was not oriented to the unique needs
of the psychiatric program and the admitting/acute care
unit. The need for the training program was based on
several factors: (1) over half of the C-5 staff were
relatively low in seniority, and had little experience
working with psychiatric patients; (2) many of the staff had
been experiencing symptoms of job-related burn-out; (3)
psychiatric admissions were increasing and placed a great
deal of pressure on the admitting building staff; (4) as a
result of a series of short training sessions, staff
expressed the need for more intensive training.

Because of these factors, the Facility Director

approved the one week program. A representative team of
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staff was appointed to develop the content of the training
progranm, The persons involved were: the director of
psychology, a nurse supervisor, and a senior direct care
staff person. This group not only created the program
outline, but also put together the content of the training
sessions. This included scripting and taping a series of
vignettes which portrayed what was called staff-o-genic
behaviors.

The staff training program had the following goals:

1) to teach staff the underlying philosophy of the

psychiatric unit;

2) To enhance the ability of staff to communicate more

effectively with persons who were hospitalized.

3) To enable workers to understand better the concept

of mental illness and the various diagnoses which were

treated at the psychiatric unit;

4) To consider the most effective and least restric-

tive means to assist patients to be more in control.

5) To help the care providers understand the specific

functions of the admitting unit.
The training program schedule which was developed to fulfill
these purposes, 1is Appendix J.

At the end of program, all persons were given a
multiple choice examination (Appendix K). After the exam
was scored, each employee who participated in the training

experience was interviewed by representatives of the
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planning group. The post workshop interviews had the
purpose of further evaluating what was learned by staff,
The employees were graded on a pass/fail basis; 18 staff
persons passed, one was conditionally passed, and two
failed. The two who did not succeed were by mutual consent

of management and labor transferred to other program units,

The Seclusion Procedure

The use of seclusion as a behavior management method at
C-5 is governed at three levels: Michigan Mental Health
Code, (1986) (Appendix A); DMH Administrative Rules, (1987)
(Appendix B); and CRC Resident Policy, (1986) (Appendix C).
When JCAH accreditation is an issue, the policy and practice
is evaluated by guidelines found in Special Treatment
Procedures, Consolidated Standards Manual, 1987 (Appendix
D).

A patient may be secluded, according to DMH policy, for
one of three reasons:

(a) when justified and specified in the plan of service

as being of clinical benefit to the patient/resident,

or

b) for the purpose of preventing a patient/resident

from physically harming himself or others as

substantiated in the clinical and/or medical

records, or

c) to prevent a patient/resident from causing

substantial property damage.
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CRC policy requires that "a dangerous resident may be
ordered in seclusion by a supervisor, Telephone
authorization from a physician must be obtained within one-
half (1/2) hour after imposition of an emergency seclusion.”
(p. 2)

A separate chronological record is kept to show
specific instances of seclusion usage. The record is kept
on a specified form (Appendix I), which includes the
following information: the patient's name, case number,
date of birth, county of residence, reason for seclusion,
date of incident, time seclusion began and ended and
behavior at the end of seclusion. The staff is expected to
observe the patient every fifteen minutes, and a
professional staff person had to evaluate the patient at
least every two hours. Completed reports are turned over to
the medical records department, which tabulates the total
number of incidents and duration of the incidents.

It was stated above that seclusion is ordered by a
supervisor, which at C-5 means the nurse supervisor, Each
shift at Woodside has a supervisor nurse who is in charge of
RCA, or direct-care staff. During the course of the study
there was a change in practice, in terms of who requested
seclusion. In the earlier months, some RCA staff who were
involved initially in the incident leading to seclusion
requested the management procedure. After the training

program, all requests for seclusion were made by nursing
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(R.N.) staff. This did not mean that the R.N. involved
actually initiated seclusion; rather, it meant that he/she
authorized it.

Theoretically, the following was supposed to happen: if
direct care staff were involved in a difficult management
process, and they thought it required seclusion, the request
to seclude was made to the nurse (often while on the way to
the room). In those few moments, the supervisor was
supposed to determine if the action was the least
restrictive alternative. If that was judged to be the case,
then approval for seclusion was given, and authorization
received from the on-call physican.

Thus far, seclusion has been discussed in the context
of policy and procedure. In order to ascertain the process
as completely as possible it is important to be aware of
what is happening to the patient during admission.

When a patient enters the milieu of a psychiatric
hospital, crisis is a central reality for the individual
involved. The crisis is felt because of two primary
reasons: first, the shock of going into a controlled
environment which is generally viewed as oppressive and
foreign. Everything is different, including the bed slept
upon, food eaten, the over-all ambiance of the building, and
the strangeness of the people, both peers and staff. This
dynamic is an expression of the milieu, described above.

The second reason is that the patient is generally
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experiencing a level of impairment which is both frightening
and bewildering, especially when compared with the premorbid
state. This kind of experience distorts how external
reality is being perceived by the person in crisis. This is
an expression of major mental disorders which contributes to
most people being admitted to any psychiatric hospital,
particularly the Caro psychiatric program. Liberman, Eckman
and Phipps (1987) have outlined conditions which contribute
to the vulnerability and predisposition of an individual
being impaired, and thus hospitalized. Writing 1in the
context of schizophrenia, it was stated:

The appearance of. . . characteristic schizophrenic

symptoms and impairments may be caused by changes . . .

such as the following:

1. The underlying biological .. . vulnerability .. .

physiologically stressed, e.g., by abuse of alcohol or

street drugs;

2. Stressful life events or daily levels of tension

intervene . . . e.g., overstimulating, critical, or

overinvolved family relationships;

3. The individual's . . . support network . . .
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