Hong Kong Journal of Emergency Medicine

A retrospective study of seclusion in an emergency department
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Objectives: To study the practice of seclusion in an emergency department (ED) and to explore high-risk
elements during seclusion. Methods: The study consisted of two parts: an in-depth analysis on all incidents
associated with seclusion in a six-year period (1998-2004) and a two-year (2002-2004) retrospective analysis
of secluded patient records to understand the rationale and patient outcome. Results: Part 1: A total of
9 incident records were collected. Four patients were related to setting fire. Five patients had violence or
threat of violence. The median length of stay (LOS) in seclusion at the time of incident was 129 minutes.
Although 66.7% of the patients had additional restraint prior to the seclusion, incidents still occurred.
Two staff sustained injuries and hospital facilities were damaged in some of the incidents. Six patients were
later admitted to psychiatric hospital. Part 2: 141 patient data were collected in the study (M: 89 and
F: 52). The average monthly number of patients secluded was about 6. The mean age was 45 years (SD 19)
and the mean LOS was 616 minutes (SD 478). There were three incidences (2.1%) during the two-year
period. A total of 82 patients (58.2%) were associated with violence or threat of violence and 38 (46.3%)
of the group had psychiatric illness; and 50 patients (35.5%) were associated with alcohol or drug intoxication.
Ultimately, 56 patients (39.7%) were admitted to psychiatric hospital and 64 patients (45.4%) were treated
and discharged from the ED. Conclusion: Seclusion is a high-risk practice. In our department, the most
frequent indication was violence (58.2%), with nearly half of them having history of psychiatric illness.
Psychiatric illness had the highest risk for incidents, especially those with violence or threat of violence.
The LOS in seclusion was relatively long in the ED and might be one of the risk factors for incidents.
Inadequate removal of potentially dangerous belongings from patients before seclusion may end up with
catastrophic outcomes. Curiously, ED nurses are not allowed to search patients before seclusion. They are
exposed to legal liability in exercising restraint and in searching for potentially dangerous items from
patients. It is suggested that clear protocols and quality assurance programs should be instituted to ensure
safe seclusion. (Hong Kong j.emerg.med. 2005;12:6-13)
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Introduction

Seclusion of patient is the hospital equivalent of
solitary confinement, and may be regarded as one form
of physical restraint. It is a common practice in
emergency departments (ED) in Hong Kong.?
However, nurses may be in a dilemma when making
such a decision because of professional, ethical and
legal liabilities.*5 Koo et al suggested that seclusion
rooms should be considered in the design of a new
ED in Hong Kong for the safety of violent and other
patients.® On the other hand, ED staff view seclusion
and restraint as high risk procedures.” Evans et al
reported increasing safety concern on the use of
physical restraint in health care and a growing number
of articles had reported a range of different injuries as
the result of restraint use and suggested that restraint-
related injuries might be under-reported. The use of
restraint in the acute care setting might increase the
risk of adverse outcomes, including death, falls,
infection and prolonged hospitalisation.®® Some
hospitals have been found liable for unjustified
seclusion and restraint.2°* In fact, the act may
engender serious legal implications to hospital staff
such as unlawful detention and unlawful body search,
with respect to the Basic Laws of Hong Kong (The
freedom of the person of Hong Kong residents shall
be inviolable. No Hong Kong resident shall be
subjected to arbitrary or unlawful arrest, detention or

imprisonment. Arbitrary or unlawful search of the
body of any resident or deprivation or restriction of
the freedom of the person shall be prohibited. Torture
of any resident or arbitrary or unlawful deprivation
of the life of any resident shall be prohibited).*2

The Accident and Emergency Department of the
North District Hospital opened on 6th August 1998.
The ED serves a population of about 300,000 with
an average daily attendance of about 300. There are
two seclusion rooms in the ED. Each room is about
3.5 meters long and 2 meters wide, padded with soft
materials on the floor and walls. A system of closed
circuit TV and nurse call button has been installed
in each room for patient monitoring and
communication. According to the hospital policy,
doctor or nurse in-charge can initiate patient restraint
in an emergency situation.*®* However, a few incidents
have resulted from the seclusion. Therefore a study
was conducted to obtain an idea of the practice of
seclusion in the ED, to detect high-risk elements
during seclusion, and to explore measures to ensure
safe seclusion.

Methods

The study consisted of two parts. The first part was
an in-depth analysis of all recorded incidents in the



seclusion rooms for a six-year period from August
1998 to August 2004 in order to identify the details
of the seclusion and the reasons for the incident
occurrence. Data extracted included sex, age, date,
indication and purpose of seclusion, mode and nature
of restraint, length of stay (LOS) at the time of
incident, total LOS in the room, nature of incident
and patient's final outcome.

The second part was a retrospective analysis of all
patients put inside the seclusion rooms in order to
study the rationale for seclusion in the ED. Data were
retrieved from the hospital Accident & Emergency
Information System (AEIS) computerised database,
for a two-year period from July 2002 to June 2004.
Data extracted included sex, age, indication and
purpose of seclusion, mode and nature of restraint,
LOS in the room, patient's final outcome and number
of incidents.

Descriptive statistics were used for data analysis.

Table 1. Incident details (1998-2004)
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Results

Part 1

There were a total of 11 incidents in the six-year period
since the opening of the ED on August 6, 1998.
However, two patient records were missing. One
incident occurred in 2000 in which a nurse sustained
minor injury after being kicked by a drunken patient.
The other incident occurred in 2001 in which a
psychiatric patient broke the ceiling lamp cover with
her shoes. These two cases were excluded from further
analysis. For the remaining patients, there were 6 males
and 3 females. The mean LOS in seclusion at the time
of incident was 285 minutes (median 129, range 84-
601) while that for total LOS in seclusion was 449
minutes (median 279, range 118-998). The mean age
was 46 years (median 42, range 31-79). Two patients
disappeared right after the incidents. The case
particulars are summarised in Table 1. The indications
for seclusion are illustrated in Table 2. The main
indication was psychiatric illness (77.8%). Five

Case |Year |[Sex/Age |LOS (min.) Diagnosis | Mechanical |Chemical |Outcome Remark
@ incident | Total restraint restraint
1 1999 |M/48 118 118 Drunk Limbs No Disappeared | Broke smoke detector
system
2 1999 |F/39 129 129 Mental No No Disappeared | Ran away while waiting
psychiatric admission
3 1999 |M/31 459 555 Mental Safety vest No Admitted Staff sustained injury
Psychiatric while restraining
patient
4 2001 |F/35 601 687 Mental No Yes Admitted Burnt door.
Psychiatric Staff sustained injury
while restraining
patient
5 2002 |M/42 84 279 Mental Limbs No Admitted Burnt triangular
Psychiatric bandage and bed sheet
6 2002 |M/57 105 215 Mental Limbs Yes Admitted Broke into ceiling.
Psychiatric Police and fireman
called for assistance
7 2003 |M/79 121 216 Confusion | No No Admitted Burnt door
Hypo K* Medical
8 2003 |M/35 580 998 Mental No No Admitted Broke smoke detector
Psychiatric system, wall and door
9 2004 |F/50 369 845 Mental No Yes Admitted Burnt blanket
Psychiatric

Legend: Hypo K*=hypokalaemia; LOS=length of stay
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Table 2. Indications for seclusion

I. Incident cases Il. 2-year study

Patient's background before seclusion

No. of patients No. of patients

Psychiatric illness with violence or threat of violence 4 (44.4%) 38 (27.0%)
Psychiatric illness without violence or threat of violence 3 (33.3%) 23 (16.3%)
Alcohol or drug intoxication with violence 1(11.1%) 31 (22.0%)
Alcohol or drug intoxication without violence 1 (11.1%) 19 (13.5%)
Acute organic brain syndrome with history of psychiatric illness 5 (3.5%)
Acute organic brain syndrome without history of psychiatric illness 12 (8.5%)
Violence without history of psychiatric illness 13 (9.2%)
Total 9 (100%) 141 (100%)

patients (55.6%) had violence or threat of violence.
The modes of restraint are illustrated in Table 3. Six
patients (66.7%) had mechanical and/or pharmacological
restraint prior to seclusion. Five patients (55.6%) were
waiting for the completion of formalities for admission
to psychiatric hospital (Table 4).

In one case (Case 1), a drunken patient used his waist
belt and broke the ceiling smoke detector system. This
activated the automatic fire alarm and water sprinkler
system and caused water flooding in the whole
department. As a result, ambulances were diverted to
other ED for about two hours, in order to allow the
department to clean up the water.

Table 3. Modes of restraint

Two ED staff sustained injury while restraining the
mental patients (Case 3 and 4). Case 6 was a mental
patient with limb and pharmacological restraints, but
he could still manage to jump inside the false ceiling
of the seclusion room and refused to come down.
Finally, on a nursing officer's request, policemen and
firemen broke the false ceiling and recovered the
patient.

Four patients (2 men and 2 women) used lighters to
set fire inside the rooms. They burnt the room doors,
limbs holders, bed sheet or blanket. A supporting staff
sustained injury while restraining the patient in one
of the fire-setting incidences. Notably, three of the

l. Incident cases

1. 2-year study

Type of restraint used

No. of patients

No. of patients

Seclusion only 3 (33.3%) 78 (55.3%)
Seclusion & mechanical 3 (33.3%) 24 (17.0%)
Seclusion & pharmacological 2 (22.2%) 25 (17.7%)
Seclusion & mechanical & pharmacological 1 (11.1%) 14 (9.9%)

Total 9 (100%) 141 (100%)

Table 4. Initial purposes for seclusion

I. Incident cases

1. 2-year study

Purpose

No. of patients

No. of patients

Observation only
Observation & psychiatric consultation
Waiting for psychiatric admission

2 (22.2%)
2 (22.2%)
5 (55.6%)

50 (35.5%)
74 (52.5%)
17 (12.1%)

Total

9 (100%)

141 (100%)
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patients (75%) were under pharmacological and/or
mechanical restraints. Eventually, three (75%) were
admitted into psychiatric hospital.

Part 2

For the two-year period from July 2002 to June 2004,
141 patients were secluded as recorded in the AEIS.
There were 89 males (63.1%) and 52 females (36.9%).
The average number of patients secluded in our ED
was about 6 per month. The indications for seclusion
are illustrated in Table 2. The age range of 140 patients
(one unknown) was from 14 to 92 years and the mean
was 45 years (SD 19). The LOS ranged from 20 to 2,448
minutes and the mean was 616 minutes (SD 478).
There were three recorded incidents (2.1%) during
the period. Eighty-two patients (58.2%) were secluded
for violence or threat of violence, and 38 out of the
82 violent patients (46.3%) had history of psychiatric
iliness. Seventy-five patients (53.2%) had no history
of psychiatric illness. Fifty patients (35.5%) were
associated with alcohol or drug intoxication.

Table 3 shows that 63 patients (44.7%) had
mechanical and/or pharmacological restraints. The
initial purposes for seclusion are illustrated in Table 4.
The outcomes of the patients are shown in Table 5.
A total of 64 patients (45.4%) could be treated and
discharged from the ED.

Discussion

No ED can avoid restraint or seclusion in emergency
or potentially dangerous situations. It is a relatively

Table 5. Final outcomes of patients (2-year study)
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frequent practice in emergency.* However, such
action may engender risks to patients, hospital staff
and the management. It violates principles of
beneficence (doing good) and non-malfeasance (doing
no harm). The use of restraint in psychiatry as well as
in health and social care are controversial.2*!5 Patients
can only be restrained on clinical grounds, when there
are imminent threats of harm to self or others, whether
inadvertent or deliberate. On the other hand, failure
to restrain resulting in bodily harm can be liable to
medical or nursing negligence. There may be clinical,
ethical, medicolegal, occupational health and safety,
infection and financial implications.2 There are always
staff anxiety, dilemma, and conflicts for potential
patient injury.®* Hospital staff have been found liable
for both using (false imprisonment, battery) and not
using restraint (negligence, abandonment).2416
However, cases in which providers were held liable
for the absence of restraint have been far outweighed
by cases of liability involving the use of physical
restraint.

Consequently, reduction in the use of restraints has
become the direction of many hospitals, to minimise
risks and to show respect to patient's dignity.231516
The Centers for Medicare and Medicaid Services
(formerly the Health Care Financing Administration)
stated their standards for the use of restraint as follows:
(i) The patient has the right to be free from restraints
or seclusion or any form that are not medically
necessary or are used as a means of coercion, discipline,
convenience, or retaliation by staff. (ii) A 'restraint’
can only be used if needed to improve the patient's
well-being and less restrictive interventions have been

Patient outcome

No. of patients

Discharge

Discharge with emergency department follow-up
Admission to psychiatric hospital, involuntary
Admission to psychiatric hospital, voluntary

Referral to another hospital for psychiatric consultation
Admission to own (general) hospital

Discharge against medical advice

Disappearance

44 (31.2%)
20 (14.2%)
29 (20.6%)
27 (19.1%)
1 (0.7%)
12 (8.5%)
5 (3.5%)
3 (2.1%)

Total

141 (100%)
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determined to be ineffective. (iii) The use of restraint
must be in accordance with the order of a physician
or other licensed independent practitioner, and never
written as a standing [or as needed] order. (iv) The
condition of the restrained patient must be
continuously assessed, monitored and reevaluated.*®
The Joint Commission on Accreditation of Healthcare
Organizations stated their goal as follows: "To create
a physical, social, and cultural environment limiting
restraint and seclusion use to clinically appropriate
and adequately justified situations or that actually
reduces its use through preventive or alternative
strategies".? Restraint should only be used as a last
and limited resort.?

The monthly average of patients secluded in our ED
was about 6 episodes. An ED in the USA reported a
monthly average of seclusion of 22 episodes.® A study
in Australia reported an overall estimated rate of
restraint in its ED as 1.3 episodes per 1,000 visits,*
and that of our ED was around 0.6. The results showed
that the rate of seclusion in our ED was relatively low.
However, the result might have been under-reported
since some secluded patients might not be registered
in the AEIS.

The LOS of seclusion ranged from 20 minutes to 40
hours 48 minutes in our ED. The mean was longer
than 10 hours. In a six-year study in an UK psychiatric
hospital, the mean LOS for seclusion was only 1 hour
29 minutes (range 15 minutes to 12 hours 10
minutes).'” Incidents occurred in 2.1% of our
seclusion in the study period. Seclusion and restraint
have adverse physical, physiological, psychological,
pathological, and infectious effects on patients. It is
important to ensure that the patient's physiological
and psychological needs are adequately attended to.
The patient should be closely monitored and the need
for restraint should be reassessed at specific time
intervals, to be terminated as soon as possible.2” One
of our patients was secluded for more than 40 hours.
Nurses should be aware that the longer the seclusion,
the higher the risk to the patient, and subsequently to
the staff. Physical well-being should be preserved
through adequate exercise, nourishment, and personal
care at least every four hours in adults.”

11

Concerning the indication of restraint, a report on
Australasian ED restraint practices revealed that the
most frequently cited indication for restraint was
violence or potential violence cases (52%). Psychiatric
illness was the second commonest indication (32%)
and there was only 4% drug or alcohol intoxication
in the report.! In our department, the most frequent
indication was also violence (58.2%), with nearly half
of them having history of psychiatric illness. Sixty-six
secluded patients had psychiatric illness (46.8%) and
50 patients had alcohol or drug intoxication (35.5%).
Most of our incidents involved psychiatric patients
(77.8%), especially those with violence or threat of
violence (44.4%). There may be potential conflicts
among ED medical and nursing staff in the perception
of the patient's best interest.'® Therefore, a clear
seclusion/restraint guideline or protocol to facilitate
staff decision and to ensure staff/patient safety is
necessary.

Our result showed that restraints were frequently used
in addition to seclusion. The use of restraint in the
acute care setting might result in adverse outcomes,
including death, asphyxiation, falls, fractures, nerve
injuries, vascular injuries, infection and prolonged
hospitalisation. Multiple restraint devices may increase
the risk.® In general, medication is preferable to
prolonged mechanical restraint.’s Staff should be
educated and properly trained in the application of
restraints, and manufacturers’ recommendations must
be followed.® The patient should be closely monitored
and the need for restraint should be reassessed at
specific time intervals. The restraint should be adjusted
and the position changed periodically, to be
discontinued as soon as possible.2” Remember that
patient has the right to be free from restraints at the
earliest moment, when the need no longer exists.®10:19
One report stated that 65.6% of the nurses were unsure
on how to care for a restrained patient.'®? Staff should
be educated to understand the underlying principles and
to enhance their competency.'??t Knowledge of
distraction technique and crisis intervention may reduce
the need for seclusion or restraint.

However, despite the additional restraint measures,
incidents still occurred. The design of the seclusion
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room requires improvement, as the false ceiling and
smoke detector system are potentially risky structures.
Four incidents were due to fire, resulting from
inadequate body search and the presence of flammable
objects. One case used a waist belt to break the water
sprinkler system. It is apparent that potentially
dangerous patient belongings such as cigarette lighter
and waist belt must be removed completely before
seclusion. However, it is unimaginable that ED staff
are authorised to seclude or restrain patients without
consent but at the same time are not allowed to do
body search which should be regarded as part and
parcel of a safe seclusion process. In order to avoid
unlawful body search, nurses should seek help from
the police. Two patients escaped immediately after the
seclusion room door was opened. These incidents
might be prevented by higher staff vigilance and by
summoning adequate staff for assistance before
opening the door. A good video and audio system to
monitor and communicate with the secluded patient
might also help. As staff were injured in some of the
restraining processes, adequate manpower as a team
with proper skill training is necessary to ensure safe
operations. One interesting phenomenon was that
incidents still occurred even with additional restraints.
This can only mean that the restraint was grossly
inadequate or ineffective. The choice and dosage of
sedatives have to be reviewed. The technique of
mechanical restraint application has to be improved.

Seclusion is not a solution for inadequate manpower
or time.*® Patients should be individually assessed for
adequate and appropriate clinical justifications, as well
as for the safest, most effective and least restrictive
method to be used.” Patients, relatives and staff should
be well informed.!® Patients should be constantly
monitored. Most ED do not have enough manpower
to ensure continuous observation, frequent assessment,
and proper documentation.'® Relatives are encouraged
to stay with the patient in the seclusion room, if there
are no contraindications. Continuous audio and visual
monitoring, a window or a doorway are acceptable.??
A new design of seclusion rooms providing a soft and
warm environment can promote calmness, reduce
stress and agitation and de-escalate potentially
dangerous behaviour of patients.” Air sofa, floor
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mattress with blanket, warm wall stickers with
lighting, music and patient communication system can
enhance a safe and quality stay for patients under
seclusion.

Audit on the use of restraints in ED was uncommon.!
A quality assurance program or audit,® including
review of proper documentation during seclusion and
debriefing of staff and patient after application,®
is indispensable to ensure the safety of both patients
and staff.

Conclusion

Seclusion is a high-risk practice. In our department,
the most frequent indication was violence (58.2%),
with nearly half of them having history of psychiatric
illness. The LOS of seclusion was relatively long in
the ED and might be one of the risk factors provoking
incidents, which occurred more frequently with
psychiatric patients. Nurses are always exposed to legal
liability in exercising restraint and in searching for
potentially dangerous items from patients. It is
suggested that clear protocols and quality assurance
programs should be instituted to ensure a safe seclusion
standard. Reduction of restraint and seclusion should
be the ultimate goal and direction of the ED.
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