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Purpose. To understand nursing practice in seclusion and mechanical restraint events in psychiatric inpatient care. Design and
Methods. Non-participant video observation was used to collect data from seclusion and mechanical restraint events. Nursing
interventions were analysed using deductive content analysis. Findings. Video recordings (n = 36) showed that nurses were present
for 4.1% of the duration of seclusion and mechanical restraint events. The nursing interventions focused on meeting patients’ basic
needs, maintaining safety, and interaction. Practice Implications. Nursing must be founded on a thorough assessment of patients’

physical and psychosocial needs and meeting those needs with appropriate nursing interventions.

1. Introduction

Seclusion and mechanical restraint are controversial in-
terventions used to manage patients’ aggressive behaviour in
psychiatric hospitals [1]. The use of seclusion and me-
chanical restraint often has negative consequences such as
psychological distress, traumatic experiences, and low
treatment satisfaction [2]. Patients have also experienced
unmet needs during seclusion and mechanical restraint
[3, 4]. Despite attempts to reduce the use of seclusion and
mechanical restraint, they are still used in clinical practice
[2]. To improve the quality and safety of these measures,
holistic care of patients is required.

Nurses are central to providing high-quality care and
meeting patients’ needs in healthcare settings [5]. Nursing
care is founded on a holistic approach that considers
patients’ physical and psychological needs [6]. In

psychiatric care, nurses are required to recognise and
respond to patients’ needs at any given time, regardless of
their ability to express them [7]. Previous studies have
indicated that nursing focuses more on the psychological
needs of patients and that nurses lack the skills and
competence to meet patients’ physical needs in psychiatric
inpatient care [8]. A nursing intervention refers to any
treatment provided, based on a nurse’s clinical judgement
and knowledge, that enhances patient outcomes [9]. In the
Roper-Logan-Tierney Model of Nursing, the nurse’s
clinical judgement and delivery of nursing interventions
are based on an assessment of the patient’s needs [10]. In
psychiatric inpatient care, nursing interventions have
focused on improving safety by managing aggression and
self-harm with surveillance, managing environmental
safety, and using coercive measures. Nursing in-
terventions in psychiatric inpatient care also involve
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nurses being present and spending time with the patient,
performing routine care tasks, and administrating
medication [11].

Previous studies on nursing care concerning seclusion
and mechanical restraint have identified unmet patient
needs and experiences of negligence [3, 4, 12]. Un-
derstanding what happens during seclusion and mechanical
restraint is important because during seclusion and restraint,
patients are vulnerable and depend heavily on the care of
nurses [4]. Yet, nurses do not always know how seclusion
and restraint are used in humane and safe way [13]. Se-
clusion and restraint continue to be used in psychiatric
inpatient care despite them being regarded as a last resort
[14]. Existing studies have not fully explored what happens
and what nursing interventions are provided during se-
clusion and mechanical restraint events in psychiatric
inpatient care.

Video recordings are one way to gain a better un-
derstanding of what happens during the complex phe-
nomenon [15] of seclusion and mechanical restraint. They
can show nurses in their natural setting [16]. Routinely
collected video observations can be used to identify the
individual actions of nurses during clinical encounters and
to capture aspects that might be missed with other data
collection methods [17]. The purpose of this study was to
understand nursing practice in seclusion and mechanical
restraint events in psychiatric inpatient care. To understand
nursing practice, we explored standard practice of nursing
interventions used during seclusion and mechanical re-
straint events in psychiatric inpatient care using video ob-
servation. The knowledge gained can be used to understand
what happens in the standard practice of seclusion and
mechanical restraint in a high-income country. Reflection of
these practices to existing guidelines can inform the need for
improvement in seclusion and mechanical restraint
practices.

2. Materials and Methods

2.1. Design. 'This study’s exploratory qualitative observation
design allowed for an exploration of the phenomenon in its
natural setting without the influence of participants’ expe-
riences [18]. The Standards for Reporting Qualitative Re-
search (SRQR) checklist was wused to ensure the
trustworthiness of the reporting [19].

2.2. Theoretical Framework. The Roper-Logan-Tierney
Model of Nursing [10], a needs-based nursing model, was
selected as a theoretical framework. The model is suitable for
exploring nursing interventions using general terms in
different settings [20]. It was also valuable for our purposes
as it emphasises the role of nursing interventions in assisting
patients in fulfilling their needs [10].

2.3. Setting. The study was conducted in one specialised
psychiatric hospital in Southern Finland. The hospital offers
treatment for patients with severe symptoms. Participants
for the study were recruited from six closed psychiatric
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wards (one psychogeriatric ward, two forensic wards, two
acute psychiatric wards, and one psychosis rehabilitation
ward). These wards were purposefully selected [21]. The
Finnish mental health legislation determines the use of
seclusion and mechanical restraint (Mental Health Act
1116/1990, 22 § 21.12.2001/1423). Seclusion and mechanical
restraint may be used to ensure the safety of patients, staff,
and property. When a patient is put in seclusion, they are
placed in a designated room fit for this purpose. Mechanical
restraint entails the patient being restrained with belts and
straps. Patients may also be physically or chemically re-
strained during seclusion (Mental Health Act 1116/1990,
22§ 21.12.2001/1423).

The seclusion rooms in the study wards were simple,
with limited furniture, such as a soft mattress on the floor
and a soft cube that staft brought to the seclusion room to be
used as a table or seat. Some of the rooms had a toilet and
a sink. If a seclusion room did not have a toilet, the staff
escorted the patient to a toilet outside the seclusion room. If
a patient needed to be mechanically restrained, a bed was
placed in the room for this purpose.

Each room had an automatic ceiling-mounted camera
that recorded the events. The camera’s primary purpose was
to allow constant observation of the patient by the staff. The
camera monitors were located at the nurses’ station.
According to legislation (Mental Health Act 1116/1990), on
each shift, one nurse should be responsible for the care of
a restricted patient.

2.4. Participants. The participants were patients and
healthcare staff present in seclusion and mechanical re-
straint events. Convenience sampling method was used on
a “first-come, first-served” basis to select the participants
[22]. Convenience sampling was considered a viable option
due to its simplicity. It was impossible to identify be-
forehand which patients and staff would participate in
seclusion and restraint events. The events were not de-
liberately chosen. The aim was to include events that re-
flected standard practice. Each of the events had the
potential to be included in the study until the sample target
was reached. The target sample size was 30, representing
the organisation’s typical monthly seclusion and me-
chanical restraint events. The inclusion and exclusion
criteria for the video recordings are elaborated in Table 1.

2.5. Data Collection. The data were collected between 6
November 2016 and 30 March 2017. The same data are used
in another study [23], where safety hazards were identified in
seclusion and mechanical restraint events. Both studies are
part of alarger research and development project (The Safety
of Nurses during Seclusion and Restraint of a Psychiatric
Patient, EriTurva 116157). Video-based observation was
chosen as the data collection method because it allows the
collection of rich and objective data [24]. Due to ethical and
safety reasons, it was not possible to have external observers
present during the seclusion and mechanical restraint
events. Video observation produces raw data that are not
dependent on the observers’ notes [25].
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TaBLE 1: Inclusion criteria for video recordings.

Patient Nurse

Inclusion criteria for video recordings

Informed consent X X

Admitted to study ward X

Over 18 years of age X X

Volunteer X X
Exclusion criteria for video recordings

Not suitable for the study* X

Not from the study ward X

Under the age of 18 X n/a

*Patient assessed by a physician to have diminished capacity to provide
informed consent.

Before the data collection, a one-day training session was
organised for the contact nurses from each study ward. The
purpose of the training was to ensure the ethical recruitment
of participants. During the data collection, the contact
nurses collected background information for each video
recording with a form. The information included the type of
coercive measure used, the reason for the measure, the
duration of the coercive measure, and exclusion with reason.
The researcher (JV) called the contact nurses weekly. The
contact nurses asked for the patient’s willingness to par-
ticipate during the debriefing of the seclusion and me-
chanical restraint events. When consent was acquired, JV
requested the hospital’s technical staff to extract the cor-
responding video recordings and save them to an external
hard drive. Only the video recordings where consent was
acquired was included in the data and watched by the re-
searchers. Those recordings where consent was not acquired
were destroyed by the hospital technical staff. One patient
contacted the researchers after they had provided informed
consent and requested to withdraw from the study. This
recording was not included in the data.

2.6. Ethical Considerations. The study was approved by the
Ethics Committee of Helsinki and Uusimaa Hospital District
(12/13/03/2016). The permission to conduct the study was
obtained from the study organisation. In addition, the Re-
gional State Administrative Agency and the Office of the
Data Protection Ombudsman evaluated the designed data
collection and storage process prior to the study. A steering
committee was organised to oversee that the study followed
ethical standards. A representative of the nursing association
was included in the study to ensure that the rights of the
participating healthcare professionals were respected.

The data consisted of sensitive material. Therefore, we
meticulously followed the principles of the Declaration of
Helsinki [26]. The following steps were taken to protect their
confidentiality and privacy. First, the security of the data was
ensured by storing it on computers (without an Internet
connection) behind locked doors. Second, only the re-
searchers who transcribed the data (JV, ML, and JB) had
access to the raw data. Third, healthcare professionals and
patients were pseudonymised. Third, no demographic in-
formation, such as age, gender, ethnicity, diagnosis, edu-
cational background, or work experience, was reported.

Informed consent was acquired from patients retro-
spectively during the standard debriefing of the event. A
physician evaluated the competency of the patients to
participate. Nurses working on the wards signed informed
consent forms before the data collection after receiving oral
and written information about the study. During the data
collection, if nurses involved in the seclusion and mechanical
restraint events did not want their part of the recording to be
used in the study, they wrote down the date and time they
were in the seclusion room. These sections of the video
recordings were excluded from the analysis.

Seclusion and mechanical restraint were not conducted
just to be studied. Instead, they occurred as standard
practice. However, in the planning of the study, it was
decided that if any serious incidents occurred during se-
clusion and mechanical restraint events, they would be
reported to the hospital executives. One incident identified
in the study was reported to the director of nursing and the
chief physician.

2.7. Data Analysis. The data were prepared for analysis by
watching the video recordings with TruVision Navigator
Player 5.0 software and transcribed. Only predefined aspects
were transcribed: “what happens?”, “who is present?”, “what
are they doing?”, and “where are they located?” Tran-
scriptions resulted in 400 pages of text (range 2-79 per
recording). Transcriptions were imported to NVivo 12 [27]
to facilitate the analysis.

This study used qualitative deductive content analysis
[28]. The Roper-Logan-Tierney Model of Nursing [10] was
used as a framework. The data analysis focused on the
model’s central tenet, the activities of living which represent
patient needs [10]. Responding to patient needs and the
realisation of nursing care were explored through nursing
interventions.

The researchers immersed themselves in the data by
reading the transcripts multiple times. A structured cate-
gorisation matrix containing the 12 activities of living was
generated. It was used to code the nursing interventions. A
coding unit was selected to represent one nursing in-
tervention. Then, four randomly chosen video recordings
(10%) of data were coded separately with the categorisation
matrix by JV and TL. After the initial coding, each code was
given a definition, inclusion and exclusion criteria, and an
example from the data. One researcher used the catego-
risation matrix for the remaining video recordings (JV). New
codes still emerged at this stage. Subcategories were gen-
erated by collating and combining codes under the cate-
gories [28]. The categorisation is illustrated in Figure 1.

2.8. Credibility. We aimed to ensure the credibility of this
study by acknowledging the truth value [29]. We recognised
that the researchers’ experiences working as nurses in
psychiatric hospital care strengthened the identification of
nursing interventions but could have also resulted in bias.
The consistency of the analytical process was assessed with
inter-rater reliability, the similarity of how coders code the
data [30]. Cohen’s Kappa was used because it considers
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agreement by chance [31]. Cohen’s Kappa of 0.951 was
reached, considered as excellent inter-rater reliability. We
also considered neutrality and how the findings reflected
reality. This meant that researchers (MV, JB, ML, and PS)
who had previous experience with the phenomenon but
were not involved in the analysis reviewed the findings.
Changes were made based on their feedback. Lastly, we
recognised the transferability of the findings to different
contexts [32]. Due to differences in guidelines, processes,
and practice of seclusion and mechanical restraint, the
transferability of the findings to different settings should be
carefully considered.

3. Results

3.1. Characteristics of the Data. Thirty-six video recordings
of seclusion and mechanical restraint events were analysed.
The total duration of the video recordings was 1094.71 hours
(mean: 31.95, median: 17, range: 2.42-211.33, SD: 43.41).
Most video recordings showed patients during seclusion
(n=34, 94%), while two used mechanical restraints. The
reasons for the use of seclusion or mechanical restraint
included possible harm to others (n = 14), self-harm (n=11),
encumbering the treatment of others (n=9), and self-
endangerment (n=2).

The total time of nurses’ presence was 2787.9 minutes
(mean: 77.44, median: 24.5, range: 2.7-807.7, SD: 177.1). The
average percentage of time nurses spent in the seclusion and
mechanical restraint events was 4.1% of the duration of the
recorded time (median: 1.9, range: 0.3-56.5, SD: 9.26). There
were 609 nursing care visits to seclusion and mechanical
restraint events (mean: 16.9, median: 8.5, range: 2-114, SD:

32). Table 2 shows the data characteristics, including the
video recording number (nr.), number of nursing care visits,
duration of nurses’ presence, duration of video recording,
and percentage of nurses’ presence in the video recording.

3.2. Nursing Interventions in Seclusion and Mechanical Re-
straint Events. The nursing interventions identified were
categorised into ten categories (Figure 1) The examples of
the data are quotations from the video recording transcripts.

3.2.1. Maintaining Safe Environment. Nurses maintained
safety by using further restrictive interventions. The nurses
used chemical and physical restraints during seclusion and
mechanical restraint. Chemical restraints were used orally
and intramuscularly. Physical restraint was when they held
the patient by the arms, set the patient physically on the
ground, or prevented the patient from moving.

Less restrictive interventions were used to maintain
a safety by preventing the patient from leaving the se-
clusion room. In addition, safety was maintained by
nursing interventions that focused on ensuring a safe
environment. Nurses searched for likely forbidden items
and checked different areas of the seclusion room, e.g.,
behind the toilet and under the mattress. Nurses removed
items, such as a food tray and clothing, from the seclusion
rooms for safety. Nurses also performed bodily searches
on patients for items that did not belong in the seclusion
room.

“A nurse comes close to the patient and checks the pockets of
his shirt and pants. -recording nr. 257
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TABLE 2: Data characteristics.

Video recording nr.

Nursing
staff visits (1)

Duration of nurses’
presence, mean, and
min-max (SD) in
minutes

Duration
of video recording

Percentage of nurses’
presence in video
recording (%)

1 24 58.4, 2.4, 0.1-13.9 (3.2) 32h 35min 3

2 17 56.2, 3.3, 0.1-9.0 (3.3) 11h 30 min 8.2
3 4 2.7, 0.7, 0.2-1.5 (0.6) 2h 25min 1.9
4 12 21.8, 1.8, 0.1-6.0 (1.8) 20h 1.8
5 25 87.9, 3.4, 0.3-15.5 (3.8) 17 h 40 min 8.5
6 15 39.7, 2.6, 0.2-9.6 (2.9) 21h 48 min 3.0
7 18 27.2, 14, 0.0-6.2 (2.0) 40h 13 min 40 sec 1.1
8 31 53.9, 1.7, 0.0-9.8 (2.5) 23h 38 min 25sec 3.8
9 6 11.8, 2.0, 0.4-6.7 (2.4) 8h 15min 2.4
10 4 19.9, 5.0, 0.1-14.7 (6.6) 12h 50 min 2.6
11 3 4.6, 1.5, 0.1-4.2 (2.3) 10h 10 min 0.8
12 9 13.2, 1.5, 0.1-5.7 (1.9) 14h 45min 1.5
13 15 40.4, 2.7, 0.0-25 (6.4) 26h 20 min 2.6
14 12 32.2,2.7,01-8.5 (2.7) 18h 35min 2.9
15 6 7.3, 1.2, 0.1-2.2 (0.9) 11h 40 min 1.0
16 4 3.5, 0.88, 0.3-1.3 (0.5) 5h 40 min 1.0
17 5 4.9, 1.0, 0.1-3.2 (1.3) 15h 50 min 0.5
18* 2 5.0, 2.5, 1.0-3.9 (2.1) 2h 46 min 3.0
19 7 12.1, 1.7, 0.8-3.4 (1.0) 11h 5min 1.8
20 5 52.5, 10.5, 0.0-38.3 (16.3) 11h 8.0
21 20 60.6, 3.0, 0.0-26.2 (6.4) 72h 5min 1.4
22 54 99.7, 1.8, 0.0-10.4 (2.2) 211h 20 min 0.8
23 27 30.0, 1.1, 0.1-2.0 (0.6) 39h 20 min 1.3
24" 8 807.7, 90.0, 1.1-485 (168.1) 23h 50 min 56.5
25 21 84.5, 4.0, 0.1-30.7 23h 50 min 4.2
26 3 21.8, 7.3, 0.1-15.9 (8.0) 14h 40 min 0.3
27* 114 757.5, 4.6, 0.0-121 (12.3) 170h 50 min 7.3
28 39 140.3, 3.5, 0.1-16.9 (4.4) 90h 2.6
29 35 130.6, 3.6, 0.5-27.7 (5.2) 53h 20 min 41
30 7 20.9, 3.0, 0.5-11.9 (4.0) 18h 35min 1.9
31 7 11.0, 1.6, 0.1-3.0 (1.2) 13h 35min 14
32 8 12.6, 1.6, 0.1-7.0 (2.3) 13h 35min 1.6
33 7 9.0, 1.3, 0.0-4.3 (1.5) 14h 35min 1.0
34 6 6.7, 1.1, 0.2-2.0 (0.6) 16h 20 min 0.7
35 4 8.7,2.2,1.0-4.2 (1.5) 16h 10 min 0.9
36 25 31.1, 1.3, 0.1-2.9 (0.7) 39h 14min 17 sec 1.3
Total 609 2787.9, 77.4, 2.7-807.7 (177.1) 1094 h 42 min 17 sec 4.1

The duration of the video recordings is presented in hours and minutes. The duration of nurses’ presence is presented in minutes. *Mechanical restraint.

3.2.2. Communicating. Nursing interventions related to
communication involved simply talking with the patient.
The communication was conducted either face-to-face or
through the seclusion room door. In some situations, the
nurses also used non-verbal communication, e.g., touching
the patient on their shoulder or arm while talking to the
patient. Most of the communication was brief.

“The patient talks with the nurse through the door and
points to the sink. —recording nr. 17

3.2.3. Breathing. Nursing interventions focused on the
patient’s physical condition by providing physical care and
taking physical measurements. To provide physical care,
nurses used different wound care products to care for
scratches and wounds that the patient suffered during

seclusion or mechanical restraint. Nurses were also observed
using injections to the stomach area of mechanically re-
strained patients. Most likely, this was anticoagulation
medication to prevent deep venous thrombosis. Nurses took
vital physical measurements of the patient during seclusion
and mechanical restraint. Most notably, electrocardiographs
(ECG) and blood samples were taken, as well as body
temperature and blood pressure. Additionally, a breathalyser
was used for patients who were likely intoxicated.

“The nurse measures the patient’s blood pressure while he is
sitting and while he is laying down. -recording nr. 2”

3.24. Eating and Drinking. Nurses routinely provided
nourishment opportunities for patients. They also ensured
that the water tap (in rooms equipped with a tap) was



functioning so that the patient had access to fresh drinking
water. In rooms without a tap, the nurses brought drinking
water to the patient. The nurses brought food and drinks to
the patient at different times of the day. Nurses fed the
patients if they could not eat or drink by themselves. This
was mainly for patients who were mechanically restrained
and could not, therefore, move their arms freely.

“The nurse feeds the patient crackers and water. —recording
nr. 20”

3.2.5. Elimination. The nurses provided the patients with
means for elimination and assisted or assessed elimination.
This was done by nurses ensuring the functioning of the
toilet in the seclusion rooms that had a toilet. In the rooms
with no toilet, the nurses provided a urine bottle to patients,
which the nurses emptied when filled. Nurses also assisted
the mechanically restrained patients with elimination (set-
ting the bedpan in place, giving the patient a urine bottle,
and removing the patient’s pants).

“Two nurses came to the seclusion room, removed the
blanket from the patient, and put a bedpan under the
patient. -recording nr. 29”

In addition, some of the patients needed verbal guidance
for elimination. Nurses used speech and pointing motions to
direct patients to the toilet or use a urine bottle. The degree
of elimination was assessed by measuring the amount of
urine. The nurses weighed some of the patients with a scale
to assess how much weight the patient had lost from uri-
nating and defecating.

3.2.6. Personal Cleaning and Dressing. Nursing in-
terventions were aimed at assisting in dressing and hy-
giene. Nurses cared for the patients’ hygiene by giving
them products such as a toothbrush, toilet paper, paper
towels, or cleansing wipes. Nurses assisted patients who
were unable to wash themselves. Nurses provided bedding
and clean clothes for patients. Some were designated
hospital clothes, and some patients were given their
clothes. Nurses helped patients maintain cleanliness by
taking dirty clothes and bedding out. At the beginning of
seclusion events, hospital practices dictate that a patient
must wear hospital clothes during seclusion and me-
chanical restraints. Nurses would therefore undress the
patient from their clothes and dress them in hospital
clothes. On some occasions, patients resisted undressing
and dressing.

“Nurses dress the pyjamas forcefully on the patient.
-recording nr. 4”

3.2.7. Controlling Body Temperature. Nurses controlled the
body temperature of the patients by cooling them down and
warming them up. Nurses cooled the patients down by
taking a blanket off the patient or opening the seclusion
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room window when the patient was mechanically restrained.
The patients were warmed up when nurses tucked them into
the bed with blankets. Nurses tucked patients in mechanical
restraints more often because the patients were not able to
do it themselves.

“The nurse enters the room and sets two blankets on top of
the patient. -recording nr 29”

3.2.8. Mobilising. Nursing interventions focused on pro-
viding equipment and assisting patients in mobilisation.
Nurses would frequently bring a padded cube into the se-
clusion room that the patient could use as a chair to sit on or
as a table, so that patient could have a better position to eat.
Also, when patients were mechanically restrained, nurses
would lift or lower the bed, depending on the patient’s needs.

The nurses assisted patients in mobilising by holding
their hands to help them get up from or down to the
mattress. Nurses also guided the patient to sit on the
mattress by holding their hand and pointing towards it. In
some events, the nurses would lift the patient and carry the
patient to the seclusion room.

“Nurses 1 and 2 lift the patient from the mattress, and the
patient is passive and does not set his feet on the ground.
Nurses 1 and 2 lift the patient by his armpits, and nurses 3
and 4 take his legs, lift him in the air, and carry him out of
the seclusion room. -recording nr. 2”

When patients were mechanically restrained, the nurses
adjusted the straps and positioned the patient’s arms and
legs. Furthermore, nurses would open the straps to allow
patients to freely move their arms or legs.

3.2.9. Working and Playing. Nursing interventions focusing
on patients’ needs to work and play were only conducted in
one seclusion event. The nurses provided the patient with
magazines to read. Nurses changed out the magazines
multiple times during the event.

“The nurse comes to the seclusion room with a bunch of
magazines. -recording nr. 3”

3.2.10. Sleeping. Nursing interventions were aimed at
supporting patients’ sleeping. This mainly occurred when
a patient was in mechanical restraints by adjusting the
pillow under the patient’s head. In addition, nurses took
care of the patient’s sleep cycle by turning off the lights in
the evening and leaving them off throughout the night.
During the day, nurses attempted to support the patients’
sleep-wake rhythm by waking up the patients during day,
by turning on the lights, or by physically waking up the
patients.

“Two nurses come close to the patient, and one nurse leans
over and wakes the patient by touching his shoulder.
-recording nr. 6”
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4. Discussion

This study explored nursing interventions during seclusion
and mechanical restraint events in psychiatric inpatient care.
The findings reveal that these interventions focused on
patients’ basic needs. Based on the findings of this study,
assessment could not be made whether nursing care was
sufficient. Previous studies on patients’ experiences have
reported that care during seclusion and restraint is in-
sufficient to meet patients’ needs [4]. This is opposite of
nurses’ perceptions, as a recent study found that nurses
perceive that basic nursing care is never or rarely missed in
psychiatric care [33]. The disparity between the perceptions
of nurses and patients regarding good care has been widely
reported in the literature [34]. One argument is that the
needs of patients with psychosis can be difficult to assess due
to aggressive behaviours [35] and patients’ difficulty in
expressing their needs. Regardless, patients have expressed
that they need nurses to care for them if they cannot do so
themselves [3, 4]. Therefore, it is the responsibility of nurses
to identify and respond to the patient’s needs with nursing
interventions.

In this study, nurses and patients were together, on
average less than 5% of the duration of seclusion and
mechanical restraint events. The lack of nurses’ presence
during seclusion and mechanical restraint events has al-
ready been recognised in Finland by the European Com-
mittee for the Prevention of Torture and Inhuman or
Degrading Treatment or Punishment (CPT). According to
their report from a preliminary visit to a Finnish psychi-
atric hospital, there was a lack of supervision of secluded
patients, and visits to seclusion rooms were limited: on
average six visits per day [36]. In our data, we recognised
that nurses observe and communicate with patients
through the door (potentially also through the camera, but
this is not visible in the data). Nevertheless, the median
number of nurses visiting to seclusion room was 8.5 (mean:
16.9) resulting in long durations where nurses were not
present in the seclusion room. This is in stark contrast with
the best practice recommendations where patients in se-
clusion should be observed in their physical presence,
meaning inside the room every 15minutes [37]. Obser-
vation of patients during seclusion and mechanical re-
straint is critical, not only to ensure the safety of the
patients [38] but also to identify patients’ needs and re-
spond to them with nursing interventions. The possibility
for nurses to observe and provide patients with nursing
interventions might be dictated not by patients’ preferences
or needs, but nurses’ decisions and schedules. These are
greatly affected by the staff shortages [12].

In this study, the nursing interventions and patient visits
were characterised by task orientation; nurses entered the
seclusion room, performed multiple nursing interventions
during one visit, and exited quickly. Similar task orientation
can be seen in studies of nurses’ work time allocation, where
most of the work time is spent on short, direct, or indirect
tasks [39]. Staffing levels may be one reason for task ori-
entation. In addition, the broader culture of psychiatric
hospital care emphasises safety, risk assessment, and control

over therapeutic interactions and milieu [40], which based
on our interpretation is reflected in the practice of seclusion
and mechanical restraint.

Patients have reported a lack of interaction during
seclusion and mechanical restraint events [12]. Our study
identified that little time was spent on interaction with
patients. The quality of the interaction also matters. At best
interaction during seclusion and mechanical restraint
events can provide comfort and a sense of compassion [12].
In our study, we were merely able to identify some in-
teraction moments; due to methodological limitations, we
could not analyse the content or quality of these in-
teractions. Yet, quick, task-oriented visits to the seclusion
room do not seem to allow for therapeutic interaction. In
the Roper-Logan-Tierney Model of Nursing, non-verbal
communication is emphasised along verbal communica-
tion [10]. Use of non-verbal communication during se-
clusion and mechanical restraint can be one option to
relieve anxiety and distress. However, the appropriateness
of non-verbal communication is important, as one that
projects negativity decreases patient satisfaction, while one
that signals warmth increases patient satisfaction [41].

If seclusion and mechanical restraints are used, the needs
of the patients should be assessed, and nursing interventions
are required to address them. The Finnish Mental Health Act
(1116/1990, 22§ 21.12.2001/1423) states that it is the re-
sponsibility of nurses that patients receive adequate treat-
ment and care during seclusion and mechanical restraint
events. When using seclusion and mechanical restraint, the
acute needs of the patients need to be identified and attended
to, and the holistic needs of the patients should be recog-
nised and provided for if possible [3, 4, 12]. In developing
and assessing the practice of seclusion and mechanical re-
straint, organisations providing psychiatric inpatient care
ought to follow the developed best practice recommenda-
tions [37]. These recommendations extend NICE guideline
for Violence and aggression: short-term management in
mental health, health, and community settings [38] beyond
evidence by incorporating the human rights aspect and
consensus of expert professionals and experts by
experience [37].

The use of video observation provided an opportunity
to explore nurses’ actions during seclusion and me-
chanical restraint events in psychiatric inpatient care.
Considering the complexity of seclusion and mechanical
restraint situations, video observation is a tool that can
capture and portray the numerous interactions that occur
at the same time. Despite being able to provide rich data
on the event in question, observers can miss an activity,
which does not mean that this activity was not performed
[15]. In our study, the significant missed activity was the
content of the interaction and communication. Video
observation has been used before to describe nursing
interventions and to compare the frequency and elapsed
time between nursing activities between two units, which
has resulted in a rather superficial description of the
nursing activities [42]. This could be due to the lost
contextual information surrounding the event being
videoed.



In this study, the identification and categorisation of
nursing interventions were based on the Roper-Logan-Tierney
nursing model [10]. However, due to the limitations of the data,
the model could not be used in its entirety. It was impossible to
assess the factors (biological, psychological, sociocultural, en-
vironmental, and politicoeconomic) that influenced the ac-
tivities of living [10]. In this study, the model was considered
appropriate as nursing interventions were explored in general,
and the focus was not only on the central interventions of
psychiatric nursing but also on nursing care holistically [9]. A
more thorough application of the Roper-Logan-Tierney
nursing model to assess nursing interventions would require
using multiple data sources to determine how patients’ needs
are assessed, how interventions are planned, and how their
outcomes are evaluated [43].

4.1. Limitations. The study holds limitations. The recordings
of the events only included video, not audio, and the quality
of the video was relatively low due to the cameras being
located on the ceiling behind a safety glass, limiting the
analysis of the verbal and non-verbal communication.
Nevertheless, we attempted to analyse the non-verbal
communication between patients and nurses as much as
possible. Six video recordings included staff members who
had not given informed consent; therefore, out of the total
duration of the video recordings, 12 hours and 13 minutes
were excluded. This amounts to 25% of the of the nurses’
presence in seclusion and mechanical restraint events.

The practice of seclusion and mechanical restraint ob-
served in this study reflects existing standard practice in the
study organisation, which is influenced by the organisation’s
guidelines and the Mental Health Act (1116/1990, 22 §
21.12.2001/1423). However, these determine when and how
seclusion and mechanical restraint should be used but does
not necessarily reflect best practice.

The video recordings were collected between 2016 and
2017. Seclusion and mechanical practices may have since
developed and changed. Thus, the findings might not de-
scribe current practices. However, previous studies have
reported that the implementation from research to practice
can take up to 17years [44]. The use of convenience
sampling may have led to selection bias for patients and
nurses who did and did not participate in the study. In
addition, the sampling and recruitment might have led to
underrepresentation [22] because, potentially, events that
included issues in the care were not included. The partial
elimination of video recordings was based on the decision
by the Ethical Committee. Sections of the video recording
were eliminated because some healthcare professionals did
not want to be included in the study. However, we justified
their inclusion in the study as they provided valuable
information.

Triangulation of data with patient and nurse interviews,
patient documents, and nursing notes could have supported
our understanding of nurses’ decisions and identified the
need behind the nursing interventions. Despite its limita-
tions, this study explores which and how nursing in-
terventions are used in standard practice of seclusion and
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mechanical restraint in psychiatric inpatient care. Based on
the findings, the efficacy and quality of nursing care cannot
be assessed.

4.2. Implications for Nursing Practice. The use of seclusion
and mechanical restraint is considered psychiatric intensive
care, where there is a need for constant observation and the
possibility for interaction between patients and staff. The
findings of this study show that in the standard practice of
seclusion and mechanical restraint, these are not met. In-
stead, nursing interventions during seclusion and me-
chanical restraint focus on providing routine care with brief
visits to the seclusion room. These findings show that at-
tention is needed to focus on the observation of patients and
interaction with them and nurses during seclusion and
mechanical restraint events. In organisations’ attempts to
improve seclusion and mechanical restraint practices, these
findings can be reflected upon as to which aspects of se-
clusion and mechanical restraint practice likely require at-
tention in other psychiatric inpatient care settings too.

5. Conclusions

This study provides new insight into nursing interventions
conducted during standard practice of seclusion and me-
chanical restraint events in psychiatric inpatient care.
Nursing interventions were characterised by task orientation
and focused on basic needs. The interventions focused less
on warm and compassionate interaction. The quality of the
interaction and communication between patients and nurses
could not be assessed in depth in this study due to meth-
odological limitations; future research studying the in-
teraction between nurses and patients in the context of
seclusion and mechanical restraint is therefore needed.
Because previous studies have reported unmet patient needs
during seclusion and mechanical restraint [3, 12], more
attention is needed to develop seclusion and mechanical
restraint practices so that the various needs of patients, not
only physical but also psychosocial, are considered. Further
study is needed to determine the nursing interventions that
best meet these needs.
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