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Chapter One 

Introduction 

Nurses practicing in psychiatric facilities are often required to make decisions whether or 

not to seclude a client. One may expect that empirical nursing knowledge would provide a 

substantial foundation for the nurse's decision. However, nursing textbooks devote extremely little 

(and sometimes no) attention to the concept of seclusion. It appeared to Mason (1993b) that 

nurses' colleagues and their employer are significant influences who socialize incoming nurses in 

the use of seclusion. Hence, social factors may be the most crucial factor to consider in relation to 

the d�isions nurses make about seclusion. This indicates that the actual practice of seclusion can 

be examined from a sociological perspective. 

In sociology theory, individuals whose behaviors fall outside the social norm pose a threat 

to the social order. This typically results in them becoming marginalized and severed from 

mainstream society. Mentally ill individuals are traditionally among those who are deemed as 

threats to social norms and social order (Coleman, 1984). 

Historically, the locked doors of psychiatric asylums represented society's attempt to 

isolate mentally ill individuals in order to protect society (Coleman, 1984). Today, mentally ill 

individuals may continue to be perceived as threats to the social order. They often encounter 

difficulties achieving full integration into the social community. In hospitals, people experiencing 

mental illnesses are often cared for in units that are physically segregated from other client care 

areas. Even within the psychiatric unit, further segregation is possible for individuals who upset the 

social order of the unit: they may be locked in a seclusion room (Mason, 1997). 

The process of seclusion may become routine and commonplace for psychiatric nurses 

who deal with it on a regular basis. However, to uninitiated viewers, such as nursing students, the 

practice of seclusion appears harsh and severe. These novices perhaps view the practice of 
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methods that have aimed to produce causal variables in an oversimplification of the decision

making process for seclusion. It also highlights the naivete of some critics who believe nursing 

practice must be able to be substantiated in singular and absolute terms, even when complex 

factors are at play. 

The benefits of utilizing an ethnomethodological framework to better understand the 

decision-making process of nurses regarding seclusion seem apparent if one acknowledges the 

complex factors affecting the nurse at the time the decision is made. According to Mason (1997), 

the prior research has not explored the state of the decision-maker (the nurse) as he/she coexists 

with the patient in "a complex interplay of situational dynamics" (p.782). The goal then, of truly 

understanding the decision-making process for nurses as they choose whether to seclude, is to 
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uncover the inner tensions that arise in the dynamics of the seclusion decision. Mason believed an 

ethnomethodological approach was the appropriate means to elevate the nursing research 

pertaining to the seclusion decision. 

Ethnomethodology: The Conceptual Perspective 

Harold Garfinkel, the sociologist who founded the field of ethnomethodology in the 1950's 

defined it as "the investigation of the rational properties of indexical expressions and other 

practical actions as contingent ongoing accomplishments of organized artful practices of everyday 

life" (Garfinkel 1986, p. 11 ). This definition is certainly complex and overwhelming to those 

unfamiliar with the field. Various followers of Garfinkel have attempted to simplify a definition of 

ethnomethodology that is meaningful and simple. An ethnomethodologist named Livingston (1987) 

however emphasized the complex, enigmatic nature of ethnomethodology when he stated, '"nothing 

is as hard, and nothing is as wrong, as offering a definitive answer to the question what is 

ethnomethodology?"' (cited in Mason 1997, p. 782). 

Leiter (1980) described ethnomethodology as the study of commonsense knowledge by 

means of studying the processes of sense making that people use to construct and maintain the 







































































perspective. Understanding the client's perspective by having personal experience with seclusion 

may have contributed to this subject's awareness that "there's always two sides to consider and 

sometimes it could go either way ... " 
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The subjects appeared to believe that their own commonsense truths were accepted truths 

for all of the nurses and staff. The following two examples demonstrate how the subjects had 

different commonsense truths although they were not aware of these differences. Subject #5 stated 

she believed all of the subjects in this study would use the same criteria for seclusion and that all of 

the subjects would agree seclusion is appropriate for clients who are "verbally abusive, scaring 

others, yelling ... " and so on. However, subject #1 did not accept this belief. Subject# 1 

emphasized that the only time seclusion is justifiable only if the patient is a safety concern to 

him/herself or others. 

Subject #3 stated the researcher would find a difference between the decision-making of 

newer, less experienced nurses versus the experienced nurses who were in the study. The 

commonsense truth underlying this implication was that experienced nurses who've worked on the 

unit for over ten years would share the same beliefs about seclusion and then make the same 

decisions. However, as the data later revealed, there were tremendous differences in the responses 

and decisions made by this group of experienced nurses. 

Relations with Others 

The nurses in this research study appeared to realize that their decisions would produce an 

outcome that they believed would be desirable. This meant that the anticipated outcomes from a 

decision, either to lock or not lock a patient, were perceived by the subjects as having merit that 

was measurable in terms of the outcomes of that decision. Each subject made some mention of 

client outcomes. However, probing deeper, using ethnomethodological inquiry, it was possible to 

understand the hidden outcomes that played a crucial role in the decision-making process. 
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The first subject spoke of a need to be able to "justify" a decision about seclusion to the 

doctor. This subject appeared to have accepted and implemented rules and commonsense truths 

pertaining to the use of seclusion: "Unless [a patient] is a safety risk [then] seclusion isn't a 

consideration". The subject did not appear to experience any inner conflicts while making the 

decisions, since the decisions were rapidly made according to the subject's safety assessment 

criteria. When faced with a possible dilemma (an elopement risk), this subject's reasoning became 

more elaborate -- incorporating the following assumption -- "She is definitely an elopement risk but 

she isn't threatening to go ... if she was going to elope she would have left some time ago instead 

of stealing them [cigarettes] from other people". 

Subject # 1 made reference numerous times to a need to justify any decision that was made. 

Upon follow-up questioning, it was discovered that the subject felt a need to be able to justify 

decisions to the doctor. It appears that the decisions that this subject made were, in the subject's 

opinion, justifiable to the doctor. The subject's decision was one that would place the nurse in a 

favorable position with the doctor since the decision was considered "justifiable". This subject 

also spoke of the importance of experience in terms of learning what the doctor would want done. 

This nurse indicated that developing and maintaining a good relationship with the doctor was 

important. 

The nurse's actions were aimed primarily at the nurse-doctor dyad with the intentions of 

preserving a working relationship where the nurse is viewed favorably by the psychiatrist In terms 

of Gutheil's (1978) theoretical rationale for seclusion, this subject's decisions relied exclusively on 

the component of safety. 

Subject #2 was concerned the client in the vignette was disturbing the staff and other 

patients (stated by the subject in that order). Subject #2 stated the client in the vignette was 

making the environment "uncomfortable." This subject stated the client is "bugging the staff, she's 

bugging other patients ... she's not angry just pestering." 
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regarding such interventions as seclusion, provides nurses with an opportunity to learn from one 

another and to recognize each other's interpretations and reasoning processes. Providing nurses 

with an opportunity to share their thoughts, feelings and attitudes, nurse educators can not only 

gain insight into the meanings experiences have for learners, but they can also assist the learners to 

reflect upon the numerous learnings embedded within an experience. 

The only subject in this study who was able to consider the client's perspective was the 

nurse who had an experience in seclusion. This experience appeared to assist the subject to 

empathize with the circumstances of the vignette clients, and to recognize a potential conflict 

between personal and professional vantage points. 

This implies that opportunities for students and nurses to understand the life world of the 

client may assist nurses to develop empathy for secluded clients. Experiences such as reading 

seclusion research, or diaries describing lived experiences in seclusion would be helpful. Whenever 

possible, discussing seclusion experiences with formerly secluded individuals would assist the 

nurse/student to more fully understand the perspective of the client. In my opinion, simulated 

experiences, such as spending time locked in seclusion, would dramatically enhance the nurse's 

ability to empathize with clients and to analyz.e their own nursing practice from new perspective. 

This study demonstrated that it is possible for nurses to work together for over a decade, 

and yet work very independently without peer consultation or review. The reasons for the lack of 

interactions between nurses in this study are not fully known. However, in this writer's opinion, it 

is possible that the case-management structure, the lack of nursing staff meetings and the lack of 

expert nursing role models may have contributed. The subjects in this study appeared to lack a 

nursing identity: they referred to themselves as "staff." In my opinion, the subjects did not feel 

proud of their profession or even fully affiliated with it. 

Nursing leaders should be aware of the importance of providing a forum for nurses to 

discuss their own practice issues, and professional issues confronting all nurses. By assisting 




























