
Original Article

Strategies to reduce the use of seclusion with tāngata
whai i te ora (Māori mental health service users)
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ABSTRACT: Māori, the indigenous people of New Zealand, have the highest crude population-based
rate of seclusion events reported internationally (McLeod et al. 2013). This qualitative study explored
Māori clinical, cultural and consumer perspectives on potential strategies and initiatives considered likely
to facilitate prevention of, and reduction in, the use of seclusion, with tāngata whai i te ora (Māori mental
health service users) in mental health inpatient services.
A hui (gathering) over 2 days was held with 16Māori participants with high levels of clinical, cultural and
consumer expertise. The gathering was taped and the tapes transcribed. A thematic analysis of the hui
data generated three key categories: Te Ao Māori (access to a Māori worldview); Te Ao Hurihuri
(transforming practice); and Rangatiratanga (leadership, power, and control).
The findings of this study align with the “six core strategies” for best practice to reduce the use of seclusion
(Huckshorn 2006). A comprehensive approach to the reduction of the use of seclusion with tāngata whai i
te ora is required, which is clearly based on aMāori model of care and a vision for transformation of prac-
tice in mental health inpatient services, which involves Māori leadership.
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INTRODUCTION

Seclusion occurs when a mental health service user is
“placed alone in a room or area, at any time and for any
duration, from which they cannot freely exit” (Standards
New Zealand 2008 p.30). Seclusion is legally mandated in
New Zealand under the Mental Health (Compulsory
Assessment and Treatment) Act 1992. There is substantial
evidence that seclusion is a coercive intervention that has
negative consequences for service users, their families and
clinicians. Seclusion use compromises the therapeutic

relationship, causes physical harm, can be experienced as
a traumatic event, and may recapitulate previous experi-
ences of trauma (Ashcraft & Anthony 2008; Bigwood &
Crowe 2008; El-Badri & Mellsop 2008; Larue et al. 2013;
Steinert et al. 2013; Stubbs et al. 2009). Hence, its use
should only be authorized as a last resort, when service
users pose an imminent and serious risk of harm to them-
selves or another person (Ministry of Health 2010). There
are strong advocates for the reduction if not elimination of
the use of seclusion in New Zealand (O’Hagan et al. 2008).

Internationally, there are marked variations across
countries in the frequency of the use of seclusion from some
with no seclusion to rates of seclusion events in the Nether-
lands recorded at 115.8 per 100 000 total population per year
(Steinert et al. 2010). Although seclusion rates for non-Māori
and non-Pacific Island people in New Zealand around this
time was 59 events per 100 000 total population per year,
the crude population rate for Māori, the indigenous people
of New Zealand was 258 seclusion events per 100 000 popu-
lation per year (the highest population-based rate reported
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internationally) (McLeod et al. 2013). Furthermore, Māori
perceive the experience of seclusion as punitive
(Wharewera-Mika 2012).

Specific interventions have been highlighted as improv-
ing the experience of tāngata whai i te ora (Māori mental
health service users1) receiving mental health service deliv-
ery. These include the promotion of whānau ora (whole of
family well-being); adoption of holistic Māori frameworks
of mental health which incorporate spirituality, and an em-
phasis onMāori healing practices; the use of an appropriate
cultural environment; and interface with a Maori workforce
(Taitimu 2008; Wharewera-Mika 2012). The use of cultur-
ally specific practices also improves the experience. For in-
stance the pōwhiri (ritual of encounter) which involves
traditional processes of engagement and participation rein-
forces and strengthens Maori identity and supports tino
rangatiratanga (self-determination) for Māori, at both an
individual and a collective level (McClintock et al. 2012).

To improve the experience of tāngata whai i te ora, the
workforce has to understand and promote more culturally
appropriate ways to interact with, assess and treat Māori
(King et al. 2009). The development of cultural competency
within New Zealand has led to training initiatives for health
professionals to assist in this regard (Levy 2007; Ministry of
Health 2005). The workforce also requires the expertise of
Māori cultural advisors including kaumātua and kuia (Māori
elders) and the development of a Māori peer support staff
within services, in order to promote culturally specific inter-
ventions (Scott et al. 2011).

To date, the potential for these interventions to prevent
and reduce the use of restrictive interventions including se-
clusion has not been explored. The aim of this research was
to gatherMāori clinical, cultural and consumer perspectives
on potential strategies considered likely to facilitate reduc-
tion in the high rates of seclusion and restraint with tāngata
whai i te ora, in mental health inpatient services.

METHODS

Research design
The research design was situated in a kaupapa Māori
research framework. Kaupapa Māori research stems from
a Māori worldview giving full recognition to Māori cultural
values and systems, and being carried out according to
Māori cultural ethics (Elliott-Hohepa 2007). A rangahau
whānau (research advisory group) was established, compris-
ing kaumātua (elders), Māori mental health service experts
and Māori researchers. The rangahau whānau was
consulted throughout the project, with involvement in the
design, analysis and interpretation of findings. A 2-day hui
(gathering), facilitated by members of the rangahau

whanau, was conducted to enable a discussion ofMāori per-
spectives on specific strategies to reduce the use of seclu-
sion. Ethical approval was sought from, and granted by,
the University of Auckland Human Participants Ethics
Committee (reference 8642).

Participants
Participants consisted of clinical, cultural and tāngata whai i
te ora experts, who were identified by the rangahau
whānau. An information sheet was sent to 20 potential
Māori participants, who were all interested, with 16
available to participate on the days. Written consent was
obtained from all participants and their service managers
(employers). All received a koha (gift of appreciation) to
assist in expenses to attend the hui. Participants consisted
of four kaumātua, five cultural advisors, five Māori nurse
leaders and two tāngata whai i te ora experts (Māori
consumer advisors). The participants represented the
four District Health Boards in the greater Auckland and
Northland regions.

Procedure
The hui, held in November 2012, followed the Māori
tikanga (protocol) of the host marae (culturally specific
gathering space). The first day of the hui began with a
pōwhiri followed by an overview of Māori seclusion statis-
tics and experiences. Participants from eachDistrict Health
Board presented information about their particular services
and initiatives to reduce restrictive interventions. On the
second day, information about current seclusion and
restraint initiatives was given such as sensory modulation.
The purpose of the presentations was to facilitate discussion
among participants about their own experiences of restric-
tive interventions and their perspectives on culturally
appropriate strategies to limit such interventions with
tāngata whai i te ora.

Data collection
All discussions at the hui were digitally recorded and
transcribed under confidentiality agreements by external
transcribers. Transcribing and translation of discussions in
te reo Māori (the Māori language) were undertaken by
specialist translating services.

Data analysis
Thematic analysis of the transcripts was carried out follow-
ing the six phases in conducting thematic analysis (Braun &
Clarke 2006): becoming familiar with the data, generating
initial codes, searching for themes, reviewing themes, de-
fining and naming themes, and producing the report. Initial
codes were generated from transcripts and then reviewed
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to identify any common patterns or variations. Two re-
searchers reviewed the codes and identified a number of
categories, and grouped them under three main working
themes. These themes and categories, along with a
summary of the results, were discussed and reviewed with
the wider rangahau whānau, hui participants and non-par-
ticipating external experts. During this stage, the analysis
was verified and themes were given their final names.

RESULTS

There were three themes derived from analyses of the hui
transcripts: Te Ao Māori (access to a Māori worldview),
Te AoHurihuri (transforming practice) and Rangatiratanga
(leadership, power, and control). Each theme consisted of a
number of sub-themes demonstrated by relevant quotes.

Te Ao Māori: Access to a Māori worldview
Opportunities for tāngata whai i te ora to access practices
and processes based on a Māori worldview were seen as
crucial in reducing the use of seclusion. Three key sub-
themes were identified as salient to accessing aMāori world
view: a Māori presence and healing environment, cultural
practices and whānau-centred care.

A Māori presence and healing environment
Of paramount importance was Māori involvement with
tāngata whai i te ora from the start of their care (including
prior to admission) up until discharge from the inpatient ser-
vice. Initial contact with Māori staff was considered vital to
establishing a safe, comfortable, and supportive environment
for the person and their whānau (family). As stated by a nurse,
“When the police come and [tāngata whai i te ora] are getting
out of their car at the unit, [the Māori staff] will just support
them. They’ll come to the door and say ‘kia ora bro.’ That
helps…you see people become calmer, there is aMāori face…”

In addition, a culturally safe environment, such as a
whare hui (a meeting house), was viewed as a safe haven
which assisted with empowering tāngata whai i te ora and
whānau. One cultural worker indicated that the environ-
ment facilitated more constructive dialogue between
whānau and clinicians: “By bringing the clinical team into
here, the whānau are empowered to ask difficult questions
of the clinicians, as opposed to a clinical room that is
intimidating.”

Cultural practices
Māori presence and a Māori healing environment were
considered to be helpful in facilitating cultural practices to
avoid the use of seclusion. Māori protocol prevented ten-
sion by setting the scene for trusting relationships.

Protocols occurred when first meeting a person by creating
links within and between tribal boundaries; by offering peo-
ple hospitality; and by use of the cultural healing practices
associated with massage, song and prayer. As articulated
by one elder, “It basically comes down to the approach…
treating people right, the way you’d like to be treated…
Kanohi ki te kanohi (face to face). Not six or seven [staff]
standing around any individual, what it does is it freaks
them out, it just raises their anxiety.”

The use of such practices were seen as restoring the
mana (dignity) of tāngata whai i te ora by establishing a
strong sense of cultural identity. A Māori consumer advisor
captured this in saying, “[It’s] mana enhancing …It’s all
about identity, knowing where you come from, why you
are here. It’s all about knowing who you are, where you’re
from, where you relate…. .” Such practices were viewed
as holistic with a central emphasis on the person’s wairua
(spiritual essence) and whānau well-being. Reverting to
the use of restrictive interventions such as seclusion was
perceived as being counter-productive to this emphasis.
In the words of a cultural advisor, “…they [Māori staff]
needed to ensure that the wairua of the whānau is safe. They
needed to ensure that wairua was maintained for healing,
wellbeing and for strength.”

A specific protocol was outlined for de-escalation of
arousal or agitation called hohou i te rongo (reconciliation).
This cultural practice establishes rules of engagement when
tension exists and facilitates restorative obligations through
honest face-to-face discussion between tāngata whai i te ora
and staff. A nurse described using this approach in the fol-
lowing way, “…so we are inclusive, not exclusive, in reduc-
ing seclusion by having rules of engagement. If anybody’s
got something that’s troubling them they can choose to
bring it into the whare hui (meeting house) and we can
agree or disagree, or agree to disagree, and then have a
cup of tea.”

Whānau-centred care
Many references were made to the importance of working
effectively with whānau in every aspect of in-patient service
care. Whānau need to be informed about admission and
updated about the progress of tāngata whai i te ora. Close
communication with whānau was perceived as providing
the opportunity for whānau collaboration in treatment plan-
ning, resulting in increased therapeutic engagement with
tāngata whai i te ora, their adherence to treatment during
the inpatient stay and avoidance of the use of restrictive
interventions. The importance of creating whanau-like sup-
port when whānau were not present was also highlighted. A
nurse articulated the need to act as ‘surrogate whānau’ in
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some contexts: “For many of our tāngata whai i te ora, it’s
the first time that they have experienced ‘whānau’. [The
staff are] a surrogate whānau and we’re really clear that
we’re on a journey to get you out of here.”

Te Ao Hurihuri: Transforming practice
The significant distress and trauma that is associated with
the use of seclusion with tāngata whai i te ora was strongly
acknowledged. Participants agreed that a transformation
of clinical practice was needed to eventually eliminate re-
strictive practices like seclusion. The category ‘Te Ao
Hurihuri’ highlighted the key areas where transformation
of practice was possible. Three key sub-themes were iden-
tified as salient to this theme: Acknowledging past trauma,
creating and sustaining changes in practice and addressing
challenges to implementing change.

Acknowledging past trauma
Awareness of trauma histories among tāngata whai i te ora
was seen as essential. Lack of awareness was perceived as
creating the potential for re-traumatization, which would
be detrimental to the recovery journey. This link was well
understood and expressed by a nurse present at the hui in
the following manner: “Some of our whānau have a history
of trauma, and then we put our hands on them and contain
them. And we can just re-traumatise them.We just don’t re-
alise.” In order to avoid re-traumatization, participants rec-
ommended the need for comprehensive assessment of
tāngata whai i te ora and whānau including the opportunity
to gather information about past trauma.

Creating and sustaining changes in practice
A recovery-focused, tāngata whai i te ora-centred approach
was seen as crucial for promoting a therapeutic environ-
ment within inpatient services. Belief in the value of recov-
ery was considered essential, with the associated fostering
of hope, and communication of this to tāngata whai i te
ora and whānau. As one cultural advisor stated, “Tūmanako
(hope), faith, and hope in the future…it’s about giving them
hope for the future, [with] their wellness in the whānau in-
cluded in that process, because they are the most relevant to
that person.”

This recovery-focused approach was seen as being
achieved via a clear mission statement, staff cohesiveness,
a shared team vision and the presence of strong support.
Maintaining the wellbeing of the treating team was also
considered a particularly important factor. A nurse
expressed this as follows: “…when I walk through the
door … I’m not only assessing the tāngata whai i te ora.
I want to make sure they [the staff] are healthy on the

floor [working in the mental health unit], so they can do
their mahi (work). Cause that’s the important thing,
you’ve got to have a team.”

Having skilled staff who were capable of working effec-
tively with Māori was seen as crucial. This required the
achievement of cultural competencies obtained through
professional development, but also required the support
of Māori cultural advisors who could work in partnerships
with clinicians.

Participants also discussed specific practices they consid-
ered to be effective for tāngata whai i te ora. The use of
Maori-specific sensory modulation such as kapa haka (tradi-
tional cultural dance) was described as a form of sensory
modulation by one of the nurses: “Kapa haka as a tool to
foster Māori identity and help tāngata whai i te ora to find
themselves…”. Furthermore, the benefits of “Māori-modu-
lation” needed to be documented as effective approaches.
Such documentation fostered opportunities for staff to
reflect critically on their practices. This was considered to
be essential for identifying alternative strategies, to prevent
the use of restrictive interventions, such as seclusion.
As discussed by a nurse, “It’s teaching staff to recognise
their own fear, they’re too busy observing instead of think-
ing ‘well I’m scared, and how do I need to deal with this sit-
uation?’ ”

Reflection also occurred with debriefing with tāngata
whai i te ora after the use of restrictive practices. Another
nurse stated, “…talking to [tāngata whai i te ora] after inci-
dents of seclusion…[helps to] lessen some of the trauma, so
that you can say ‘how are you doing after all this?’”

Addressing challenges to implementing change
A number of significant challenges for implementing trans-
formation in practice were noted. Of particular concern was
the lack of availability of Māori staff. Participants discussed
the potential for poorer outcomes for Māori when cultural
support and expertise was not present. The need for
specialist Māori teams was highlighted such as specialist
cultural services involved with crisis teams. One cultural
advisor stated, “I think we just need to be there 24/7. That
is my whakaaro (thought), and I really think that the crisis
team needs to get on board with this.”

However, participants noted that there were also chal-
lenges present for Māori staff particularly in terms of man-
aging the sometimes competing obligations for both
cultural and clinical care. Suggestions were made that
Māori staff would benefit from training and support to help
themmanage tensions arising from the need to bridge insti-
tutional requirements with obligations to a Māori world-
view. Some participants considered this to be extremely
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difficult and potentially unsafe for Māori staff. This was
especially felt by the nurses present and was expressed by
one of them in the following manner, “…a Māori worker
coming into this business is walking into an area full of
landmines…”

The greatest single challenge was expressed as the neg-
ative attitudes and stereotypes about tāngata whai i te ora
held by some non-Māori staff. OneMāori consumer advisor
participant highlighted this difficulty with this question:
“Are the institutions so non-Māori that it’s the Māori face
that neutralizes the unfriendliness of the institution?”

Participants spoke strongly about the challenge of trans-
formation of practices away from seclusion when the
practice was so engrained. But alongside this was the
expressed resolve to achieve this transformation. A nurse
stated, “…seclusion has been an imbedded practice within
our services … it was seen as a treatment…it was seen as
something that was good for people…now we stand here
today as a group and we’re actually saying no, it’s not
alright.”

Rangatiratanga: Leadership, power, and control
The strong emphasis on Māori involvement in all aspects of
mental health service delivery was crucial in this resolve.
Māori leadership and authority was needed for aMāori per-
spective to be present in all areas of decision-making in-
cluding the management of services, service development,
workforce development, planning and funding. The call
from one cultural advisor was for, “Māori to continue to
demonstrate leadership…to organise things more in ways
for Māori, which suit Māori.” It was acknowledged that
there were increasing numbers of Māori currently involved
in services, and there were exemplars of Māori working in
partnership with non-Māori to develop a distinct Māori
perspective. A nurse stated in support of this theme, “We
are supported one hundred per cent by our clinical director
and our service manager. We are incorporated in every meet-
ing that happens in here including programmes, and clinical
governance meetings. We are supported to a degree by our
own autonomy, bywhat happens in our [Māori] programme.”

However, it was expressed that this commitment
needed to be sustained if there was to be any hope for
transforming practice to shift the emphasis to prevention
of the use of restrictive interventions. A nurse expressed
this need for commitment in the following way: “Consistent
sustainable implementation…[and] leadership towards
organizational changes…[requires] effective leadership.”
It was acknowledged that there was currently strong
support for the development of such leadership aimed at
reducing the use of restrictive care practices for Māori.
However, caution was given that this leadership would need

to heed the preference of Māori to completely eliminate
the use of seclusion with tāngata whai i te ora.

DISCUSSION

This study sought to examine strategies to prevent the use
of seclusion with tāngata whai i te ora, from a Māori per-
spective. The overall strategies and initiatives identified
represent a comprehensive approach to the reduction of
the use of restrictive interventions: An approach that is
clearly based on a Māori model of care and a vision for
transformation of practice that involves Māori leadership.
The major themes outlined in this study in combination
with existing literature on mental health service improve-
ment for tāngata whai i te ora indicate a multi-faceted ap-
proach to reducing the use of seclusion, which aligns with
the evolving best practice initiatives determined interna-
tionally (Gaskin et al. 2007; LeBel et al. 2014). This latter
evidence base has been conceptualised into six core strate-
gies for reducing restrictive interventions. These focus on
leadership towards organizational change; the use of data
to inform practice; workforce development; use of seclu-
sion and restraint prevention interventions; service user
roles in inpatient services; and the use of debriefing tech-
niques (Huckshorn 2006).

Having a strong sense of leadership is important to pro-
vide oversight of seclusion reduction at all levels. Given the
over-representation of Māori as the recipients of such prac-
tices, it is vital that leadership involvesMāori through a gen-
uine commitment to partnership. This partnership should
be directed toward ensuring that there is a leadership cul-
ture within the organization that is supportive of culture-
change (Huckshorn, 2006). The themes of this study reflect
that this culture-change should focus on models of service
delivery which are recovery-focused, tāngata whai i te ora-
centred, whānau-centred, holistic and trauma-informed.

The collection, analysis and use of relevant data has been
identified as an essential aspect for seclusion reduction with
tāngata whai i te ora (McLeod et al. 2013). This includes,
but is not limited to information on total seclusion events,
total seclusion hours and the number of service users se-
cluded (O’Hagan et al. 2008). A theme from this study
recognised the need for the use of validated outcome mea-
sures appropriate to Māori, in order to accurately evaluate
interventions put in place to reduce and eliminate seclusion.

Internationally, there is a strong emphasis placed on the
need to ensure there is sufficient workforce development
within any organization to ensure an emphasis on preventing
the use of seclusion (Huckshorn 2006). The themes
highlighted from this study indicate the need for all staff to
be culturally competent. A strong, robust Māori workforce
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at the forefront of service delivery was also seen as crucial
(Wharewera-Mika 2012). It is believed that this workforce
needs to extend into the crisis teams who approach Māori
at the time they are most vulnerable.

There was a number of practical seclusion prevention
interventions cited in this study. Culturally appropriate,
physical space, where tāngata whai i te ora are able to
self-soothe and tolerate distress, was suggested and sup-
ported by the literature (Taitimu, 2008; Wharewera-
Mika, 2012). There was also the suggestion of the use
of culturally appropriate rituals of engagement (pōwhiri).
Time spent connecting with the tāngata whai i te ora
through an exploration of personal identity was also seen
as an affirming process inengaging with tāngata whai i te
ora. One evidence-based approach to reducing the use of
seclusion and restraint is the use of sensory modulation.
The function of sensory modulation is to support service
users to relax, self-regulate and self-soothe, with the
overall outcome of coping with distress and regaining
self-control (Sutton et al. 2013). This study supported
the use of culturally appropriate sensory modulation
strategies. These included the use of prayer, song, mas-
sage and culturally specific dance.

The establishment of peer support within New Zealand
is well underway (Scott et al. 2011). Peer support mentors
can role model recovery practices by sharing personal
stories, personal approaches and skills supporting recovery,
hence demonstrating that recovery is achievable (Davidson
et al. 2006). The findings of this study saw value in the
development of Māori peer support initiatives for the
prevention of seclusion.

Following a seclusion or restraint incident, taking time
to debrief with relevant parties can assist with the pre-
vention of further seclusion (Te Pou o te Whakaaro
Nui 2009). Debriefing should occur immediately follow-
ing an incident, so that feelings and perceptions can be
shared, and interventions reviewed accordingly.
Debriefing can also take the form of a critical incident
review to consider the incident from a systemic perspec-
tive, in order to determine if a system’s improvements
are needed (Huckshorn 2006). In this study, a Māori-
specific cultural practice was seen as relevant in
preventing seclusion. Hohou i te rongo establishes rules
of engagement between people (tāngata whai i te ora
and staff) based on openness, social responsibility and
mutual respect, thereby facilitating a process of restor-
ative obligation. Concerns are taken into a culturally spe-
cific environment, and two-way discussion occurs until
the parties reach a point of mutual agreement about a
way forward. Although it is a preventative strategy, it
can also be used as a debriefing strategy.

The sample size of this study was small. While not
claiming to be representative of all views on this topic
within the Māori population, the findings provide a
range of salient points, gathered from the thoughts, ex-
periences and understandings of Māori clinical, cultural
and consumer experts. Given the dearth of literature in
the field, this study makes a useful contribution to be-
ginning to understand Māori perspectives on reducing
seclusion with tāngata whai i te ora in mental health
inpatient services, and highlights the need for further
research in this area. Seclusion rates are also signalled
as high with other indigenous groups (Happell & Koehn
2010) and ethnic minorities (Bennewith et al. 2010).
It is important that culturally specific preventative strat-
egies are explored with such populations.

Conclusion
WhileMcLeod et al. (2013) paint a grim picture of the high
rates of seclusion practices with Māori in New Zealand, this
current study highlights some of the positive, culturally
appropriate strategies to reduce and ultimately eliminate
the experience of seclusion for Māori.

In particular, this study reiterates the notion that the
overall model of care, and how it is enacted, is what seems
to count. It must be based on fundamental principles that
are meaningful to tāngata whai i te ora and reflect their
values. The model of care must provide guidance for the
ways in which distress, agitation and conflict are managed,
which is therapeutic and inclusive, rather than one that
further alienates andmarginalizes tāngata whai i te ora. This
study has shown that Māori models of care provide such
principles and guidance.

Glossary of Māori Vocabulary
Hohou i te rongo reconciliation
Hui a gathering
Kanohi ki te kanohi face to face
Kapa haka traditional cultural dance
Kaumātua Māori elders (male)
Kaupapa Māori research research approach which stems

from a Māori worldview
Kia ora a greeting
Koha gift of appreciation
Kuia Māori elders (female)
Mahi work
Mana dignity
Māori indigenous people of New

Zealand
Marae culturally specific gathering

space
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Pōwhiri rituals of engagement
Rangahau whānau research advisory group
Tāngata whai i te ora Māori mental health service

users
Te Ao Māori access to a Māori worldview
Te Ao Hurihuri transforming practice
Te reo Māori the Māori language
Tikanga protocol
Tūmanako hope
Rangatiratanga leadership, power, and control
Wairua spiritual essence
Whakaaro thought
Whānau family
Whānau ora whole of family well-being
Whare hui a meeting house
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