	Focus Area
	CMS
Restraint/Seclusion regulations
	TJC – revised Restraint/Seclusion standards
	JC existing “med/surg” R/S standards
	JC existing “BH purposes” R/S in NON--BH settings
	JC existing “BH purposes” R/S standards IN BH settings



	Regulation/
Standard #s
	CMS CFR 482.13(e) - 482.13(g)(3)

Rights
	PC.03.05.01 through PC.03.05.19
	PC.03.02.01 through PC.03.02.11
	PC.03.03.11 through PC.03.03.19 and PC.03.03.23 and PC.03.03.25
	PC.03.03.01 through PC.03.03.31

	Notes 
	Went into effect January 8, 2007 and Interpretive Guidelines April 11, 2008,
	For orgs using TJC for Deemed Status:

Between April 6 through June 30, 2009

· Meet existing JC standards PC.03.02.01 through PC.03.03.31 - surveyors will survey compliance and findings will impact your accreditation decision

· Surveyors will survey compliance with updated standards PC.03.05.01 through PC.03.05.19 – however, non-compliance will not impact the accreditation decision. Hospitals will receive feedback separate from the Official Accreditation Decision Report on their efforts to meet these requirements.

Beginning July 1, 2009 

· Comply only with updated standards PC.03.05.01 through PC.03.05.19 


	For orgs using TJC for Deemed Status:

See “TJC – revised R/S standards” column to the left

For orgs NOT using TJC for Deemed Status:

· Follow these standards 

· Over the next year or so, The Joint Commission will be undertaking a review of current requirements at in order to determine if any of the standards will be revised and included in the requirements at PC.03.05.01 through PC.03.05.19.  

- 


	For orgs using TJC for Deemed Status:

See “TJC – revised R/S standards” column to the left

For orgs NOT using TJC for Deemed Status:

See cell to the left


	For orgs using TJC for Deemed Status:

See “TJC – revised R/S standards” column to the left

For orgs NOT using TJC for Deemed Status:

See cell to the left

- 



	Applicability


	All hospital settings for all hospital patients

482.13(e)

The patient protections contained in this standard apply to all hospital patients when the use of restraint or seclusion becomes necessary, regardless of patient location. The requirements contained in this standard are not specific to any treatment setting within the hospital. They are not targeted only to patients on psychiatric units or those with behavioral/mental health care needs. Instead, the requirements are specific to the patient behavior that the restraint or seclusion intervention is being used to address. 
In summary, these restraint and seclusion regulations apply to:

· all hospitals (acute care, long-term care, psychiatric, children's, and cancer); 

· all locations within the hospital (including medical/surgical units, critical care units, forensic units, emergency department, psychiatric units, etc.); and

· all hospital patients, regardless of age, who are restrained or secluded (including both inpatients and outpatients). 
Note – CMS has additional requirements embedded in the regulations for “the management of violent or self-destructive behavior”
	All hospital settings for all hospital patients
	These standards apply to the use of restraint in medical and surgical care, which includes patients receiving pediatric, obstetrical, or rehabilitation care. 

This includes patients of any age who are:

• Hospitalized in an acute care hospital to receive medical or surgical services

• In the emergency department for medical assessment, stabilization, or treatment

• In medical observation beds

• Undergoing same-day surgical or other ambulatory health procedures

• Undergoing rehabilitation whether as an inpatient or outpatient


	These standards apply to non-behavioral health settings in which restraint or seclusion are used for behavioral health reasons—to protect the patient against injury to self or others because of an emotional or behavioral disorder. Typically, these would apply to the patient who is: 

• Hospitalized in an acute care hospital that does not have a psychiatric unit

• Hospitalized in an acute care hospital in other than a psychiatric unit in order to receive medical or surgical services

• In the emergency department for assessment, stabilization, or treatment, even if awaiting transfer to a psychiatric hospital or psychiatric unit

• Awaiting transfer from a non-psychiatric bed to a psychiatric bed or psychiatric unit after receiving medical or surgical care. In this instance, if the patient is in restraint or seclusion, emergency department or medical or surgical services staff collaborate with psychiatric staff to ensure the patient is evaluated, until the transfer occurs.


	These standards apply to any use of restraint and seclusion for behavioral health purposes. These standards are applicable to all behavioral health care settings in which restraint or seclusion is used, such as free-standing psychiatric hospitals, psychiatric units in general hospitals, and residential treatment centers.

Standards PC.03.03.01 through PC.03.03.31 do not apply:

• To the use of restraint for acute medical or surgical care

• When staff physically redirects or holds a child, without the child’s permission, for 30 minutes or less, with the exception of Standard PC.03.03.07 that addresses staff training and competence

• To a time-out when the patient is restricted for 30 minutes or less from leaving an unlocked room and when the time-out is consistent with the patient’s care plan

• In instances in which a patient is restricted to an unlocked room or area, consistent with a unit’s rule or regulations and hospital policy(ies) and procedure(s)

• Patients who exhibit intractable behavior which is severely self-injurious or injurious to others, have not responded to traditional intervention, and are unable to contract with staff for safety (for example, understand the concept of and act on criteria for discontinuing restraint or seclusion. Standard PC.01.03.03—behavior management—applies to this patient).

• Forensic restrictions and restrictions imposed by correction and law enforcement authorities for security purposes

• Protective equipment such as helmets

• Adaptive support in response to the patient’s assessed physical needs, such as postural support or orthopedic appliances

• Standard practices that include limitation of mobility or temporary immobilization related to medical, dental, diagnostic, or surgical procedures and post-procedure care, such as surgical positioning, intravenous arm boards, radiotherapy procedures, and protection of surgical and treatment sites in pediatric patients 


	Restraint Definition
	The definition of restraint per 42 CFR 482.13(e)(1)(i)(A–C) is as follows:

42 CFR 482.13(e)(1) Definitions. (i) A restraint is— (A) Any manual method, physical or mechanical device, material, or equipment that immobilizes or reduces the ability of a patient to move his or her arms, legs, body, or head freely; or 42 CFR 482.13(e)(1)(i)(B) (A restraint is— )

A drug or medication when it is used as a restriction to manage the patient's behavior or restrict the patient's freedom of movement and is not a standard treatment or dosage for the patient's condition.

42 CFR 482.13(e)(1)(i)(C) A restraint does not include devices, such as orthopedically prescribed devices, surgical dressings or bandages, protective helmets, or other methods that involve the physical holding of a patient for the purpose of conducting routine physical examinations or tests, or to protect the patient from falling out of bed, or to permit the patient to participate in activities without the risk of physical harm (this does not include a physical escort).
Additional detail can be found in 

Interpretive Guidelines §482.13(e)(1)(i)(C
 Physical holding (“therapeutic holds”) is considered restraint – see exceptions in def. of “physical holding” 
	Same as CMS
	TJC differentiates between:

restraints used for non-behavioral purposes that is used for acute medical and surgical care that directly supports medical healing (PC.03.02.01 through PC.03.02.11) 
from

restraints/seclusion for behavioral health purposes to pro protect the patient against injury to self or others because of an emotional or behavioral disorders (PC.03.03.01 through PC.03.03.31)

Definition:  Any method (chemical or physical) of restricting a patient's freedom of movement, including seclusion, physical activity, or normal access to his or her body that (1) is not a usual and customary part of a medical diagnostic or treatment procedure to which the patient or his or her legal representative has consented, (2) is not indicated to treat the patient's medical condition or symptoms, or (3) does not promote the patient's independent functioning.

The devices used for restraint do not determine the applicability of these standards. Instead, the applicability of these standards is determined by the reason for the device’s use. These standards do not apply to the following:  
• Standard practices that include limitation of mobility or temporary immobilization for medical, dental, diagnostic, or surgical procedures, including post-procedure care. For example, the standards do not apply to surgical positioning, intravenous arm boards, radiotherapy procedures, or protection of surgical and treatment sites in pediatric patients.

• Adaptive support used in response to a patient’s assessed need. For example the standards do not apply to postural support, orthopedic appliances, or tabletop chairs.

• Protective equipment such as helmets

• Forensic restrictions and restrictions imposed by correction and law enforcement authorities for security purposes
	See cell to the left
	See cell to the left

	Seclusion Definition
	The definition of seclusion per 42 CFR 482.13(e)(1)(ii) is as follows:

Seclusion is the involuntary confinement of a patient alone in a room or area from which the patient is physically prevented from leaving.

Seclusion may be used only for the management of violent or self-destructive behavior.
	Same as CMS
	The involuntary confinement of an individual in a room alone, for any period of time, from which the individual is physically prevented from leaving. 
Seclusion does not include involuntary confinement for legally mandated but nonclinical purposes, such as the confinement of a person who is facing serious criminal charges or who is serving a criminal sentence.
	See cell to the left
	See cell to the left

	Time out Definition
	482.13(e)(1)(ii)

Timeout is not considered seclusion. Timeout is an intervention in which the patient consents to being alone in a designated area for an agreed upon timeframe from which the patient is not physically prevented from leaving. Therefore, the patient can leave the designated area when the patient chooses.


	
	
	
	A procedure used to help a patient to regain emotional control by removing him or her from the immediate environment and restricting the patient to a quiet area or unlocked quiet room.

	Patient Rights

Consider adding these items to your list of patient rights 

Assure that you document that patients were provided their rights 

See also RI.01.01.01 EP.2 (TJC)

	482.13(e)

Patients have a right to be free from physical or mental abuse, and corporal punishment.

Restraints will only be used when necessary and not as coercion, discipline, convenience or retaliation


	PC.03.05.01

· Only to protect the immediate physical safety of the patient, staff or others

· Not as coercion, discipline, convenience or staff retaliation

· Only when less restrictive interventions are ineffective

· Uses the least restrictive form of  R/S

· Discontinues R/S at earliest possible time


	PC.03.02.01

Leaders determine the approach to limiting use

Hospital justifies its use – use evidence based national practice guidelines or its own criteria.
	PC.03.03.11

Non-physical interventions used whenever possible

R/S use only used when non-physical interventions are ineffective or not viable

Not as coercion, discipline, convenience or staff retaliation

Not based on pts hx or se not solely on hx of dangerous behavior

Consider assessment information when selecting interventions

If pt consents to have his or family information & family agrees – promptly notify them after R/S
	PC.03.03.11

Same as cell to the left

PC.03.03.01

· Commitment to prevent, reduce _ work to eliminate

· Prevent emergencies that lead to use

· Non-physical interventions are preferred

· Limit use to emergencies

· Discontinue ASAP

· Staff awareness

· Preserve pt’s safety and dignity

· LIP and staff education about approach



	Leadership
	CRF 482.13(e)(1)(B)

· Discontinued at earliest possible time.

· Drug is a restraint if it restricts movement, restriction to manage behavior and not standard treatment or dosage for the patient’s condition.(1)(b)

· Seclusion is involuntary confinement of a patient alone in a room or area where physically prevented from leaving. (1)(ii)
	Not addressed
	PC 03.02.01

· Origination’s leaders determine org’s approach TX 7.5

· Supportive plans, approaches, policies & priorities

· Staffing needs for alternatives

· Pt and or family education

· Assessment processes identify risk behavior

· Preventative strategies
	Not addressed
	PC 03.03.01
· Leaders establish and communicate philosophy  EP2

· Commit to decrease use

· Prevent emergencies lead to restraint

· Non-physical interventions

· Limit to emergencies

· Increase staff awareness

· Preserve dignity & safety 

	Staffing & assignments to increase safety
	Interpretive Guidelines §482.13(e):
…a restraint must not serve as a substitute for the adequate staffing needed to monitor patients.

Survey Procedures §482.13(e)

Does the number of patients who are restrained or secluded increase on weekends, on holidays, at night, on certain shifts; where contract nurses are used; in one unit more than other units? Such patterns of restraint or seclusion use may suggest that the intervention is not based on the patient’s need, but on issues such as convenience, inadequate staffing or lack of staff training. Obtain nursing staffing schedules during time periods in question to determine if staffing levels impact the use of restraint or seclusion.


	
	
	
	PC 03.03.05

Bases its staffing levels and assignments on

· Staff qualifications

· The physical design of the environment

· Patient diagnoses

· Patients’ co-occurring conditions

· Patient acuity levels

· Patients’ ages and developmental functioning
See also training requirements PC.03.03.07 
· Direct care staff  (5 items) EP 3 and EP.4
· 15 minutes assessments (9 items) EP.5

· Initiate in absence of LIP & evaluations ( 11 items) EP.6
· First aid & CPR EP 7-8



	Assessment
	482.13(e)

The decision to use a restraint or seclusion is not driven by diagnosis, but by a comprehensive individual patient assessment. For a given patient at a particular point in time, this comprehensive individualized patient assessment is used to determine whether the use of less restrictive measures poses a greater risk than the risk of using a restraint or seclusion. The comprehensive assessment should include a physical assessment to identify medical problems that may be causing behavior changes in the patient. For example, temperature elevations, hypoxia, hypoglycemia, electrolyte imbalances, drug interactions, and drug side effects may cause confusion, agitation, and combative behaviors. Addressing these medical issues may eliminate or minimize the need for the use of restraints or seclusion.

See also Interpretive guidelines to 482.13(e)(2)
	Not addressed
	Not addressed
	Not addressed
	PC.03.03.09

Initial assessment of a patient who is at risk of self harm or harm to others – 

Pre-existing medical conditions or physical disabilities

Hx of sexual or physical abuse

Techniques, methods to help the patient control behavior 

Assess if the patient has a behavioral health advance directive.

	Initiate R/S
	482.13(e)(5)
P&Ps include:
· Who can initiate r/s prior to obtaining an order from a physician or other LIP.
	PC.03.05.09 

P&Ps include:

· Who can initiate r/s prior to obtaining an order from a physician or other LIP.
	PC.03.02.05

If RN initiates, notifies immediately notifies a LIP
	Not addressed
	PC.03.03.07

See EP.6 for special training  & competency requirements 


	Orders
	482.13(e)(5)

Require that a physician or LIP order r/s prior to the application; however, in emergency application situations, the order must be obtained either during the emergency or immediately (within a few minutes) after application.

Note- failure to immediately obtain an order is viewed as R/S without an order 

In accordance with order of LIP responsible for patient care & authorized to order per law

For violent/self-dest.:

Renewed with the following limits up to a total of 24 hours. (e)(8)

· 4 hr for 18+

· 2 hr for 9 to 17

· 1 hr for under 9

· Never a PRN order (e)(6)

· Dr. consulted as soon as possible (e)(7)

· After 24 hours or before new order must see & assess patient.(e)(8)
Order for non-violent or non-destructive patient may be renewed per hospital policy (e)(8)(iii)
	PC.03.05.05

· A physician or LIP primarily responsible for the patient’s ongoing care orders the use of restraint or seclusion in accordance with hospital policy and law and regulation.

· No PRN orders

· The attending physician is consulted as soon as possible

· Unless state law is more restrictive, orders for use of R/S for violent or self-destructive behavior renewed:

· 4 hr for 18+

· 2 hr for 9 to 17

· 1 hr for under 9

· Orders may be renewed according to the time limits for a maximum of 24 consecutive hours.

· Unless state law is more restrictive, every 24 hours, a physician or other authorized LIP primarily responsible for the patient’s ongoing care sees and evaluates the patient before writing a new order for violent or self-destructive behavior 

· Orders for restraint used to protect the physical safety of the nonviolent or non–self-destructive patient are renewed in accordance with hospital policy.


	PC 03.02.05 

Justification

· By LIP or RN if LIP not available (notifying LIP within 12 hours) EP 2, 3

· If significant change notify immediately EP 4

· Written order based on LIP exam  within 24 hours EP 5

· Orders consistent with P&Ps EP 6

· Use over 24 hours need new or renew order EP 6

· Reason for variation from P&Ps for monitoring or for releasing a pt. before his or her order expires is documented in the order EP 7 


	PC 03.03.17

· By LIP or RN specially trained can initiate

· Needs order within 1 hour  EP 2

· Time-limited   PC 12.100 EP 1

· 4 hr for 18+

· 2 hr for 9 to 17

· 1 hr for 9-

· New order needed for renewal
	PC 12.70  

 Same

	Protocols

Consultation – 

“care” protocols not “restraint” protocols (i.e., “care of the patient at risk for falls”, “care of the patient with tubes/lines”)
	CRF 482.13 (e)(5)

· Not prohibited any longer
· If a protocol that includes the use of R/S, a physician or LIP order is still required for each episode
· Medical record must include individualized assessment, symptoms and diagnosis that triggered protocol
	Not addressed
	PC 03.02.05 –EP.8-11
Written protocols include:

· Guidelines for assessing the patient

· Criteria for the use of restraint

· Criteria for monitoring the patient and reassessing his or her need for restraint

· Criteria for when restraint can be discontinued

· protocols reflect the hospital’s policies and procedures

· protocols are approved by the medical staff and nursing leadership

· A LIP issues a patient-specific order authorizing protocols

Authorized staff maintains and discontinue restart according to the protocol
	Not permitted
	Not permitted

	Limited use
	482.13(e)(1)(B)

· Only used for violent or self-destructive behavior regardless of setting to ensure immediate safety of staff or patient. 

· Least restrictive type must be used. (e) (2)

· Only if other interventions fail 

· In accordance with written plan of care. (e)(4)(i)
	PC.03.05.01

· Use only to protect the immediate safety of the pt. staff, others

· Not as a means of coercion, discipline, convenience or staff retaliation

· Only when less restrictive interventions are ineffective

· Least restrictive form

· Discontinues ASAP


	PC.03.02.03

P&Ps address:

· Use based on patient need

· Least restrictive methods
	Not addressed
	PC.03.03.01

· Nonphysical approaches

· Emergencies only

· Discontinue ASAP 

	Notification of family
	Not addressed
	Not addressed
	PC.03.02.03 EP.1

P&P:

· Discussion of the use of restraint with patients and their families
	Not addressed
	PC.03.03.09 

· If the patient defines a role for family, org determines whether the family agrees to fulfill that role. 

· patient and/or the patient’s family are educated about the hospital’s approach to R/S



	In-person Evaluation  
	482.13 (e)(12)

For violent or self destructive behavior:

· A physician or LIP responsible for care evaluates the patient in-person within one hour of the initiation

· Or – a RN or a PA may conduct the eval. within 1 hour if the individual is trained according to (f) of this section
1 Hour Inperson evaluation includes:”

· An evaluation of the patient’s immediate situation

· Pt’s reaction to the intervention

· Pt’s medical and behavioral condition
· The need to continue or terminate the R/S 

Note – the 1 hour rule also includes drugs used as restraint
	PC.03.05.11

For violent or self destructive behavior:

Same as cell to the left
	PC 03.02.05 EP 4 
· LIP examines the pt within 24 hours of initiation and enters a written order into the MR.
	PC.03.03.15 –

“in person evaluation”

· Within 4 hours for 18+

· Within 2 hours 9-17

· Within 1 hours -9

In-person LIP evaluation includes:

- Works with the patient and staff to identify ways to help the patient regain control.
- Revises the patient’s plan for care, treatment, and services as needed.
- Provides a new written order, if necessary.

· CMS 1 hour all* RN or PA* (EP.4)

· *Trained & consult with MD ASAP.  See PC 11.30 
	PC.03.03.15 

Same as cell to the left

See PC 12.30 for training 

	Reevaluation


	482.13(e)(8)(i)
For violent or self destructive behavior

At the end of the timeframe, if the continued use of R/S is deemed necessary based on an individualized patient assessment, another order is required. When the original order is about to expire, an RN must contact the physician or other LIP, report the results of his or her most recent assessment and request that the original order be renewed (not to exceed the time limits established in the regulation). 

Whether or not an onsite assessment is necessary prior to renewing the order is left to the discretion of the physician or other LIP in conjunction with a discussion with the RN who is over-seeing the care of the patient. Another 1-hour face-to-face patient evaluation (see §482.13(e)(12) and the related interpretive guidance) is not required when the original order is renewed. 
Note - The original restraint or seclusion order may only be renewed within the required time limits for up to a total of 24 hours. After the original order expires, a physician or other LIP must see and assess the patient before issuing a new order. 

	PC.03.01.15 

MR documentation includes:

· The patient’s response to the intervention(s) used, including the rationale for continued use of the intervention

· Individual patient assessments and reassessments
	PC 03.02.05 EP 5 
· If continued beyond 24 hours, LIP examines the patient and re-ordered every calendar day 
	PC 03.03.19

· Before order expiration & before new order,  an eval is done by 

· LIP

· Qualified individual 

· Qualified RN

· LIP, RN or other qualified individual, the efficacy of TX plan & works with pt to identify ways to gain control

· Time limited

· 4 hours 18+

· 2 hours 9 to 17

· 1 hour 9-

· LIP in person eval q 8 hr for 18+ and q 4 hr for 17-

· If individual ordering is not the patient’s LIP (or designee) the patient’s LIP is notified
	PC 03.03.19

Same as cell to the left

	“Monitoring”
or,  “Assessed and Assisting”, 
	“Monitoring”

482.13 (e)

Condition of patient must be monitored by LIP or staff who have completed training per (f) hospital policy 

Staff must assess and monitor a patient’s condition on an ongoing basis to ensure that the patient is released from restraint or seclusion at the earliest possible time. R/S may only be employed while the unsafe situation continues. Once the unsafe situation ends, the use of R/S should be discontinued. However, the decision to discontinue the intervention should be based on the determination that the need for restraint or seclusion is no longer present, or that the patient’s needs can be addressed using less restrictive methods.

482.13 (e)(10)

Goal:  prevent injury or death, discontinue ASAP

Type of intervention/ frequency should be individualized.  Depending on needs, could be periodic (every 15 minutes, 30 minutes) or continual (moment to moment monitoring and assessment)

Make sure that staff are competent to perform interventions

With the exception of the simultaneous use of restraint and seclusion, one-to-one observation with a staff member in constant attendance is not required by this regulation unless deemed necessary based on a practitioner’s clinical judgment


	“Monitoring”

PC.03.05.07

Physicians or other LIPs or trained staff [482.139f)] monitor the condition of pts. in R/S

PC.03.05.15 

MR documentation includes:

· The patient’s response to the intervention(s) used, including the rationale for continued use of the intervention

· Individual patient assessments and reassessments

· The intervals for monitoring


	“Monitoring and reassessment”

PC.03.02.03

P&Ps:

· Monitoring and reassessment

· Methods for meeting the physical needs 

· Criteria in protocol   PC 11.60

· According to policy  PC 11.30  EP 1 

PC.-3.02.07

Frequency and extent of monitoring are determined by:

· Hospital P&Ps/ procedures

· Protocols

· Individual orders

· The care setting
Individual patient needs

· Applicable law and regulation

Monitored either every 2 hrs or more frequently if required by pt. needs and hospital policy.

Qualified staff monitor a patient in restraint
	“Assessed and Assisting”

PC 03.03.23
Initially and q 15 min

Includes:

· Signs of injury

· Nutrition/hydration

· Circulation & ROM

· VS

· Hygiene and elimination

· Physical/psychological status/comfort

· Readiness for discontinuation

· Assist in meeting behavior for release

“Monitoring” PC.03.03.25

Patient in R/S is monitored by continuous in-person by an assigned staff member 

Note: After the 1st hour first hour in seclusion (without restraint) for behavioral health purposes, the patient may be monitored continuously using simultaneous video and audio equipment, if this method of monitoring is consistent with the patient’s condition and wishes.

If the patient is in a physical hold for behavioral health purposes, another trained/competent staff who is not involved in the physical hold is assigned to observe the patient.
See training/ competency standard PC.03.03.07 EP.5


	“Assessed and Assisting

PC 03.03.23
Same as cell to the left

“Monitoring” PC.03.03.25

Same as cell to the left

	Plan of Care
	482.13(e)(4)

· The use of R/S must be in accordance with a written modification to the patient's plan of care.


	PC.03.05.03 EP.2

Use of R/S is in accordance with a written modification to the patient’s plan of care

PC.03.01.15 

MR documentation includes:

· Revisions to the plan of care
	Not addressed
	Not addressed
	PC.03.03.29

After debriefing with the pt., modification of the plan, if indicated 

	Discontinuation
	482.13(e) (9)

Must be discontinued at the earliest possible time
	PC.03.05.01 EP.5

Discontinues R/S at the earliest possible time, regardless of the scheduled expiration

PC.03.05.05 EP.1

P&Ps address:

· The circumstances under which restraint or seclusion is discontinued

· The requirement that restraint or seclusion is discontinued as soon as is safely possible
	PC.03.02.05 EP.7

Reason for variation from P&Ps for monitoring or for releasing a pt. before his or her order expires is documented in the order

PC.03.02.05 EP.12

Authorized staff maintains and discontinue restart according to the protocol 
	Not addressed


	PC.03.03.27

ASAP

The pt. is informed of the reason why R/S was used and what the criteria is for their discontinuation

Discontinued when meet criteria

Consultation Tip:  make sure to include criteria into the 15 minute monitor checks 

	Debriefing
	Not addressed


	Not addressed


	Not addressed


	Not addressed


	After each R/S episode. staff members who participated in their use, if available, participate in a debriefing with the patient and, as determined by the patient’s plan of care, the patient’s family. 

Debriefings occurs as soon as possible, but no longer than 24 hours, after each episode 

The content of the debriefing with the patient after each episode of restraint or seclusion use for behavioral health purposes includes the following:

· Identification of what led to the use of R/S what could have been done differently

· Assessment of pts. physical well-being, psychological comfort, and the right to privacy were maintained

· Counseling of the patient for any physical or psychological trauma that may have resulted from the use of R/S

· Modification of the patient’s plan for care, treatment, and services, if such modification is indicated 

Information obtained and documented from the debriefing with the patient after each episode of restraint or seclusion used for behavioral health purposes is used in performance improvement activities. 

	Policy & Procedures
	Many references to P&Ps throughout regulations – see separate resource for a list


	See list under PC.03.05.09


	PC.03.02.03

· Protects pt.

· Use on assessed needs

· Least restrictive method

· Safe application & removal

· Monitors & assesses

· Meet pt needs

· Group B

· Risks with vulnerable pops

· Discuss with pt/family

· Orders by LIP

· Renewal by state law

· Document in record episodes

Note – MS and nursing leadership approved he P&Ps
	Not addressed


	PC.03.03.03

· Staffing 

· Competency

· Initial assessment

· Alternatives

· Use only in emergencies

· Notification of family

· LIP ordering

· In person evaluations

· Initiation by non LIP

· Time-limited orders

· Reassessment

· Monitoring

· Discontinuation

· Post restraint procedures

· Reporting injuries/death

· Documentation

· Data and PI

	Documentation
	482-13(e)(6)

Comprehensive assessment determines risks associated with use of R/S

482.13 (e)(10)

Ongoing assessment and monitoring of the patient’s condition

482.13 (e)(16)

· 1 hour face to fact assessment
· Description of behavior & intervention used
· Alternatives used
· Condition or symptom that warranted restraint
· Response to intervention & rationale for continued use. 
	PC.03.05.15

· Any in-person medical and behavioral evaluation

· description of the patient’s behavior and the intervention used

· Any alternatives or other less restrictive interventions attempted

· Pts. condition or symptom(s) that warranted the use of the restraint or seclusion

· Pts. response to the intervention(s) used, including the rationale for continued use of the intervention

· Pt. assessments and reassessments

· Intervals for monitoring

· Revisions to the plan of care

· Pt. behavior and staff concerns regarding safety risks that necessitated the R/S use

· Any pt. Injuries

· Death associated with the use of R/S

· The identity of physician or other LIPs who ordered the R/S

· Orders for restraint or seclusion

· Notification of the use of R/S to the attending physician

· Consultations


	PC.03.02.03 EP1

P&Ps define the frequency and content of entries in the MR for each episode of restraint

RC.02.01.05 EP1

· Orders for use

· Results of patient monitoring

· Reassessment

· Unanticipated changes in the patient’s condition

Consultatively, also include: 

· Assessed needs

· Discussion with pt./family

RC.02.01.05 EP.2

· Protocol in record or reference to protocol

(See also PC.03.02.05, EPs 1 and 11)
	Not addressed


	RC.02.01.05 EP.3

· Each episode 

· The circumstances that led to the use 

· Consideration or failure of nonphysical interventions

· The rationale for the type of physical intervention used

· Written orders 

· Each in-person evaluation and reevaluation 

· Each 15-minute assessment

· Continuous monitoring of the patient 

· Any pre-existing medical conditions or any physical disabilities, hx of sexual or physical abuse 

· Pt./family education about R/S policy

· Patient’s family was notified, if indicated

· Behavior criteria for discontinuing R/S 

· Pt. was informed of the behavior criteria 

· Assistance provided to the patient to help him or her meet the behavior criteria 

· Debriefing)Any injuries

· The patient’s death



	Notification of clinical leadership  
	Not addressed


	Not addressed


	Not addressed


	Not addressed


	PC.03.03.21

Leaders are informed for R/S more than 12 hours, or experiences two or more separate episodes of restraint or seclusion of any duration within 12 hours. Thereafter, the clinical leaders are notified every 24 hours if either of these conditions continues.

PC.03.03.31EP.5

Hospital analyzes R/S data 
- Multiple uses of restraint or seclusion for a patient within a 12-hour time frame
- The number of times restraint or seclusion extend beyond 12 consecutive hours

	Training
	CFR 482.13 (e)(11)

· Training must be in hospital policy for LIPs ordering restraints

· Staff training & demonstrate  competency before performing(f)(1)

· Application of restraints

· Implement seclusion

· Monitoring

· Assessment

· Provide care

· Training part of orientation (f)(1)

· Periodic basis per policy (f)(1)

· Content needs of patient(f)(2)

· Staff & patient behaviors

· Environmental factors that may trigger circumstances for restraint

· Intervention skills (ii)

· Least restrictive per assessment (iii) 

· Application & use (iv)

· Recognize physical & psychological distress (iv)

· Behavior changes indicating r    & s no longer necessary (v)

· Monitoring psychological & physical see signs(vi)

· Use of first aid & CPR (vii)

· Trainer qualifications (f)(3)

· Training documentation (f)(4)
	PC.03.05.17 

Staff training on use of R/S, and assesses their competence, at the following intervals:

· At orientation

· Before participating in the use of restraint and seclusion

· On a periodic basis thereafter

Training includes:

· Strategies to identify staff and patient behaviors, events, and environmental factors that may trigger circumstances that require the use of R/S

· Use of nonphysical intervention skills

· Methods for choosing the least restrictive intervention based on an assessment 

· Safe application and use of all types of restraint or seclusion used in the hospital, including training in how to recognize and respond to signs of physical and psychological distress 

· Clinical identification of specific behavioral changes that indicate that restraint or seclusion is no longer necessary

· Monitoring the physical and psychological well-being (including any special requirements specified by hospital policy associated with the 1-hour in-person evaluation)

· Use of first-aid techniques and certification in the use of cardiopulmonary resuscitation, including required periodic recertification

Individuals providing staff R/S training have education, training, and experience in the techniques used to address patient behaviors that necessitate the use of R/S

Documentation of training and competence of staff in HR files


	Not specifically addressed, however:

PC.03.02.03 – P&Ps imply training such as safe application & removal of R/S

PC.03.02.07 EP.3

Qualified staff monitor a pt in restraints

See also 

HR.01.04.01 – orientation

HR.01.045.03

Ongoing education

HR.01.06.01 – competence

HR.01.97.01 – evaluation of performance expectations


	Not addressed


	PC03.03.07 
· Direct care staff  (5 items) EP 3 and EP.4
· 15 minutes assessments (9 items) EP.5

· Initiate in absence of LIP & evaluations ( 11 items) EP.6
· First aid & CPR EP 7-8
· Viewpoint of restrained individuals included EP 9

	Plan for emergency
	Not addressed


	Not addressed


	Not addressed


	Not addressed


	PC.03.03.07 EP.7-9
Plans for emergency medical care 
First aid & CPR available at all times EP 8

	Performance Improvement
	R&S not specifically mentioned in COPs – however, 

482.21 
(c) Standard: Program activities. (1)

The hospital must set priorities for its

performance improvement activities

that—

(i) Focus on high-risk, high-volume,

or problem-prone areas;

The Condition of Participation: Quality assessment and performance improvement program can be found at:.
http://edocket.access.gpo.gov/cfr_2004/octqtr/pdf/42cfr482.21.pdf
	Not addressed
	PC.03.02.11

· identifies the frequency or data collection

· collects, complies and analyzes data

· use statistical tools and techniques to analyze and display data 

· compares its data over time to identify levels of performance, patterns, trends, and variations. 

· uses results identify opportunities to improve. 

· prioritizes opportunities to improve takes action on its improvement priorities 

· evaluates changes to confirm they resulted in improvements 

· takes action when planned improvements are either not achieved or not sustained. 

· 
	Not addressed


	PC.03.03.31 

Very detailed requirements for measuring R&S

Highlights – 

Includes all use (after baseline, OK to sample)

LIP participation

Special analysis on

· Multiple use for a pt. w/in 12 hours

· # of episodes per pt.

· # of times R/S extend beyond 12 consecutive hrs.

· # of times when psychoactive meds are used as an alternative

Note - RC.02.01.05 EP.4 requires that the method(s) used to document R/S facilitates the collection and analysis of data for PI activities.

	Sentinel Events & Death reporting
	CFR 482.13 (g)

· Each death while in restraint

· 24 hours after patient removed from restraints

· Known death within 1 week after restraint or seclusion (1)(iii)

· Reasonable to assume due to restraint = restrictions of movement for prolonged time, chest compression, restrictions of breathing asphyxiation.

· Report to CMS by phone by close of next business day following notice of death (g)(2)

· Documentation in medical record date & time of  report to CMS 
Check out CMS Update of State Operations Manual  - Release of PIC Re R-S Deaths to P+ Advocacy Orgs at:
www.cms.hhs.gov/SurveyCertificationGenInfo/downloads/SCLetter09-12.pdf


	Not addressed – however, TJC’s Sentinel Event Policy applies – see cell to the right
	See TJC’s Sentinel Event Policy – 

A sentinel event is an unexpected occurrence involving death or serious physical or psychological injury, or the risk thereof. Serious injury specifically includes loss of limb or function. The phrase

“or the risk thereof” includes any process variation for which a recurrence would carry a significant chance of a serious adverse outcome.
	See cell to the left


	See cell to the left
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