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§483.352 Definitions. 
For purposes of this subpart, the following definitions apply:  
 
Drug used as a restraint means any drug that--  
  (1) Is administered to manage a resident's behavior in a way that reduces the safety risk to the resident or 
others;  
  (2) Has the temporary effect of restricting the resident's freedom of movement; and  
  (3) Is not a standard treatment for the resident's medical or psychiatric condition.  
 
Emergency safety intervention means the use of restraint or seclusion as an immediate response to an 
emergency safety situation.  
 
Emergency safety situation means unanticipated resident behavior that places the resident or others at 
serious threat of violence or injury if no intervention occurs and that calls for an emergency safety 
intervention as defined in this section.  
 
Mechanical restraint means any device attached or adjacent to the resident's body that he or she cannot 
easily remove that restricts freedom of movement or normal access to his or her body.  
 
Minor means a minor as defined under State law and, for the purpose of this subpart, includes a resident 
who has been declared legally incompetent by the applicable State court.  
 
Personal restraint means the application of physical force without the use of any device, for the purposes 
of restraining the free movement of a resident's body. The term personal restraint does not include briefly 
holding without undue force a resident in order to calm or comfort him or her, or holding a resident's hand 
to safely escort a resident from one area to another.  
 
Psychiatric Residential Treatment Facility means a facility other than a hospital, that provides psychiatric 
services, as described in subpart D of part 441 of this chapter, to individuals under age 21, in an inpatient 
setting.  
 
Restraint means a ``personal restraint,'' ``mechanical restraint,'' or ``drug used as a restraint'' as defined in 
this section.  
 
Seclusion means the involuntary confinement of a resident alone in a room or an area from which the 
resident is physically prevented from leaving.  
 
Serious injury means any significant impairment of the physical condition of the resident as determined 
by qualified medical personnel. This includes, but is not limited to, burns, lacerations, bone fractures, 
substantial hematoma, and injuries to internal organs, whether self-inflicted or inflicted by someone else.  
 
Staff means those individuals with responsibility for managing a resident's health or participating in an 
emergency safety intervention and who are employed by the facility on a full-time, part-time, or contract 
basis.  
Time out means the restriction of a resident for a period of time to a designated area from which the 
resident is not physically prevented from leaving, for the purpose of providing the resident an opportunity 
to regain self-control.
 
 
 



N-001 
§483.354 General requirements for psychiatric residential treatment facilities.  
A psychiatric residential treatment facility must meet the requirements in §441.151 through 
§441.182 of this chapter. 
 
Interpretive Guidelines §483.354  
 
Psychiatric Residential Treatment Facility (PRTF) means a facility other than a hospital, that 
provides psychiatric services, as described in subpart D of part 441 – Inpatient Psychiatric 
Services for Individuals Under age 21 in Psychiatric Facilities or Programs. PRTF’s must also 
ensure that they are in compliance with the requirements set forth in §441.151 through §441.182 
which pertain to: certification for need of services, the team certifying the need for services, 
active treatment, individual plan of care and the team developing the individual plan of care.  
 
Survey Procedures and Probes § 483.354  
 
Ensure that the facility is accredited by either the Joint Commission on Accreditation of 
Healthcare Organizations, the Commission on Accreditation of Rehabilitation Facilities, the 
Council on Accreditation of Services for Families and Children, or by any other accrediting 
organization with comparable standards that is recognized by the State. 
 
N-002  
§483.356 Protection of residents.  
(a) Restraint and seclusion policy for the protection of residents.  
 
Interpretive Guidelines §483.356(a)  
 
The facility must establish a policy for the use of any emergency safety intervention, which is 
defined in this subpart as the use of restraint or seclusion as an immediate response to an 
emergency safety situation. Seclusion or restraint may only be used for emergency safety 
situations, which are defined as unanticipated resident behavior that places the resident or others 
at serious threat of violence or injury if no intervention occurs. The use of restraint and seclusion 
should be selected only when other less restrictive measures have been found to be ineffective to 
protect the resident or others.  
 
The facility policy should address all requirements set forth by this condition of participation 
(CoP) to ensure the protection of residents, which includes ensuring safety both during and after 
restraint or seclusion, specifying the required elements of an order for restraint and seclusion, 
identifying the staff who are responsible for continual assessment of a resident during restraint or 
seclusion as well as defining the minimal physical and psychological elements that must be 
assessed. The facility’s definition of restraint or seclusion should also correspond with the 
definitions as specified by CMS.  
 
 
 
 



Survey Procedures and Probes §483.356(a)  
 
Review policy:

 • Ensure that the facility has a policy addressing the use of restraint and seclusion 
meeting the requirements as set forth in this CoP and interpretive guide.  

 • Ensure that the facility definitions of restraint and seclusion correspond with the 
definitions established by CMS.  

 
N-003  
§483.356 (a)(1) Each resident has the right to be free from restraint or seclusion, of any form, 
used as a means of coercion, discipline, convenience, or retaliation.  
 
Interpretive Guidelines §483.356 (a) (1)  
 
Restraint or seclusion is not to be used as coercion, discipline, retaliation, and retribution or as 
compensation for lack of staff presence or competency. Examine closely how frequently 
emergency safety interventions are employed. Repeated applications of such interventions within 
short intervals of time may raise serious questions about the resident's right to be free from 
unnecessary restraint or seclusion.  
 
Survey Procedures and Probes §483.356(a) (1)  
 
1. Review resident records:  

 • Is there a systematic pattern of restraint or seclusion usage?  
 • Do the documented behaviors leading to restraint or seclusion usage provide clear 

evidence of risk to self or others?  
 • Are problematic behaviors occurring only in certain situations, specific locations or at 

specific times (i.e., nights or weekends), possibly indicative of insufficient staffing?  
 
2. Interview staff to determine:  

 • Which resident behaviors typically warrant restraint or seclusion?  
 • Which less restrictive interventions are usually attempted prior to seclusion or restraint?  
 • What environmental, staffing or program issues make it difficult to manage residents 

with behavior issues?  
 • Is frequent staff turnover an issue? If so, has the newly hired staff been appropriately 

oriented to their position?  
 
3. Interview residents to determine:  

 • If residents feel as if they are restrained or secluded for staff convenience.  
 
N-004  
§483.356(a)(2) An order for restraint or seclusion must not be written as a standing order or on 
an as-needed basis.  
 
 
 



Survey Procedures and Probes §483.356(a)(2)  
 
Review resident records:  

 • Are restraints or seclusion being implemented on a PRN or standing order basis?  
 • Verify that each order includes the justification and a specified time period for the 

restraint or seclusion.  
 • Evaluate any patterns of use and if appropriate orders were obtained.  

 
N-005
§483.356(a)( 3) Restraint or seclusion must not result in harm or injury to the resident and must 
be used only- 
 
Interpretive guidelines §482.356(a)(3)  
 
Staff must be appropriately trained on the correct application and safe usage of restraint or 
seclusion. Refer to N-070 to verify staff competence in ensuring safety to the resident. 
 
Survey Procedures and Probes §482.356(a)(3)  
 
Review incident and injury reports to determine if the injuries that have occurred are related to 
restraint or seclusion episodes. 
 
N-006  
§483.356(a)(3)(i) To ensure the safety of the resident or others during an emergency safety 
situation; and 
 
Interpretive Guidelines §483.356(a)(3)(i)  
 
Emergency safety situation means unanticipated resident behavior that places the resident or 
others at serious threat of violence or injury if no intervention occurs and that calls for an 
emergency safety intervention as defined in this section. 
 
Survey Procedures and Probes §482.356(a)(3)(i)  
 
1. Review resident records to determine:  

 • If documentation identifies the nature of the emergency safety situation.  
 • If the unanticipated resident behavior could potentially harm themselves or others.  

 
2. Interview staff to determine:  

 • How the safety of the resident and others is ensured during an emergency safety 
situation.  

 
N-007  
§483.356(a)(3)(ii) Until the emergency safety situation has ceased and the resident's safety and 
the safety of others can be ensured, even if the restraint or seclusion order has not expired. 
 



Interpretive Guidelines §483.356(a)(3)(ii)  
 
The use of restraint or seclusion should be evaluated on a continual basis and ended at the 
earliest possible time based on the assessment and evaluation of the resident’s condition.  
For example, if a resident has recovered from their unanticipated behavior in 2-hours instead of 
the maximum 4-hour time frame specified in the order, it is the expectation that the resident is 
released from restraint or seclusion at the 2-hour point. The facility policy for restraints and 
seclusion should also outline the criteria for discontinuing those interventions.  
 
Survey Procedures and Probes §483. 356(a)(3)(ii)  
 
1. Review policies to determine:  

 • If the policy includes criteria for discontinuing restraint or seclusion.  
 • If the policy does not address criteria for discontinuing the intervention, question how 

staff determines when to release the resident from the intervention.  
 
2. Review resident records to determine:  

 • If there is a pattern of residents staying in restraint or seclusion until the maximum time 
allowed by the order.  

 • If documentation provides evidence that residents are taken out of restraint and 
seclusion when the emergency safety situation has ceased.  

 
N-008  
§483.356(a)(4) Restraint and seclusion must not be used simultaneously.  
 
Survey Procedures and Probes §483. 356(a)(4)  
 
Review resident records to ensure that restraint and seclusion are not used at the same time. 
 
N-009  
§483.356(b) Emergency safety intervention. An emergency safety intervention must be 
performed in a manner that is safe, proportionate, and appropriate to the severity of the behavior, 
and the resident's chronological and developmental age; size; gender; physical, medical, and 
psychiatric condition; and personal history (including any history of physical or sexual abuse). 
 
Interpretive Guidelines §483. 356(b)  
 
Emergency safety intervention means the use of restraint or seclusion as an immediate response 
to an emergency safety situation. In emergency situations where an unanticipated behavior 
requires immediate protection of the individual or others, the measure chosen should be the least 
restrictive intervention possible. The intervention should be appropriate for the resident as well 
as the resident’s behavior. 
 
Staff should document interventions that have been attempted prior to implementing seclusion or 
restraint. This effectiveness or ineffectiveness of interventions should be evaluated and 



incorporated into the resident’s treatment plan. That information should also be used as a basis 
for determining future interventions. 
 
Survey Procedures and Probes §483. 356(b)  
 
Review resident records to determine: 
 
1. If the intervention that was implemented took into account the resident’s:  

 • chronological and developmental age;  
 • size;  
 • gender;  
 • physical, medical, and psychiatric condition;  
 • and personal history (including any history of physical or sexual abuse)  

 
2. How is the consideration of the above factors documented in the record, specifically, in the 
treatment plan?  

 • Is use of restraint or seclusion documented and reviewed by the treatment team?  
 • Is the use of restraint or seclusion addressed in the treatment plan?  
 • Have any antecedents to the behavior that warrants the use of seclusion or restraints 

been addressed?  
 • Has the success of previous interventions been discussed and incorporated into the 

treatment plan?  
 • Is the type of restraint used consistent with the resident’s behavior and physical/medical 

condition?  
 • How does the team ensure that all staff is aware of and understands the individualized 

treatment, specifically as it pertains to seclusion and restraints, for a resident?  
 
N-010  
§483.356(c) Notification of facility policy. At admission, the facility must— 
 
(1) Inform both the incoming resident and, in the case of a minor, the resident's parent(s) or legal 
guardian(s) of the facility's policy regarding the use of restraint or seclusion during an 
emergency safety situation that may occur while the resident is in the program; 
 
Interpretive Guidelines §483. 356(c )(1)  
 
Minor means a minor as defined under State law and, for the purpose of this subpart, includes a 
resident who has been declared legally incompetent by the applicable State court. The facility 
must ensure that the policy is provided at the time of admission. 
 
Survey Procedures and Probes §483. 356(c )(1)  
 
1. Determine how and when the facility notifies residents and their legal guardians/ parents of the 
facilities policies on the use of restraint and seclusion. 
 
2. Who is responsible to provide the resident or legal guardian/ parents with this information? 



N-011 
§483.356(c )(2) Communicate its restraint and seclusion policy in a language that the resident, or 
his or her parent(s) or legal guardian(s) understands (including American Sign Language, if 
appropriate) and when necessary, the facility must provide interpreters or translators; 
 
Interpretive Guidelines §483. 356(c )(2)  
 
The facility must ensure that all residents or parents/ legal guardians understand the information 
that is presented to them. The facility should pay particular attention to individuals who need 
assistive devices (e.g., magnifying glass, Braille, sign language), or have a communications 
challenge, such as deafness, low vision, blindness, or not being proficient in English, to ensure 
that communications are clear. 
 
Survey Procedures and Probes §483. 356(c )(2)  
 
1. Interview staff to ascertain if applicable staff knows which steps to take to acquire alternate 
means of communication.  

 • How is a communication barrier identified? By whom? 
 • Does the facility have alternative means, such as written materials in other languages, 

documents in Braille or large print, or interpreters to communicate with residents or 
parents and legal guardians, when necessary?  

 • Review the material and verify the process to obtain services, such as an interpreter.  
 
2. Interview the resident and/or parent/ legal guardian to determine the effectiveness of the 
facility’s communication of the restraint or seclusion policy. If possible, add any resident and/ or 
parents/legal guardians that may have a communication barrier to assess effectiveness of facility 
communication.  

 • Does this person understand the policy?  
 • Did the facility effectively communicate with them?  

 
N-012  
§483.356(c )(3) Obtain an acknowledgment, in writing, from the resident, or in the case of a 
minor, from the parent(s) or legal guardian(s) that he or she has been informed of the facility's 
policy on the use of restraint or seclusion during an emergency safety situation. Staff must file 
this acknowledgment in the resident's record; and 
 
Survey Procedures and Probes §483. 356(c)(3)  
 
Review the resident’s record for a signed acknowledgement of this communication with the 
resident and/ or parent/ legal guardian at the time of admission. 
 
N-013  
§483.356(c )(4) Provide a copy of the facility policy to the resident and in the case of a minor, to 
the resident's parent(s) or legal guardian(s). 
 
 



Survey Procedures and Probes §483.356(c)(4)  
 
1. Review the facility policy and procedures to ascertain that a copy is to be provided to the 
resident or parent/ legal guardian.  
 
2. Interview residents and parents/ legal guardians to determine if they received a copy of the 
policy at admission.  
 
N-014  
§483.356(d) Contact information. The facility's policy must provide contact information, 
including the phone number and mailing address, for the appropriate State Protection and 
Advocacy organization. 
 
Interpretive Guidelines §483. 356(d)  
 
This information must be provided to the resident and/ or parent/ legal guardian at admission. 
The contact information must be presented in a manner or language understandable to the 
resident. If the facility is unsure of which State Protection and Advocacy (P&A) organization to 
refer the resident, the facility may provide the contact information for the national P&A 
organization. 
 
Survey Procedures and probes §483. 356(d)  
 
1. Review facility policy and procedures to verify the P&A contact information is provided at 
admission.  
 
2. Interview residents’ and/ or parents/ legal guardians to determine  

 • If they received the information  
 • If they understood the information provided to them  
 • If they understood what type of information should be reported to the P&A 

organization. 
 
N-015  
§483.358 Orders for the use of restraint or seclusion  
(a) Orders for restraint or seclusion must be by a physician, or other licensed practitioner 
permitted by the State and the facility to order restraint or seclusion and trained in the use of 
emergency safety interventions. Federal regulations at 42 CFR 441.151 require that  
inpatient psychiatric services for recipients under age 21 are provided under the direction of a 
physician. 
 
Interpretive Guidelines §483.358(a)  
 
The Psychiatric Residential Treatment Facility’s policy should conform to state law, indicating 
which physician or other licensed practitioner permitted by the State to order restraint or 
seclusion and trained in the use of emergency safety interventions are permitted to order restraint 
in that facility. 



An order must be given regardless of the expected length of time the restraint or seclusion lasts, 
the type of emergency safety intervention used, or where the emergency safety intervention takes 
place. The ordering practitioner does not need to be physically present to give the order. 
 
Survey Procedures and Probes §483.358(a)  
 
1. Review policy to determine:  

 • If the policy describes who is responsible for ordering restraint or seclusion. Is the 
policy consistent with state law?  

 • If the policy requires that all services are provided under the direction of a physician.  
 
2. Review resident records to determine:  

 • If the use of restraint or seclusion is associated with an order.  
 • Who ordered the intervention?  
 • If services are provided under the direction of a physician.  

 
3. Interview licensed personnel to determine who may order restraint or seclusion and how and 
when that order is obtained and documented.  
 
4. Determine whom the State recognizes as an “other licensed practitioner permitted by the State 
and the facility to order restraint or seclusion and trained in the use of emergency safety 
interventions”.  

 • What are the facility policies and methods to ensure that these physicians or licensed 
practitioners are properly credentialed and licensed to order seclusion or restraint?  

 
N-016  
§483.358(b) If the resident's treatment team physician is available, only he or she can order 
restraint or seclusion. 
 
Interpretive Guidelines §483.358(b)  
 
The “treating” physician is the physician who is responsible for the management and care of the 
resident. If the treating physician did not order the emergency intervention, it is important to 
consult with the treating physician, as soon as possible, because information regarding the 
resident’s history may have a significant impact on selection of seclusion or restraint 
intervention. 
 
Survey Procedures and Probes §483.358(b)  
 
Review resident records to determine if the treating team physician ordered the restraint or 
seclusion.  

 • If the treating physician did not order the intervention, is documentation of contact with 
the treating physician included in the record? Refer to N-033  

 • Does the treating physician order restraint or seclusion when he/ she is available?  
 
 



N-017 
§483.358(c) A physician or other licensed practitioner permitted by the state and the facility to 
order restraint or seclusion must order the least restrictive emergency safety intervention that is 
most likely to be effective in resolving the emergency safety situation based on consultation with 
staff. 
 
Interpretive Guidelines §483.358(c )  
 
The restraint or seclusion used must be appropriate for both the resident and the situation. The 
treatment plan should address any contraindications or inappropriate interventions for the 
resident. 
 
Survey Procedures and Probes §483.358(c )  
 
1. Review relevant sections of the policies and procedures regarding the authorized types of 
interventions that may be used in the facility.  

 • Does facility policy indicate which interventions are least restrictive to most restrictive?  
 
2. Review the resident’s record and interview staff to determine  

 • If the safety intervention used was appropriate for the resident based on their treatment 
plan  

 • Does the record reflect changes in behavior and staff concerns regarding potential 
danger on the unit/ward prompting use of seclusion or restraints?  

 • If other less restrictive interventions were considered or attempted and documented  
 
N-018
§483.358(d) If the order for restraint or seclusion is verbal, the verbal order must be received by 
a registered nurse or other licensed staff such as a licensed practical nurse, while the emergency 
safety intervention is being initiated by staff or immediately after the emergency safety situation 
ends. The physician or other licensed practitioner permitted by the state and the facility to order 
restraint or seclusion must verify the verbal order in a signed written form in the resident's 
record. The physician or other licensed practitioner permitted by the state and the facility to order 
restraint or seclusion must be available to staff for consultation, at least by telephone, throughout 
the period of the emergency safety intervention. 
 
Interpretive Guidelines §483.358(d)  
 
The Psychiatric Residential Treatment Facility’s policy should conform to state law. The policy 
should also indicate who could receive a verbal order. The policy should also include the time 
frame in which a physician or licensed practitioner should co-sign the verbal order. 
 
Survey Procedures and Probes §483.358(d)  
 
1. Review policies and procedures to determine  

 • Who may receive an order for restraint or seclusion. Does it specify a registered nurse 
or other licensed staff?  



 • Who must be available to staff for consultation.  
 • If the facility’s policy is consistent with state law.  

 
2. Review verbal orders within resident records to determine  

 • If the appropriate person received the order  
 • Has the appropriate person verified a verbal order in a signed written form?  
 • Was the verbal order verified in a signed written form within the time frame specified 

by the facility?  
 
3. Interview licensed staff to determine  

 • Who receives the order for restraint or seclusion  
 • If someone who can order restraint or seclusion has been available for consultation. 

Look for documentation of consultation with someone who is authorized to order 
restraint or seclusion.  

 • Has staff experienced any difficulty obtaining telephonic consultation?  
 
4. Determine who the State recognizes as other licensed practitioner permitted by the State and 
the facility to order restraint or seclusion and trained in the use of emergency safety interventions 
or as having the authority to order restraints or seclusion. 
 
N-019  
§483.358(e) Each order for restraint or seclusion must: 
 
(1) Be limited to no longer than the duration of the emergency safety situation; and 
 
(2) Under no circumstances exceed 4 hours for residents ages 18 to 21; 2 hours for residents ages 
9 to 17; or 1 hour for residents under age 9. 
 
Interpretive Guidelines §483.358(e)(1) and (2)  
 
The use of restraint or seclusion must be limited to the duration of the emergency safety situation 
regardless of the length of the order. The time frames specified in these requirements are 
maximums per age group. The ordering practitioner has the discretion to decide that the order 
should be written for a shorter period of time; and in the meantime, staff should be assessing, 
monitoring, and re-evaluating the resident so that he or she is released from the restraint or 
seclusion at the earliest possible time. 
 
If restraint or seclusion is discontinued prior to the expiration of the original order, a new order 
must be obtained prior to reinitiating seclusion or reapplying the restraints. At the point in which 
a new order for restraint or seclusion has been obtained, all requirements for monitoring and 
documentation begin as with all new orders. Specifically, after a resident has been removed from 
restraint or seclusion for any amount of time, the next incident of restraint or seclusion may not 
be considered a continuation of the previous restraint or seclusion order. 
 
 
 



Survey Procedures and Probes §483.358(e)(1) and (2)  
 
1. Review policies and procedures regarding time frames of emergency safety interventions. 
Ensure they are consistent with regulation.  
 
2. Review resident records for time frames of restraint or seclusion. Ensure that the ordered time 
frame and the actual time frame that the resident is restrained or secluded is consistent with the 
policy.  
 
3. Interview personnel to determine whether restraint or seclusion end when the emergency 
safety situation ends.  

 • If the time of restraint use is outside the limits of the order, look for evidence that the 
behaviors necessitating the restraint use have persisted. Is there evidence to indicate that 
the staff have evaluated whether the restraint can be safely removed or seclusion 
discontinued?  

 • Look for evidence that the restraint and seclusion ended when the emergency safety 
situation ended. Did restraint or seclusion end before the ordered time? Does 
documentation indicate the restraint or seclusion was terminated early because it was no 
longer needed? Have ongoing assessments been performed?  

 • Look for evidence of consecutive orders.  
 • Are time frames for restraint and seclusion age appropriate as specified in this 

regulation?  
 
N-020  
§483.358(f) Within 1 hour of the initiation of the emergency safety intervention a physician, or 
other licensed practitioner trained in the use of emergency safety interventions and permitted by 
the state and the facility to assess the physical and psychological well being of residents, must 
conduct a face-to-face assessment of the physical and psychological well being of the resident, 
including but not limited to— 
 

 (1) The resident's physical and psychological status;  
 

(2) The resident's behavior; 
 

(3) The appropriateness of the intervention measures; and 
 
(4) Any complications resulting from the intervention.  

 
Interpretive Guidelines §483.358(f)(1) through 483.358(f)(4)  
 
A physician or other licensed practitioner (as recognized by State law and psychiatric residential 
treatment facility policy) evaluation of a resident must be face-to-face. A telephone call is not 
adequate in accordance with this regulation. The assessment ensures the resident’s rights, assures 
the restraint or seclusion is necessary and appropriate and also allows the practitioner to evaluate 
the medical status of the resident. 
 



If a resident who is restrained or secluded is released before the physician or other licensed 
practitioner arrives to perform the assessment, the physician or other licensed practitioner must 
still see the resident face-to-face to perform the assessment within one hour after the initiation of 
this intervention. 
 
Survey Procedures and Probes §483.358(f)(1) through 483.358(f)(4)  
 
1. Review facility policy to determine how, when and by whom residents are to be assessed.  
 
2. Review resident records for the 1-hour assessment:  

 • Are assessments being performed within the specified timeframe? Does the appropriate 
person perform them?  

 • Is the assessment is face-to-face?  
 • Does documentation verify that all required elements below (1-4) are being assessed?  

 1. The resident's physical and psychological status;  
 2. The resident's behavior;  
 3. The appropriateness of the intervention measures; and  
 4. Any complications resulting from the intervention  

 
N-021  
§483.358(g) Each order for restraint or seclusion must include— 
 
Interpretive Guidelines §483.358(g)  
 
To ensure that orders are complete and provide essential direction to the staff that is responsible 
for implementing those orders, each order for seclusion or restraint has elements that must be 
included to ensure validity and appropriateness of the order. These elements must include the 
name of the person ordering, date and time of the order, the specific restraint or seclusion 
ordered and the maximum amount of time that the resident may be either secluded or restrained. 
If any of these elements are missing from the order, then that order was not valid and should not 
have been implemented without clarification to address all required elements.  
 
N-022  
§483.358(g)(1) The name of the ordering physician or other licensed practitioner permitted by 
the state and the facility to order restraint or seclusion; 
 
Survey Procedures and Probes §483.358(g)(1)  
 
Review the resident’s record to ensure that the name of the ordering physician or licensed 
practitioner is clearly documented.  
 
N-023 
§483.358(g)(2) The date and time the order was obtained; and 
 
 
 



Survey Procedures and Probes §483.358(g)(2)  
 
Review the resident’s record to ensure that a date and time is documented when the order was 
obtained.  

 • Is the date and time of the order consistent with all other documents and logs related to 
the restraint or seclusion incident?  

 
N-024  
§483.358(g)(3) The emergency safety intervention ordered, including the length of time for 
which the physician or other licensed practitioner permitted by the state and the facility to order 
restraint or seclusion authorized its use. 
 
Survey Procedures and Probes §483.358(g)(3)  
 
1. Review the facilities’ policies relating to seclusion and restraints  

 • Are time limits specified? Refer to N-019 for age specific time limits.  
 
2. Review resident’s record for the restraint or seclusion order that was to be implemented:  

 • Is the specific type of restraint or seclusion to be implemented clearly specified?  
 • Is a maximum time frame specified?  
 • Is the maximum length of time ordered for use of this safety intervention consistent 

with the timeframes specified in the policy?  
 • Was this restraint or seclusion ordered by a physician or licensed practitioner who is 

recognized by the facility to order it?  
 
N-025 
§483.358(h) Staff must document the intervention in the resident's record. That documentation 
must be completed by the end of the shift in which the intervention occurs. If the intervention 
does not end during the shift in which it began, documentation must be completed during the 
shift in which it ends. Documentation must include all of the following: 
 
Interpretive Guidelines §483.358(h)  
 
A qualified staff person (as determined by the facility) must fully document events leading up to, 
during and after the implementation of the restraint or seclusion as specified by §483.358(h)(1-
5).  
 
If the resident is still restrained or secluded at the end of the shift, the staff person who witnessed 
the events that led up to the restraint or seclusion is accountable for providing comprehensive 
documentation in the record of the events that led up to and the implementation of the restraint or 
seclusion. After the resident has been removed from restraint or seclusion, the staff that is 
present during the conclusion of the safety intervention is required to document any activity 
relating to the duration of the seclusion or restraint and the discontinuation of that safety 
intervention. 
 
 



Survey Procedures and Probes §483.358(h)  
 
Review resident record to determine:  

 • That documentation is recorded at the end of the shift in which the resident has been 
removed from restraint or seclusion.  

 • If the resident was restrained or secluded during a period that covers multiple shifts, that 
the staff who witnessed the initial safety situation documented their first hand account.  

 • Compare the documented times of the staff notes to the implementation and 
discontinuation times of the intervention – are they consistent?  

 • If the documentation provides a clear and accurate picture of the events that occurred.  
 
N-026  
§483.358(h)(1) Each order for restraint or seclusion as required in paragraph  
(g) of this section. 
 
Survey Procedures and Probes §483.358(h)(1)  
 
Review the record to determine if staff addresses the order in the documentation.  
 
N-027  
§483.358(h)(2) The time the emergency safety intervention actually began and ended. 
 
Survey Procedures and Probes §483.358(h)(2)  
 
Review the record for start and discontinuation times of the restraint or seclusion.  

 • Is the start and end time consistent with the timeframes specified in the order?  
 
N-028  
§483.358(h)(3) The time and results of the 1-hour assessment required in paragraph (f) of this 
section. 
 
Survey Procedures and Probes §483.358(h)(3)  
 
Review resident record to determine:  

 • If the 1-hour assessment is documented.  
 • If staff documentation addresses the physician’s or licensed practitioner’s 1-hour 

assessment findings.  
 
N-029  
§483.358(h)(4) The emergency safety situation that required the resident to be restrained or put 
in seclusion. 
 
Survey Procedures and Probes §483.358(h)(4) 
 
Review resident record to determine:  



 • If the actual behavior exhibited by the resident, which warranted restraint or seclusion, 
is documented.  

 • Did documentation include any less restrictive interventions that were attempted?  
 • Did documentation describe any known antecedents to the behavior?  

 
N-030  
§483.358(h)(5) The name of staff involved in the emergency safety intervention. 
 
Survey Procedures and Probes §483.358(h)(5)  
 
Review the record to ascertain the names of all staff that were involved in the intervention. 
 
N-031  
§483.358(i) The facility must maintain a record of each emergency safety situation, the 
interventions used, and their outcomes. 
 
Survey Procedures and Probes §483.358(i)  
 
Review the facility policy for maintaining a record on each restraint or seclusion.  

 • Do record keeping policies conform to state requirements?  
 • How is this information used? Is it used for quality improvement activities?  

 
N-032  
§483.358(j) The physician or other licensed practitioner permitted by the state and the facility to 
order restraint or seclusion must sign the restraint or seclusion order in the resident's record as 
soon as possible. 
 
Interpretive Guidelines §483.358(j)  
 
Verbal orders that were obtained by a registered nurse or other licensed staff should be signed by 
the physician or licensed practitioner within 24 hours of the order being issued. The 24-hour time 
frame is not required specifically by regulation. If the facility uses another time frame, ensure 
that the time frame is “as soon as possible.” 
 
Survey Procedures and Probes §483.358(j)  
 
1. Review the facility policies on verbal orders.  

 • What timeframe is specified for signing verbal orders? If the facility allows for a longer 
period of time for signatures on verbal orders than 24-hours, ensure that the timeframe is 
“as soon as possible”.  

 
2. Review the order for the physician or licensed practitioner signature.  

 • Are the orders signed within the timeframe specified in facility policy from the time of 
the original order?  

 
 



N-033 
§483.360 Consultation with treatment team physician  
If a physician or other licensed practitioner permitted by the state and the facility to order 
restraint or seclusion orders the use of restraint or seclusion, that person must contact the 
resident's treatment team physician, unless the ordering physician is in fact the resident's 
treatment team physician. The person ordering the use of restraint or seclusion must— 
 
(a) Consult with the resident's treatment team physician as soon as possible and inform the team 
physician of the emergency safety situation that required the resident to be restrained or placed in 
seclusion; and 
 
Interpretive Guidelines §483.360(a)  
 
The treatment team physician is the physician who is responsible for the management and care of 
the resident on a day-to-day basis. The ordering provider also has an obligation to inform the 
treating physician of the events that transpired which led to the order for emergency intervention. 
It is important to consult with the treating physician, as soon as possible, because the emergency 
safety intervention/ situation affects the treatment plan. 
 
Survey Procedures and Probes §483.360(a)  
 
1. Review the facilities’ policies and procedures for prompt notification to the treating physician 
when someone other than the treating physician orders seclusion or restraint.  
 
2. Review resident records to determine:  

 • If contact with the treating physician if he/she did not order the restraint is documented.  
 • If the records contain evidence that reflect facility policies and procedures for 

appropriate notification of the treating physician.  
 
N-034  
§483.360(b) Document in the resident's record the date and time the team physician was 
consulted. 
 
Interpretive Guidelines §483.360(b)  
 
If the ordering physician is not on site to document that the consultation took place, the treating 
team physician may note in the record that he/she was consulted by the ordering physician.  
 
Survey Procedures and Probes §483.360(b)  
 
Review resident record to determine:  

 • If documentation is evident as to when the treating physician was consulted and by 
whom.  

 • If documentation is not found, ask the appropriate staff how the treating physician is 
informed about the incident? By whom? How is this notification documented?  

 



N-035 
§483.362 Monitoring of the resident in and immediately after Restraint 
 
(a) Clinical staff trained in the use of emergency safety interventions must be  

 • physically present,  
 • continually assessing and monitoring the physical and psychological well-being of the 

resident and  
 • the safe use of restraint throughout the duration of the emergency safety intervention.  

 
Interpretive Guidelines §483.362(a) 
 
Clinical staff monitoring a resident in restraints should take into account the individualized 
assessment including both physical and psychological factors of the resident. Facility policies 
and procedures should specify who is clinically trained and appropriate to monitor residents in 
restraint. Those policies should also include clearly specified criteria for the use and 
discontinuance of restraints. Continual assessment of the resident should also result in release 
from restraint as soon as possible. 
 
Survey Procedures and Probes §483.362 (a) 
 
1. Review the facility's policy on restraint to determine how the facility is continually assessing 
and monitoring resident physical and psychological status.  

 • Does facility policy specify which staff members are responsible for assessing and 
monitoring the resident?  

 • Is the mental status assessed? How is this documented?  
 • Is the physical status, (i.e., vital signs, skin integrity, circulation) assessed? How is this 

documented?  
 
2. Is the resident assessed regarding continued need for use of restraint? Is there adequate 
justification for continued use and is this documented?  
 
3. Verify documentation of the resident’s response to and during restraint usage and the 
effectiveness of the intervention.  
 
4. How is the individual's safety ensured?  
 
5. Verify where staff is located while a resident is in restraints.  
 
6. Are injuries reported and documented during restraint usage?  
 
7. Review facility incident/injury reports for injuries reported during or following restraint usage. 
Refer to N-063. 
 
N-036 
§483.362(b) If the emergency safety situation continues beyond the time limit of the order for 
the use of restraint, a registered nurse or other licensed staff, such as a licensed practical nurse, 



must immediately contact the ordering physician or other licensed practitioner permitted by the 
state and the facility to order restraint or seclusion to receive further instructions. 
 
Interpretive Guidelines §483.364(b)  
 
The facility should have clear criteria for the use and discontinuance of restraints.   If necessary, 
prior to the expiration of the original order, a registered nurse or other licensed staff can 
telephone the physician or other licensed practitioner, report the results of his/her most recent 
assessment and obtain further instruction. 
 
Survey procedures and Probes §483.364(b)  
 
Review resident records to determine:  

 • Is there a pattern of remaining in restraints beyond the order?  
 • Is there documentation of behaviors that warrant continued use of restraints?  
 • Is there evidence that the physician or licensed practitioner was notified of the 

situation?  
 • Who contacted the physician or licensed practitioner?  
 • Were additional instructions given and followed? Was the outcome documented?  

 
N-037  
§483.362(c ) A physician, or other licensed practitioner permitted by the state and the facility to 
evaluate the resident's well-being and trained in the use of emergency safety interventions, must 
evaluate the resident's well being immediately after the restraint is removed. 
 
Interpretive Guidelines §483.362(c)  
 
The expectation is that this assessment is conducted in person (i.e., face-to-face). Also, 
dependent on state law, other licensed practitioners such as registered nurses, physician’s 
assistants or nurse practitioners may be performing this assessment. 
 
Survey Procedures and Probes §483.362(c)  
 
Review resident records to determine:  

 • If an evaluation of the resident’s well being was documented after release from 
restraint.  

 • Is the evaluation conducted in person?  
 • Who performed the evaluation?  
 • If not a physician, how is the licensed practitioner qualified to perform the evaluation? 

What training has the licensed practitioner had that ensures their ability?  
 
N-038  
§483.364 Monitoring of the resident in and immediately after seclusion.  

(a) Clinical staff, trained in the use of emergency safety interventions, must be  
 • physically present in or immediately outside the seclusion room,  



 • continually assessing, monitoring, and evaluating the physical and psychological well 
being of the resident in seclusion.  

 • Video monitoring does not meet this requirement. 
 
Interpretive Guidelines §483.364(a)  
 
Clinical staff monitoring a resident in seclusion should take into account the individualized 
assessment including both physical and psychological factors of the resident. Facility policies 
and procedures should specify who is clinically trained and appropriate to monitor residents in 
restraint. Those policies should also include clearly specified criteria for the use and 
discontinuance of restraints. Continual assessment of the resident should also result in release 
from seclusion as soon as possible. 
 
Survey Procedures and Probes §483.364(a)  
 
1. Review the facility's policy on seclusion to determine how the facility is continually assessing 
and monitoring resident physical and psychological status.  

 • Does facility policy specify which staff members are responsible for assessing and 
monitoring the resident?  

 • Is the psychological status assessed? How is this documented?  
 • Is the physical status (i.e., vital signs, skin integrity, circulation, etc.) assessed? How is 

this documented?  
 • Verify that the facility does not use video monitoring as a substitute for clinical staff 

monitoring.  
 
2. Review resident records to determine:  

 • Is the resident assessed regarding continued need for use of seclusion?  
 • Is there adequate justification for continued use and is this documented?  
 • Is there documentation of the resident’s response to and during seclusion and the 

effectiveness of the intervention?  
 
3. How is the individual's safety ensured?  
 
4. Verify where staff is located while a resident is in seclusion.  
 
5. How does staff reintroduce residents into the environment after the resident has been 
secluded?  
 
6. What action does staff implement if a resident in seclusion becomes self-injurious, exhibits 
behaviorally inappropriate actions such as urinating on the floor or shows signs of physiologic 
illness? 
  
N-039  
§483.364(b) A room used for seclusion must— 
 
(1) Allow staff full view of the resident in all areas of the room; and 



 
Survey Procedures and Probes §483.364 (b)(1) 
 
1. Verify whether or not anyone standing or lying in any position, in any part of the room can be 
seen.  
 
2. Verify which room the facility designates as a seclusion room.  
 
3. Where does the monitor sit? 
 
N-040  
§483.364(b)(2) Be free of potentially hazardous conditions such as unprotected light fixtures and 
electrical outlets. 
 
Interpretive Guidelines §483.364(b)2
 
Unprotected lights fixtures and electrical outlets are only two examples of potentially hazardous 
conditions and are not all-inclusive. There are other items that may be harmful to a secluded 
resident. 
 
Survey Procedures and Probes §483.364 (b)(2) 
 
1. Inspect the room to ensure that nothing is in the room that the resident may be injured by or 
may use to injure him/herself with.  

 • Is there an easy mechanism to open and close doors?  
 
2. During staff interviews and a review of the facility’s policy and procedures, ascertain how the 
facility addresses a potentially hazardous scenario such as this: 
 

What if the resident somehow blocked the door to not allow admittance, either through a 
purposeful act or inadvertently (i.e. passes out in front of the door, seizure, etc) and the 
staff is not able to push the door open? 
 

N-041  
§483.364 (c) If the emergency safety situation continues beyond the time limit of the order for 
the use of seclusion, a registered nurse or other licensed staff, such as a licensed practical nurse, 
must immediately contact the ordering physician or other licensed practitioner permitted by the 
state and the facility to order restraint or seclusion to receive further instructions. 
 
Interpretive Guidelines §483.364(c)  
 
The facility should have clear criteria for the use and discontinuance of seclusion.  If necessary, 
prior to the expiration of the original order, a registered nurse or other licensed staff can 
telephone the physician or other licensed practitioner, report the results of his/her most recent 
assessment and obtain further instruction. 
 



Survey procedures and Probes §483.364(c)  
 
Review resident records to determine:  

 • Is there a pattern of remaining in seclusion or restraint beyond the order?  
 • Is there documentation of behaviors that warrant continued use of seclusion?  
 • Is there evidence that the physician or licensed practitioner was notified of the 

situation?  
 • Who contacted the physician or licensed practitioner?  
 • Were additional instructions given and followed? Was the outcome documented?  

 
N-042  
§483.364(d) A physician, or other licensed practitioner permitted by the state and the facility to 
evaluate the resident's well being and trained in the use of emergency safety interventions, must 
evaluate the resident's well-being immediately after the resident is removed from seclusion. 
 
Interpretive Guidelines §483.362(d) 
 
The expectation is that this assessment is conducted in person (i.e., face-to-face). Also, 
dependent on state law, other licensed practitioners such as registered nurses, physician’s 
assistants or nurse practitioners may be performing this assessment. 
 
Survey Procedures and Probes §483.362(d)  
 
Review resident records to determine:  

 • If an evaluation of the resident’s well being was documented after release from 
seclusion.  

 • Is the evaluation conducted in person?  
 • Who performed the evaluation?  
 • If not a physician, how is the licensed practitioner qualified to perform the evaluation? 

Are they recognized by State law to perform this function?  
 
N-043  
§483.366 Notification of parent(s) or legal guardian(s).  
 
If the resident is a minor as defined in this subpart: 
 
(a) The facility must notify the parent(s) or legal guardian(s) of the resident who has been 
restrained or placed in seclusion as soon as possible after the initiation of each emergency safety 
intervention. 
 
Interpretive Guidelines §483.366(a)  
 
Upon admission, the facility should obtain the emergency contact information from the parent(s) 
or legal guardian(s). In the event that a parent or legal guardian cannot be contacted, the facility 
should have alternate methods for contacting parent(s) or legal guardian(s).  



The policy should also specify what information should be relayed to the parent or legal 
guardian. Facility written polices and procedures should also address: (1) required record 
documentation; (2) definition of “as soon as possible;” (3) indicate which staff is responsible (i.e. 
by title or position) for notifying the restrained or secluded resident’s parent(s) or legal 
guardian(s); (4) what should be done if the parent(s) or legal guardian(s) does not want to be 
contacted and the required documentation; (5) staff’s inability to successfully contact the 
restrained resident’s parent(s) or legal guardian and the required documentation. 
 
Survey Procedures and Probes §483.366(a)  
 
1. Review policy to determine:  

 • Whether the facility’s policy follows the expectations of the notification requirement.  
 • The facility’s policy for notifying parent(s) or legal guardian(s) of emergency safety 

interventions.  
 • The facility’s polices and procedures for prompt notification of parent(s) or legal 

guardian(s) when seclusion or restraint has been initiated.  
 • Does the policy specify who should contact the parent or legal guardian and does it 

specify what information should be reported?  
 
2. Does the facility notify the parent(s) or legal guardian(s) of this policy upon admission? Refer 
to N-010.  
 
3. Is there evidence that the facility has a system in place to assure that a resident’s parent(s) or 
legal guardian(s) is contacted as soon as can be reasonably expected after the resident is 
restrained or secluded?  
 
4. Interview staff to determine their knowledge of the facility’s policy regarding the contacting 
of parent(s) or legal guardian(s) after the initiation of each emergency safety intervention.  
 
N-044  
§483.366(b) The facility must document in the resident's record that the parent(s) or legal 
guardian(s) has been notified of the emergency safety intervention, including the date and time 
of notification and the name of the staff person providing the notification. 
 
Survey Procedures and Probes §483.366(b)  
 
1. Review resident records to determine:  

 • If evidence of compliance with notification of parent(s) or legal guardian(s) of 
emergency safety interventions is documented.  

 • Verify the individual who was contacted and the specific time the contact was made.  
 • Determine if records reflect compliance with the facility’s policies and procedures.  
 • Is there clear documentation describing any unsuccessful contact attempts?  

 
2. Does the facility employ alternative methods, in accordance with policy, for contacting the 
parent or legal guardian?  
 



3. Determine if the facility has a system of updating resident’s contact information for each new 
admission or for residents who have been admitted for long periods of time. 
 
N-045 
§483.368 Application of time out.  
 
(a) A resident in time out must never be physically prevented from leaving the time out area.  
 
Interpretive Guidelines §483.368(a) 
 
Time out, as defined in this subpart, means the restriction of a resident for a period of time to a 
designated area from which the resident is not physically prevented from leaving, for the purpose 
of providing the resident an opportunity to regain self-control. 
 
Survey Procedures and Probes §483.368(a)  
 
1. Review policy to determine:  

 • If the facility time out policies adhere to the federal definitions.  
 • How and by whom is time out implemented and discontinued?  
 • How often and by whom is time out documented?  

 
2. Interview staff to determine:  

 • What happens if a resident leaves time out before the staff think it is appropriate?  
 • What type of behavior warrants time out? Prior to implementation, are residents 

assessed for any risks associated with time out?  
 • How long does time out usually last?  
 • What training does the facility provide to their staff on this particular intervention? Also 

review N-069.  
 
N-046  
§483.368(b) Time out may take place away from the area of activity or from other residents, 
such as in the resident's room (exclusionary), or in the area of activity of other residents 
(inclusionary)? 
 
Interpretive Guidelines §483.368(a)  
 
Exclusionary is defined as the state of being excluded from participation by removal from the 
environment where an activity or group of individuals is located. 
 
Inclusionary is defined as a state of being included in the environment where an activity or group 
of individuals is located, but not participating in the activity or with the group.  
 
Survey Procedures and Probes §483.368(a)  
 
1. Does the policy specify where time out may occur?  

 • Does the policy specify any documentation requirements for time out?  



2. Interview staff and residents to determine:  
 • Where time out typically occurs  
 • If this intervention is used often.  
 • How does staff document this intervention?  

 
N-047  
§483.368(c) Staff must monitor the resident while he or she is in time out. 
 
Survey Procedures and Probes §483.368(c) 
 
1. Review policy to determine:  

 • Does the policy address monitoring of residents during time out?  
 • Does the policy ensure the well being of the resident?  

 
2. Interview staff to determine:  

 • How is a resident monitored during time out?  
 
N-048  
§483.370 Post intervention debriefings. 
 
(a) Within 24 hours after the use of the restraint or seclusion, staff involved in an emergency 
safety intervention and the resident must have a face-to-face discussion.  

 • This discussion must include all staff involved in the intervention except when the 
presence of a particular staff person may jeopardize the well being of the resident.  

 • Other staff and the resident’s parent(s) or legal guardian(s) may participate in the 
discussion when it is deemed appropriate by the facility.  

 • The facility must conduct such discussion in a language that is understood by the 
resident’s parent(s) or legal guardian(s).  

 • The discussion must provide both the resident and staff the opportunity to discuss the 
circumstances resulting in the use of restraint or seclusion and strategies to be used by the 
staff, the resident, or others that could prevent the future use of restraint or seclusion.  

 
Survey Procedures and Probes §483.370(a)  
 
1. Review resident records to determine:  

 • If appropriate staff was involved in the face-to-face debriefing;  
 • If the resident was present for the debriefing;  
 • If the resident is a minor, were the parents or legal guardians notified and given an 

opportunity to participate in the debriefing?  
 • Has the facility identified an alternative or a means to eliminate the use of restraint and 

seclusion for the individual?  
 • Does the treatment plan reflect changes as a result of the debriefing?  

 
2. Interview residents to determine:  

 • If they participated in a debriefing.  



 • Did they have an opportunity to actively discuss the emergency safety situation and 
intervention?  

 • Were strategies to prevent future use of seclusion or restraint discussed?  
 • If they felt that they contributed to the discussion.  

 
3. Interview staff to determine:  

 • If a face-to-face debriefing occurred within the 24-hour expectation.  
 • Did the debriefing process identify behavioral triggers?  
 • Was the debriefing conducted in a meaningful way to them?  

 
Determine if communication barriers existed and, if so, did the facility make the necessary 
accommodations? 
 
N-049  
§483.370(b) Within 24 hours after the use of restraint or seclusion, all staff involved in the 
emergency safety intervention, and appropriate supervisory and administrative staff, must 
conduct a debriefing session that includes, at a minimum, a review and discussion of – 
 
(1) the emergency safety situation that required the intervention, including discussion of the 
precipitating factors that led up to the intervention; 
 
Survey Procedures and Probes §483.370(b)(1)
 
1. Review policy to determine:  

 • That a debriefing of all involved staff within 24-hours of an emergency safety 
intervention is required.  

 • Does the policy specify what should be discussed in a debriefing?  
 
2. Interview staff to determine:  

 • If discussion included identification of precipitating factors. 
 
N-050  
§483.370(b)(2) Alternative techniques that might have prevented the use of the restraint or 
seclusion; 
 
Survey Procedures and Probes §483.370(b)(2)  
 
Interview staff involved in the safety intervention to determine.  

 • If staff can identify any alternate interventions that would/ could have prevented the use 
of the emergency safety intervention.  

 • Was this discussed in the debriefings?  
 
N-051  
§483.370(b)(3) The procedures, if any, that staff are to implement to prevent any recurrence of 
the use of restraint or seclusion; and 
 



Survey procedures and Probes §483.370(b)(3)  
 
1. Interview staff to determine:  

 • Were any procedures to prevent recurrence of restraint or seclusion discussed?  
 • Was a plan of action determined?  

 
2. Has the resident’s treatment plan been updated to include alternate interventions or 
procedures?  

 • How is this implementation shared with staff?  
 
N-052  
§483.370(b)(4) The outcome of the intervention, including any injuries that may have resulted 
from the use of restraint or seclusion. 
 
Survey Procedures and Probes §483.370(b)(4)  
 
1. Interview staff to determine:  

 • If the outcome of the intervention was discussed.  
 • Was anyone injured?  

 
2. Did the emergency safety intervention result in injury to the resident or staff?  

 • Are injuries documented in the resident’s record?  
 • Review incident reports, seclusion and restraint logs to determine if residents or staff 

are injured during the emergency intervention.  
 
N-053  
§483.370(c) Staff must document in the resident’s record that both debriefing sessions took place 
and must include in that documentation:  

 • The names of staff who were present for the debriefing,  
 • The names of staff who were excused from the debriefing, and  
 • Any changes to the resident’s treatment plan that result from the debriefings.  

 
Survey Procedures and Probes §483.370(c)  
 
1. Verify, through review of the resident’s record, that both debriefings occurred.  

 • Was staff directly involved in the emergency safety intervention included in both 
debriefings?  

 • Are names of staff included in the documentation, both those who were present and 
those who were excused?  

 
2. Review the treatment plan for modifications based on the debriefings.  

 • Were the decisions made in the debriefings accurately reflected in the treatment plan?  
 
 
 
 



N-054  
§483.372 Medical Treatment for injuries resulting from an emergency safety intervention.  
 
(a) Staff must immediately obtain medical treatment from qualified medical personnel for a 
resident injured as a result of an emergency safety intervention. 
 
Interpretive Guidelines §483.372(a)  
 
It is the responsibility of the facility to assess the resident to determine the extent of any injuries 
and implement plans to administer appropriate medical care. It is also the responsibility of the 
facility to attain medical care immediately if the resident requires it. Staff that is medically 
trained to provide emergency first aid care and CPR should be available to provide the 
emergency medical interventions until further follow up emergency care can be provided. 
 
Survey Procedures and Probes §483.372(a)  
 
1. Verify facility policies and procedures to be used for emergency medical care resulting from 
implementation of safety interventions.  
 
2. Verify and check that all available emergency equipment in the facility has documentation of 
appropriate and timely testing.  
 
N-055  
483.372(b) The psychiatric residential treatment facility must have affiliations or written transfer 
agreements in effect with one or more hospitals approved for participation under the Medicaid 
program that reasonably ensure that— 
 
Interpretive Guidelines §483.372(b) 
 
The facility must be responsible for assuring that one or more hospitals are available to receive 
residents in the case of an emergency. 
 
Survey Procedures and Probes §483.372(b)  
 
Review contracts/ affiliations/ transfer agreements to ensure currency.  
 
N-056  
§483.372(b)(1) A resident will be transferred from the facility to a hospital and admitted in a 
timely manner when a transfer is medically necessary for medical care or acute psychiatric care; 
 
Interpretive Guidelines §483.372(b)(1)  
 
If a resident is deemed to need medical care or acute psychiatric care, it is the responsibility of 
the facility to assure a timely transfer. 
 
 



Survey Procedures and Probes §483.372(b)(1)  
 
1. Review policy to verify that the facility has specified the process of how to transfer a resident 
to a hospital.  
 
2. Review records of those residents that have been transferred to a hospital for either medical or 
psychiatric care to ascertain if facility policies were followed.  

 • Was the transfer conducted in a timely manner?  
 
N-057 
§483.372(b)(2) Medical and other information needed for care of the resident in light of such a 
transfer, will be exchanged between the institutions in accordance with State medical privacy 
law, including any information needed to determine whether the appropriate care can be 
provided in a less restrictive setting; and 
 
Survey Procedures and Probes §483.372(b)(2)  
 
1. Review policy to determine:  

 • If the State medical privacy law regulations governing information that can be shared 
between treating institutions. Verify that the information shared between institutions is 
done in accordance with State law.  

 • Policies should specify what information is required to be given upon transfer of a 
resident to a hospital and then also upon admission of a resident from a hospital.  

 • Agreements between the PRTF and the hospital may outline in their protocols the 
required information that should be shared between the two entities.  

 
2. Interview licensed staff to ensure they are familiar with and understand the policy. 
 
N-058  
§483.372(b)(3) Services are available to each resident 24 hours a day, 7 days a week. 
 
Survey Procedures and Probes §483.372(b)(3) 
 
1. Is the hospital with which the PRTF is affiliated available to provide care 24 hours a day, 7 
days a week, including emergent care?  
 
2. Is a staff person available to make a determination or contact someone who is capable of 
making a determination that a resident requires acute care during off hours such as weekends and 
nights?  

 • Is the available staff person competent to recognize the need for acute care? Refer to N-
071.  

 
N-059 
§483.372(c) Staff must document in the resident’s record, all injuries that occur as a result of an 
emergency safety intervention, including injuries to staff resulting from that intervention. 
 



Interpretive guidelines §483.372 (c)  
 
Complete documentation of any injury that resulted in the use of emergency medical care must 
be located in the resident’s record. A facility should have written policy and procedures that 
include all elements that must be included in this documentation. Staff injuries resulting from 
emergency safety intervention must be documented. Additional staff injury documentation may 
be kept in other facility documents. 
 
Survey Procedures and Probes §483.372(c)  
 
1. Review policy related to reporting of all injuries as a result of an emergency safety 
intervention. The policy should also indicate a timeframe in which injuries are to be reported and 
acted upon.  
 
2. Review staff injury data to verify expected requirements of documentation. 
 
N-060 
§483.372(d) Staff involved in an emergency safety intervention that results in an injury to a 
resident or staff must meet with supervisory staff and evaluate the circumstances that caused the 
injury and develop a plan to prevent future injuries. 
 
Interpretive guidelines §483.372 (d)  
 
As part of the staff debriefing following the use of an emergency safety intervention, supervisory 
staff should process details of the incident including events leading up to the use of the 
intervention, description of the implementation of the intervention, any resident or staff injuries 
sustained during the altercation, and the resident’s response to the intervention. A review of the 
details of the incident will allow processing of problem solving techniques that could impact on 
developing alternative therapeutic approaches to future problems. This may be done through 
written documentation, verbal discussions with individual staff and in small groups. Outcomes of 
these discussions should be part of a facility’s plan to prevent future injuries. Refer to N-049, N-
050, N-051, N-052. 
 
Survey Procedures and Probes §483.372(d) 
 
1. Review all staff injury reports to determine if the facility developed and implemented a plan 
for preventing future injuries.  
 
2. If possible, interview staff that may have been injured during a safety intervention to ascertain 
if the injury was discussed with a supervisor and if a plan was implemented to prevent future 
injuries. 
 
N-061  
§483.374 Facility reporting  
 
(a) Attestation of facility compliance. 



 • Each psychiatric residential treatment facility that provides inpatient psychiatric 
services to individuals under age 21 must attest, in writing, that the facility is in 
compliance with CMS’ standards governing the use of restraint and seclusion.  

 • This attestation must be signed by the facility director.  
 
Survey Procedures and Probes §483.374(a)  
 
Determine from facility director if an attestation of compliance has been submitted and request to 
review a copy. The attestation should be submitted annually.  The minimal elements of an 
attestation include: 
 
 1. The facility name and location  
 2. Total number of facility beds  
 3. Number of Medicaid residents in the facility  
 4. Number of residents for whom the Psych under 21 is paid for by another state  
 5. A list of all states from whom the facility has ever received Medicaid payment for the 

provision of the Psych under 21 benefit  
 6. A statement certifying that the facility currently meets all of the requirements of Part 483, 

Subpart G governing the use of restraint and seclusion  
 7. A statement acknowledging the right of the State Survey Agency (or it’s agents) and if 

necessary, CMS to conduct an on-site survey at any time to validate the facility’s compliance 
with the requirements of the rule, to investigate complaints lodged against the facility, or to 
investigate serious occurrences  

 8. A statement that the facility will submit a new attestation of compliance in the event that 
the facility director is no longer in such position  

 9. Name of individual and position of individual signing the attestation  
 10. The date that the attestation was signed  
 
N-062  
§483.374(a)(1) A facility with a current provider agreement with the Medicaid agency must 
provide its attestation to the State Medicaid agency by July 21, 2001. 
 
(2) A facility enrolling as a Medicaid provider must meet this requirement at the time it executes 
a provider agreement with the Medicaid agency. 
 
Interpretive Guidelines §483.374(a)(1) and (2)
 
In order to be eligible to provide a Medicaid covered benefit and receive federal financial 
participation (FFP) for the provision of those covered services, a facility must have a provider 
agreement with any Medicaid Agency for which it provides services. For example, if a PRTF 
accepts residents from other states, then the PRTF is expected to have provider agreements with 
those other states.  
 
Psychiatric residential treatment facilities must attest to being in compliance with CMS’ 
requirements regarding the use of restraint and seclusion. In the event of change of ownership or 
a new director, the facility is expected to re-attest. 



Survey Procedures and Probes §483.374(a)(1) and (2)  
 
1. Verify that the facility has provider agreements with all Medicaid agencies for which it 
provides services.  
 
2. Verify that the current facility director has signed and submitted the attestation.  
 
N-063  
§483.374(b) Reporting of serious occurrences.  
The facility must report each serious occurrence to both the State Medicaid agency and, unless 
prohibited by State law, the State designated Protection and Advocacy system.  

 • Serious occurrences that must be reported include;  
 - a resident’s death;  
 - a serious injury to a resident as defined in section §483.352 of this part; and  
 - a resident’s suicide attempt.  

 
(1) Staff must report any serious occurrence involving a resident to both the State Medicaid 
agency and the State designated Protection and Advocacy system by no later than close of 
business the next business day after a serious occurrence.  

 • The report must include the name of the resident involved in the serious occurrence,  
 • A description of the occurrence and,  
 • The name, street address, and telephone number of the facility.  

 
Interpretive Guidelines §483.374(b)  
 
Serious injury means any significant impairment of the physical condition of the resident as 
determined by qualified medical personnel. This includes, but is not limited to, burns, 
lacerations, bone fractures, substantial hematoma, and injuries to internal organs, whether self-
inflicted or inflicted by someone else. All serious injuries that require medical intervention are to 
be reported, regardless of whether it was associated with the use of restraint or seclusion. It is the 
responsibility of the facility to ensure that it reports serious occurrences appropriately.  
 
The facility need not report every injury that a resident experiences, but only those that are 
substantial in nature. For instance, a small bruise on a thigh, which occurred as a result of 
running into a table, or abrasions as a result of a fall, may not be appropriate to report. It is the 
expectation that a facility investigate any injuries of unknown origin to ensure that a resident is 
not being harmed. In addition, if a resident has repeated injuries that are indicative of a pattern 
the facility should investigate to ensure that the resident is not subjected to a hostile environment 
and also to take steps to minimize the risk of more injuries. 
 
The facility must report to the State Medicaid agency and the State designated Protection and 
Advocacy organization. 
 
In preparation for a survey, all reports submitted by the facility to the above organizations should 
be reviewed. 
 



Survey procedures and probes §483.374(b)(1)  
 
1. Review policy to determine:  

 • That “serious occurrence “ is defined in a manner that is consistent with this regulation.  
 • Ensure that the policy includes procedures that staff must follow in reporting serious 

occurrences.  
 • Determine if the facility designates who should report and follow up on serious 

occurrences.  
 • Does the policy adequately describe the serious occurrences, specifically injuries that 

should or should not be reported?  
 • Is a policy present that addresses investigation of injuries of unknown origin? Does it 

include investigation of trends even if the cause of the injury is noted?  
 
2. Interview staff to determine what method the facility uses to report serious occurrences.  

 • Is staff able to differentiate between what should or should not be reported?  
 
3. Review a random sample of serious occurrence reports/logs, etc. to determine if the facility is 
reporting serious occurrences timely.  
 
4. Verify reports of serious occurrences with the State Medicaid agency and the Protection and 
Advocacy agency. 
 
N-064 
§483.374(b)(2) In the case of a minor, the facility must notify the resident’s parent(s) or legal 
guardian(s) as soon as possible, and in no case later than 24 hours after the serious occurrence. 
 
Survey procedures and probes §483.374.(b)(2)  
 
1. Review policy to determine:  

 • That the policy requires parental/ legal guardian notification within 24 hours after a 
serious occurrence.  

 • That the policy specifies who should notify the parent/ legal guardian and what 
information should be given.  

 • Documentation of notification is recorded in the resident’s chart.  
 
2. Review documentation of serious occurrences to determine if notification to parents or 
guardians was timely, within 24 hours. 
 
N-065 
§483.374(b)(3) Staff must document in the resident’s record that the serious occurrence was 
reported to both the State Medicaid agency and the State designated Protection and Advocacy 
system, including the name of the person to whom the incident was reported. A copy of the 
report must be maintained in the resident’s record, as well as in the incident and accident report 
logs kept by the facility. 
 
 



Survey procedures and probes §483.374(b)(3)  
 
1. Review incident and accident logs for serious occurrences. Select a chart to review from the 
log if none are in the sample– refer to sample methodology.  
 
2. Review the resident’s record to determine if the serious occurrence was reported to the 
appropriate agencies and adequately documented. 
 
N-066 
§483.374(c) Reporting of deaths. In addition to the reporting requirements contained in 
paragraph (b) of this section, facilities must report the death of any resident to the Centers for 
Medicare and Medicaid Services (CMS) regional office. 
 
(1) Staff must report the death of any resident to the CMS regional office by no later than close 
of business the next business day after the resident’s death. 
 
(2) Staff must document in the resident’s record that the death was reported to the CMS regional 
office. 
 
Survey procedures and probes §483.374(c)(1-2)  
 
1. Review policy to ensure it includes clear instruction for documenting when and how to report 
deaths to CMS.  
 
2. Verify that the facility has reported all deaths to the CMS regional office through 
documentation review of the deceased resident’s record.  

 • Review documentation to determine if the facility is reporting by close of business the 
next business day after the resident’s death.  

 
3. Interview staff to determine how and when the facility reports deaths to CMS’ regional 
offices.  

 • Ask staff if a death has ever occurred at this facility.  
 
4. Investigate any reports submitted to CMS and ensure that the number of reports submitted is 
the same as the number of deaths that have occurred at the facility. 
 
N-067 
§483.376 Education and Training 
(a) The facility must require staff to have ongoing education, training, and demonstrated 
knowledge of – 
 
Interpretive Guidelines §483.376(a)  
 
The facility has the responsibility of requiring staff to attend ongoing training and education 
activities in required areas outlined below. It is imperative that the facility identifies staff that has 
direct responsibilities to provide both care and treatment to the residents and ensures that those 



staff are appropriately educated and trained in their roles. It is also essential that staff that may 
not necessarily have direct responsibilities to provide care and treatment are also adequately 
trained and oriented to situations that may occur in their work environment. 
 
N-068 
§483.376(a)(1) Techniques to identify staff and resident behaviors, events, and environmental 
factors that may trigger emergency safety situations; 
 
Interpretive Guidelines §483.376(a)(1)  
 
The facility must provide didactic and experiential training to staff that assists them in 
identifying and understanding psychiatric behaviors by the residents. Didactic training is 
intended to teach concepts and knowledge, such as in an explanation and discussion of various 
less restrictive interventions that may be used in a given situation. Experiential training is taught 
through “hands-on” experience, such as watching how a restraint is applied and then applying 
what was learned through a return demonstration. This training should include identifying staff 
roles and behaviors that affect the negative outcomes. Assessment of the impact of the resident’s 
environment should be evaluated to determine the factors contributing to the emergency 
situation.  
 
Survey Procedures and Probes §483.376(a)(1)  
 
1. Review policy to determine:  

 • If facility policy and procedures outline the content that is to be taught to staff to ensure 
that they meet these requirements.  

 • Is there evidence that the facility conducts training that is both didactic and 
experiential?  

 
2. Through surveyor observation, does staff exhibit appropriate interactions with residents?  
 
3. Interview staff to determine if they are oriented to the specific population of residents that they 
interact with.  

 • Are staff able to implement the techniques that they are trained to use in an emergency 
safety situation? 

 
N-069 
§483.376(a)(2) The use of nonphysical intervention skills, such as de-escalation, mediation 
conflict resolution, active listening, and verbal and observational methods, to prevent emergency 
safety situations; and 
 
Interpretive Guidelines §483.376(a)(2)  
 
The facility must provide education and training of therapeutic nonphysical intervention skills 
that can be used to identify a potential emergency safety situation. Through early identification 
of such situations, staff can then intervene to prevent a situation from escalating to the point 
where an emergency intervention is necessary. Training methods and skills such as de-escalation, 



mediation conflict resolution, active listening techniques, verbal and observational methods must 
be taught through didactic and experiential means. 



 
The facility must also include training on the correct application of time out and how to monitor 
a resident in time out. 
 
Survey Procedures and Probes §483.376(a)(2)  
 
Verify that the facility has written policies, procedures and training documents that reflect the 
education and training in these areas. 
 
N-070 
§483.376(a)(3) The safe use of restraint and the safe use of seclusion, including the ability to 
recognize and respond to signs of physical distress in residents who are restrained or in 
seclusion.  
 
Interpretive Guidelines §483.376(a)(3)  
 
The facility must provide training and education for all staff in the safe application and use of 
restraint techniques. This training should include the demonstrated safe application of any 
restraint devices utilized by the facility. Training in the techniques of the safe use of seclusion 
should include various methods available in assisting residents into seclusion rooms. 
Identification of signs and symptoms of physical distress in resident’s system functions 
(circulatory, respiratory, skeletal, nervous), skin integrity must be included in the overall 
assessments during the use of emergency interventions. Staff responses to the identification of 
resident distress should include immediate interventions such as first aid, CPR, and removal of 
physical barriers impacting on the resident’s safe care. 
 
Survey Procedures and Probes §483.376(a)(3)  
 
1. Verify that the facility has written policies, procedures and training documents that reflect the 
education and training in the safe use of restraint and seclusion.  
 
2. Review incident reports related to seclusion and restraint.  
 
3. Review staff training files to ensure currency of training. 
 
N-071 
§483.376(b) Certification in the use of cardiopulmonary resuscitation, including periodic 
recertification, is required. 
 
Interpretive Guidelines §483.376(b)  
 
The facility must ensure that all staff that has direct resident care responsibilities receives 
certification training in the use of cardiopulmonary resuscitation (CPR) for all age categories as 
recommended by the guidelines from the American Heart Association. Continuing recertification 
requirements are to be included in the facility training plans.  
 



Survey Procedures and Probes §483.376(b)  
 
1. Verify that the facility requires staff to be certified in CPR.  
 
2. Review staff training files to ensure currency of training 
 
N-072 
§483.376(c) Individuals who are qualified by education, training and experience must provide 
staff training. 
 
Interpretive Guidelines §483.376(c)  
 
The facility has the responsibility of establishing and meeting guidelines and criteria of staff 
training credentials. The training requirements must demonstrate that staff trainers/ instructors 
are educated, trained and experienced in the areas of expertise in which they teach. Personnel 
records must clearly reflect current educational training, and necessary recertification 
requirements. Trained staff may be either employed by the facility in staff positions or services 
may be on a contractual basis. If the training services are provided under contractual agreements, 
review the procedure for evaluation of the services provided to the facility. 
 
Survey Procedures and Probes §483.376(c )  
 
1. Review personnel records of training staff and verify credentials as to appropriateness and 
current recertification updates.  
 
2. Review contractual agreements and any procedure that the facility has for evaluating the 
services provided. 
 
N-073 
§483.376(d) Staff training must include training exercises in which staff members successfully 
demonstrate in practice the techniques they have learned for managing emergency safety 
situations. 
 
Interpretive Guidelines §483.376(d)  
 
As part of the training program for managing emergency safety situations, there must be 
experiential (hands-on) opportunities provided to the staff. Training scenarios must be included 
that will emphasize the important techniques taught and any remediation training provided. 
Trainer observations of these exercises must be documented.  
 
Survey Procedures and Probes §483.376(d)  
 
Verify through training and staff personnel documents that training exercises were part of the 
education and training provided to the staff. 
 
 



N-074 
§483.376(e) Staff must be trained and demonstrate competency before participating in an 
emergency safety situation. 
 
Interpretive Guidelines §483.376(e)  
 
The training program for managing emergency safety situations must include competency 
evaluations on the materials and information provided. These competency evaluations must be 
observed and documented by the trainers.  The facility must include the requirement that all staff 
must be trained and receive documented evidence of demonstrated competency for participating 
in emergency safety situations before being an active staff member in these intervention 
techniques. 
 
Survey Procedures and Probes §483.376(e)  
 
Verify evidence of competence either in training records or personnel files. 
 
N-075 
§483.376(f) Staff must demonstrate their competencies as specified in paragraph (a) of this 
section on a semiannual basis and their competencies as specified in paragraph (b) of this section 
on an annual basis. 
 
Interpretive guidelines §483.376(f)  
 
The facility must provide documentation records of staff training in emergency safety situations 
that include: identification techniques to identify staff, resident behaviors and environmental 
factors that may be triggers, use of nonphysical intervention skills, safe uses of restraint and 
seclusion, recognition and responses to signs of physical distress in residents who are restrained 
or secluded. These training components (§483.376(a)(1) -(3) [N-067 – N-070]) are required on a 
semiannual basis. Documentation must include observed competencies in these areas. 
 
The training documentation must also include records of re-certification in the use of  
cardiopulmonary resuscitation skills. This training is required on an annual basis. 
 
Survey Procedures and Probes §483.376(f)  
 
Verify evidence of these timed training requirements in the facility policies, training records and 
staff personnel files. 
 
N-076 
§483.376(g) The facility must document in the staff personnel records that the training and 
demonstration of competency were successfully completed. Documentation must include the 
date training was completed and the name of persons certifying the completion of training. 
 
 
 



Interpretive Guidelines §483.376(g)  
 
The facility must provide in all staff personnel records all education and training that is provided. 
This documentation should include all successfully completed competency evaluations. The 
records should describe the dates the trainings were completed and the names of the responsible 
staff that certified the completion of the training components.  
 
Survey Procedures and Probes §483.376(g)  
 
1. Verify evidence of this documentation by reviewing staff personnel records.  
 
2. Verify through the review of the training protocols that the facility includes these requirements 
in their training programs. 
 
N-077 
§483.376(h) All training programs and materials used by the facility must be available for 
review by CMS, the State Medicaid agency, and the State survey agency.  
 


