how to comply with cms and joint
commission restraint seclusion
requirements

Mastering CMS and Joint Commission Requirements for Restraint and Seclusion

how to comply with cms and joint commission restraint seclusion requirements
is a critical undertaking for healthcare facilities, demanding a thorough
understanding of evolving regulations and best practices. Ensuring patient
safety, dignity, and rights while utilizing restrictive measures necessitates
a robust framework of policies, procedures, and continuous staff education.
This comprehensive guide will delve into the intricacies of these
requirements, offering actionable strategies for healthcare providers to
navigate the complex landscape of restraint and seclusion. We will explore
the fundamental principles, documentation mandates, assessment protocols, and
ongoing monitoring essential for achieving full compliance and, more
importantly, for promoting de-escalation and alternative interventions.

Table of Contents

Understanding the Core Principles of CMS and Joint Commission Restraint and
Seclusion

Key Definitions and Distinctions

Legal and Ethical Considerations

CMS Requirements for Restraint and Seclusion

Joint Commission Requirements for Restraint and Seclusion
Developing and Implementing Effective Policies and Procedures
Staff Training and Competency

Patient Assessment and Individualized Care Plans

Documentation Requirements

Monitoring and Auditing for Compliance

Strategies for Reducing and Eliminating Restraint and Seclusion
Advanced Techniques in De-escalation and Crisis Intervention
The Role of Environmental Design

Continuous Improvement and Quality Assurance

Understanding the Core Principles of CMS and
Joint Commission Restraint and Seclusion

At the heart of both CMS (Centers for Medicare & Medicaid Services) and Joint
Commission standards for restraint and seclusion lies a profound commitment
to patient safety, well-being, and the preservation of individual rights.
These regulatory bodies emphasize that restrictive measures should always be
a last resort, employed only when less restrictive alternatives have failed



or are not feasible, and when a patient poses an imminent risk of serious
harm to themselves or others. The overarching philosophy is to use the least
restrictive means necessary for the shortest duration possible, with constant
oversight and a focus on returning the patient to a less restrictive
environment as soon as safely possible.

Compliance with these stringent requirements is not merely about avoiding
penalties; it is fundamentally about upholding ethical healthcare practices
and ensuring that vulnerable individuals are treated with respect and
dignity, even in challenging behavioral situations. Both CMS and the Joint
Commission aim to drive a culture of safety and quality improvement, pushing
healthcare organizations to continually evaluate their practices and seek
innovative ways to manage challenging behaviors without resorting to physical
or chemical restraints or seclusion.

Key Definitions and Distinctions

To effectively comply with the regulations, a clear understanding of key
terminology is paramount. Restraint refers to the use of any device,
material, or force that restricts a person’s movement, ability to function
independently, or normal body position. This can include physical restraints
(e.g., limb restraints, vest restraints) and, in some contexts, mechanical
devices or even manual holding. Seclusion, on the other hand, is the
involuntary confinement of a patient in a room or area from which the patient
is physically prevented from leaving.

It is crucial to distinguish between restraints used for medical or surgical
immobilization (e.g., post-operative splinting, orthopedic casts) and those
used for behavioral management. The latter are subject to the most rigorous
oversight by CMS and the Joint Commission. Furthermore, the definitions of
“imminent risk of serious harm” are carefully delineated, typically involving
direct threats of physical violence or severe self-harm that cannot be
managed through other means.

Legal and Ethical Considerations

The use of restraint and seclusion carries significant legal and ethical
weight. Patients have a fundamental right to be free from unlawful restraint
and seclusion. Ethical considerations mandate that such interventions are
used judiciously, with informed consent whenever possible, and always in the
best interest of the patient. Healthcare providers must balance the need for
safety with the patient's autonomy and dignity, ensuring that restrictive
measures are never used as a form of punishment or for staff convenience.

Legal frameworks often dictate specific requirements for physician orders,



the frequency of patient checks, and the establishment of grievance
procedures for patients who believe they have been unlawfully restrained or
secluded. Failure to adhere to these legal and ethical principles can lead to
serious consequences, including patient harm, legal action, and regulatory
sanctions.

CMS Requirements for Restraint and Seclusion

CMS has established detailed regulations governing the use of restraint and
seclusion in healthcare facilities that receive Medicare or Medicaid funding.
These requirements are designed to protect patients and ensure that
restrictive measures are only used when absolutely necessary and with
appropriate safeguards in place. The core tenets of CMS regulations emphasize
patient rights, the need for physician orders, ongoing assessment, and
rigorous documentation.

A central theme in CMS guidelines is the requirement for a written
physician’s order for the application of restraints. This order must specify
the type of restraint, the reason for its use, and the duration. The order
must be renewed at least every 24 hours, or more frequently depending on the
patient’s condition and the type of restraint. Furthermore, CMS mandates that
a qualified licensed healthcare professional must assess the patient at
specified intervals, typically every 15 minutes for physical restraints and
every 30 minutes for seclusion, to ensure the patient’s well-being and the
continued need for the intervention.

Physician Orders and Renewals

For behavioral management purposes, restraint or seclusion can only be
initiated based on a written or verbal order from a physician or other
licensed independent practitioner (LIP) qualified to order restraints. Verbal
orders must be given only in an emergency and must be reduced to writing and
authenticated by the LIP within 24 hours. The order must clearly state the
specific behavior that necessitates the restraint or seclusion. Each order is
valid for a maximum of 24 hours. If the need for restraint or seclusion
continues beyond 24 hours, a new order must be obtained. This ensures that
the patient's condition is reassessed regularly by a physician or LIP.

Patient Monitoring and Reassessment

CMS mandates continuous observation and reassessment of patients in restraint
or seclusion. For physical restraints, a trained staff member must observe
the patient at least every 15 minutes. For seclusion, observation is required



at least every 30 minutes. This observation must include checks on the
patient’s physical status, circulation, skin integrity, hydration, and the
patient’s overall well-being. The need for the restraint or seclusion must be
reassessed at these intervals. Staff must be trained to recognize signs of
distress, injury, or compromised circulation and to respond promptly.

Documentation Mandates

Comprehensive and accurate documentation is a cornerstone of CMS compliance.
Every instance of restraint or seclusion must be meticulously documented in
the patient's medical record. This documentation should include the date and
time the restraint or seclusion was initiated, the specific type of restraint
or seclusion used, the behavior that led to its application, the physician’s
order, and the rationale for the intervention. It must also include the
details of all monitoring and reassessments, including the name of the staff
member performing the observation, the time of each check, and any
interventions or changes made to the patient's care plan.

Joint Commission Requirements for Restraint and
Seclusion

The Joint Commission, a leading accrediting organization for healthcare
facilities in the United States, also places significant emphasis on the safe
and ethical use of restraint and seclusion. Their standards, often aligned
with or exceeding CMS requirements, focus on patient rights, individualized
care, staff competency, and the promotion of a culture that seeks to minimize
the use of these restrictive interventions.

Joint Commission standards, found within their Environment of Care (EC) and
Patient Rights (RI) chapters, require that restraint and seclusion be used
only as a last resort when less restrictive measures have been unsuccessful
in preventing immediate harm. A key element is the requirement for a
physician or LIP order, renewed periodically, and continuous monitoring by
trained staff. The Joint Commission also places a strong emphasis on de-
escalation techniques and the development of individualized crisis prevention
and intervention plans.

Patient Rights and Informed Consent

The Joint Commission strongly advocates for patient rights, including the

right to be informed and involved in their care. When restraint or seclusion
is deemed necessary, patients (or their legal guardians) should be informed
about the reasons for its use, the alternatives considered, and the expected



duration. While obtaining informed consent for emergency use of restraint may
not always be feasible, efforts should always be made to involve the patient
in decision-making processes whenever possible. The organization must have
policies that clearly define patient rights related to restraint and
seclusion, including the right to complain or have their concerns addressed.

Time Limits and Physician Reorders

Similar to CMS, the Joint Commission mandates that restraint and seclusion
orders have time limits. A physician or LIP order for physical restraint is
typically valid for 4 hours for adults, 2 hours for children and adolescents
aged 9-17, and 1 hour for children younger than 9. For seclusion, the limits
are generally the same as for physical restraints. After these timeframes,
the patient must be reassessed by the LIP or physician, and a new order must
be obtained if the restraint or seclusion is to be continued. This regular
reassessment ensures that the continued need for restrictive measures 1is
justified and that the patient's safety and well-being are continuously
evaluated.

Staff Training and Competency Validation

A critical component of Joint Commission standards is ensuring that all staff
involved in the application or monitoring of restraint and seclusion are
adequately trained and competent. This training must cover policies and
procedures, identification of behaviors that may require intervention,
understanding of less restrictive alternatives, de-escalation techniques, the
proper application and monitoring of restraints, and emergency procedures.
Competency must be validated at least annually, and organizations must
maintain records of this training and validation.

Developing and Implementing Effective Policies
and Procedures

Creating and diligently implementing robust policies and procedures is the
bedrock of compliance with both CMS and Joint Commission requirements. These
documents must be clear, comprehensive, and readily accessible to all staff.
They should reflect current best practices and regulatory mandates, serving
as a guide for all decision-making processes related to restraint and
seclusion.

The development process should involve a multidisciplinary team, including
physicians, nurses, behavioral health specialists, risk managers, and patient
safety officers. These policies should not only detail the procedural aspects



but also emphasize the organization’s commitment to minimizing the use of
restrictive measures and promoting a therapeutic environment. Regular review
and updates are essential to ensure ongoing relevance and compliance.

Components of a Comprehensive Policy

e Clear definitions of restraint and seclusion, including distinctions
between behavioral and non-behavioral restraints.

e Criteria for determining imminent risk of serious harm.

e A comprehensive list of less restrictive alternatives that must be
considered and attempted before using restraint or seclusion.

e Detailed steps for obtaining physician orders, including verbal orders
in emergencies.

e Specific protocols for the application of different types of restraints.

e Frequency and duration of patient monitoring and reassessment based on
patient age and type of intervention.

e Documentation requirements for every aspect of the process.

e Procedures for removing restraints and transitioning the patient to less
restrictive measures.

e Protocols for staff training, competency validation, and ongoing
education.

e A clear grievance process for patients and their families.

e Procedures for investigating any adverse events related to restraint or
seclusion.

Integration of Least Restrictive Alternatives

A fundamental principle embedded in both CMS and Joint Commission standards
is the requirement to explore and utilize least restrictive alternatives
(LRAs) before resorting to restraint or seclusion. Policies must explicitly
outline these alternatives and mandate that staff document their attempts to
implement them. LRAs can include verbal de-escalation, environmental
modifications, therapeutic communication, redirection, distraction, offering
choices, providing sensory support, or utilizing positive behavioral



interventions.

The policy should guide staff in assessing the patient's needs and selecting
the most appropriate LRA. This proactive approach not only enhances patient
dignity and reduces the likelihood of needing restrictive measures but also
contributes to a more positive and therapeutic patient experience.
Organizations should regularly evaluate the effectiveness of their LRA
strategies and identify opportunities for improvement.

Staff Training and Competency

Effective training and ongoing competency validation are not merely
procedural steps but are critical for ensuring patient safety and regulatory
compliance. Staff members who are inadequately trained are more likely to
misuse restraints, fail to recognize signs of distress, or delay necessary
interventions. Therefore, comprehensive training programs are essential.

Training should be tailored to the specific roles and responsibilities of
different staff members. For instance, frontline clinical staff will require
more in-depth training on de-escalation and restraint application than
administrative personnel. Regular competency assessments, including practical
demonstrations and scenario-based evaluations, are crucial for verifying that
staff can apply their knowledge and skills effectively in real-world
situations.

Content of Training Programs

e Understanding and applying organizational policies and procedures for
restraint and seclusion.

e Identifying behaviors that indicate an imminent risk of serious harm to
self or others.

e Mastering de-escalation techniques and conflict resolution strategies.
e Knowledge of less restrictive alternatives and when to implement them.

e Proper application, maintenance, and monitoring of physical restraints
to prevent injury and ensure patient comfort.

e Recognition of signs and symptoms of complications associated with
restraint use (e.g., circulatory impairment, nerve damage, pressure

sores, respiratory distress).

e Emergency procedures and response protocols.



e Patient rights and ethical considerations related to restraint and
seclusion.

e Documentation requirements.

Competency Validation and Refresher Training

Beyond initial training, organizations must implement a system for validating
staff competency at least annually, or more frequently as determined by risk
assessment or regulatory requirements. This validation can take various
forms, such as observed performance during restraint application or de-
escalation scenarios, written examinations on policy and procedure, or case
study analyses. Refresher training should be provided whenever new policies
are implemented, regulations change, or identified deficiencies in practice
occur.

Patient Assessment and Individualized Care
Plans

The decision to use restraint or seclusion must be based on a thorough and
ongoing assessment of the individual patient. A one-size-fits-all approach is
unacceptable; instead, care must be individualized to address the specific
needs, triggers, and underlying causes of the patient's behavior. This
assessment should inform the development of a comprehensive care plan that
prioritizes de-escalation and the prevention of future restrictive episodes.

The initial assessment should gather information about the patient's history,
including any prior experiences with restraint or seclusion, their mental
health status, medical conditions, and potential triggers for agitation. This
information is vital for developing a care plan that is sensitive to the
patient's unique circumstances and promotes their recovery and well-being.

The Role of the Behavioral Assessment

A critical component of the assessment process is the behavioral assessment,
which helps to identify the specific behaviors that are causing concern and

the environmental or internal factors that may be contributing to them. This
assessment should be conducted by qualified professionals and should involve
input from the patient, family members (with consent), and other members of

the healthcare team. The goal is to understand the function of the behavior,
rather than simply reacting to its manifestation.



This understanding informs the development of a behavioral support plan,
which is a proactive strategy designed to prevent the escalation of
challenging behaviors. The plan may include environmental modifications,
communication strategies, therapeutic interventions, and specific approaches
for managing behavioral crises. The focus is always on addressing the root
causes of the behavior and promoting positive coping mechanisms.

Individualized Crisis Prevention and Intervention
Plans

For patients who are at high risk of requiring restraint or seclusion, an
individualized crisis prevention and intervention (CPI) plan should be
developed. This plan is a part of the overall care plan and outlines specific
strategies that the healthcare team will employ to prevent and manage crises.
It should detail the patient's known triggers, early warning signs of
agitation, preferred de-escalation techniques, and the roles and
responsibilities of each team member.

The CPI plan also specifies the types of interventions that are appropriate
for that particular patient, taking into account any medical
contraindications or specific sensitivities. It should be a living document,
regularly reviewed and updated based on the patient's progress and any
changes in their condition. This proactive approach ensures that the team is
prepared to respond effectively and therapeutically to challenging
situations.

Documentation Requirements

Meticulous and accurate documentation is a non-negotiable aspect of complying
with CMS and Joint Commission standards for restraint and seclusion. It
serves as the official record of the care provided, demonstrating adherence
to policies, regulatory requirements, and ethical principles. Inadequate or
incomplete documentation can lead to significant compliance issues, even if
the care itself was appropriate.

Every step of the process, from the initial assessment to the removal of
restraint or seclusion, must be documented. This includes the rationale for
interventions, the specific actions taken, the patient's response, and the
rationale for continuing or discontinuing restrictive measures. Timeliness is
also critical; documentation should occur as close to real-time as possible.



Key Elements of Documentation

e Date and time of initiation of restraint or seclusion.
e Specific type of restraint or seclusion used.

e Behavior(s) that necessitated the intervention, including objective
descriptions.

e Physician or LIP order, including the specific order and renewal times.

e ALl less restrictive alternatives considered and attempted, with
documented outcomes.

e Continuous monitoring records, including patient condition, vital signs,
skin integrity, hydration status, and bowel/bladder function.

Any interventions or changes made to the care plan.

Date and time of release from restraint or seclusion.

Patient's condition upon release.

Follow-up care plan and any necessary modifications.

Documentation of staff training and competency related to the incident.

Post-Incident Review and Documentation

Following any incident involving the use of restraint or seclusion, a
thorough review should be conducted. This review is not only for
documentation purposes but also serves as a critical learning opportunity for
the organization. The documentation of this review should include an analysis
of the factors that contributed to the incident, the effectiveness of the
interventions used, and any recommendations for improvement in policies,
procedures, or staff training. This process helps to identify trends and
systemic issues that may need to be addressed to prevent future occurrences.

Monitoring and Auditing for Compliance

Beyond individual incident documentation, healthcare facilities must
implement systematic processes for monitoring and auditing their restraint
and seclusion practices to ensure ongoing compliance and identify areas for



improvement. This proactive approach helps to catch deviations from policy
and regulatory requirements before they become significant issues. Regular
audits provide valuable data for quality improvement initiatives.

These monitoring and auditing activities should be integrated into the
organization's overall quality improvement program. They should be conducted
by individuals who are knowledgeable about restraint and seclusion
regulations and who can objectively assess adherence to established
standards. The findings from these audits should be reported to appropriate
leadership and used to inform corrective actions and educational efforts.

Internal Auditing Procedures

Internal audits of restraint and seclusion practices should be conducted
regularly, with a defined frequency and scope. These audits typically involve
reviewing a random sample of patient charts where restraint or seclusion was
used, assessing adherence to policies and procedures, and verifying the
completeness and accuracy of documentation. The audit team may also conduct
direct observations of staff practices on units where restrictive measures
are frequently employed.

The audit process should include:

e Review of a representative sample of patient records.
e Evaluation of the appropriateness of restraint or seclusion orders.
e Verification of timely physician reassessments.

e Assessment of documentation completeness for monitoring and
reassessments.

e Evaluation of the documented use of less restrictive alternatives.
e Review of staff training records.

e Identification of any patterns or trends in restraint or seclusion use.

Quality Improvement Initiatives

The data generated from monitoring and auditing activities should directly
feed into quality improvement initiatives. Identified deficiencies should
trigger targeted interventions, which may include additional staff training,
policy revisions, or the implementation of new strategies to reduce restraint



and seclusion use. The effectiveness of these interventions should then be
evaluated through subsequent audits and data analysis. This continuous
feedback loop is essential for fostering a culture of safety and minimizing
the use of restrictive measures.

Strategies for Reducing and Eliminating
Restraint and Seclusion

The ultimate goal for many healthcare organizations, and increasingly a focus
for regulatory bodies, is to reduce and, where possible, eliminate the use of
restraint and seclusion. This requires a fundamental shift in how challenging
behaviors are understood and managed, moving from a reactive approach to a
proactive, patient-centered one. Achieving this goal involves a multifaceted
strategy encompassing education, environmental design, and advanced
behavioral interventions.

By focusing on prevention, early identification of distress, and the
implementation of a wide array of non-restrictive interventions,
organizations can create environments that promote patient well-being and
minimize the need for potentially harmful restrictive measures. This
commitment to reducing restraint and seclusion not only aligns with
regulatory expectations but also enhances the quality of care and the patient
experience.

Proactive Behavioral Support

Proactive behavioral support focuses on understanding and addressing the
underlying causes of challenging behaviors before they escalate to a point
where restraint or seclusion might be considered. This involves creating a
therapeutic environment that supports patients’ emotional and psychological
needs. Strategies include:

e Meaningful patient engagement and empowerment.

Individualized communication strategies tailored to each patient's
needs.

Consistent and predictable routines.

Creating a calming and sensory-friendly environment.

Providing opportunities for patient choice and control.

Regularly assessing and addressing patient comfort needs (e.g., pain,
hunger, thirst, toileting).



When staff are trained to recognize early signs of distress and agitation and
are equipped with effective de-escalation tools, they can intervene
successfully before a crisis occurs. This often involves simple yet powerful
techniques like active listening, validating the patient’s feelings, and
redirecting attention.

The Role of Environmental Design

The physical environment of a healthcare facility can significantly impact
patient behavior and the likelihood of requiring restraint or seclusion.
Design elements that promote a sense of calm, safety, and control can be
highly effective in preventing agitation and distress. Considerations
include:

Creating quiet spaces for patients to retreat to.

Utilizing calming colors and natural lighting.

Minimizing noise and sensory overload.

Providing comfortable and accessible seating.

Ensuring clear signage and wayfinding.

Designing spaces that allow for easy observation by staff without being
intrusive.

Secure but non-confining areas for patients who may benefit from a
contained environment without the need for seclusion.

A well-designed environment not only supports de-escalation but also fosters
a sense of dignity and respect for patients, contributing to a more
therapeutic healing process.

Continuous Education and Staff Engagement

Sustained reduction in restraint and seclusion use requires a culture of
continuous learning and staff engagement. Ongoing education should go beyond
basic competency and delve into advanced topics such as trauma-informed care,
specific psychiatric conditions, and evidence-based de-escalation strategies.
Empowering frontline staff to voice concerns, share best practices, and
participate in problem-solving is crucial.



Regular team debriefings after challenging behavioral incidents can provide
valuable insights and opportunities for learning. Encouraging
interdisciplinary collaboration, where nurses, physicians, therapists, and
aides work together to develop and implement behavioral support plans, is
also essential. When staff feel supported, valued, and equipped with the
necessary skills and knowledge, they are better positioned to manage
challenging behaviors effectively and minimize the need for restrictive
interventions.

Advanced Techniques in De-escalation and Crisis
Intervention

While basic de-escalation is crucial, mastering advanced techniques can
significantly enhance a team's ability to manage complex behavioral
challenges without resorting to restraint or seclusion. These techniques
often involve a deeper understanding of human psychology, communication
nuances, and environmental influences. Specialized training programs, such as
those offered by organizations focused on crisis prevention and intervention,
can equip staff with these advanced skills.

These advanced approaches often emphasize building rapport, understanding
non-verbal cues, and employing therapeutic communication that validates the
patient's experience while gently guiding them towards calmer behavior.
Techniques may include motivational interviewing, cognitive restructuring,
and mindfulness-based strategies adapted for behavioral health settings. The
focus is on empowering the patient and fostering a collaborative approach to
problem-solving, rather than imposing external control.

The successful implementation of advanced de-escalation and crisis
intervention strategies requires not only skilled staff but also supportive
organizational leadership that champions these approaches. This includes
providing adequate resources for training, ensuring manageable patient-to-
staff ratios, and fostering an environment where staff feel safe and
supported in using these less restrictive methods, even when faced with
demanding situations.

By continually refining their skills and embracing evidence-based practices,
healthcare facilities can create a safer and more therapeutic environment for
both patients and staff, ultimately leading to a significant reduction in the
use of restraint and seclusion.

FAQ



Q: What is the primary goal of CMS and Joint
Commission requirements regarding restraint and
seclusion?

A: The primary goal is to ensure patient safety and well-being by mandating
that restraint and seclusion are used only as a last resort, for the shortest
duration necessary, and with the least restrictive means possible, always
prioritizing patient rights and dignity.

Q: How often do CMS and the Joint Commission require
physician or LIP reorders for restraints?

A: For behavioral management, CMS and the Joint Commission typically require

physician or LIP reorders for physical restraints every 4 hours for adults, 2
hours for children and adolescents aged 9-17, and 1 hour for children younger
than 9. Seclusion has similar time limits.

Q: What are some key elements that must be included
in the documentation of restraint or seclusion?

A: Essential documentation includes the date and time of initiation, the type
of restraint or seclusion, the behavior necessitating the intervention, the
physician's order, all less restrictive alternatives attempted, details of
patient monitoring and reassessments, and the time and condition upon
release.

Q: Can restraints be used as a form of punishment or
for convenience in healthcare facilities?

A: No, absolutely not. Both CMS and Joint Commission standards strictly
prohibit the use of restraint or seclusion for punishment, for the
convenience of staff, or as a substitute for adequate staffing or other
treatment modalities.

Q: What is the role of less restrictive alternatives
(LRAs) in complying with restraint and seclusion
requirements?

A: LRAs are interventions that are less restrictive than physical restraint
or seclusion. CMS and Joint Commission mandates require that LRAs be
considered and attempted before resorting to restraint or seclusion, and
their use must be documented.



Q: How does staff training contribute to compliance
with restraint and seclusion requirements?

A: Comprehensive and ongoing staff training is critical for ensuring that
personnel understand the policies, can identify behaviors requiring
intervention, are proficient in de-escalation techniques, know how to apply
and monitor restraints safely, and understand patient rights and
documentation standards. Competency validation is also key.

Q: What are the general timeframes for patient
monitoring when in physical restraint or seclusion?

A: For physical restraints, CMS and Joint Commission typically require
observation at least every 15 minutes by a trained staff member. For
seclusion, observation is usually required at least every 30 minutes. These
observations must assess the patient's physical status, circulation, and
overall well-being.

Q: What is the ultimate objective for healthcare
organizations concerning restraint and seclusion?

A: The ultimate objective is to reduce and, where possible, eliminate the use
of restraint and seclusion by focusing on proactive behavioral support, de-
escalation techniques, environmental modifications, and individualized care
plans that address the underlying causes of challenging behaviors.
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