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II.  Responsibilities 
This interim rule established validation, complaint and reporting requirements as well as annual 
attestation requirements.  These responsibilities are described in brief in this document, however 
a more detailed discussion and outline of responsibilities is included in the interim final appendix 
to the SOM in attachment D. 
 

State Survey Agency (SA) 
• Conduct 20 percent yearly validation surveys (including complaint surveys due to the 

improper use of restraint and seclusion). The 20 percent will be pro-rated in FY 2004 
according to the SOM publication date. 

 
State Medicaid Agency (SMA) 

• Share reported information with its State licensing agency (usually the SA) 
responsible for licensing health institutions within the State. (42 CFR 431.610 (e)(2)).  
All discussion related to SMAs was included and disseminated in SMDL #01-023, 
dated July 11, 2001. 

 
PRTFs 

• Report serious occurrences, which include deaths, serious injuries, and attempted 
suicides that may be due to the use of restraint or seclusion to the SMA and the State-
designated P&A agency (see attachment B).  Report to CMS RO any resident’s death 
(see attachment A). 

• Document in the resident’s record that the death was reported to the CMS contact and 
document that any serious occurrence, including death, serious injury, or attempted 
suicides were reported to the SMA and the State-designated P&A agency. 

 
CMS 

• CMS-RO: Receive and maintain death report data for PRTFs and send death report 
data to Central Office’s Survey and Certification Group/Division of Continuing Care 
Providers. 

• CMS-Central Office: maintain a central log of death report data as reported by the 
ROs.  

• Develop and disseminate a survey protocol for validation and complaint investigation 
surveys, and conduct trainings for State and Federal surveyors. 

 
III.  Next Steps 
We expect facilities to have implemented the interim final rule, including the attestation requirements 
as of July 21, 2001.  CMS conducted satellite training on November 14, 2003 based on interim final 
requirements.  The training can be accessed via our website at http://cms.internetstreaming.com 
Additional training will be provided after publication of the final rule. 
 
If you have any questions about this memorandum or guidance please contact Carla McGregor at 410-
786-0663.   
 

  

http://cms.internetstreaming.com/
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Effective Date:  Immediately.  We have attached a interim final appendix of the SOM for the survey 
process and interim guidelines for PRTFs because the rule is not yet final.  The document will still 
require a formal CMS clearance process and will be issued in final form in the summer of 2004, at the 
time of the final rule publication.  Any changes to the final rule will be reflected in the SOM and 
surveyor guidance. 
 
Action Steps:  

1) Survey agencies are expected to begin gathering information on PRTFs in their states. 
2) Survey agencies are to begin surveys in March 2004 or shortly thereafter upon the 
completion of data input system. 

 
Termination: Facilities who fail to report a death or who are found out of compliance with the 
conditions of participation will be terminated from the Medicaid program. 
 
Training:  This information should be shared with all survey and certification staff, surveyors and 
their managers, the State and regional office training coordinators, and the designated mental health 
regional office contact person. 
 
Thank you in advance for your partnership in accomplishing these endeavors. 
 
 
        /s/ 
       Thomas E. Hamilton 
 
 
Attachment A: CMS Regional & Central Office Contacts 
Attachment B: Protection & Advocacy State Office Contacts 
Attachment C: Model Attestation Letter 
Attachment D: Interim Final State Operations Manual: PRTF survey process and interpretive 
guidelines 
 
cc: 
Gary Gross  
Coalition Chair, Advocacy Coalition 
Senior Policy Counsel 
National Association of Protection and Advocacy Systems 
 
State Medicaid Agency Directors 
Survey and Certification Regional Office Management (G-5) 

  



Attachment A 
 

CMS Regional Office Contacts – PRTF Reporting Requirements 
 
NORTHEASTERN CONSORTIUM 
Syrena Gatewood 
Boston Regional Office 
(617) 565-9160 
 
Lois Suntzenich 
New York Regional Office 
(212) 264-3942 
 
Joseph Hopko/Stuart Cogan 
Philadelphia Regional Office 
(215) 861-4192/(215) 861-4734 
 
MIDWESTERN CONSORTIUM 
Melissa Scott     
Kansas City Regional Office 
(816) 426-2408 (ext 3222) 
 
Sahana Priyanath 
Chicago Regional Office 
(312) 353-2888 
 
Helen Jewell 
Denver Regional Office 
(303) 844-7048 
 
WESTERN CONSORTIUM 
Mary Francis Colvin 
San Francisco Regional Office 
(415) 744-3726 
 
Diana Migchelbrink 
Seattle Regional Office 
(206) 615-2089 
 
REGION IV 
Rosemary Wilder 
Atlanta Regional Office 
(404) 562-7452 
 
REGION VI 
Amy Fiesler 
Dallas Regional Office 
(214) 767-4434
 
 
CENTRAL OFFICE CONTACT 
SCG/Division of Continuing Care Providers 
Carla McGregor     Siera Gollan 
(410) 786-0663     (410) 786-6664 

Attachment B 
 
 

  



State Protection And Advocacy Agencies For Persons With Developmental  
Disabilities, Mental Illness And The Client Assistance Program 

 
ALABAMA  
Reuben Cook, Exec Dir 
Ala. Disabilities Advocacy Prog 
The University of Alabama  
Box 870395  
Tuscaloosa, AL 35487-0395  
Phone: 205-348-4928 \ 205-348-
9484 TTD \ 800-826-1675 (AL 
only), Fax: 205-348-3909  
E-mail: rcook@law.ua.edu 
 
ALASKA 
Dave Fleurant, Exec Dir 
Disability Law Center of Alaska  
3330 Arctic Blvd., Suite 103  
Anchorage, AK 99503  
Phone: 907-565-1002 Voice/TDD \ 
800-478-1234 (AK only) 
Fax: 907-565-1000  
E-mail: dfleurant@dlcak.org  
 
AMERICAN SAMOA  
Marie Ma’o, Exec Dir 
Client Assistance Program and  
Protection & Advocacy  
P. O. Box 3937  
Pago Pago, American Samoa 96799  
Phone: 011-684-633-2441  
Fax: 011-684-633-7286  
marie@samoatelco.com  
 
ARIZONA 
Leslie Cohen, Exec Dir 
Arizona Center for Disability Law  
100 North Stone Avenue, Suite 305 
Tucson, AZ 85701  
Phone: 520-327-9547 Voice/TTY \ 
800-922-1447 Voice/TTY 
(nationwide), Fax: 520-884-0992  
E-mail: lcohen@acdl.com  
 
ARKANSAS 
Nan Ellen East, Exec Dir 
Disability Rights Center, Inc.  
Evergreen Place, Suite 201  
1100 North University  
Little Rock, AR 72207  
Phone: 501-296-1775 Voice/TDD \ 
800-482-1174 (nationwide) 
Fax: 501-296-1779, E-mail: 
panda@arkdisabilityrights.org/nane
ast@hotmail.com 
 
 
 
 
 
 
CALIFORNIA  
Catherine Blakemore, Exec Dir 
Protection & Advocacy, Inc.  

100 Howe Avenue, Suite 185N  
Sacramento, CA 95825  
Phone: 916-488-9955 Admin. Off.\ 
916-488-9950 Legal Off. 
800-776-5746 (nationwide)  
Fax: 916-488-2635 or 9962   
E-mail: catherine.blakemore@pai-
ca.org or legalmail@pai-ca.org  
 
COLORADO
Mary Anne Harvey, Exec Dir 
The Legal Center  
455 Sherman Street, Suite 130  
Denver, CO 80203  
Phone: 303-722-0300 Voice/TDD \ 
800-288-1376 (nationwide) 
Fax: 303-722-0720  
E-mail: tlcmail@thelegalcenter.org 
maharvey@thelegalcenter.org   
 
CONNECTICUT   
Jim McGaughey, Exec Dir 
Office of P&A for Persons w/ 
Disabilities  
60B Weston Street  
Hartford, CT 06120-1551  
Phone: 860-297-4300 \ 860-566-
2102 TDD \ 800-842-7303 (CT 
only) Fax: 860-566-8714, E-mail: 
james.mcgaughey@po.state.ct.us 
 
DELAWARE 
James McGiffin, Exec Dir/  
Brian Hartman, Administrator 
Community Legal Aid Society, Inc. 
Community Services Building,  
100 W. 10th Street, Suite 801 
Wilmington, DE 19801  
Phone: 302-575-0660 Voice/TDD  
Fax: 302-575-0840  
E-mail: bhartman@declasi.org 
 
DISTRICT OF COLUMBIA 
Jane Brown, Exec Dir 
University Legal Services  
220 I Street, NE, Suite 130  
Washington, DC 20002  
Phone: 202-547-0198  
Fax: 202-547-2083  
Email: jbrown@uls-dc.com 
 
 
 
 
 
FLORIDA  
Gary Blumenthal, Exec Dir 
Advocacy Ctr. for Persons 
w/Disabilities  
2671 Executive Center, Circle West  
Webster Building, Suite 100  

Tallahassee, FL 32301-5024  
Phone: 850-488-9071 \ 800-342-
0823 (FL only) \ 800-346-4127 
TDD, Fax: 850-488-8640, E-mail: 
g.blumenthal@advocacycenter.org 
 
GEORGIA 
Dr. Joyce Ringer, Exec Dir 
Georgia Advocacy Office, Inc.  
100 Crescent Centre Prkwy, Ste 520  
Tucker, GA 30084  
Phone: 404-885-1234 Voice/TDD \ 
800-537-2329 (nationwide) 
Fax: 770-414-2948  
E-mail: ringer@thegao.org  
E-mail: info@thegao.org  
 
GUAM 
Daniel Somerfleck, Exec Dir 
Guam Legal Services  
113 Bradley Place  
Hagatna, Guam 96910 
Phone: 1-671-477-9811  
Fax: 1-671-477-1320  
E-mail: glsc@netpci.com  
 
HAWAII 
Gary Smith, Exec Dir 
Hawaii Disability Rights Center  
900 Fort Street Mall, Suite 1040 
Pioneer Plaza  
Honolulu, HI 96813  
Phone: 808-949-2922 Voice/TDD  
Fax: 808-949-2928  
E-mail: gls@pixi.com or 
pahi@pixi.com  
 
IDAHO
Jim Baugh, Exec Dir 
Co-Ad, Inc.  
4477 Emerald, Suite B-100  
Boise, ID 83706  
Phone: 208-336-5353 Voice/TDD \ 
800-632-5125 (nationwide) 
Fax: 208-336-5396  
E-mail:  coadinc@mcleodusa.net 
jrbaugh@mcleodusa.net 
 
 
 
 
 
ILLINOIS 
Zena Naiditch, Exec Dir 
Equip for Equality, Inc.  
11 East Adams, Suite 1200  
Chicago, IL 60603  
Phone: 312-341-0022 \ 800-537-
2632 (nationwide)/1-800-610-2779 
TTY, Fax: 312-341-0295, E-mail:  
contactus@equipforequality.org 

 

 

http://www.state.ct.us/opapd/


 
INDIANA 
Tom Gallagher, Exec Dir 
Indiana P &A Services  
4701 N. Keystone Ave., Suite 222  
Indianapolis, IN 46204  
Phone: 317-722-5555 Voice/TDD \ 800-622-4845 (nationwide) 
Fax: 317-722-5564  
E-mail: tgallagher@ipas.state.in.us  
 
IOWA 
Sylvia Piper, Exec Dir 
Iowa P&A Service, Inc.  
3015 Merle Hay Road, Suite 6  
Des Moines, IA 50310  
Phone: 515-278-2502 \ 515-278-0571 TDD \ 800-779-2502 (nationwide), Fax: 515-278-0539  
E-mail: spiper@ipna.org  
E-mail: info@ipna.org 
 
KANSAS  
Jim Germer, Exec Dir 
Kansas Advocacy & Protection Serv 
3745 SW Wanamaker Road   
Topeka, KS 66610  
Phone: 785-273-9661, 
Fax: 785-273-9414  
E-mail: jim@ksadv.org 
 
KENTUCKY 
Maureen Fitzgerald, Exec Dir  
Office for Public Advocacy  
Division for P&A  
100 Fair Oaks Lane, 3rd Floor  
Frankfort, KY 40601  
Phone: 502-564-2967 \ 800-372-2988 TDD (nationwide) 
Fax: 502-564-3949 or 564-0848 
E-mail: mafitzgerald@mail.pa.state.ky.us 
 
LOUISIANA  
Lois Simpson, Exec Dir 
Advocacy Center   
225 Baronne Street, Suite 2112  
New Orleans, LA 70112-2112  
Phone: 504-522-2337 Voice/TDD \ 800-960-7705 (nationwide) 
Fax: 504-522-5507  
E-mail: lsimpson@advocacyla.org 
 
 
 
 
 
MAINE  
Kim Moody, Exec Dir 
Disability Rights Center  
24 Stone Street, P.O. Box 2007  
Augusta, ME 04338  
Phone: 207-626-2774 \ 800-452-1948 TDD (nationwide) 
Fax: 207-621-1419  
E-mail: advocate@drcme.org  
Kim: kmoody@drcme.org 
 
MARYLAND  
Philip Fornaci, Exec Dir 
Maryland Disability Law Center  
Central Maryland Office  
The Walbert Building, Suite 400 

 

 



1800 North Charles Street  
Baltimore, MD 21201  
Phone: 410-727-6352\ 800-233-7221 (nationwide)\ 410-727-6387 TDD, Fax: 410-727-6389 \ 410-234-2711,  
E-mail: philf@mdlcbalto.org 
 
MASSACHUSETTS  
PADD/PAIR/PABSS  
Christine Griffin, Exec Dir 
Disability Law Center, Inc.  
11 Beacon Street, Suite 925  
Boston, MA 02108  
Phone: 617-723-8455 Voice/TDD  
Fax: 617-723-9125  
E-mail: cgriffin@dlc-ma.org  
 
PAIMI  
Bob Fleischner 
Center for Public Representation  
22 Green Street  
Northampton, MA 01060 
Phone: 413-586-6024 Voice/TDD  
Fax: 413-586-5711  
E-mail: rfleischner@cpr-ma.org  
 
MICHIGAN 
Elmer Cerano, Exec Dir 
Michigan P&A Services  
4095 Legacy Parkway, Suite 500  
Lansing, MI 48911-4263 
Phone: 517-487-1755 Voice/TDD  
1-800-288-5923 (MI only) 
CAP only: 1-800-292-5896  
Fax: 517-487-0827  
E-mail: ecerano@mpas.org 
 
MINNESOTA  
Brenda Jursik, Administrator 
Minnesota Disability Law Center  
430 First Avenue North, Suite 300  
Minneapolis, MN 55401-1780  
Phone: 612-332-1441\ 800-292-4150 (MN only) 
Fax: 612-334-5755  
E-mail bjursik@midmnlegal.org  
 
 
 
MISSISSIPPI  
Rebecca Floyd, Exec Dir 
MS P&A System for DD, Inc.  
5305 Executive Place, Suite A 
Jackson, MS 39206 
Phone: 601-981-8207 Voice/TDD  
Fax: 601-981-8313  
E-mail: mspna@bellsouth.net  
 
MISSOURI  
Shawn de Loyola, Exec Dir 
Missouri P&A Services  
925 S.Country Club Drive, Unit B-1  
Jefferson City, MO 65109  
Phone: 573-893-3333 \ 800-392-8667 (nationwide) 
Fax: 573-893-4231  
E-mail: mopasjc@earthlink.net  
 
MONTANA  
Bernadette Franks-Ongoy, Exec Dir  

 

 



Montana Advocacy Program  
400 North Park, 2nd Floor 
PO Box 1681 
Helena, MT 59624  
Phone: 406-449-2344 Voice/TDD \ 800-245-4743 (nationwide) 
Fax: 406-449-2418  
E-mail: bernie@mtadv.org  
 
NATIVE AMERICAN  
Therese Yanan, Exec Dir 
DNA-People's Legal Services, Inc.  
P.O. Box 392  
Shiprock, NM 87240 
Phone: 505-368-3216 
Fax: 505-368-3220 
E-mail: tyanan@dnalegalservices.org 
 
NEBRASKA  
Timothy Shaw, Exec Dir 
Nebraska Advocacy Services, Inc.  
134 South 13th Street, Suite 600  
Lincoln, NE 68508  
Phone: 402-474-3183 Voice/TDD  \ 800-422-6691 
Fax: 402-474-3274  
E-mail: nas@nas-pas.org  
 
NEVADA  
Jack Mayes, Executive Director 
Nevada Advocacy & Law Ctr, Inc.  
6039 Eldora Avenue, Ste C-3  
Las Vegas, NV 89146  
Phone: 702-257-8150 \ 702-257-8160 TDD \ 888-349-3843 (nationwide) 
Fax: 702-257-8170  
E-mail: ndalc@earthlink.net for Las Vegas Office/ JMayes9524@aol.com 
& reno@ndalc.org for Reno office  
 
 
 
NEW HAMPSHIRE 
Richard Cohen, Exec Dir 
Disabilities Rights Center  
P. O. Box 3660, 18 Low Avenue  
Concord, NH 03302-3660  
Phone: 603-228-0432 Voice/TDD  
Fax: 603-225-2077  
E-mail: Richard C@drcnh.org  
 
NEW JERSEY  
Sarah Wiggins-Mitchell, Exec Dir 
New Jersey P&A, Inc.  
210 S. Broad Street, 3rd Floor  
Trenton, NJ 08608  
Phone: 609-292-9742 \ 800-922-7233 (NJ only) 
Fax: 609-777-0187  
E-mail: advoca@njpanda.org  
Sarah: smitch@njpanda.org 
 
NEW MEXICO  
James Jackson, Exec Dir 
Protection & Advocacy, Inc  
1720 Louisiana Blvd., NE, Ste 204  
Albuquerque, NM 87110  
Phone: 505-256-3100 Voice/TDD \ 800-432-4682 (NM only) 
Fax: 505-256-3184  
E-mail: nmpajackson@hotmail.com  
 

 

 



NEW YORK  
Gary O’Brien, Exec Dir 
NYS Commission on Quality of Care for the Mentally Disabled 
401 State Street 
Schenectady, NY 12305-2397  
Phone: 518-381-7098 \  800-624-4143 TDD (nationwide) 
Fax: 518-381-7095  
E-mail: cqc.state.ny.us or garyo@cqc.state.ny.us  
 
NORTH CAROLINA  
Allison Bowen, Acting Exec Dir 
Governor's Advocacy Council for  
Persons with Disabilities  
1314 Mail Service Center  
Raleigh, NC 27699-1314  
Phone: 919-733-9250 Voice/TDD \ 800-821-6922 (NC only) 
Fax: 919-733-9173  
Email: Allison.Bowen@ncmail.net 
 
NORTH DAKOTA  
Teresa Larsen, Exec Dir 
ND P&A Project  
400 E. Broadway, Suite 409 
Bismarck, ND 58501  
Phone: 701-328-2950 \ 800-472-2670 \ 800-642-6694 (24 H. Line) (ND only) 800-366-6888 TDD  
Fax: 701-328-3934  
E-mail: tlarsen@state.nd.us  
 
 
 
N. MARIANAS ISLANDS  
Lydia Santos, Exec Dir 
Northern Marianas  
Protection & Advocacy System, Inc.  
P.O. Box 503529 
Saipan, MP 96950-3529 
Phone: 1-670-235-7274/3  
Fax: 1-670-235-7275  
E-mail: nmpasi@gtepacifica.net 
 
OHIO  
Carolyn Knight, Exec Dir 
Ohio Legal Rights Service  
8 East Long Street, 5th Floor  
Columbus, OH 43215  
Phone: 614-466-7264 Voice/TDD \ 800-282-9181 (OH only) 
Fax: 614-644-1888  
E-mail: CKnight@olrs.state.oh.us 
 
OKLAHOMA  
Kayla Bower, Exec Dir 
Oklahoma Disability Law Ctr, Inc.  
2915 Classen Blvd., Suite 300  
Oklahoma City, OK 73106  
Phone: 405-525-7755 \ 800-880-7755  (OK only) 
Fax: 405-525-7759  
E-mail: odlcokc@flash.net  
kbower1@flash.net 
 
OREGON  
Robert Joondeph, Exec Dir 
Oregon Advocacy Center  
620 SW Fifth Ave., 5th Floor  
Portland, OR 97204-1428  
Phone: 503-243-2081 \ 800-452-1694 (nationwide) 
800-556-5351 TDD  

 

 



Fax: 503-243-1738  
E-mail: welcome@oradvocacy.org 
bob@oradvocacy.org  
 
PENNSYLVANIA  
Kevin Casey, Exec Dir 
Pennsylvania P&A, Inc.  
1414 N. Cameron Street, Suite C 
Harrisburg, PA 17103  
Phone: 717-236-8110 Voice/TDD \ 800-692-7443 (nationwide) 
Fax: 717-236-0192  
E-mail: ppa@ppainc.org 
 
PUERTO RICO  
Jose Raul Ocasio, Exec Dir 
Office of the Governor  
Ombudsman for the Disabled  
P. O. Box 41309  
San Juan, PR 00940-1309  
Phone: 787-721-4299 \ 787-725-2333 \ 800-981-4125 (PR only) 
TTY: 787-4014, Fax: 787-721-2455  
E-mail: mmorales@oppi.gobierno.pr 
jrocasio@oppi.gobierno.pr 
 
RHODE ISLAND  
Ray Bandusky, Exec Dir 
R.I. Disability Law Center Inc.  
349 Eddy Street  
Providence, RI 02903  
Phone: 401-831-3150 \ 401-831-5335TDD \ 800-733-5332 (RI only) 
Fax: 401-274-5568  
E-mail: hn7384@handsnet.org 
 
SOUTH CAROLINA  
Gloria Prevost, Exec Dir 
P&A for People w/Disabilities, Inc.  
3710 Landmark Drive, Suite 208  
Columbia, SC 29204  
Phone: 803-782-0639 Voice/TDD \ 866-275-7273 (SC only) 
Fax: 803-790-1946, E-mail:  prevost@protectionandadvocacy-sc.org 
 

SOUTH DAKOTA  
Robert Kean, Exec Dir 
South Dakota Advocacy Services  
221 South Central Avenue  
Pierre, SD 57501  
Phone: 605-224-8294 Voice/TDD \ 800-658-4782 (nationwide) 
Fax: 605-224-5125  
E-mail: keanr@sdadvocacy.com  
 
TENNESSEE  
Shirley Shea, Exec Dir 
Tennessee P&A, Inc.  
P. O. Box 121257  
Nashville, TN 37212  
Phone: 615-298-1080 Voice/TDD \ 800-342-1660 (nationwide) 
Fax: 615-298-2046  
E-mail: shirleys@tpainc.org  
 
TEXAS  
Mary S. Faithfull, Exec Dir 
Advocacy, Inc.  
7800 Shoal Creek Blvd., 
Suite 171-E  
Austin, TX 78757  

 

 



Phone: 512-454-4816 Voice/TDD\  Intake 800-315-3876 
800-252-9108 (nationwide) 
Fax: 512-323-0902, E-mail: mfaithfull@advocacyinc.org  
 
UTAH  
Fraser Nelson, Exec Dir 
Disability Law Center   
The Community Legal Center 
205 North 400 West  
Salt Lake City, UT 84103  
Phone: 801-363-1347 Voice \ 800-662-9080 (nationwide) 
TTY:   801-924-3185  
Fax: 801-363-1437, E-mail: fnelson@disabilitylawcenter.org  
 
VERMONT  
Edward Paquin, Exec Dir 
Vermont Protection & Advocacy  
141 Main Street, Suite 7 
Montpelier, VT 05602  
Phone: 802-229-1355 \ 800-834-7890 (nationwide) 
Fax: 802-229-1359  
E-mail: epaquin@vtpa.org  
 
VIRGIN ISLANDS  
Amelia Headley-Lamont, Exec Dir 
Virgin Islands Advocacy, Inc. 
63 Carlton  
Frederiksted, VI 00840  
Phone: 340-772-1200 \ 340-772-4641 TDD  
Fax: 340-772-0609  
E-mail: info@viadvocacy.org 
amelia@viadvocacy.org 
 
VIRGINIA 
Heidi Lawyer, Acting Exec Dir 
Virginia Office for P&A 
Ninth Street Office Bldg.  
202 North 9th Street, 9th floor  
Richmond, VA 23219  
Phone: 804-225-2042 Voice/TDD \ 800-552-3962 (VA only) 
Fax: 804-225-3221  
Email: lawyerhl@vopa.state.va.us 
 
WASHINGTON  
Mark Stroh, Exec Dir 
Washington P&A System  
180 West Dayton, Suite 102  
Edmonds, WA 98020  
Phone: 425-776-1199 Voice/ 800-562-2702 (nationwide) 
TDD: 800-905-0209 
Fax: 425-776-0601 or 
425-776-0533 
E-mail: wpas@wpas-rights.org  
Mstroh@wpas-rights.org 
 
WEST VIRGINIA  
Robert Peck, Exec Dir 
West Virginia Advocates, Inc.  
Litton Bldg, 4th Floor  
1207 Quarrier Street  
Charleston, WV 25301  
Phone: 304-346-0847 Voice/TDD \ 800-950-5250 (nationwide) 
Fax: 304-346-0867 
E-mail: Bpeck@ezwv.com  
 
 

 

 



 
 
 
 
 
 
 
 
 
WISCONSIN 
Lynn Breedlove, Exec Dir 
Wisconsin Coalition for Advocacy 
16 N. Carroll Street, Suite 400 
Madison, WI 53703 
Phone: 608-267-0214\ 
608-267-0214 TTD 
Fax: 608-267-0368 
E-mail: 
(Madison): wcamsn@w-c-a.org 
lynnb@w-c-a.org  
(Milwaukee): wcamke@w-c-a.org 
 
WYOMING  
Jeanne Thobro, Exec Dir 
Wyoming P&A System  
320 West 25th Street, 2nd Floor 
Cheyenne, WY 82001  
Phone: 307-638-7668 \ 307-632-3496 \ 800-821-3091 Voice/TDD  
800-624-7648 (WY only)  
Fax: 307-638-0815  
E-mail: wypanda@vcn.com  

Attachment C 
 

Model Attestation Letter 
(The facility director must sign this attestation.) 

 
 
Name of the Psychiatric Residential Treatment Facility  
Address 
City, State, Zip Code 
Telephone Number 
Fax Number 
 
State Provider Number 
Federal Provider Number 
 
Dear <State Medicaid Director>: 
 
A reasonable review has been conducted in the subject facility.  Based upon my best knowledge, 
information, belief, and reasonable interpretation and understanding of the requirements set forth in the 
interim final rule governing the use of restraint and seclusion in psychiatric residential treatment facilities 
providing inpatient psychiatric services to individuals under age 21 published on January 22, 2001, and 
amended with the publication of May 22, 2001, on behalf of  <Name of the Facility>, I hereby attest that 
<Name of the Facility> complies with all of the requirements set out in that regulation as codified at 42 
CFR §§ 483.350-483.3.76.  
 
I understand that the Centers for Medicare & Medicaid Services (CMS), (formerly the Health Care and 
Financing Administration (HCFA)), the State Medicaid Agency or their representatives may survey 
<Name of the Facility> to determine compliance with the requirements set forth in the Condition of 

 

 



Participation as established by the interim final rule in accordance with and to the extent authorized by 42 
CFR § 431.610. 
 
In addition, the <Name of the Facility> will notify the <Name of State Medicaid Agency> immediately if 
I vacate this position so that an attestation can be submitted by my successor.   
 
 
 

 Signature 
 Printed Name  
 Title (Facility Director) 
 Date 
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PART 1 
 
This appendix is created to address survey issues directly related to psychiatric residential 
treatment facilities (PRTFs).  Psychiatric residential treatment facilities are newly identified 
Medicaid-only facilities and thus, until the publication of an interim final rule in January 
2001, have not been required to meet Federal conditions of participation.  The intent of this 
appendix is to provide the State Survey Agency (SA) with instructions on pertinent aspects 
of the surveying process for PRTFs, in addition, this appendix mirrors many aspects of the 
survey process already established in Chapter Two, sections 2700 through 2736.  Those 
aspects discussed in length in Chapter Two are only provided as general summation in this 
appendix and thus surveyors should refer back to these relevant and comparable sections in 
Chapter Two.  In addition, if a situation arises that has not been addressed in this appendix 
please refer back to Chapter Two for guidance.  If additional direction is required, contact 
the CMS Regional Office (CMS-RO). 
 
BACKGROUND 

 
I. POLICY FOR CONDUCTING SURVEYS 

The Centers for Medicare & Medicaid Services’ (CMS) has in place an outcome-oriented survey 
process for all certified providers.  Surveys of psychiatric residential treatment facilities will be 
no different.  The focus of an outcome-oriented survey is to determine whether the facility is 
actually providing services rather than whether the facility is capable of providing them.  The 
Social Security Act mandates the establishment of minimum health and safety standards, which 
must be met by providers and suppliers participating in the Medicare and Medicaid programs. 
The following information provided in this appendix is geared to achieve this goal. 
 
 II. THE BASIS FOR THE STATE SURVEY AGENCY ACTIVITIES UNDER TITLE 
XVIII & XIX OF THE SOCIAL SECURITY ACT (“ACT”) 
Section 1864(a) of the Act directs the Secretary to use the State health agencies or “other 
appropriate agencies” to determine whether health care institutions meet standards.  This 
function is termed provider certification. 
 
Section 1902(a)(9)(A) requires that a State use the same agency to establish and maintain 
additional standards for the State Medicaid program.  Section 1902(a)(33)(B) requires that the 
State agency licensing health institutions (in effect, the same agency) also determine whether 
institutions meet all applicable Federal health standards for Medicaid participation, subject to 
validation by the Secretary of Health and Human Services. 
 
 III. USE OF SURVEY PROTOCOL IN THE SURVEY PROCESS 
Survey protocols are established to provide surveyors with guidance in conducting surveys to 
assess the compliance of providers and suppliers participating in the Medicare and Medicaid 
programs with certain regulatory requirements.  Survey protocols appear in the various 
appendices to this manual, the State Operations Manual (SOM).  The purpose of this protocol is 
to provide instructions, check lists, and other tools for use in preparing for the survey, conducting 
the survey, and post survey activities.  Survey protocols are to be used by all surveyors to 
measure compliance with Federal requirements.  They are authorized interpretations of 
mandatory requirements set forth in the provisions of the Act and the regulations. 
 

 

 



IV. DETERMINATION –MAKING AUTHORITY 
  A. MEDICAID APPROVAL 
Medicaid law requires that the same State Survey Agency that certifies Medicare provider and 
supplier eligibility also make the determination of eligibility to participate in Medicaid. The law 
also requires that there be a separately designated single State agency responsible for the overall 
management of the Medicaid program.  Therefore, in each State, a State Medicaid agency is 
ultimately responsible for Medicaid program administration.  Each State Medicaid agency enters 
into an interagency agreement with its certifying SA establishing the determination-making 
function of the certifying SA and providing for the application of Federal certification standards 
and procedures.  The State Medicaid agency must accept the SA’s certification decisions as final, 
but exercise its own determination whether to enter into agreements with approved skilled 
nursing facilities (SNFs), intermediate care facilities (ICFs), including intermediate care facilities 
for persons with mental retardation (ICFs/MR), and psychiatric residential treatment facilities 
(PRTFs).  The State Medicaid agency is responsible for reviewing certifications to ensure that 
the SA had adhered to procedural requirements.  If the State Medicaid agency disagrees with the 
SA’s certification, it first contacts the SA to resolve the issue.  If the issue cannot be resolved, 
the State Medicaid agency contacts the CMS-RO. (See also discussion in State Medicaid Manual 
(SMM)). 
 

 B. AUTHORIZATION OF CERTIFICATION EXPENDITURES. 
Authority to approve Medicare certification budgets and expenditures is delegated to the CMS 
Regional Administrators.  Authority to approve or disapprove FFP in Medicaid certification 
expenses is also delegated to the CMS Associate Regional Administrators. 
 

 C. APPEALS. 
If a Medicaid-only facility requests a hearing, such hearing must be completed either before, or 
within 120 days after the effective date of the adverse action.  (See SMM §2040.)  Detailed 
Medicaid appeal procedures are provided by the State.  When a facility participates in both the 
Medicare and Medicaid programs, any Medicare adverse action also applies to Medicaid, 
including the Medicare appeals procedures.  In the case of “look-behind” terminations, CMS 
notifies the facility of the termination and whether it has a right to request a hearing before a 
Federal Administrative Law Judge.  A facility has no right to an appeal in cases where CMS 
disallows FFP on the grounds that the State agency has improperly certified the facility. 
 
 V. PSYCHIATRIC RESIDENTIAL TREATMENT FACILITIES (PRTFs) 

A. HISTORICAL DEVELOPMENT OF PRTFs 
The Social Security Amendments of 1972 amended the Medicaid Statute to, among other things, 
allow States the option of covering inpatient psychiatric hospital services for individuals under 
age 21 (Psych under 21 benefit).  Originally the statute required that the psych under 21-benefit 
be provided by psychiatric hospitals that were accredited by, what is now called the Joint 
Commission on Accreditation of Healthcare Organizations (JCAHO). 
 
In 1976 final regulations were published implementing the psych under 21-benefit.  These 
regulations allowed the coverage of this benefit in psychiatric facilities that were accredited by 
JCAHO.  In 1981 CMS received comments from the JCAHO expressing concern about CMS’s 
regulatory requirement for JCAHO accreditation.  The JCAHO indicated that this Federal 
requirement was in conflict with JCAHO’s policy that facilities should seek accreditation 
voluntarily.  In response, CMS noted that the regulatory requirement for JCAHO accreditation 
could not be removed because it was required by statute. 

 

 



 
In 1984, the Congress amended section 1905(h) of the Act, removing the requirement for 
JCAHO accreditation and adding the requirement that providers of the psych under 21 benefit 
meet the definition of a psychiatric hospital under the Medicare program as specified in section 
1861(f) of the Act.  Despite this statutory change, based on CMS understanding of Congressional 
intent, CMS did not remove the requirement for JCAHO accreditation from CMS regulations, 
which are in subpart D of 42 CFR part 441.  CMS’ reliance on JCAHO accreditation was the 
only basis for coverage of the psych under 21-benefit in psychiatric facilities other than 
psychiatric hospitals.  CMS’ decision to retain the regulatory requirement for JCAHO 
accreditation was based on the fact, in enacting the 1984 amendment, the Congress gave no 
indication that it intended to narrow the psych under 21 benefit or alter CMS policy that had 
been in effect since 1976. 
 
In 1990, the Omnibus Budget Reconciliation Act of 1990 (OBRA ’90) was enacted and 
consistent with CMS’ interpretation reflected in 42 CFR 441 et seq., section 4755 of OBRA ’90 
amended section 1905(h) of the Act to specify that the psych under 21 benefit can be provided in 
psychiatric hospitals that meet the definition of that term in section 1861(f) of the Act “or in 
another inpatient setting that the Secretary has specified in regulations.”  This amendment 
affirmed and effectively ratified preexisting CMS policy as articulated in subpart D of 42 CFR 
part 441, which interpreted sections 1905(a)(16) and 1905(h) of the Act as not being limited 
solely to psychiatric hospital settings.  OBRA ’90, therefore, provides authority for CMS to 
specify inpatient settings in addition to the psychiatric hospital setting for the psych under 21-
benefit without continuing to require that providers obtain JCAHO accreditation.  Thus, CMS 
established the PRTF as a separate type of inpatient setting. 
 

B. DEFINITIONS AND CITATIONS  
Psychiatric Residential Treatment Facility. –A psychiatric residential treatment facility is defined 
in 42 CFR § 483.352.  A PRTF is a facility other than a hospital, that provides psychiatric 
services, as described in subpart D of part 441 of this chapter [iv], to individuals under age 21, in 
an inpatient setting.  Section 441.151, in subpart D indicates that these are to be accredited by 
either the JCAHO, the Commission on Accreditation of Rehabilitation Facilities (CARF), the 
Council on Accreditation of Services for Families and Children (COA), or by any other 
accrediting organization with comparable standards that is recognized by the State.  Psychiatric 
residential treatment facilities, as indicated in § 483.374 must also have either a current provider 
agreement with the Medicaid agency or if enrolling as a Medicaid provider must execute a 
provider agreement with the Medicaid agency. 
 
Psychiatric Services for Individuals Under age 21 Benefit. --The psych under 21 benefit, at 
section 1905(a)(16) of the Act, is optional.  The psych under 21 benefit must, however, be 
provided in all States to those individuals who are determined during the course of an Early and 
Periodic Screening, Diagnosis, and Treatment (EPSDT) screen to need this type of inpatient 
psychiatric care.  Under the EPSDT provisions at section 1905(r)(5) of the Act, States must 
provide any service listed in section 1905(a) of the Act that is needed to correct or ameliorate 
defects and physical and mental conditions discovered by EPSDT screening services, whether or 
not the service is covered under the State plan. 
 
Conditions of Participation for the Use of Restraint and Seclusion –Established in 42 CFR Part 
483, subpart G are the Conditions of Participation (CoPs) that PRTF’s are to adhere to in order to 
participate in the Medicaid program.  It is currently the only CoP established for PRTFs.  The 

 

 



CoPs are separated into twelve sections and each section is covered in detail within the 
interpretive guidelines found in Part Two of this appendix.  The CoPs cover the following areas: 

o Resident protections 
o Orders for the use of restraint or seclusion 
o Consultation with treatment team physician 
o Monitoring of residents in and or immediately following restraint or seclusion 
o Requirements for notifying parents or legal guardians 
o Application of time out 
o Postintervention debriefing 
o Medical treatment for injuries resulting from an emergency safety intervention 
o Facility reporting requirements 
o Facility’s responsibility in educating and training its staff 

 
   C. ACCREDITATION 
The accreditation organizations for PRTFs are approved according to State based standards.  
JCAHO, COA, and CARF are all nationally recognized accrediting organizations.  JCAHO and 
CARF provide accrediting services directly to the providers.  The Council on Accreditation 
accredits State-level organizations and evaluates the organizations ability to provide services for 
families and children.  This accreditation process is not considered to have similar deeming 
authority as authorized by the Act in the case of hospitals or other such providers.  The 
accreditation process for PRTFs has been based on requirements as set forth in 42 CFR §§ 
441.151 through 441.156.  Since a new Condition of Participation has been created, the SAs are 
now responsible for surveying and validating whether PRTFs are meeting the Federal 
requirements set forth in part 483 subpart G. 
 
   D. LOOK-BEHIND AUTHORITY. 
CMS has the authority to “look behind” State determinations and, with cause, to make binding 
determinations (section 1902 (a)(33)(B)).  CMS has two kinds of look behind authority.  Only 
one of these look behind authorities apply in the case of psychiatric residential treatment 
facilities.  An example of this look behind authority provides that a provider agreement is 
considered by CMS to be invalid for purposes of providing FFP to the State if the State failed to 
adhere to Federal procedures.  For example, the State Medicaid agency may have issued the 
provider agreement even though the SA certified the facility as not being in compliance.  In that 
case, the agreement is void from its inception.  The State would not be entitled to FFP related to 
that facility.  CMS may conduct a look behind survey under other reasons as well, in addition to 
the example provided.  This authority is established by 42 CFR 442.30.  (See discussion of 
“new” look behind authority in SMM §2084.3, SOM §3005 G for ICFs/MR, “old” look behind 
authority involves SNFs, NFs and formerly ICF/MR, and SOM §3042). 
 

E. SURVEY AGENCY RESPONSIBILITIES & OBLIGATIONS 
 
Attestations 

o PRTFs are to send attestations to each State Medicaid Agency where they have 
established a provider agreement. 

o Attestations are to be sent annually and are due on July 21st of each fiscal year.  
However, if July 21st occurs on a weekend or holiday, the attestation is due on the 
first business day following the weekend or holiday. 

 

 



o States where the PRTF resides inputs the initial attestation information into 
OSCAR and continually thereafter if the SA is in fact responsible for validation 
and complaint surveying. 

o Attestations are to include the following information: 
 Facility General Characteristics: name, address, telephone number of the 

facility, and a State provider identification number; 
 Facility Specific Characteristics: (a) bed size, (b) number of individuals 

currently served within the PRTF who are provided service based on their 
eligibility for the Medicaid inpatient psychiatric services for individuals 
under age 21 benefit (Psych under 21), (c) number of individuals, if any, 
whose Medicaid Psych under 21 benefit is paid for by any State other than 
the State of the PRTF identified in this attestation letter, (d) identify by list 
all States from which the PRTF has ever received Medicaid payment for 
the provision of Psych under 21 services. 

 The signature of the facility director. 
 The date the attestation was signed. 
 A statement certifying that the facility currently meets all of the 

requirements of Part 483, Subpart G governing the use of restraint and 
seclusion. 

 A statement acknowledging the right of the State Survey Agency (or its 
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. 

 A statement that the facility will submit a new attestation of compliance 
annually and in the event a new facility director is appointed. 

 
Oscar Reports 

o Initial input of information from attestation – must be done by PRTF’s state of 
residence, even if the State in which the PRTF resides does not include the Psych 
under 21 benefit in its State plan. 

o Maintaining attestation and survey information is the responsibility of the SA, that 
is conducting complaint and validation surveys. 

o The entry of data into the Online Data Input and Edit (ODIE) subsystem of the 
Online Survey Certification and Reporting System (OSCAR) (SOM §4149) will 
be the responsibility of the SA.  After the SMA assigns a Provider Identification 
Number to the PRTF, the SA is to enter information received from the PRTFs’ 
annual attestation as well as information from validation or complaint surveys. It 
is also the responsibility of the SA to update information on an as needed basis.  
The SA is to input information from Forms CMS- 1539, CMS- 670, CMS-2567 
and if applicable, CMS-2567B, which are described below. 

 
Provider Identification Numbers 

o PRTFs are assigned providers numbers by the State Medicaid Agency. 
o A provider number is coded based on where the PRTF is physically located. 
o Processing of requests for payment is usually keyed to the Federal identification 

number, however the effect this identification number has on PRTFs is for 
OSCAR tracking purposes only. 

 

 

 



Assigning Provider Identification Numbers.-- The State Medicaid Agency is responsible for 
designating a Federal provider identification number.  The identification numbers for PRTFs will 
have five digits and one letter.  The first two digits identify the State in which the psychiatric 
residential treatment facility is located.  This number is then followed by the letter L and is then 
followed by three digits and is numbered according to the order in which a facility was 
identified.  All State codes are listed in SOM §2779.  For example, a PRTF located in Maryland 
would have a state code of “21” this would then be followed by the letter “L” and identified with 
a three digit number, if for example it was the fourth PRTF identified by the State, the PRTF’s 
Federal identification number would be 21L004. 
 
Multi-State Issues: Survey and Validation responsibilities. 
 
With the establishment of PRTFs as a Medicaid provider and because the psych under 21 benefit 
is an optional benefit, a number of State-to-State differences may occur.  A State will either have 
the psych under 21-benefit in its State plan or it will not.  However, not all States will have a 
facility within its borders that can meet the service needs of its Medicaid beneficiaries and thus 
will have to transfer its beneficiary to another State to receive the needed service.  
 
If a State has the benefit in its State plan and it has an accredited PRTF within its State borders, 
then the SA where the PRTF resides is responsible for conducting complaint and validation 
surveys as part of its 20 percent obligation.  The SMA is responsible for enforcement action if 
the PRTF is found out of compliance with the Condition of Participation. 

 
In the few States where the benefit is not in the State plan, there may be PRTFs in that State that 
other States are sending beneficiaries, in this case it is the responsibility of all affected States to 
develop a method of communication and agreement amongst themselves as to which SA will 
survey a given PRTF.  In Section 4.11 of the State Plan, relations with standard-setting and 
survey agencies, the State Medicaid Agency should identify which entity is responsible for 
conducting the validation and/or complaint surveys of PRTFs.  PRTFs are only obligated to 
conform to its own State licensing laws. 
 

Action for Non-Compliance and Termination.--Psychiatric Residential Treatment 
Facilities are Medicaid-only facilities.  The SMA takes action against the PRTF, if the SA 

determines the PRTF is not in compliance.  If a PRTF is found to be out of compliance 
with the condition of participation and fails to report a death then the PRTF is to be 

terminated from the Medicaid program.  If there are conflicting determinations between 
the SA and the SMA, the CMS-RO’s role is to settle these conflicts.  

 
THE SURVEY PROCESS 
 

I. PRE-SURVEY PROCEDURES 
  A. ANNOUNCED AND/OR UNANNOUNCED SURVEYS 
It is CMS policy to have unannounced surveys for all providers and suppliers.  While the 
unannounced surveys may result in some minor survey problems, this policy represents changing 
public attitudes and expectations toward compliance surveys.  If there is any conflict with 
internal State policies and practices, the SA should discuss the problem with its SMA.  
Exceptions include some non-long term care facilities, which may be given advance notice, 
usually no more than 2 working days before an impending survey.  These exceptions are 
identified and discussed within Chapter Two, §2700 of the SOM.  Since all residents of a PRTF 

 

 



will be represented by either, a parent or legal guardian, consent will be required prior to a 
resident being interviewed.  Announcing a validation survey for a PRTF of over 16 beds, with no 
more than 2 working day advance notice, may fall within an exception to an unannounced 
survey.  However if an individual notifies a provider of an unannounced survey, that individual 
is subject to Civil Money Penalties (CMPs) as established in sections 1819(g)(2)(A)(I), 1919 
(g)(2)(A)(I), and 1891 (c)(1) of the Social Security Act. 
 
 
  B. SURVEY FREQUENCY 

1. Introduction - The State Medicaid Agency must report all serious occurrences, as 
defined in 42 CFR 483.374(b) to its survey agency and the survey agency must conduct both 
validation and complaint surveys based on regulations established within 42 CFR 483 subpart G 
and further discussed within the interpretive guidelines as established in this appendix in Part 2.  
The survey agency will be advised annually in the budget call letter on the expected validation 
requirements for its State’s psychiatric residential treatment facilities. 
 
 2. Scheduling and Conducting Surveys---If an immediate jeopardy has been alleged, the 
State survey agency must investigate, on site, within 2 working days of the complaint receipt.  
For non-immediate jeopardy situations, the SMA with the SA should establish a mechanism by 
which to prioritize the nature of complaints. 

 
3. Frequency.---The State may conduct surveys as frequently as necessary to determine 

the facility’s compliance with the participation requirements and to also determine if the facility 
has corrected any previously cited deficiencies.  
 
  C. SURVEY TYPES 
Validation Surveys.--- We expect States to validate the attestations for a sample of the facilities 
on an annual basis.  Validation requires that the SA review attestation letters, conduct on-site 
review of PRTF based on criteria established in 42 CFR 441.151 through 441.156, and determine 
compliance with Federal standards as set forth in 42 CFR 483, subpart G and further discussed in 
the interpretive guidelines that follow in Part 2. The SAs are required to conduct 20% validation 
surveys and thus all PRTFs within a State should be surveyed within a 5-year period. 
 
Complaint Surveys.--- 
 1. Immediate Jeopardy --- The SA investigates on site, all allegations of immediate 
jeopardy within 2 working days of complaint receipt.   
 
“Immediate Jeopardy,” as defined in 42 CFR 489.3, is a situation in which the provider’s 
noncompliance with one or more requirements of participation has caused, or is likely to cause, 
serious injury, harm, impairment, or death to a resident.  Look to appendix Q for complete 
guidance on immediate jeopardy.  To determine if an immediate jeopardy situation is present and 
on-going an assessment of each complaint intake must be made by an individual who is 
professionally qualified to evaluate the nature of the problem based upon his/her knowledge of 
current clinical standards of practice and Federal requirements. 
 
An “investigation,” in an alleged immediate jeopardy situation, is a review, conducted on site, to 
determine if a deficient practice is or was present, and to assess the degree of harm to any 
resident. 
 

 

 



 Exception – If the SA receives a restraint/seclusion death report, the SA must complete 
the investigation within 5 working days of report receipt.   
 
 2. Non-immediate jeopardy --- For non-immediate jeopardy situations, the SMA with the 
SA should establish a mechanism by which to prioritize the nature of complaints.  The SA 
should assess facility compliance with the established regulations in part 483 subpart G, §§ 
483.350 through 483.376 with additional guidance at §§ 441.150 through 441.156.  If a 
complaint is received by CMS, CMS will notify the SA.  Since, the SMA makes the initial 
determination for an enforcement action, the SA should then notify the SMA that a complaint 
was received and an investigation is underway. 
 
In addition, we propose that the following procedures already established in CMS’s State 
Operations Manual (SOM) serve as a basis for direction for the SA and should follow the time 
line schedule as established in the sections below. 
 

• SOM §3010: Termination Procedures – Immediate and Serious Threat to Patient Health 
and Safety (23 Calendar Days). 

• SOM §3012: Termination Procedures – Noncompliance with one or more CoPs or 
Conditions for Coverage and Cited Deficiencies Limit Capacity of Provider/Supplier to 
Furnish Adequate Level or Quality of Care (90 Calendar Days). 

• SOM §3060: Appeals of Adverse Actions for Medicaid Non-State operated NFs (Non-
State Operated) and ICFs/MR (Not Applicable to Federal Termination of Medicaid 
Facilities) –Up until the creation of PRTFs as a provider, NFs and ICFs/MR served as 
the only two types of identified Medicaid-Only Facilities, for which CMS established 
Conditions of Participation.  This SOM section identifies “denials, terminations, 
cancellations, and denials of payment for new admissions and other adverse actions to 
facilities participating in Medicaid-only are State administrative actions and decisions.” 
Thus we propose this as a guide for States. 

• SOM §§3280-3283: Investigation of Complaints Against Other than Accredited 
Providers and Suppliers. Although on its face this section applies to non-accredited 
providers and suppliers, we believe this section is better suited for PRTFS. 

• Appendix Q – Guidelines for Determining Immediate Jeopardy – “these guidelines apply 
to all certified Medicare/Medicaid entities…and to all types of surveys and 
investigations…” 

 
D. PREPARATION 

The SA in preparation for the survey, reviews all necessary documents including attestation 
letter, licensure or accreditation records, and previous survey reports including complaints.  This 
prior review will prove beneficial in determining composition of survey team and the time 
required for the validation or complaint survey.  The SA schedules the survey in a manner that 
results in the most efficient and effective utilization of survey staff and that provides the most 
comprehensive look at the facility.  Other considerations also include efficient and effective 
utilization of facility staff time as well.  For additional guidance on pre-survey preparation, 
survey team workload and survey team composition; refer back to §§2704-2706 in Chapter Two. 
 

II. ON-SITE SURVEY PROCEDURES 
A. ENTRANCE INTERVIEW 

The entrance interview sets the tone for the entire survey.  Be prepared, courteous, and make 
requests, not demands.  Upon arrival, the surveyor presents the appropriate identification, 

 

 



introduces other team members who must also furnish appropriate identification, informs the 
facility’s administrator, director, or supervisor of the purpose of the survey, the time schedule, 
and explains the process.   
 
Inform the PRTF that the survey will include a tour of the facility, record reviews, observations, 
and interviews with residents, families/guardians, and personnel involved.  Establish personnel 
availability and discuss approximate time frames for survey completion.  Explain that an exit 
conference may be held to discuss survey findings.  Identify who will be available of the facility 
staff, to direct questions as they arise.   Refer to general discussion below and SOM § 2724 for 
additional information regarding exit conferences. 
 
Request that the PRTF collect any documents, records, or information that may be needed to 
complete the survey, and solicit and answer any questions the PRTF may have concerning the 
survey process. 
 
During the entrance interview surveyors should request a listing of all residents at the facility, 
including their age or date of birth, who in the past calendar year, from the time of the survey: 

1. Have been secluded or restrained.  
2. Have been injured.  
3. Had a serious occurrence that was reported regardless of whether it is related to a safety 

intervention.  A Serious occurrence as defined in the regulations is a resident’s death, 
serious injury to a resident, or a resident’s suicide attempt. 

4. Has a communication barrier, such as children who speak a foreign language. 
5. Has been transferred to or from a hospital. 
6. Are deceased. 

 
Any information shared or received is to be kept in strict confidence. 
 
Survey Team Composition – Survey team size and composition vary according to the type of 
provider/supplier and the purpose of the survey.  Professional disciplines and experience 
represented by the survey team is to reflect the expertise needed to determine compliance with 
the CoP.  Also the SA should consider special characteristics of the provider in selecting 
members of the survey team.  In all instances, members of the survey team must meet education 
and training qualifications specified in §4009. 
 
In general, the size of teams is governed by the size and type of the provider.  PRTF survey 
teams are to include personnel with expertise in child psychiatry and/or with expertise in 
developmental disabilities, and all members are to survey together during the same time 
intervals. 
 

B. INFORMATION GATHERING  
 
TASK 1 - REPRESENTATIVE SAMPLE OF RESIDENTS - SELECTION 
METHODOLOGY 
 
Purpose of the Sample - The purpose of drawing a sample of residents from the facility is to 
reflect a proportionate representation of all residents who have been restrained or secluded. The 
sampling methodology outlined below is not intended to create a "statistically valid" sample.  
The methodology allows for flexibility in sample selection based on the surveyor’s actual 
experience and observation while on-site at the facility. 
 

 

 



Conduct the interviews and observation of the resident within the context of the environment in 
which the resident lives, receives treatment and spends major leisure time.  Although focus 
should be on the sampled resident, the behavior and interactions of all other residents and staff 
within those environments also contributes to the total context. 
 
As the sample is built, additional information about the facility's practices, as well as additional 
resident information may emerge. Surveyors may add residents to the sample based on 
observations or incidents that occur during the review.  Documentation must include the reasons 
for adding residents to the sample. Residents may also be added to the sample as dictated by 
individual needs or problems.  When the surveyor is on-site, if a resident is restrained or 
secluded during the survey, that resident should be added to the sample.  Substitute residents in 
the sample only if it would be harmful and/or counter-therapeutic, as determined by facility staff, 
to include the originally selected resident.  An example may be a resident with acute paranoid 
schizophrenia, who may become agitated if interviewed and observed.  Any substitutions must 
be subject to change as needed. 
 
Sample Size - Calculate the size of the sample by the following guidance: 
 
Number of Residents           Number of Residents         Number of Interviews 
(restrained/secluded)           in the sample                    with Residents 
residing in the Facility               
     
4  -     8                         50 percent                        50 percent of sample 
 
9  -     16                           4                                      4 
 
17  -     50                           8                                      5 
 
51     -  100                         10                                      5 
 
101   -  500                 10 percent                         50 percent of sample (max: 15) 
 
Over    500                         50                                     15 
 
 
Sample Selection- Do not allow the facility to select the sample. 
 
Draw the sample randomly from the list provided by the facility before beginning the survey to 
ensure that the sample is not unduly influenced once the survey begins.  Choose names randomly 
from that list. If possible, ensure that at least one resident from the above criteria is represented 
in the sample. The sample should represent the various age ranges of residents who reside in the 
facility.  The three main age groups that have impact on seclusion and restraint policy and 
practice are the ages 18 to 21; 9 to 17 and under age 9 years.  
 
Audit Approach.  To maximize the advantage of an interdisciplinary survey team, the team 
leader assigns each member an equitable number of individuals on whom to focus. Each member 
of the team shares salient data about findings relative to his or her assigned individuals.  Consult 
with one another, on a regular basis during the survey, to maximize sharing of knowledge and 
competencies. 
 
Documentation – Document the sample in form CMS-807 Surveyor Notes Worksheet -The team 
leader is to ensure that information related to the sample is well documented and includes the 
following: 
 
1. Summary listing of all resident information comprising the survey sample (including any 
additions to the sample).  At a minimum, identify: 

• The record number of each resident chosen to be part of the sample; 
• Any resident-identifier codes used as a reference to protect the resident's 

confidentiality; and 

 

 



• The record number of each death record reviewed. 
 

2. Description of the representative sample selection.  At a minimum, identify, at the time of 
the survey: 

• The number of residents in the sample; 
• The distribution of the individuals in the sample; 
• The number, if any, of the residents added to the sample, including the reason added.     
• The number, if any, of the residents substituted in the sample, including the reason for 

withdrawing the original resident record.     
 
 
TASK 2 - RECORD REVIEW OF INDIVIDUALS IN THE SAMPLE 
 
Introduction– Review all aspects of each resident's record to determine compliance with the 
condition of participation (CoP) for the use of restraint or seclusion in PRTF’s.  The primary 
purpose of the record review is to determine if the facility is complying with the restraint and 
seclusion requirements as evidenced by:  

1)   documentation of the entire emergency situation and all events surrounding it;  
2)  the outcomes of the emergency safety intervention; and 
3) the health and well being of the residents.  

 
Other pertinent information - Early in the survey, review seclusion and restraint records for any 
evidence or trends that suggests these procedures are being overused.  Review any other source 
that may have impact on these requirements including accident and incident profiles for any 
evidence that residents are being abused, abusing each other, or are vulnerable to abuse and 
injury.  If there is evidence of physical, verbal, or sexual abuse, surveyors should follow-up on 
the status and condition of those residents if they are still in the facility and identify the outcome 
of this review.  All team members should participate in reviewing pertinent information.  
Surveyors should refer also to Appendix Q regarding immediate jeopardy as found within the 
SOM. 
 
Documentation - Record any other documents reviewed on form CMS-807.  Clearly delineate 
the documentation as documents reviewed. 
 
 
TASK 3 - OTHER RECORD REVIEWS 
 
A. Death Records - Review a list of all resident deaths, since the last survey.  All team 
members participate in the record review of residents who have died. 
 

Complaint Investigations - If a complaint is being investigated at the time of the survey, 
include the record(s) of the resident(s) of the complaint as part of the record review.  If the 
resident named in the complaint is still in the facility, add him/her to the sample. 
 
Documentation – For death records, refer to form CMS-726, CMS Death Record Review 
Data Sheet. 

 
B. Policy and Procedures – Review a PRTF’s policy and procedure documents on restraint and 
seclusion. 
 
C. Incident and Accident Reports – Review a PRTF’s incident and accident reports for 
at least six months prior to the date of the present survey.  Some State laws may provide 

PRTFs an option, as to whether or not they share these actual reports.  In these States, 
surveyors should request a written summary of these reports.  PRTFs should provide this 

summary, as well as the applicable state law, within one working day of the entrance 
interview. 

 
TASK 4 - DIRECT RESIDENT OBSERVATIONS 
 

 

 



Purpose – Determine through direct observations if a therapeutic relationship exists between staff 
and the residents.  Staff must respect the rights of the residents and interact with them in a 
mutually productive manner.  Also observe if staff utilizes de-escalation and other behavior 
management techniques when a situation warrants such intervention.  De-escalation techniques 
include mediation, conflict resolution, active listening techniques, and verbal and observational 
methods. 
 
Observe each sampled resident (after obtaining the resident's permission) in as many treatment 
modalities (groups, activities, treatment team meetings, other types of meetings, and milieu 
interactions in the resident's environment) as possible.  Visit as many of these modalities as time 
allows.  Conduct observations over as much of the day and evening time span as possible; team 
members may choose to alter their work schedules so that observations can be made during most 
of the residents' waking hours.  It is not appropriate to ask the facility to alter a resident's 
schedule so that the surveyor will not have to work at other than their regular work times in order 
to see the resident during the survey.   
 
Documentation - Record all observations on form CMS-3070I. If this disrupts the activity in 
progress, document after observations are completed. 
 
Record the following information for each observation: 
 

• Date and location; 
• Beginning and ending times of observation; 
• Number of residents present; 
• Approximate number of staff present 
• What the resident is doing (regardless of whether or not a scheduled treatment 

modality was in progress); 
• What the staff is doing 
• The presence of disruptive behavior, and staff's intervention, if any; 
• Any other pertinent information 

 
The observation should be conducted for an amount of time sufficient to assess the sampled 
resident's responses and behaviors as well as staff responses to resident behaviors.  Consent is 
required for all resident’s involved in sample, however if other children are observed in the 
process consent is not required unless the surveyor seeks to obtain further identifying 
information on other children in observation. 
 
 
TASK 5 INTERVIEWS 
 
Resident Interviews - Interviews with residents consist of questions directed at determining the 
resident's understanding of their seclusion or restraint episode. In addition, the resident should be 
asked to what degree they felt safe while restrained or secluded and if they feel as if staff are 
working with them to prevent future seclusion or restraint usage. Also ascertain if the resident 
felt that the restraint or seclusion was warranted based on their behavior. Interviewing a resident 
takes place after asking staff if the interview will not disturb that resident. Interviewing should 
not take place in the direct presence of staff.  However, a resident should be given an opportunity 
to have a staff member be within visual proximity if the resident so chooses.  When an interview 
is deemed inappropriate, by the facility staff, the survey for that resident will consist of 
observations and record reviews. Resident confidentiality must be respected, but if the surveyor 
does find a life-threatening situation, that information is shared with the staff.  Listed below are 
suggested processes and questions that a surveyor may use during an interview.  
 
Setting: 

1. Request permission of the resident to talk. 
2. Provide the resident with information such as surveyor name and purpose of the survey. 
3. Ensure resident confidentiality by conducting the interview in an appropriate location.  

Staff should be easily available and may be present in the room, but should not be able to 
overhear conversation. 

 
Suggested questions: 

 

 



• Can you tell me why you are in this facility? 
• Can you tell me about the last time that you were restrained/ secluded/ in time out? 
• Where was staff situated during your restraint/seclusion/ time out? 
• Has the treatment team discussed the incident with you?  Did you and the team agree 

on a plan to reduce the frequency of these incidents?  Please describe the plan to me. 
• What caused the need for restraint/seclusion/time out? 

 
Age Appropriate Adjustments – Surveyors should keep in mind residents who reside in PRTFs 
range in age from toddlers to adolescents or young adults.  Thus, adjustments in the manner and 
descriptions should change according to the understanding of the resident.  For example, 
kneeling or sitting in a chair may be more appropriate to begin a conversation.  Also asking a 
question such as “Can you tell me why you are in this facility?” can be reworded to ask a series 
of probing questions to get at an answer.  For example, “Do you like living here?” “Do you know 
why you are living here?” “Can you tell me about living here?”  It is important to also note that 
different facilities and different children will interpret these procedures (restraint/seclusion) 
based on their own frame of reference.  Facility staff should be used to help in clarifying the 
meanings. 
 
Staff Interviews – Restraint, seclusion and time out procedures involve two main participants, 
the resident and the staff.  After interviewing the resident, it is also equally important to 
interview staff to ascertain their understanding of the facilities restraint and seclusion policies.  
In order to ensure safety, staff must be adequately educated and oriented to their work 
environment.  Staff should also be familiar with the resident’s treatment plan to facilitate the 
resident’s attainment of the goals established.  Assess for consistent treatment approaches among 
disciplines as well as the outcomes experienced by the residents. Interview the following: 

 
• Assigned responsible staff member (case manager, primary therapist, resident care 

coordinator, advocate); and 
 

• Other staff members who are involved with the resident, either through 
multidisciplinary treatment assignment (social worker, dance therapist, dietician) or 
through work assignment (professional and paraprofessional staff members assigned to 
resident's unit).  

 
During the interviews, ask questions that elicit information about: 

• How the staff integrates treatment plan goals and objectives that have been developed 
as a result of seclusion or restraint episodes.   

• How a need for restraint or seclusion is determined.  
• How staff implement and discontinue time out, restraint or seclusion.   
• What behavior typically warrants interventions such as restraint or seclusion? 
• If staff feels prepared (through education and training) to work and interact with 

residents. 
 
Interviews with Parents and Legal Guardians – The interviews with parents and legal 
guardians should be conducted in addition to interviews with sampled residents.  
Interviews with parents and legal guardians should be conducted at their convenience with 
an opportunity for face-to-face interviews when feasible.  In cases where parents or legal 
guardians reside in another state or are unable or unwilling to meet face-to-face, telephone 
interviews should be conducted.  Suggested questions: 

• Were you informed of the facility policy on restraint and seclusion? 
• Was the information presented in a manner that you could understand? 
• Did you receive the information regarding the state protection and Advocacy 

organization?  What type of information should be reported to them? 
• Were you contacted after a restraint or seclusion intervention? 
• Were you given an opportunity to participate in the debriefing following 

restraint/seclusion use? 
 

 

 



Interviews with Major Department Directors and/or Facility Leadership – Conduct these 
interviews near the end of the survey, if it is determined that questions were unanswerable 
by facility staff and interviewing directors or other facility leaders would prove useful to 
the survey process and the gathering of information.  Base the interview on information 
that was gathered during observations and direct interviews with residents and staff.   
 
Documentation - Record each interview conducted with residents/ parents/ legal guardians 
and staff onto form CMS-807.  Clearly delineate the documentation as an interview. 
Include the following information in every recorded entry: 
 
Resident: 

• The record number, any resident-identifier codes used as a reference to protect the 
resident's confidentiality, and the resident’s age 

• Dates of restraint, seclusion or time out 
• Summary of information obtained. 

 
Parent/ Legal Guardian 

• Relationship to the resident.   
• Summary of information obtained. 

 
Staff/ Management/ Directors: 

• Position, title and assignment of staff member; 
• Relationship to the resident or reason for interview; and 
• Summary of information obtained. 

 
 

TASK 6 - VISIT TO EACH AREA OF THE CERTIFIED FACILITY SERVING RESIDENTS 
 
Purpose - By the end of the survey, visit each place where residents of the facility are permitted 
to spend their time, both structured and unstructured, as these are places where an unanticipated 
behavior may occur that would require immediate emergency interventions. The room used for 
seclusion must be evaluated.  Also examine the location where restraints are stored as well as 
those items that the facility uses as a restraint. Other examples of areas to visit are:  cafeteria, 
bedrooms, and classrooms.   
 

Protocol - After residents in the sample have been assigned to team members, review the 
facility's map or building layout.  Be sure that at least one team member visits each 
residential and treatment unit prior to completing the survey.  Record any pertinent 
observations in the appropriate document. The visit or tour can be conducted at any time 
during the course of the survey. 

 
During the visit or tour, converse with residents and staff.  Ask open-ended questions in 

order to confirm observations, obtain additional information, or corroborate information 
regarding perceived problems.  Observe staff interactions with both residents and other staff 
members for insight into matters such as individual rights and staff responsibilities. 
 

Always get permission before entering a resident’s room.  If it is necessary to observe a 
treatment procedure, or to observe a resident who is exposed, courteously ask permission from 
the resident if she/he comprehends, or from the staff if the individual cannot communicate.  If 
resident physical contact is required to note a treatment or visually examine an injury, a facility 
nurse or physician, not the surveyor, should touch the resident.    In some instances, visual 
inspection of an injury may not be appropriate depending on the location of the injury.  
Surveyors should always ensure that they are respecting the privacy of the resident. 

 
Documentation - Record all observations and findings in form CMS-807.  Clearly delineate the 
documentation as visiting various areas of the facility. 
 

 

 



 
TASK 7 - TEAM ASSESSMENT OF COMPLIANCE 
 
Pre-exit Meeting - The team leader ascertains that all survey team members have completed their 
respective survey tasks prior to the surveyor pre-exit meeting. At this meeting, the surveyors will 
share their respective findings, and make team decisions regarding compliance with each 
standard and the Condition of Participation.  All necessary forms applicable include: 

 
CMS-2567 Statement of deficiencies and Plan of Correction 
CMS-807  Surveyor Notes Worksheet 
CMS-3070I Individual Observation Worksheet 
 

And if applicable 
 CMS-726   CMS Death Record Review Data Sheet 
 
General - Transfer to the CMS-2567 all examples of evidence obtained from observations, 
interviews, and record reviews.  Transfer those findings that contribute to a determination that 
the facility is deficient in a certain area. 
 
Special Circumstances - If at any time during the survey one or more team members identify(ies) 
a possible immediate jeopardy, the team should meet immediately to confer.  See Appendix Q 
for the definition of and for guidance regarding determination of immediate jeopardy. 
 
Pre-exit conference.--Surveyors hold a pre-exit survey team conference at the conclusion of the 
survey prior to the exit conference and come to an agreed judgment on the severity of any 
deficiencies and whether their number, character, and combination interfere with the delivery of 
adequate care, and create hazards to residents’ health and safety.  Deficiencies found in more 
than one aspect of the CoP may be cumulative and interrelated and result in general or across-
the-board inadequacies in resident care that may constitute actual or potential hazards to 
residents.  This would be the basis for a finding of noncompliance. 
 
Exit Conference.—Following the pre-exit conference held to allow team members to exchange 
and formulate survey findings, the surveyors conduct an exit conference (“an exit”) with the 
PRTF’s administrator, designee, and other invited staff.  The purpose of the exit conference is to 
informally communicate preliminary survey team findings and provide an opportunity for the 
interchange of information. 
 
Although it is CMS’ general policy to conduct an exit conference, be aware of situations that 
would justify refusal to continue an exit conference.   For example, if the PRTF is represented by 
counsel (all participants in the exit conference should identify themselves), surveyors may refuse 
to continue the conference if the lawyer tries to turn it into an evidentiary hearing; other 
examples can be found in §2724 of the SOM.  Also further discussed in §2724 are other helpful 
guidelines for surveyors including: Introductory remarks, ground rules, presentation of findings, 
and closure.  Note that the discussion about Medicare participation and the RO, do not apply for 
Medicaid-Only PRTFs. 
 

III. CMS- FORMS  
 

CMS – 1539:  Medicare/ Medicaid Certification and Transmittal  - Form CMS – 1539 is used by 
the SA to certify findings to the RO or SMA with respect to the facility’s health and safety 
requirements.  Form CMS – 1539 is also a transmittal cover sheet for the certification packet.  
The SA completes Part I of the form, while the SMA completes Part II.  Together with the 

 

 



certification file, Form CMS-1539 constitutes the primary record of the determination to approve 
a provider or supplier.  Refer to SOM §2762 for additional explanation. 
 
CMS – 670: Survey Team Composition and Workload Report – The Survey Team Composition 
and Workload Report (Form CMS-670) is an integral part of the overall survey process.  The SA 
completes this form for all survey and/or resurvey activities as it provides the necessary 
information on resource utilization applicable to survey activity in all Medicare and/or Medicaid 
providers and suppliers, and CLIA laboratories.  Explanation for completing this form is found in 
Exhibit 74 of the SOM, as well as §2705 under SA survey team workload. 

 
CMS – 801: Offsite Survey Preparation Worksheet – The Offsite Survey Preparation Worksheet 
(Form CMS-801) allows surveyors to document and highlight information they have gathered 
about a facility in preparation for their onsite arrival.  The information that a surveyor should 
seek out includes complaints that have been filed against the facility, deaths or serious injuries 
reported, and any other information that may have impact on the focus of the survey or the 
sample of residents to be selected. Refer to SOM §2704, SA Pre-survey Preparation, for 
additional information. 
 
CMS – 807: Surveyor Notes Worksheet   - The Surveyor Notes Worksheet (Form CMS-807) 
will serve as one of the principal documents for surveyors to record information.  Surveyors 
should use this form to record: 

o Anecdotal notes and findings 
o Areas of concern that warrant further investigation 
o Interviews 
o General observations of residents, staff or environment 
o Resident sample 

 
CMS – 3070I: Individual Observation Worksheet – This form is to be utilized for specific 
observation of each resident identified in the sample as well as general observations. 
 
CMS – 726: CMS Death Record Review Data Sheet – The Death Record Review Data Sheet 
(Form CMS-726) is to be utilized in the event that the PRTF has had a resident death at the 
facility since the last survey.  The surveyor is directed to review the autopsy report (if available), 
review the findings and recommendations of the Mortality Board and based on documentation in 
the record, to ascertain if the proper treatment was provided to the resident. 
 
CMS – 2567: Statement of Deficiencies and Plan of Correction – The Statement of Deficiencies 
and Plan of Correction form CMS-2567 serves several functions.   

o It is the basic document disclosed to the public about the PRTFs deficiencies and what is 
being done to remedy them; 

o It documents the specific deficiencies cited; 
o It documents any promises made by the PRTF, i.e. plans for correction and timeframes; 

and 
o It provides an opportunity for the PRTF to refute survey findings and furnish 

documentation that requirements are met. 
 
Additional information regarding Form CMS-2567 and the plan of correction may be found at 
SOM §2728. 
 

 

 



CMS – 2567B: Post-Certification Revisit Report – The Post-Certification Revisit Report (Form 
CMS-2567B) will be used in the event that a facility was found deficient in a Federal 
requirement.  The SA will revisit the facility within a specified timeframe, as determined by 
State policies, to ensure that the Plan of Correction, as identified in form CMS-2567, was 
implemented and that the facility corrected the cited deficiency.  Correction of cited deficiencies 
is documented on the 2567B when verified at the revisit.  This document is an addendum to form 
CMS-2567.  Further explanation discussing follow-up on Plan of Correction and Form CMS-
2567B may be found at SOM §2732. 

 

 



 
PART 2 

Appendix  
Regulations and Guidelines for the Use of Restraint or Seclusion in 

Psychiatric Residential Treatment Facilities Providing Inpatient Psychiatric 
Services for Individuals Under Age 21 
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§483.352  Definitions 
§483.354  General requirements for psychiatric residential treatment 
§483.356  Protection of residents 
§483.358  Orders for the use of restraint or seclusion 
§483.360  Consultation with treatment team physician 
§483.362  Monitoring of the resident in and immediately after restraint 
§483.364  Monitoring of the resident in and immediately after  
                  seclusion 
§483.366  Notification of parent(s) or legal guardian(s) 
§483.368  Application of time out 
§483.370  Post-intervention debriefings 
§483.372  Medical Treatment for injuries resulting from an emergency safety 

intervention 
§483.374  Facility reporting 
§483.376  Education and Training 
 

 

 



§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 occured 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. 
 
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. 
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