
Review a random sample of medical records for patients that have been restrained or 
secluded. Review orders, progress notes, flow sheets, and nursing notes to: 
 

• Verify that there is a physician or other LIP order for each episode of restraint or 
seclusion; 

 
• Evaluate patterns of use and verify that orders were obtained when necessary; 
 
• Verify that the documentation specifically addresses the patients’ behaviors or 

symptoms; and, 
 
• Determine if restraint or seclusion is being improperly implemented on a PRN basis. 

 
 
A-0170 
(Rev. 37, Issued:  10-17-08; Effective/Implementation Date:  10-17-08) 
 
§482.13(e)(7) - The attending physician must be consulted as soon as possible if the 
attending physician did not order the restraint or seclusion.  

 
Interpretive Guidelines §482.13(e)(7) 
 
The attending physician is the MD/DO who is responsible for the management and care of 
the patient.  Hospital medical staff policies determine who is considered the attending 
physician.  The intent of this requirement is to ensure that the physician who has overall 
responsibility and authority for the management and care of the patient is aware of the 
patient’s condition and is aware of the restraint or seclusion intervention.  It is important to 
consult with the attending physician to promote continuity of care, to ensure patient safety, 
and to elicit information that might be relevant in choosing the most appropriate 
intervention for the patient.  The attending physician may have information regarding the 
patient’s history that may have a significant impact on the selection of a restraint or 
seclusion intervention or an alternative intervention, and the subsequent course of 
treatment.  Therefore, consultation should occur as soon as possible.  Hospital policies and 
procedures should address the definition of “as soon as possible” based on the needs of their 
particular patient population(s).  However, any established time frames must be consistent 
with “as soon as possible.”   
 
The hospital CoPs do permit the patient to be under the care of a treating LIP other than a 
physician.  Section 482.12(c)(1) requires every Medicare patient to be under the care of 
a doctor of medicine or osteopathy; or, within the scope of their respective licenses, a 
doctor of dental surgery or dental medicine, a doctor of podiatry, chiropractor, or clinical 
psychologist.  The individual overseeing the patient’s care may be the attending physician 
or a health professional practicing with the delegated authority or supervision of a doctor of 
medicine or osteopathy as permitted by State law and hospital policy.   
 
When the attending physician of record is unavailable, responsibility for the patient must be 
delegated to another physician, who would then be considered the attending physician.   
 
This provision does not specify that consultation with the attending physician be face-to-
face. The consultation can occur via telephone.   
 
Survey Procedures §482.13(e)(7)  
 
• Review the patient’s medical record for documentation that the attending physician was 

notified immediately if the attending physician did not order the restraint or seclusion.   
Was the attending physician notified “as soon as possible?” 



 
• Review the hospital’s policies and procedures regarding consultation with the attending 

physician if the attending physician did not order the restraint or seclusion. 
 
• Interview staff to determine if actual practice is consistent with written hospital policies 

and procedures. 
 
 
A-0171 
(Rev. 37, Issued:  10-17-08; Effective/Implementation Date:  10-17-08) 
 
§482.13(e)(8) - Unless superseded by State law that is more restrictive --  
 

(i) Each order for restraint or seclusion used for the management of violent or self-
destructive behavior that jeopardizes the immediate physical safety of the patient, 
a staff member, or others may only be renewed in accordance with the following 
limits for up to a total of 24 hours: 

 
(A)   4 hours for adults 18 years of age or older; 
(B)   2 hours for children and adolescents 9 to 17 years of age; or 
(C)   1 hour for children under 9 years of age; and 

 
Interpretive Guidelines §482.13(e)(8)(i)   
Patients of all ages are vulnerable and at risk when restrained or secluded to manage violent 
or self-destructive behavior.  Therefore, time limits have been established for each order for 
restraint or seclusion used to manage violent or self-destructive behavior.  State law may 
require more restrictive time limits. These time limits do not apply to orders for restraint 
used to manage non-violent or non-self-destructive behavior.  However, the requirement 
that restraint use be ended at the earliest possible time applies to all uses of restraint. 
 
In the final rule on the use of restraint or seclusion, CMS did not include specific criteria for 
differentiating between emergency situations where the patient’s behavior is violent or self-
destructive and jeopardizes the immediate physical safety of the patient, a staff member, or 
others, and non-emergency use of restraint.  Clinicians are adept at identifying various 
behaviors and symptoms, and can readily recognize violent and self-destructive behavior 
that jeopardizes the immediate physical safety of the patient, a staff member, or others.  
Asking clinicians to act based on an evaluation of the patient’s behavior is no different than 
relying on the clinical judgment that they use daily in assessing the needs of each patient 
and taking actions to meet those individual needs. 
 
The regulation identifies maximum time limits on the length of each order for restraint or 
seclusion based on age.  The physician or other LIP has the discretion to write the order for 
a shorter length of time.  The length-of-order requirement identifies critical points at which 
there is mandatory contact with a physician or other LIP responsible for the care of the 
patient.  In addition, the time limits do not dictate how long a patient should remain in 
restraint or seclusion.  Staff is expected to continually assess and monitor the patient to 
ensure that the patient is released from restraint or seclusion at the earliest possible time.  
Restraint or seclusion may only be employed while the unsafe situation continues.  Once 
the unsafe situation ends, the use of restraint or seclusion should be discontinued.  The 
regulation explicitly states that the intervention must be discontinued at the earliest possible 
time, regardless of the length of time identified in the order.  For example, if a patient’s 
behavior is no longer violent or self-destructive 20 minutes after the intervention is 
initiated, then the restraint or seclusion should be discontinued, even if the order was given 
for up to 4 hours.  If restraint or seclusion is discontinued prior to the expiration of the 
original order, a new order must be obtained prior to reinitiating the use of restraint or 
seclusion.   


