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A0171 PATIENT RIGHTS: RESTRAINT OR SECLUSION
CFR(s): 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Unless superseded by State law that is more restrictive-- (i) Each order for restraint or 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; 

This STANDARD is not met as evidenced by:
Based on medical record review and staff interview, the facility failed to ensure orders 
for seclusion were renewed within 4 hours for 1 of 1 adult patients (#16) who was in 
seclusion to manage self-destructive behavior. The findings were: Review of the 
medical record showed patient #16 had suicidal ideations and the physician wrote an 
order for a Title 25 hold and locked seclusion on 6/29/17 at 3:46 AM. The order was 
renewed on 6/29/17 at 7:59 AM (4 hours 13 minutes). The next renewal order was on 
6/29/17 at 11:07 AM, but the following renewal was not until 4:13 PM (5 hours 6 
minutes). The next renewal was 6/29/17 at 9:19 PM (5 hours 6 minutes). The next 
renewal was 6/29/17 at 11:42 PM, but the next renewal was not until 6/30/17 at 4:22 
AM (4 hours 40 minutes). During an interview on 7/13/17 at 11:30 AM the associate 
director of nursing confirmed the renewal orders exceeded 4 hours. She stated the 
facility had identified that as a concern recently.
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