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New Subchapter Governing
INTERVENTIONS IN MENTAL HEALTH PROGRAMS
CHAPTER 415, SUBCHAPTER F
EFFECTIVE DATE: January 1, 2004
	Please remove Chapter 405, Subchapter F, governing Voluntary and Involuntary Behavioral Interventions in Mental Health Programs, effective October 1, 1996, from your compendium of rules and replace it with this new subchapter governing the same matters, i.e., restraint and seclusion.
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Overview
Research has shown that the risk of injury or death to individuals involved in the use of restraint and seclusion merits action to eliminate or reduce their use and minimize risk when they must be used. Federal and state governments, professional associations and individual practitioners, patient, family and advocacy groups, accrediting organizations, university researchers, and the media have expressed concern about the risks these interventions pose and the need for precautions in their use.

A new Medicare condition of participation related to patients’ rights was promulgated in the Code of Federal Regulations (CFR), Title 42, §482.13, in 1999. It set new standards for the use of restraint for acute medical and physical care and for behavior management in an emergency situation. The standard includes stringent requirements concerning the maximum duration of restraint and seclusion, similar to existing requirements of the Joint Commission on Accreditation of Healthcare Organizations (JCAHO). 
The new subchapter is responsive to this evolving body of knowledge and public 
concern and bases its provisions on current best evidence and recent and emerging legal and regulatory initiatives.

Restraint, Seclusion Are Not Treatment
In response to statements by the Substance Abuse Mental Health Services Administration (SAMHSA) and the National Association of State Mental Health Program Directors (NASMHPD) President's Council that restraint and seclusion are not considered treatment, TDMHMR prohibits the use of restraint and seclusion as part of a behavior therapy program. TDMHMR’s goal is to minimize the use of restraint and seclusion and to utilize these interventions as a last resort when less restrictive measures have failed. Medicare regulations in CFR §482.13 state that an individual has the right to be free from restraint or seclusion that is used as a means of coercion or discipline. The regulations do not allow standing or as-needed orders -- a physician must order the interventions each time they are used.
Additional Monitoring Required
Based on national reports that indicate that many restraint-related deaths could be prevented by close observation and health monitoring of the individual in restraint, and in compliance with Center for Medicare and Medicaid (CMS) and JCAHO requirements, the new sections require that a staff member who is not involved in the physical restraint of an individual actively monitor the physical health of the individual during a restraint episode.

One-Hour Evaluation
Federal regulations and this subchapter additionally set a new requirement to evaluate an individual within one hour of the implementation of an order for restraint or seclusion. Both define “restraint” to include manual restraint, mechanical restraint, and any drug that is not standard treatment for an individual’s medical or psychiatric condition that is used for purposes of restraint. 

Reporting Deaths
The federal regulations and this subchapter require reporting certain deaths to the federal government.

Restraint Boards
The new sections prohibit the use of restraint boards except for transporting an individual during a behavioral emergency or for medical and dental procedures for which use of a restraint board is the standard and customary practice. This policy, which is currently in effect in state mental health facilities, is extended to private sector inpatient mental health programs consistent with TDMHMR’s commitment to uniform standards of care for mental health services in Texas.

Off Premises or During Transportation
In response to recurring requests for technical assistance from staff who are required to transport individuals between care settings and to locations off premises, the new sections provide procedures for initiating restraint in a behavioral emergency that occurs off premises and prior to or during transportation.


Training and Credentials
The minimum credentials for staff who initiate, order, and evaluate restraint or seclusion are clarified. The new sections provide more detailed requirements for training staff who may be required to participate in restraining or secluding an individual. These provisions build on existing requirements, place greater emphasis on training that prepares staff to prevent or avoid the use of restraint and seclusion, and focus on improved techniques in the use of restraint or seclusion when it cannot be avoided.

Changes Between Proposal and Adoption
· In §415.253, the definition of “Psychiatric-mental health nurse practitioner (PMHNP) or psychiatric-mental health clinical nurse specialist (PMH-CNS)” has been deleted and replaced with a definition of “advanced practice nurse.” Throughout the subchapter the term “advanced practice nurse” was substituted for the deleted term. 
· Section 415.254(g) has been revised to clarify that the use or restraint or seclusion either solely as a behavior therapy program or as part of a behavior therapy program is prohibited. 
· Section 415.256(d) has been revised to stipulate that the requirement for a physician’s clinical justification to be documented for the use of more than one type of restraint, restraint device, or restraint and seclusion is specific to restraint and seclusion used in a behavioral emergency. 
· The detail in §415.257(c)(4)(A)-(D) was shortened by more broadly referencing requirements in terms of certification by the American Red Cross or the American Heart Association. 
· Sections §415.257(d) and (e) were revised to delete requirements for ongoing training and to require instead the demonstration of ongoing competence or, as necessary, retraining. Subsection (e)(1) was revised to delete the requirement for staff unsupervised by clinical personnel to monitor cardiac status. 


· Section 415.261(a)(11) was changed so that the use of restraint or seclusion in a hospital admission or 30 days, whichever is shorter, triggers a review to find alternative strategies for dealing with a patient’s behaviors. 
· Section 415.262(c)(3) was revised so that a physician who delegates the initial face-to-face evaluation may either conduct the follow-up face-to-face evaluation or ensure that it is conducted by another physician on the medical staff. 
· A correction from age 17 to age 18 was made in §415.263(a)(4) and (b)(4). The requirements for notification in §415.264 were revised to reference pertinent laws, including the addition of subsection (c) that references Texas Health and Safety Code, §611.0045(b). 
· In §415.266, staff who must accompany an individual being transported have been revised to require a registered nurse or physician assistant. 
· In §415.268(a)(3), confusing language was deleted and the standard set by the Center for Medicare and Medicaid was used for all circumstances involving monitoring of persons in seclusion. The requirement for cardiac monitoring and documentation in subsection (b) of the same section was changed from 15 minutes to one hour. 
· The title and content of §415.271 were revised to clarify intent with respect to staff review and documentation of changes in responsibility for patients in restraint or seclusion.
· Section 415.273(b) was revised to delete the time requirement that a meeting of staff, the patient, and the patient’s family occur within 24 hours after an episode. 
· Subsection (c) of §415.274 was revised to clarify differences in death reporting requirements for facilities with and without Medicare or Medicaid certification. New subsection (c)(3) was added to reference the Children’s Health Act of 2000. 
· Section 415.292(a)(4) was revised to require that an occupational or physical therapist be on the treatment team if a protective or supportive device is required. Subsection (c) of the same section was added to clarify that after a wound has healed, continued use of a protective device is considered mechanical restraint.

Process
In 1999, TDMHMR notified stakeholders of the new federal requirements and began the development of new restraint and seclusion rules as part of its rules sunset review process. 

The application of the subchapter to certain community providers, which include Medicaid managed care providers, required that the new sections be presented to the HHSC Medical Care Advisory Committee (MCAC) for review prior to proposal. The new sections and an amendment to the community mental health standards rule to reference the new sections were approved by the MCAC in May 2003.

The new subchapter was proposed on July 25, 2003. A public hearing was held in the TDMHMR Central Office, Austin, on August 15, 2003. The public comment period ended on August 25, 2003, for all sections except §415.262, relating to initiation of restraint or seclusion. In response to public comments, §415.262 was withdrawn, substantively revised, and re-proposed, with public comment ending on November 9, 2003. The Texas Board of MHMR adopted the new subchapter with changes to the sections as proposed at its December 2003 meeting. The adoption is published in the December 26, 2003, issue of the Texas Register.

Questions and Comments
	Please direct technical questions about 
this subchapter to Mike Maples, assistant director, Behavioral Health Services, 512/206-5968.

	Comments and recommendations concerning the new subchapter should be directed to Linda Logan, director, Policy Development, TDMHMR, P. O. Box 12668, Austin, Texas  78751, 512/206-4670, or faxed to 
512/206-4750.
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DIVISION 1.  GENERAL PROVISIONS

§415.251. Purpose.

	The purpose of this subchapter is to ensure protection of the rights and well-being of individuals during the use of voluntary and involuntary interventions.

§415.252. Application.

	This subchapter applies to the following types of facilities providing mental health services:
		(1)	a state hospital or a state center operated by the Texas Department of Mental 

Health and Mental Retardation (TDMHMR);
		(2)	a psychiatric hospital licensed under Texas Health and Safety Code, Chapter 577, and Chapter 134 of this title;
		(3)	an identifiable mental health service unit of a hospital licensed under Texas Health and Safety Code, Chapter 241, and Chapter 133, Subchapter A, of this title;
		(4)	a crisis stabilization unit (CSU) licensed under Texas Health and Safety Code, Chapter 577, and Chapter 134 of this title;
		(5)	the Waco Center for Youth; and
		(6)	providers, as defined in §412.303(30) of this title (relating to Definitions) of TDMHMR rules governing mental health community services standards (Chapter 412, Subchapter G), to the extent applicable as described in §412.308(e) of this title (relating to Environment of Care and Safety).

§415.253. Definitions.

	The following words and terms, when used in this subchapter, have the following meanings, unless the context clearly indicates otherwise.
		(1)	Advanced practice nurse – A registered nurse approved by the Texas Board of Nurse Examiners to practice as an advanced practice nurse.
		(2)	Behavioral emergency – A situation in which preventive, de-escalative, or verbal techniques have been considered and determined to be ineffective and it is immediately necessary to restrain or seclude an individual to prevent:
			(A)	imminent probable death or substantial bodily harm to the individual because the individual is attempting to commit suicide or serious bodily harm; or
			(B)	imminent physical harm to others because of acts the individual commits.
		(3)	Chemical restraint – The use of any chemical, including pharmaceuticals, through topical application, oral administration, injection, or other means, for purposes of restraining an individual and which is not a standard treatment for the individual’s medical or psychiatric condition.
		(4)	Chief executive officer (CEO) – The highest ranking administrator of a facility or the administrator’s designee.
		(5)	Clinical timeout – A procedure in which an individual, in response to verbal suggestion from a staff member, voluntarily enters and remains for a period of time in a designated area from which egress is not prevented.
		(6)	Clinically competent registered nurse – A registered nurse who has demonstrated the competencies required by this subchapter.
		(7)	Competence – Demonstrated knowledge, skill, and ability.
		(8)	Continuous face-to-face observation – Maintaining an in-person line of sight that is uninterrupted and free of distraction.
		(9)	Department – The Texas Department of Mental Health and Mental Retardation (TDMHMR).
		(10)	Emergency medical condition – A non-psychiatric medical condition manifesting itself by acute symptoms, including severe pain, of sufficient severity such that the absence of immediate attention could reasonably be expected to result in serious impairment to bodily functions, serious dysfunction of any bodily organ or part, or a threat to the health or safety of the woman or the unborn child.
		(11)	Episode – The time period from the initiation of restraint or seclusion until the release of the individual.
		(12)	Facility – An entity to which the subchapter applies, as identified in §415.252 of this title (relating to Application).
		(13)	Individual – Any person receiving mental health services from a facility.
		(14)	Initiation – The time at which a personal or mechanical restraint is applied to an individual or an individual is placed in seclusion.
		(15)	Legally authorized representative (LAR) – A person authorized by law to act on behalf of an individual with regard to a matter described in this subchapter, and who may include a parent, guardian, managing conservator of a minor individual, guardian of an adult individual, or person with activated power of attorney for health care decisions.
		(16)	Mechanical restraint – The application of a device restricting the movement of the whole or a portion of an individual’s body to control physical activity, as described in §415.256 of this title (relating to Mechanical Restraint Devices).
		(17)	Personal restraint – The application of physical force alone restricting the free movement of the whole or a portion of an individual’s body to control physical activity.
		(18)	Physical force – Pressure applied to an individual’s body.
		(19)	Physician assistant – A physician assistant licensed under Chapter 155 of the Texas Occupations Code.
		(20)	Protective device – Device used voluntarily to prevent injury or to permit wounds to heal.
		(21)	Quiet time – A procedure in which an individual, on the individual's own initiative, enters and remains for a period of time in a designated area from which egress is not prevented.
		(22)	Restraint – The use of personal restraint or a mechanical device to involuntarily restrict the free movement of the whole or a portion of an individual’s body in order to control physical activity.
		(23)	Seclusion – The involuntary confinement of an individual away from other individuals for any period of time in a hazard-free room or other area in which direct observation can be maintained and from which egress is prevented.
		(24)	Staff member – A person with direct care responsibilities, including full-time and part-time employees, contractors, and professionals granted privileges by the hospital.
		(25)	Substance use disorders – The use of one or more drugs, including alcohol, which significantly and negatively impacts one or more major areas of life functioning and which meets criteria described in the current Diagnostic and Statistical Manual for substance abuse or substance dependence.
		(26)	Supportive device – A device voluntarily used by an individual to posturally support the individual or to assist the individual who cannot obtain or maintain normal bodily functioning.
		(27)	Treating physician – The physician assigned by the facility and designated in the individual's medical record as the physician responsible for the coordination and oversight of the implementation of an individual's comprehensive treatment plan.

§415.254. Prohibited Practices.

	(a)	No intervention, voluntary or involuntary, shall be used:
		(1)	as a means of discipline, retaliation, punishment, or coercion;
		(2)	for the purpose of convenience of staff members or other individuals; or
		(3)	as a substitute for effective treatment or habilitation.
	(b)	Clinical timeout and quiet time shall not be used:
		(1)	in a behavioral emergency; or
		(2)	without the individual’s consent.
	(c)	Supportive or protective devices shall not be used:
		(1)	in a behavioral emergency; or
		(2)	without the individual’s consent.
	(d)	A restraint shall not be used that:
		(1)	secures an individual to a stationary object while the individual is in a standing position;
		(2)	causes pain to restrict an individual's movement (pressure points or joint locks);
		(3)	restricts circulation;
		(4)	obstructs an individual's airway or puts pressure on the torso;
		(5)	impairs an individual’s breathing; or
		(6)	interferes with an individual’s ability to communicate.
	(e)	Use of chemical restraint is prohibited.
	(f)	Orders for the use of restraint or seclusion shall never be written as a standing order or on an as-needed (PRN) basis.
	(g)	Use of restraint or seclusion solely as a behavior therapy program or as part of a behavior therapy program is prohibited.
	(h)	Use of a restraint board in a behavioral emergency is prohibited except when necessary to promptly transport an individual to another location. A restraint board may be used during medical and dental care, if necessary, and approval as required under§415.285(f) of this title (relating to Restraint as Part of Medical, Dental, Diagnostic, or Surgical Procedures) has been obtained, and as a regular and customary part of care and treatment or transportation.
	(i)	A prone or supine hold shall not be used except to transition an individual into another position and shall not exceed one minute in duration.

§415.255. Actions To Be Taken in an Emergency While an Individual is in Restraint or Seclusion.

	(a)	Emergency medical condition. If an individual experiences an emergency medical condition while in restraint or seclusion, the staff member providing continuous face-to-face observation of the individual or other staff must release the individual from restraint or seclusion as soon as possible as indicated by the emergency medical condition.
		(1)	The facility shall ensure that the individual’s emergency medical condition is promptly addressed and that aid is rendered to the extent possible in accordance with required policies and procedures for management of emergency medical conditions.
		(2)	Unlocking the seclusion room door or fully releasing the restraints ends the episode.
		(3)	If the situation continues to meet the criteria for a behavioral emergency after the individual’s emergency medical condition is addressed, a staff member must obtain a new order for restraint or seclusion.
	(b)	Emergency evacuation. If an emergency evacuation or evacuation drill occurs while an individual is in restraint or seclusion, staff members shall implement established procedures to ensure the individual’s safety.



§415.256. Mechanical Restraint Devices.

	(a)	Only commercially available or departmentally approved devices specifically designed for the safe and comfortable restraint of humans shall be used. The alteration of commercially available devices or independent development of devices must:
		(1)	be based on the individual’s special physical needs (e.g., obesity or physical impairment);
		(2)	take into consideration any potential medical (including psychiatric) contraindications, e.g., history of physical or sexual abuse;
		(3)	be approved by a committee whose membership and functions are specified in the bylaws of the medical staff of the facility; and
		(4)	be described fully in writing, with a copy of the description forwarded to the TDMHMR medical director for review. Approval of the device by the TDMHMR medical director is required before the device is used.
	(b)	A staff member must inspect a device before and after each use to ensure that it is in good repair and is free from tears or protrusions that may cause injury. Damaged devices shall not be used to restrain an individual.
	(c)	Despite their commercial availability, the following types of devices shall not be used to implement restraint:
		(1)	those with metal wrist or ankle cuffs;
		(2)	those with rubber bands, rope, cord, or padlocks or key locks as fastening devices;
		(3)	long ties (e.g., leashes);
		(4)	bed sheets; or
		(5)	gags.
	(d)	In a behavioral emergency, restraints are intended to be used independently of each other. The simultaneous use of more than one mechanical device, a mechanical device and personal restraint, or a mechanical device and seclusion requires the physician’s clinical justification documented in the individual’s medical record.
	(e)	The following are approved mechanical devices.
		(1)	Anklets – Padded bands of cloth or leather that are secured around the individual’s ankles or legs using hook-and-loop (e.g., Velcro) or buckle fasteners and attached to a stationary object (e.g., bed or chair frame). The device must not be secured so tightly as to interfere with circulation, nor so loose as to permit chafing of the skin.
		(2)	Arm splints or elbow immobilizers – Strips of any material with padding that extends from below to above the elbow and which are secured around the arm with ties or hook-and-loop (e.g., Velcro) tabs. If appropriate, they should be secured so that the individual has full use of the hands. The device must not be secured so tightly as to interfere with circulation, nor so loose as to permit chafing of the skin.
		(3)	Belts – A cloth or leather band that is fastened around the waist and secured to a stationary object (e.g., chair frame) or used for securing the arms to the sides of the body. The device must not be secured so tightly as to interfere with breathing and circulation.
		(4)	Camisole – A sleeveless cloth jacket that covers the arms and upper trunk and is secured behind the individual’s back. The device must not be secured so tightly as to interfere with breathing and circulation or cause muscle strain. Caution should be exercised when using this device because it may impair balance and the individual’s ability to break a fall.
		(5)	Chair restraint – A padded stabilized chair that supports all body parts and prevents the individual’s voluntary egress from the chair without assistance (e.g., tabletop chair, Geri-chair). Mechanical restraint devices (e.g., wristlets, anklets) are attached or may be easily attached to restrict movement. The devices must not be secured so tightly as to interfere with breathing and circulation.
		(6)	Enclosed bed – A bed with high side rails or other type of side enclosure and, in some cases, an enclosure (e.g., mesh, rails, etc.) on the top of the bed that prevents the individual’s voluntary egress from the bed.
		(7)	Helmet – A plastic, foam rubber, or leather head covering, such as a sports helmet, that may include an attached face guard. The device must be the proper size and the chinstrap should not be so tight as to interfere with breathing and circulation.
		(8)	Mittens – A cloth, plastic, foam rubber, or leather hand covering such as boxing and other types of sport gloves that are secured around the wrist or lower arm with elastic, hook-and-loop (e.g., Velcro) tabs, ties, paper tape, pull strings, buttons, or snaps. The device must not be secured so tightly as to interfere with circulation.
		(9)	Restraining net – Mesh fabric that is placed over an individual’s upper and lower trunk with the head, arms, and lower legs exposed; the net is secured over a mattress to a bed frame and is never placed over the individual’s head. The restraining net must be loose enough to allow some movement. The device must not be secured so tightly as to interfere with breathing and circulation.
		(10)	Restraint bed – A collapsible stretcher of steel frame construction with a fabric cover. The restraint bed has an adjustable backrest and a padded mat to be used under the individual's head and upper body to prevent injury. Approved wristlets, anklets, and belts are used to safely and securely limit the individual’s physical activity.
		(11)	Restraint board – A padded, rigid board to which an individual is secured face-up, unless that position is clinically contraindicated for that individual. This device will not be used to restraint an individual in a behavioral emergency except when necessary to promptly transport an individual to another location.
		(12)	Restraint chair or gurney – A chair or gurney manufactured for the purpose of transporting or restraining an individual who must remain restrained during transport.
		(13)	Straight jacket – A heavy canvas jacket that is open in the back and has sleeves that are stitched closed. The individual’s arms are crossed in front; the sleeves secured with ties behind the individual’s back. The device must not be secured so tightly as to interfere with breathing and circulation or cause muscle strain. Caution should be exercised when using this device because it may impair the individual’s balance and ability to break a fall.
		(14)	Ties – A length of cloth or leather used to secure approved mechanical restraints (i.e., mittens, wristlets, arm splints, belts, anklets, vests, etc.) to a stationary object (i.e., bed or wheelchair frame) or to other approved mechanical restraints. Ties must not be secured so tightly as to interfere with breathing and circulation.
		(15)	Transport jacket – A heavy canvas sleeveless jacket that encases the arms and upper trunk, fastens with hook-and-loop (e.g., Velcro) tabs and roller buckles, and is held in place with a strap between the legs. The device is used only as a temporary measure during transport.
		(16)	Vest – A sleeveless cloth jacket that covers the upper trunk and is fastened in the back or front with ties or hook-and-loop tabs (e.g., Velcro). The vest may be secured to a stationary object (e.g., bed or chair frame). The vest and ties must not be secured so tightly as to interfere with breathing and circulation.
		(17)	Wristlets – Padded cloth or leather bands that are secured around the individual’s wrists or arms using hook-and-loop (e.g., Velcro) or buckle fasteners and attached to a stationary object (e.g., bed or chair frame, waist belt). The device must not be secured so tightly as to interfere with circulation nor so loose as to permit chafing of the skin.

§415.257. Staff Training.

	(a)	The entities to which this subchapter applies as identified in §415.252 of this title (relating to Application) must ensure that all staff members are informed of their roles and responsibilities under this subchapter.
	(b)	Before assuming job duties involving direct care responsibilities, and at least annually, all staff members must receive training and demonstrate competence in:
		(1)	identifying the underlying causes of threatening behaviors exhibited by the individuals receiving mental health services;
		(2)	identifying aggressive or threatening behavior that may be related to an individual’s non-psychiatric medical condition;
		(3)	explaining how the behavior of staff members can affect the behaviors of individuals;
		(4)	using de-escalation, mediation, self-protection, and other techniques, such as clinical timeout and quiet time; and
		(5)	recognizing and responding to signs of physical distress in individuals who are being restrained or secluded.
	(c)	Staff members who initiate involuntary interventions must receive training and demonstrate ongoing competence in:
		(1)	the initiation of seclusion;
		(2)	the application of personal restraint;
		(3)	the application of approved restraint devices; and
		(4)	management of emergency medical conditions following the facility’s emergency plans for:
			(A)	obtaining emergency medical assistance; and
			(B)	obtaining certification and using techniques of the American Red Cross or American Heart Association for cardiopulmonary respiration (CPR) and relief of foreign-body airway obstruction in the responsive and unresponsive victim of any age.
	(d)	Clinically competent registered nurses authorized to perform assessments of individuals who are in restraint or seclusion must receive training and demonstrate ongoing competence, or be retrained, in:
		(1)	monitoring cardiac and respiratory status and interpreting their relevance to the physical safety of the individual in restraint or seclusion;
		(2)	recognizing and responding to nutritional and hydration needs;
		(3)	checking circulation in, and range of motion of, the extremities;
		(4)	providing for hygiene and elimination;
		(5)	addressing physical and psychological status and comfort, including signs of distress;
		(6)	assisting individuals in meeting behavioral criteria for the discontinuation of restraint or seclusion;
		(7)	recognizing readiness for the discontinuation of restraint or seclusion; and
		(8)	recognizing when to contact emergency medical services to evaluate and/or treat an individual for an emergency medical condition.
	(e)	Staff authorized to monitor, under the supervision of clinically competent registered nurses, individuals who are in restraint or seclusion must receive training and demonstrate ongoing competence, or be retrained, in:
		(1)	monitoring respiratory status;
		(2)	recognizing nutritional and hydration needs;
		(3)	checking circulation in, and range of motion of, the extremities;
		(4)	providing for hygiene and elimination;
		(5)	addressing physical and psychological status and comfort, including signs of distress;
		(6)	assisting individuals in meeting behavioral criteria for the discontinuation of restraint or seclusion;
		(7)	recognizing readiness for the discontinuation of restraint or seclusion; and
		(8)	recognizing when to contact a registered nurse or emergency medical services to evaluate and/or treat an individual for an emergency medical condition.
	(f)	Registered nurses authorized to receive orders for restraint or seclusion, physicians authorized to give orders for restraint or seclusion, and physicians, physician assistants, and advanced practice nurses who are authorized to perform evaluations of individuals who are restrained or secluded must receive training and demonstrate the competencies described in paragraph (d) of this section, and must receive training and demonstrate competence in:
		(1)	identifying facility-approved restraints;
		(2)	recognizing how age, weight, level of development or functioning, gender issues, ethnicity, and history of sexual or physical abuse may affect the way in which an individual reacts to physical contact;
		(3)	using behavioral criteria for the discontinuation of restraint or seclusion and assisting individuals in meeting these criteria; and
		(4)	identifying medical and psychological contraindications including physical abuse, sexual abuse, and substance abuse.
	(g)	When a staff member's duties change the staff member shall be assessed for competence and trained as necessary.
	(h)	The facility shall maintain documentation of training for each staff member. Documentation shall include the date of training, the name of the instructor, a list of successfully demonstrated competencies, the date competencies were assessed, and the name of the person who assessed competence.


DIVISION 2. RESTRAINT OR SECLUSION INITIATED IN RESPONSE TO A BEHAVIORAL EMERGENCY

§415.261. General Principles for the Use of Restraint or Seclusion Initiated in Response to a Behavioral Emergency.

	(a)	Each facility must develop and implement written policies and procedures consistent with this subchapter and the following general principles concerning the use of restraint or seclusion.
		(1)	It is the department's intent to reduce the use of restraint and seclusion as much as possible and to ensure other less restrictive alternatives are first attempted, when appropriate.
		(2)	Restraint or seclusion should only be used as an intervention of last resort after less restrictive measures have been found to be ineffective or are judged unlikely to protect the individual or others from harm.
		(3)	Before ordering restraint or seclusion, the physician must take into consideration information that could contraindicate or otherwise affect the use of restraint or seclusion, including information obtained during the initial assessment of each individual at the time of admission or intake. This information includes, but is not limited to:
			(A)	techniques, methods, or tools that would help the individual effectively cope with his or her environment;
			(B)	pre-existing medical conditions or any physical disabilities and limitations, including substance use disorders, that would place the individual at greater risk during restraint or seclusion;
			(C)	any history of sexual or physical abuse that would place the individual at greater psychological risk during restraint or seclusion;
			(D)	any history that would contraindicate seclusion, the type of restraint (personal or mechanical), or a particular type of restraint device; and
			(E)	an advance directive for mental health treatment, if there is one.
		(4)	When restraint or seclusion is the appropriate intervention, staff members should use it for the shortest period necessary and should terminate it as soon as the individual demonstrates the release behaviors specified by the physician.
		(5)	A physician must order each use of restraint or seclusion.
		(6)	Staff members must respect and preserve the rights of an individual during restraint or seclusion. Rights of individuals are described in Chapter 404, Subchapter E, of this title (governing Rights of Persons Receiving Mental Health Services).
		(7)	Staff members must provide a protected, private, and observable environment that safeguards the personal dignity and well-being of an individual placed in restraint or seclusion.
		(8)	Staff members must avoid causing undue physical discomfort and must not cause harm or pain to the individual when initiating or using restraint or seclusion.
		(9)	Staff members may use only the minimal amount of physical force that is reasonable and necessary to implement restraint or seclusion.
		(10)	Staff members may use psychoactive medication in an emergency only in accordance with Chapter 405, Subchapter FF of this title, relating to Consent to Treatment with Psychoactive Medication.
		(11)	The treatment team reviews alternative strategies for dealing with behaviors necessitating the use of restraint or seclusion more often than twice in a hospital admission or 30 days, whichever is shorter. If the frequency of incidents of restraint or seclusion continues, the treatment team will consult with the medical director or designee to explore alternative treatment strategies.
		(12)	An involuntary intervention is used in accordance with a written modification of the individual’s plan of care. The treatment team must explore whether alternative treatment strategies for the future should be considered for an individual when restraint or seclusion is used:
			(A)	more often than twice in any 30-day period;
			(B)	in two or more separate episodes of any duration within 12 hours; or
			(C)	for more than 12 continuous hours.
	(b)	This subchapter represents minimum standards. The facility CEO may, through written policies and procedures, promulgate additional guidelines if they are consistent with this subchapter and do not conflict with:
		(1)	departmental rules;
		(2)	state or federal laws;
		(3)	the current version of the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) Comprehensive Accreditation Manual for Hospitals; or
		(4)	other applicable accreditation standards.

§415.262. Initiating Restraint or Seclusion in a Behavioral Emergency.

	(a)	Initiation.
		(1)	Only authorized staff who have demonstrated competency in the facility's restraint and seclusion training program may initiate personal restraint in a behavioral emergency.
		(2)	Only a physician or clinically competent registered nurse may initiate mechanical restraint or seclusion.
	(b)	Physician's order. Only a physician member of the facility's medical staff may order restraint or seclusion.
		(1)	The physician's order for restraint or seclusion must:
			(A)	designate the specific intervention and procedures authorized, including any specific measures for ensuring the individual's safety, health, and well-being;
			(B)	specify the date, time of day, and maximum length of time the intervention and procedures may be used;
			(C)	describe the specific behaviors which constituted the emergency which resulted in the need for restraint or seclusion;
			(D)	describe the specific release behaviors that the individual must demonstrate before the restraint or seclusion will be discontinued; and
			(E)	be signed, timed, and dated by the physician or the registered nurse who accepted the prescribing physician's telephone order.
		(2)	If restraint or seclusion was ordered by telephone, the ordering physician must personally sign, time, and date the telephone order within 24 hours of the time the order was originally issued.
		(3)	If the physician who ordered the intervention is not the treating physician, the physician ordering the intervention must consult with the treating physician or physician designee as soon as possible. The physician who ordered the intervention must document the consultation in the individual's medical record.
	(c)	Face-to-face evaluation.
		(1)	A physician must conduct a face-to-face evaluation of the individual following the initiation of restraint or seclusion to personally verify the need for restraint or seclusion and to approve its continuation, if indicated.
			(A)	The face-to-face evaluation must be conducted within one hour following the initiation of restraint or seclusion in a facility other than Waco Center for Youth.
			(B)	The face-to-face evaluation must be conducted within two hours following the initiation of restraint or seclusion at Waco Center for Youth unless the individual is released prior to the expiration of the original order. If the individual is released prior to the expiration of the original order, the physician must conduct the face-to-face evaluation within 24 hours.
		(2)	A physician may delegate the face-to-face evaluation to a staff person:
			(A)	who is under the clinical supervision of a physician appointed to the medical staff and who is privileged to practice in the facility or that portion of the facility to which this subchapter applies; and
			(B)	who is a physician assistant or an advanced practice nurse appointed to the medical staff and privileged to practice in the facility or that portion of the facility to which this subchapter applies.
		(3)	A physician who delegates the face-to-face evaluation following the initiation of restraint or seclusion must ensure that the follow-up face-to-face evaluation of the individual is conducted by either the delegating physician or by another physician appointed to the facility medical staff as soon as possible and not later than 24 hours following the initiation of the restraint or seclusion.

§415.263. Time Limitation on an Order for Restraint or Seclusion Initiated in Response to a Behavioral Emergency.

	(a)	Original order. A physician may order restraint or seclusion for a period of time not to exceed:
		(1)	15 minutes for personal restraint;
		(2)	one hour for mechanical restraint or seclusion for individuals under the age of 9;
		(3)	two hours for mechanical restraint or seclusion for individuals ages 9-17; and
		(4)	four hours for mechanical restraint or seclusion for individuals age 18 and older.
	(b)	Renewed order. If the original order is about to expire and the clinically competent registered nurse has evaluated the individual face-to-face and determined the continuing existence of an emergency, the clinically competent registered nurse must contact the physician. A physician may renew the original order provided it would not result in the use of:
		(1)	personal restraint beyond 15 minutes total;
		(2)	mechanical restraint or seclusion beyond two hours total for individuals under age 9;
		(3)	mechanical restraint or seclusion beyond four hours total for individuals ages 9-17; or
		(4)	mechanical restraint or seclusion beyond eight hours total for individuals age18 and older.
	(c)	New order. The physician must issue a new order to continue restraint or seclusion beyond the time limits described in subsection (b) of this section. Prior to issuing a new order, the physician, the physician assistant, or advanced practice nurse to whom the physician delegates the authority to evaluate an individual in restraint or seclusion, must perform a face-to-face evaluation of the individual. The new order is subject to the time limitations described in subsections (a) and (b) of this section.

§415.264. Family Notification.

	(a)	The CEO or CEO’s designee must notify the individual’s legally authorized representative, or family member of each episode of restraint or seclusion initiated in response to a behavioral emergency as follows:
		(1)	Except as provided by 42 CFR Part 2 and subsection (c) of this section, a staff member must notify as soon as possible the legally authorized representative of a minor under age 18 who is not or has not been married.
		(2)	Except as provided by subsection (c) of this section, in cases in which the adult individual has consented to have one or more specified family members informed regarding the individual's care, and the family member or members have agreed to be informed, a staff member will inform the family member or members of the restraint or seclusion episode within the time frame determined by prior agreement between the individual and specified family member(s).
	(b)	The date and time of notification and the name of the staff member providing the notification must be documented in the individual's medical record.
	(c) As permitted by the Texas Health and Safety Code, §611.0045(b), a hospital may deny an individual’s legally authorized representative access to any portion of a patient’s record if the facility determines that the disclosure of such portion would be harmful to the patient’s physical, mental, or emotional health.



§415.265. Disposition of Personal Possessions During Mechanical Restraint or Seclusion.

	(a)	The individual’s right to retain personal possessions and personal articles of clothing may be suspended during mechanical restraint or seclusion when necessary to ensure the safety of the individual or others as described in Chapter 404, Subchapter E (relating to Rights of Persons Receiving Mental Health Services).
	(b)	An inventory of any personal possessions or personal articles of clothing taken from the individual must be listed in the individual’s medical record. The inventory must be witnessed by two staff members who must sign the individual’s medical record. If personal articles of clothing are taken from the individual, appropriate other clothing will be issued.
	(c)	The items must be kept in a locked place.
	(d)	Upon release, the individual and two staff members must be asked to sign the individual’s medical record to indicate the status of items returned.

§415.266. Restraint in Response to a Behavioral Emergency Occurring Off Facility Premises or During Transportation.

	(a)	All off-premises transport. A registered nurse or physician assistant, as appropriate to the individual’s clinical condition and the requirements of this subchapter, shall accompany the staff person(s) transporting an individual off premises when there is reason to believe that during the time away from the facility the individual may require:
		(1)	medical attention;
		(2)	administration of medication; or
		(3)	restraint.
	(b)	Excursion off facility premises. A staff member may not restrain an individual transported off facility premises unless the individual meets the criteria for a behavioral emergency, a physician orders the restraint, and
transport is medically necessary with documented clinical justification.
		(1)	If restraint is required while an individual is on an excursion off facility premises, the staff member initiating the restraint shall contact a registered nurse to assist in obtaining a physician’s order for the restraint as soon as feasible but not later than the timeframes prescribed in this subchapter.
		(2)	The staff members on the excursion must implement, monitor, document, and report restraint in keeping with the requirements of this subchapter when restraint off premises is required.
	(c)	Restraint initiated prior to transportation to another facility. A staff member may not restrain an individual prior to departure unless the situation meets the criteria for a behavioral emergency, a physician orders the restraint, and transport is medically necessary with documented clinical justification.
		(1)	If a behavioral emergency exists and a physician orders restraint prior to departure, at least one of the staff members accompanying the individual to the destination facility must be a registered nurse.
		(2)	A female staff member must accompany a female individual.
		(3)	If the duration of transport exceeds the maximum allowable duration of restraint on the original order, and a behavioral emergency continues to exist, the registered nurse must obtain a physician’s telephone order to renew the restraint or obtain a new order for restraint, and renewal, as soon as possible but not later than the timeframes prescribed in this subchapter.
		(4)	Staff members accompanying the individual from the originating facility are responsible for monitoring, documenting, and reporting restraint that is ordered and implemented prior to transportation. If transportation is for the purposes of transfer to another facility, staff at the originating facility must fax the required documentation to the destination facility on the day of transport. Staff at the destination facility are responsible for filing the documentation in the individual’s medical record at the destination facility.
	(d)	Restraint initiated during transportation. If restraint is required following departure, a registered nurse must obtain a physician’s order from the sending facility for the restraint as soon as feasible but not later than the timeframes prescribed in this subchapter. If a registered nurse is not present during transportation, the staff member initiating restraint must contact a registered nurse to obtain a physician’s order as soon as possible but not later than the timeframes prescribed in this subchapter.
		(1)	If an individual is restrained during transportation, the staff member accompanying the individual shall ensure that required monitoring occurs and that documentation, including the physician’s order, is faxed to the destination facility before or at the time the individual is delivered to the destination facility.
		(2)	Staff at the originating facility are responsible for documenting and reporting restraint that is ordered and implemented during transportation. Staff at the destination facility are responsible for filing the documentation in the individual’s medical record at the destination facility.
	(e)	Comfort during transportation. The staff members shall give an individual reasonable opportunities for food and water and to use the bathroom.

§415.267. Communicating Criteria for Release and Releasing the Individual from Restraint or Seclusion Initiated in Response to a Behavioral Emergency.

	(a)	As soon as feasible after restraint or seclusion has been implemented in response to a behavioral emergency, the staff member specified in the facility's policies and procedures must discuss with the individual:
		(1)	the specific behaviors that necessitated the intervention;
		(2)	the reasons the individual's behavior continues to necessitate the intervention; and
		(3)	the behaviors that the individual must demonstrate to be released from the intervention.
	(b)	Communication with the individual must be conducted in a language or method that is understandable to the individual (e.g., American Sign Language, Vietnamese) and that accommodates the individual’s method of communication (e.g., releasing a hand of an individual who communicates using American Sign Language).
	(c)	A staff member must document in the individual’s medical record all attempts to communicate with the individual and the individual’s response to these attempts.

§415.268. Observation, Monitoring, and Care of the Individual in Restraint or Seclusion Initiated in Response to a Behavioral Emergency.

	(a)	Observation.
		(1)	A staff member of the same gender as the individual must maintain continuous face-to-face observation of an individual in mechanical restraint, unless the individual’s history or other factors indicate this would be contraindicated, e.g., sexual or physical abuse perpetrated by someone of the same gender, in which case a staff member of the opposite gender may be used.
		(2)	A staff member who is not physically applying personal restraint must maintain continuous face-to-face observation of an individual in personal restraint.
		(3)	A staff member must maintain continuous face-to-face observation of an individual in seclusion for at least one hour. After one hour, the staff member may monitor the individual continuously using simultaneous video and audio equipment in close proximity to the individual.
	(b)	Monitoring. Staff must ensure adequate respiration and circulation of the individual in restraint at all times.
		(1)	Respiratory status, circulation, and skin integrity must be monitored continuously and documented at least every 15 minutes (or more often if deemed necessary by the ordering physician). Cardiac status must be monitored and documented hourly (or more often if deemed necessary by the ordering physician). 
		(2)	An assigned staff member must perform range of motion exercises for each extremity, one extremity at a time, for at least five minutes during every hour that an individual is in mechanical restraint.
	(c)	Care. Staff must provide for the hygiene, hydration, nutrition, elimination, and safety of an individual in emergency restraint or seclusion. The individual in restraint or seclusion must be provided:
		(1)	bathroom privileges at least once every two hours (or more frequently, if requested and not contraindicated);
		(2)	an opportunity to drink water or other appropriate liquids every two hours (or more frequently, if requested and not contraindicated);
		(3)	a bath at least once daily (or more frequently, if clinically indicated);
		(4)	medications as ordered;
		(5)	regularly scheduled meals and snacks served on dishes that are appropriate for safety; and
		(6)	an environment that is free of safety hazards, adequately ventilated during warm weather, adequately heated during cold weather, and appropriately lighted.

§415.269. Safe and Appropriate Techniques for Restraint or Seclusion Initiated in Response to a Behavioral Emergency.

	(a)	When a personal restraint is used, staff members will act to protect the individual’s privacy as much as possible without compromising the safety of individuals or staff during the episode.
	(b)	If the individual does not calm and mechanical restraint is required, the individual will be moved to a protected, private, observable environment as soon as possible.
	(c)	When a mechanical restraint is used, the individual must have a protected, private observable environment that safeguards the individual’s personal dignity and well being.
	(d)	The individual must be protected (e.g., from assault by others) while in restraint or seclusion.
	(e)	The place used for seclusion must be a hazard-free room or other area in which direct observation can be maintained and from which egress is prevented.

§415.270. Actions To Be Taken when an Individual Falls Asleep in Restraint or Seclusion Initiated in Response to a Behavioral Emergency.

	(a)	If the individual appears to fall asleep while in mechanical restraint or seclusion, the clinically competent registered nurse will assess the individual and determine if the individual is asleep.
	(b)	If the individual is determined to be asleep, the clinically competent registered nurse will instruct authorized staff to immediately release the individual from restraint or unlock the seclusion room door. Authorized staff will maintain continuous face-to-face observation until the individual is awake and re-evaluated by the clinically competent registered nurse.
	(c)	The clinically competent registered nurse will assess the individual upon awakening for evidence of behaviors requiring restraint or seclusion.
	(d)	If the individual exhibits behaviors requiring restraint or seclusion upon awakening, the clinically competent registered nurse must obtain a new physician’s order.

§415.271. Transfer of Primary Responsibility for Patient in Restraint or Seclusion.

	(a)	At the time of transfer of primary responsibility for the patient in restraint or seclusion, including transfer of responsibility at the change of shift, the staff member with primary responsibility must meet with the staff member who will assume primary responsibility to review the patient’s status.
	(b)	The review must be documented and include:
		(1)	information regarding the time an involuntary intervention was initiated;
		(2)	the current status of the individual’s physical, emotional, and behavioral condition;
		(3)	any medication administered; and
		(4)	type of care needed.

§415.272. Release of an Individual from Restraint or Seclusion Initiated in Response to a Behavioral Emergency.

	(a)	When the individual has exhibited the release behaviors described in the physician's order, the staff member must contact the physician, a physician’s assistant, or a registered nurse.
	(b)	The physician, physician’s assistant, or registered nurse must evaluate the individual for release based on the individual's current behavior.
	(c)	Staff must immediately release an individual who has been evaluated and determined to have met the release criteria.

§415.273. Actions To Be Taken Following Release of an Individual from Restraint or Seclusion Initiated in Response to a Behavioral Emergency.

	(a)	Immediately following the release of an individual from restraint or seclusion, a staff member must:
		(1)	take appropriate action to facilitate the individual's reentry into the social milieu by providing the individual with transition activities and an opportunity to return to ongoing activities;
		(2)	observe the individual for at least 15 minutes; and
		(3)	document observations of the individual's behavior during this transition period in the individual's medical record.
	(b)	As soon as possible after an episode of restraint or seclusion, available staff members involved in the episode, supervisory staff, the individual, the LAR, and, (with the consent of the individual) family members must meet to discuss the episode. The purpose of the debriefing is to:
		(1)	identify what led to the episode and what could have been handled differently;
		(2)	identify strategies to prevent future restraint or seclusion, taking into consideration suggestions from the individual and the individual’s advanced directive, if any;
		(3)	ascertain whether the individual's physical well-being, psychological comfort, and right to privacy were addressed;
		(4)	counsel the individual in relation to any trauma that may have resulted from the episode;
		(5)	when indicated, identify appropriate modifications to the individual's treatment plan; and
		(6)	when clinically indicated or upon request of individuals who witnessed the restraint debrief persons who witnessed the restraint.
§415.274. Documenting and Reporting Restraint or Seclusion Initiated in Response to a Behavioral Emergency.

	(a)	The facility must document the assessment, monitoring, and evaluation of an individual in restraint or seclusion on a facility approved form. Documentation in an individual’s medical record must include:
		(1)	the time the intervention began and ended;
		(2)	the name, title, and credentials of any staff members present at the initiation of the intervention;
		(3)	the time and results of any assessments or evaluations;
		(4)	the physician’s documentation in specific medical or behavioral terms of:
			(A)	the necessity of the order, and
			(B)	other generally accepted, less intrusive forms of intervention, if any, that the physician evaluated but rejected, and the reasons those interventions were rejected;
		(5)	the use of specific alternatives and less restrictive interventions, including preventive or de-escalative interventions, which were attempted before the initiation of restraint or seclusion, and the individual’s response to these interventions; and
		(6)	the individual's response to the use of restraint or seclusion.
	(b)	Staff members must report daily to the CEO or designee each use of an involuntary intervention.
		(1)	The CEO or designee must take appropriate action to identify and correct unusual or unwarranted utilization patterns.
		(2)	The CEO or designee shall maintain a central file containing the following information:
			(A)	age, gender, and race of the individual;
			(B)	deaths or injuries to the individual or staff members;
			(C)	length of time the intervention was used;
			(D)	type of intervention, including each type of restraint used;
			(E)	name of staff members who were present for the initiation of the intervention; and
			(F)	date, day of the week, and time the intervention was initiated.
	(c)	The facility must report any death that occurs while an individual is restrained or secluded for a behavioral emergency or when it is reasonable to assume that an individual’s death is the result of restraint or seclusion.
		(1)	Medicare- or Medicaid-certified facilities must report the death to the Center for Medicare and Medicaid Services regional office by the next business day following the individual’s death.
		(2)	Facilities that are neither Medicare- nor Medicaid-certified must report the death to the Office of the Medical Director, Texas Department of Mental Health and Mental Retardation, by the next business day following the individual’s death.
		(3)	The Children's Health Act of 2000 and federal regulations promulgated pursuant to the Act contain additional reporting requirements for facilities that are subject to its requirements.


DIVISION 3. RESTRAINT DURING CERTAIN PROCEDURES

§415.285. Restraint as Part of Medical, Dental, Diagnostic, or Surgical Procedures.

	(a)	If restraint is not part of the usual and customary procedure, it shall be used only if it is:
		(1)	medically necessary;
		(2)	ordered by a physician;
		(3)	needed to ensure the individual’s safety; and
		(4)	used only after less restrictive interventions have been considered and determined to be ineffective or are judged unlikely to protect the individual or others from harm.
	(b)	Prior to the application of a restraint during a medical, dental, diagnostic, or surgical procedure, an assessment of the individual must be done to determine that the risks associated with the use of the restraint are outweighed by the risks of not using it.
	(c)	The physician's order for the restraint must specify:
		(1)	a time limit on the use of the restraint;
		(2)	any special considerations for the use of restraint;
		(3)	the specific type of restraint that is used;
		(4)	who is responsible for implementing the restraint; and
		(5)	instructions for monitoring the individual.
	(d)	The order for the restraint must be followed by consultation with the individual's treating physician if the restraint was not ordered by the individual's treating physician. The consultation must be documented in the individual's medical record no later than the next business day, unless it is clinically indicated to be done sooner.
	(e)	The care of the individual must be based on a rationale that reflects a consideration of the individual's medical needs and health status.
		(1)	If frequency of assessment or other aspects of care and treatment differ from the provisions of this subchapter governing restraint in a behavioral emergency, facility policies and procedures on the use of restraint during medical, dental, diagnostic and surgical procedures must address:
			(A)	the frequency of assessment of the individual during restraint; and
			(B)	how the individual's circulation, hydration, elimination, level of distress and agitation, mental status, cognitive functioning, skin integrity, nutrition, exercise, and range of motion of extremities are assessed during restraint.
		(2)	The plan for monitoring the individual and the rationale for the frequency of monitoring must be documented in the individual's medical record.
	(f)	A dentist may not restrain an individual for dental care or rehabilitation unless the restraint is ordered by the individual’s physician.


DIVISION 4. PROCEDURES THAT ARE NOT RESTRAINT OR SECLUSION

§415.290. Permitted Practices.

	(a)	Escort or brief physical prompt. An individual may be assisted to move from one location to another when guidance is needed. The individual must agree verbally or with gestures and be able to cooperate with the staff member who is attempting to assist the individual to move.
	(b)	Activities of daily living. A staff member may assist an individual who is willing and able to cooperate with toileting, bathing, dressing, eating, or other personal hygiene activities that normally involve the use of touch.
	(c)	Immobilization during medical, dental, diagnostic, or surgical procedure. A positioning or securing device used to maintain the position of, limit mobility of, or temporarily immobilize an individual during medical, dental, diagnostic, or surgical procedures and that is a standard part of the procedure is not considered a restraint. The care of the individual must be based on a rationale that reflects a consideration of the individual's medical needs and health status.
		(1)	Facility policies and procedures on the use of immobilization during medical, dental, diagnostic and surgical procedures must address:
			(A)	the frequency of assessment of the individual during immobilization; and
			(B)	how the individual's circulation, hydration, elimination, level of distress and agitation, mental status, cognitive functioning, skin integrity, nutrition, exercise, and range of motion of extremities are assessed during immobilization.
		(2)	The plan for monitoring the individual and the rationale for the frequency of monitoring must be documented in the individual's medical record.
	(d)	Administration of psychoactive medication under court order or in an emergency. A brief physical hold is not considered restraint for purposes of this subchapter provided that:
		(1)	the individual currently exhibits behavior that meets the definition of psychiatric emergency as defined in Chapter 405, Subchapter FF of this title, governing Consent to Treatment with Psychoactive Medication, or the individual is currently under a court order allowing the facility to administer medication without consent of the individual and the medication ordered is permitted by the court order;
		(2)	the purpose of administering medication is active treatment to reduce symptoms of a diagnosed mental illness;
		(3)	using medication to reduce specified symptoms of a diagnosed mental illness is standard clinical practice;
		(4)	the specific medication and dosage ordered can be clinically justified as in keeping with standard clinical practice and are appropriate for reduction of specified target symptoms; and
		(5)	the physical hold is terminated as soon as the medication is administered.

§415.291. Clinical Timeout and Quiet Time.

	(a)	The facility must develop and implement policies and procedures that address the use of clinical timeout and quiet time as preventive and de-escalating interventions to preclude the necessity for the emergency use of restraint or seclusion.
	(b)	The policies and procedures must include the following requirements.
		(1)	Clinical timeout. A staff member may suggest that an individual initiate clinical timeout.
			(A)	Prior to clinical timeout, the staff member suggesting that an individual initiate clinical timeout shall explain to the individual that clinical timeout is voluntary.
			(B)	Each time an individual uses clinical timeout, a staff member must document that use in the individual’s medical record.
			(C)	Documentation of the use of clinical timeout must include a description of the conditions under which the clinical timeout was suggested and the individual’s response to it.
			(D)	A decision by the individual to decline to begin, or remain in, clinical timeout or similar interventions may not result in staff's use of restraint or the seclusion of the individual, unless the behavior justifies those interventions. To force or coerce the individual constitutes restraint and/or seclusion and renders the procedure subject to the requirements for restraint or seclusion described in this subchapter.
			(E)	Staff may not use physical force or personal restraint to direct the individual to a clinical timeout area. To force or coerce the individual constitutes restraint and/or seclusion and renders the procedure subject to the requirements for restraint or seclusion described in this subchapter.
		(2)	Quiet time. An individual may request the use of quiet time and, unless clinically contraindicated, be granted quiet time.
			(A)	Under no circumstances may quiet time be enforced. If the individual wishes to terminate self-initiated use of quiet time and staff requests that the individual remain, the procedure becomes subject to the requirements outlined in paragraph (1) of this subsection concerning clinical timeout.
			(B)	Unless a staff member terminates quiet time for clinical reasons, the individual may terminate quiet time at any time.
			(C)	Each time quiet time is denied or terminated for clinical reasons, there must be documentation in the medical record of the conditions under which the quiet time was denied or terminated.

§415.292. Protective and Supportive Devices.

	(a)	Voluntary use of protective and supportive devices. A protective or supportive device that is easily removable by the individual without staff assistance is not restraint.
		(1)	A protective or supportive device is used with the consent of the individual.
		(2)	A supportive device must allow greater freedom of mobility than would be possible without the use of the device.
		(3)	A physician, physician’s assistant, or advanced practice nurse must order the use of a protective or supportive device prior to its use. If the order is given by physician’s assistant or advanced practice nurse, the use of the protective or supportive device must have been anticipated in the individual’s treatment plan and the physician must countersign the order within 24 hours.
		(4)	The individual’s treatment team must include an occupational or physical therapist and the individualized treatment plan must specify that a protective or supportive device is to be used and must:
			(A)	include any special considerations for the use of the device based on the findings of the comprehensive initial assessment performed at admission or intake;
			(B)	include an outcome oriented goal;
			(C)	describe the specific type of device that is used;
			(D)	specify who is responsible for applying the device;
			(E)	describe the plan for monitoring the individual; and
			(F)	reflect assessment, intervention, and evaluation on an ongoing basis.
		(5)	The facility must have written policies and procedures that address the proper implementation and monitoring of protective and supportive devices in accordance with this subchapter.
	(b)	Involuntary use of protective and supportive devices. A protective or supportive device that is not easily removable by the individual without staff assistance is restraint, and the provisions of this subchapter relating to mechanical restraint apply and must be followed.
	(c)	Protective devices for wound healing. After a wound has healed, the continued use of a protective device is considered a mechanical restraint and the provisions of this subchapter relating to mechanical restraint apply and must be followed.
DIVISION 5. REFERENCES AND DISTRIBUTION

§415.299. References.
	Reference is made to the following federal and state statutes, rules of the department, and standards:
		(1)	Texas Health and Safety Code, §576.024;
		(2)	Joint Commission on Accreditation of Health Care Organizations (JCAHO) Comprehensive Accreditation Manual for Hospitals;
		(3)	Texas Health and Safety Code, Chapters 241 and 577;
		(4)	Texas Occupations Code, Chapter 155;
		(5)	Chapter 404, Subchapter E of this title (relating to Rights of Persons Receiving Mental Health Services);
		(6)	Chapter 405, Subchapter FF of this title (relating to Consent to Treatment with Psychoactive Medication);
		(7)	Chapter 412, Subchapter G of this title (relating to Mental Health Community Standards); and
		(8)	Condition of Participation on Patients' Rights, Code of Federal Regulations, §482.13.

§415.300. Distribution.

	(a)	This subchapter will be distributed to:
		(1)	members of the Texas Mental Health and Mental Retardation Board;
		(2)	management and program staff in the department's Central Office;
		(3)	CEOs of all state hospitals and state centers;
		(4)	CEOs of all psychiatric hospitals, crisis stabilization units, and other entities licensed under Texas Health and Safety Code Chapter 577;
		(5)	CEOs of state-operated residential treatment facilities providing mental health services;
		(6)	providers, as defined in §412.303(30) of this title (relating to Definitions) of TDMHMR rules governing mental health community services standards (Chapter 412, Subchapter G), to the extent applicable as described in §412.308(e) of this title (relating to Environment of Care and Safety); and
		(7)	advocacy, consumer, family, and provider organizations.
	(b)	CEOs are responsible for distributing this subchapter to appropriate staff members.
	(c)	Upon request, this subchapter will be made available to any staff member, individual, family member of an individual, counsel of record of an individual, or any other interested party.
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