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PART He-M 305  PERSONAL SAFETY EMERGENCIES 

 

Statutory Authority: RSA 135-C:57, V; RSA 135-C:61 XI, XII 

 

Readopt with amendment He-M 305.01, effective 12-28-16 (Document #12077), to be read as follows: 
  

He-M 305.01  Purpose.  The purpose of these rulesthis part is to define the circumstances in which, 

and mechanisms by which, involuntary emergency treatment, seclusion, or restraint can be providedused 

to ensure immediate physical safety of an individual, staff, or others in facilities serving adults and 

childrenindividuals with mental illness. These emergency interventions are designed to be effective, safe, 

and time-limited and utilized only after all less restrictive options have been exhausted. 
  

Readopt with amendment He-M 305.02, effective 7-30-24 (Document #14033-B), to be read as follows: 

 

He-M 305.02  Definitions. 
  

(a)  “Advance practice registered nurse” (APRN)” means “advanced practice registered nurse” as 

defined in RSA 135-C:2, II-a, namely, “an advanced practice registered nurse licensed by the board of 

nursing who is certified as a psychiatric mental health nurse practitioner by a board-recognized national 

certifying body.”. 
  

(b)  “CMS regional office” means the office of the U.S. Department of Health and Human Services, 

Branch Chief, Survey and Enforcement Branch, Centers for Medicare & Medicaid Services, Room 2275, 

John F. Kennedy Federal Building, Boston, Massachusetts 02203. 

  

(cb)  “Child” means “child” as defined in RSA 126-U:1, I, namely, “a person who has not reached 

the age of 18 years and who is not under adult criminal prosecution or sentence of actual incarceration 

resulting therefrom, either due to having reached the age of 18 years or due to the completion of proceedings 

for transfer to the adult criminal justice system under RSA 169-B:24, RSA 169-B:25, or RSA 169-B:26. 

"Child" also includes a person in actual attendance at a school who is less than 22 years of age and who has 

not received a high school diploma.” 
  

(dc)  “Department” means the department of health and human services. 
  

(ed)  “Facility” means New Hampshire hospital, Glencliff home for the elderly, Hampstead hospital 

and residential treatment facility, or any other treatment programreceiving facility designated under RSA 

135-C:26. 
  

(fe)  “Individual” means a person receiving services from a facility. 
  

(gf)  “Informed decision” means “informed decision” as defined in RSA 135-C:2, IX namely, “ a 

choice made by a client or person seeking to be admitted who has the ability to make such a choice and 

who makes it voluntarily after all relevant information necessary to making the decision has been provided, 

and who understands that he is free to choose or refuse any available alternative, and who clearly indicates 

or expresses his choice.  The choice shall be free from all coercion”. The term also includes such decision 

of an individual, as defined in He-M 311.02(l), and the individual’s legal guardian, where appropriate, 

based on the same factors as an informed decision by an individual or person seeking to be admitted. 
  

(hg)  “Nursing staff” means a registered or licensed practical nurse or other care provider working 

under the direct supervision of a registered nurse. 
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(ih)  “Personal safety emergency” (PSE)” means a physical status or a mental status and an act or 

pattern of behavior of an individual which, if not treated immediately, will result in serious physical harm 

to the individual or others.that threatens the immediate physical safety of the individual, staff, or others. 
  

(ji)  “Physician” means “physician” as defined in RSA 135-C:2, XII. namely, “a medical doctor 

licensed to practice in New Hampshire”. 
  

(kj)  “Restraint” means: 
  

(1)  Any drug or medication when it: 
  

a.  Is used as a restriction to manage an individual’s behavior or restrict the individual’s 

freedom of movement; and 
  

b.  Is not a standard treatment or dosage for the individual’s condition, in that its overall 

effect reduces an individual’s ability to effectively or appropriately interact; 
  

(2)  Any manual method, physical or mechanical device, material, or equipment that 

immobilizes an individual or reduces the ability of an individual to move their arms, legs, 

head, or other body parts freely, but does not include devices, such as orthopedically prescribed 

devices, surgical dressings or bandages, protective helmets, or other methods that involve the 

physical holding of an individual, if necessary, for the purpose of: 
  

a.  Conducting routine physical examinations or tests; 
  

b.  Protecting the individual from falling out of bed; or 
  

c.  Permitting the individual to participate in activities without the risk of physical harm; 

or 
  

(3)  As applied to an individual who has not reached 18 years of age, or who is otherwise a 

child as defined by RSA 126-U:1, I, Tthe term restraint means “restraint” as defined in RSA 

126-U:1, IV as applied to a person who has not reached 18 years of age, or who is otherwise a 

child as defined by RSA 126-U:1, I. 
  

(kl)  “Seclusion” means: 

 

(1) Tthe involuntary confinement of an individual who: 
  

(1)  With regard to a person who is 18 or older: 
  

a.  Is placed alone in a room or area from which the individual is physically prevented, by lock 

or person, from leaving.; and 
  

b.  Cannot or will not make an informed decision to agree to such confinement; or 
  

(2)  As applied to an individual who has not reached 18 years of age, or who is otherwise a 

child as defined by RSA 126-U:1, I, Tthe term seclusion means “seclusion” as defined in RSA 

126-U:1, V-a as applied to a person who has not reached 18 years of age, or who is otherwise 

a child as defined by RSA 126-U:1, I. 
  

(ml)  “Training” means provision of education to staff, based on the specific needs of the individual 

population, resulting in demonstrated knowledge and documented competency. 
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(n)  “Treatment” means medical or psychiatric care, excluding seclusion or restraint, provided by a 

physician, or a person acting under the direction of a physician, in accordance with generally accepted 

clinical and professional standards. 
  
 

 Readopt with amendment He-M 305.03, effective 12-28-16 (Document #12077), to be read as follows: 
 

He-M 305.03  Emergency ResponseResponse to Personal Safety Emergency. 
  

(a)  As soon as possible after an admission, the treatment staff of the facility and the individual shall 

develop a crisis plan to: 
  

(1)  Identify the individual’s preferred response to a psychiatric emergency situation in order 

to avoid more restrictive interventions; 
  

(2)  Identify the individual’s history of physical, sexual, or emotional trauma, if any; 
  

(3)  Minimize the possibility of involuntary emergency measuresuse of seclusion or restraint; 

and 
  

(4)  If the individual is a child, the plan shall mMeet the requirements of RSA 126-U:3 if the 

individual is a child. 
  

(b)  Involuntary emergency treatment, sSeclusion, or restraint in a facility shall not be implemented 

unless a physician determines that a personal safety emergency existsbe used outside of a personal safety 

emergency. 
  

(c)  A physician shall authorize involuntary emergency treatment, seclusion, or restraint without consent of 

the individual or his or her guardian only following personal examination or observation, except as provided 

in He-M 305.04 or He-M 305.05 (b). 
  

(d)  No involuntary emergency treatment shall be administered pursuant to He-M 305 unless it is to 

take effect within 24 hours and is expected to alleviate or ameliorate the status or condition which has 

caused the emergency. 
  

(e)  The emergency response that is administered pursuant to He-M 305 shall be an intervention that: 
  

(1)  Is expected to be effective; 
  

(2)  Considers whether any of the following factors regarding the individual’s condition would 

require special accommodation to ensure necessary communication and the individual’s safety: 
  

a.  Medical factors; 
  

b.  Psychological factors; and 
  

c.  Physical factors, including: 
  

1.  Blindness or other limitations of sight; 
  

2.  Deafness or other limitations of hearing; and 
  

3.  Any other physical limitation that would require special accommodation; 
  

(3)  Is the least restrictive of the individual’s freedom of movement; and 
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(4)  Gives consideration to the individual’s preferred response to a psychiatric emergency 

situation. 
  

(f)  Involuntary emergency treatment, seclusion, or restraint ordered following a personal safety 

emergency shall be authorized for no more than is necessary, but in no case for more than 24 hours in 

accordance with He-M 305.04(k). 
  

(g)  If the individual is a child, and the emergency response and involuntary emergency treatment 

set forth in (c) through (e) above includes the use of restraint or seclusion, that use shall be made in 

accordance with RSA 126-U:5, RSA 126 U:5-a, and RSA 126 U:5-b and shall not include techniques listed 

in RSA 126-U:4. 
  

(h)  If the individual is a child, notification of the use of restraint or seclusion as part of an emergency 

response in (a)–(g) above shall be made to the child’s parent or guardian pursuant to RSA 126-U:7.(c)  A 

physician shall order the use of seclusion or restraint only after personally examining the individual or 

following deliberate and comprehensive consultation with a trained APRN or registered nurse (RN) who 

has personally evaluated the individual, which shall include a review of: 
  

(1)  Assessments of the individual that have been performed; 
  

(2)  Safety issues involved; and 
  

(3)  Potential antecedents to the seclusion or restraint. 
 

(d)  A physician ordering seclusion or restraint shall consider: 

 

(1)  Whether the individual’s condition requires accommodation to ensure necessary 

communication and the individual’s safety, taking into account: 
  

a.  Medical factors; 
  

b.  Psychological factors; and 
  

c.  Physical factors, such as blindness, deafness, obesity, or other physical limitations; and 
  

(2)  The individual’s preferred response to a psychiatric emergency situation. 
 

  

(e)  A physician ordering seclusion or restraint via telephone shall countersign the order within 24 

hours. 
  

(f)  An order for seclusion or restraint shall not be written as a standing or “as needed” (PRN) 

order. 

 

(kg)  A physician who authorizesorders seclusion or restraint shall, in collaboration with the an 

attending registered nurseRN, establish releasebehavioral criteria for the termination ofrelease from the 

seclusion or restraint. 

 

(h)   As soon as possible following the PSE, medical or nursing staff shall consult with the 

individual’s treating practitioner responsible for the care of the individual if the treating practitioner did not 

order the seclusion or restraint.  

 

(i)  An order for the use of seclusion or restraint with a child shall be made pursuant to a written 

policy consistent with RSA 126-U:2. 
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(lj)  If the condition of the individualindividual’s behavioral response does not improve to meet the 

criteria for terminationrelease, the physician may renew the order in accordance with the following:as 

specified in (h) above for up to the time limits established in (i) above, provided that no individual shall 

remain in seclusion or restraint for more than 24 hours from the time such procedure was initiated unless a 

physician personally examines, observes and assesses the individual and renews the order in writing. 

 
 

(1)  The physician or a trained APRN or RN, has personally examined, observed, and assessed 

the individual; 
  

(2)  The order shall be limited in duration to: 
  

a.  Not more than 4 hours if the individual is at least 18 years old; 
  

b.  Not more than 2 hours if the individual is at least 9 years old, but not more than 17 

years old; or 
  

c.  Not more than one hour if the individual is less than 9 years old;  
  

(3)  An individual shall not remain in seclusion or restraint for more than 24 hours from the 

time the intervention was initiated unless a physician personally examines, observes and 

assesses the individual, and renews the order in writing. 

 

(4)  If the individual is a child, any order to extend shall be subject to the limitations of RSA 

126-U:11, IV. 

 

Readopt with amendment He-M 305.04, effective 12-28-16 (Document #12077), to be read as follows: 
 

He-M 305.04  Use of Seclusion or Restraint. 
  

(a)  An emergency response may include use of restraint or seclusion.Restraint or seclusion shall 

only be used when other less restrictive interventions have been determined to be ineffective. 
  

(b)  The type or technique of restraint or seclusion used shall be the least restrictive intervention 

expected to effectively protect the individual or others from harm. 

 

(c)  Only staff trained and competent in the safe application and use of restraint and seclusion shall 

participate in any restraint or seclusion intervention. 

 

(d)  Seclusion or restraint shall never be used explicitly or implicitly as punishment for the behavior 

of the individual. 

 

(e)  Seclusion or restraint shall never be used for convenience, or as a means of discipline, 

coercion, or retaliation. 
 

 (fc)  Before seclusion or restraint is employed, an individual who can make an informed decision to 

be voluntarily placed in an unlocked room shall be offered that alternative, if feasible. 
 

(b)  Restraint or seclusion shall: 
  

(1)  Not be imposed longer than is necessary to resolve a personal safety emergency regardless 

of the length of the time identified in the order; 
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(2)  Not exceed 15 minutes unless there is documented authorization by a physician; and 
  

(3)  Only be used with a child according to the requirements of RSA 126-U:5, and RSA 126-

U:5-a, 5-b and shall not include techniques listed in RSA 126-U:4. 
  

(c)  Before seclusion or restraint is employed, an individual who can make an informed decision to 

be voluntarily placed in an unlocked room shall be offered that alternative, if feasible. 

  

(g)  Seclusion or restraint shall be discontinued at the earliest possible time, regardless of the 

length identified in the order. 

(d)  Restraint or seclusion shall be used only as a last resort when no other intervention in an 

emergency situation is feasible to protect the immediate safety of the individual or others. 
  

(e)  Seclusion or restraint shall never be used explicitly or implicitly as punishment for the behavior 

of the individual. 
  

(f)  Individuals in seclusion or restraint shall be afforded privacy through practices including: 
  

(1)  The use of a single room; 
  

(2)  Minimizing external stimuli such as noise, nearby movement, and approaches by other individuals; 
  

(3)  Continuous staff observation to assure the conditions in (2) above are met; and 
  

(4)  If the individual in seclusion or restraint is a child, the conditions of seclusion shall be pursuant to RSA 

126-U:5-a, RSA126-U:5-b, and RSA 126-U:11, and shall not include the techniques listed in RSA 126-

U:4. 
  

(g)  Authorization for the use of seclusion or restraint shall be as follows: 
  

(1)  A physician may write an order for the use of seclusion or restraint; or 
  

(2)  A physician may authorize the use of seclusion or restraint via telephone when the order: 
  

a.  Follows deliberate and comprehensive consultation between the physician and a trained advanced 

practice registered nurse (APRN) or registered nurse (RN) who has personally evaluated the individual by 

reviewing: 
  

1.  The assessments of the individual that have been performed; 
  

2.  The safety issues involved; and 
  

3.  The potential antecedents to the seclusion or restraint; 
  

b.  Is for a period not to exceed one hour; and 
  

c.  Is countersigned by the ordering physician within 24 hours of the time such treatment was ordered and; 
  

(3)  If authorization is for the use of seclusion or restraint with a child, the authorization shall be given 

pursuant to a written policy consistent with RSA 126-U:2 and authorization and monitoring pursuant to 

RSA 126-U:11. 
  

(h)  A physician may authorize in writing, on the physician order sheet, or verbally, by telephone, the 

extension of an order of seclusion or restraint if he or she, or a trained APRN or RN, has personally 

examined, observed, and assessed the individual for whom the seclusion or restraint is ordered. 
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(i)  Following an examination and assessment as required by (g) above, a physician may issue an order to 

extend seclusion or restraint if the order is for: 
  

(1)  Not more than 4 hours if the individual is at least 18 years old; 
  

(2)  Not more than 2 hours if the individual is at least 9 but not more than 17 years old; or 
  

(3)  Not more than one hour if the individual is less than 9 years old. 
  

(j)  If the individual is a child, then any order to extend seclusion or restraint in (i) above shall be subject to 

the limitations of RSA 126-U:11, III and IV. 
  

(k)  A physician who authorizes seclusion or restraint shall, in collaboration with the attending 

registered nurse, establish release criteria for the termination of the seclusion or restraint. 
  

(l)  If the condition of the individual does not improve to meet the criteria for termination, the 

physician may renew the order as specified in (h) above for up to the time limits established in (i) above, 

provided that no individual shall remain in seclusion or restraint for more than 24 hours from the time such 

procedure was initiated unless a physician personally examines, observes and assesses the individual and 

renews the order in writing. 
  

(mh)  Nursing staff trained pursuant to He-M 305.07to recognize signs of physical or psychological 

distress shall continually monitor the individual during periods of seclusion or restraint to ensure that: 
  

(1)  In the judgment of the nursing staff, aAll reasonable measures are in place to ensure 

thatsafeguard the individual’s health and safety is protected during the period of seclusion or 

restraint; 
  

(2)  The individual receives meals and regular opportunities to move and to utilize use the 

bathroom; 
  

(3)  All other basic physiological needs are identified and met; and 
  

(4)  The seclusion or restraint is discontinued as soon as the emergency is resolved, regardless 

of the length of time identified in the order. 
  

(i)  A face-to-face evaluation of the individual shall be conducted by a physician, APRN, or RN 

within one hour of initiating seclusion or restraint to assess: 

 

(1)  The individual’s current situation;  

 

(2)  The individual’s reaction to the intervention; 

 

(3)  The individual’s medical and behavioral condition; and 

 

(4)  Whether there is a need to continue the intervention. 

 

(j)  If the individual is a child: 
 

(1)  The use of seclusion or restraint, including monitoring, shall be in accordance with RSA 

126-U and He-C 901; and 
 

(2)  Prone restraint shall never be used.  
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(k)  Individuals in seclusion or restraint shall be afforded privacy to the extent possible while 

maintaining safety and necessary monitoring. 
 

(nl)  Individuals in seclusion or restraint shall have the right to: 
  

(1)  Wear their own clothes, unless clinically contraindicated; and 
  

(2)  Meet with an attorney. 
  

(o)  No procedure or device for seclusion or restraint shall be utilized without the authorization of 

the clinical managers of the facility. 

Readopt with amendment He-M 305.05, effective 11-26-19 (Document #12929), to read as follows: 

 

He-M 305.05  Emergency Involuntary Administration of Psychotropic Medication and Other 

Emergency Treatment. 
  

(a)  A physician or APRN in a facility shallmay prescribe medication as a form of emergency 

treatmentin response to a PSE, to be administered without the individual’s consent, only after personally 

examining or observing the individual for whom the medication is ordered, except as provided in (b) 

belowunder the following conditions: 

 

.(1)  The medication shall be a standard treatment or dosage for the individual’s condition; 

 

(2)  The individual shall be offered, whenever feasible, the choice of taking the medication orally 

or by injection; and 

 

(3)  If the order is made via telephone, the ordering physician or APRN shall countersign the 

order within 24 hours. 
 

  

(b)  A physician or APRN may authorize involuntary administration of a previously prescribed medication 

by telephone order at the time a personal safety emergency is declared. Such authorization shall be 

countersigned by the ordering physician or APRN within 24 hours of the order for involuntary 

administration of the medication. 
  

(c)  When emergency medication is ordered, the individual shall be offered, whenever feasible, a 

choice of taking the medication orally or by injection. 
  

(d)  Psychosurgery, electroconvulsive therapy, sterilization, or experimental treatment of any kind 

shall not be used as involuntary emergency treatment. 
  

(eb)  If a physician or APRN prescribes medication for a child as stated in He-M 305.02(k)(1)a. and 

b., theAny medication administered to a child involuntarily in response to a PSE administration shall be 

considered a “medication restraint” as defined in RSA 126-U:1, IV(a), and shall be administered pursuant 

toin accordance with the requirements of RSA 126-U. 
  

Readopt with amendment He-M 305.06, effective 12-28-16 (Document #12077), to be read as follows: 
 

  He-M 305.06  Review and Documentation of Emergency Response. 
  

(a)  At the time that any emergency treatment,When seclusion, or restraint is administered used, in 

a facility pursuant to He-M 305, the physician administering or directing such treatment, or a person acting 

under his or her direction, shall promptly record the circumstances pertaining to the personal safety 
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emergency.the facility shall promptly document the circumstances in the individual’s clinical record, which 

shall include: 
  

(b)  The person completing a record pursuant to (a) above shall include the following: 
  

(1)  The individual’s name; 
  

(2)  The date and time when the report is completed; 
  

(3)  The physician’s name; 
  

(14)  A description of the precipitating events and the individual’s physical or mental status 

and the act or pattern of behavior which that constituteds the emergencyPSE; 
 

  

(5)  The names of any witnesses other than the individual; 
  

(26)  A description of any less restrictive interventions alternatives attempted or considered 

prior to declaring a personal safety emergencyusing seclusion or restraint, and the individual’s 

response to those interventions; 
  

(37)  Whether the individual has any medical, physical, or psychological factors that required 

accommodationAny treatment limitations; 
  

(48)  A description of the specific emergency treatment, seclusion, or restraint 

orderedintervention used, including: 
 

a. The type of restraint, if applicable;;  and 

 

b. The date and time initiated; and 

 

c. The physician ordering the intervention. 
  

(59)  The physician’s signatureindividual’s response to the intervention; 

 

(6)  Monitoring and assessments performed during the intervention, including findings from 

any required face-to-face clinical assessments; 

 

(7)  The clinical justification for continuing the intervention, if applicable;  

 

(8) A description of circumstances around discontinuing the intervention, including: 

 

a.  The date, time, and name of the staff terminating the intervention; 

 

b.  The reason for discontinuing the intervention; and 

 

c.  The individual’s physical and mental status. 

 

(9)  The names and roles of staff directly involved in the intervention. 

. 
  

(c)  As soon as possible following an involuntary emergency treatment, seclusion, or restraint, 

facility medical or nursing staff, or both shall advise the individual’s treating physician regarding the 

emergency intervention if such intervention was not ordered by the treating physician. 
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(db)  As soon as possible following the resolution of the emergency PSEsituation, nursing staff shall: 
  

(1)  Address any physical injuries or trauma that might have occurred as a result of the episode; 
  

(2)  Conduct Hold and document a discussion post-event debriefing with the individual, as 

clinically appropriate, to: 
  

a.  Review the event, including circumstances that led up to the emergency PSE, with the 

individual involved to promote shared understanding and identify opportunities to reduce 

future events; 
  

b.  Ascertain the individual’s willingness or desireDetermine whether the individual 

prefers to involve family members, guardians, or other identified supports or other 

caregivers in a post-event discussion or future treatment planning, when 

appropriate;debriefing to discuss and clarify their perceptions about the episode and to 

identify additional alternatives or treatment plan modifications; 
  

c.  Hear and document the individual’s perspective on the episodeevent; 
  

d.  Discuss and clarify any possible misperceptions the individual or staff might have 

concerning the incident; 
  

ed.  Identify with the individual any environmental changes or alternative interventions to 

reduce the potential for additional episodes; and 
  

fe.  Ascertain Assess whether the individual’s rights, dignity, and physical well-being 

were addressed throughout the interventionduring the episode and advise the individual 

of the facility’s grievance process if concerns are identifiedprocess to address perceived 

rights grievances; and 
  

(3)  Support the individual’s re-entry into the treatment setting. 
  

(c)  If the individual is a child, notification and documentation of the use of restraint or seclusion 

shall be made in accordance with RSA 126-U:7 and He-C 901. 

 

(ed)  Within one business dayAs soon as practicable following the debriefing with the individual, 

nursing staff the treatment team shall, after discussion with the individual,review and modify the treatment 

plan, as needed appropriate, taking into consideration the information gathered from the individual during 

the debriefing, to reduce the likelihood of recurrence of conditions that necessitated the use of seclusion or 

restraintthrough a treatment team review including areas noted in (d)(1)-(3) above and seek an informed 

decision on that plan by the individual.  The individual shall be involved in the treatment plan review to the 

extent clinically appropriate. 
  

(f)  An executive review of the clinical appropriateness of the use of seclusion or restraint shall be 

conducted: 
  

(1)  As authorized by the facility’s chief executive officer; 
  

(2)  On the next business day following a personal safety emergency; 
  

(3)  To assess compliance with the requirements of He-M 305; 
  

(4)  To consider and take any action needed to prevent the recurrence of the same or similar 

personal safety emergencies; and 
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(5)  To include: 
  

a.  A member of the individual’s treatment team; 
  

b.  A member of nursing management; and 
  

c.  The medical director or designee. 
  

(g)  If the individual subject to seclusion or restraint is a child, information shall be collected and 

notification made pursuant to RSA 126-U:7 and 126-U:10. 
  

Readopt with amendment He-M 305.07, effective 12-28-16 (Document #12077), to be read as follows: 
 

He-M 305.07  Training. 
  

(a)  Facilities shall provide training education for leadership and clinical supervisors regardingin 

strategies to reduce and eliminatetoward the elimination the use of seclusion and restraint and to promote 

trauma-informed, recovery-oriented care. 
  

(b)  At a minimum, fFacilities shall provide training and ensure competency at the following 

intervals toof all staff who will be involved in the use of any type of restraint or seclusion, at orientation 

and at least annually thereafter.: 
  

(1)  During initial orientation; and 
  

(2)  During annual competency evaluation. 
  

(c)  Staff shall not perform participate in the any action relative toimplementation of restraint or 

seclusion, or in the monitoring or assessment of individuals subject to restraint or seclusion without having 

been trainedsuccessfully completed training in the prevention and use of such methodsrestraint and 

seclusion, in accordance with (d) below. 
  

(d)  Training in the use of restraint or seclusion shall address at least the following: 
  

(1)  Recognizing trauma and implementing trauma-informed approaches that reduce the 

likelihood of using Techniques to identify behaviors, events, and environmental factors 

regarding individuals and staff that might trigger circumstances that require restraint or 

seclusion; 
  

(2)  Use of non-physical interventionsTechniques for verbal de-escalation, conflict resolution, 

and crisis intervention; 
  

(3)  How to identify and choose positive behavioral supports and the least restrictive 

intervention based on an individualized assessment of the individual’s medical or behavioral 

status or condition; 
  

(4)  How to ensure that the individual and staff are able to communicate effectively; 
  

(5)  Safe application and use of all types of restraint or seclusion, including mitigating 

positional risks that can result inprevention of positional asphyxia, or airway 

obstructioncompromise, circulatory impairment, and other foreseeable medical complications, 

in accordance with individual needs; 
  

(64)  How to monitorMonitoring the physical and psychological status throughout the 

interventionwell-being of the individual who is restrained or secluded; 
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(57)  How to recognize and respondRecognizing and responding to signs of physical and 

psychological distress; 
  

(68)  How to identifyIdentifying clinical changes that indicate that restraint or seclusion is no 

longer necessary; 
  

(79)  How to monitorMonitoring respiratory status, and circulatory status, skin integrity, and 

vital signs duringlevel of consciousness, and performing other clinically indicated observations 

throughout  restraint; and 
  

(108)  Training in Use of first aid techniques and certification in cardiopulmonary resuscitation 

(CPR), including CPR recertification every 2two years. 
  

(e)  Training shall be given by a person who: 
  

(1)  As defined in writing by the facility, possesses the requisite qualifications based upon 

education, training, experience, and certification to teach the assessment of, and response to, 

an individual’s medical or behavioral status or condition; 
  

(2)  Is qualified to instruct CPR by a nationally recognized certifying organizationcertified by 

a nationally recognized program, such as the American Heart Association, as an instructor in 

CPR; and 
  

(3)  Is trained in crisis prevention utilizing a nationally recognized program or comparable 

curriculum. 
  

 

Readopt with amendment He-M 305.08, effective 12-28-16 (Document #12077), to be read as follows: 
  

He-M 305.08  Notice and of Right of Appealto Complain.  
  

(a)  On the business day following administration of emergency treatment, seclusion, or restraint, or 

involuntary administration of psychotropic medication under He-M 305this part, the individual’s case 

manager or another staff member designated by the program or facility shall forward the following to the 

individual or the individual’shis or her guardian: 
  

(1a)  A copy of the record documentation completed pursuant to He-M 305.06(a); 
  

(2b)  The specific federal or state laws or rules that  govern the actions taken support, or the federal 

or state law that requires, the action; 
  

(c3)  Notice of the individual’s right to file a complaint against and appeal the administration of 

emergency treatment as a clientof a rights violation in accordance with the emergency procedures contained 

inin accordance with He-M 204 and He-C 200, rules of practice and procedure; and 
  

(4)  Notice of the right to have representation in an appeal by: 
  

a.  Legal counsel; 
  

b.  A relative; 
  

c.  A friend; or 
  

d.  Another spokesperson; 
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(5)  Notice that neither the facility nor the bureau is responsible for the cost of representation; and 
  

(6d)  Notice Names of organizations, with theirincluding addresses and phone numbers, that might 

be available to provide legal assistance and advocacy, including the Ddisabilities Rrights Ccenter and pro 

bono or reduced fee assistance. 
  

(b)  Appeals of the final decision under He-M 204 shall be forwarded, in writing, to the director of 

the bureau of behavioral health in care of the department’s office of client and legal services. An exception 

shall be that appeals may be filed verbally if the individual is unable to convey the appeal in writing. 
  

(c)  The director shall immediately forward the appeal to the department’s administrative appeals 

unit for action in accordance with He-C 200. The burden shall be as provided by He-C 203.14. A proposed 

decision shall be issued in accordance with He-M 204. 
  

Readopt with amendment He-M 305.09, effective 12-28-16 (Document #12077), to be read as follows: 
 
  

He-M 305.09  Reporting of Death or Injury. 
  

(a)  A facility shall report any death associated with the use of seclusion or restraint to the 

departmentIn accordance with Patient Rights 42 CFR 482.13(g)(1)i and the Protection and Advocacy for 

Mentally Ill Individuals Act (PAIMI Act), 42 U.S.C. § 10801-10851, facility staff shall make a telephone 

report to the CMS regional office, no later than the close of the next business day and to the state protection 

and advocacy agencydisability rights center within 7 days following knowledge of an individual’s death 

that: 
  

(1)  Occurs while an individual is in restraint or in seclusion at the facility; 
  

(2)  Occurs within 24 hours after the individual has been removed from restraint or seclusion; 

and 
  

(3)  Occurs within one week after restraint or seclusion where it is reasonable to assume that 

the use of restraint or placement in seclusion contributed directly or indirectly to the 

individual’s death including, at a minimum: 
  

a.  Death related to restrictions of movement for prolonged periods of time; and 
  

b.  Death related to chest compression, restriction of breathing, or asphyxiation. 
  

(b)  Staff shall document in the individual’s medical record the date and time the death was reported. 
  

(c)  If the individual a child subject to seclusion or restraint as part of emergency treatment suffers 

serious injury or death, and the individual is a child as defined in RSA 126-U:1, I, the facility staff shall 

provide notifications pursuant toas required by RSA 126-U:7 and RSA 126-U:10 and He-C 901. 
  

 

  

 
APPENDIX  

  

RULE SPECIFIC STATE OR FEDERAL STATUTE OR REGULATIONS THE RULE 

IMPLEMENTS 

He-M 305.01 42 CFR 482.13(e); RSA 135-C:57, V 

He-M 305.02 42 CFR 482.13(e)(1); RSA 135-C:2; RSA 126-U:1 

He-M 305.03 42 CFR 482.13(e); RSA 135:C:57, V; RSA 126-U:2, 3, and 11 
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He-M 305.04 42 CFR 482.13(e)-(f)(1); RSA 135-C:57, V; RSA 126-U:4, 5, 5-a, 5-b, and 11 

He-M 305.05 42 CFR 482.13(e)(1)(B); RSA 135-C:57, III-V 

He-M 305.06 42 CFR 482.13(e)(16); RSA 126-U:7 

He-M 305.07 42 CFR 482.13(f) 

He-M 305.08 42 CFR 482.13(a)(2) 

He-M 305.09 42 CFR 482.13(g); RSA 126-U:7; RSA 126-U:10  

 


