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Looking Ahead

Upcoming Policies, Procedures, and Activities

• Workgroups on the BSP Policy & Procedure and 
RCRC Procedure and the Sanctions Policy & 
Procedure are wrapping up. 

• Waiting List Policy and Procedure is under revision.

• Personal Funds Policy is under revision and will 
involve provider focus groups. 



• Please see if Person Centeredness can be included in the 
Cross Reference or in Policy Purpose

It is in the Policy statement.

• It would be helpful if DDS could provide a crosswalk or 
summary of changes comparing the current Human Rights 
Policy and Provider Human Rights Committee Procedure to 
the proposed revisions. 

We acknowledge this request and will consider this going 
forward.

Human Rights Policy
Summary of Public Feedback 



• Include definitions for “aversive practices,” “person-
centered interventions,” and “seclusion” in the 
definitions section. 

We agree and will add definitions

• We recommend a change in the definition of “chemical 
restraint.”  It should be defined the same as it in under 
the Department of Behavioral Health (DBH) regulations.

We will look at revising our definition.  

Human Rights Policy
Summary of Public Feedback (cont’d)



• The definition of “least restrictive control” is very vague and 
not clear.

We will look at revising the definition for clarity.

• Regarding definition of mechanical restraint, recommend 
adding the language used in the current Policy to describe 
mechanical restraints including, “…straight jackets, shackles, 
or belted jackets that cannot be removed…” As currently 
written in the proposal, the definition does not clearly and 
fully explain what mechanical restraints are.

We disagree. The definition is sufficient without examples.

Human Rights Policy
Summary of Public Feedback (cont’d)



Regarding Statement of Policy section A, we recommend adding 
that people with IDD have rights to “respect” and “personal 
liberty” as the current Policy includes. 

We will add this language. 

Regarding Statement of Policy section c. we recommend 
incorporating the language used in the current Policy, section C, 
referencing that people with IDD can freely make choices 
“through verbal, nonverbal and behavioral means.”

We will add this language.

Human Rights Policy
Summary of Public Feedback (cont’d)



• Paragraph D in the proposed revised policy mentions 
“involuntary seclusion or segregation.”  “Involuntary” should be 
removed.  All seclusion and segregation is involuntary. 

We will remove “involuntary,” here, but will add a definition of 
seclusion as involuntary isolation or separation from others.

• I strongly oppose D. 5. - This states that a court order could 
mandate restraints. I have a huge problem with this because 
why should a court order override the medical necessity. I hope 
that is removed - or some clarity is added, that changes what it 
means - as is. 

This is not a change from our current policy language. DDS cannot 
override a court order. 

Human Rights Policy
Summary of Public Feedback (cont’d)



• The responsibilities section refers to the Rehabilitation 
Services Administration (RSA) although this policy does not 
apply to RSA services. Therefore, reference to RSA should 
be removed.

It will be removed. 

• All of the actions listed under Paragraph C in DDS’ 
proposed revised policy should be prohibited. The 
qualifying language should be removed.

This language was added based on experiences with the 
COVID-19 Public Health Emergency.

Human Rights Policy
Summary of Public Feedback (cont’d)



• We are concerned that the proposed Policy excludes all 
language prohibiting use of aversive practices as provided 
in the current Policy, section 2. We recommend reinstating 
this language. 

We agree and will reinstate. 

• We oppose the removal of language from the current 
policy that prohibits restraints that place the person lying 
on the ground or in a bed with a staff person on top of the 
person.

We agree and will reinstate.  

Human Rights Policy
Summary of Public Feedback (cont’d)



• Section C(4) of the proposed Policy states that restraints that are 
not time-limited are prohibited. The corresponding section of 
the current policy, 3(d), further provides that “restraints must be 
removed as soon as the person is no longer an imminent threat 
to himself or others.” We recommend including this language in 
the proposed Policy to reduce the risk of restraints being 
unnecessarily continued.

This language is included under the definition of “Time-limited.”

Human Rights Policy
Summary of Public Feedback (cont’d)



• We oppose the qualifying language when prohibiting 
chemical restraints (when a medication is not the standard 
treatment for the person’s medical or psychiatric 
condition).

We disagree. There are medical procedures for which sedation 
using psychotropic medications is the standard of care. 

Human Rights Policy
Summary of Public Feedback (cont’d)



• Section C(11) of the proposed Policy prohibits any form of 
restraint that is contraindicated by a person’s medical or 
psychological condition or history of physical or sexual trauma 
if these factors are documented in records available to the 
provider. The current Policy states that this prohibition applies 
if these factors are known or documented in records available 
to the provider. We recommend that the proposed Policy 
include both known and documented knowledge.

We disagree. We cannot know what is known unless it is 
documented. 

Human Rights Policy
Summary of Public Feedback (cont’d)



• We oppose the phrase “when not medically necessary” in Section 
C(12). Depriving people of basic needs, sleep, health care and 
privacy is never medically necessary.

We disagree.  There are instances where medical necessity may require 
limiting or withholding food, water etc. 

• Paragraph C(16) is vague and should be removed.

We disagree with removing the language. 

Human Rights Policy
Summary of Public Feedback (cont’d)



• DDS’s proposed policy states that restrictive controls can 
be used if necessary to prevent the destruction of 
property. We oppose the use of restraints to protect 
property. Restraints should be used in very limited 
circumstances and only after other means have been 
tried and there is imminent risk of harm to the person or 
others. 

We will look at revising to add clarifying language on limitations around 
the emergency use of physical restraints. The BSP policy & procedure 
speak to the use of physical restrain in the context of a BSP.

Human Rights Policy
Summary of Public Feedback (cont’d)



• Sections D(2) and D(3) of the proposed Policy state that 
restrictive controls may be considered if it is “necessary” to 
safeguard people and property. The current Policy, in sections 
4(i) and 4(ii), states that restrictive controls may be considered if 
it is “the only way” to safeguard people and property. We 
recommend changing the language back to “the only way” or 
further defining the term “necessary” to ensure a less subjective 
interpretation of the term.

We will consider revising the language to ensure it is clear and 
objective. 

Human Rights Policy
Summary of Public Feedback (cont’d)



• DDS’ Human Rights policy should include additional protections 
around the use of restraints.  DDS’ policies and procedures involving 
restraints should reflect the protections contained in the regulations 
pertaining to the D.C. Department of Behavioral Health and mental 
health providers.

We will add clarifying language on the use of emergency restraints.  Our 
BSP policy and The BSP transmittal from January 2020 already provide 
protections for restraints used in the context of the BSP.  Additionally, all 
use of physical restraint is reviewed as part of our incident management 
process. 

Human Rights Policy
Summary of Public Feedback (cont’d)



• The proposed emergency physical restraint threshold appears to 
reduce the allowable cumulative emergency restraint period before 
medical assessment is required. DDS should clarify what constitutes 
an appropriate medical assessment, who may complete it, what 
documentation is required, and whether emergency medical 
services, emergency room evaluation, telehealth, nursing 
assessment, or another clinical pathway is expected.

The emergency use of physical restraint was reduced from a cumulative 
total of 30 minutes within a 2 hour period to a 15 minute cumulative 
total within a 2 hour period. The assessment requirements are addressed 
in the Physical Restraint transmittal dated January 2020. 

Human Rights Policy
Summary of Public Feedback (cont’d)



• The proposed Provider HRC Procedure requires HRCs to meet 
at least once every 60 calendar days and to make 
recommendations within required timelines. DDS should 
clarify whether the 60-day meeting requirement applies even 
when there are no pending matters for review, whether 
virtual meetings are permitted, and what documentation is 
required when a provider has no HRC matters during a given 
period.

There is no change to the existing procedure, and the above 
concerns are addressed through training. 

Provider HRC Procedure
Summary of Public Feedback 



• The proposed emergency HRC review process requires the HRC to 
meet within 72 hours of actual notice of the need for review 
arising from a concern implicating health and safety. DDS should 
define actual notice, clarify whether virtual or expedited 
meetings may be used, explain quorum expectations during 
emergency reviews, and provide guidance for after-hours, 
weekend, and holiday situations.

In addition to the training provided by DDS, Providers are responsible 
for developing their own HRC policies and procedures in which they 
are encouraged to address contingency planning. 

Provider HRC Procedure
Summary of Public Feedback (cont’d)



• Does the definition of allied health professional within the 
procedure intentionally limits the allied health professional HRC 
member's profession to occupational therapists, physical 
therapists, nutritionists, and dieticians? If this is not intentional, I 
think the language should say something like, " such as..." or "can 
be but not limited to...“

We will look at revise this definition and the definition of health 
professional to ensure we are not leaving anyone out. 

Provider HRC Procedure
Summary of Public Feedback (cont’d)



• The proposed definitions of internal and external HRC members 
may create recruitment and quorum challenges, especially for 
smaller providers. DDS should clarify how providers may use 
standing or shared HRCs, how those agreements should be 
structured, whether DDS will provide model agreements, and 
how providers should document independence, conflict of 
interest, confidentiality, and member qualifications.

These issues are addressed through training.  

Provider HRC Procedure
Summary of Public Feedback (cont’d)



• I am wondering if one person can serve as the designated 
representative in two (or possibly more) of the above groups. For 
example, could one individual serve as the advocate for people 
with intellectual or developmental disabilities (5b) and also be an 
attorney (5e)? Or, could the same individual serve as the health 
professional (5c) and a family member of people supported by 
DDA (5b)? I realize that there needs to be a minimum of five 
members, but independent of that, I am unclear if the same 
person can function in both roles.

Yes, they can. 

Provider HRC Procedure
Summary of Public Feedback (cont’d)



• The definition of an "external member" as someone who "has never 
worked for, or contracted, or subcontracted with the provider on 
whose HRC the person is serving." Why does this have to be a 
qualification/definition? There are people who are retired and/or for 
whatever reason no longer work in the field/company and still want to 
advocate for people they once supported.  These people also have 
experiences that can offer insights that a lay person would not 
have. This definition makes recruiting volunteers arduous because the 
number of external members must be greater than the number of 
internal members.

We will consider revising this language to allow case by case exceptions. 

Provider HRC Procedure
Summary of Public Feedback (cont’d)



• Section 2n  under Establishment and Duties of the HRC states that 
the HRC committee will be responsible for tracking and trending 
data for use in developing recommendations for proactive 
strategies to safeguard rights and reduce the risk of harm. There 
should be more clarity on: Where would this information be 
recorded, in the person's HRC minutes or would this be a 
separate document kept on file by the committee? Also, what 
data would need to be tracked?

While this is new language, it is not a new requirement. And the 
specifics of documenting are covered by training. 

Provider HRC Procedure
Summary of Public Feedback (cont’d)



• Each HRC must have at least five members, including at least one 
representative of each of the following groups... there is no 
recourse if a provider is unable to recruit a person to meet one or 
more of the required five credentials. People who are supported by 
DDA and attorneys are not interested in consistently participating 
even when offered a stipend. I've invited court appointed 
attorneys, guardians — one responded that he felt it would be a 
conflict of interest to participate on the committee.

There has always been an option to join with another provider in 
forming a joint HRC if recruitment is a challenge. 

Provider HRC Procedure
Summary of Public Feedback (cont’d)



• Providers will need updated templates and implementation tools. 
We recommend that DDS provide sample HRC agendas, minutes 
templates, conflict-of-interest forms, confidentiality agreements, 
restrictive-control review forms, appeal notices, person/guardian 
invitation documentation, post-review notification documentation, 
and provider self-audit tools.

We have a minutes template and a review tool on our website. Other 
tools, as needed, are the responsibility of the provider. 

Provider HRC Procedure
Summary of Public Feedback (cont’d)



• We respectfully request that DDS allow a reasonable 
implementation period before the revised policy and procedure are 
enforced through certification review, sanctions, or other 
compliance actions. Providers will need time to update internal 
policies, revise forms, train staff, educate HRC members, update 
committee procedures, and align documentation systems with the 
final requirements.

Noted. 

Provider HRC Procedure
Summary of Public Feedback (cont’d)



Questions and Answers

Crystal Thomas, Manager SOPPI
Crystal.Thomas2@dc.gov

Martina Kraemer, LPA
Martina.Kraemer@dc.gov

mailto:Crystal.Thomas2@dc.gov
mailto:Martina.Kraemer@dc.gov


Summary and Next Steps

Next HCBS Advisory Committee Meeting: 
To be determined
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