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WELCOME AND 
INTRODUCTION 

By Pat Freedman, 
Chair 

Human Rights Advisory 
Committee 

Welcome to the first 
issue of the Rights 
Review, a newsletter 
devoted to Human 
Rights issues.   I hope 
that you will find this 
first issue and 
subsequent issues of 
the Rights Review 
informative and thought 
provoking.   
 
Human Rights advocacy 
is difficult work.   
Human Rights 
advocates must pay 
attention to details that 
others may overlook.   
Human Rights 
advocates must often 
challenge the   status 
quo. Human rights 
advocates are 
sometimes viewed as 
being “troublemakers” 
or as having 
“unrealistic” 
expectations.  
  
 
 
We hope that the Rights 
Review will make 
Human Rights advocacy 
a little less difficult. 
 
The statewide Human 
Rights Advisory 
Committee (HRAC) 
views the publication of 
this newsletter as 
playing a significant 
role in the ongoing 
effort to more fully 

integrate Human Rights 
issues into the service 
delivery system.  The 
Rights Review is 
intended to be a 
resource for all Human 
Rights advocates -- self 
advocates, professional 
and lay advocates, 
families, and providers.  
The articles will provide 
us the opportunity to 
share concerns and 
issues.   The Rights 
Review will also provide 
us with the opportunity 
to share 
accomplishments and 
best practices. 
 
There are many people 
to thank for making the 
newsletter a reality.  
First are members of 
local Human Rights 
Committees from 
across the 
Commonwealth who 
have advocated for a 
Human Rights 
newsletter for several 
years.  This newsletter 
is the result of  
their persistent 
advocacy.   The 
statewide Human Rights 
Advisory Committee 
(HRAC), responding to 
these local Committee 
members, made 
publishing a human 
rights newsletter one of 
their top priorities.  
HRAC members 
contributed their skills 
and time to help ensure 
that there would be a 
Human Rights 
newsletter. 
 

Commissioner 
Morrissey is owed a 
special thanks.  His 
direct support of the 
work of Human Rights 
advocates and his 
support of the idea of a 
Human Rights 
Newsletter was critical 
in the effort to publish 
the Rights Review.  Tom 
Anzer, and the Human 
Rights Specialists also 
played significant roles 
in this effort.  They 
made the publication of 
a Human Rights 
newsletter a priority, 
and the time and 
expertise that they 
contributed were 
invaluable in making it a  
reality.      
 
The Rights Review will 
be published four times 
a year,  in June, 
September, December 
and March.   We 
encourage anyone with 
an interest in Human 
Rights advocacy to 
submit articles for 
publication.  Articles 
should be around 500 
words long.  We also 
encourage people to 
submit ideas for articles 
or ideas for issues that 
you think we should 
address in future 
issues.   Articles and 
ideas should be 
submitted to:   
Tom Anzer 
Office for Human Rights 
DMR 
500 Harrison Avenue 
Boston, MA 02118 
  



 

On behalf of the 
statewide Human Rights 
Advisory Committee, I 
want to thank all of you 
for your work as Human 
Rights advocates.  Your 
work makes a 
difference; your work 
helps to preserve and 
ensure the inherent 
dignity of all people.  
The work that you 
undertake as Human 
Rights advocates is the 
cornerstone of any 
effort to protect and 
promote the right to 
self-determination of 
people with 
developmental 
disabilities.  I hope that 
the Rights Review will  
provide you with useful 
information that will 
assist you in these 
efforts.   
 

 
DIRECTOR’S 

UPDATE 
Progress on the 

Reform of Physical 
Holding 

By Tom Anzer, Director 
DMR Office for Human 

Rights 
 
Last year at this time 
the Department held a 
series of forums to 
invite feedback on the 
DMR Project to Reform 
Physical Holding 
Practices. The objective 
is to reduce reliance on 
emergency restraints 
and better assure safety 
when they do occur, 

based on accurate, 
complete information.  It 
also seeks to develop a 
source of accurate data 
on the use of non-
emergency limitations 
of movement (i.e. holds 
applied for treatment 
purposes in duly 
authorized behavior 
plans).  The Project also 
assesses the reliance 
on such holds, to 
improve the safety of 
such holding and to 
evaluate the differences 
in such practices across 
the state.  For these 
purposes, therefore, 
holding is a limitation of 
movement over active 
resistance that may be 
either an emergency 
response, or a planned 
response in a treatment 
program.  Much 
progress has been 
made on several 
components of the 
original project.  
1.  In order to review the 
(continued on page 3.) 
safety of emergency 
restraints that are 
applied using prone 
(lying on stomach) or 
supine (lying on back) 
positions, the restraint 
form was altered 
effective December 1, 
2000 to capture this 
data.  The Office for 
Human Rights did a 
point in time study for 
the period from 
December 1, 2000 
through March 31, 2001, 
to understand the 
frequency, duration and 
impacts of these holds.   
 

The study measured the 
relative frequency of 
emergency holding 
represented by each 
position and matched 
this data with the 
number of injuries per 
100 holds for persons 
restrained in each 
position.  Although 
there was no way to 
control for injuries that 
occurred prior to the 
restraint that may have 
led to the need for the 
emergency restraint, 
some interesting 
findings were reached. 
 
• 46% of all holds 

applied on the floor 
• less than 12%, in a 

prone position. 
• The average rate of 

injury for all 
positions was 5.04 
injuries/100. 

• The average rate of 
injury floor control 
positions was 
5.77/100. 

• The average rate of 
injury for prone 
holds was 3.9/100. 

• The average rate of 
injury for supine 
holds was 6.22/100. 

• The average rate of 
injury for lying on 
side holds was 
8.47/100.  

 
This data raises 
concern about the use 
of lying on side holds.  
While the frequency of 
prone holds is lower 
than expected, the 
significant risks of such 
holding seem to have 



 

been put in check by 
provider agencies who 
have understood these 
risks and managed 
them well.  Lying on 
side during an 
emergency restraint 
tends to be a transition 
hold, as it is more often 
paired with other 
positions.  This 
accounts for the higher 
rate of injury attributed 
to this position. 
2.  A detailed paper 
review of the data and 
behavior plans for 
people with high 
frequency use of such 
holds has begun.  This 
effort will determine if 
the applications of 
holds for emergency 
restraint purposes that 
utilize floor controls are 
least restrictive and 
mazimally safe.  DMR 
Deputy Commissioner, 
Mark A. Fridovich, 
Ph.D., is conducting this 
review on behalf of 
these individuals and is 
also looking at the 
differences in planning 
and safeguarding used 
in different regions and 
areas across the state 
with regard to 
emergency restraints.  
This could identify 
some best practices, or 
guidelines for minimum 
practice suggestions. 
 
3.  The Department has 
also begun a statewide 
external review of 
holding authorized in 
behavior plans.  The 
DMR Strategic 
Management Work 

Group #3., is looking at 
behavioral supports in 
general, and has done a 
preliminary survey of 
such holds.  Although 
limited by not factoring 
in for those individuals 
with more than one plan 
(e.g., one at residence, 
one at work), the data 
shows: 
 
• There were 663 

Level II plans found 
statewide. 

• Of these, 495 
involved limitation of 
movement. 

• Of the plans using 
limitation of 
movement, 138 
involved the use of a 
floor control hold, or 
28% of all such 
plans. 

This says that despite 
fears to the contrary, 
the use of floor control 
holding as a limitation 
of movement in 
behavior plans is less 
common  

(continued on page 4.)  

(28%) than in restraint  
uses (46%).  It also 
indicates that, due to 
the limitation 
mentioned, the number 
of individuals subject to 
holding in behavior 
plans is not greater than 
the number of 
individuals held in 
emergency restraints, it 
is significantly less (at 
most 495 through plans 
v. 581 in restraints). 

 
4.  Over the Winter 
Commissioner 
Morrissey determined 
data from restraint 
reporting needed to be 
available on a more 
timely basis.  Data was 
entered many months 
after the restraint took 
place.  In late Winter, 
every area office of DMR 
was trained to enter the 
data locally.  Protocols 
were established 
requiring that data be 
entered within days of 
receipt by DMR so that 
the data could be pulled 
out in a timely manner. 
The response from the 
Area Offices has been 
terrific.  All areas are 
now entering the data 
on this basis.  
Next Steps: 
 
The next steps in the 
project include: 
a. The formation of an 

internal group to 
review training 
programs against 
the standardized 
guidelines for such.  
This will be put 
together over the 
Summer for next 
Fall’s 
implementation.   

b. The Department will 
finalize plans for 
reporting of holds 
that are inside of 
behavior plans over 
the Summer. 
Information about 
the frequency of 
such holding is still 
not available.  This 
too shall result in a 



 

Fall ’02 
implementation.   

 
These are both a year 
behind, but taking time 
to get the facts was a 
wise request that came 
from last year’s forums.   

 

Disability 
Law Center 
Weighs In 

 
 
 

 Should the 
Department 

Prohibit the Use 
of Prone 

Restraint? 
By Tim Sindelar, Senior 

Attorney 
Disability Law Center 

As DMR moves 
forward with its study of 
the use of restraint in 
the programs that it 
regulates (see Tom 
Anzer’s article: 
“Director’s Update – 
Progress on the Reform 
of Physical Holding”), 
there is no better time 
for it to consider again 
adoption of a ban on the 
use of prone restraints.  
DMR should join states 
such as Tennessee and 
Washington in 
prohibiting this 

dangerous hold that has 
been found to have 
caused or contributed 
to   deaths throughout 
the world. 
  Prone restraint 
involves placing an 
individual on the floor 
on their stomach.  Often 
a staff member places 
pressure on the 
person’s back while in 
this position.   This 
position has been found 
to cause death even 
where there is nothing 
blocking the individual’s 
airways.  Eric Weiss, 
writing in the Hartford 
Courant, documented 
more than 142 restraint 
related deaths, of which 
almost half were related 
to  
(continued on page 5) 
physical holding 
techniques, of which 
prone restraint was the 
most deadly type of 
hold. See: 
http://courant.ctnow.co
m/ projects/ restraint/.  
In just the last  twelve 
months, deaths in San 
Antonio, Ontario, 
Milwaukee, Iowa, 
England  and other 
locales have been 
linked to the use of 
prone restraint.  
 Both Tennessee 
and Washington State 
have banned the use of 
prone restraint in all 
programs funded by or 
regulated by their 
developmental disability 
state agencies.  See:  
Washington  Division of 
Developmental 

Disabilities (DDD) Policy 
5.15;  Tennessee 
Department of MHMR 
Rules 0940-5-6, 0940. 
Connecticut has barred 
the use of “life-
threatening physical 
restraint”, defined, as 
“any physical restraint 
or hold of a person that 
restricts the flow of air 
into the person’s lungs, 
whether by chest 
compression or any 
other means” in a very 
broad array of state 
operated or licensed 
facilities. Conn. General 
Statutes, Sections 46a-
150 to 154.  In both 
Massachusetts, 603 
CMR 46.05, and Texas, 
Texas Administrative 
Code, Sections 
720.1001-720.1013,  the 
use of such holds on 
students is expressly 
prohibited   Numerous 
courts have found the 
dangers of positional 
asphyxia to be great 
enough to warrant 
findings that use of 
such techniques by 
police departments 
constitutes excessive 
force and therefore 
found police 
departments to be liable 
in civil rights actions 
when such holds result 
in injury.  The National 
Law Enforcement 
Technology Center has 
put out a bulletin 
advising of the risks of 
such holds. For a period 
of time, the use of prone 
restraint was prohibited 
at the Belchertown State 
School. 

http://courant.ctnow.com/%20projects/%20restraint/
http://courant.ctnow.com/%20projects/%20restraint/


 

 
 In 1997 - 1998, a 
DMR convened Task 
Force studied the 
scientific literature on 
the use of prone 
restraint and 
recommended that DMR 
take a year to transition 
to a prohibition of the 
use of prone restraint.  
While much work has 
been done, 
unfortunately, the final 
goal has not been 
achieved. However, the 
Office for Human Rights 
has shown great 
leadership on this issue 
and has been important 
in moving forward 
consideration of the use 
of all restraint practices 
in DMR funded 
programs. 
 The data being 
compiled by the Office 
for Human Rights 
indicates that prone 
restraint is not being 
used as frequently as 
once thought.  This data 
should lead to the 
conclusion that prone 
restraint is not needed 
as a tool of behavior 
management.  Indeed, 
anecdotal information 
from states and 
programs who have 
banned this restraint 
indicate that there are 
fewer staff injuries 
related to the use of 
restraint and that de-
escalation techniques 
have proven to be 
effective.  With this 
data, DMR should move 
forward and adopt 
regulations prohibiting 

the use of this deadly 
technique altogether. 
 

 
 

PRACTICE TIPS 

NO BLANK 
CHECKS: 
PRN BEHAVIOR 
MEDICATIONS 

Rich Salandrea, 
HR Specialist  

DMR, Northeast Region 
Medication plans to 
control or modify 
behavior, prescribed 
for administration 
based primarily on the 
occurrence of specific 
behaviors, rather than 
time frequency (i.e., 
daily, twice daily, 
etc.), are subject to 
the same criteria the 
Human Rights 
Regulations require for 
all other behavior-
modifying medications.  
These kinds (continued 
on page 6.) 
of plans are designated 
as “prescribed PRN for  
(treatment purposes” 
[emphasis added], and 
carry some additional 
requirements.   
 
For all behavior-
modifying medications 
prescribed for 
treatment (PRN for 
restraint not allowed 

by DMR regulations) 
purposes, whether daily 
or “PRN for 
treatment”, regulations 
require that the use of 
the drug be in the 
individual service plan 
or support service plan.  
These plans must 
contain a description of 
the behavior, state 
objective data prior to 
starting the medication 
on which to base an 
assessment of progress 
once on the medication, 
and include information 
about risks, side 
effects, efforts to 
minimize them, and 
criteria for 
discontinuation.  
Informed consent is 
also required by 115 
CMR 5.08.  
 
The additional 
requirements for 
medications prescribed 
PRN for treatment are 
that the program must 
obtain from the 
prescribing practitioner 
a statement of  
“specific criteria, in 
the form of observable 
symptoms, for 
determining when the 
medication is needed”.   
For example, a 
medication plan calling 
for administration of a 



 

specified medication at 
a particular dosage, 
might order it 
administered when the 
individual exhibits 
certain described 
behaviors at or above a 
certain frequency, with 
specific maximum 
allowable repeat 
criteria.   

 
Such a medication plan 
should also be a part 
of the person’s overall 
treatment or support 
plan.  It should be 
clearly related to 
other, non-medication 
means of supports/ 
interventions, and 
balanced with them in a 
way least restrictive of 
the person’s liberties.  
The plan should also be 
conducive to developing 
behavior patterns and 
relationships that 
promote learning, 
independence and self-
determined living.   
  
A medication to control 
or modify behavior, 
therefore, may not be 
prescribed to be 
administered based on 
the sole written 
criterion, “as needed”, 
or “prn.”  Nor may the 
symptoms forming the 
criteria for the 

medication be 
considered sufficient 
by describing them in a 
way that involves 
clinical judgment; this 
would eliminate the use 
of scales, for instance, 
to quanitify qualities 
such as anxiety, 
aggressiveness, 
depression, etc. 
Judging complex 
symptoms would require 
the skill of the 
prescribing 
professional, and does 
not fall within the 
requirements of the 
Medication 
Administration Program 
of DMR.  
     
In addition, a 
prescription of 
behavior-modifying 
medication “PRN for 
restraint” [emphasis 
added] is prohibited, 
as the use of 
medication for 
emergency chemical 
restraint is regulated 
elsewhere in the 
regulations, and 
involves (Continued on 
Page 7.) 
criteria different from 
those governing the use 
of medication for 
treatment. This use of 
behavior-modifying 
medications at a 

frequency other than 
daily, and primarily 
based on the 
occurrence of 
behavioral symptoms, 
has in some programs 
been designated 
“medication 
augmentation,” and in 
others  “anxiolytic 
protocol.”  Whatever 
term is employed, 
however, the practice 
must meet the same 
criteria stated herein.   
 
As with any other type 
of medication plan 
developed to control or 
modify behavior, PRN’s 
for treatment are 
prohibited from being 
used in quantities that 
interfere with 
habilitation, as a 
substitute for 
programming, for the 
convenience of staff, 
or as punishment.  
If sedation or other 
effects of the 
medication prevent  
the person from 
continuing the activity 
at hand once the 
behavioral incident is 
concluded, this should 
be considered evidence 
of interference with 
habilitation and 
contrary to regulatory 
requirements for 



 

medications used for 
treatment which affect 
behavior.   
 
Consequently another 
factor to consider in 
evaluating this mode of 
treatment to individuals 
and other consenting 
parties is the effect of 
the medication and 
dosage thereof.   
 
Regulations to consult 
for details and related 
matters include, within 
the Human Rights 
Regulations (“Standards 
to Promote Dignity”), 
115 CMR 5.15, and 
115 CMR 5.11.  

A SELF-
ADVOCATE’

S VIEW 
CAROL’S POINTS 
ON OUTREACH TO 

INDIVIDUALS 
 

Carol Tubman is a self-
advocate and the 
Secretary of the 
statewide DMR Human 
Rights Advisory 
Committee.  She 
dictated these points 
as guidelines to HRAC 
when it performs 
outreach on issues in 
the community.  They 

are published here 
because HRAC members 
thought they apply to a 
lot more human rights 
situations and would be 
useful for the readers 
of this newsletter. 
 
1. Individual needs 
to tell staff they need 
help and be willing to 
accept help when they 
ask for it.  (This 
message is for 
outreach to individuals) 
 
2. If staff available 
to person is not 
appropriate, then talk 
to Human Rights 
Officer, or someone 
else that individual 
trusts.  If you feel 
strong about it, you 
should take it to the 
next step, don’t just 
stop because you know 
the staff is the wrong 
person.  (This message 
is for individuals, but 
when doing outreach to 
service coordinators 
and staff they should 
be told that this is 
going to happen and it 
is ok.) 
(Continued on Page 8.) 
3. Good 
communications is a two 
way street.  If the 
individual has asked  
 

4. for help, they 
should listen and work 
to understand what 
they are being told.  
The staff needs to 
listen to the individual 
and work to understand 
what they need and 
want.  (This message is 
for individuals, staff, 
service coordinators 
and others) 
 
5. One way to 
measure whether 
individuals are getting 
chance to experience 
their human and civil 
rights is to learn if 
they are registered to 
vote and taken 
advantage of their 
opportunities to vote. 
(This message is to 
everyone) 
 
6. Individuals are 
sometimes too scared 
to take the next step; 
to get help, talk with 
someone higher in the 
agency, speak to the 
human rights officer, 
or file a complaint.  
Everyone needs to 
understand that this is 
ok and staff and 
others need to help the 
individual get the 
support they need to 
follow through with 
what they need or 



 

want. (This message 
should be a message of 
support to individuals 
and a message to pay 
attention to the need 
to provide support when 
someone is scared, not 
just sweep it under the 
rug.) 
Carol Tubman, 
December 27, 2001 
 
 
 
 

HRAC 
Members: 
Pat Freedman, Chair 
Bernadette Gomes, 
Vice-Chair 
Carol Tubman, 
Secretary 
Florence Finkel, 
Emeritus 
Charles Hamad 
John Julian 
Janice Feldman 
Joana Johnson-Smith 
Rita Fallon 
Richard Santucci 
Laurie Dupuis 
Suzanne Choumitsky 
Todd Kates 
Diane Porter 
 
 
 
 
 
 

 
 
 
 
Rights Review is a 
product of the DMR 
Human Rights Advisory 
Committee (HRAC) and 
the DMR Office for 
Human Rights.  To 
comment on the contents, 
submit an article, or 
otherwise reach the 
newsletter, please feel 
free to contact: 
Tom Anzer 
Director 
Office for Human Rights 
Department of Mental 
Retardation 
500 Harrison Avenue 
Boston, MA 02118 
 
He also can be reached 
by calling: 
 617-624-7738 
 
Special Thanks to Richard 
Salandrea, Human Rights 
Specialist in Northeast 
Region for formatting and 
layout of Rights Review.  
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