
To: Daniel Tsai, Executive Office of Health & Human Services 

 

 

Daniel, 

  

Thanks to you, Joan, Brooke, Peg and all others from the Department of Mental Health (DMH), 

Masshealth, and the Executive Office of Health and Human Services (EOHHS) who were able to 

join us yesterday. Thanks especially for being willing to spend so much time beyond what you 

had originally set aside to discuss what we all agree is such a critical issue. 

  

As mentioned toward the end of the call, I am sending along what still feel like unanswered or 

insufficiently answered questions and concerns. These include: 

1. Request for Records: We, of course, spent the bulk of our time here, and I know you 

said you would be getting back to us regarding some parts of this matter, but I 

nonetheless thought it would be important to put them in writing as follows: 

   

a) State Level Data: Pursuant to Public Records law, G.L. c. 66, section 10, all data 

related to transmission rates, testing results, and relevant protocols and guidelines 

are a matter of public record. As such, we are asking that data of this nature 

related to psychiatric facilities (inclusive of those that are state-run, contracted, 

and licensed) be immediately added to the dashboard on the Mass.gov site, or 

similarly delivered and updated on a weekly basis. While I did hear your concern 

that entering data into a format such as the dashboard may then require you to 

enter far more data than even we are requesting, I find myself puzzled by that 

point because – as it currently exists – the dashboard at least appears to have some 

flexibility to its format. (For example, the level of data presented for nursing 

facilities is different than what is shared about correctional facilities.) Regardless, 

state level reporting of publicly available data is absolutely essential when it 

comes to a group of people who are often held against their will, and especially 

vulnerable to human rights abuses. 

 

b) Facility Level Data: It was proposed several times during the call that the state 

issue a requirement that all facilities make public (in a regularly updated fashion) 

all transmission and testing data and response plans. It did not feel as if we 

received a clear response to that proposal, but it seems critical, and well within the 

state’s rights and ability where state-run, state-contracted, and state-licensed 

facilities are concerned. Please let us know where this proposal stands and your 

anticipated response to it. 

 

c) Patient Level Data: It is also unclear how much information of this nature is 

being made available to people hospitalized on each unit. Specifically, what 

protocols are in place for communication of positive test results and suspected 

positives to others hospitalized who’ve been in contact with that particular 

person? Can updated weekly data for that facility be posted where individuals 

hospitalized are able to access it, as well? Please include your current practices 

and future plans in your response. 



 

d) Standing Meeting: In an effort to make data sharing and input gathering as 

accessible as possible, we also strongly recommend that a standing statewide 

Zoom meeting be created and held on a weekly basis for the foreseeable future. 

The primary purpose of this meeting would be to review the last week’s 

information, provide updates to plans moving forward, and field questions, 

clarification requests, and suggestions.  

  

2. Discharge: Although we appreciate that approximately 110 people have been discharged 

from state-run facilities during this period of time (though I’m not sure if it was specified 

precisely what period of time?), it largely sounded as if these were discharges that would 

have happened naturally. As also noted on the call, that the first round of evaluations for 

early discharge were completed just last week seems quite slow given the current 

circumstances and observable transmission rates and consequences at (minimally) Vibra, 

Tewksbury, and Shattuck. As such: 

   

a) We continue to ask that all people currently held be immediately re-evaluated for 

potential for release, and that that be weighed against both the facility’s ability to 

provide any real treatment that would likely be of benefit to that individual, and 

the risk of transmission and death should they remain. I appreciate your making a 

formal ask to speed up this process during the call, but we would like to further 

understand what that will look like. We would also ask that discharge data be 

communicated along with other data made public on a weekly basis, and that 

information be simultaneously released pertaining to the average discharge rate of 

the same facilities when not facing a pandemic. 

 

b) The process by which people are being evaluated should also be made public. 

What are the standards? What are facilities being asked to consider? Who is 

determining these measures? How, exactly, are they being weighed against the 

ability to treat and risk to physical health? It is not enough to simply assure us that 

people are being re-evaluated, particularly given that this evaluation should be 

substantively different than evaluation for discharge during more average times. 

 

c) Similarly, we strongly recommend that individuals who have previously been 

hospitalized, as well as those who are currently hospitalized be included in the 

process for determining pandemic discharge standards, as well as in reviewing 

how the process is going. 

 

d) Additionally, some of us are hearing from providers who hold contracts for 

DMH-funded Group Living Environments (GLEs) that they have felt forced to 

take someone from a hospital who has tested positive for COVID into a 

community-based congregate living setting. While the need to discharge people 

from inpatient environments is high, it is clear that introducing them to other 

congregate living environments is not an acceptable solution. Please inform us of 

the specific ways in which the State is supporting the discharge process, and how 



any of the temporary housing options as listed on Marylou Sudders’ order are 

being utilized in the process. 

 

e) Finally, what supports are hospitals expected to put in place for people who are in 

the process of being discharged. Are there specific expectations for discharge 

plans (telemedicine appointments, enrollment in SNAP and other benefits, etc.)? 

What are those expectations? Please include in your response any specific 

guidance issued by the state regarding this matter. 

  

3. PPE: You went into detail about PPE distribution, but primarily focused on staff and the 

PPE coach. Does the PPE coach also coach individuals hospitalized? What type of PPE is 

being made available to people receiving services? If cloth masks are being given, what 

protocol is in place for cleaning and sterilization of those masks? To be clear, I have 

heard of and personally witnessed inequitable distribution of PPE, particularly where 

people who are hospitalized are concerned. To once again use Vibra as an example, it 

was actually my co-workers who first supplied people hospitalized there with cloth masks 

which was well after staff had reportedly received PPE themselves. It’s hard not to 

wonder how this may have played a role in the 90% infection rate there. 

  

4. Treatment Offered: We did not have an opportunity during the call to discuss the 

treatment expectations for people who remain hospitalized during this period. How is the 

state ensuring that facilities are providing some treatment in as safe a way as possible, 

and not simply warehousing people? I think often of the Supreme Court ruling in 

Washington State (2014) that declared it unlawful to warehouse people in Emergency 

Rooms without any treatment due to lack of hospital beds. While we are in a different 

state in a different situation, the same logic should apply here. What access do people 

have to social workers, doctors, and peer supporters? Are groups running, and if so, what 

guidelines are they expected to follow to minimize risk of infection? What efforts are 

being made to avoid conditions that mirror seclusion? At the very least, if hospitals are 

not reasonably able to live up to their mission of providing some semblance of treatment, 

that should factor heavily into moving them toward discharge. We ask that any written 

guidelines pertaining to expectations for treatment continuance during this period be 

provided.   

 

We particularly seek information on the ways that DMH is requiring treatment and 

programming on a consistent basis, across facilities with different levels of staffing and 

with different design features.  A long standing challenge is the need to exercise central 

office oversight to maintain consistent quality standards within different facilities.  In this 

context, we receive reports of some facilities where there are minimal to no groups or 

other forms of active treatment underway.  As discussed above, to the extent that we are 

only providing custodial care and a loss of liberty without treatment, our resources have 

eroded to the point where overriding policy and legal considerations point to the need for 

discharge. 

  

5. Access to Technology: When the pandemic first begun to be taken seriously in the State, 

the Western Mass RLC recommended to the local long-term unit (Vibra) that people be 



given back their technology (phones, laptops, etc.) in order to communicate with the 

outside world (participate in on-line groups, connect with family and advocates, etc.). 

That suggestion was initially disregarded, but then implemented a couple of weeks later. 

However, it is unclear how this is playing out in other facilities across the state. Are 

facilities now mandated to provide people with access to phones, laptops, and tablets? If 

someone doesn’t have a personal phone or similar, are devices being made available on 

the units? What else is being done to not only allow, but ensure that people have access to 

the outside world and their loved ones during this period of restricted visitation and 

increased isolation? This point is not only essential to people’s wellbeing, but also 

relevant to their legal rights under Massachusetts General Laws Chapter 123, section 23 

which emphasizes the importance of visitation and access to legal advocates (which can 

and does include people in peer roles who are serving in that capacity), as well as to the 

Electronic Device Use, Policy #12-01 for state-run facilities. Please inform us – including 

any written guidelines created for the current situation – of any expectations on facilities 

to create this access.  

  
6. Fresh Air: Also pursuant to Massachusetts General Laws Chapter 123, section 23, there 

has been little to no mention of how hospitals are adhering to the most recently added 

right to fresh air. What state expectations have been communicated to these facilities 

about maintaining this access? What is your awareness of how facilities are seeking to 

maintain this access? As with treatment and programming, this is another area where 

facilities offer markedly different opportunities, and even in pre-COVID times, 

inconsistent compliance.   These disparities have only been aggravated by COVID 

infection to the point that some people hospitalized have received no fresh air for about a 

month, perhaps longer.  We appreciate the significant logistical and operational challenge 

presented here, especially in the two facilities that house both DMH and DPH units.  That 

said, the loss of fresh air poses a significant barrier to larger goals of recovery and 

discharge. Please provide information on any current expectations and guidelines 

provided. 

  

7.  Living Conditions: During this call, we did not discuss the actual living conditions on 

each unit. Prior to the call, we had heard from facilities – including those with some of 

the highest COVID infection rates – that people were continuing to be housed with 2, 3, 

4, and sometimes even 5 people to a room. Please state (and provide in writing) any 

guidelines specific to social distancing on units including sleeping quarters.  To the extent 

that living quarters such as triples and quads cannot maintain acceptable levels of 

infection control under established public health guidelines, please provide us with any 

information available about alternative arrangements being planned and your timeline for 

addressing this challenge. 

  
8. Plans for Testing: While you indicated that all people hospitalized (at least in state-run 

facilities) have now been tested, your plan for frequency of re-testing was not clear. 

Please provide information pertaining to your plans for frequency of testing. 

  
9. Staffing Levels: You spoke broadly to resources in place for ensuring sufficient staffing 

levels for both unit and janitorial staffing. However, it was not clear how these staffing 



levels compare to standard staffing levels, nor how you’ve assessed what staffing levels 

are necessary in order to maintain access to treatment and proper cleaning protocols that 

can help reduce risk of transmission. Please provide additional information detailing 

expected staffing levels, and how you made that determination. Please also include any 

guidelines you’ve provided to facilities on how to prevent cross-contamination between 

units, as we have certainly heard from current employees at multiple hospitals that they 

are being asked to go from one unit to another with little restriction. Our understanding 

from speaking with infection control experts is that staff should not move from positive 

and negative units within a short period of time (consecutive working days) and never, 

ever during the same shift.  Yet we hear of reports that this is nonetheless happening with 

some regularity. 

 

10. State Licensed Facilities: Based on phone calls, it at least appears that the state has left 

licensed facilities without clear guidance on expectations for any of the matters we’ve 

discussed. Please supply in writing any expectations or guidelines that have been 

provided to these facilities in regards to COVID-19-related practices. If no such guidance 

has been given, please provide us with information as to your plans to put in place this 

type of guidance, what you anticipate it will include, and your timeline for providing it, 

as well as expectations for corrections being made. 

 

11. Additional documents: We further ask that DMH produce any additional protocols, 

guidance and written communications not already named above and that it has directed to 

state operated, contracted, and licensed facilities including (but not limited to) directives 

around new admissions, revised discharge planning criteria, and the scope of 

operations/responsibilities for the new DMH internal command structure.  

 

 

Again, we appreciate the time you’ve already spent with us in discussing these matters. There is 

also much appreciation for the reality that current circumstances have required a significant shift 

in many practices, and the learning curve that comes along with that. However, even as the state 

begins to ready itself for the first phase of reopening, these matters remain of critical importance. 

Please provide a response to these additional asks for clarification and provision of written 

information by Wednesday, May 20th.   

 

 

Looking forward to your response, 

 

 

Sera Davidow 

Director, Western Mass RLC 

 


