
04/24/2020 
 
Governor Charlie Baker 
Massachusetts State House, 
Beacon St #280, 
Boston, MA 02133 
 
Secretary Marylou Sudders 
Executive Office of Health and Human Services 
One Ashburton Place, 
Boston, MA, 02018 
 
Commissioner Joan Mikula 
Department of Mental Health 
25 Staniford St, 
Boston, MA, 02114 
 
Margaret Harvey 
Masshealth Office of Behavioral Health 
One Ashburton Place, 
Boston, MA 02018 
 
 
Dear Governor Baker, Secretary Sudders, Commissioner Mikula, and Dr. Harvey,  
 
In July, 2019 the Western Massachusetts Recovery Learning Community (RLC) created a petition on behalf of 
many advocates across the state and pertaining to lack of transparency on the part of the Massachusetts 
Department of Mental Health in relation to actions taken at Worcester State Hospital (referred to by some as the 
“Worcester Recovery Center and Hospital”) following opioid overdoses. The petition (http://tiny.cc/DMHpetition) 
noted the extreme vulnerability of individuals locked in psychiatric facilities (often against their will) to human 
rights abuses, and included the following as one of its primary asks: 
 

 Agrees to make public knowledge any restrictions that are not person-specific and will impact people 
being held in any state-run locked psychiatric facility in the Commonwealth 

 
Now, approximately nine (9) months later, we find ourselves in a similar position where restrictions are being 
made, and plans implemented (or not) without adequate transparency to the public. This includes state-run, 
state-funded, and state-licensed facilities. Below is a partial list of concerns we have witnessed or been informed 
of: 
 

1. Failure on the part of both hospital and state officials to provide prompt (i.e., same day) responses to 
inquiries regarding the status of COVID-19 infections within a particular facility: This includes failure to 
respond to sub-contractors, family, and the public. It also includes failure to inform people held on units 
of detailed plans to manage their health and safety during this period. Additionally, reports from staff 
working in psychiatric facilities suggest that numbers being reported to the media are being 
underreported. This includes both reporting numbers as lower than they are, but also reporting numbers 
from one or two weeks prior as if they represent current conditions. 
 

2. Failure to notify people hospitalized on psychiatric units when there is suspicion that someone there is 
COVID-19 positive: In some instances, even roommates of individuals suspected to have COVID are not 
being notified. For example, a quote from someone recently hospitalized: 
 

http://tiny.cc/DMHpetition


i. “I found out … a new patient was removed from the unit for suspected covid. I understand 
HIPPA, but we were not informed. Moreso her roommate was not informed. Resulting in 
her roommate, for more than 24 hours interacted with others and was blind to the fact 
she could have exposed. She told me a nurse approached her and said- "Your roommate 
tested negative." She came to me frantic telling me all of this. She and I were outraged. 
She said "why wasn't I informed" "why wasn't I isolated till results came back?" "Did we 
even have the right to know this?" 

 

3. Failure to provide adequate Personal Protective Equipment (PPE) in an equitable manner to all 
individuals working and being held at each hospital: There are reports of inequitable distribution of PPE 
between employees designated at “peer” versus “non-peer/clinical” employees at some hospitals 
(including hospitals where people in peer roles are being asked to facilitate groups on units housing 
individuals who have tested positive), as well as failure to provide adequate (or in some instances any) 
PPE to people hospitalized on these units. For example, masks and hand sanitizer have not consistently 
been provided to individuals hospitalized, or have only been provided well after they were given to the 
staff. There have also been reports of staff being asked to re-use PPE that is meant to be discarded after 
use.  
 

4. Failure to provide hazard pay in a non-discriminatory manner. There are reports that state facilities are 
providing $10 per hour hazard pay to licensed individuals, and $5 per hour hazard pay to non-licensed 
individuals, including those working in peer roles. Additionally, the Department of Mental Health is not 
providing adequate funds to contracted providers to be able to pay similar differentials. The lives of non-
licensed employees – including peer supporters – is not less valuable than the life of any other employee 
regardless of their credentials. 
 

5. Failure to provide adequate access directly to individuals hospitalized on psychiatric units: While some 
hospitals have allowed those hospitalized to have regular access to their cell phones and/or laptops, this 
has not consistently been implemented across all psychiatric units in the state leaving many people 
simply unable to reach their loved ones. Furthermore, in some hospitals where cell phones are now being 
allowed, there are reports of hospital staff threatening removal of phones to coerce “good behavior.” 
 

6. Failure to provide adequate access to medical care and evaluation: There have been multiple reports of 
people showing COVID-19 symptoms who have gone days without evaluation from a medical doctor. 
Similarly, there are multiple reports of sick individuals being transferred to previously uninhabited parts 
of psychiatric facilities that are not properly equipped to house anybody (let alone people who are sick), 
rather than to medical hospitals. 
 

7. Failure to provide adequate emotional and psychiatric care during this period: There have been 
multiple reports across several hospitals that little attention is being paid to people’s emotional needs 
during this period, and little to no mental health treatment is being provided at many sites. This is in spite 
of the fact that increased isolation indisputably has negative impact on many people’s emotional 
wellbeing, and the reality that some current conditions mirror seclusion and can be re-traumatizing for 
those who’ve experienced seclusion and restraint. Reports of people being told they’re “just doing it for 
attention” (or similar) when they express distress have also gone up. 
 

8. Failure to provide adequate staffing to cover other day-to-day needs:  There have been reports from 
some hospitals that lack of adequate staffing during this period has contributed to improper medication 
administration (missed doses), and other evidence of the facility’s lack of ability to simultaneously 
navigate keeping up with basic needs alongside managing the current crisis.  
 

9. Failure to provide adequate cleaning staff: There have been reports from some hospitals that the 
numbers of cleaning staff has not been increased (or only increased minimally), leaving them unable to 
keep up with any additional asks or expectations for sanitizing the facility. 
 

10. Failure to organize units to allow for adequate physical (aka “social”) distancing: There have been 
multiple reports that individuals are continuing to be required to stay in rooms with roommates, 



sometimes with as many as five (5) people to a room. This is made even more dangerous by the fact that 
beds cannot always be moved six or more feet apart, and individuals are being asked to stay in their 
rooms for extended periods. There are also reports of inability to adequately practice physical distancing 
outside of individual bedrooms, as well. For example, one hospital employee described what she was 
seeing as looking like a “science fiction movie,” and shared stories of crying co-workers attempting to 
support sick patients to eat while people sneezed and coughed around them. Another person recently 
hospitalized on a different psychiatric unit had this to share: 

 

i. “Groups still went on as usual. It was always more than ten people. I witnessed like elbow 
to elbow in a few groups. Of course groups were "your choice" they might say, but it was 
highly suggested we go. I was actually told I was to attend all groups as part of my 
treatment plan.” 

 
 

11. Failure to organize units to allow for adequate physical (aka “social”) distancing even for high risk 
patients: Even when psychiatric facilities are aware that someone has a particular vulnerability or pre-
existing condition that makes them at higher risk for serious medical complications should they contract 
COVID-19, some facilities continue to place them in shared rooms. For example, this report from 
someone recently hospitalized in a Massachusetts facility: 

 

i. “Two people to a room except for their two singles. The admitting nurse told me she 
fought to get me in the private room. She was told no… She was angered that [a] priority 
patient was a priority because she had some behavioral issues. So that trumped me and 
being at higher risk because I was medically compromised. … I have had two bouts of 
pneumonia since March 7th. So for those of us in doubles our beds at best guess were 
about 5 feet apart (mind you this a generous guess we believed it to be lower). Our desks 
we're about maybe 3 feet apart.” 

 

12. Failure to implement adequate policies that encourage sick employees to stay home: For example, 
there has been at least one report of a state-run facility implementing a policy where employees will 
receive a $500 bonus if they do not call out sick during a set period of time. 
 

13. Failure to implement plans to prevent cross-contamination between units: There have been multiple 
reports of multi-unit hospitals sending staff to more than one unit on the same day, including moving 
between units where people have tested positive for COVID-19, and those where they have not. 
 

14. Failure to implement a crisis plan in a prompt manner overall: There were significant delays in 
developing comprehensive responses across most psychiatric facilities in the state. For example, in order 
to protect those hospitalized from what might be brought in from the outside, the Western Mass RLC 
discontinued going in person to Vibra hospital (where it holds a sub-contract) at least one week before 
the hospital itself limited access. Employees across multiple hospitals have stated they don’t believe their 
employers acted quickly enough, and many continue to feel that the response is currently grossly 
inadequate. 

 
These acts and omissions endanger individuals receiving DMH services, and staff across the Commonwealth. 
They represent not only a failure to provide adequate medical treatment in the face of a serious medical crisis, 
but also a failure to provide the basic psychiatric treatment for which people were ordered hospitalized in the 
first place. Furthermore, those being held involuntarily across the state in congregate psychiatric facilities are 
among our most vulnerable, and become immeasurably more vulnerable to not only human rights violations – 
but also to serious medical complications up to and including death – when facilities are allowed to keep 
private their current conditions, practices, and plans. Therefore, we ask that Governor Baker work with state 
officials at the Executive Office of Health and Human Services, and the Department of Mental Health, and 
immediately issue an order and that requires the following: 
 



1. The Department of Mental Health will publicly share all relevant communications including any policies, 
guidance, and administrative directives to its state operated and licensed facilities. These should include 
detailed expectations on staff screening, PPE for both staff and individuals hospitalized, crisis 
management structures, enhanced cleaning protocols, physical plant modifications, quarantining 
strategies, access to medical care, and modified access to mental health treatment. 
 

2. The Department of Mental Health will publicly report on rates of transmission by facility, the number of 
deaths and hospitalizations experienced by those receiving DMH services, and the specific emergency 
response strategies in place at the hardest hit facilities. This should be updated at regular (at least 
weekly) intervals. 

 
 

3. All psychiatric facilities in the Commonwealth must make public within 24 hours of any request all 
currently known data on the spread of COVID infection for both staff and those hospitalized at any given 
facility, as well as current plans and practices for addressing the crisis. 
 

4. All employees and people hospitalized in psychiatric facilities must also be provided with the current 
status of COVID infections on the unit, and any plans to address the situation. This information must be 
made available both verbally and in writing, and updated daily as applicable. 
 

5. Establish a plan to regularly and consistently update families, and other relevant parties who are no 
longer able to see individuals hospitalized due to visitation restrictions (in accordance with permissions 
determined by each individual hospitalized). 
 

6. All involuntary admissions should be ceased immediately, and every effort should be made to otherwise 
divert new admissions overall. 
 

7. All individuals already being held inpatient must be re-evaluated immediately, and the benefit of 
continued hospitalization must be seriously weighed against risk of contracting COVID-19. 
 

8. Every effort must be made to discharge anybody for whom there is any feasible way to be supported in 
the community, and who does not wish to remain hospitalized. This must also include an order of 
immunity for hospitals in the decision to discharge.  
 

9. In instances where people who would be released do not have a home, emergency expenditure of funds 
should be approved and redirected toward temporary housing solutions (hotel vouchers, etc.). 
 

10. In instances where people who would be released can only do so with additional supports in the 
community, emergency expenditure of funds should be approved and redirected toward community 
supports. 
 

11. For the duration that individuals remain hospitalized, clear guidelines for when and how often people will 
be tested must be immediately developed and made publicly available, and must include provisions to 
test all employees and individuals hospitalized. 
 

12. For the duration that individuals remain hospitalized, all psychiatric facilities must immediately revise or 
develop policies that encourage sick employees to remain home. These measures must be made publicly 
available upon request as noted in the first bullet. 
 

13. For the duration that individuals remain hospitalized, cleaning staff must be immediately increased and 
sanitation protocols must be developed or updated and made publicly available as indicated in the first 
bullet. 
 

14. For the duration that individuals remain hospitalized, plans must be updated to include clear guidelines 
to prevent cross-contamination particularly between units where people have tested positive for COVID-
19, and those where they have not. 
 

15. For the duration that individuals remain hospitalized, all forced seclusion, restraint, and non-consensual 
psychiatric drugs must be stopped. These practices increase stress, and decrease resistance to illness, 
making people more vulnerable to contracting COVID-19, and experiencing serious consequences when 
they do. 
 



16. For the duration that individuals remain hospitalized, all psychiatric facilities must immediately 
implement adequate physical distancing measures, including only one person to a room. Where this is 
not possible in a given facility, individuals should be transferred to a different institution until they can be 
discharged. 
 

17. For the duration that individuals remain hospitalized, PPE must be made available, and equitably 
distributed between all employees, and those being held in the facility. This includes making enough PPE 
available that guidelines for use and reuse are able to be followed. 
 

18. For the duration that individuals remain hospitalized, access to psychiatric treatment must be made 
consistently available and in alignment with physical distancing requirements, including for those who 
wish to continue taking psychiatric drugs, access therapy (e.g., teletherapy), peer support (including 
remotely), and so on. 
 

19. For the duration that individuals remain hospitalized, all psychiatric facilities in the Commonwealth that 
are not already providing individuals hospitalized with access to their cell phones must do so 
immediately. This access must not be restricted more than is absolutely necessary, and where restrictions 
do occur, they must be in alignment with state Human Rights policies as they relate to access restrictions 
to any personal property that someone has a right to hold while on an inpatient unit. 
 

20. For the duration that individuals remain hospitalized, funds should be made available to compensate all 
employees equitably for the risks that they are undertaking.  
 

21. For the duration that this crisis continues, the State will convene and hold on a weekly basis a regular 
consultation meeting with representatives from stakeholders across the state which must include at least 
five individuals who have previously experienced psychiatric hospitalization, as well as representatives 
from the Center for Public Representation (CPR), Mental Health Legal Advisors Committee (MHLAC), and 
Disability Law Center (DLC), as well as other disability rights advocates. 

 

We realize that this is a very difficult time for everyone, including those responsible for overseeing psychiatric 

facilities across the state. However, what we ask is not only reasonable, but essential to the lives and wellbeing of 

hundreds of valued members of our community across the state. These measures are necessary to prevent a 

repeat of what continues to unfold at the Soldiers Home.  We ask that you act immediately, and appreciate your 

commitment from our April 23rd meeting to respond as quickly as possible. We ask that you respond no later than 

Friday, May 1 with details pertaining to all items for which information is already readily available, and include a 

plan (with applicable timeline) to address all other matters for which additional work and time is required. 
 

Sincerely*, 

Sera Davidow, 

Director  

Western Massachusetts Recovery Learning Community 

sera@westernmassrlc.org  

 

Ruth A. Bourquin 
Senior & Managing Attorney 
American Civil Liberties Union Foundation of Mass., Inc.   
 
Cathy Costanzo, Executive Director 

Kathryn Rucker, Senior Attorney 

Center for Public Representation 

ccostanzo@cpr-ma.org 

krucker@cpr-ma.org 

mailto:sera@westernmassrlc.org
mailto:ccostanzo@cpr-ma.org
mailto:krucker@cpr-ma.org


 
Colin Killick 
Executive Director 
Disability Policy Consortium 
 
Justin J. Lowe 
Legal Director 
Health Law Advocates 
 
Marlene Sallo, J.D. 
Executive Director 
Disability Law Center 
 

Eastern Massachusetts Peer Network 

 

MPOWER 

 

Northeast Recovery Learning Community 

 

Western Massachusetts Peer Network 

 

 

*Some signatures have been removed in this publicly published version  

 

 

 

 

References: 
1 Connecticut Legal Rights Project (CLRP) letter dated April 18, 2020 re: “Safety and Civil Rights of Patients in State 

Psychiatric Facilities”: http://tiny.cc/CLRPcovid  
2 Vermont Adult State Program Standing Committee letter dated March 30, 2020: http://tiny.cc/VTcovid   
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