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OVERVIEW AND RECOMMENDATIONS

This report discusses the Disability Law Center’s (DLC) detailed findings from our monitoring of
Bridgewater State Hospital (BSH), including the Bridgewater State Hospital Units at Old Colony
Correctional Center (OCCC BSH Units), for the period from January 2025 to July 2025. BSH
and the OCCC BSH Units are under the authority of the Department of Correction (DOC).

DLC is a nonprofit organization and the Commonwealth’s designated Protection and Advocacy
agency (P&A) for persons with disabilities, granting DLC federal authority to investigate abuse
and neglect of people with disabilities, monitor settings where people with disabilities live or
receive services, and engage in advocacy to protect the rights of individuals with disabilities.
DLC'’s intensive ongoing monitoring of BSH would not be possible without the support and
expanded authority granted by budget Line Item #8900-0001."

Throughout the reporting period, DLC engaged in consistent communication with DOC and the
agency’s Contracted Provider for BSH,? Recovery Solutions. DLC habitually sent weekly emails
concerning issues DLC discovered during monitoring and had regular, informative meetings with
the BSH Hospital Administrator. DLC communicated with DOC counsel concerning access to
data, documentation, and video footage, and consulted with DOC administrators on facility
issues. For more information about DLC’s monitoring activities and individual advocacy on
behalf of BSH Persons Served (PS), please see Appendix B.

In response to DLC’s February 2025 report, DOC’s Contracted Provider implemented new data
collection, updated clinical practices, and enhanced supervisory oversight of BSH’s Medical
Executive Director by its Corporate Chief Clinical Officer. Contrary to its general practice, DOC
provided DLC with no response to the report.

Although DLC'’s vigilant efforts and incremental successes stem the tide of abuses against
Persons Served (PS), long-standing countertherapeutic conditions and systemic illegal restraint,
seclusion, and involuntary medication practices continue to harm PS, who are disproportionately
from low income backgrounds and identify as people of color. Put on notice by a decade of
DLC'’s public and private reports,® state government has and must act upon its responsibility to
protect the rights, health, and safety of the individuals with mental health disabilities the
Commonwealth civilly commits to BSH for mental health evaluation and treatment.

DLC recommends the only 2 actions that can protect the rights and health of the current
and future BSH population:

1. The Commonwealth must immediately place BSH operations under the authority
of the Department of Mental Health (DMH) to ensure current and future PS access
to trauma-informed, person-centered mental health treatment; and

2. The Commonwealth must urgently construct a modern DMH hospital facility
designed to provide all individuals deemed in need of “strict security” psychiatric
evaluation and/or treatment in a safe, therapeutic environment and close BSH.

' Complete Line Item languages is available at: https://malegislature.gov/Budget/FY2025/FinalBudget.
2 DLC uses the term “Contracted Provider” throughout this report. The current provider identifies as
Recovery Solutions, and was previously known as Wellpath. Recovery Solutions entered into a new
contract with DOC beginning on July 1, 2025.

3 All of DLC’s public reports since 2014 are linked on our website: https://www.dlc-ma.org/monitoring-
investigations-reports/.
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I THE COMMONWEALTH MUST NOW PRIORITIZE THE RIGHTS,
HEALTH, AND SAFETY OF INDIVIDUALS WITH DISABILITIES AT
BRIDGEWATER STATE HOSPITAL

BSH is not a psychiatric hospital and does not provide mental health care and treatment to
people with mental health disabilities in keeping with hospital standards. BSH is a medium
security state prison that is not and cannot be licensed or accredited as a hospital of any kind.

Roughly 1,000 individuals with known or perceived mental health disabilities are
admitted to BSH per year for evaluation and treatment. The negative impact that the
failings within BSH have on the Commonwealth’s disability population, the mental health
and judicial systems, and public safety cannot be overstated.

Massachusetts is the only state in the United States that permits its correctional agency
to operate a so-called forensic psychiatric hospital. The continuing existence of BSH as a
DOC facility is as disgraceful as it is incongruous.

BSH is surrounded by razor wire
fencing. Entry into the prison and
into each of the 9 housing units is
through small corridors with large
metal mechanical doors on either
side operated by staff within an
enclosed guard station. Once inside,
housing units largely consist of a
prison “day room” with seating and a _
mounted television, and corridors \ gettyimages
lined with heavy metal prison cell \g i "Bestorfohd
doors. BSH PS cells are small, it -
contain a single bed, a wall- : 4 ‘
mounted desk and seat, and a metal
wall fixture with a toilet bowl and a
sink built into the top of the tank.




The BSH population consists of people committed under a range of legal statutes pursuant to
sections of Massachusetts General Laws Chapter 123. BSH PS fall within 3 groups: pretrial
detainees with pending criminal charges; people serving house of correction sentences; and
people held solely due to a psychiatric civil commitment order. The same groups are currently
committed to DMH hospitals. BSH holds males only; all women subject to civil commitment for
evaluation and treatment, without regard to the nature of any charges or sentences, are
appropriately transferred to DMH hospitals.

The one distinguishing feature of a BSH commitment is a court finding that “failure to hospitalize
in strict security would create a likelihood of serious harm by reason of mental illness, or other
mental defect.”* Yet, strict security is undefined by statute and case law establishes no criteria
for making the determination. As DLC has discussed previously, without a clear strict security
standard, it is applied inconsistently and decision-maker bias based on an individual’s race,
ethnicity, or other factors can influence whom courts send for evaluation and commit to BSH.>

The impact of racial bias in Massachusetts’ mental health and criminal systems is on display at
BSH, where Black and African American individuals are consistently disproportionately
represented. Little has changed since a study twenty years ago that found that Black and
Hispanic/Latinx male defendants were more likely than White male defendants to be referred for
an inpatient evaluation in a strict security facility, regardless of diagnoses and the level of
severity of the criminal charges.® BSH PS are also commonly from low income backgrounds.

Faced with a string of lawsuits, DLC public and privately issued reports, and settlement
agreements’ concerning excessive and illegal seclusion and restraint practices and PS deaths,
the previous two administrations took intermediate actions to reform BSH. As part of Governor
Charlie Baker’s plan supported by the Legislature’s approval of a 39% increase in BSH
funding,® DOC contracted with Correct Care Recovery Solutions to provide mental health care,
medical care, and security services inside BSH. In 2017, DOC corrections officers moved
outside of BSH to the periphery of the facility, no longer engaged in day-to-day interactions with
PS. The OCCC BSH Units — the Intensive Stabilization and Observation Unit (ISOU) and the
Residential Unit (RU) — opened to house current and future BSH PS already sentenced to DOC.
The contractor closed the Intensive Treatment Unit (ITU), the disturbing BSH unit where PS
endured hundreds of thousands of hours of seclusion and restraint in solitary confinement, and
created restraint cells in each housing unit.

4M.G.L. c. 123, § 16(a). Other provisions of Chapter 123 reference findings about the need for “strict
security” or “strict custody” with less detail. See, e.g., M.G.L. c. 123, §§ 7 (“failure to hospitalize in strict
security would create a likelihood of serious harm by reason of mental iliness”), 8 (“failure to retain such
person in strict custody would create a likelihood of serious harm”), 13 (“failure to retain a male resident
therein in strict security would create a likelihood of serious harm by reason of mental illness”), 15 (“if the
court determines that strict security is required and if such person is male”), 18(a '2)(2) (“failure to retain
the prisoner in strict custody would create a likelihood of serious harm”).

5“Both clinicians and judges have substantial latitude in the decision process about strict security.” D.
Pinals, et al., Relationship Between Race and Ethnicity and Forensic Clinical Triage Dispositions,
Psychiatric Serv., 55:8, 873, 877 (August 2004),
https://psychiatryonline.org/doi/epdf/10.1176/appi.ps.55.8.873.
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7 DLC issued its first report in July 2014 and entered into a settlement agreement with the Commonwealth
in December 2014.

8 Rezendes, Humane Care Given a Place at State’s Harshest Hospital, THE BOSTON GLOBE (Sept. 9,
2017), https://www.bostonglobe.com/metro/2017/09/09/humane-treatment-comes-last-bridgewater-state-
hospitalwhere-prisoners-have-become-persons-served/Y XvoxK2XUpSQubwV8E4X2L /story.html.



https://psychiatryonline.org/doi/epdf/10.1176/appi.ps.55.8.873
https://www.bostonglobe.com/metro/2017/09/09/humane-treatment-comes-last-bridgewater-state-hospitalwhere-prisoners-have-become-persons-served/YXvoxK2XUpSQubwV8E4X2L/story.html
https://www.bostonglobe.com/metro/2017/09/09/humane-treatment-comes-last-bridgewater-state-hospitalwhere-prisoners-have-become-persons-served/YXvoxK2XUpSQubwV8E4X2L/story.html

The period of positive change at BSH thereafter was short-lived, with improvements notable
only when measured against the abusive culture and legal violations that existed at BSH before.
By 2020, improvements to culture waned — degrading more during the forced isolation of PS in
their cells during the pandemic, security staff began to act like corrections officers, and reliance
on forced medication increased with little regard for whether the clinical order met required legal
standards. All the while, the physical plant of the prison has been antitherapeutic, unsafe, and
unhealthy.

From DLC’s vantage point as the continuous monitor, investigator of abuse and neglect,
and advocate for PS rights and interests, it is clear that Massachusetts’ costly attempts
to reform BSH while it is under the authority of the state’s correctional agency have
failed. Most notable is the disturbing game of whack-a-mole DLC must engage in to
identify and denounce the new ways BSH and its clinical leadership find to violate the
requirements and limitations that Massachusetts law places on the use of medication
restraint and other forms of involuntary medication. The Commonwealth must provide
BSH PS protection from these practices without further delay. Meaningful protection will
only come with DMH oversight, including the expertise of DMH leadership and the clear
dictates of DMH regulations and policies.

With DMH hospitals at capacity, the Commonwealth must also invest in the construction of a
modern psychiatric hospital facility to serve the BSH population. Because allocation of
resources and construction of a new hospital or units within an existing facility will take time,
transfer of oversight must come first. DMH standards and therapeutic focus improve treatment,
reduce improper restrictions, and inform maintenance and necessary remediation efforts.

Though on notice of risks to PS health and safety, including 5 damning mold inspections since
2019, the Commonwealth has failed to prioritize the health and safety of the individuals with
mental health disabilities at BSH. Resources are instead being devoted elsewhere, including:

e In accordance with Chapter 285 of the Acts of 2024, developing a plan by December
31, 2026 to close the Massachusetts Alcohol and Substance Abuse Center —a DOC
facility that holds men court-ordered, pursuant to M.G.L. c. 123, § 35, to involuntary
substance use disorder treatment — and replace the beds in programs overseen by
DMH or the Department of Public Health.®

e A capital investment plan “to transform MCI-Framingham...into a modern and
sustainable facilities that supports rehabilitation and promotes public safety,” that
includes in the Fiscal Year 2026-2027 Capital Budget $20.5 million to support DOC
“with the re-imagining of the state’s only women’s correctional facility into a
rehabilitative environment that advances behavioral health, recovery, and successful
reentry.” The “phased redevelopment strategy” includes “downsize” the prison bed
capacity to match the decreasing population.'©

9 Chapter 285 of the Acts of 2024, https://malegislature.gov/Laws/SessionLaws/Acts/2024/Chapter285.
10 Executive Office of Public Safety and Security, Press Release: Healey-Driscoll Administration
Announces Capital Investment Plan to Re-Imagine MCI-Framingham (June 30, 2025),
https://www.mass.gov/news/healey-driscoll-administration-announces-capital-investment-plan-to-re-
imagine-mci-framingham.
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For over a decade, DLC has described startling deficiencies in care, persistent inhumane
treatment, legal violations, and countertherapeutic and unhealthy physical conditions
that PS are forced to endure. DLC has consistently called for the transfer of BSH
oversight from DOC to DMH and construction of an appropriate psychiatric hospital
facility. While limited improvements and new concerns have come and gone, the core
problems with BSH remain unchanged.

The BSH population is predominantly comprised of multiply marginalized and
stigmatized men from low income backgrounds. The links between systemic health
inequity and racism in our judicial and mental health systems to the overrepresentation
of Black and African American people at BSH are undeniable. Would the Commonwealth
fail to fully address both the legal violations regularly perpetrated by a state agency and
its contractor and the significant environment contamination in the facility if the
demographics of the BSH population were different?




Il.  DEFICIENT PATIENT CARE AND ILLEGAL PRACTICES AT
BRIDGEWATER STATE HOSPITAL

DLC has been highlighting the deficient care and unlawful restraint, seclusion, and involuntary
medication practices at BSH since issuing its first public report on BSH in July 2014. Practices
in BSH reflect the nature of the facility — an unlicensed psychiatric hospital in a medium security
prison operated by the state prison system.

As previously discussed, DOC has control over the internal policies and practices within BSH.
Many BSH psychiatrists, including the long-term Medical Executive Director, and other providers
have a troubling level of comfort with the restrictive, punitive, and often violent practices of a
prison, which informs their decisions concerning treatment, involuntary medication, seclusion,
and restraint as well as their interactions with PS. PS in mental health crisis or who demand
treatment may be ignored, treated with disdain, or subjected to restraint and seclusion in a
prison cell instead of getting meaningful interaction with a mental health clinician. DOC fails to
provide adequate oversight to prevent and address legal violations and abuses by providers and
direct care staff employed by the agency’s Contracted Provider, despite the clear authority and
responsibility to do so.

DMH regulations, policies, or practices that protect the health, safety, and rights of individuals
voluntarily and involuntarily committed to licensed psychiatric hospitals do not apply at BSH.
These include the 6 fundamental rights and detailed restrictions of restraint and seclusion
practices.'? DMH has no policies or procedures concerning regular planned uses of force and
use of tactical gear because, of course, such practices are not permitted in DMH-run or licensed
hospitals.

A primary focus of DLC must be BSH restraint, seclusion, and involuntary medication
practices, which we again confirm during this reporting period occurred in violation of
clear limitations established by state law and constitutionally protected liberty interests
of PS." These illegal interventions constitute abuse,' and are made worse at BSH when
staff use unnecessary or excessive force.

Seclusion and restraint, including medication restraint, are only permitted when less restrictive
measures have proven ineffective in addressing emergency circumstances, “such as the
occurrence of, or serious threat of, extreme violence, personal injury, or attempted suicide.”'®
The interventions involve a high risk of causing psychological harm, physical injuries, or death to

" For instance, the DOC Commissioner has the authority to appoint the Medical Director of BSH, requires
the medical director to provide care “in accordance with rules and regulations approved by the [DOC]
commissioner,” and requires the DOC Commissioner to review and sign all restraint and seclusion forms
and attachments to ensure compliance with statute. M.G.L. c. 125, § 18; M.G.L. c. 123, § 21.

2 See, e.g., M.G.L. c.123, § 23; 104 CMR 27.

3 See, e.g., M.G.L. c. 123, § 21; Rogers v. Okin, 738 F.2d 1, 5-9 (1st Cir. 1984); O'Sullivan v. Sec'y of
Hum. Servs., 402 Mass. 190, 194, 198 n.10 (1988); Rogers v. Comm’r of Dep’t of Mental Health, 390
Mass. 489 (1983); In re: Guardianship of Roe, 383 Mass. 415 (1981).

' In our capacity as the P&A, DLC applies the definition of abuse set forth in regulations applicable to the
Protection and Advocacy for Individuals with Mental lliness Program, 42 C.F.R. § 51.2.

S M.G.L. c. 123, § 21; 104 CMR 27.12 (“Such emergencies shall only include situations where there is a
substantial risk of, or the occurrence of, serious self-destructive behavior, or a substantial risk of, or the
occurrence of, serious physical assault. As used in the previous sentence, a substantial risk includes only
the serious, imminent threat of bodily harm, where there is the present ability to effect such harm, where
there is the present ability to effect such harm”); see also 42 CFR §§ 483.352, 483.356(a).



the people subjected to them as well as the staff imposing them.'® For those with histories of
trauma, like most BSH PS, seclusion and restraint are understood to be re-traumatizing.

“Beyond the physical risks of injury and death, it has been found that people who experience
seclusion and restraint remain in care longer and are more likely to be readmitted for care.”!”

Use of medication restraint and other forms of involuntary medication is restricted further by
substantive and procedural rights granted by Massachusetts law.'®

As the Supreme Judicial Court made clear over
40 years ago, “[T]here are ‘few legitimate medical
procedures which are more intrusive than the
forcible injection of antipsychotic medication.”’°

Every person who is civilly committed by the Commonwealth on the basis of mental illness to
BSH or an accredited psychiatric hospital have the right to make their own treatment decisions,
unless they are subject to involuntary medication in one of the following circumstances:

1. Per a court-ordered Rogers guardianship: After a court has made a substituted
judgement decision that the individual would accept the medication if competent and
approved a treatment plan;2°

2. As a chemical restraint: Under the state’s police power to prevent an imminent threat of
serious harm to oneself or others when there is a clinical determination that there is no
less intrusive alternative to forced antipsychotic drugs available?' and “the statutory and
regulatory conditions for the use of chemical restraints must be followed’??; and

3. To prevent irreversible deterioration of serious mental illness: Exercising the state’s
parens patriae power to administer medication involuntarily “in rare circumstances” to
prevent “immediate, substantial, and irreversible deterioration of a serious mental
iliness...in cases in which ‘even the smallest of avoidable delays would be intolerable.”??

16 Substance Abuse and Mental Health Services Administration, Trauma and Violence,
https://www.samhsa.gov/trauma-violence#:~:text=Seclusion %20and%20restraint%20were%20
once,safety%20is%20at%20severe%20risk; see American Psychiatric Association, APA Resource
Document: Seclusion or Restraint (February 2022), https://www.psychiatry.org/getattachment/e9b21b26-
€933-4794-a3c4-01ad427eed91/Resource-Document-Seclusion-Restraint.pdf; American Psychiatric
Nurses Association; APNA Position: The Use of Seclusion and Restraint (Revised 2022),
https://www.apna.org/apna-position-the-use-of-seclusion-and-restraint/.

7 [d.

8 See M.G.L. c. 123, § 21; Rogers v. Okin, 738 F.2d at 5-8; Rogers v. Comm’r, 390 Mass. at 494-504,
505-506, 510-511.

9 Rogers, 390 Mass. at 502 n.16, quoting Matter of Guardianship of Roe, 383 Mass. 415, 436 (1981).

20 Id. at 512-513.

21 |d. at 490-491, 509-511; M.G.L. c. 123, § 21 (emphasis added).

22 |d. at 509. “Neither doctors nor courts have the power to expand the circumstances in which a patient
may be restrained.” O'Sullivan v. Sec’y of Human Services, 402 Mass.190, 194 (1988), citing Rogers, 390
Mass. at 510.

2 Rogers, 390 Mass. at 511-512. If doctors determine that involuntary medication should continue to
prevent irreversible deterioration, “the doctors must seek an adjudication of incompetence.” Id. at 512.
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As DLC has documented in prior reports, BSH orders and administers restraint,
seclusion, and involuntary medication in violation of these established legal principles
and the standard of care in psychiatric hospitals. Further, in our February 2025 report,
DLC drew attention to the central role of BSH’s Medical Executive Director in these
improper practices.?* The Commonwealth is on notice and obliged to take action to
prevent these violations against individuals with disabilities in a state-operated facility by
a Contracted Provider.

While no state official responded to the concerns raised in DLC’s February 2025 report, the
Contracted Provider provided an update on activities since the report issued, including the
following regarding “Supervisory Oversight of [the] Medical Executive Director”:

e Since March 2025, The Corporate Chief Clinical Officer has been providing
regular oversight of the BSH data review process related to IDOs, Medication
restraints, and court ordered medication.

e The Corporate Chief Clinical Officer has participated in scheduled psychiatric
provider staff meetings to review hospital practices and ensure alignment with
policy related to seclusion and restraint.

e The Corporate Chief Clinical Officer completed a comprehensive review of
the training program for psychiatric providers on IDOs, medication restraints
and court ordered medications and spoke with psychiatrists on some of the
high utilizer units to assess their understanding and operationalization of their
training.?®

During this reporting period, a new barrier to DLC’s monitoring of BSH care and
treatment arose — corruption of the BSH surveillance system. In June, DOC informed DLC
that a corruption in BSH’s surveillance camera system had occurred, leading to the loss
of all surveillance footage from January 28 to April 25, 2025. As a result, 11 videos of
incidents DLC requested were unavailable for review.

According to DOC, the system corruption was due to a single “faulty time/date data entry” on
April 10, 2025, which DOC became aware of on April 11. In the process of identifying and
addressing the corruption, DOC reported that BSH lost the ability to review all surveillance video
recordings since January 28. BSH also lost the ability to record or review any surveillance
footage at all for 2 weeks, until the issue was resolved on April 25. After attempting to rebuild
the system’s database and consulting with the manufacturer, DOC determined that the
database had to be cleared and only a “certified technician” could handle the surveillance
system server in the future.?¢

Compounded by the fact that DLC was not notified until June, this shutdown constitutes a
serious threat to the protection of PS rights. The loss of video function at BSH results in critically
reduced staff accountability, especially for such a significant period of time.

24 See DLC February 2025 Report at 10, 11, 19, 21-22, 31, 43, https://www.dlc-ma.org/wp-
content/uploads/2025/02/DLC-BSH-Public-Report-to-Legislature-2.6.2025-Final-w.-Apps-1.pdf.
25 Email from Recovery Solutions President & Chief Executive Office to DLC (July 30, 2025).

26 |_etter from DOC Legal to DLC (June 23, 2025).
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A. Data Concerning the BSH Population and Documented
Restraint and Seclusion Usage

Based on data made publicly available by DOC, BSH had an average daily population of 237
PS in fiscal year 2025.2” The youngest PS is 19 years old and the older PS is age 74; the
average age is 40.28 There are only 5 people at BSH who are serving criminal, all for governing
sentences less than 3yrs; the other PS are pretrial detainees and people being denied liberty
solely based on an order of civil commitment related to their mental health disability.?® As of July
1, 2025, 65% of the population were committed to BSH for treatment; 35% were at BSH for
observation during an evaluation period; and the average number of days all PS were housed at
BSH was 580.3%°

Individuals who are Black and/or African American are chronically overrepresented in the BSH
population compared to both the general population of the Commonwealth and the population of
the entire DOC. These demographics are no surprise given the disproportionate application of
the vague “strict security” standard to men of color and that BSH is a convergence point for our
mental health system and criminal system — systems well understood to be marred by bias and
structural racism.?’!

Table 1. BSH Population, Massachusetts, and DOC Populations by Race/Ethnicit
BSH Population®? MA Population3? DOC Population3*

Race/Ethnicity

White 41% 79% 37%
White, not Hispanic or Not tracked
Latino Not tracked 68.8%

Black or African American 40% 9.6% 30%
Hispanic or Latino 12% 13.5% 29%

Asian or Pacific Islander 3% 8% 2%
American Indian and 1%

Alaska Native Not tracked 0.6%

Two or more races Not tracked 2.8% Not tracked
Unknown 4% Not tracked 1%

27 DOC, July 2025 Institutional Fact Cards (July 1, 2025), https://www.mass.gov/doc/institutional-fact-
cards-july-2025/download [hereinafter “July 2025 MA DOC Institutional Fact Cards”.

2 |d.

2 See id.

30 /d.

31 See DLC July 2024 Report, 6-10, https://www.dlc-ma.org/wp-content/uploads/2024/07/DLC-BSH-
Public-Report-7.30.2024-w.-Apps.pdf.

32 DOC Institutional Fact Cards present demographic information of the population of all DOC facilities,
including BSH. DOC, January 2025 MA DOC Institutional Fact Cards, https://www.mass.gov/doc/
institutional-fact-cards-january-2025/download [hereinafter “January 2025 MA DOC Institutional Fact
Cards”]. Please note that the is currently available, but DLC could not utilize the demographic data July
2025 MA DOC Institutional Fact Card due to multiple inconsistencies, including accounting for the
race/ethnicity of only 209 PS, adding up to 85%, when the total facility count is presented as 248.

33 U.S. Census Bureau, QuickFacts: Massachusetts (July 1, 2024),
https://www.census.gov/quickfacts/fact/table/MA/PST045224#PST045224.

34 January 2025 MA DOC Institutional Fact Cards.
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Medication restraint data, available since the implementation of BSH’s updated policies in 2024,
shows BSH providers’ reliance on medication and the large number of PS impacted by these
most severe, restrictive mental health interventions known to result in trauma.

Table 2. Medication Restraints by Month (Dec. 16, 2024 — June 15, 2025)

Number of Days

Number of Administrations

December (16-31) 15 26
January (1-31) 31 39
February (1-28) 28 50
March (1-31) 31 62
April (1-30) 30 41
May (1-31) 31 33
June (1-15) 15 26
Total (Dec. 16 — June 15) 181 277
Unique PS Receiving Medication Restraints 101
Medication Restraints Per Day 1.53

BSH administered 1.53 medication restraints per day during this reporting period. This is a
decrease from the spike to 1.71 medication restraints per day in the last period, but still
markedly higher than the rates of 1.37 medication restraints per day from December 16, 2023,
to May 25, 2024, and 1.26 per day from June 16, 2023, to December 15, 2023. Based on these
rates, BSH’s overall rate of medication restraint decreased 11% during this reporting
period yet still represents a 12% increase compared to a year ago. It is important to note
that episodes including medication restraints almost always include use other forms of restraint
at BSH — seclusion, mechanical restraint, and/or manual holds.

Table 3. Medication Restraints by Race/Ethnicity (Dec. 16, 2024 — June 15, 2025)

White 41% 143 (52%) 49 (48.5%)
Black or African American 40% 124 (45%) 47 (46.5%)
Unknown/Did Not Specify 4% 3 (<1%) 2 (2%)
Hispanic 12% N/A N/A

Asian or Pacific Islander 3% 7 (2%) 3 (3%)
Other (American Indian and

Alaska Native, two or more N/A N/A N/A
races)

Total 100% 277 101

The data in Table 3 indicates an evening out in the demographics of PS subject to medication
restraint. In the last reporting period Black and African American PS received 55% of all
administrations and represented 50% of the unique PS receiving medication restraints, despite
comprising of 39% of the BSH population. This is a welcome shift.

% d.
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Dec. 16, 2024 — June 15, 2025

Race/Ethnicity BSH Population®  Sumber of gl
White 41% 295 (44%) 90 (44.5%)
Black or African American 40% 355 (52%) 100 (49.5%)
Unknown/Did Not Specify 4% 16 (2%) 8 (4%)
Hispanic 12% N/A N/A

Asian or Pacific Islander 3% 12 (2%) 4 (2%)

Other (American Indian and
Alaska Native, two or more
races) N/A N/A N/A

Total 100% 678 202

Table 4 presents data only regarding seclusion documented per clinical seclusion order. As
discussed further below, every PS is subject to a minimum of 11 hours of seclusion in the
locked cells per day due to the nightly required lock in in DOC facilities, and PS also face
unsanctioned seclusion by unit staff. The data above shows the astounding 678 seclusion
orders BSH issued over the reporting period on 202 different PS and that more than half
of those seclusion orders were applied to Black or African American PS. At the same
time, Black or African American PS make up nearly half of the PS ordered to seclusion in
a locked prison cell. Both the incredible reliance on seclusion, especially considering the
standard limitations on PS out of cell time, and the disproportionate application are cause for
great concern.

Table 5. Mechanical Restraints by Race/Ethnicity (Dec. 16, 2024 — June 15, 2025
Number of Mechanical Unique PS in

Race/Ethnicity Population®’ Restraints Mechanical Restraints
White 41% 63 (50%) 18 (39%)

Black or African American | 40% 57 (45%) 25 (54%)
Unknown/Did Not Specify | 4% 3 (2%) 2 (4%)

Hispanic 12% N/A N/A

Asian or Pacific Islander 3% 3 (2%) 1(2%)

Other N/A N/A N/A

Total 100% 126 46

Table 5 sets forth data on the usage of mechanical restraints — at BSH, this refers to attaching a
PS to a restraint bed by straps on both wrists and ankles to restrict their movement. For many
PS, particularly those who have trauma histories of physical and sexual abuse, mechanical
restraints can be a terrifying intervention. Troublingly and without legal justification, DLC has
observed that BSH regularly administers medication restraint to PS already immobilized on a
restraint bed. Per the data, Black or African American PS are disproportionately
represented in applications of mechanical restraint but troublingly make up 54% of all PS
subjected to mechanical restraint during this 6-month reporting period.

3% Iq.
37 1d.
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Dec. 16, 2024 — June 15, 2025

REEEI T Population ”g:ghl‘:;sc::an?:tr;ual gg:gul?eezg'z:?n't\ganual
White 41% 322 (42%) 94 (49%)

Black or African American 40% 401 (53%) 87 (46%)
Unknown/Did Not Specify 4% 15 (2%) 4 (2%)

Hispanic 12% N/A N/A

Asian or Pacific Islander 3% 22 (3%) 5 (3%)

Other N/A N/A N/A

Total 100% 760 190

Manual holds — physical hands-on restraints by BSH staff — are the most common form of
restraint at BSH. At BSH, manual holds frequently resemble a prison use of force. Table 6
shows that BSH documented 760 instances of one or multiple staff putting their hands
on PS to restrain or control their movement. The data shows that Black or African
American PS were subjected to these restraints more than any other group — 401 times,
accounting for 53% of all manual holds.

Table 7. Restraint and Seclusion by Hispanic/Latino Ethnicity (Dec. 16, 2024 — June 15, 2025
Total Number for Hispanic or

Intervention Latino Unique PS Hispanic or Latino
Medication Restraint 35 (13%) 18 (17%)

Manual Hold Restraint 124 (17%) 33 (17%)

Seclusion 118 (17%) 35 (17%)

Mechanical Restraint 26 (21%) 11 (24%)

Total 303 97

In November 2024, DOC began reporting “Hispanic or Latino” and “Not Hispanic or Latino”
statuses with its regular data provision to DLC, responsive to DLC concerns. The Hispanic or
Latino category includes PS who identify as white, Black, other racial groups, and many whose
primary language is one other than English. Table 7 shows the total number of restraints and
seclusions administered on PS who identify as Hispanic or Latino, as well as the unique number
of PS subject to each intervention. Bearing DOC's demographic numbers in mind, which show
that the BSH census is 12% Hispanic, the table indicates somewhat disproportionate application
of all restrictive interventions among PS in this group, and highly disproportionate application of
mechanical restraint.

This reporting period, DLC tracked the use of metal handcuffs and leg irons used to physically
restrain PS on their units and for transfer between housing units. Notably, PS are also placed in
handcuffs attached to waist chains and leg irons for every offsite transport, such as to court,
medical appointments, hospitals, and discharge to DMH. The use of law enforcement restraint
tools is out of the ordinary — if not nonexistent in context of patient-staff interactions — in
accredited psychiatric hospitals, marking another way in which BSH differs significantly. During
the 6-month reporting period, daily nursing reports and incident reports indicate that
BSH PS were placed in handcuffs 54 times and in leg irons 15 times during crisis
interventions. In addition, there were approximately 790 external transports in which PS
were placed in handcuffs, waist chains, and leg irons.
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B. Inconsistent BSH Staff Adherence to the Involuntary
Psychotropic Medication Policy

Last year, DLC highlighted BSH’s new policies on “Use of Involuntary Psychotropic Medication”
and “Use of Seclusion and Restraint” enacted in June 2024 after years of DLC advocacy
against illegal medication practices enshrined in past policy language.® DLC reported in
February 2025 that, despite implementation of BSH’s updated “Involuntary Psychotropic
Medication Policy,” BSH staff continued to document the stricken illegal category of “Emergency
Treatment Orders” or “ETOs” in daily nursing reports. With continuing DLC advocacy, we have
observed that BSH staff have largely ceased using “ETOs” in daily nursing reports. Still, reports
rarely use the accurate term: “medication restraint.” BSH staff instead use nonspecific language
such as “medication as ordered” or “STAT orders.” Reports also frequently omit the type/legal
basis for the restraint; the form of medication restraint (oral or injection); and the time the
medication restraint was administered.

Imprecise terminology for uses of medication restraint in combination with other omissions from
nursing reports raise serious concerns about whether nursing staff are in compliance with
policy.3® Namely, the reports rarely mention a rationale for the escalation to medication restraint,
instead discussing the rationale for the seclusion that precedes it. Vague nursing reports that
lack critical details: (1) diminish the reports’ utility as a valuable resource for communication
among staff regarding events on earlier shifts; (2) diminish their utility as an oversight tool for
BSH administration; and (3) obstruct DLC’s monitoring efforts.

DLC continues to engage with Contracted Provider administrators to improve the accuracy and
consistency of BSH staff daily reports and ensure that they reflect compliance with BSH policy.
On July 30, 2025, the Contracted Provider reported implementing the following updates
following DLC’s February 2025 report:

e Starting in January 2025, we have begun tracking the route of medication
administration (PO versus IM) for all medication restraints.

o Starting in January 2025, we have begun tracking the time/delay between
medication restraint orders and administration of medication in an effort to
determine why delays are occurring and ensure reassessments are being
completed prior to administration.

e Education and retraining has been provided to medical staff (prescribers and
nursing) on our medication restraint policy with an emphasis on prioritizing
the offering of PO medications and requiring the ordering physician to
reassess the patient to determine whether a medication restraint is warranted
if there is any delay exceeding 20 minutes between the time of the order and
administration.4?

38 DLC, Public Report on the Efficacy of Service Delivery Reforms at Bridgewater State Hospital (BSH)
and Continuity of Care for BSH Persons Served (February 2024) at 7-9, https://www.dlIc-
ma.org/wpcontent/uploads/2024/03/DLC-BSH-Public-Report-3.13.2024.pdf [hereinafter “DLC February
2024 Report”].7-9; DLC July 2024 Report at 11-12.

39 MM 300-04 Use of Involuntary Psychotropic Medication Policy, p.2 (“All providers and nursing staff are
required to be knowledgeable of the circumstances in which involuntary psychotropic medication may be
ordered; the safe administration of such medication; and appropriate implementation, monitoring, tracking
and documentation of its use.”).

40 Email from Recovery Solutions President & Chief Executive Officer to DLC (July 30, 2025).
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As discussed above, DLC has not yet observed marked improvement. However, DLC
appreciates these efforts by the Contracted Provider made in response to our advocacy.

C. Issues with the BSH Medication Restraint Order Form

BSH’s Medication Restraint Order form, entitled “BSH S/R — Medication Restraint” has been in
use since September 2023. For over a year, DLC has been describing issues with the language
of the form that permits, if not encourages, BSH providers to order illegal restraints in non-
emergency circumstances.*! One year after DLC began to publicly report concerns with the
Medication Restraint Order Form, the Contracted Provider has provided DLC an updated draft
of the Medication Restraint Order Form. The draft form is more closely aligned with the
requirements of Massachusetts restraint law. DLC will provide the Contracted Provider with
feedback on the form and report on its progress in our first 2026 report.

D. Unjustified Medication Restraint in Non-Emergency Circumstances

Since May 2018, DLC has been raising concerns in public reports about the use of involuntary
psychotropic medication on BSH and OCCC BSH Unit PS absent a court order, in violation of
Massachusetts law, and while failing to observe documentation and reporting requirements.4?
Despite DLC publicly sounding the alarm on these illegal uses of restraint, DOC continues to
permit its Contracted Provider to administer involuntary psychotropic medication to PS locked in
their prison cells when there are no legitimate emergency circumstances present.

Based on dozens of PS interviews, review of restraint documentation, review of 9 sets of
PS medical records, and review of 32 videos of restraints, DLC again finds this reporting
period that BSH practices run afoul of legal requirements and give rise to abuse of PS.

Reports from PS illustrate the traumatic experience of receiving involuntary emergency
medication at BSH. PS describe staff’s treatment of them as “violent,” “hostile,” and physically
“painful.” One PS described the experience of receiving forced medication at BSH:

“To be honest it’s terrifying, especially if you’re not
from a world with all that violence, you feel me?...
Saying it’s horrifying is an understatement.”

PS recount what the video footage confirms: when security staff unlock and enter their cells to
effect a medication restrain via intramuscular injection, they do not pose a serious threat to
anyone, as required by law. Indeed, they are often objectively calm, making medication restraint
as well as the accompanying use of force gratuitous. As 2 PS rationally pointed out to DLC:

“I’'m in my cell, I’'m quiet now. How am | a threat?”

“l didn’t need it. I don’t need meds to calm down.
If they just put me in my room, | calm down.”

41 DLC February 2024 Report at 9-14; DLC July 2024 report at 12, DLC February 2025 at 11-13.

42 See M.G.L. c. 123, §21; Rogers v. Comm’r of the Dep’t of Mental Health, 390 Mass. 489 (1983); Matter
of Guardianship of Roe, 383 Mass. 415 (1981)) (All of DLC’s public reports are available here:
https://www.dlc-ma.org/monitoring-investigations-reports/.)
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BSH staff are either unwilling or simply fail to reassess whether PS circumstances have
changed such that the clinical necessity of the medication restraint has passed, though this
reassessment is required by state law and BSH policy. Indeed, BSH policy explicitly states that
reassessments must be made in order to prevent unjustified medication restraint.*® Still, during
the previous reporting period, DLC could identify only 1 example of a medication restraint being
discontinued before administration out of 311 medication restraints administered over 6 months.
During this reporting period, DLC could not identify a single instance of discontinuation
of an ordered medication restraint out of 277 total medication restraints.

The examples below illustrate 2 common scenarios in which PS are subjected to medication
restraints: (1) where emergency circumstances were never present to justify the medication
restraint order or (2) where emergency circumstances ceased to exist prior to the administration
of the medication restraint due to delay by BSH staff. DLC highlights that each of these
scenarios, in addition to showing a lack of requisite emergency circumstances, also indicate
BSH'’s failure to explore less restrictive alternatives to medication restraint, as required by law.

PS “Angelo”

PS Angelo was placed in seclusion after an altercation with staff in the Attucks recreation
building. BSH nurse ordered a medication restraint and to seclusion, but staff did not administer
the medication restraint until 1 hour and 16 minutes later. The description below incorporates
observations from surveillance camera and handheld camera footage.

At 12:41pm, Angelo is inside a seclusion cell containing only a plastic 4-point restraint bed with
no mattress. For the next 16 minutes, he paces slowly around the bed, appearing to explore the
room: touching the walls, looking out the window, and examining the ceiling light. He makes
relaxed movements that, at various points, look like he’s conducting an orchestra and
performing a dance or martial art sequence. He lightly scratches, and swipes his hands across
the walls. He sits on the end of the bed and lies back with his arms behind his head. A couple
minutes later, he gets up and looks in a mirror on the wall, taps it, then continues to walk slowly
around the room.

At 12:57pm, Angelo looks out the door window, shadowboxing in a relaxed manner for
approximately 10 seconds. He then laughs and continues pacing around the room. At 1:04pm,
he makes a hand gesture towards the door window. He does this again with both hands. Shortly
thereafter he briefly holds up his middle finger for approximately 10 seconds while looking out
the door window. He then continues walking slowly around the room.

At 1:09pm Angelo urinates on the floor in the corner of the prison cell where the toilet would
typically be. He then continues to pace. At 1:19pm he makes a brief hand gesture toward the
door window. At 1:21pm he stands on the bed, speaking and gesturing to himself and the
surveillance camera until 1:24pm. He then stands in front of the door window, leaning on the
wall gesturing until 1:26pm. He then continues to pace, gesture, stand on the bed and speak to
himself or the camera.

43 “If there has been a meaningful change in the emergency circumstances justifying the use of
Medication Restraint between when the order was given and the administration of the medication, the
Qualified Clinician should be contacted and notified of this change, and a new determination made
regarding the need for the intervention.” (PC 400-08 Use of Seclusion and Restraint, p.21)
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At 1:54pm, a team of four TSTs in tactical gear assembles outside the cell, with a fifth TST
Supervisor standing in front of the door window. The TST Supervisor yells to Angelo, “Wanna
lay on the bed?” Angelo’s answer is inaudible. The Supervisor then yells, “Comply! The doctor
ordered medication.”

At 1:55pm, the cell door appears slightly open. Angelo approaches the door and lightly pushes it
open with one hand as if to see if it is unlocked. Immediately, a TST walks towards Angelo and
grabs his left arm, forcefully pulling him into the room while a second TST grabs his right arm.
They both jerk him around to the left side of the bed. Two other TSTs are now on the opposite
side of the bed with their hands on the still standing Angelo. The TST Supervisor, standing in
the doorway, yells, “Alright, on the bed... on the bed... on the bed...” He then screams “ON
THE BED, | SAID! GO!” The TST holding Angelo’s left arm pushes him down hard by the
shoulder while the other TSTs behind him pull him down into a seated position on the bed.
Angelo complies as the 4 TSTs position him lengthwise on his back. The TST Supervisor yells,
“put him on his side!” The TSTs then hoist him up by his sweatshirt, position him on his side,
and pull down his pants to expose his buttocks. The nurse enters and administers multiple
intramuscular injections.

When the nurse exits, the TSTs let go of Angelo but remain standing in the cell. One TST flips
up his helmet visor as if the danger has passed. Still on his back, Angelo’s arms are
outstretched as if pleading or asking something of the TSTs and the TST Supervisor. The
Supervisor appears to answer, then two TSTs grab Angelo’s arms and help lift him up, with
another TST pushing him back up off the bed.

The TSTs walk Angelo out of the seclusion cell, holding his forearms as he appears to walk
calmly to his cell and enter at 1:57pm. The cell has trash all over the floor. Angelo appears
exhausted, sits on his table, and looks out the window and down at his feet, occasionally
gesturing to himself. At 2:02pm, he falls silent and still. At 2:04pm he makes his bed, crawls
under the covers, and appears to sleep.

It is clear from the video described above that PS Angelo’s behavior for over an hour in
seclusion did not constitute an emergency “such as the occurrence of, or serious threat of,
extreme violence, personal injury, or attempted suicide,” per the requirements of M.G.L. c. 123,
§ 21. Notations in the Restraint/Seclusion Check Sheet present a consistent depiction of his
activities within the cell: “laying down,” “pacing inside his room,” “walking on top (of) the bed,”
and “talking to himself.” Seclusion — a form of restraint under the statute — was sufficient to

address any emergency present before staff placed PS Angelo in the locked cell.

However, the nursing progress note that describes the entire incident — covering the nursing
assessment, seclusion, medication restraint administration, and the discontinuation of the
seclusion — only vaguely describes only the rationale for his seclusion: “Upon assessment, PS
was presented as disorganized, self-dialoguing, unable to manage a conversation about the
event, due to imminent risk of harm to others. Seclusion was initiated.” The Medication Restraint
Order Form completed by a BSH nurse practitioner is likewise vague and insufficient to
substantiate the need for medication restraint in addition to seclusion. The “descriptive” sections
contain only the following information:

Describe Situation Creating the Risk:

Remain disorganized with disorganized behaviors, restless, and agitation.
Continue to pace, self-dialoguing, and making physical threat gestures.
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Describe the Risk if Medication is Not Administered:
The presenting symptoms will continue to increase in severity creating greater
safety risk.

Under “Describe Situation Creating the Risk,” the only behavior that feasibly rises to the level of
the Massachusetts restraint standard is “physical threat gestures.” As described above, the
video shows PS Angelo making a range of gestures and movements that indicate restlessness
while locked behind a prison cell door, none of which could have reasonably given rise to
emergency circumstances.

Similarly, in “Describe the Risk if Medication is Not Administered,” the nurse practitioner offers
no basis to state that symptoms “will continue to increase in severity,” or to describe the nature
of the current safety risk or how it will become greater. In any case, medication restraint for the
purpose of forced treatment of acute symptoms violates Massachusetts law.

Adding to the injuries caused by the failings of BSH providers, the rough actions of BSH security
staff and the yelling supervisor are in stark contrast to the relatively calm and compliant
behavior of PS Angelo in the video footage. The entire episode is enough to strike fear in any
PS experiencing, observing, or just overhearing it.

PS Angelo’s treatment in this incident and the accompanying documentation illustrate the daily
abuses PS endure. Incomplete, insufficient, and incompetent documentation for an
unnecessary, unjustified— and unjustifiable— involuntary medication.

PS “Barber”

According to nursing progress notes, PS Barber had been placed in seclusion in his cell after he
had attempted to put his hand through the slot in the nurses station’s door and staff placed him
in a manual hold. A BSH psychiatrist then ordered a medication restraint in addition to
seclusion, but the “emergency” restraint was not administered until 1 hour and 54 minutes later.

At 7:47am Barber has just been secluded in his cell. He immediately removes his coat and
walks to his desk, where he has multiple stacks of paper and pads organized, and writes down
some notes. Two minutes later, Barber brings a few papers to his door window to show to staff
and speak to them.

For the next 1 hour and 20 minutes, Barber alternately talks to staff through the cell door
window, writes in his notepad, organizes his papers, sits on his stool and rests, and paces
around his cell. At 9:09am, Barber briefly gets under his covers, then gets out of bed to speak to
staff outside his door. At 9:24am, he lies on his bed and rests. At 9:37am, Barber gets up again
and shows papers to staff again then lies back down briefly. He gets up once more to talk to
security staff at the door, then lies back down again.

At 9:41am, 4 security staff unlock and enter Barber’s cell without protective gear. He remains on
his bed, still trying to show staff his papers. Staff appear to direct him to lie on his stomach,
which he does without staff laying hands on him. The nurse enters and pulls down Barber’s
pants, administering 4 syringes of intramuscular medication in his buttocks. The injections leave
his buttocks visibly bloody. Staff leave the room.

Barber pulls his pants up and walks to the door window, trying to show his papers one more
time. He then has something to eat and drink, gets back into bed and appears to fall asleep.
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Like the PS Angelo incident, there was no legal justification to subject PS Barber to a chemical
restraint. A nursing progress note from the incident describes what led to PS Barber being
secluded and his behavior after receiving the medication restraint, but remarkably omits any
discussion of his behavior in his cell leading up to the medication restraint. A seclusion checklist
taken by the staff observer notes what he was saying through his door: “you’re illegally

'”. [13

secluding me!”; “this is abuse, get me out of this room now!”; and “you guys are only abusing
me because I’'m disabled!”

The Medication Restraint Order Form is the only documentation in PS Barber’s records that
includes a justification for the medication restraint related to his behavior in seclusion. Still, the
provider’s descriptions are both lacking and incongruous with the video footage. The
“descriptive” sections of the order form reads as follows:

Describe the Situation Creating the Risk:

[PS Barber] suffers from manic exhaustion exhibiting constant agitation +
threatening behavior putting him at extreme risk of being harmed by others on
the unit[.]

Describe the Risk if Medication is Not Administered:
Manic exhaustion is a potentially fatal complication of untreated bipolar iliness.

The language under “Describe the Situation Creating the Risk is inconsistent with his behavior
in seclusion. Moreover, the risk of “being harmed by others on the unit” is not an adequate
rationale for the use of medication restraint, not to mention a medication restraint on an
individual already locked alone in a prison cell.

The BSH psychiatrist also references the “potentially fatal complication” of “manic exhaustion,” a
term this particular provider has frequently referenced in documentation with respect to both this
PS and other PS. As described above, PS Barber appears neither agitated nor anywhere near
death from exhaustion. Also troubling, the psychiatristwho ordered the medication restraint
specified that the “Indication for Emergency Medication” was only “Treatment of Acute
Symptoms,” in keeping with the illegal medication restraint permitted by BSH’s prior policy
language.

PS “Carrel”
In the following video description, BSH staff administer a medication restraint on PS Carrel while

he is secluded in his cell. PS Carrel is an older PS who has a hearing disability that makes it
extremely difficult for him to understand what someone is saying to him from outside his cell.

At 10:00pm, Carrel is lying on his side under a blanket in his bed. The lights are off but come on
and illuminate the cell. The slot in his door is open, and staff are outside, appearing to speak to
him. Still lying down, Carrel talks and gestures at staff. Staff close the slot. He gestures
emphatically and appears frustrated at the interruption and resumes his attempt to sleep.

At 10:04pm Carrel sits up, speaking and gesturing. Two minutes later, he rises and walks to the
door to speak with staff through his door window. He drinks a few cups of water, gestures and
speaks towards the door again. He then remakes his bed, yells, and gestures at the door —
although no staff appear to be there— and gets back in bed at 10:09pm.

At 10:10pm a staff member knocks on Carrel’s door window and speaks to him through the
door. He yells and gestures at them, then tries to go back to sleep. At 10:16pm staff knock on
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his door again and he yells back to them again. Two minutes later, he sits up in bed and yells
back and gestures at the door. He covers himself with a blanket and appears to try to sleep
again. At 10:20pm, a TST tries to talk to him through the door. Carrel yells back to him a minute
later, but the TST is gone. At 10:24pm staff interrupts him once again.

From 10:24pm to 10:37pm Carrel lies under his blankets without disturbance. At 10:38pm, 4
TSTs in tactical gear open Carrel’s door and enter his cell as he lies under his blanket. One TST
grabs his right arm and shoulder and, along with the other TSTs holding his legs, forcefully pulls
Carrel towards him while sliding his entire mattress. They force him onto his side, remove his
blanket, and pull his pants down below his buttocks. Carrel does not appear to resist as they
push him back toward the wall. Two nurses enter and administer 3 intramuscular injections in
his buttocks. The TSTs then run out of the cell at 10:40pm and close the door, leaving Carrel’s
pants down.

Carrel immediately sits up, yells, and points towards staff outside his door window. He flips the
blanket completely off of him, stands up, walks over to the door window, and bangs it with his
hands. All staff outside his room appear to walk away from him at this point. He turns to his sink,
pours himself a cup of water and drinks it. He walks around his cell, intermittently yelling at the
door. At 10:48pm he lies down in his bed to go to sleep. A minute later, staff shut off lights off.

The video footage shows a BSH PS trying to sleep in his cell with staff continually provoking him
by turning on his cell lights, talking to him, and eventually, sending in a team of security staff to
force medicate him. A review of Carrel’s records indicates that the situation is in ways more
complicated, but no less troubling.

A nursing progress note states that at 8:04pm, PS Carrel's blood pressure was “208/16” and
that he was “agitated and very psychotic.” The nurse consulted with a doctor, and staff gave him
oral medication, Amlodipine, for blood pressure at 8:08pm. Nurses offered him oral Olanzapine
(Zyprexa) “for agitation,” but he declined. After telling PS Carrel that the doctor would check on
him in an hour, the nurse wrote that he “threaten(ed) to attack anyone that comes in later.”

Another nursing progress note recounted that the on-call doctor checked on PS Carrel at 10pm
and talked to him about taking Clonidine for blood pressure, but PS Carrel purportedly refused.
This note contradicts a notation in PS Carrel's medication administration records that show he
took a dose of oral Clonidine at 9:43pm. Still, according to the nurse, the on-call doctor ordered
an “ETO” — an illegal “Emergency Treatment Order” stricken from BSH policy since July 2024 —
of a cocktail of psychotropic medications: Haldol, Ativan, and Benadryl.

On the Medication Restraint Order Form, the psychiatrist indicated that “Type of Emergency”
was only “Potential Harm to Self” and “Potential Harm to Others.” “Potential” harm at some
undisclosed time does not amount to the imminent serious threat of extreme harm required by
law. The field the provider had to complete to describe what is creating the risk is an incomplete
description of a medical issue, rather than grounds for a medication restraint:

Describe Situation Creating the Risk:

Patient was experiencing severe asymptomatic hypertension. The patient’s blood
pressure went up to 200/100s. Patient declining PO clonidine. Decision was
made to transfer patient to lighthouse for closer monitoring of his hypertensive
urgency. Patient declined. Despite 2 hours of intermittent de-escalation and
attempting to treat patients [sic] hypertensive urgency and attempting to
encourage patient to transfer to medical unit, the patient [sic] [.]
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Describe the Risk if Medication is Not Administered:

Given that patient was disorganized, patient was unable to accept unit transfer.
The unit patient was on would not have been sufficient for his care at the time of
the medication administration given that his systolic blood pressure was greater
than 180 and the B1 unit is not a medical unit. Patient was at risk of stroke or
cardiac event should he remain hypertensive and could not appreciate the
circumstances of his medical condition.

The descriptions lack clarity as to the specific purpose of the medication restraint — to force PS
Carrel to take Ativan as off-label, minimally-effective treatment for high blood pressure or to
sedate and force his compliance with a move to Lighthouse, the BSH medical housing unit. In
either case, this medication restraint was employed improperly to provide PS Carrel medical
treatment without his consent, and not to address emergency behaviors that created an
emergency in keeping with the requirements of M.G.L. c. 123, § 21. In addition, the psychiatrist
contradicts medication administration records that indicate that PS Carrel took clonidine at
9:43pm and staff had not taken his blood pressure for 2 hours prior to the 10pm meeting with
the psychiatrist to determine whether his “asymptomatic hypertension” had improved before
ordering the illegal restraint.

DLC has demanded that DOC and the Contracted Provider address these illegal uses of
medication restraint at the clinical and security levels for years, placing both entities as
well as the Commonwealth on notice that BSH is regularly violating the rights of PS.
These practices must stop and licensed BSH providers ordering and administering illegal
medication restraints must be held accountable.

E. Failure to Offer Oral Medication Before a Medication
Restraint Via Intramuscular Injection

PS and DLC alike are alarmed by the failure and, at times, refusal of BSH staff to offer PS a
choice of method of administration when providers order them to take involuntary emergency
medication. Of course, taking pills — oral or “PO” medication — is far less traumatic and
physically dangerous than receiving forced injections, even if both are involuntary. In
discussions with 9 different PS who had been administered medication restraints a total of 13
times, they reported:

e 6 instances in which staff offered oral medication. In 2 of these instances, PS
reported that they were not told that refusal of oral medication would result in an
intramuscular injection; and

e 7 instances in which staff did not offer oral medication. In 2 of these instances, PS
reported asking for oral medication and staff refusing.

BSH administrators and medical leadership continue to report improvements in the rate of PS
choosing oral medication over intramuscular injections in medication restraints and that the
Contracted Provider is tracking the route of medication administration for all medication
restraints. However, DLC’s monitoring efforts indicate that considerable work remains to be
done in this area. The practice of omitting oral medication offers, as well as failing to explain the
consequences of oral medication refusals and denying PS requests for oral medication outright,
exemplify BSH'’s continued and routine failures to exhaust the least restrictive alternatives
before resorting to the most extreme and traumatizing interventions.
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F. Improper Irreversible Deterioration Orders

Irreversible Deterioration Orders (IDO) are involuntary antipsychotic medications administered,
based on the state’s parens patriae power, “in rare circumstances” to prevent “immediate,
substantial, and irreversible deterioration of a serious mental illness.””#* An IDO must be based
on a determination at the time of the medication administration that the individual has an
immediate and critical need for treatment to prevent their irreversible deterioration such that
“even the smallest of avoidable delays would be intolerable.”* It is well established in
Massachusetts law that there is no requirement of a court order for a single IDO administration,
but the law requires that, if doctors expect to continue to treat the patient with antipsychotic
medication over the patient's objection, the doctors must seek adjudication of incompetency,
and, if the patient is adjudicated incompetent, the court must formulate a substituted-judgment
treatment plan.” 46

As reported in DLC’s first 2025 report, BSH practices around the use of Irreversible
Deterioration Orders (IDOs) violate established Massachusetts law as well as the high bar set
for doctors who force medicate patients under this limited exception.*” Specifically, the
Contracted Provider created a “IDO protocol” that authorizes “sustained” use of involuntary
medication over an extended period of time without a court-ordered treatment plan.4® Although
BSH providers utilize an IDO protocol to justify force medicating a PS multiple times per day for
the duration of the protocol, the protocol does not require redetermination of the “risk of
immediate, substantial and irreversible decline” before each administration. Moreover, the
Contracted Provider’s coercive goal of IDO protocol — to threaten PS with intramuscular
injections multiple times per day in order to get them to accept forced medication orally — is
made clear by two of its provisions:

e ‘“If the IDO protocol is approved, the patient is notified they will not be permitted to
refuse their medication.” 4°

¢ “In general, once the patient is made aware of this protocol, they accept medications
by mouth and with sustained treatment their mental health symptoms will improve so
that they no longer require this protocol, or (less frequently) their 8b is heard and the
patient is provided with a court authorized treatment plan.”%°

Notably, these protocols do not include informing PS about the purpose and limitations of the
IDO exception or BSH’s obligation to immediately seek a court-ordered treatment plan

44 Rogers, 390 Mass. at 503, 511-512.

45 Id. at 512, quoting Matter of Guardianship of Roe, 383 Mass. 415, 441 (1981); 104 CMR 27.10(1)(e)
(“T]he right to refuse such medication may be overridden prior to an adjudication of incapacity and court
approval of a treatment plan only in rare circumstances to prevent an immediate, substantial and
irreversible deterioration of the patient’s mental illness.”).

46 Rogers, 390 Mass. at 512; see M.G.L. c. 123, § 8B.*8

47 DLC February 2025 Report, 21-23, https://www.dlc-ma.org/wp-content/uploads/2025/02/DLC-BSH-
Public-Report-to-Legislature-2.6.2025-Final-w.-Apps-1.pdf.

48 Email from Contracted Provider to DLC (1/9/2025). After the initial approval of the protocol, “[t]he
patient’s status on an IDO protocol is tracked in treatment team rounds and the patient is seen at least
weekly by their psychiatrist.” Id.

49 d.

50 fd.
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During this reporting period, the Medical Executive Director approved Irreversible Deterioration
Protocols for 5 unique PS, a decrease from 9 PS in the last period. The length of time of each
protocol remained alarmingly long — ranging from 12 to 97 days.

Because the IDO protocol may be used to force medicate the same PS multiple times per
day, based on past PS experiences, the 97-day IDO protocol alone may have been used
to authorize 194 or more involuntary medication administrations.®"

DLC has repeatedly requested information from the Contracted Provider concerning the number
of IDOs administered on each PS subject to an IDO protocol. However, BSH chooses not to
track this information, which is otherwise only discernable through an individual records review
of every person placed on the IDO protocol. Rather than tracking administration data, the
Contracted Provider as opted to collect the following data:

o Effective 1/2024, BSH tracks percentage (based on average daily census) of
patients with active IDOs. This data is parsed out by month, housing unit of
patient and prescriber.

e For 2024/2025, the Contracted Provider created a patient-specific tracker of
start/end dates for each IDO and included the reasoning as to why an IDO was
discontinued.

¢ In 2025, the Contracted Provider established quality indicators, which track the
number of patients (based on average daily census) who receive medication
restraints, have court-authorized treatment plans and active IDOs.52

Relying on percentage of PS on IDO protocols, the Contracted Provider argues that IDOs are a
“rare” intervention, impacting less than 1% of all patient days. Of course, recording data
concerning multiple IDO administrations per day for every IDO protocol is the only accurate way
of measuring the usage of IDOs at BSH.

Making the above all the more concerning, BSH has no dedicated forms or documentation
pertaining to the IDO approval process which is directed solely by the Medical Executive
Director and/or designee. The Contracted Provider has also asserted that petitions seeking
court-ordered treatment plans are submitted prior to the enactment of an IDO protocol by DOC;
DLC previously confirmed that this was not true.

DLC again calls upon BSH to provide transparent data concerning the administration of
IDOs and cease use of its protocol which, by design, violates established law. Based on
the information available to DLC to date, DLC believes that current IDO practices
constitute abuse, with licensed BSH providers administering IDOs in circumstances that
do not meet the requirements of state law.

G. Violence in Restraint and Involuntary Medication Administration

As in previous reporting periods, DLC observed, in person and through review of video footage,
BSH staff using unnecessary and undue force during the use of planned involuntary medication
administrations and unplanned restraints. As a state prison under DOC’s control, BSH continues

51 DLC February 2025 Report at 23.
52 Email from Recovery Solutions President & Chief Executive Officer to DLC (July 30, 2025).
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to condone teams of security staff wearing tactical gear (helmets, chest pads, groin protectors,
and knee pads) assembling outside cells of already secluded PS and entering to forcefully hold
the PS face down on his bed while nurses administer intramuscular injections. These security
staff, known as Therapeutic Safety Technicians (TST) may also utilize a plexiglass shield, with
which they push PS onto their beds upon entering their cell. In addition, DLC observes
excessive force occurring in unplanned events that begin with failures of unit staff de-escalation.

Despite the fact that every BSH PS is confirmed as having or potentially has a mental
health disability, the planned use of force procedures in place at BSH do not incorporate
meaningful modifications to accommodate PS disabilities. For example, BSH practice does
not incorporate additional clinical intervention or adjusted communication methods to deescalate
behaviors with the aim of avoiding the use of force. Instead, BSH staff proceed with uses of
force and unnecessary intramuscular injections on PS who pose no current danger to
themselves or others and even PS who are objectively calm.

DOC and the Contracted Provider updated the BSH policy on staff use of “protective gear”
during the last reporting period. The policy requires authorization by the Medical Executive
Director for the shield to be used, except in cases involving an “acutely emergent situation in
which there is clear and imminent risk of serious harm to the PS or others.”>® DLC highlights
that the description of the “acutely emergent situation” exception indicates that the shield is
available for use in nonemergent circumstances, which would not meet the legal requirements
for administering a restraint.

According to the Contracted Provider, from December 16, 2024, to June 15, 2025, there were:
o 298 “planned events”;
e 149 “planned events” in which TSTs were approved to wear protective gear; and
e 9events in which TSTs were approved to utilize the shield.>*

Compare these numbers to those from the previous reporting period, June 16, 2024, to
December 15, 2024, in which there were:
e 619 “planned events”;
e 219 “planned events” in which TSTs were approved to wear protective gear; and
e 9 events in which TSTs were approved to utilize the shield.%®

DLC is pleased to find that the reported number of planned uses of force decreased by more
than 50% and approval for protective gear has also dropped markedly. However, any number of
planned uses of force on psychiatric patients must be unacceptable. Each one of these
incidents constitutes a planned escalation of a PS already confined to a locked prison cell that
has a high likelihood of causing panic, physical pain and injury, and lasting trauma.

Below, DLC provides a description of several illustrative incidents DLC reviewed on video
footage during this reporting period:

e Ateam of 4 TSTs in tactical gear enter a PS cell, aggressively bash him with a
plexiglass shield, and force him into a corner of the cell. The TSTs attempt to lift and

53 BSH Policy and Procedure Manual, PC 300-12 Serious Clinical Episode — Use of Protective Gear, §
51.1.

54 Email from Hospital Administrator to DLC (June 18, 2025).

55 Email from Hospital Administrator to DLC (January 9, 2025).
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carry the PS until their supervisor yells at them to put his legs down and stand him
up. The TSTs continue to struggle with the PS, finally dragging him onto the bed.
Once on the bed, 4 TSTs, and at times a fifth, put their weight on the PS for 4
minutes, attempting to wrench the PS’ arms out from under his body in order to place
him in handcuffs. When the supervisor attempts to handcuff the PS, he yells “let’s go,
it's over, give me this arm!” and “stop resisting!” multiple times. Once the PS is in
handcuffs, the TSTs walk the PS out of his cell, with his pants and underwear
hanging below his waist, to a seclusion cell to place him on a 4-point restraint bed.

e A PS s standing in a unit corridor speaking to 2 TSTs and a nurse. The TSTs rapidly
place the PS in a manual hold, forcing one of his arms behind his back. Holding his
arms in a contorted position, the TSTs walk the PS to his cell and push him against
the cell door. Another TST joins them in shoving the PS violently into his cell. Once
the PS is inside, 1 TST barrels into the cell, tackling the PS forcefully into the wall
and then onto his bed. Two additional TSTs enter the cell, hold down the PS’ legs,
and push his head into the bed as he lies in a fetal position, until they leave the cell
one by one.

e A PS is secluded for 27 minutes, during which time he lies on his bed for
approximately 10 minutes, makes himself a drink, and cleans his room. When 3
TSTs enter his cell, the PS confronts them, and they tackle him onto his bed. The
TSTs cover him with their bodies and push him down forcefully; 1 TST has his knee
on the PS’ arm. A nurse enters, pulls down the PS’ pants, and administers two
intramuscular injections in his buttocks. The 3 TSTs then hold the PS in place as a
TST supervisor enters and places him in handcuffs behind his back. Once in cuffs, 2
TSTs stand the PS up and throw him forcefully against the wall, holding him on the
wall so he cannot move. The TSTs attempt to walk the PS backwards toward the cell
door holding his cuffed hands behind his back, but when the PS steps on a TST’s
foot, they abruptly bend him forward over his sink and violently push his body
forward multiple times. The TSTs leave the cell and pull the PS’ cuffed hands behind
him through the cell door wicket, close the door, and remove the handcuffs. He
paces around his cell briefly then lies down and appears to fall asleep.

DLC notes, as in the past, that TSTs implement these uses of force with less training and
understanding of protocols than corrections officers. Indeed, the lack of training and appropriate
oversight for TSTs is often readily apparent from their haphazard, gratuitous, and often
malevolent choices. Video footage reveals security staff supervisors shouting at TSTs and PS
alike to try to gain control in the chaos.

The Contracted Providers’ introduction of a new initiative this year called the Psychiatric
Emergency Response Team (PERT) has done little to prevent accepted staff violence against
PS already confined to their cells. As the Contracted Provided reported stated,

Starting in January 2025, PERT was implemented in an effort to reduce the
number of emergency codes and reduce the risk of patient/staff assaults/injuries.
A secondary goal was to reduce the number of seclusion/restraint episodes.
While we have not realized a reduction in seclusion/restraint episodes during this
implementation period, we have achieved success in the overall reduction of
emergency codes and patient on patient and patient on staff assaults compared
to the same time period in 2024.56

56 Email from Contracted Provider President & Chief Executive Officer to DLC (July 30, 2025).
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The PERT is a rotating multidisciplinary team intended to enhance the use of therapeutic
responses at BSH when a PS experiences a psychiatric emergency and unit staff need
assistance. Per BSH policy, “PERT will enhance the use of de-escalation techniques in a
psychiatric emergency in a trauma-informed manner to reduce the use of restrictive measures
(e.g. seclusion, mechanical restraint, manual hold, and medication restraint).”>” From January
2025 to May 2025, the PERT team engaged in a total of 214 responses, 72% of which allowed
patients to remain in the milieu with no use of restraint or seclusion. Compared to January 2024
to May 2024, Code Green calls, which alert staff to situations deemed to require a security
intervention, decreased during this same period by 18%.

H. Undocumented and Unauthorized Seclusion

Every BSH PS spends extended periods of time locked in their cell each day because it is a
DOC facility, and not a psychiatric hospital. At a minimum, every PS is locked in their cell daily
from 9:20pm to 7:20am, regardless of their behavior, treatment compliance, commitment status,
or an individualized assessment of the impact of isolation in a prison cell on their mental health.
This alone amounts to over 900,000 PS seclusion hours in a given year. PS must also
participate in the facility “inmate” count 3 times per day. In the latter half of 2024, recognizing
that “even brief periods of time being locked in a room can have deleterious mental health
consequences,”®® the Contracted Provider made it possible for many PS to stay in their unit day
rooms during the 12:00pm and 5:00pm counts.

In addition to the 10 hours of the mandated nightly lock-in, DLC continues to observe that PS
living in several units experience long periods of undocumented seclusion unauthorized by BSH
policy: the Bradford Units that hold new admissions and the maximum-security units, Hadley
and Lenox. Contracted Provider staff are still failing to adhere to unit schedules. The result is
additional undocumented seclusion that is both harmful to PS and not authorized by the DOC or
the law, which deems seclusion a form of restraint that may only be used in emergency
circumstances.? BSH policy, or BSH providers, and more trauma and stagnation for PS.

Bradford Units for New Admissions to BSH

DLC heard the most troubling PS accounts of unauthorized seclusion while on Bradford 1. All
PS on this unit have recently been admitted to BSH and are often isolated, disoriented, scared,
and likely to destabilize. Despite their foreseeably acute mental health states, PS on this unit
are subject to periods of confinement — 21 2 or more hours per day- akin to restrictive housing,
often without any clinically justified or written seclusion order at all. Because this seclusion is
undocumented and the Contracted Provider has not heeded DLC’s requests to devise a system
for post-documentation of such seclusions, BSH records omit any mention of them. Below are
samples of reports DLC received from PS and former PS about their experiences on Bradford 1:

e 2 PS reported that they were let out of their cells only once or twice per day.

¢ 1 PS reported that he would only come out for two hours per day; twice he only came
out for 1 hour per day.

o 1 PS reported he was permitted to come out of his cell for 4 hours per day.
1 PS reported that while on B1 he was not let out of his cell for 1 month.

o 2 former PS reported that they were let out of their cells for only 1 hour per day.

57 Psychiatric Emergency Response Team (PERT), PC 700-04, p.1 (1/17/2025).
58 Hospital Administrator's Report, BSH Governing Body Packet (September 2024).
% See M.G.L. c. 123, § 21.
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o 1 former PS reported that he was let out of his cell no more than 3 hours per day.

o 1 former PS reported that he was not let out of his cell for 2 weeks.

o 1 former PS reported that he was on Bradford 1 for months and was let out of his
once during this time.

o 1 former PS reported that he was not let out of his cell at all for 5 days.

o 1 former PS reported that he was locked in for 24 hours per day during his month on
Bradford 1. He was not permitted to shower and was forced to eat all meals in his
room. Of this experience, he said,

“It’s something I try not to think about, but it
really was a traumatizing time. In some ways,
BSH is worse than jail.”

Maximum Security Units — Lenox and Hadley

PS living in BSH’s maximum security units and former PS who were housed there report
concerning undocumented seclusion to DLC:

1 PS reported that he was let out of his cell only 1 hour per day.

1 PS reported that he was let out of his cell for 3 to 5 hours per day.

¢ 1 former PS reported that he was let out of his cell only a couple of times per week
while on Lenox, where he was also restricted to his cell during mealtimes.

o 1 former PS reported that he was let out of his room only 1 to 2 times per week for

an entire month while on Lenox.

As DLC has discussed in previous reports, when PS want to exit their cells, BSH practice is that
staff must unlock their rooms.®® When PS want to enter their cells, staff must unlock their cells
and relock them with the PS inside. Because of this dependency, PS must generally be able to
successfully ask staff to exit their cells. Gaining staff attention can be difficult, usually involving
standing at the cell door for a long period of time, yelling, and banging or knocking on the metal
cell door. Of course, BSH providers may deem such behaviors disruptive, and use it as a basis
to order seclusion or involuntary medication.

DLC confirmed through onsite observations that BSH unit staff typically do not proactively ask
PS whether they want to come out of their cells. Staff sometimes refuse or altogether ignore
their requests to be released. DLC spoke with one PS on the Hadley Unit who was in his cell
although the midday count had cleared 20 minutes prior because he could not get staff to open
the door. Another PS reported that staff would “find reasons” to keep him locked in based on
happenings in the unit. Wait times for nurses to perform assessments, a frequent precondition
for coming out of the cell, and staff insisting that PS take medication before they can come out
of the cell are also barriers to release.

In part due to the lack of consistent staff oversight, BSH staff take advantage of their ability to
confine PS when they do not wish to interact with them. One day, DLC observed a group of 5-
unit staff on Bradford 1 relaxing and socializing loudly around the security trap in the center of
the unit while the heavy door to the corridor of PS cells was closed, blocking any noise. When
DLC entered the corridor, we found multiple PS banging on their cell doors and yelling to staff.

80 DLC February 2025 Report, 40-41, https://www.dlc-ma.org/wp-content/uploads/2025/02/DLC-BSH-
Public-Report-to-Legislature-2.6.2025-Final-w.-Apps-1.pdf.

29


https://www.dlc-ma.org/wp-content/uploads/2025/02/DLC-BSH-Public-Report-to-Legislature-2.6.2025-Final-w.-Apps-1.pdf
https://www.dlc-ma.org/wp-content/uploads/2025/02/DLC-BSH-Public-Report-to-Legislature-2.6.2025-Final-w.-Apps-1.pdf

Only after DLC spoke with the PS who wished to come out and retrieved a TST did unit staff
release PS from their cells.

Another contributor of excessive seclusion for PS in the maximum security units are behavior
plans— clinician-created individual schedules that typically result in individual recreation and
isolation from other PS for safety reasons. Although the formal plans contain multiple structured
out-of-cell hours per day, staff provide PS access to significantly less.

For example, DLC raised concerns with the Contracted Provider about a PS who reported that
he was permitted no more than 2 out-of-cell hours per day, but desired more. BSH
administration responded that the PS’ plan contains “minimally 2 hours per day” and “allows for
additional out of room time if requested,” and stated that the PS “is aware that he needs to notify
staff that he would like to come out of his room” so that he may be “assessed and space will be
coordinated for him.” BSH administration reported to DLC that they asked the unit director to
“reaffirm with him that he can request additional time out of his room.” DLC remains concerned
that BSH places the onus on the PS to request more time, and none on staff to affirmatively
offer it to him. ¢’

DLC finds that the prison infrastructure and norms can be and are used by BSH staff to
isolate PS through seclusion, and neither DOC nor the Contracted Provider provides
sufficient oversight to prevent violations of PS rights. This is yet another reason why
constructing a modern psychiatric hospital facility to replace the current prison and
placing it under the authority of DMH is the best way to assure the rights of PS are
protected and the constant violations at BSH end.

. Staff Mistreatment and Verbal Abuse of PS

The most frequent topic of PS grievances month after month continues to be staff complaints.®2
Although unit staff at BSH are PS’ connection to resources, medical and mental health services,
and information, many PS feel ignored by staff or choose to limit their interactions with staff to
avoid negative interactions and consequences. Negative relationships hinder engagement with
treatment and are one of many sources of stress for PS. Of course, unkind, insulting, and
threatening verbal contacts with staff can also lead to unnecessary building of tension on BSH
units and escalate, rather than deescalate, incidents.

“Me trying to speak with [my treatment team]
about my problems and experiences
is like trying to speak to a brick wall.”
“Some staff treat the patients inhumanely.
It’s just terrible.”

During this reporting period, DLC received numerous PS complaints about BSH staff. DLC
referred multiple reports of misconduct by specific staff members to the BSH administration,
who either referred complaints to the Disabled Persons Protection Commission or initiated
internal investigations. While DLC maintains a productive working relationship with the BSH

61" Email from BSH Hospital Administrator to DOC (March 20, 2025).
62 BSH Governing Body Meetings 3/13/25 and 6/12/25
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Hospital Administrator, we remain concerned that staff who repeatedly provoke or verbally
abuse patients are given too many second chances.

In the words of one BSH staff member:
“It takes a lot to get fired from this place.”

DLC observations and PS accounts provided during this reporting period demonstrate the tense
environment in which PS live, as well as the need for enhanced training and supervision of staff
— preferably under DMH oversight. Many PS feel physically unsafe leaving their cells. As one
PS reported to DLC, he is afraid that when he leaves his cell staff are going to assault him or
pick him up. A former PS further articulated this aspect of life at BSH in stark terms:

“Be on guard at all times — it’s a dangerous place.
It’s dangerous because of the staff. They can jump
on you, jump you, or do some nefarious sh*t to you.”

PS continue to report that staff demean them by making inflammatory, lewd comments and
using racial slurs. One PS reported that a TST called him “coward” repeatedly. Another PS
reported that a Residential Treatment Assistant (RTA) repeatedly told him to “shut the f*ck up
you stupid n*****.” Multiple other PS reported to DLC that the same TST would threaten to
assault them if they didn’t “shut the f*ck up” or go to cells.

PS continue to report that BSH staff, specifically TSTs, hide their IDs, and either refuse to give
their names to PS when asked or provide fake names. This prevents PS from being able to
effectively grieve staff misconduct. The Contracted Provider has reportedly issued multiple staff
directives about IDs since DLC’s July 2024 Report; they have not been effective.

J. Persons Served Treatment in the OCCC BSH Units

DLC did not observe any marked progress by DOC and the Contracted Provider in addressing
recurring issues for PS in the 2 OCCC BSH Units during this reporting period.

These units are designed
to serve as an annex to
BSH for men serving
state prison sentences:
the ISOU holds PS during
their evaluation period
and the RU houses PS
who have been

8 committed to BSH.53 Like
BSH, the ISOU and RU
are supposed to provide
psychiatric hospital-level
evaluation and care.
Unlike the main BSH

63 Women serving state prison sentences who require psychiatric evaluation or commitment for treatment
go to DMH hospitals.
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facility, DOC corrections officers control both units. The presence of officers in the ISOU is
particularly imposing, with 5 officers assigned to the 18-bed unit during the first and second
shifts. The Contracted Provider provides medical, mental health, and rehabilitation staff under
DOC’s BSH contract; medical and mental health services are provided in the other OCCC units
by a different DOC contractor, VitalCore Health Strategies.®

i. Access to Programming and Mental Health Treatment

PS in the ISOU, who are generally sent there when in mental health crisis or when experiencing
self-harming behaviors, are held for up to 30 days for evaluation. ISOU PS continue to report to
DLC a lack of access to programming and treatment. Groups range from a few times per day to
as little as zero. At the same time, PS have more restrictions in the ISOU than other BSH units
that can make their observation and evaluation period more difficult. For example, PS in the
ISOU, like BSH PS in the Bradford Units are not permitted to have access to tablets, even if
DOC has previously approved the device as an accommodation for the PS’ mental health
disability.

PS on the RU, by contrast, generally give more positive reviews about their access to staff, the
quality of staff, and the amount of programming. RU PS, unlike ISOU PS, can leave their unit to
attend groups in an off unit “classroom” and report being able to utilize the gym 5 times per
week. DLC’s onsite observations confirm that the usual atmosphere in the RU is calm and
respectful, and in contrast to the intensity and uneasiness in the ISOU.

ii. Corrections Officer Conduct and Assignments

Before being admitted to the OCCC BSH Annex Units, many PS experienced conflict and
trauma involving correctional staff in other DOC facilities. For instance, PS may have been
physically injured during a use of force or suffered deterioration of their mental health due to
difficult relationships with unit officers. PS who bring these experiences to BSH Annex Units,
particularly the ISOU, are not met with trauma-informed conduct. Consistent with previous PS
complaints to DLC, PS continue to report that ISOU corrections officers target, taunt, and insult
them. Rather than deescalating situations involving PS admitted in mental health crisis and
likely to be experiencing symptoms of a mental health disability, the officers try to instigate
negative responses and escalate to using force.

One PS spoke with DLC about an incident in which he had a tense verbal exchange with ISOU
officers about their actions that ended in an unplanned use of force:

“That was the craziest thing ever, like the way
they threw me to the floor, | thought they were
gonna beat me up. | already have a history with
staff assault. The negative interactions trigger PTSD.
I don’t go next to staff; | leave them alone.”

Another PS concurred with this sentiment, describing how after a difficult interaction you “can’t
just delete data,” and the memories and negative feelings are “still gonna be there,” affecting
future relationships with corrections staff.

64 VitalCore Health Strategies became the DOC-wide healthcare contractor on July 1, 2024, replacing
Wellpath.

32



It is DLC’s understanding that officers get to self-select and be placed in posts based on
seniority. Once assigned to a post in the ISOU or RU, even when DOC administrators receive
repeated complaints of PS mistreatment, officers will not be reassigned to a more suitable unit
unless DOC’s investigation into that conduct establishes just cause, as defined in DOC policy.5°
Although DLC appreciates the importance of employee protections against unjust termination
and demotion, the ability to transfer officers between units to prevent abuse of PS and other
individuals with disabilities who live in specialized mental health and medical units is essential.

With the experiences of PS in mind and given that the BSH Annex Units were created to provide
psychiatric hospital-level evaluation and care, DLC again recommends that DOC either: (1)
commit to utilizing Contracted Provider security staff in the ISOU and RU; or (2) ensure that
future CBAs permit special selection of officers suitable to work with individuals with significant
mental health needs and/or a lower threshold for reassignment to other OCCC housing units.
DLC also recommends that DOC mandate that all officers assigned to the BSH Annex Units
receive more intensive, ongoing mental health training than what DLC understands is currently
required.

5103 DOC 230.03.
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lll. BRIDGEWATER STATE HOSPITAL’S UNSAFE AND
ANTITHERAPEUTIC PRISON PHYSICAL PLANT

DLC again documents the chronic environmental conditions that place PS and staff health and
safety at risk. The Commonwealth must recognize that the extreme heat, mold, and the overall
decaying prison infrastructure require closure of BSH and construction of a modern psychiatric
hospital. In the short term, however, a change in current correctional practices that provides PS
more out of cell time — i.e., less undocumented seclusion and improper seclusion that occurs
under DOC oversight — and more off-unit time would mitigate the damaging effects.

A. The High Costs of Maintaining BSH’s Inhumane, Unsafe, and
Unsanitary Conditions

Massachusetts funnels an astounding amount of taxpayer money into maintaining and updating
the dilapidated BSH prison physical plant that cannot meet PS needs. In a letter dated August 6,
2025, DOC provided requested information about maintenance and capital investment
expenses for BSH covering this reporting period:

e The expected annual maintenance spending for BSH is $949,305.09, with the
maintenance costs from December 16, 2024 to June 15, 2025 totaling $425,300.32.
These costs are from DOC’s main line budget 8900-001.

¢ DOC spends $134,600 annually, “with escalation costs each year,” for quarterly
deep cleaning of BSH’'s HVAC system components and mechanical rooms.

o Currently planned capital investment from the Massachusetts Division of Capital Asset
Management and Maintenance (DCAMM), which is responsible for major public building
construction, are as follows:

o $41,704,800 in capital investment for deferred maintenance projects;

o $750,000 in capital investment is allocated to the planned alteration of and
construction in the Lighthouse Building booking area; and

o $3,022,500 in capital investment is allocated to planned repairs and construction
on the Attucks Building roof.5¢

DLC was unable to obtain the cost per year for asbestos and mold remediation. DOC reported
that, since 2000, the total cost of all such remediation at BSH has been $672,405.55.57 In
addition, there is a $73 million-dollar DCAMM capital investment project for fiscal years 2026
through 2030 for “modern electrification upgrades” of the entire Bridgewater Complex, which
includes BSH, OCCC, and the Massachusetts Treatment Center; there is no current break down
of expense by facility.®®

66 |_etter from DOC Legal to DLC (August 6, 2025).
57 Id.
68 Id.
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B. The Dangers of Extreme Heat Within the Prison

As in years past, hot temperatures and high humidity this year have put PS health and safety in
jeopardy. In June and July, the town of Bridgewater experienced 23 days of temperatures over
85 degrees, 12 days over 90 degrees, 5 days over 95 degrees, and a sweltering day over 100
degrees.® PS held within BSH and the OCCC BSH Units feel these temperatures acutely due
to the physical conditions and infrastructure in both prison facilities. With the frequency,
duration, and intensity of heat waves increasing, involuntarily committing individuals with mental
health and other co-occurring disabilities is cause for grave concern.

BSH cannot have air conditioning in housing units, even if the Contracted Provider chose to
purchase units today, because the facility’s power grid cannot support it. The "conditioned air,”
as DOC calls it, in BSH units offers little relief to BSH PS and staff and BSH heat mitigation
efforts fail to meaningfully address the suffering of PS, particularly, during the many hours they
spend locked in their cells. Unlike air conditioning, “conditioned air” does not utilize refrigerant to
absorb heat and moisture.

Accordingly, the impact of heat and humidity on PS must be viewed in the context of the heat
index - what the temperature feels like to the human body when relative humidity is combined
with the air temperature.”® The National Weather Service’s charts below show the heat index
and identifies the likelihood of heat disorders with prolonged exposure or strenuous activity for
the average person. These charts do not, however, account for increased sensitivity to heat
based on psychotropic medications, age, or underlying medical issues.

NWS Heat Index Temperature (°F)
80 82 B4 86 88 90 92 94 96 98 100 102 104 106 108 110
40 [80 81 83 85 88 91 94 097 101
45 |80 82 B4 B7 B89 93 96
=|50]81 83 85 88 91 95 99
E 55 |81 84 86 89 93 9O7
T |60 |82 84 88 91 95 100
E |65 |82 85 89 103
T |70]|83 86 90
g 75 |84 88 92
= | 80 |84 89 94
e | 85|85 90 96
90 |86 91 98
95 |86 93 100
100187 95 103
Likelihood of Heat Disorders with Prolonged Exposure or Strenuous Activity
] Caution [ Extreme Caution B Danger B Extreme Danger

89 DLC reviewed historical daily temperatures for Bridgewater, Massachusetts on Accu\Weather:
https://www.accuweather.com/en/us/bridgewater/02324/june-weather/333597#google vignette;
https://www.accuweather.com/en/us/bridgewater/02324/july-weather/333597 ?year=2025.

70 U.S. Environmental Protection Agency, Climate Change Indicators: Heat Waves (Updated June 2024),
https://www.epa.gov/climate-indicators/climate-change-indicators-heat-waves.
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Heat Index Effect on the body

80°F - 90°F

Classification

Fatigue possible with prolonged exposure and/or
physical activity
Heat stroke, heat cramps, or heat exhaustion
possible with prolonged exposure and/or physical

Caution
Extreme Caution 90°F - 103°F

activit

As discussed in multiple DLC reports in recent years,”" extreme heat may:
e Lead PS taking psychotropic medications to suffer hyperthermia, which can be fatal,
e Place PS who are older and/or have co-occurring medical conditions, such as heart
disease, at risk; and
¢ Have mental health impacts due to interference with sleep and increased irritability,
symptoms of depression, and suicidality.”?

Psychiatric medications “can interfere with hypothalamic-set body temperature, impede the
thermoreceptors (nerve endings that detect temperature on our skin and skeletal muscles), and
reduce or accelerate sweat production.””® The table below shows several major types of
psychotropic medications and their heat-related symptoms. Many PS are prescribed one or
more of the medications below.

Table 8. Heath-Related Symptoms Select Categories of Psychotropic Medications™

Types of Heat Low Fainting | Excessive | Decreased | Reduced | Lethargy,
Psychotropic Intoler- | Blood from Sweating Sweating Alertness | Confusion
Medications ance Pressure | Heat in Heat in Heat
Antipsychotic YES YES YES NO YES YES YES
Benzodiazepine | YES YES YES NO NO YES YES
Serotonin and YES YES YES YES NO YES YES
norepinephrine

reuptake

inhibitor (SNRI)

Selective YES YES YES YES NO YES YES
serotonin

reuptake

inhibitor (SSRI)

Tricyclic YES YES YES NO YES YES YES
Antidepressant

(TCA)

71 DLC January 2023 Report, 14-15, https://www.dlc-ma.org/wp-content/uploads/2023/02/DLC-BSH-
Public-Report-1-31-2023.pdf; DLC July 2023 Report, 7-10, https://www.dlc-ma.org/wp-

content/uploads/2023/08/DLC-BSH-Public-Report-7.31.2023.pdf; DLC July 2024 Report, 25-29,

https://www.dlc-ma.org/wp-content/uploads/2024/07/DLC-BSH-Public-Report-7.30.2024-w.-Apps.pdf.

2 American Psychiatric Association, Extreme Heat Contributes to Worsening Mental Health, Especially

Among Vulnerable Populations (June 30, 2021), https://www.psychiatry.org/newsroom/news-

releases/extreme-heat-contributes-to-worsening-mental-health-especially-among-vulnerable-populations.

3 D. Serani., Heat Intolerance and Psychiatric Medications, PSYCHOLOGY TODAY (July 21, 2021),

https://www.psychologytoday.com/us/blog/two-takes-depression/202107/heat-intolerance-and-

psychiatric-medications.

" d.
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DLC’s On-site Observations

With outside temperatures expected in the upper 90s, DLC conducted a site visit at BSH on
June 24, 2025. During the site visit, DLC: took temperature and humidity readings of cells and
common spaces in all BSH and OCCC BSH Annex Units; observed available heat mitigation
options; and, interviewed PS on each unit. DLC took readings at BSH between approximately
1:00pm and 3:00pm and then moved on to OCCC. As a result, it is important to keep in mind
that internal temperatures likely rose further later in the afternoon.

Extremely high indoor temperatures and humidity levels were found across all units, including in
the Lighthouse Unit, the only housing unit with air conditioning. The failure of “conditioned air”
handlers in BSH and the OCCC BSH Units to address heat and humidity and provide safe,
comfortable living was obvious. Indoor heat indices in BSH ranged from 84.7° degrees to 95.9°
degrees; in the 2 OCCC BSH Units, they ranged from 94° degrees to 97.8° degrees.

Table 9. BSH Internal Temperature, Humidity, and Heat Index”® (June 24, 2025, 1:15pm — 3:00pm)
Unit/Area Temp. Humidity Heat Index Unit/Area Temp. Humidity Heat Index

Adams 1 | Hadley
Cell 87° 57% 91.9° [ Cell 83.8° 58.3% 86.8°
Day Room 88° 56% 93.4° | Day Room 88.7° 49.5% 92°
Adams 2 [ Lenox
Cell 87.5° 58.6% 93.5° [ Cell 82.2° 59.9% 84.7°
Day Room 88° 62% 96.1° | Day Room 86° 54.9% 89.4°
Bradford 1 [ Lighthouse

| (Medical)
Cell 84° 58% 87° Cell 85.6° 59.5% 90.2°
Day Room 87.5° 56% 92.4° [ Day Room 85.2° 55.4% 88.2°
Bradford 2 [ occc BsH

| Unit — ISOU
Cell 84.5° 58% 87.8° Cell 88.3° 56% 94°
Day Room 86.4° 55.2% 90.1° [ Day Room 89° 55.5% 95.2°
Carter 1 [ occc BsH

| Unit — RU
Cell 82° 64.5% 85.3° Cell 90° 55% 97°
Day Room 89° 57% 95.9° | Day Room 91.5° 50.5% 97.8°
Carter 2
Cell 81.8° 64.6% 85° Outside 99.5° 37% 105.9°
Day Room 82° 62.9% 85°

One DLC staff member took the cell readings in Table 9 in empty cells accompanied by
one DOC staff member. DLC noted that temperatures rose considerably if more people
entered the empty cell. For that reason, DLC stresses that these readings are likely Jow
estimates. A PS who has been in his small cell for hours will increase the temperature
within it with his body heat, resulting in higher ambient temperatures and thus a higher
heat index.

75 DLC calculated heat indices using https://www.wpc.ncep.noaa.gov/html/heatindex.shtml.
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BSH High Heat Mitigation Policy and Mitigation Efforts

DOC’s July 2025 Annual Heat Mitigation Plan, attached hereto as Appendix A, for Bridgewater
State Hospital sets out several heat mitigation options to be used during high heat days,
including access to air-conditioned rooms in the Attucks Building and Recovery Place, access to
misting stations in multiple outdoor areas, and increased staff monitoring of heat-related iliness
in PS. In addition to these provisions, DOC’s plan indicates that “chilled water dispensers have
been installed in all units to include two in the Attucks” and “ice pops and electrolyte drinkers are
also provided at lunch and dinner.”

The following are observations from DLC’s June 24 site visit with respect to DOC’s on-unit heat
mitigation requirements outlined above:
o DLC observed either cold-water coolers or newly installed automatic water fountains
available to PS on every unit;
¢ All units had 2 large fans, typically positioned in the dayroom and the hallway;
o Most PS reported being offered popsicles by staff throughout the day on hot days;

Most PS also reported having access to “cooling areas” (air-conditioned spaces on the Attucks
units. In addition, “misting fans” were placed in shared unit “side-yards” as well as one in the
main yard.

PS Experiences of High Temperature at BSH

Dayrooms and unit hallways are typically cooled by fans that PS say provide limited or no relief.
Multiple BSH PS reported that their cells remained extremely hot, and sleeping was very
difficult.

PS on unit restrictions are not permitted to access air-conditioned “cooling areas” in the Attucks
Building. PS using these areas said that the temporary relief only made returning to their units
more unbearable. One PS reported being restricted to the Lenox Unit for 3 weeks, through
multiple 90-degree days. He also reported that staff did not consistently offer cold water to PS
when they are locked in their cells, leaving PS access only to the lukewarm water from the sink
on top of their prison commode.

PS on the OCCC BSH Units must withstand dangerous temperatures in the unit and their cells.
The large, mounted fans in the ISOU and RU common area do little to mitigate the discomfort
for PS and staff while outside of their cells. Inside the cells, it is sweltering when outside
temperatures are high. One PS described how he “keeps waking up in the middle of the night
drenched in sweat, has to splash water from the sink onto his face to get it off of him.”

DLC was very troubled that many PS at BSH and the OCCC BSH Units do not have access to
personal fans in their cells, even during the most dangerous heat waves. At the time of our June
24 onsite visit, BSH PS were expected to spend more than 25 dollars to purchase small
personal fans to use in their cells — a prohibitive cost for many PS. The Contracted Provider
confirmed that fans were available for purchase from the commissary and a limited number of
“loaner fans” had been made available to certain PS. Equally concerning, the Contracted
Provider stated that fans were only an option for PS living in the Adams and Carter Building
Units, leaving PS living in units in the Bradford, Hadley, and Lenox buildings with no relief. DLC
implored the Contracted Provider to make personal fans available free of charge for all BSH PS
for whom there was no clinical contraindication. The BSH Hospital Administrator reported on
June 30, 2025 that Recovery Solutions purchased 100 personal fans to be issued to patients on
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“‘minimum” units “and elsewhere dependent upon clinical appropriateness and availability of
electrical outlets in the room.””® For PS in the BSH OCCC Units controlled by DOC, there has
been little or no improvement. PS in the ISOU categorically cannot have fans. When DLC raised
concerns about PS on the RU without fans for their cells on June 24, the Superintendent
followed up to determine whether there were fans available; DLC was present when a
corrections officer responded that OCCC did not have more.

Foreseeably, the heat and sleep interruptions were negatively impacting PS’ mental states.
Multiple PS also described the amplified health effects of the heat while on psychotropic
medication. One PS described his medication as making him groggier in the heat. Another PS
reported that that he was sweating more, had increased heart rate, and that staff described him
as acting like he was drunk during the heat. Because sleep was particularly difficult, his “brain
wasn’t fully charged” and some of his psychiatric symptoms began to appear as a result. Other
PS developed uncomfortable skin rashes due to the heat. Many PS adjust their activities to
avoid additional exposure to and exacerbation of their health conditions from the heat.

C. Mold Contamination and Physical Plant Deterioration

As discussed at length in previous reports, DLC has engaged mold expert Gordon Mycology
Laboratory, Inc. (Gordon Mycology) five times since 2019 to conduct onsite visual inspections
and gather culturable surface swab samples at BSH. The most recent inspection completed on
November 7, 2024, and laboratory results confirmed prior findings — there is mold throughout
BSH, including in PS housing units and mechanical rooms that hold facility HVAC systems, and
this mold poses a serious health issue for PS and staff. Mold growth increases with high heat
and humidity, adding this environmental contamination to the list of threats to PS health during
the hot summer months.

Among the range of mold types growing on swabbed surfaces in occupied areas and HVAC
system components were multiple varieties of Aspergillus. According to Gordon Mycology,

Aspergillus, and particularly A. fumigatus found on several surfaces this year,
can cause chronic lung and sinus infections, produces mycotoxins, and is a
common allergenic mold. Chronic exposure to these and the other molds
confirmed in the buildings can cause a myriad of health problems, many of which
may not initially be attributed to mold; colds that take longer to clear, chronic
sinus infections, persistent coughing, itchy and runny eyes, sore throats,
exhaustion, lethargy, mental fogginess, etc. People with underlying health
conditions and weaker immune systems are most affected by chronic mold
exposure.”’

Gordon Mycology also expressed concern about black dust/debris observed since 2023 in
HVAC system supply and return ductwork and vents that contains irritating and dangerous
particles, such as fiberglass from deteriorated linings inside the HVAC system.”® Fiberglass
particles released “into the airstream and into people’s lungs, eyes, and sinuses...exacerbate
asthmatic conditions, cause irritation in the mucous membranes, and can cause other health
problems according to the current medical literature.””®

76 Email from BSH Hospital Administrator to DLC (June 30, 2025).

7 DLC February 2025 Report, Appendix D at 10-11, https://www.dlc-ma.org/wp-
content/uploads/2025/02/DLC-BSH-Public-Report-to-Legislature-2.6.2025-Final-w.-Apps-1.pdf.
8 Id.

 [d.
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PS have co-occurring chronic and/or serious medical conditions, including respiratory conditions
(e.g., asthma) and diseases that impact their immune systems (e.g., lupus, diabetes, hepatitis
C). Mycotoxins exposure may also be associated with “fatigue, musculoskeletal pain,
headaches, anxiety, mood, cognitive impairments, and depression,”® symptoms be treated as
mental health symptoms if they are not properly screened and addressed.

At the conclusion of her last report, Gordon Mycology summarized the persistent, serious issues
that threaten the health of PS and BSH staff and implicate the inadequacy of DOC’s expensive
efforts to date:

Many of the sources of mold growth identified during the 2019, 2021, 2022, and 2023
inspections of the Bridgewater State Hospital buildings and HVAC systems were confirmed to
still be present (visually and with laboratory data) during the 2024 inspection. This indicates that
the necessary mold remediation, cleaning, and maintenance actions have not been fully
performed (or kept up with as regularly as they need to be). HVAC systems observed during the
inspection continued to be in deplorable condition, some with air handlers in wet and flooded
basements with mold growth and some remaining asbestos. The black dust/debris inside HVAC
system air handlers and supply diffusers remained, seemingly untouched, along with
unacceptable levels of mold growth; the air coming through these systems is what persons
served and building staff members must breathe on a daily basis. Even sections of HVAC
systems that had been professionally cleaned were confirmed to be filthy and riddled with active
mold growth after the cleaning.

Significant and long-term basement water problems have been and were still occurring at the
time of this inspection. The leaks have gone, for the most part, unnoticed and/or were ignored
based on the amount of rust, water damage, corroded pipes, and widespread mold growth).
HVAC system air handlers in wet basements and systems with major problems (unfiltered and
unconditioned outdoor air coming directly into the systems, open filter compartments, absence
of regular maintenance and specialized cleaning, etc.) have resulted in significant mold growth
within the systems that provide air to people living and working in the buildings. There has been
long-term neglect of critical building systems. Mold remediation performed by an unqualified
company who did not follow currently accepted industry standards and procedures was proven
to be inadequate, unsuccessful, and deficient. There also are remaining questions regarding the
completeness of the asbestos abatement; there appeared to be potentially asbestos-containing
materials in the basements that should be investigated by an independent asbestos inspector.

Overall, this inspection suggests that inappropriate and harmful actions pertaining to the control
and remediation of mold growth in the buildings of Bridgewater State Hospital continue and
many of the 2019, 2021, 2022, and 2023 recommendations were largely ignored as of this 2024
inspection. These inactions have caused the mold problems to become worse in certain areas
observed and potentially more harmful to those who work and live in the facility. Based on 5
years of Bridgewater State Hospital inspections by GML, 28 years of professional
mold/indoor air quality inspection history and experience, industrial hygiene experience,
and industry accepted guidelines for indoor spaces contaminated with mold, GML is
concluding that the facility should not be occupied until these problems have been fully
resolved and the buildings retested to verify that moisture and mold sources have been
resolved and removed, respectively.®

80 A, Ratnaseelan, et al., Effects of Mycotoxins on Neuropsychiatric Symptoms and Immune Processes,
Clinical Therapeutics, Vol. 40, No. 6, 912 (2018), https://www.clinicaltherapeutics.com/article/S0149-
2918(18)30229-7/fulltext.

81 Appendix D at 17.
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PS Experiences of Mold

This reporting period, several PS raised concerns about the observations and personal health
impacts from the mold and debris repeatedly documented by DLC’s expert:

o A PS described the effect of inhaling mold as exacerbated by his cell windows remaining
closed, which staff often insist upon: “When they close the windows it’s like | can’t
breathe, lungs overcome by whatever the case may be.”

o APS, who reported that he previously worked as an HVAC technician, regularly
observed dust and particles coming out of the vents in his cell and found it difficult to
sleep and breathe. To combat his shortness of breath, he would clean the windows and
vents in his cell.

o A PS reported that dark mold and debris caked the vents in the unit showers; DLC then
observed this dark matter. He also described how extreme heat on the units during the
summer months compounded the effects of mold in the unit HVAC, making it difficult for
him to breath in his cell.

“I believe this whole facility is uninhabitable.
They don’t clean the cells. There’s dust all in the
vents blowing back into our lungs. The cells are

so cold you can'’t fall asleep in them.

I’'ve been to jail — | know jail. This is by far the
most horrible conditions I’'ve been in in my life.”
"I’'ve seen the conditions of the building
crumbling. I've seen the conditions of the
vents and black mold. I’'ve seen the condition
of the buildings and they’re in shambles.

It needs to be condemned.”

General Disrepair and Dilapidated Conditions

Despite the millions being poured annually into maintaining the prison facility, BSH remains a
collection of sick and deteriorating buildings. On weekly site visits, DLC observes signs of decay
and disrepair on virtually every surface with which PS come into contact on BSH units, whether
the walls, floors, windows, tiles, or fixtures. These pose not only potential physical danger to PS,
but a psychological cost as well — a PS imprisoned for observation and treatment at BSH
receives a far different message than a patient at a DMH facility. Some of the many deficiencies
observed are listed below:

DLC continues to monitor the conditions of BSH'’s outdated and dilapidated prison facility.
Among the daily observations of BSHs physical plant, DLC notes:
e Lewd and hateful graffitiin common areas and cells, unaddressed by staff for weeks
and months on end;
¢ Dried feces on cell windows and other surfaces that remain uncleaned between
occupants;
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Vents visibly filled with gray and black debris;

Peeling and/or chipping paint on the walls and floors of cells;
Broken and chipping wall tiles;

Flaking plaster on unit ceilings;

Rusting metal radiators; and

Water damage on unit ceilings.

Aside from the aesthetic impact, all of the above can have foreseeable effects on PS mental
and physical health. Although BSH will never be a therapeutic environment due to the prison
infrastructure, the disrepair and filth are a reminder that they are prisoners and not patients in a
psychiatric hospital.

"It’s a sickening, depressing type of environment for
somebody to be stuck in. It shouldn’t be around — it
should be shut down”

“Bridgewater is not a hospital — it’s a prison.
You can just tell by the way they treat you
there — it’s a prison”
“To be honest, it’s just prison. | don’t think there’s
much different. It’s not somewhere you want to be.”

Most troubling, the contamination with excrement, debris in vents, water damage and related
mold, and pieces of paint and wall tiles foreseeably pose serious risks. PS may become ill,
develop infections, or suffer exacerbation of existing medical conditions. Chips from paint, tiles,
and plaster may also be eaten as a form of self-harm during the long hours PS spend locked in
their cells.
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IV. CONTINUITY OF CARE CHALLENGES FOR PERSONS SERVED

DLC monitors continuity of care for PS and any barriers thereto through PS and staff interviews,
document review, and onsite visits to BSH, OCCC BSH Annex Units, DMH facilities, and county
correctional facilities. During this reporting period, DLC conducted site visits at the Nashua
Street Jail and 4 DMH hospitals — Worcester Recovery Center and Hospital, Lemuel Shattuck
Hospital, Tewksbury State Hospital, and Mountain View Unit at Valley Springs Behavioral
Health Hospital.?? Based on reports DLC received during the previous reporting period, DLC
expanded our continuity of care monitoring to the Residential Treatment Unit (RTU) at OCCC.

Continuity of care concerns access to and quality of care over time and requires effective
coordination of services between providers as a patient moves through different environments.
When managing mental health care, continuity is exceedingly important because finding the
right treatment — whether through medication or other modes — often involves trial and error and
successful treatment and engagement with patients requires familiarity with their
pharmacological, psychiatric, and social histories.

Transferring to a new setting, even under the best circumstances, can be destabilizing. For PS,
transfers can be even more jarring. Culture, interactions with staff, and living environments in
the BSH prison facility do not resemble those of a DMH psychiatric hospital. With transfers to
county correctional facilities, there may be no change in the correctional environment, but there
are substantial differences in psychiatric medication formularies, mental health staffing, and
mental health watch practices across county sheriff’'s departments. Transfers between DOC
facilities or units for OCCC BSH Unit PS can also present challenges that may include having to
return to the site where the PS previously engaged in significant self-harm or suffered trauma.

A. Challenges with Continuity of Care: DMH Hospitals

From January 2025 through June 2025, there were 108 transfers from BSH to DMH hospitals.83
As discussed below, there have been improvements for PS and DMH staff during transfers
between BSH and DMH hospitals. However, DLC received information from PS counsel that PS
deemed legally and clinically ready for transfer before the court —i.e., no longer requiring strict
security — are being returned to BSH for an additional 2 weeks at the request of DMH. It is
DLC’s understanding that DMH has adopted this lengthy stay in order to maintain open beds for
incoming forensic evaluations. While DLC understands the strain on the DMH system, forcing
PS to remain in a state prison when are less restrictive environment is appropriate is a serious
violation of PS rights.

DLC’s ongoing engagement with DMH concerning patient restrictions based on bail status has
led to improvement this reporting period in understanding and implementation of DMH'’s
longstanding guidance that bail is but one factor to consider across all facilities. DLC
appreciates DMH’s efforts to reduce unnecessary restrictions that prevent access to clinically
indicated programming and therapeutic activities.

82 The Mountain View Unit is a contracted DMH unit for Western Massachusetts situated within the Valley
Springs Behavioral Health Hospital in Holyoke. The unit was formerly located at Vibra Hospital.
83 Based on information presented by BSH at its quarterly meeting with DMH on July 10, 2025, the 108
PS transferred to DMH fell under different legal statuses: 59 PS were subject to commitment per M.G.L.
c. 123, §16 relating to incompetence to stand trial; 31 PS were committed per M.G.L. c. 123, §§7&8 for
hospitalization unrelated in any open criminal matter; 2 PS had been found not guilty by reason of mental
illness; and 16 PS were individuals from county correctional facilities who were committed for inpatient
hospitalization per M.G.L. c. 123, §18a.
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i. Advance Notice to PS About Transfer

During previous reporting periods, DLC reported that PS regularly receive insufficient
information about their transfer to DMH. During this period, these numbers improved somewhat:
DLC interviewed 14 PS about their experiences stepping down from BSH to DMH hospitals.
Eleven reported that they received a warning that they would be discharged to DMH at least 1
week in advance. These PS all had meetings with their treatment teams prior to discharge that
they found helpful. The other 3 PS DLC interviewed received only 1 to 4 days of warning, and
only one had a meeting with his team prior to discharge.

ii. Transfer Issues for DMH Hospital Personnel

As in previous reporting periods, DMH administrators continue to report inconsistent success
with obtaining timely, adequate PS medical and psychiatric records from BSH to aid in continuity
of care. While some records have recently been provided more promptly, DMH hospitals
continue to express concerns regarding insufficient detail contained within psychosocial
evaluations and medical records.

BSH step-down arrival times continue to occur during the late morning and early afternoon,
making admission easier for DMH staff. In addition, there were fewer issues of former PS
stepdown property and funds remaining at BSH following transfer.

DMH hospitals have also continued to report challenges with reinstating individuals’ MassHealth
benefits after stepping down from BSH. One hospital (TSH) reported that it is not uncommon for
this process to take months, creating a significant barrier to transitioning individuals to the
community with providers and treatment in place. Another hospital (WRCH), which uses
dedicated staff to handle patient benefits, reported that delays may still extend to multiple weeks
despite the proactive, concentrated effort their staff expend toward mitigating delays.

iii. PS Experiences in DMH

Once transferred to DMH hospitals, former BSH PS continue to describe DMH staff,
programming, and facilities as a significant improvement from BSH. Critically, former BSH PS
report that there is less abuse in DMH facilities compared to BSH. One former BSH PS
described DMH hospitals as “tangibly” better than BSH. Other former PS cite DMH food, cell
phone access, availability of TV and music, and increased privacy as significant quality-of-life
improvements compared to BSH. Former BSH PS describe the therapeutic groups and access
to social clubs and rehabilitation activities as improved in DMH facilities compared to BSH, as
well as more options for pursuing clinically indicated treatment goals.

B. Challenges with Continuity of Care: OCCC Residential
Treatment Unit

Based on alarming reports about resident experiences, DLC visited the Residential Treatment
Unit (RTU) at OCCC in April 2025 and continue to monitor the unit as part of our review of
continuity of care for BSH PS. The RTU is a general population housing unit that, per DOC
policy, provides an “intermediate level” of mental health care for individuals in DOC custody
‘whose mental illness, combined with significantly impaired social skills and limited ability to
participate independently in activities of daily living, makes it difficult for them to function in the
general population of a correctional facility, but who are not so impaired as to require psychiatric
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hospitalization.”® There are several RTUs operated in DOC facilities across the
Commonwealth.

OCCC RTU residents have significant mental health needs and transfer between with some
regularity to the ISOU for evaluation and may ultimately be committed to the RU. RTU residents
are limited to individuals with a “mental health classification of MH-4,” labeled as “Serious
functional impairment due to a mental disorder”; criteria listed for this classification includes that
the individual “requires structured daily activities and comprehensive mental health
programming to maintain stability.®> According to the statement of purpose for the RTU:

These inmates do not require inpatient psychiatric hospitalization, but they
present with a pervasive pattern of dysfunction and inability to manage
themselves appropriately within general population due to a mental disorder
which may be evidenced by any of the following:

Multiple transfers to an inpatient psychiatric setting;

Frequent placement on therapeutic supervision;

Frequent reliance on crisis stabilization services/interventions;
Frequent episodes of self-injurious behavior;

Multiple disciplinary or rule infractions;

Inability to follow routine/directions;

Inability to participate independently in activities of daily living.

Individuals “with acute medical needs requiring placement and treatment within an infirmary
setting or a Clinical Stabilization Unit” are, per policy, “not appropriate for RTU placement.”8”
Further, DOC states that the “mission of every RTU is to significantly reduce emergency crisis
referrals, suicide attempts, self-injurious behaviors, psychiatric hospitalizations, serious rule
infractions and disciplinary issues through the utilization of group and individual therapy within a
residential, therapeutic treatment milieu.” 88

Despite the stated purpose and mission of the RTU, residents report to DLC that the unit does
not meet their expectations or needs. While residents report that there are more mental health
staff than a typical general population unit, the amount of programming offered is not
significantly different. In addition, while in the RTU, DLC became aware of an elder on the unit
who reportedly had dementia, was ill in his cell, and required assistance with self-care. That
day, DLC observed fellow residents, rather than staff, ensure that this elder received a medical
evaluation. Notably, his placement appeared to be, per policy, inappropriate for placement in the
RTU. This summer, residents have also complained about the temperatures in the RTU, which
are similar to the nearby RU, and the fact that some people do not have fans for their cells even
into late July.

Following our onsite visit, DLC notified® DOC in writing about the three serious systemic
concerns in the OCCC RTU discussed below. Months later, DOC has not provided a
substantive response to DLC, and residents report no meaningful change.

8103 DOC 650.02 (T).

8 103 DOC 650.14; 103 DOC 650, Attachment #2.

8 103 DOC 650.14.

87103 DOC 650.14.

8 103 DOC 650.14.

89 | etter from DLC to DOC Re: Old Colony Correctional Center Residential Treatment Unit Concerns
(June 4, 2025).
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i. Denial of Bathroom Access During RTU Off-Unit Programming

Multiple residents reported to DLC that the restroom located nearest to the gym, chapel, and
RTU program rooms is not available for use. Because of this, RTU residents are required to
walk all the way back to the RTU if they need to use the toilet. Due to the distance, older
residents and those with gastrointestinal conditions or incontinence are at times unable to get
back to their cells without soiling themselves, particularly if they are already in need of a toilet
before the walk. In addition, residents who have orthopedic and/or gait issues experience pain
and have difficulty making it to their cell and back to use the toilet in the time allotted.

Prohibiting use of restrooms near the gym, chapel, and program rooms inflicts unnecessary pain
and discomfort on RTU residents and poses a barrier to accessing off-unit programming for
individuals who are aging, who have disabilities, and who have medical issues who do not want
to experience pain, embarrassment, and other adverse consequences from being out of place
or having an incontinence accident.

ii. Double-Celling of RTU Residents Who Require a Single Cell as a
Reasonable Accommodation

DLC received multiple reports that RTU residents with trauma histories and/or mental health
disabilities that make it difficult or impossible to share a small space with a cellmate are being
assigned cell mates. Those who questioned why they cannot have or maintain a single cell,
despite RTU cells being unoccupied, have been told simply that the Superintendent will not
allow it or that a cellmate is necessary — essentially to watch over them — due to their history of
self-harm. RTU residents who have submitted formal Requests for Reasonable Accommodation
for single cells have been denied the accommodation without a sufficient written statement of
reasons for reaching that conclusion, as required by federal law. Some RTU residents have
received denials despite being informed by mental health clinicians that they support the RTU
resident’s clinical need for a single cell.

Residents report that being forced to live with a cellmate significantly exacerbates their mental
health, leading to sleep deprivation, increased anxiety, intensified depression, and increased
suicidal ideation and self-harm. This is particularly common for residents whose trauma history
includes past sexual abuse. In addition, the notion that fellow RTU residents have the
responsibility for witnessing and intervening when their cellmate engages in self-harm is
disturbing, as it is an abdication of responsibility of unit staff and may foreseeably lead to
traumatization or re-traumatization of the assigned cellmate.

RTU residents have also reported to DLC that this forced double-celling has led to increased
friction on the unit. DLC is concerned that current OCCC practice conflicts with mental health
treatment goals, increases adverse mental health outcomes, increases the likelihood of physical
harm to individuals with mental health disabilities, and fails to comport with the DOC’s
responsibility to provide disability-based reasonable accommodations and modifications.

iii. Harmful Corrections Officer Conduct

While RTU resident experiences with staff varied to some degree, DLC received numerous
reports regarding the conduct of one corrections officer (CO) assigned to the RTU. Residents
described this CO as engaging in frequent harassment of residents, including: consistently
fabricating false disciplinary reports; targeting individuals for frequent and disruptive cell
searches without justification; and antagonizing and provoking conflict with RTU residents. In
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one incident, driven by this CO’s behavior and the OCCC administration’s failure to intervene,
an RTU resident self-immolated and required hospitalization. Instead of removing the CO from
the RTU, that resident was not permitted to return despite the clear severity of his mental health
needs. DLC expressed to DOC alarm at the number and consistency of the complaints about
this CO, as well as the seriousness of many, which together indicate that the CO is not suitable
to assignment to the RTU or any other specialized mental health unit. To DLC’s knowledge, this
CO is still assigned to the RTU.

DLC continues to monitor the concerning treatment of individuals with mental health disabilities
on the OCCC RTU.

C. Challenges with Continuity of Care: County Correctional Facilities

PS who have spent time in county correctional facilities report difficult experiences due to the
variations in mental health care standards, availability of psychiatric medications based on
limited formularies, and mental health watch (MHW) practices when individuals are in crisis,
need a higher level or care, express negative thoughts, or engage in self-harm. MHW is a
common component of PS continuity of care, as many PS are held on MHW while in crisis
before coming to BSH and may be placed on MHW upon their discharged back to county
facilities from BSH. For several years, DLC has engaged with 7 county correctional facilities to
view physical conditions firsthand and gather information pertinent to continuity of care for PS,
including about mental health staffing, standards for mental health contacts, and existing MHW
policy and practice.

DLC'’s continuing work in this area has revealed an urgent need for increased oversight of
county correctional facilities to protect the health, safety, and lives of people with mental health
disabilities in their custody. DLC has observed both disturbing physical conditions of MHW cells
and troubling MHW policies. As noted below, DLC is currently investigating the death of a
former PS who died on MHW. At the same time, DLC is concerned by commitment standards
and decisions that BSH applies to PS who come from county correctional facilities pursuant to
provisions of M.G.L. c. 123, 18.

DLC again calls upon the Commonwealth to engage in increased oversight of the mental
health care that county correctional facilities provide and establish minimum standards
of mental health care and MHW practices for all individuals held in county correctional
facilities.

State regulatory changes are one potential avenue for improvement. Current regulations
include troublingly few requirements and guardrails to ensure that people with mental
health disabilities and individuals in mental health crisis receive adequate care in
humane conditions in county facilities.®® DLC recommends that, as a first step, the
Executive Office of Public Safety and Security (EOPSS) work with DMH and other
important stakeholders on new proposed regulations.

DLC also urges DOC to utilize its authority to audit county correctional facility
compliance with existing regulations®! to address disturbing conditions in county
correctional facility cells used for MHW.

% See 103 CMR 932.
9 See 103 CMR 901; 103 CMR 904.
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i. Bristol County Jail and House of Correction Investigation into the Death of
a Former PS on Mental Health Watch

This reporting period, DLC learned about the death of a former long-term PS. This individual
died while on MHW at the Bristol County Jail and House of Correction. DLC is conducting a
P&A investigation into the circumstances of his death.

ii. Suffolk County Nashua Street Jail

During a second site visit to Suffolk County’s Nashua Street Jail (previous visit in May 2023),
DLC met with Suffolk County Sheriff Department (SCSD) administrators regarding continuity of
care issues for BSH PS who are transferred to the jail. SCSD administrators report that BSH
mental health administrators communicate regularly with county staff, particularly about BSH
step-downs who have higher needs. Still, SCSD does not receive much lead time prior to
transfers, with the typical transfer stepping down to county with one to two days of warning for
jail staff. Administrators reported no concerns with receiving timely or adequate records for
individuals returning from commitments for treatment at BSH. However, there can be delays in
receipt of records for individuals sent to Nashua Street Jail after BSH evaluations of
competency or criminal responsibility.

SCSD administrators reported that the Evaluation and Stabilization Unit (ESU) — the Regional
Mental Health Stabilization Unit operated by the Middlesex Sheriff's Office used for intensive
short term mental health evaluation and treatment — is a helpful alternative for individuals with
mental health disabilities who may need a change of environment to begin improving.%?
However, high acuity across the county correctional system means that there is frequently no
bed space at the Middlesex ESU and SCSD is unable to complete desired transfers.

Nashua Street Jail Mental Health Watch

At the Nashua Street Jail, MHW cells are located in the Medical Division and in part of the
Special Management Unit. In the Medical Division, cells are 120.5 square feet (16 feet 3 inches
x 7 feet 7 inches) and 4 out 7 cells have in-cell cameras; the remaining three cells are currently
undergoing camera installation. The single cells contain a sink and toilet, bed, and a window
facing the Charles River. There is a small dayroom in the unit.

Since December 2024, Nashua Street Jail has averaged 70.4 individuals per month on MHW,
with an average length of time on MHW status of 4.4 days."%® SCSD administrators report that
individuals at Nashua Street Jail are typically on MHW before being transferred to BSH, and
estimate that roughly half of individuals are housed on MHW at least briefly upon their return
from BSH. Sometimes, the facility makes the decision for an individual to bypass MHW
altogether to avoid re-traumatization.

Per the Suffolk County Sheriff’'s Department Policy No. S624: Suicide Prevention, DLC
understands that individuals on MHW start under continuous observation, requiring the
assigned correctional officer to document their observations every fifteen minutes. A medical or
mental health provider determines what clothing and other property is permitted in the cell. The
individual will remain on MHW status until a licensed mental health clinician determines after an
assessment that less frequent observations would be appropriate. When a provider determines

92 DLC February 2022 Report at 35-37, DLC January 2023 Report at 45-47, DLC July 2023 Report at 42.
93 Email from SCSD to DLC (August, 26, 2025).
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that housing in the Medical Division is no longer necessary, staff will arrange for transfer to
another housing unit. Individuals on “Q5” are fully restricted, whereas others receive time for
recreation, to shower and shave, or to use the phone.

Unlike other facilities, Nashua Street Jail MHW cells do not remain fully lit every day at all hours.
According to SCSD administrators, night lights provide illumination and staff perform cell checks
using infrared capability on their cameras.

One individual reported that conditions on MHW at Nashua Street Jail were unsanitary, with an
insect infestation throughout his cell. He found MHW even more painful and retraumatizing
because much of his existing trauma related to being secluded for long periods in previous
facilities. Another individual reported being on MHW in a security smock for a month, never
once getting out of his cell. He reported that mental health staff would do rounds once per day,
asking him “how is your day going?” when he had just woken up, in a security smock, still on
MHW- too early and too difficult regardless to report “it's going well.”

Project Evolve at Nashua Street Jail

SCSD invited DLC to tour and meet with administrators from a new initiative at Nashua Street
Jail called “Project Evolve.” Project Evolve is a 12-week voluntary behavioral health program
located in one redesigned correctional unit, with another unit slated to open in July 2025. The
units are repainted and redesigned to look brighter and more homey than typical units, with
mental health staff offices located in refurbished cells on the tiers and murals and photo
collages decorating the walls. According to the Project Evolve director, the program is staffed by
Boston Medical Center social workers, clinicians, and reentry specialists among whom an
estimated 80% are people of color and 50% are formerly incarcerated.

Project Evolve offers programming nearly 12 hours per day during the week and 8 hours per
day on the weekends, with a focus on holistic wellbeing and accountability. The unit has a
designated emotional support dog. During the site visit, DLC noted staff on the unit interacting
with program participants with ease. Participants reported to DLC that program staff were very
supportive. Participants reported to DLC positive changes in themselves with respect to better
self-identification of, and responsibility for, feelings.

Overall, DLC was impressed by many aspects of Project Evolve and recognizes the potential for
it to be very beneficial for participants. DLC encourages all correctional agencies in the
Commonwealth to think creatively like SCSD and BMC toward bringing about respectful,
culturally appropriate mental health care in a therapeutic milieu to incarcerated individuals with
acute mental health needs to prevent the need for relegation to MHW and BSH, both of which
have been proven to be demonstrably harmful to people with mental health disabilities.
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Appendix A: Glossary of Acronyms Used in the Report

BSH
DLC
DMH
DOC
EOPSS
ETO
ISOU

ESU
IDO
MHOC
OCcCC
PERT
PS
RTA
RTU
RU

SCSD
TST

Bridgewater State Hospital

Disability Law Center

Department of Mental Health

Department of Correction

Executive Office of Public Safety and Security
Emergency Treatment Order

Intensive Stabilization and Observation Unit at Old Colony Correctional
Center

Emergency Stabilization Unit

Irreversible Deterioration Order

Middlesex County House of Correction

Old Colony Correctional Center

Psychiatric Emergency Response Team

Person(s) Served

Recovery Treatment Assistant

Residential Treatment Unit at Old Colony Correctional Center

Residential Unit in the Bridgewater Annex located at Old Colony
Correctional Center

Suffolk County Sheriff's Department
Therapeutic Safety Technician
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Appendix B: Summary of DLC Monitoring Activities During
Reporting Period

During this reporting period, DLC conducted monitoring of BSH and continuity of care for PS
through a variety of activities, including:

o o o o o o o

o o o o o o o o o

[m]

[m]

Weekly onsite BSH visits;

BSH PS video, phone, and in-person meetings;

BSH staff in-person meetings;

Onsite visits to the OCCC BSH Units - ISOU and the RU,;

OCCC BSH Annex Unit PS video, phone, and in-person meetings;

OCCC BSH Annex Unit staff in-person meetings;

Meetings and correspondence with BSH administrators and Contracted Provider
leadership;

Meetings and correspondence with DOC administrators and DOC Legal Department;
BSH PS Governance Meetings;

Attending BSH Governing Body meetings and Department of Mental Health quarterly
meetings;

Requests for data and documentation to the Contracted Provider and DOC;

Review of BSH 24-Hour Nursing Reports;

Review of DOC video footage of PS restraint and seclusion;

Review of DOC Incident Reports;

Review and analysis of BSH restraint and seclusion data;

Review of BSH restraint and seclusion orders and documentation;

Review of individual PS medical records;

Review and analysis of PS discharge data;

Onsite visits to DMH hospitals and units: Lemuel Shattuck Hospital, Worcester
Recovery Center and Hospital, Tewksbury State Hospital, and Western MA Unit at
Mountain View to meet with facility staff and discharged PS;

Onsite visit to OCCC RTU

Onsite visit to Nashua Street Jail

Phone interviews with discharged PS in DMH hospitals, county correctional facilities,
and the community;

Regular meetings with fellow mental health advocates about BSH; and

Meetings and correspondence with BSH friends and family group.

As on-site monitor, DLC receives frequent complaints from BSH PS about everything from
assistance with dietary requests to reports of physical abuse by staff. With PS’ consent, DLC
regularly conducts advocacy with BSH leadership about these concerns, including providing
weekly emails to the BSH Hospital Administrator. The BSH Hospital Administrator consistently
responds with further information and plans of action. In addition to the systemic issues
discussed throughout this report, DLC advocated for individual PS around the following areas of

concern:

Disability Benefits: 4 requests on behalf of 3 PS
PS requested assistance with signing up for or reinstating disability benefits; BSH leadership
reported that they had arranged for their benefits specialist to meet with PS.
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Individual therapy: 4 requests on behalf of 4 PS

PS asked to receive individual therapy; BSH leadership responded that their treatment teams
had submitted referrals. In one instance, leadership replied that a therapist had been assigned
and would immediately.

Behavior plans and other restrictions: 4 complaints on behalf of 3 PS

In one instance, a PS on a behavior plan reported being allowed out of his room for only 1-2
hours per day; BSH leadership replied that the treatment team had offered the PS more out-of-
cell time than what the PS reported, but also informed DLC that the team would review the PS’
behavior plan and “discuss alternative options to safely engage him” out of his cell.

Medical and Psychiatric Care: 5 complaints on behalf of 5 PS

In one instance, a PS who did not feel comfortable relaying his concerns to staff reported
numerous psychiatric and medical concerns to DLC; BSH leadership replied that the PS’
prescriber would assist him in setting up a team meeting with an advocate of his choice present.

Staff Abuse: 4 allegations on behalf of 2 PS
DLC relayed 3 allegations of verbal abuse and 1 allegation of physical abuse; BSH leadership
reported that they had initiated an investigation about each.

Other: 6 complaints on behalf of 5 PS
DLC relayed complaints with disability accommodations, dietary requests, patient privacy rights,
contact with family, and access to programming.

DLC regularly follows up with PS to ensure that BSH staff have effectuated the plans provided

by leadership. PS also regularly reach out to DLC directly by phone, and less frequently through
BSH staff, ensuring continuity in DLC’s ongoing advocacy and accountability for BSH.
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