
 

1 

 

Disability Law Center      

Massachusetts Protection and Advocacy 

 
   

Public Report: The Commonwealth’s Treatment of 
Individuals with Mental Health Disabilities Committed to 

Bridgewater State Hospital and Patient Continuity of Care  
 

 
 

A report to the President of the Senate, Speaker of the House of Representatives, 
Chairs of the Joint Committee on Mental Health Substance Use and Recovery, 
Joint Committee on the Judiciary, Senate Ways and Means Committee, and 
House Ways and Means Committee, submitted pursuant to the FY 2026 Budget 
(Line Item #8900-0001). 
 

February 2026



 

2 

 

TABLE OF CONTENTS 

OVERVIEW AND RECOMMENDATIONS .................................................................................. 4 

I. DEFICIENT PATIENT CARE AND ILLEGAL PRACTICES ....................................................... 7 

A. Data Regarding the BSH Population and Use of Documented Restraint and 
Seclusion on BSH Patients ................................................................................. 10 

i. Medication Restraint Data .............................................................................. 11 

ii. Data for Seclusion and Other Types of Restraint ........................................... 12 

iii. Restraint and Seclusion Race/Ethnicity Data ................................................. 13 

iv. Use of Metal Restraints .................................................................................. 16 

B. Deficient Medication Restraint Documentation ................................................... 18 

i. BSH Staff Fail to Adhere to Requirements When Completing                           
Medication Restraint Documentation ............................................................ 18 

ii. Deficiencies in the BSH Medication Restraint Order Form ............................. 19 

C. Pattern and Practice of Illegal Medication Restraint in Non-Emergency 
Circumstances .................................................................................................... 20 

D. BSH Staff Inconsistent Offers of Oral Medication Restraint Before    
Intramuscular Injection ....................................................................................... 25 

E. Pattern and Practice of Improper Irreversible Deterioration Orders .................... 26 

F. Violence in Restraint and Involuntary Medication Administration ....................... 28 

i. Changes in Equipment and Processes ........................................................... 28 

ii. Continuing Staff Violence ............................................................................... 29 

G. Undocumented and Unauthorized Seclusion ..................................................... 32 

i. Unauthorized Seclusion in the New Admissions Units and Maximum     
Security Units ................................................................................................ 33 

H. Patient Treatment in the OCCC BSH Units ........................................................ 36 

i. Access to Programming and Mental Health Treatment .................................. 36 

ii. Corrections Officer Conduct and Assignments ............................................... 36 

II. BARRIERS TO PATIENT ACCESS TO JUSTICE ................................................................ 38 



 

3 

 

A. Access to Chapter 123 Proceedings and Counsel ............................................. 38 

i. Notification of Court Hearings and Attorney Meetings .................................... 38 

ii. BSH Courtroom Functionality and Accessibility .............................................. 38 

iii. Phone Access to Attorneys ............................................................................ 38 

B. Access to a Meaningful Grievance Process ....................................................... 40 

III. BRIDGEWATER STATE HOSPITAL’S UNSUITABLE AND EXPENSIVE PRISON PHYSICAL   

PLANT ..................................................................................................................... 42 

A. Ligature Incident in the Lighthouse Unit ............................................................. 44 

i. Ligature Risk and Visibility .............................................................................. 44 

B. Mold Contamination ............................................................................................ 47 

i. Patient Experiences of Mold ........................................................................... 48 

C. Extreme Heat and High Humidity ....................................................................... 49 

D. General Disrepair and Unsafe Conditions .......................................................... 50 

IV. PATIENT CONTINUITY OF CARE ................................................................................... 52 

A. Challenges with Continuity of Care: DMH Hospitals ........................................... 53 

i. Transfer Issues Identified by DMH Hospital Personnel .................................. 55 

B. Challenges with Continuity of Care: DOC and County Correctional Facilities .... 56 

i. OCCC Residential Treatment Unit .................................................................. 57 

ii. Bristol County Jail and House of Correction Investigation into the Death of     
a Former Patient on Mental Health Watch .................................................... 60 

APPENDIX A: GLOSSARY OF ACRONYMS USED IN THE REPORT .......................................... 61 

APPENDIX B: SUMMARY OF DLC MONITORING ACTIVITIES DURING REPORTING PERIOD ...... 62 

 



 

4 

 

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 June 16, 2025 through December 
15, 2025. BSH and the OCCC BSH Units are under the authority of the Department of 
Correction (DOC). DLC’s intensive work at BSH is made possible by the support and expanded 
authority of budget Line Item #8900-0001.1 For a description of activities and individual 
advocacy on behalf of BSH patients during this reporting period, please see Appendix B.  
 
DLC is a nonprofit organization and the Commonwealth’s designated Protection and Advocacy 
agency (P&A).2 Since 2014, DLC has maintained a presence at BSH, monitoring conditions and 
treatment of BSH patients, investigating abuse and neglect, and advocating for the health, 
safety, and rights of BSH patients. BSH patients are overwhelmingly from low income 
backgrounds and the majority identify as people of color.  
 
BSH is not a psychiatric hospital and does not provide mental health care and treatment in 
keeping with hospital standards. BSH is a medium security state prison that is not licensed or 
accredited as a hospital of any kind. Links between systemic health inequity and racial bias in 
our judicial and mental health systems to the overrepresentation of Black and African American 
people at BSH are undeniable. 

 
 

Massachusetts is the only state in the nation that permits its correctional 
agency to operate a so-called forensic psychiatric hospital. The poor 

conditions, treatment, and illegal practices within BSH have a significant 
negative impact on people with disabilities, the Commonwealth’s mental  

health and judicial systems, and public safety.  
 

Transfer of BSH to the Department of Mental Health (DMH) is decades overdue. 
 

 
After release of DLC’s most recent public report in August 2025, DLC met with DOC’s 
Contracted Provider3 to discuss our findings and concerns. No representative from DOC or the 
Executive Office of Public Safety and Security provided DLC with a response to the report. 
 
The Contracted Provider made several notable changes during this reporting period, including 
onboarding a Director of Clinical Services after a prolonged vacancy; implementing bi-hourly 
rounding for nurses on all units and a new unit reporting structure for Therapeutic Safety 
Technicians (TST);4 and rolling out a new electronic health record system that includes a patient 
portal where BSH patients can access essential healthcare information.5  
 
Still, improper restraint and seclusion practices, interference with patients’ rights, and poor 
environmental conditions persist under DOC’s lax oversight. During this reporting period: 

• BSH continued to use restraint and seclusion on patients at alarmingly high rates, with 
an increase in overall use. See Section I.A.  

• BSH providers continued to order and apply involuntary medication, restraint, and 
seclusion on patients in violation of clear limits established by the law. See Sections 
I.B., I.C, I.D., I.E., I.G. 
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• BSH staff, guided by DOC regulations and norms, continued to engage in regular uses 
of force, use of correctional gear, and violence against patients when applying restraints 
and administering involuntary medication. See Section I.F.   

• BSH patients experienced barriers to access to justice, including obstacles to access to 
counsel and the court and an unreliable grievance process. See Section II.  

• The BSH physical plant remained antitherapeutic and deteriorating. In addition to the 
long-term concerns about mold contamination, the correctional environment, and high 
heat and humidity in the summer months, DLC covers concerns about BSH’s failure to 
address ligature risks and unsafe conditions for patients with physical disabilities. See 
Section III.  

• DLC examined continuity of care issues for BSH patients relating to their transfer and 
adjustment to DMH hospitals and other correctional facilities; troubling practices and 
treatment in an OCCC specialized mental health unit; and DLC’s investigation into the 
death of a former long-term BSH patient in a county correctional facility. See Section IV. 

 
Despite DLC’s vigilance and successful advocacy that has led to significant policy changes and 
improvements within BSH, under DOC’s authority patients still face systemic rights violations, 
abuse, and countertherapeutic conditions. DLC has consistently called for the transfer of BSH 
oversight from DOC to DMH and construction of an appropriate psychiatric hospital facility. Put 
on notice by over a decade of DLC’s public and private reports6 as well as past litigation,7 
Massachusetts has failed to take necessary action to end BSH’s troubling legacy, including by 
failing to hold a state agency accountable when its contractor regularly engages in conduct that 
plainly violates the law.  
 
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 will improve treatment, reduce improper restrictions and 
excessive seclusion, and inform maintenance, remediation, and construction efforts. 
 
Once again, DLC focuses our recommendations on the only 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 DMH to ensure that current and future BSH patients have 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.  

 
 

 

1 The complete Line Item language is available at: https://malegislature.gov/Budget/FY2026/FinalBudget.  
2 Federal law grants DLC the 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 rights of 
individuals with disabilities. See, e.g., 42 U.S.C. § 10805; 42 C.F.R. §§ 51.41-51.42. 
 

https://malegislature.gov/Budget/FY2026/FinalBudget
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3 DLC uses the term “Contracted Provider” throughout this report. The current provider Recovery 
Solutions, previously known as Wellpath, entered into a new contract with DOC on July 1, 2025.  
4 Nursing Report, BSH Governing Body Meeting (December 11, 2025). 
5 Hospital Administrator’s Report, BSH Governing Body Meeting (December 11, 2025). 
6 All of DLC’s public reports released since 2014 are linked on our website: https://www.dlc-
ma.org/bridgewater-state-hospital-advocacy/.   
7 See, e.g.,  Minich v. Spencer, No. NOCV201400448 (Mass. Super.) (class action seeking declaratory 
and injunctive relief challenging excessive, illegal seclusion and restraint practices at BSH);  Minich v. 
Spencer, No. SUCV201500278 (Mass. Super.) (damages class action resulting in $1.5 million dollar 
settlement for class members subject to excessive seclusion and restraint); Doe v. Spencer, No. 
1684CV02136 (Mass. Super.) (lawsuit concerning excessive, illegal seclusion of individual with multiple 
disabilities who spent more than 14,900 hours in seclusion, and medical malpractice that resulted in 
settlement following a medical malpractice tribunal finding in favor of plaintiff; the BSH Medical Executive 
Director and Director of Medicine were named defendants).   

https://www.dlc-ma.org/bridgewater-state-hospital-advocacy/
https://www.dlc-ma.org/bridgewater-state-hospital-advocacy/
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I. DEFICIENT PATIENT CARE AND ILLEGAL PRACTICES 
 

Inadequate patient care and unlawful restraint, seclusion, and involuntary medication 
practices must, by now, be considered a primary feature of BSH. Over a decade of 
findings and evidence presented in DLC reports, atop proof extending back decades 
further, indicate that systemic abuse and neglect will be intractable so long as BSH is a 
prison instead of a licensed and certified psychiatric hospital. 
 
Excessive and illegal seclusion and restraint practices were the impetus for DLC’s initial 
investigation in 2014, which concluded that BSH practices “substantially depart from generally 
accepted standards, and violate the constitutional and statutory rights” of BSH patients.8 DLC’s 
2014 findings included that “[u]se of restraint and seclusion is not limited to cases of emergency 
where there is a likelihood of serious imminent harm; instead it is not uncommon to see restraint 
and seclusion used as a disciplinary or punitive measure” and “[e]ven in those instances where 
restraint and seclusion may have been appropriately imposed initially…that individual is often 
secluded far beyond the time when that individual poses a likelihood of imminent harm.”9  
Further, DLC found that “[t]he frequent and excessive use of restraint is an indicator that a 
patient’s treatment plan is inappropriate or inadequate and that staff are using restrictive 
practices to replace active treatment.”10 Sadly, these finding still ring true today. 
 
DLC confirms that, during this reporting period, BSH restraint, seclusion, and involuntary 
medication practices again violated the clear limitations established by state law and the 
constitutional rights of patients.11 These illegal interventions constitute abuse,12 and are made 
worse by BSH’s adoption of correctional procedures and culture that give rise to staff use of 
unnecessary or excessive force.  
 

 

For mental health providers, restraint and seclusion are intended to be    
interventions of last resort because they involve considerable risks of causing 

psychological harm, physical injuries to patients or staff, and death.13  
  

“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.”14 
 

 
Massachusetts General Laws Chapter 123, § 21 limits the use of all forms of restraint and 
seclusion to “cases of emergency, such as the occurrence of, or serious threat of, extreme 
violence.”15 When emergency circumstances cease, so must the intervention. The statute 
explicitly applies to all hospitals operated or licensed by DMH and BSH: “No restraint is 
authorized except as specified in this section in any public or private facility for the care and 
treatment of mentally ill persons including Bridgewater state hospital.”16 DMH regulations 
provide further context that “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” and that “a substantial risk includes only the 
serious, imminent threat of bodily harm, where there is the present ability to effect such harm.”17 
In addition, restraint and seclusion must be used only after less restrictive alternatives have 
proved ineffective or have been determined inappropriate under the circumstances.18 As 
medication restraint is the most intrusive, the law requires that the ordering provider determine 
that forced medication “is the least restrictive, most appropriate alternative available” before 
ordering and administering it.19 
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THE RIGHT TO REFUSE TREATMENT 

Every person who is civilly committed by the Commonwealth to BSH or a psychiatric 
hospital retains a fundamental right to make their own treatment decisions. This right gives 
way to state interests in three limited circumstances in which an individual can be subject to 
involuntary medication:  

 

1. Per a court-ordered Rogers guardianship: After a court has made a distinct 
determination of an individual’s incapacity and a substituted judgement decision that 
the individual would accept the medication if competent, the individual can be 
involuntarily medicated in accordance with a court-approved treatment plan.20  
 

2. As a chemical restraint: In cases of emergency, an individual can be involuntarily 
medicated under the state’s police power to prevent an imminent threat of serious 
harm to oneself or others only when there is a clinical determination that there is no 
less intrusive alternative to forced antipsychotic drugs available21 and “the statutory 
and regulatory conditions for the use of chemical restraints [are] followed”22; or 
 

3. To prevent irreversible deterioration of serious mental illness: Per the state’s 
parens patriae power, an individual can be subject to involuntary medication “in rare 
circumstances,” to prevent “immediate, substantial, and irreversible deterioration of a 
serious mental illness…in cases in which ‘even the smallest of avoidable delays 
would be intolerable.’”23 

 

BSH administers forced medication outside of the bounds of these established legal 
confines and the standard of care in psychiatric hospitals. 

 
 
During this reporting period, the Contracted Provider onboarded a Director of Clinical Services 
after a prolonged vacancy for that position and the nursing leadership team implemented bi-
hourly rounding for nurses with goals of improving patient care and encouraging nurse 
engagement on the unit, addressing a common practice of nurses spending significant time in 
closed door offices; if nurses observe patients in their rooms during rounds for the majority of 
their shift, they are expected to document this in the chart and notify the treatment team.24 
Additionally, the nursing department implemented a change in reporting structure for unit TSTs, 
who now report directly to the nurse manager of their assigned unit to promote a team approach 
and supervisory support. The Contracted Provider also transitioned to a new cloud-based, fully 
integrated electronic health record system designed for behavioral health providers that includes 
a patient portal that allows patients to access healthcare information and electronic submission 
of sick call forms and grievance forms.25 Both BSH and OCCC BSH Units held various activities 
and talent shows that allowed patients to showcase their musical, dance, and other skills.26  
 
DLC commends these developments and acknowledges the BSH Hospital Administrator’s 
efforts.27 Unfortunately, the improvements cannot mitigate the serious issues that plague BSH. 
 

 

8 See Disability Law Center Investigation of Bridgewater State Hospital (July 11, 2014), 3, 5, 7 
https://www.dlc-ma.org/wp-content/uploads/2017/09/BSHReport.pdf.   
9 Id. at 7 
 

https://www.dlc-ma.org/wp-content/uploads/2017/09/BSHReport.pdf
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10 Id. 
11 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).  
12 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 Illness Program, 42 C.F.R. § 51.2. 
13 See, e.g., American Psychiatric Association, APA Resource Document: Seclusion or Restraint 
(February 2022), https://www.psychiatry.org/getattachment/e9b21b26-c933-4794-a3c4-
01ad427eed91/Resource-Document-Seclusion-Restraint.pdf.  
14 Id. 
15 M.G.L. c. 123, § 21; see also 104 CMR 27.12(8); 104 CMR 27.12; 42 CFR §§ 483.356(a), 483.358 
(federal regulations from the Centers for Medicare & Medicare requiring that use of restraint and 
seclusion to “emergency safety situation(s)” and only until said situation has ceased). 
16 M.G.L. c. 123, § 21. The statute also places obligations on the DOC Commissioner to review and sign 
restraint and seclusion documentation. Id.  
17 104 CMR 27.12(8)(b). 
18 Id.; 42 CFR § 483.358(c) (stating that a licensed practitioner “must order the least restrictive emergency 
safety intervention that is most likely to be effective in resolving the emergency safety situation”).  
19 M.G.L. c. 123, § 21; 104 CMR 27.12(8)(d). The Supreme Judicial Court made clear over 40 years ago 
that “there are ‘few legitimate medical procedures which are more intrusive than the forcible injection of 
antipsychotic medication.” Rogers, 390 Mass. at 502 n.16, quoting Matter of Guardianship of Roe, 383 
Mass. 415, 436 (1981). 
20 Rogers, 390 Mass. at 512-513. 
21 Id. at 490-491, 509-511; M.G.L. c. 123, § 21 (emphasis added).  
22 Rogers, 390 Mass. 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. 
23 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.  
24 Nursing Report, BSH Governing Body Meeting (December 11, 2025). 
25 Hospital Administrator’s Report, BSH Governing Body Meeting (December 11, 2025). 
26 Programming and Rehabilitation Report, BSH Governing Body Meeting (December 11, 2025). 
27 BSH Hospital Administrator was a 2025 recipient of the DOC Charles Gaughan Award that “honors 
those employees who best exemplify the spirit of humanity and compassion while demonstrating 
exceptional care to those individuals in their custody.” Superintendent’s Dashboard, BSH Governing Body 
Meeting (December 11, 2025).  

https://www.psychiatry.org/getattachment/e9b21b26-c933-4794-a3c4-01ad427eed91/Resource-Document-Seclusion-Restraint.pdf
https://www.psychiatry.org/getattachment/e9b21b26-c933-4794-a3c4-01ad427eed91/Resource-Document-Seclusion-Restraint.pdf
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A. Data Regarding the BSH Population and Use of Documented Restraint 
and Seclusion on BSH Patients 

 
During this reporting period, BSH admitted 491 patients.28 Roughly 1,000 individuals with known 
or perceived mental health disabilities are admitted to BSH per year for evaluation and 
treatment. Over the course of calendar year 2025, the average daily BSH census was 219.29  
 
The most recent public data from DOC, as of January 1, 2026, placed the total facility count at 
245 patients, with only 6 of those patients serving a criminal sentence, all for governing 
sentences less than 3 years.30 Thus, the overwhelming majority of patients are at BSH as 
pretrial detainees or civilly committed with no pending criminal case.31 As of January 1, 2026, 
63% of the population was committed to BSH for treatment; 37% were at BSH for observation 
during an evaluation period.32 The youngest patient was 19 years old and the oldest patient was 
age 78; the average age is 39.33  

 

RISING BSH RESTRAINT AND SECLUSION USAGE RATES 

While the daily census for 2025 was low, restraint and seclusion were on the rise. 
According to the Contracted Provider, BSH data showed the following between August 
1 to October 31, 2025, compared to May 1 through July 31, 2025:34  

• 62% increase in Medication Restraint events per 1000 patient days  

• 70% increase in Medication Restraint of unique patients per 1000 patient days  

• 32% increase in Seclusion events per 1000 patient days, with a 45% increase in 

Seclusion hours per 1000 patient days 

• 11.7% increase in Mechanical Restraint events per 1000 patient days, with a 

1.8% decrease in Mechanical Restraint hours per 1000 patient days  

• 10.9% increase in Manual Hold events per 1000 patient days, with a 4.56% 

decrease in Manual Hold hours per 1000 patient days  

 
 
In a report to the BSH Governing Body, the BSH Medical Executive Director presented a 
“hypothesis” to explain why medication restraint events, mechanical restraint events, and 
seclusion events and hours were above upper control limits when there has been no increase in 
admissions. In essence, the hypothesis was: a cohort of high acuity patients with acute and 
challenging presentations that do not respond to “typical medical medication and therapeutic 
measures” were to blame.35 The Medical Executive Director stated, “No trends have been noted 
in [Serious Clinical Episode] screening video reviews or leadership’s reviews indicating patterns 
of improper usage of restraints.” DLC has consistently found evidence to the contrary.  
 
Rather than blaming the patient population, BSH leadership must take responsibility for rising 
rates and recognize that implementation of improved policies and documentation practices, 
consistent with DLC recommendations, are giving rise to more accurate data reporting. Indeed, 
as DLC has reported previously, BSH medication restraints have consistently risen since BSH 
updated its policies in 2024 to comply with state law at DLC’s insistence. Most importantly, the 
Contracted Provider should never be content to operate anywhere near upper control limits 
when applying the most severe and dangerous psychiatric interventions.  
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i. Medication Restraint Data 
 
BSH medication restraint data demonstrates BSH providers’ alarming reliance on this most 
restrictive, intrusive, and traumatizing intervention on patients already restricted to prison cells. 
 

Table 1. Medication Restraints by Month (June 16, 2025 – Dec. 15, 2025) 

Month Number of Days Number of Administrations 

June (16-30) 15 15 

July (1-31) 31 38 

August (1-31) 31 55 

September (1-30) 30 60 

October (1-31) 31 65 

November (1-30) 30 46 

December (1-15) 15 20 

Total (June 16 – Dec. 15) 183 299 

Unique Patients Subject to Medication Restraint 116 

Medication Restraints Per Day 1.63 

 
During this reporting period, BSH administered 299 medications restraints, amounting to 1.63 
medication restraints per day. This represents an increase from 1.53 per day in the last 
reporting period (December 16, 2024, to June 15, 2025) and a decrease from the spike to 1.71 
medication restraints per day from June 16, 2024 to December 15, 2024. The 1.63 rate is 
significantly higher than the rate of 1.37 per day from December 16, 2023, to May 25, 2024. 
Based on these rates, BSH’s overall rate of medication restraint usage increased by 7% 
during this reporting period compared to the last reporting period, decreased by 5% 
compared to a year ago, and increased by 19% from the first reporting period of 2024. At 
BSH, medication restraints always include another form of restraint, such as seclusion, 
mechanical restraint, and/or manual holds. 
 
Broader trends in BSH medication restraint usage as measured by medication restraints per day 
demonstrate an overall upward trend over the last 3 years. The numbers illustrate a striking 
inability, or unwillingness, on the part of Contracted Provider leadership – and DOC in its 
oversight capacity – to address providers' overreliance on intrusive emergency measures, 
inadequate training of clinical staff, and the resulting proliferation of illegal restraint practices. 
BSH leadership regularly touts various efforts to mitigate the problem, but ends up only barely 
managing its growth, to the detriment of BSH patients. DLC’s on-site monitoring and review of 
medical records and video illustrate the failure which the numbers underscore. 
 

Table 2. Medication Restraint Usage by Reporting Period 

Reporting Period Medication Restraints per day 

June 15, 2022 – Dec. 15, 2022 1.44 

Dec. 16, 2022 – June 15, 2023 1.32 

June 16, 2023 – Dec. 15, 2023 1.26 

Dec. 16, 2023 – May 25, 2024 1.37 

June 16, 2024 – Dec. 15, 2024 1.71 

Dec. 16, 2024 – June 15, 2025 1.53 

June 16, 2025 – Dec. 15, 2025 1.63 
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ii. Data for Seclusion and Other Types of Restraint 
 

Table 3. Seclusions by Month (June 16, 2025 – Dec. 15, 2025) 

Month Number of Days Number of Administrations 

June (16-30) 15 41 

July (1-31) 31 94 

August (1-31) 31 91 

September (1-30) 30 123 

October (1-31) 31 146 

November (1-30) 30 117 

December (1-15) 15 76 

Total (June 16 – Dec. 15) 183 688 

Unique Patients Secluded 193 

Seclusions Per Day 3.76 
 

Table 3 presents data only regarding seclusion documented per clinical seclusion order. As 
discussed further below, every patient is subject to a minimum of 9.5 hours of daily seclusion in 
locked cells due to the nightly required lock-in in DOC facilities, and patients also face 
unsanctioned seclusion by unit staff. See Section I.G. The data above shows the alarming 
688 seclusion orders BSH imposed over the reporting period on 195 different BSH 
patients. BSH’s incredible reliance on seclusion, especially considering the standard limitations 
on BSH patient out-of-cell time, is cause for great concern.  
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Table 4. Manual Holds by Month (June 16, 2025 – Dec. 15, 2025) 

Month Number of Days Number of Administrations 

June (16-30) 15 49 

July (1-31) 31 89 

August (1-31) 31 106 

September (1-30) 30 120 

October (1-31) 31 125 

November (1-30) 30 96 

December (1-15) 15 82 

Total (June 16 – Dec. 15) 183 667 

Unique Patients Subject to Manual Holds 191 

Manual Holds Per Day 3.64 

 
Manual holds – BSH staff applying physical hands-on restraints to patients – are extremely 
common. At BSH, manual holds frequently resemble a prison use of force. Table 4 shows that 
BSH documented 667 instances of one or multiple staff putting their hands on a patient 
to restrain or control their movement. Further, 191 different BSH patients had this 
experience. The permissive use of manual holds at BSH is disturbing. However, the 667 is a 
decline from 760 documented occurrences during the previous reporting period.36  
 

Table 5. Mechanical Restraints by Month (June 16, 2025 – Dec. 15, 2025) 

Month Number of Days Number of Administrations 

June (16-30) 15 6 

July (1-31) 31 13 

August (1-31) 31 9 

September (1-30) 30 23 

October (1-31) 31 31 

November (1-30) 30 19 

December (1-15) 15 10 

Total (June 16 – Dec. 15) 183 111 

Unique Patients Mechanically Restrained 41 

Mechanical Restraints Per Day 0.61 

 
Table 5 sets forth data on the usage of mechanical restraints, which involves fastening a patient 
lying on their back by straps on both wrists and ankles to a restraint bed in order to restrict their 
movement. For many BSH patients, particularly those who have trauma histories of physical 
and sexual abuse, mechanical restraints can be an especially terrifying intervention. Troublingly 
and without legal justification, DLC has observed that BSH regularly administers medication 
restraint to patients already immobilized on a restraint bed.  
 

iii. Restraint and Seclusion Race/Ethnicity Data 
 
For years, DLC has sought and gathered information related to racial and ethnic disparities in 
BSH’s application of restraint and seclusion. During this reporting period, the Contracted 
Provider affixed a prominent “Health Equity” bulletin board in the Administration Building, along 
a corridor traversed by hundreds of employees daily. On this bulletin board, the Contracted 
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Provider posted numerous documents affirming BSH’s commitment to equitable health 
practices, including in the use of seclusion and restraint. As one document noted, “[t]he use of 
seclusion and restraint should always be guided by clinical necessity and the principles of 
trauma-informed care” and providers are encouraged to reflect on “[w]hether patient factors 
such as race, gender, age, or diagnosis may unintentionally impact clinical judgment.” They 
should ask themselves, “[a]m I responding to the behavior or my perception of the individual?” 
In addition, the BSH Healthcare Equity Subcommittee’s 2025/2026 Focus Areas include 
monitoring “race, ethnicity, language, and age of high utilizers of restrictive measures.”37 Yet, 
under DOC oversight, the Contracted Provider continues to order and administer restraint and 
seclusion disproportionately on patients of color.  
 
Individuals who are Black 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. In response to DLC reports, DOC and the Contracted Provider have improved 
data collection and reporting of race/ethnicity data in recent years, significantly reducing the 
number of BSH patients categorized as “unknown” race/ethnicity – for example, the July 2023 
DOC Institutional Fact Cards reported 33% of the BSH population as “unknown.”38 With more 
complete demographic data representative of patients in BSH, the overrepresentation of Black 
or African American patients rose, and the data also showed overrepresentation of Hispanic and 
Latino patients. 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.39  
 

Table 6. BSH Population, Massachusetts, and DOC Populations by Race/Ethnicity 

Race/Ethnicity BSH Population40 MA Population41 DOC Population42  

White 42%  78.1% 36% 

White, not Hispanic or 
Latino 

Not tracked 68.8% Not tracked 

Black or African American 32%  9.9% 30% 

Hispanic/Latino  20%  14% 31% 

Asian or Pacific Islander 2%  8.4% 2% 

American Indian and Alaska 
Native 

1% 0.6% 1% 

Two or more races Not tracked 3% Not tracked 

Unknown 3%  Not tracked 1% 

 
In November 2024, DOC began separately reporting “Hispanic or Latino” and “Not Hispanic or 
Latino” statuses with its regular restraint data to DLC, responsive to DLC concerns that the data 
failed to demonstrate use of severe interventions on this BSH cohort. The Hispanic or Latino 
category includes patients who identify as white, Black, or other racial groups, and many whose 
primary language is one other than English. As a result, the data concerning Hispanic or Latino 
patients must be reported separately in Table 11 below. 
 

Table 7. Medication Restraints by Race/Ethnicity (June 16, 2025 – Dec. 15, 2025)  

Race/Ethnicity  BSH 
Population  

Number of 
Administrations  

Unique Patients 
with Med. Restraint 

White  42%   157 (53%)  65 (56%)  

Black or African American  32%   127 (42%)  43 (37%)  
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Unknown/Did Not Specify  3%  12 (4%)  5 (4%)  

Hispanic/Latino  20%  N/A  N/A  

Asian or Pacific Islander   2%  0 (0%)  0 (0%)  

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

1%  4(1%)  3 (3%)  

Total  100%  299  116  

  
Data from the last reporting period indicated an evening out in patient demographics for 
medication restraint administrations. This trend has stabilized. As Table 7 illustrates, Black and 
African American patients continue to be overrepresented in medication restraint administration 
at BSH, as they have been for years. Black and African American BSH patients received 42% of 
all administrations and represented 37% of unique patients who received medication restraints 
during this reporting period, despite only comprising 32% of the BSH population.   
 

Table 8. Seclusion by Race/Ethnicity (June 16, 2025 – Dec. 15, 2025)  

Race/Ethnicity  BSH 
Population  

Number of 
Seclusions  

Unique Patients 
Secluded  

White  42%   350 (51%)  103 (53%)  

Black or African American  32%   300 (44%)  82 (42%)  

Unknown/Did Not Specify  3%  28 (4%)  7 (4%)  

Hispanic/Latino  20%  N/A  N/A  

Asian or Pacific Islander   2%  0  0 (0%)  

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

1%  10 (1%)  3 (1%)  

Total  100%  688  195  

  
Table 8 presents data showing that BSH applied 44% of the 688 clinical seclusion orders this 
reporting period to Black or African American patients, despite these patients only comprising 
32% of the BSH population. At the same time, Black or African American patients make up 42% 
of the distinct patients ordered to seclusion in a locked prison cell.  
  

Table 9. Manual Holds by Race/Ethnicity (June 16, 2025 – Dec.15, 2025)  

Race/Ethnicity  BSH 
Population  

Number of 
Manual Holds  

Unique Patients in 
Manual Hold  

White  42%   362 (54%)  101 (52%)  

Black or African American  32%   264 (39%)  76 (39%)  

Unknown/Did Not Specify  3%  25 (4%)  8 (4%)  

Hispanic/Latino  20%  N/A  N/A  

Asian or Pacific Islander  2%  4 (1%)  4 (2%)  

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

1%  12 (2%)  5 (3%)  

Total  100%  667  194  

  
Table 6 shows 667 documented instances of one or multiple staff putting their hands on BSH 
patients to restrain or control their movement. The data shows that Black or African American 
patients were more likely than any other group to be subjected to these restraints. The rate of 
these restraints on Black or African American patients declined from 53% to 39% of all manual 
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holds. While this decline is positive, Black or African American patients continue to be 
overrepresented and disproportionately subjected to these restraints.   
 

Table 10. Mechanical Restraints by Race/Ethnicity (June 16, 2025 – Dec. 15, 2025)  

Race/Ethnicity   BSH 
Population  

Number of Mech. 
Restraints  

Unique Patients in 
Mech. Restraints  

White  42%   73 (66%)  25 (61%)  

Black or African American  32%   33 (30%)  13 (32%)  

Unknown/Did Not Specify  3%  2 (2%)  1 (2%)  

Hispanic/Latino  20%  N/A  N/A  

Asian or Pacific Islander   2%  0 (0%)  0 (0%)  

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

1%  3 (2%)  2 (5%)  

Total  100%  111  41  

  
Table 10 shows that, during this reporting period, rates of mechanical restraint decreased for 
Black or African American patients – 54% down to 30%. Though the decline is welcome, the 
Contracted Provider should be closely examining every order and use of mechanical restraint 
for every single patient at BSH.  
  

Table 11.  
Restraint & Seclusion by Hispanic/Latino Ethnicity (June 16, 2025 – Dec. 15, 2025)   

Intervention Type  Total Number for 
Hispanic/Latino   

Unique Patients Hispanic/ 
Latino   

Medication Restraint   46 (15%)  20 (17%)  

Manual Hold Restraint  144 (22%)  36 (19%)  

Seclusion  130 (19%)  34 (17%)  

Mechanical Restraint    30 (27%) 12 (29%)  

Total  350  102  

  
Table 11 shows the total number of all forms of restraint and seclusion BSH applied to BSH 
patients who identify as Hispanic or Latino, as well as the unique number of patients subject to 
each intervention. DLC reported during the last period the highly disproportionate application of 
mechanical restraints to individuals that identify as Hispanic or Latino. Last reporting period, 
DOC demographics indicated that Hispanic or Latino patients comprised 12% of the BSH 
population, were subject to 21% of mechanical restraint administrations, and constituted 24% of 
unique patients who were mechanically restrained. This reporting period, in which Hispanic 
patients comprised 20% of the BSH population, this disparity persisted: Hispanic and Latino 
patients made up 27% of mechanical restraint administrations and 29% of unique patients 
receiving mechanical restraints. DLC urges DOC and the Contracted Provider to examine 
and address this concerning trend, including the role of language access.  
  

iv. Use of Metal Restraints 
 

During this reporting period, DLC continued to track Contracted Provider use of metal restraints 
on BSH patients. Metal handcuffs are not a feature of patient-staff interactions at accredited 
psychiatric hospitals. Since the last reporting period, metal handcuff usage by the Contracted 
Provider during interventions declined from 54 to 37.43 DLC sought data to track the use of leg 
irons to physically restrain BSH patients on their units and for transfer between housing units. 
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While the Contracted Provider identified that “[l]eg iron use is not tracked 44 on the BSH main 
campus, DLC identified 5 such usages in 24-Hour Nursing Reports during the previous reporting 
period. In addition, there were 766 external transports – such as to court or external medical 
appointments – in which BSH patients were placed in handcuffs, waist chains, and leg irons.  
 

 

28 Email from BSH Hospital Administrator to DLC (January 12, 2026). 
29 DOC, January 2026 MA DOC Institutional Fact Cards, https://www.mass.gov/doc/institutional-fact-
cards-january-2026/download [hereinafter “January 2026 Institutional Fact Cards”].  
30 Id. 
31 See id. 
32 Id. 
33 Id. 
34 Seclusion, Restraint, Manual Hold and Medication Restraints 4th Quarter Report, BSH Governing Body 
Meeting (December 11, 2025).  
35 Id.  
36 DLC August 2025 BSH Report, 15, https://www.dlc-ma.org/wp-content/uploads/2025/09/DLC-BSH-
August-2025-Public-Report-Final.pdf. 
37 Email from BSH Hospital Administrator to DLC (October 7, 2025).  
38 DOC, January 2023 MA DOC Institution Fact Cards, https://www.mass.gov/doc/institutional-fact-cards-
january-2023/download. The document showed only 22% of BSH patients were Black or African 
American and 9% were Hispanic. Id.   
39 See DLC July 2024 BSH Report, 6-10, https://www.dlc-ma.org/wp-content/uploads/2024/07/DLC-BSH-
Public-Report-7.30.2024-w.-Apps.pdf.  
40 January 2026 MA DOC Institutional Fact Cards. 
41 U.S. Census Bureau, Quick Facts: Massachusetts, Population Estimates (July 1, 2025), 
https://www.census.gov/quickfacts/fact/table/MA/PST045224.  
42 January 2026 MA DOC Institutional Fact Cards. 
43 Email from BSH Hospital Administrator to DLC (January 12, 2026).  
44 Id. 

https://www.mass.gov/doc/institutional-fact-cards-january-2026/download
https://www.mass.gov/doc/institutional-fact-cards-january-2026/download
https://www.dlc-ma.org/wp-content/uploads/2025/09/DLC-BSH-August-2025-Public-Report-Final.pdf
https://www.dlc-ma.org/wp-content/uploads/2025/09/DLC-BSH-August-2025-Public-Report-Final.pdf
https://www.mass.gov/doc/institutional-fact-cards-january-2023/download
https://www.mass.gov/doc/institutional-fact-cards-january-2023/download
https://www.dlc-ma.org/wp-content/uploads/2024/07/DLC-BSH-Public-Report-7.30.2024-w.-Apps.pdf
https://www.dlc-ma.org/wp-content/uploads/2024/07/DLC-BSH-Public-Report-7.30.2024-w.-Apps.pdf
https://www.census.gov/quickfacts/fact/table/MA/PST045224
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B.  Deficient Medication Restraint Documentation 
 

As DLC has previously reported, BSH staff fail to observe the dictates of both BSH’s Use of 
Involuntary Psychotropic Medications Policy45 and state law while documenting instances of 
restraint and seclusion. All clinical staff, including treating psychiatrists and nursing staff, fall 
under the supervision of the Medical Executive Director. Use of imprecise terminology and 
incomplete information in medication restraint records raise serious concerns regarding 
compliance with the law in practice, concerns that are borne out by DLC’s findings. See Section 
I.C. To protect the rights and safety of BSH patients, DLC believes it is imperative that DOC and 
Contracted Provider leadership properly train and supervise BSH psychiatric and nursing staff to 
operate within the dictates of BSH policy and the state’s legal framework. 
 

i. BSH Staff Fail to Adhere to Requirements When Completing                           
Medication Restraint Documentation  

 

BSH staff inconsistently use the accurate medical and legal term “medication restraint” in 
hospital documentation, including 24-Hour Nursing Reports.46 Instead, staff regularly use 
nonspecific language, such as “medication as ordered,” “emergency medication,” “STAT 
orders,” “NOW orders” or “IM medication,” and even the former category of forced medication at 
BSH – “Emergency Treatment Orders” or “ETOs” – stricken from policy due to its illegality. 
During this reporting period, the term “medication restraint” only appeared on 10 24-Hour 
nursing Reports total although there were 299 medication restraints (see Table 1). Additionally, 
24-Hour Nursing Reports continue to regularly omit the time medication restraints are 
administered, particularly for oral medication restraints. The reports frequently omit any rationale 
for the escalation to medication restraint, instead discussing the rationale for the seclusion that 
preceded it. 
 
Similarly, as detailed further below, BSH psychiatrists regularly utilize insufficient rationales on 
Medication Restraint Order forms, omitting bases for escalation to medication restraint and 
relying on the rationale for the seclusion. According to BSH policy and Massachusetts state law, 
a patient must meet the legal standard for EACH restraint and/or seclusion intervention at both 
the time the intervention is ordered and must continue to meet the legal standard at the time the 
intervention is administered.  
 
In response to DLC concerns, since January 2025, the Contracted Provider has tracked 
additional data for all medication restraints – the route of medication (oral versus intramuscular 
injection) and the time/delay between orders and administration – and made efforts to educate 
and train medical staff on medication restraint policies.47 Following DLC’s August 2025 report, 
the Contracted Provider reported48 implementing the following updates: 

 

• The Performance Improvement nurse continues to review 100% of all 
Medication Restraint events and documentation. Any issues or concerns are 
addressed with the employee. Medication Restraint events are reviewed daily 
in accordance with the Serious Clinical Episode Policy. Any events in 
question are escalated up to the leadership team for further review and 
appropriate action. 

• Nursing Supervisor meetings have been implemented by the [Director of 
Nursing] to discuss medication restraints (in addition to other related topics) 
and to ensure that nursing is completing thorough documentation as well as 
to discuss the types of emergent events that may require medication 
restraints. The 24-hour nursing report is also reviewed during these 
supervisor meetings to ensure all events are documented properly. 
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• Nurse Managers are holding monthly meetings on the units that include 
nurses, Recovery Treatment Assistants (RTA)] and TST’s assigned to the 
unit. A review of unit events and the proper use of medication restraints is 
also discussed. 

• An annual Nursing Skills Fair was held in September 2025, which provided 
training on seclusion, restraints, and medication restraints. Training was also 
provided on proper documentation. 
 

Unfortunately, DLC has not yet observed marked improvement in documentation or in BSH 
restraint and seclusion practices.  
 

ii. Deficiencies in the BSH Medication Restraint Order Form  
 

Since September 2023, the Contracted Provider has used a Medication Restraint Order form 
entitled “BSH S/R – Medication Restraint.” DLC has consistently raised concerns that this form 
does not comply with the law and permits, if not encourages, staff to order illegal restraints in 
non-emergency circumstances.49 During the previous reporting period, the Contracted Provider 
shared a draft new Medication Restraint Order Form with DLC that is more closely aligned with 
the requirements of Massachusetts restraint law. In September 2025, DLC provided the 
Contracted Provider with feedback on the form, as outlined below.50 DLC's feedback focused on 
further alignment with Massachusetts restraint law and inclusion of information concerning 
behaviors or conditions justifying the restraint order. These recommendations, which are in line 
with DMH policies and forms, include the following: 
  

• The form should be modified to mirror the DMH restraint form51 in prompting the ordering 
provider to "Describe the Behavior Requiring Emergency Use of a Medication Restraint.”  

• Vague language should be replaced with specific terms consistent with M.G.L. c. 123, § 
21. For example, where BSH proposed under “Type of Emergency” the category 
“occurrence of harm to self or others,” DLC suggested it be replaced with “occurrence of 
extreme violence or personal injury to self or others”.   

 
DLC awaits the opportunity to review a revised form. 
 

 

45 BSH Policy and Procedure Manual, MM 300-04 Use of Involuntary Psychotropic Medication, § 4 (“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.”). 
46 DLC August 2025 BSH Report at 16. 
47 Email from Recovery Solutions President & Chief Executive Officer to DLC (July 30, 2025). 
48 Email from Recovery Solutions President & Chief Executive Officer to DLC (January 6, 2026). 
49 DLC February 2024 BSH Report, 9-14, https://www.dlc-ma.org/wp-content/uploads/2024/03/DLC-BSH-
Public-Report-3.13.2024.pdf; DLC July 2024 BSH Report at 12; DLC February 2025 Report, 11-13 
https://www.dlc-ma.org/wp-content/uploads/2025/02/DLC-BSH-Public-Report-to-Legislature-2.6.2025-
Final-w.-Apps-1.pdf; DLC August 2025 Report at 17. 
50 DLC Email to BSH Hospital Administrator (September 26, 2025).  
51 See DMH Emergency Seclusion or Restraint (R/S) Form – Part A, 
https://www.mass.gov/lists/emergency-restraint-or-seclusion-rs-forms  

https://www.dlc-ma.org/wp-content/uploads/2024/03/DLC-BSH-Public-Report-3.13.2024.pdf
https://www.dlc-ma.org/wp-content/uploads/2024/03/DLC-BSH-Public-Report-3.13.2024.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
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.mass.gov/lists/emergency-restraint-or-seclusion-rs-forms
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C. Pattern and Practice of Illegal Medication Restraint in Non-
Emergency Circumstances 

 
Consistent with years of BSH practice under the current Contracted Provider and Medical 
Executive Director, DLC finds a pattern of illegal medication restraints of patients locked 
in their prison cells absent legitimate emergency circumstances. This constitutes abuse 
of individuals with disabilities within BSH. Confronted with DLC public reports 
documenting this systemic issue, the Commonwealth has not taken action, and DOC has 
failed to hold its Contracted Provider accountable, despite having both a legal obligation 
and contractual ability to do so. 
 
DLC grounds our renewed finding in dozens of BSH patient interviews, review of restraint 
documentation, review of 8 sets of patient medical records, and review of video footage of 21 
different instances of restraints during this reporting period alone. 
  
In addition to a pattern of medication restraint orders lacking legally sufficient justifications, BSH 
staff fail to conduct reassessments prior to applying the restraint to determine whether the 
patient is still presenting emergency circumstances and whether the medication restraint is the 
“least restrictive, most appropriate alternative available.”52 Such reassessments are required by 
state law and BSH policy. Indeed, BSH policy explicitly states that reassessments must be 
made in order to prevent unjustified medication restraint.53  Yet, the Contracted Provider 
consistently fails to ensure that staff conduct them and hold them accountable; DOC, in 
turn, fails to hold the Contracted Provider accountable. As in the previous reporting 
period, DLC could not identify a single instance of an ordered medication restraint being 
discontinued out of 299 total medication restraints. 
 
The examples below illustrate BSH practice of ordering, administering, and failing to discontinue 
orders of medication restraint absent emergency circumstances and consideration of less 
restrictive alternatives to medication restraint, as required by law. 
 

BSH Patient “Leon”54 
 
According to the 24-Hour Nursing Report, providers ordered Leon’s seclusion because he was 
“causing a climate issue” in the Hadley Unit. Video footage from the unit starting at 10:15am 
showed Leon alternately walking slowly around the unit, sitting in the dayroom, and talking with 
staff. Twice, he walked up to the window of the treatment team office and knocked, waved, then 
walked away. Prior to being secluded, he walked into the dayroom and sat alone at a table in 
the back before a TST came up to him and gestured repeatedly for him to exit the dayroom. 
Leon then walked on his own to his cell, and staff locked him in without incident.  
 
 

At 10:37am, Leon has just been secluded in his cell. He stands at the door briefly talking to 
staff. He then walks to his bed, rearranges his sheets and lies down briefly. At 10:39am Leon 
grabs a piece of toilet paper from the roll sitting on his small wall-mounted desk and wets it in 
his sink. He then steps on his bed to reach the upper corner of his cell, where he places the wet 
toilet paper on the lens of the surveillance camera.  
 
* There is no available video footage of Leon from 10:39am to 11:38am because the cell 
surveillance camera remains blocked.  
 
At 11:39am, handheld video shows the unit hallway and a BSH provider approaching Leon’s cell 
door. She yells to him in the cell, “I just want to let you know that you’re gonna get emergency 
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medicated, alright? I know you’re already on your bed, but when Safety 2 comes over, they’re 
gonna medicate you, OK?” There is no audible response from Leon. 
 
Handheld video then shows the TST Supervisor opening Leon’s cell door at 11:40am and 
yelling “[Leon]! You refused the oral pills. You’re gonna get the IMs now, as we talked about 
earlier.” Leon is clearly visible in the handheld video lying still on his bed, covered completely by 
a sheet and blanket.  
 
The TST Supervisor again yells “The guys are gonna go in but nobody’s gonna touch 
you except they’re gonna move the sheet.” Three large TSTs enter Leon’s cell and, without 
speaking, remove his sheet and blanket and throw them on the floor. The TSTs are not wearing 
protective gear. The TSTs stand with their hands over Leon’s unmoving body as two nurses 
enter, pull down his pants, and administer 3 intramuscular injections into his buttocks at 
11:42am. The staff then exit Leon’s cell as he sits up, his bedding still on the floor, looking at the 
door and appearing confused. The TST Supervisor waves a halfhearted goodbye to Leon.  
 

 
For individuals like Leon, living in a correctional setting like BSH with 24-hour surveillance can 
feel like a constant invasion of privacy. Some BSH patients cover their cameras to have some 
respite from the unnerving sense of being watched. However, even while Leon’s camera was 
covered, the BSH staff assigned to monitor him 1:1 during seclusion was watching him 
continuously. The 1:1 monitor must also complete a “Restraint/Seclusion Checklist,” which 
documents staff observations in 10-minute increments and is supposed to capture any notable 
behaviors. In the case of a patient given a medication restraint while in seclusion, the 
Restraint/Seclusion Checklist should document behavior in seclusion that constitutes 
emergency circumstances that justify the escalation to a medication restraint. It does not.  
 
The “Restraint/Seclusion Checklist” for Leon during the time leading up to the medication 
restraint reads as follows: 
 

10:37 [Patient] secluded 
10:47 [Patient] refused meds 
10:57 [Patient] laying in bed quietly  
11:07 [Patient] laying in bed talking to himself  
11:17 [Patient] in room awake 
11:27 [Patient] refused to talk with his clinician  
11:37 [Patient] laying in bed 
11:47 [Patient] get a IM 
11:57 [Patient] laying in bed quietly 

 
Based on the above observations of the 1:1 staff assigned to Leon during his first hour in 
seclusion, no emergency circumstances presented in his cell to justify the medication restraint. 
Furthermore, on the Medication Restraint Order Form, the BSH psychiatrist wrote only a 
description of Leon’s behavior prior to seclusion:  
 

Describe the Situation Creating the Risk:  
[Leon] became increasingly agitated this morning for somewhat unclear reasons. 
He repeatedly banged on the treatment room window demanding to meet with 
the treatment team. He did not respond to limit setting. At one point, he obtained 
several containers of soap, and he became increasingly agitated when this was 
taken from him (as he has ingested soap on the unit at times). He was 
secluded for imminent risk of harm to self/others.  
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Describe the Risk if Medication not Administered:  
Without medications, [Leon] will remain of imminent risk of harm to self/others.  

 
In the Medication Restraint Order Form above, written at 10:47am, the psychiatrist omits any 
recent observations of Leon’s behavior and instead recycles verbatim the rationale used for a 
seclusion renewal order. The mention of Leon obtaining soap “[a]t one point” does not establish 
how close in time to his seclusion that occurred and makes clear that Leon did not have the 
soap while secluded in his cell under 1:1 staff observation. The records lack any rationale that 
would meet the legal standard for a medication restraint.55  
 
The records illustrate BSH providers’ repeated violation of BSH policy and applicable law. 
Despite the lack of an observable emergency on video footage, a nurse ordered a seclusion for 
Leon at 10:37am, the psychiatrist renewed the seclusion at 10:45am, and the psychiatrist 
ordered a medication restraint at 10:47am without any basis to determine that seclusion was or 
would be an unsuccessful intervention. BSH staff then waited an hour before administering the 
medication restraint, during which time Leon was documented to be calm. Had the 1:1 staff’s 
observation been appropriately considered by any of the clinical staff, the medication restraint 
should have been discontinued well before an hour elapsed. Instead, Leon was subjected to 
forced injections because “he refused the oral pills” like “we talked about earlier.” To compound 
these issues, staff behavior during the administration make clear that Leon, lying in his bed, 
posed no risk of harm – staff enter without protective gear and proceed with their plan to use no 
force, aside, of course, from the painful and entirely unjustified violation of his rights. 
 

BSH Patient “Marc” 
 
BSH secluded Marc, a slight 64-year-old man, for “causing [a] climate issue on the unit” and 
presenting as a “behavioral emergency risk,” according to the nurse’s order for seclusion. DLC 
observed in video footage that, prior to being secluded, Marc had been locked in the dayroom 
during facility count. While locked in, he spoke with staff through the plexiglass windows, 
knocked on the windows, kicked the door a few times, and attempted to exit. When he was 
unable to exit, Marc defecated on the floor of the dayroom, picked up his feces with a napkin, 
and placed it in a Styrofoam tray. Shortly after, staff unlocked the dayroom door and Marc 
disposed of the tray in a trashcan.  
 
Throughout these events, the 4 other patients in the dayroom appear to be relaxed and not 
engaging with Marc. Due to the lack of audio, DLC was unable to discern from video whether 
Marc was calling out for staff to get bathroom access, but multiple BSH patients have 
complained about the lack of bathroom access while locked in the dayroom during facility count. 
Notably, Marc also had a documented lactose allergy, causing diarrhea, in his medical records 
prior to this incident.  
 
After staff opened the door, Marc was speaking with a large group of staff who appeared to be 
attempting to direct him to his cell when a TST abruptly grabbed him from behind, immobilizing 
his arms, and walked him back to his cell.56  
 
 

At 12:06pm, Marc has just been secluded in his cell. For the next 20 minutes, he talks to staff 
through his door, gesturing animatedly, and occasionally paces and looks out his window. At 
12:25pm, Marc sits down at his wall-mounted desk, crosses his legs, and starts reading a book. 
He gets up to speak with staff at the door twice. At 12:29pm, he kicks the door twice. Marc then 
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sits at his desk again, scratching his chin, looking out the window, appearing calm. At 12:43pm, 
he goes to speak with staff at his cell door. 
 
At 12:47pm, 2 large TSTs without protective gear and a TST Supervisor enter Marc’s cell. Marc, 
appearing frightened and small in comparison to the TSTs, backs up and sits on his bed. Marc 
next appears to follow the staff’s directions to lie down with his buttocks facing up. Staff hover 
their hands above his body, then physically hold him (records note that this was at his request) 
as a nurse administers 3 injections and he writhes in pain. As staff leave his cell, Marc stands 
up and tries to exit but they close the door before he can. Marc alternately paces his room and 
talks to staff through the door. He lies on his bed at 1:07pm and appears to fall asleep. 
  

 
In the Medication Restraint order form excerpted below, the BSH psychiatrist provides their 
rationale for a medication restraint using only behavioral descriptions from before Marc’s 
seclusion that are inconsistent with the video evidence: 
 

Describe the Situation Creating the Risk:  
Patient was becoming agitated and increasingly dysregulated in the milieu. 
Despite multiple attempts at de-escalation, he was unable to be verbally 
deescalated given his acute and severe psychiatric symptoms (e.g. paranoia, 
hyperverbal, increased goal directed activity, delusional beliefs, tangential 
thought process). Given his acute psychiatric symptoms, he presented an 
imminent risk of harm to others (disorganized behavior) as well as himself (his 
disorganized behavior was provoking other patients on the unit, thus making him 
vulnerable to assault by other patients). 
 
Describe the Risk if Medication not Administered:  
As above, [Marc’s] untreated psychiatric symptoms constituted imminent risk of 
harm to self or others. 

 
In keeping with Leon’s experience and multiple past examples reported on previously by DLC, 
the ordering BSH provider omits any description of the PS’s behavior in seclusion that required 
an escalation to a medication restraint and why medication restraint was the “least restrictive, 
most appropriate alternative available.”57 Video footage clearly shows Marc deescalating. 
Neither the footage nor BSH records document any behavior constituting an emergency during 
Marc’s 43 minutes in seclusion prior to the medication restraint.  
 
The “Restraint/Seclusion Checklist” for Marc’s seclusion supports this conclusion: 
 

12:05 [Patient] secluded 
12:15 [Patient] yelling at staff 
12:25 [Patient] yelling at staff 
12:35 [Patient] sitting at desk in room 
12:45 [Patient] agitated speaking to staff about his lawyer & paperwork 
12:45 [Patient] refusing PO medication 
12:48 [Patient] received IM medication 

 
While the Restraint/Seclusion Checklist does contain the 1:1 staff’s observation of Marc yelling, 
expressing his frustrations verbally is not an emergency such as “the occurrence of, or serious 
threat of extreme violence, personal injury or attempted suicide.”58 In fact, it would be entirely 
understandable for Marc to be upset by being denied access to the bathroom, suffering the 
indignity of having to go in the dayroom, and then being secluded in his cell as punishment. 
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Based on records and video review, had BSH providers reassessed the need for a medication 
restraint prior to its administration – as they must – based on Marc’s behavior in seclusion, the 
order should have been discontinued. Again, staff behavior during the administration shows that 
the compliant Marc posed no risk.  
 
DLC has demanded that DOC and the Contracted Provider address these illegal uses of 
medication restraint for years. These practices must stop, and licensed BSH providers 
ordering and administering illegal medication restraints must be held accountable. 
 
 

 

52 M.G.L. c. 123, § 21. 
53 BSH Policy and Procedure Manual, PC 400-08 Use of Seclusion and Restraint, §§ 5.10.9, 5.10.10. 
54 DLC utilizes pseudonyms for BSH patient names. 
55 See M.G.L. c. 123, § 21. 
56 The relevant hall camera at this time was corrupted. However, based upon DLC’s observations from 
the video of the manual hold and seclusion, Marc did not struggle, and the records make no mention of a 
struggle. 
57 M.G.L. c. 123, § 21.  
58 Id. 
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D. BSH Staff Inconsistent Offers of Oral Medication Restraint 
Before Intramuscular Injection 

 
During this reporting period, the Contracted Provider made efforts to improve staff adherence to 
offering oral medication restraint before subjecting them to painful injections, as required by 
Massachusetts law. Additional training and quality control improvements yielded “[t]he 
percentage of oral to intramuscular medication restraints was 42% this reporting period 
compared to 31% last reporting period,” comparing May 1, 2025, to July 31, 2025, to August 1, 
to October 31, 2025.59  
 
Meanwhile, BSH patients reported that BSH staff failed to offer, or outright refused, patients any 
choice of method of administration. While oral, or “PO,” medication is still involuntary, it may 
avoid trauma, pain, and physical injury typical of the far more restrictive, intrusive, and 
frequently used forcible intramuscular injections. DLC acknowledges the Contracted Provider’s 
attention to this issue, and its January 2025 corrective action60 emphasizing prioritizing the 
offering of oral medications, but these efforts have not gone far enough.  
 
Patients shared their distress and disappointment with being denied the option of oral 
medication restraint. In discussions over the reporting period with 9 different patients, one of 
whom was discharged from BSH, who had been subjected to medication restraints a total of 13 
times, they reported:   

• Staff offered oral medication in 5 instances. In one, the patient reported that staff did not 
inform him that refusing oral medication would result in an intramuscular injection; and   

• Staff did not offer oral medication in 8 instances. In one, the patient reported asking for 
oral medication and staff refusing. 

 
 

59 Psychiatry/Medicine/Dental Departments Report, BSH Governing Body Meeting (December 11, 2025). 
60 Email from Recovery Solutions President and Chief Executive Officer to DLC (July 30, 2025); DLC 
August 2025 Report at 16. 
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E. Pattern and Practice of Improper Irreversible Deterioration Orders 
 

As reported in DLC’s 2025 Reports, 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.61 DLC 
believes that current IDO practices are further evidence of the Contracted Provider’s 
overreliance on medication and coercive treatment, and are another form of abuse that 
individuals with disabilities confined at BSH encounter. 
 
IDOs are involuntary antipsychotic medications the provider may administer “in rare 
circumstances” to prevent “immediate, substantial, and irreversible deterioration of a serious 
mental illness.’”62 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.”63  An initial IDO does not require a court order due to the immediacy, 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.” 64 
 
Contrary to the law, the Contracted Provider created a “IDO protocol” that: (1) authorizes 
“sustained” use of involuntary medication over an extended period of time without a court-
ordered treatment plan.;65 and (2) permits BSH provider to force medicate a patient multiple 
times per day without requiring any redetermination of “risk of immediate, substantial and 
irreversible decline” to justify subsequent administrations. Despite DLC’s repeated demands, 
the Contracted Provider opts not to track the number of administrations per IDO. 
 
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. Further cause for concern, 
while the Contracted Provider has asserted that petitions seeking court-ordered treatment plans 
are submitted prior to the enactment of an IDO protocol, documentation shows otherwise.  

 

BSH IDO PROTOCOL IMPLEMENTATION 

The number of BSH patients on IDO Protocols increased this reporting period.  

• The Medical Executive Director approved IDO Protocols for 6 unique patients, 
compared to 5 during the previous reporting period.  
 

• The length of time of each IDO remained outrageously long – ranging from 20 to 
52 days. (At the time DLC received this update, some IDO Protocols were ongoing.) 

o Because BSH IDO Protocol facilitate force-medicate patients at providers’ 
discretion, patients may be and have been involuntarily medicated 
multiple times per day. A 52-day Protocol, for instance, may equate to 
over 100 intramuscular injections.    

• In 2 out of the 6 IDO Protocols, BSH filed the court petition after the Protocol 
took effect. 
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61 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; DLC August 2025 Report, 24-25, 
https://www.dlc-ma.org/wp-content/uploads/2025/09/DLC-BSH-August-2025-Public-Report-Final.pdf.  
62 Rogers, 390 Mass. at 503, 511-512. 
63 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.”). 
64 Rogers, 390 Mass. at 512; see M.G.L. c. 123, § 8B.64 
65 Email from Contracted Provider to DLC (January 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.  

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
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F. Violence in Restraint and Involuntary Medication Administration 
 
During this reporting period, DLC found more instances of BSH staff using unnecessary and 
undue force during the use of planned and unplanned restraints. Practices at BSH, as a state 
prison under the authority of DOC, do not comport with accepted practices of accredited and 
licensed psychiatric hospitals. BSH continues to condone teams of security staff, known as 
TSTs, assembling outside cells of already secluded patients and entering to forcefully hold the 
patient face down on his bed while nurses administer intramuscular injections.  
 

i. Changes in Equipment and Processes 
 

DLC has previously described staff uses of force as including the use of tactical gear and 
plexiglass shields.66 After DLC’s repeated reports and demands for change, the Contracted 
Provider has made noteworthy efforts to reduce violence at BSH through removing the 
plexiglass shield, training nursing staff, and employing a Psychiatric Emergency Response 
Team (PERT).  
 
Although these efforts still fall short in ensuring that BSH patients receive hospital-appropriate 
treatment, the reforms have led to reductions in planned events and use of protective 
equipment. The downward trend also demonstrates that the level and breadth of violence that 
DOC sanctions against people with disabilities at BSH is not necessary. Planned uses of force 
on psychiatric patients must be presumed unacceptable. It is important to remember that each 
planned event is a premeditated escalation of a patient already confined to a locked prison cell 
that has a high likelihood of causing panic, physical pain and injury, and lasting trauma. 
  

 
 

BSH PLANNED USES OF FORCE AND PROTECTIVE EQUIPMENT 
 

According to the Contracted Provider, from June 16, 2025 to December 15, 2025, there 
were: 

• 297 “planned events”; 
• 145 “planned events” in which TSTs were approved to wear protective gear; and 
• 7 events in which TSTs were approved to utilize the shield.67 

 
From December 16, 2024, to June 15, 2025, there were: 

• 298 “planned events”; 
• 149 “planned events” in which TSTs were approved to wear protective gear; and 
• 9 events in which TSTs were approved to utilize the shield.68 
 

From June 16, 2024, to December 15, 2024, there were: 

• 619 “planned events”; 

• 219 “planned events” in which TSTs were approved to wear protective gear; and 

• 9 events in which TSTs were approved to utilize the shield.69 

 
 

Plexiglass Shields Discontinued and Replaced 
 
In July 2025, the Contracted Provider discontinued regular use of the plexiglass shield security 
staff had used for years during planned uses of force. In August 2025, BSH began using a vinyl-
wrapped 6-inch-thick foam shield with handles on the sides and rear that is commonly used in 
martial arts training. The model, “Big Body Punch Shield,” is produced by Throwdown 
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Industries. While DLC commends the move away from the plexiglass shields, foam shields are 
still potentially dangerous, depending on staff training and application. Shields encourage use of 
physical force on BSH patients and are not used in DMH hospitals. Additionally, BSH policy 
required that the Medical Director authorize the use of the plexiglass shield70 and it is unclear if 
such authorization is still required with the Big Body Punch Shield. Once again, even with 
improvements, BSH deviates from acceptable standards of accredited psychiatric hospitals.  
 

Tactical Gear to Be Replaced with Protective Clothing 
 
DOC and the Contracted Provider updated the BSH policy on staff use of “protective gear.” The 
Contracted Provider has now announced plans to discontinue use of existing tactical equipment 
in exchange for specialized protective clothing. Contracted Provider security staff have utilized 
tactical gear since DOC began contracting out all BSH services in 2017. BSH leadership has 
since acknowledged the “custodial” appearance of the protective gear in addition to its 
“traumatizing” effects on BSH patients. Implementation of the new items, provided by the 
company Bite Pro, is set for early 2026 and the Contracted Provider began training staff on their 
usage and maintenance during late 2025. As the Contracted Provider announced:  
 

By utilizing Bite Pro protective clothing during planned events, we are committing 
to mitigating workplace violence injuries while also helping to prevent long-term 
physical and psychological trauma to both patients and staff by offering 
protection while providing the appearance of regular neoprene-type clothing to 
minimize any traumatizing effects on patients.71 

 

Psychiatric Emergency Response Team 
 
In January 2025, the Contracted Provider implemented a PERT at BSH. PERT is a rotating 
multidisciplinary team intended to enhance the use of therapeutic responses at BSH when a 
patient 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).”72  
 
During this reporting period, the Contracted Provider continued to use PERT and provided DLC 
with utilization information. From June 16, 2025 to Dec. 15, 2025, PERT engaged in a total of 98 
responses, 84% of which were “de-escalated without further intervention need.”73 As of 
December 11, 2025, PERT responded 321 times with an 80% success rate of de-escalation 
without further interventions needed.74 PERT has been utilized mostly on second shift and with 
more frequency on the weekends. Less than half of PERT responses are due to verbal 
aggression, and the average duration of intervention is 13 minutes. PERT has led to a decrease 
in codes green and black being called for staff and/or patient assaults, and planned event 
responses have decreased since the previous reporting period.75 
 

ii. Continuing Staff Violence 
 

With a consistently low census and PERT’s reported 84% efficacy, BSH still had “increases in 
the rates of seclusion events and hours, mechanical restraint events, manual hold events, and 
medication restraint events and unique patients.”76 The fact remains that these most extreme 
and confrontation interventions are the primary response tools in BSH’s correctional culture. By 
contrast, during the same period, Worcester Recovery Center and Hospital maintained a patient 
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population of nearly 100 more patients than BSH, many of whom have forensic involvement, 
and used much lower rates of these serious interventions.  
 
DLC reviewed video footage this reporting period of the two incidents below, which illustrate the 
use of unnecessary and excessive violence by BSH staff in performing day-to-day duties.  
 

BSH Patient “Nigel” 
 
 

Nigel is secluded in his cell for 90 minutes. Nigel intermittently talks to staff, reads his journal, 
paces, and lies on his bed for long periods.  
 
A clinician approaches the door and tells him, “just follow the directives and everything should 
go smoothly.” A team of 4 TSTs in tactical gear gather outside of his cell. The TST Supervisor 
asks Nigel to sit on the bed, but there is no audible response. Nigel, who had been slowly 
pacing prior to the team’s arrival, stands 6 to 8 feet from the door with his hands by his side.  
 
The TST Supervisor opens the door and the 4 TSTs barrel into the cell, their shoes squeaking 
on the floor. The first TST, arms outstretched, pushes Nigel back, slamming him into the window 
on the far wall of the cell then sandwiching him against it. The metal fixtures rattle audibly. That 
TST then pushes Nigel forcefully onto the bed while holding the sleeve of his t-shirt, which 
visibly stretches against Nigel’s neck. The 4 TSTs hold Nigel down with his face pressed into 
the bed while 2 nurses enter the cell and administer intramuscular injections of medication 
restraint to his exposed buttocks. The nurses exit and the TSTs run out and slam the cell door 
closed behind them.  
 

 
The violence employed by the TST on Nigel is unjustifiable and unreasonably placed Nigel at 
risk of serious injury. Remarkably, BSH documents this kind of assaultive staff behavior as a 
manual hold. BSH’s “Use of Seclusion and Restraint” policy defines “manual hold” as: 
 

[A] form of Physical Restraint that are used at BSH for specific reasons, which 
include the following:  

7.1.1. to escort a [patient] from one location to another;  

7.1.2. to safely administer involuntary medication, when necessary; and  

7.1.3. to prevent a [patient] from harming himself or someone else.77  
 
The “Nurse Initiation of Seclusion/Mechanical Restraint” order for the manual hold in this 
incident asks how the patient signifies that “he currently presents a behavioral emergency”; it 
reads: “A manual hold was needed for the safe administration of IM medication. The safety 
team made entry, placing [patient] into a manual hold (1613-1614) and positioning for 
medication.” This terse summary omits any description of Nigel’s behavior in seclusion that 
obviated the need for any form of restraint and the TST’s conduct, which should have resulted in 
discipline.  
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BSH Patient “Oscar” 
 
 

Oscar slowly walks around the dayroom, exits to walk down a busy hallway, and approaches a 
TST who is walking in his direction. Oscar’s arms are at his side, and he appears calm when the 
TST pushes him twice in his chest. The TST then steps behind Oscar and bearhugs him around 
his upper arms. Oscar does not appear to resist.  
 
The TST pushes Oscar against the wall, holding him there. The TST then bends his knees, 
tightens his hold, and squeezes Oscar’s torso in a forceful upward motion that resembles the 
Heimlich maneuver. The TST then pushes Oscar even closer to the wall so that his face 
presses into the concrete. A group of 4 other TSTs arrive, put their hands on Oscar, and walk 
him to his cell where he is secluded. 
 

 
The “Nurse Initiation of Seclusion/Mechanical Restraint” order for the manual hold described 
above, states that Oscar “attempted to assault a staff member causing a manual hold due to 
threat of harm to others. [Patient] escorted to his room for face to face assessment by RN.” This 
is contrary to the video footage of the incident DLC reviewed in which Oscar appeared calm and 
made no attempt to assault a staff member and the TST clearly initiated forceful physical 
contact with a stationary Oscar. Indeed, in the form section entitled “Person Served 
Perception/Comments regarding his experience leading up to and including seclusion and/or 
restraint,” Oscar is noted as responding “I got attack[sic].” 
 
A “Behavioral Observation Progress Note” written by an RTA covering this incident states that 
Oscar made multiple verbal threats to the RTA prior to approaching the RTA “in an aggressive 
manor [sic]” and “[b]efore [Oscar] could strike this writer, this writer placed [him] into a manual 
hold.” Not only does the video footage not show Oscar approaching staff aggressively, but the 
uniform of the staff who places Oscar into a manual hold clearly indicates that he is a TST, not 
an RTA.   
 

 

66 See, e.g., DLC August 2025 Report at 25-28.  
67 Email from BSH Hospital Administrator to DLC (December 16, 2025). 
68 Email from BSH Hospital Administrator to DLC (June 18, 2025). 
69 Email from BSH Hospital Administrator to DLC (January 9, 2025). 
70 BSH Policy and Procedure Manual, PC 300-12 Serious Clinical Episode – Use of Protective Gear, § 
5.1.1. 
71 Hospital Administrator’s Report, BSH Governing Body Meeting (December 11, 2025). 
72 BSH Policy and Procedure Manual, PC 700-04 Psychiatric Emergency Response Team (PERT). 
73 Email from BSH Hospital Administrator to DLC (January 6, 2026). 
74 Hospital Administrator’s Report, BSH Governing Body Meeting (December 11, 2025).  
75 Id.  
76 Seclusion, Restraint, Manual Hold and Medication Restraints 4th Quarter Report, BSH Governing Body 
Meeting (December 11, 2025).  
77 BSH Policy and Procedure Manual, PC 400-08 Use of Seclusion and Restraint, § 7.1. 
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G. Undocumented and Unauthorized Seclusion 
 

All BSH patients are forced to spend long periods of time locked in prison cells. BSH prison 
infrastructure and norms in combination with deficient oversight of BSH staff perpetuate 
excessive seclusion that violates patient rights and negatively impacts their mental health. BSH 
must conduct an “inmate count” 3 times per day. In 2024, the Contracted Provider adopted 
procedures that allowed many BSH patients to stay locked in their unit day rooms during the 
12:00pm and 5:00pm counts, rather than their cells. During this reporting period, the Contracted 
Provider laudably shifted the night lock-in time from 9:20pm to 10:00pm. The recent 
improvements are meaningful but do not address the core of the problem. 
 
At a minimum, every BSH patient is locked in their cell daily from 10:00pm 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. Although time locked in a room would constitute seclusion in a psychiatric 
hospital, it does not for BSH patients because BSH is a prison subject to DOC authority 
and regulations.  

 
 

For just 1 BSH patient committed to BSH for 1 year, the mandatory nightly  
lock-in amounts to over 3,000 hours of undocumented and unauthorized seclusion. 

 

 
On top of the 9 hours and 20 minutes of the mandatory nightly lock-in, BSH patients experience 
undocumented seclusion that is not authorized by DOC or BSH policy. DLC has observed that 
patients living in several BSH units tend to experience frequent cell isolation: the Bradford Units, 
Hadley Unit, and Lenox Unit. The cumbersome prison environment also plays a role. When 
patients want to exit their cells, BSH practice is that staff must unlock their rooms.78 When 
patients want to enter their cells, staff must unlock their cells and relock them with the patient 
inside. Because of this, in-cell time is dependent on staff responsiveness. Gaining staff attention 
can be difficult, usually involving standing at the cell door for a long time, yelling, and banging or 
knocking on the metal cell door. Unfortunately, BSH providers may deem such behaviors 
disruptive, and use it as a basis to order seclusion or involuntary medication.  
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i. Unauthorized Seclusion in the New Admissions Units and 
Maximum Security Units  

 
DLC continues to hear troubling patient accounts of unauthorized seclusion, especially from the 
Bradford Units that hold patients recently admitted to BSH and the two maximum security units 
– Lenox and Hadley. Because this seclusion is unauthorized and the Contracted Provider has 
not heeded DLC’s requests to devise a system for documenting such seclusions, BSH records 
omit any mention of them.  
 
Patients in the Bradford Units often feel scared, disoriented, and isolated when confronted with 
the BSH environment. This reporting period, the Contracted Provider finally began permitting 
Bradford patients to participate in off-unit programming. Unfortunately, even with more 
opportunities, DLC received multiple reports of patients being subject to periods of protracted 
cell confinement. Contracted Provider staff are still failing to adhere to unit schedules that 
delineate out-of-cell time. As an example, a BSH patient reported getting less than 4 hours per 
day out of his cell while in the Bradford-2 Unit and another patient reported getting less than one 
hour per day out of his cell while in the Bradford-1 Unit.  
 
Reports from the maximum security units include: a Lenox Unit patient reported he had been 
locked in his cell all day on at least three occasions and was only now allowed out of his cell for 
a few hours per day; another patient in the Lenox Unit reported receiving less than an hour per 
day out of his cell; a former patient reported that he was locked in his cell for a month while in 
the Hadley Unit.  As one patient described the experience of being locked in his cell 
consistently, “It was stressful, it’s a small room, dark, it was a very depressing place to 
live… You felt neglected. Like nobody cared.”   
 

Cabin Calls 
 

Another aspect of BSH life that leads to further undocumented seclusion is the use of “cabin 
calls.” Unlike with patient rooms at DMH hospitals, if a BSH patient is released from his cell, he 
is typically locked out of that cell. When staff announce, “cabin call,” they then unlock the cells of 
patients who ask to retrieve personal items or use their toilet. Multiple patients reported that unit 
staff would routinely lock them in their cells during cabin call and would not allow them to come 
out until the following cabin call – often 20 to 30 minutes later. Patients shared that the fact that 
these are not authorized and unpredictable added to the stress of the hospitalization. Another 
described unit staff who did this as “power-tripping.”  
 

Behavior Plans 
 

BSH use and implementation of behavior plans also compounds this issue. Behavior plans are 
clinician-created individual schedules that often result in individual recreation and isolation from 
other patients for safety reasons. These formal plans contain multiple structured out-of-cell 
hours per day, but staff provide patients access to significantly less.79 Patients continue to 
describe these as “23 and 1” plans, referring to the number of hours of in-cell secluded versus 
time out of cell. Such behavior plans subject BSH patients to conditions akin to restrictive 
housing – a harmful correctional isolation tool known to exacerbate mental health disabilities 
that DOC claims to have eliminated.80 One patient on the Lenox Unit, which housed at least two 
individuals on behavior plans at the time, reported to DLC that “it’s wrong.” 
 
Behavior plans may also lead to more undocumented seclusion for the whole unit, not only the 
target of the plan. In September 2024, DLC raised with the Contracted Provider that we 
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observed Lenox Unit patients being secluded 15 minutes past the end of facility count due to a 
single patient who was on “individual recreation” due to a behavior plan. In response, the BSH 
Hospital Administrator responded that “this is not an accepted practice” and “[t]he Unit Director 
will remind and re-educate staff on this procedure.”81 
 
During this reporting period, DLC again observed firsthand all patients – with the exception of 
two – on the unit secluded in their cells 20 minutes after facility count had ended because, 
according to staff, “there are 2 guys on separate plans.” Two individuals on behavior plans, one 
locked in the dayroom, and another locked in a non-residential corridor, were receiving their 
limited, isolated recreation time. Simultaneously, staff subjected roughly 20 other patients to 
unauthorized, undocumented seclusion. DLC raised concerns with BSH leadership who replied 
that this was “addressed with unit leadership and floor staff” and ”[a]lternative solutions to 
ensure that safety is maintained for all patients when an individualized plan is implemented are 
being considered with the expectation that patients are not secured/confined to their rooms to 
accommodate an individualized plan.”82 While DLC commends the responsive corrective action 
following our report, the incidence of an entire team of unit staff improperly confining a unit full of 
patients indicates a troubling lack of training and judgment. DLC is also concerned that this 
event was not an outlier; DLC was just fortunately onsite in the unit to observe it directly. 
 

Medication Observation Periods 
 

At BSH, providers sometimes require that patients be observed in a locked cell while they 
receive medication. Reasons for this observation include that their medication is a controlled 
substance such as Suboxone or other Medications for Opioid Use Disorder or because staff 
have concerns about medication diversion. DLC has increasingly received reports of patients 
being locked in a cell for longer periods than necessary to take their medication: in one case, a 
patient reported being locked in a cell every morning for at least 15 minutes for medication 
administration; in another, a patient reported being locked in a cell every morning for an hour for 
his oral medication administration. DLC was unable to locate documentation of these seclusions 
for either patient, despite the individual and cumulative length of these episodes and the fact 
that they were clearly clinically ordered. 
 

Lack of Unit Staff Knowledge of Patient-Specific Plans and Restrictions 
 

BSH patients report to DLC that unit staff are frequently confused about whether patients are 
permitted to leave their cells at all. One former patient described asking staff if he could come 
out of his cell while locked-in, to which the staff asked him, “are you allowed out of your room?”  
 
During this reporting period, while monitoring the Lenox Unit, DLC observed 2 patients who 
were locked in their cells asking to be released. DLC relayed the request to an RTA, who replied 
that these two patients were “restricted”, and a nurse was required to assess them before they 
were released. When the nurse arrived 5 minutes later, they explained that the patients did not 
need to be assessed at all and were “fine to come out…they were fine this morning, just let 
them out.” This exchange begs the question – how long were these patients secluded in their 
cells simply because unit staff was under the impression that they needed to be assessed 
before coming out? DLC is deeply concerned that other patients are experiencing the same 
unauthorized seclusion due to staff miscommunication. 
 
DLC again received reports of staff secluding during mealtimes patients who are restricted to 
the unit for safety reasons.83 One patient, who was unit-restricted, reported to DLC that he had 
regularly been required to eat his meals in his cell, and that staff would tell him he could “come 



 

35 

 

out when he’s finished.” When DLC alerted the Contracted Provider to this repeat problem, BSH 
leadership responded that it had been “addressed with unit leadership. Any patient who is 
served a meal in their room must be clinically approved by the treatment team. The Unit Director 
will be monitoring during mealtime to ensure that floor staff are adhering to this directive.”84 
While DLC recognizes the Contracted Provider's acknowledgment and efforts to resolve the 
issue, the recurring nature of this issue is troubling and indicates a need for improved training 
and administrative oversight on BSH units. 
   
 

 

78 DLC February 2025 BSH Report at 40-41.  
79 DLC August 2025 BSH Report at 30. 
80 Restrictive housing is defined as “a housing placement where a prisoner is confined to a cell for more 
than 22 hours per day; provided, however, that observation for mental health evaluation shall not be 
considered restrictive housing.” M.G.L. c. 123, § 21. 
81 Email from BSH Hospital Administrator to DLC (September 5, 2024). 
82 Email from BSH Hospital Administrator to DLC (November 4, 2025). 
83 See DLC February 2025 BSH Report at 28. 
84 Email from BSH Hospital Administrator to DLC (December 4, 2025).  
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H. Patient Treatment in the OCCC BSH Units 
 

The OCCC BSH Units are designed to serve as an annex to BSH for men serving state prison 
sentences: the Intensive Stabilization and Observation Unit (ISOU) holds patients during their 
evaluation period; and the Residential Unit (RU) houses patients committed to BSH.85  

 
Like BSH, the ISOU and RU are 
supposed to provide psychiatric 
hospital-level evaluation and 
care. Unlike the main BSH 
facility, DOC corrections officers 
control both units. The presence 
of officers in the ISOU is 
particularly imposing, with 5 
officers assigned during the first 
and second shifts to the 18-bed 
unit that is rarely near capacity.  
 

The Contracted Provider provides medical, mental health, and rehabilitation staff under DOC’s 
BSH contract; medical and mental health services are provided in other OCCC units by a 
different DOC contractor, VitalCore Health Strategies.86  
 
Amidst these staff and contractor dynamics, patients in the OCCC BSH Units have different 
experiences and issues than their counterparts in BSH. This reporting period did not bring 
significant changes.  
 

i. Access to Programming and Mental Health Treatment 
 
ISOU patients generally arrive at the unit during a mental health crisis and/or subsequent to 
engaging in significant self-harm. They are held for up to 30 days for evaluation. Despite their 
acute needs, ISOU patients report to DLC a lack of access to programming and treatment. The 
pervasive presence of corrections officers and comparatively sparse Contracted Provider 
treatment staff also negatively impact patient access to providers – both literally and because 
many patients are wary of proactively seeking mental health assistance in that environment.  
 
In July 2025, the Contracted Provider hired a full-time psychiatrist who provides onsite services 
to ISOU patients, discontinuing use of the telemedicine psychiatric nurse practitioner they had 
employed for years. DLC is hopeful that this will lead to future improvements.  
 
Patients in the RU, by contrast, generally give more positive reviews about their access to staff, 
the quality of staff, and the amount of programming. RU patients, unlike ISOU patients, can 
leave their unit to attend groups in an off unit “classroom” and report being able to utilize the 
gym 5 times per week.  
 

ii. Corrections Officer Conduct and Assignments 
 

Consistent with previous complaints to DLC, patients continue to report that ISOU corrections 
officers target, taunt, and insult them. Rather than deescalating situations involving patients 
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. 
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BSH OCCC Unit patients report the stressful and triggering behaviors of corrections officers that 
make daily life challenging, particularly in the ISOU. ISOU patients describe being targeted by 
corrections officers. One described being regularly called a “piece of shit” by officers. Another 
patient reported hearing an officer order a fellow patient to “suck a dick” when the patient asked 
if the group of officers would be mindful of their volume. The officer told him, “When you become 
a CO you can tell people what to do.” While RU patients report occasional tension, they 
generally have a far more positive view of the corrections officers on their unit. 
 
ISOU patients also report physical harm and injury from their interactions with correctional 
officers. One patient described an incident in which corrections officers placed him in handcuffs 
and tightened them so much that, once removed, his wrist was painful, swollen, and he believed 
sprained. He told DLC, “I ain’t gonna lie, I’m traumatized man.” Describing interactions with 
officers after the incident, he reported, “that tension is still gonna be there” and he no longer felt 
safe around officers in the ISOU – especially because the ratio of officers to patients at the time 
was 5 to 10.  
 
DOC incident reports may plainly admit to the violence used by corrections officers. In an 
example from this reporting period, incident reports written by officers describe them "striking" 
an ISOU patient in the face and neck a total of 3 times, taking the patient down the floor, and 
spraying the patient already on the floor with pepper spray in order to get him into full wrist and 
leg restraints. After a medical evaluation, the OCCC doctor ordered that patient to be 
transferred to an outside hospital.  
 
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 patient 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.87 DLC reiterates that, although DLC appreciates the importance of employee protections 
against unjust termination and demotion, the ability to transfer officers between units to prevent 
abuse of patients and other individuals with disabilities who live in specialized mental health and 
medical units is essential. Alternatively, DLC calls upon DOC to commit to utilizing Contracted 
Provider security staff in the ISOU and RU.  
 
 

 

85 Women serving state prison sentences who require psychiatric evaluation or commitment for treatment 
go to DMH hospitals.  
86 VitalCore Health Strategies became the DOC-wide healthcare contractor on July 1, 2024, replacing 
Wellpath.  
87 103 DOC 230.03.  
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II. BARRIERS TO PATIENT ACCESS TO JUSTICE  
 

A. Access to Chapter 123 Proceedings and Counsel 
 

In the BSH administrative building sits a satellite courtroom of the Brockton District Court, 
known to patients and BSH employees as “inside court.” Since the public health emergency, 
judges preside virtually via Zoom in the BSH courtroom over commitment and Rogers petition 
proceedings on a weekly basis. The docket list for the inside court sessions is usually lengthy, 
often resulting in some cases going unheard by the end of the court day.  
 
As in other DOC facilities, BSH phone access for patients is limited to outgoing calls during their 
out-of-cell time. Patients cannot receive incoming phone calls, including from their assigned 
counsel. Aside from several speed dials to certain offices, including DLC’s and the Committee 
for Public Counsel Services main office, patients are limited to calling numbers on their 
approved “pin lists.” Patients’ ability to leave voicemails is inconsistent. 
 

i. Notification of Court Hearings and Attorney Meetings 
 
BSH patients regularly complain that BSH staff do not notify them when their hearings are 
taking place. As a result, some patients have missed them. DLC has received similar reports 
from counsel representing BSH patients who ask BSH staff to inform their clients to appear for 
the hearing or come to the attorney visit room for a meeting. BSH staff leave under the guise of 
retrieving the patient and return to tell counsel that their client is “refusing” to attend the hearing 
or meeting. However, when counsel goes to the client’s housing unit to confirm the refusal, 
clients often report to counsel that BSH staff never notified them.  
 

ii. BSH Courtroom Functionality and Accessibility 
 
DLC has received reports that poor acoustics and ambient noise in the BSH courtroom regularly 
interfere with the proceedings for in-person and Zoom participants. DLC has experienced the 
poor audio firsthand when observing BSH hearings over Zoom. The poor sound quality causes 
interruptions, inhibits communications between the parties in the courtroom, and result in 
deficient transcripts with “inaudible” entries that can effect BSH patient appeals.  
 
For patients, attending in proceedings impacting their constitutional rights via a screen with poor 
sound quality while sitting in front of an empty bench can be confusing and distressing and 
interfere with their ability to participate. BSH patients present with a range of mental health 
symptoms and may have co-occurring disabilities that impact their perception, cognition, and 
communication access. Thus, virtual proceedings in the BSH courtroom can cause or intensify 
existing disability-related barriers and hinder BSH patient access to court proceedings and due 
process.  
 

iii. Phone Access to Attorneys 
 

Unlike in psychiatric hospitals, because patients cannot receive incoming calls on unit phones, 
contacting an attorney often requires patients to make many attempts. For obvious reasons, 
attorneys are not always available to take calls – i.e., while in court, meeting with clients, etc. 
So, BSH patients’ ability to leave a voicemail for their counsel to pose or answer questions 
about their case, request an in-person meeting, or try to arrange an attorney meeting via Zoom 
is extremely important. This is yet another barrier that psychiatric patients at in a state prison 
must contend with that hospital patients do not. 
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Almost every BSH patient must engage with counsel related to a civil commitment, Rogers, 
and/or a pretrial criminal case. During this reporting period, DLC interviewed 9 current and 
former BSH patients regarding their ability to reach their attorneys by phone. Out of these 9 
patients: 1 was able to leave a voicemail for criminal counsel; 6 were unable to leave a 
voicemail for criminal counsel; 4 were able to leave a voicemail for their mental health 
counsel; and 1 was not able to leave a voicemail for mental health counsel.  
 
DLC attempted to address the restriction on voicemail by speaking with the DOC’s 
telecommunications contractor, Securus, the Contracted Provider, and DOC. The Securus 
representative assigned to BSH informed DLC that it is a feature of the Securus phone system. 
DOC informed DLC that the DOC headquarters does not allow calls from any facility to go to 
voicemail because the transfer of a call to voicemail terminates the call. However, DLC 
understands that in other DOC prisons and county correctional facilities, many of which also 
contract with Securus, individuals can and do regularly leave messages for appointed counsel 
and legal services offices.   

 
BHS patients express deep frustration about their inability to access legal counsel and important 
updates and information about their cases. Many feel isolated and powerless. As one patient 
exclaimed, “this hospital has continually dropped the ball on any patient trying to get a hold of 
their attorney” and that as a result, “it’s clear I’m at a disadvantage.” The resulting stress can 
exacerbate patients’ mental health condition and symptoms. 

 
Limitations on phone access also pose an administrative burden on BSH clinical staff to 
correspond with and set up Zoom and phone calls between patients and their attorneys. As one 
staff person told DLC of their efforts to connect patients and counsel, “we try to offer as many 
options for them as we can without overstepping.”  Rather than BSH staff having to invest time 
into work arounds for the benefit of patients and the functioning of the unit, DOC should remove 
these barriers to ensure BSH patients access to critical legal assistance when they need it most. 
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B. Access to a Meaningful Grievance Process 
 

The most frequent topic of patient grievances month after month continues to be staff 
complaints.88 Grievances are one of the few mechanisms BSH patients have to officially 
document their concerns and complaints about their care, conditions, and staff conduct. For 
patients who able to engage in this process, it can be essential to getting relief from lack of care, 
mistreatment, and abuse. Grievances are also an important way for patients to strengthen 
problem solving skills. The information DLC gathered this reporting period indicates that the 
BSH grievance process is currently unreliable, places improper burdens on BSH patients to 
request documentation, and is not administered per BSH procedure.   
 
From June through November 2025, BSH patients filed 533 grievances. Of those 533, the 
Contracted Provider determined that 226 grievances were “non-grievable.”89 This means that 
almost half of all grievances did not result in any substantive decision. DLC highlights that there 
is no oversight over these determinations and no available appeal process.  
 
The Contracted Provider reported three categories of non-grievable issues: 1) out of scope; 2) 
repeated/frivolous; and 3) already resolved.90 However, these differ from the “Non-Grievance 
Issues” listed in Recovery Solutions grievance procedure: 1) state and federal court decisions, 
laws, and regulations; 2) matters of which other appeal mechanisms exist; and 3) matters 
beyond the control of Wellpath Recovery Solutions.91 This mismatch of grievance practice and 
grievance procedure policy raises serious concerns about BSH patients right to grieve, be 
heard, and receive a substantive response.  
 
With these concerns in mind, DLC sought clarification from the Contracted Provider’s Grievance 
Coordinator about the process. The Coordinator conveyed the following:  
 

• The Coordinator tries to respond verbally to every grievance.  

• If patients request a written response, the Coordinator will provide one. 

• The Coordinator lets patients know that they have a right to appeal a grievance if 
they disagree with the decision. 

• Written grievance decisions have appeal instructions contained in the response.  

• Patients can only appeal a grievance decision that is denied. 

• If the Coordinator determines that the issue grieved is non-grievable, the patient 
cannot appeal that decision.  

 
This explanation raised further concerns about inconsistencies with BSH Grievance Procedure 
and basic accountability measures. The BSH Grievance Procedure states that “[a] grievance 
response form must be completed and results communicated to the [patient] within ten (10) 
business days after received of the grievance” and “[w]ithin twenty-four (24) business hours of 
the completion of the investigation, the [patient] will be provided a written response to his 
grievance.”92 After receiving the written response, the patient “shall sign the grievance response 
form” if the patient is “satisfied with the proposed resolution.”93 
 
DLC will keep monitoring this issue in the next reporting period.  
 



 

41 

 

 

88 Grievances/Patient Advocacy Reports, BSH Governing Body Meeting (September 11, 2025); 
Grievances/Patient Advocacy Reports, BSH Governing Body Meeting (December 11, 2025).  
89 Grievances/Patient Advocacy Reports, BSH Governing Body Meeting (December 11, 2025). 
90 Grievances/Patient Advocacy Reports, BSH Governing Body Meeting (December 11, 2025). 
91 BSH Policy and Procedure Manual, RI 100-02 Bridgewater State Hospital Grievance Procedure, § 
5.10.  
92 Id. at §§ 5.4.3.1, 5.4.4 (emphasis added). 
93 Id. at § 5.4.5.  
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III. BRIDGEWATER STATE HOSPITAL’S UNSUITABLE AND 

EXPENSIVE PRISON PHYSICAL PLANT 
 

BSH is an aging prison facility that is unsuitable for psychiatric patients undergoing evaluation 
and treatment. DLC has previously reported on the incredible amount of money that the 
Commonwealth spends to barely maintain BSH.94  
 
DOC’s failure to meaningfully address chronic environmental issues that place patients 
and staff health and safety at risk are among the many reasons why control of BSH must 
be transferred to our state mental health agency, rather than our correctional agency. 
The BSH facility must be closed, and a modern psychiatric hospital constructed to serve 
the BSH population. In the meantime, the application of DMH regulations, policies, and 
norms would mitigate the damaging effects on BSH patients.   
 

 
Though on notice of the unrelenting problems at BSH, the Commonwealth has failed to prioritize 
the health and safety of the individuals with mental health disabilities confined there.95 
Meanwhile, the Commonwealth has opted to devote resources elsewhere. For example, in 
2025, the Administration announced a stunning capital investment plan anticipated to cost $360 
million that will “downsize” the prison bed capacity of MCI-Framingham to match its diminishing 
population and “transform MCI-Framingham…into a modern and sustainable facility that 
supports rehabilitation and promotes public safety.”96 “The Fiscal Year 2026-2027 Capital 
Budget provides $20.5 million to support” DOC with “the re-imagining” of the facility “into a 
rehabilitative environment that advances behavioral health, recovery, and successful reentry.”97 
 
The Department of Public Health (DPH) Division of Environmental Health Regulations and 
Standards conducted its most recent inspection of BSH on October 29 and October 30, 2025.  
 

The inspection identified 284 total deficiencies: 45 new deficiencies under the 
Required Standards (.100 and .200 series), 32 repeat deficiencies under the 
Required Standards, 40 new deficiencies under the Recommended Standards 
(.300 series), and 167 repeat deficiencies under the Recommended Standards.98  
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The deficiencies DPH found related to a wide range of facility issues, including but not limited to: 
plumbing in need of repair; water leaks; standing water on floors; water damaged ceilings; 
shower water temperature outside acceptable ranges; damaged paint; damaged doors; rusted 
door frames; damaged floor surfaces; dirty ceilings, dirty and dusty ceiling vents; and 
cleanliness of various surfaces.99 While DOC did submit a Plan of Correction to DPH, and DPH 
accepted it, the plan stretched repairs several months out.100 In addition, it is key to highlight 
that DPH does not conduct mold testing or inspect BSH mechanical rooms that house the 
contaminated HVAC components repeatedly identified by DLC’s mold expert.  
 
Current and former BSH patients continue to highlight the mental health impacts of being 
incarcerated in the poorly maintained prison facility. As part of DLC’s Continuity of Care 
monitoring, DLC has discussed with patients who stepped down to DMH hospitals how the 
physical environment at BSH impacted their recovery. Former patients describe the facility as 
dirty, mouse-ridden, and mold-infested. One man described white sheets turned yellow from 
overuse, bathroom ceilings dripping from constant moisture, no air circulation, peeling paint, and 
overall run-down buildings.  

 
 

“It’s an unclean facility, an old facility.  

It just didn’t feel like a place to get better.” 
                                  - BSH patient   

 

"Two words: inhumane conditions.” 
                                  - BSH patient  

   
 
 

 

94 DLC August 2025 Report at 34. In 2025, these costs included expected annual maintenance costs of 
$949,305.09, over $136,000 in quarterly cleaning services, planned capital investment from the 
Massachusetts Division of Capital Asset Management and Maintenance (DCAMM) of other $44 million.  
Letter from DOC Legal to DLC (August 6, 2025). 
95 Transferring oversight of BSH from DOC to DMH is consistent with decisive legislation action taken in 
Chapter 285 of the Acts of 2024, which requires 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 DPH. Chapter 285 of the Acts of 2024, 
https://malegislature.gov/Laws/SessionLaws/Acts/2024/Chapter285. 
96 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. 
97 Id. 
98 See DPH, Facility Inspection Report – Bridgewater State Hospital (November 17, 2025), 
https://malegislature.gov/Reports/28598/451-25(2)-Bridgewater%20State%20Hospital-
Complete%20Inspection%20Package%2012-3-25.pdf.  
99 See id. 
100 Id.  

https://malegislature.gov/Laws/SessionLaws/Acts/2024/Chapter285
https://www.mass.gov/news/healey-driscoll-administration-announces-capital-investment-plan-to-re-imagine-mci-framingham
https://www.mass.gov/news/healey-driscoll-administration-announces-capital-investment-plan-to-re-imagine-mci-framingham
https://malegislature.gov/Reports/28598/451-25(2)-Bridgewater%20State%20Hospital-Complete%20Inspection%20Package%2012-3-25.pdf
https://malegislature.gov/Reports/28598/451-25(2)-Bridgewater%20State%20Hospital-Complete%20Inspection%20Package%2012-3-25.pdf
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A. Ligature Incident in the Lighthouse Unit 
 

During this reporting period, a BSH patient suicide attempt demonstrated failures by DOC and 
its Contracted Provider to ensure physical plant safety and to provide adequate staff training 
and oversight. Thankfully, the patient living in the Lighthouse Unit, which houses medically 
vulnerable patients, survived the incident without sustaining serious injuries. Still, this alarming 
incident revealed the need for urgent improvements. 
 

BSH Patient “Quincy” 
 

In October 2025, DLC identified a troubling entry in a 24-Hour Nursing Report stating that 
Lighthouse Unit resident Quincy “was found hanging from the top of the black gate door frame 
in the hallway ... with a white sheet around his neck. Staff intervened immediately to remove 
sheet from [his] neck and lower him to the floor.” DLC interviewed staff and patients in the 
Lighthouse Unit. Staff indicated that Quincy had rolled to an open metal gate at a corner of the 
hallway at the back of the unit, stood up on his wheelchair, fastened a sheet to the doorframe 
and his neck, and hung himself. A patient with a clear view of this area from his cell reported 
that Quincy hung there for minutes, and that staff only came once the patient yelled for help. 
One patient, who has been held at BSH for years, reported that a similar incident had happened 
before in the Lighthouse Unit, although DLC was not able to confirm this.  
 
The following description is based on DLC’s review of video footage: 
 
 

Quincy is seated in his wheelchair as he rolls out from his room near a corner in the rear 
Lighthouse Unit hallway with a bed sheet on his lap. He stops at a doorless metal gate that 
frames the width of the hallway. Quincy stands up on his wheelchair, strings a bed sheet 
through an opening in the top of the metal gate just below a ceiling vent, ties the sheet around 
his neck, and balances on the wheelchair.  
 
Quincy then lifts his feet up, holds onto the sheet above his head, and suspends himself by 
wedging his feet between the frame of the gate. Finally, Quincy lets his feet go and continues to 
hold onto the sheet. After roughly 1.5 minutes, 2 unit staff arrive and both appear flustered. The 
2 staff call codes over their radios. Neither attempts to get Quincy down or support his body 
weight while he struggles. More than 30 seconds later, multiple staff arrive, lift Quincy up, 
remove his neck from the sheet, and bring him to the floor. 
 

 
According to BSH administrators, BSH transported Quincy to an outside hospital where he was 
medically cleared. However, from the time that Quincy tied the sheet around his neck to the time 
staff physically intervened was approximately 2 minutes. In that time, Quincy could have been 
injured, or worse, died. After conducting interviews, reviewing the video footage, and conducting 
onsite inspections of the space, DLC identified and addressed several serious issues with BSH 
administrators. 
 

i. Ligature Risk and Visibility 
 
Ligature fixation points are an important safety consideration in psychiatric settings. Patient 
rooms, patient bathrooms, corridors, and common patient care areas, including fixtures, 
furniture, and doors, should be ligature resistant. The Joint Commission defines ligature 
resistant as: “without points where a cord, rope, bedsheet, or other fabric/material can be looped 
or tied to create sustainable point of attachment that may result in self-harm or loss of life.”101 
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The Joint Commission National Patient Safety Goal NPG.08.01.01, is titled “Reduce the Risk for 
Suicide.” Joint Commission accreditation criteria in furtherance of this Goal for facilities 
accredited as Behavioral Health Care & Human Services – like BSH – requires:  
 

The organization conducts an environmental risk assessment that identifies 
features in the physical environment that could be used to attempt suicide and 
takes necessary action to minimize the risk(s) (for example, removal of anchor 
points, door hinges, and hooks that can be used for hanging).102  

 

The Ligature Fixation Point 
 
The ability of a BSH patient, let alone a patient using a wheelchair, to string a sheet through an 
opening near the ceiling demonstrates an absolute failure to identify a serious ligature risk. 
According to BSH administrators, the Joint Commission and other private consultants had not 
flagged the metal gate for a ligature risk, but Contracted Provider’s own Director of Risk 
Management had noted this issue earlier. DOC had not addressed it. 
 
Per the Contracted Provider,103 work maintenance requests to address the ligature risk 
issue were submitted the day following the incident. DOC maintenance did not address 
the issue until 15 days later, attaching a metal fixture that reduced but did not eliminate 
the opening above the gate. When DLC went onsite the day after and viewed this repair, 
we alerted the Contracted Provider to this continued ligature risk and DOC installed an 
additional fixture the following day.  
 

The Obstructed Visibility 
 
Visual obstacles in a window-enclosed staff break room on the corner of the rear Lighthouse 
Unit corridor obstructed staff’s view of Quincy’s actions, delaying their response to the 
emergency. A full-sized refrigerator and a utensil holder placed along the windows inside the 
break room made it all but impossible to view the metal gate.  
 
Per the Contracted Provider,104 these obstacles were not removed until 16 days after the 
incident – the same day DLC met with BSH administrators to discuss and review footage 
of the incident.  

 

The Staffing Errors and Deficiencies 
 
Lighthouse Unit staff did not get to Quincy in time to prevent or timely intervene in his suicide 
attempt. No unit staff, including the staff assigned to watch the camera feed, noticed Quincy 
rolling down the corridor in his wheelchair carrying a sheet, standing on his wheelchair, or the 
process of Quincy atop the wheelchair attaching the sheet to the frame and his neck. When 2 
staff arrived, at the prompting of other BSH patients, they did not intervene and instead called 
and waited for additional assistance. Multiple staffing-related problems led to this failure: 
 

• A staff member who was on a 1:1 with a vision-impaired patient was in that patient’s 
room with him due to concerns about fall risk. 1:1's are typically seated in the hallway, 
providing a clear view of the corridor. There were no other staff members stationed or 
doing rounds in that area on the Lighthouse Unit on that day. 
 
The Contracted Provider has updated assigned posts for Lighthouse Unit staff to 
include each corner of the unit, ensuring visibility.  
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• The staff member assigned to the unit’s front workstation, which includes a video 
monitor displaying feeds from all Lighthouse Unit surveillance cameras, did not notice 
that a patient was attempting suicide by hanging on the monitor. This was a clear failure. 
In addition, BSH Post Orders for RTAs assigned to the Lighthouse Unit state that one of 
their responsibilities while working at the front workstation is to “[m]onitor all surrounding 
areas to include [patients] and staff in the T.V. room, and hallways.” 
 
DLC is not aware of any changes the Contracted Provider has made in response 
to this failure. 
 

• Staff failed to respond immediately upon observing Quincy hanging from the gate.  
DLC asked the Contracted Provider for information about any planned changes to staff 
training because of the incident.  
 
The Contracted Provider noted that all BSH employees must complete an annual 
Suicide Prevention Training, as do new employees as part of onboarding. In 
addition, the Contracted Provider stated, “Future trainings will include a module 
on Suicide Prevention and Code Blue Response as part of the Nursing, TST and 
RTA Skills Fair (offered annually), additionally we are preparing Code Blue Drills 
focusing on suicide attempt/Code Blue responses for all staff.” 

 
 

 

101 The Joint Commission, STANDARDS FAQ: Does The Joint Commission recommend specific ligature-
resistant products?, https://www.jointcommission.org/en-us/knowledge-library/support-center/standards-
interpretation/standards-faqs/000002224.  
102 The Joint Commission, RESOURCE CENTER: Suicide Risk Reduction, 
https://www.jointcommission.org/en-us/knowledge-library/suicide-prevention.  
103 Email from BSH Hospital Administrator to DLC (December 16, 2025); Email from BSH Hospital 
Administrator to DLC (January 6, 2026). 
104 Email from BSH Hospital Administrator to DLC (December 16, 2025). 

https://www.jointcommission.org/en-us/knowledge-library/support-center/standards-interpretation/standards-faqs/000002224
https://www.jointcommission.org/en-us/knowledge-library/support-center/standards-interpretation/standards-faqs/000002224
https://www.jointcommission.org/en-us/knowledge-library/suicide-prevention
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B. Mold Contamination 
 
As discussed at length in previous reports, DLC has engaged mold expert Gordon Mycology 
Laboratory, Inc. 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 that there is mold throughout BSH – including in 
patient housing units, mechanical rooms, HVAC system components, and HVAC vents – and 
this mold poses a serious health issue for patients and staff. Without proper remediation and 
maintenance, mold growth increases with high heat and humidity, adding this environmental 
contamination to the list of threats to patient health during the hot summer months.  
 

 

“Based on 5 years of Bridgewater State Hospital inspections by [Gordon 

Mycology Laboratory], 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, [Gordon 

Mycology Laboratory] 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.”105 
 

 

Chronic exposure to molds confirmed in the in BSH 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.”106  “People with underlying health conditions and weaker 
immune systems are most affected by chronic mold exposure.“107  
 
The health risks to BSH patients are not theoretical. Many patients 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,”108 symptoms be treated as mental health symptoms if they are 
not properly screened and addressed.  
 
DOC has offered nothing to counter findings by DLC’s mold expert or to effectively 
remediate the mold infecting BSH. In fact, according to DOC’s response to September 11, 
2025 Public Records Act request, DOC has not conducted any mold testing at all since 
January 1, 2023.109 DOC stated that “mold testing reports ceased after the Department 
contracted with an outside vendor, Select Demo, for quarterly cleaning.”110 However, 
repeated expert inspections confirmed by laboratory testing of samples taken from BSH 
have proven this quarterly cleaning to be ineffective in addressing the environmental 
contamination.  
 
DOC hired Select Demo Services, LLC in response to DLC’s January 2022 Report confirming 
the presence of mold throughout BSH, including in HVAC components, and the need for 
asbestos abatement.111 DOC reported that Select Demo conducted “mold remediation” in 
mechanical rooms that consisted of “clean[ing] and disinfect[ing] mechanical areas with water 
staining, mold growth, biomatter accumulation and efflorescence” and to perform a quarterly 
facility cleaning program, costing $134,600 per year.112 Gordon Mycology Laboratory has 
conducted 3 inspections since DOC initiated this contract – on December 2, 2022, December 
19, 2023, and November 7, 2024. In each, the expert found “abnormal and unacceptable mold 
growth” and “elevated levels” of active living mold.113  



 

48 

 

i. Patient Experiences of Mold 
 
Patients and staff alike report to DLC their concerns about air quality and the presence of mold 
in the facility. Some have described having symptoms of allergic reaction to mold. One patient, 
who shared that he used to work as an HVAC technician, explained that he could see that 
HVAC system was insufficiently cleaned based on the vents, and he experienced shortness of 
breath due to the poor quality of the air being cycled through his unit.  
  

 

105 DLC February 2025 BSH Report, Appendix D at 17.   
106 Id. 10-11.  
107 Id. 
108 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.  
109 DOC Response to Public Records Request (September 11, 2025).  
110 Id.  
111 DLC January 2023 BSH Report, 8-10, https://www.dlc-ma.org/wp-content/uploads/2023/02/DLC-BSH-
Public-Report-1-31-2023.pdf  
112 Id. at 9.  
113 Id. at 8-10;  DLC February 2024 Report, Appendix C at 10-12; DLC February 2025 Report, Appendix C 
at 10-11.  

https://www.clinicaltherapeutics.com/article/S0149-2918(18)30229-7/fulltext
https://www.clinicaltherapeutics.com/article/S0149-2918(18)30229-7/fulltext
https://www.dlc-ma.org/wp-content/uploads/2023/02/DLC-BSH-Public-Report-1-31-2023.pdf
https://www.dlc-ma.org/wp-content/uploads/2023/02/DLC-BSH-Public-Report-1-31-2023.pdf
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C. Extreme Heat and High Humidity 
 

BSH cannot have air conditioning in housing units because the aging prison facility’s power grid 
cannot support it. The "conditioned air,” as DOC calls it, in BSH units offers little relief to BSH 
patients and staff. Unlike air conditioning, “conditioned air” does not utilize refrigerant to absorb 
heat and moisture.  
 
Hot temperatures and high humidity during the summer months put BSH patient health 
and safety in jeopardy. Patients held within BSH and the OCCC BSH Units feel these 
temperatures acutely due to the physical conditions and infrastructure in both prison 
facilities. BSH heat mitigation efforts fail to meaningfully address patient discomfort and 
heat stress, particularly during the many hours they spend locked in their cells. With the 
frequency, duration, and intensity of heat waves increasing, involuntarily committing 
individuals with mental health and other co-occurring disabilities to BSH while it relies 
heavily on cell confinement is cause for grave concern. 
 
With outside temperatures expected in the upper 90s, DLC conducted a site visit at BSH on 
June 24, 2025. DLC took readings at BSH between approximately 1:00pm and 3:00pm and then 
moved on to OCCC, with the understanding that temperatures likely rose later in the afternoon. 
DLC found 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. 
 

As discussed in multiple DLC reports in recent years,114 extreme heat may:  

• Lead individuals taking psychotropic medications to suffer hyperthermia, which can be 
fatal;  

• Place individuals 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.115 

 

 

 

114 DLC January 2023 Report at 14-15; DLC July 2023 BSH Report, 7-10, https://www.dlc-ma.org/wp-
content/uploads/2023/08/DLC-BSH-Public-Report-7.31.2023.pdf; DLC July 2024 BSH Report at 25-29.  
115 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.   

https://www.dlc-ma.org/wp-content/uploads/2023/08/DLC-BSH-Public-Report-7.31.2023.pdf
https://www.dlc-ma.org/wp-content/uploads/2023/08/DLC-BSH-Public-Report-7.31.2023.pdf
https://www.psychiatry.org/newsroom/news-releases/extreme-heat-contributes-to-worsening-mental-health-especially-among-vulnerable-populations
https://www.psychiatry.org/newsroom/news-releases/extreme-heat-contributes-to-worsening-mental-health-especially-among-vulnerable-populations
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D. General Disrepair and Unsafe Conditions 
 
During the reporting period, DOC continued to pour millions of dollars into construction, repairs, 
and maintenance of the failing physical plant. The state of the prison facility under DOC’s 
authority poses risks to BSH patients’ mental and physical health and reinforces that BSH 
patients are imprisoned rather than in a hospital. 
 
Below, DLC discusses two distinct maintenance issues that came to a head during the reporting 
period. Consistent with DPH inspection findings,116 DLC’s regular observations of the BSH 
physical plant during this reporting period involve:  
 

• 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;  

• Water damage on unit ceilings;  

• Lewd and hateful graffiti in common areas and cells, unaddressed by staff for weeks 
and months on end;   

• Scratched, cloudy safety glass dividers in common areas and cell windows reducing 
visibility; 

• Dried feces on cell windows and other surfaces that remain uncleaned between 
occupants; and 

• Food strewn inside of cells, unaddressed by staff even when cells are not occupied. 
 

Failure to conduct regular maintenance may have serious consequences. For instance, chips 
from paint, tiles, and plaster may be eaten as a form of self-harm during the long hours patients 
spend locked in their cells. 
 

Concrete Path Fall Hazard 
 

In BSH Patient Governance meetings in front of administrators, DLC has observed many years 
of patients expressing safety concerns with respect to the concrete paths crossing the large 
yard at the center of the BSH campus. Large cracks in the concrete and gaps between panels 
present fall risks, impacting most patients with mobility disabilities and patients with assigned 
jobs to push meal carts from the Attucks Building cafeteria to the units. DLC has spoken 
individually with patients who have tripped or have witnessed other patients and staff trip while 
walking. One BSH patient fell from his wheelchair due to irregularities in the concrete. BSH staff 
have also expressed concern around these issues to DLC.  
 
During this reporting period, a BSH patient with a mobility disability reported that his walker had 
landed in a large gap between concrete panels in the path, causing him to fall to the ground, 
hitting his head. He reported experiencing nausea, ringing in his ears, and a headache for over 
a week after the incident. BSH administration eventually confirmed the fall.117 
 
DLC reached out to BSH administration, emphasizing the longtime concerns of patients and the 
recent fall. BSH administration informed DLC that, the day after DLC reached out, DOC 
“completed an inspection of all interior paved walkways for potential tripping hazards and 
marked all areas requiring repair with yellow spray paint,” and that DOC Maintenance would “be 
repairing some of these uneven areas with hydraulic cement and cement” 3 days later.118  
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While DLC appreciates DOC’s responsiveness to these concerns at the urging of the 
Contracted Provider and DLC, the repairs were too little too late after years of complaints 
and another patient injury. This is another example of DOC’s failed stewardship of the 
BSH prison facility putting BSH patients and staff in jeopardy. 
 

Fallen Building Debris 
 
In early November 2025, a patient found metal pieces in the recreation yard of the Lighthouse 
Unit. BSH staff had not done a proper visual inspection of the yard. This incident was 
documented in the 24-Hour Nursing Report. 
 
According to the Contracted Provider, after the pieces of metal were discovered, BSH closed 
the yard. Thereafter, an assessment identified that the metal had come from the corner support 
pieces from the roof of the Lighthouse Building surrounding the yard. BSH conducted a search 
of the unit for any additional pieces. “Immediately following this event, a directive was issued by 
the Safety Director that prior to the [Lighthouse] courtyard opening, a TST must conduct a 
search of the courtyard each time and a staff member must be present when the courtyard is 
open.” The Contracted Provider informed DOC of the need for potential mitigation for several 
days.119  
 
 

 

116 See DPH, Facility Inspection Report – Bridgewater State Hospital (November 17, 2025), 
https://malegislature.gov/Reports/28598/451-25(2)-Bridgewater%20State%20Hospital-
Complete%20Inspection%20Package%2012-3-25.pdf.  
117 Email from BSH Director of Social Services to DLC (October 17, 2025). 
118 Email from BSH Hospital Administrator to DLC (October 30, 2025).  
119 Email from BSH Hospital Administrator (December 16, 2025).  

https://malegislature.gov/Reports/28598/451-25(2)-Bridgewater%20State%20Hospital-Complete%20Inspection%20Package%2012-3-25.pdf
https://malegislature.gov/Reports/28598/451-25(2)-Bridgewater%20State%20Hospital-Complete%20Inspection%20Package%2012-3-25.pdf
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IV. PATIENT CONTINUITY OF CARE 
 

DLC monitors continuity of care for BSH patients and any barriers thereto through patient and 
staff interviews, document review, and onsite visits to BSH, BSH OCCC Units, DMH hospitals, 
the OCCC Residential Treatment Unit (RTU), and county correctional facilities. During this 
reporting period, DLC conducted site visits in the OCCC RTU and 5 DMH hospitals – Worcester 
Recovery Center and Hospital, Lemuel Shattuck Hospital, Tewksbury State Hospital, Taunton 
State Hospital, and Mountain View Unit at Valley Springs Behavioral Health Hospital.120  
 
Continuity of care pertains to patient access to quality of care over time and requires effective 
coordination of services between providers as a patient moves through different environments. 
Transferring to a new setting, even under the best circumstances, can be destabilizing. For BSH 
patients, transfers can be even more jarring. When managing mental health care, continuity is 
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.  
 

 

BSH ADMISSIONS AND DISCHARGES 

Due to the volume of people who go through BSH each year, appropriate coordination 
between environments during BSH patient transitions and sustained access to 
effective, humane mental health care impact the Commonwealth’s mental health 
system, the judicial system, and our communities. Thus, examining and improving 
upon the continuity of care for BSH patients is essential.  

• In calendar year 2025, BSH had 967 admissions.121   

• From June 1, 2025, through December 31, 2025:  

o BSH had 560 admissions.122 

o BSH had 612 discharges.123  

▪ The discharges involved 538 unique patients, as some cycled through 
the BSH multiple times during the reporting period. 

▪ The average length of stay for BSH patients discharged was 88 days, 
with the longest length of stay of over 12 years.  

 
 
 
 

 

120 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. 
121 BSH DMH Quarterly Meeting (July 10, 2025); BSH DMH Quarterly Meeting (January 8, 2026).  
122 BSH DMH Quarterly Meeting (January 8, 2026).  
123 DLC determined discharge information based on BSH admissions and discharge data.  
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A. Challenges with Continuity of Care: DMH Hospitals 
 

Like BSH, the DMH hospital patient population consists of people committed under a range of 
legal statutes pursuant to sections of Massachusetts General Laws Chapter 123. Patients fall 
within 3 groups: people held solely due to a psychiatric civil commitment order; people with 
pending criminal charges; and people serving criminal sentences. One notable difference is that 
BSH holds males only; all women subject to civil commitment for evaluation and treatment, 
without regard to the nature of any charges or length of sentence, are appropriately committed 
to DMH hospitals.  
 
Despite the intersectionality of the patient populations, facility culture, interactions with staff, and 
living environments in the BSH prison facility do not resemble those of a DMH psychiatric 
hospital. Former BSH patients cite DMH staff as respectful, kind, and supportive compared to 
BSH staff. DMH’s therapeutic group offerings, social groups, and rehabilitative activities provide 
more options for pursuing clinically indicated treatment goals and empowering patients. Former 
BSH patients report that DMH facilities are cleaner and the food is improved. They also cite 
phone and internet access, and groups activities in DMH hospitals as significant quality-of-life 
improvements compared to BSH. Some BSH transfers report that, in certain hospitals, DMH 
unreasonably delays patient progress in accessing privileges and that exercise options are 
limited compared to BSH. 
 
From July through December 2025, there were 91 transfers from BSH to DMH hospitals.124 
Step-downs from BSH to DMH have steadily trended upward annually since DLC began 
monitoring in 2014.125  
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The average daily census at BSH has declined over the past three years, dropping to less than 
220 patients for 6 of 12 months in 2025. Since 2024, the average daily census at BSH dropped 
over 13% – 2024 average daily census was 251 in contrast to 2025 average daily census of 
218. It is important to note that the Contract Provider is paid for the delivery of services as a 
whole and maintains payment even though BSH is operating significantly below contracted 
capacity of 260 patients.  

 
 

EFFECTS OF DMH OPERATING AT CAPACITY 

While BSH census remains low, DMH hospitals continue to operate at capacity, even after 
exhausting all space available. The lack of DMH beds negatively impacts transfers to 
appropriate levels of care for people throughout our state mental health system, with various 
commitment categories competing for the same 8 to 12 beds that open up each week. 
 

During this reporting period, due to lack of DMH beds:  
 

• BSH patients found to be legally and clinically ready for transfer to DMH by the court 
were still being returned to BSH for up to an additional 2 weeks at the request of 
DMH. Requiring patients to remain in a state prison when a less restrictive 
environment has been deemed appropriate and the legal basis for keeping them no 
longer exists – i.e., a finding of the need for strict security – is a clear violation of 
those patients’ constitutional rights. 

 

• 8 individuals who were not initially found to meet the “strict security” standard were 
sent to BSH, confirming the subjective and selective application of the standard. 
During the previous reporting period (December 16, 2024 – June 15, 2025), 17 
individuals were sent to BSH for the same reason.126  

 

• Over 40 individuals were awaiting pretrial inpatient competency evaluations in DMH 
facilities. The majority of these individuals with known or perceived mental health 
disabilities were forced to wait for a DMH hospital bed while jailed in county 
correctional facilities. 

  
Nevertheless, while BSH census was low and DMH was at capacity, DMH did not 
transfer any patients to BSH for safety reasons pursuant to M.G.L. c. 123, §13 and 
maintained lower levels of restraint and seclusion than BSH.  

 
 
Over several reporting periods DLC has noted improvements to the period of advance notice 
the Contracted Provider provides to patients stepping down to DMH, though there is still room 
for improvement. DLC interviewed 10 former BSH patients about their experiences stepping 
down; 9 had meetings with their treatment teams prior to discharge and all found them helpful. 
Eight of the patients reported at least 1 week notice prior to discharge to DMH; 1 was told the 
day before his discharge, and 1 was told the morning of his discharge. The latter two patients 
did not have meetings with their treatment teams, and both reported that they would have found 
this helpful. 
 
 
 



 

55 

 

i. Transfer Issues Identified by DMH Hospital Personnel  
 
DMH hospital administrators did not report any increase in acuity of mental health symptoms 
among BSH step-downs during this reporting period. However, Tewksbury State Hospital did 
report multiple patients arriving from BSH with severe lice infestations or active tooth infections.  
 
DMH administrators again report inconsistent success with obtaining timely, adequate patient 
medical and psychiatric records from BSH to aid in continuity of care. BSH typically provides 
forensic reports in advance, but DMH administrators reported that medical records, sometimes 
with information missing, were often arriving at hospitals with transferred BSH patient. 
Administrators agree that having these records at least a day in advance would aid significantly 
in continuity of care. BSH psychosocial evaluations and discharge summaries continue to 
provide minimal information about patients to receiving DMH hospitals. While BSH and DMH 
have not updated their Memorandum of Understanding in well over a decade, discussions 
during BSH DMH Quarterly Meetings cover these issues and plans to resolve them. BSH and 
DMH are currently planning to convene a working group to memorialize a new Memorandum of 
Understanding.  
 
Patients stepping down from BSH to DMH habitually occur during the late morning and early 
afternoon, making admission easier for DMH staff. DMH administrators continue to report that 
patients’ BSH account funds and property occasionally arrive late from BSH, and that BSH staff 
are difficult to track down to notify of the issue.  
 
DMH hospitals report continuing challenges with reinstating individuals’ MassHealth benefits 
after stepping down from BSH. Delays pose a barrier to transitioning individuals to the 
community with providers and treatment in place. Upon discharge from BSH, BSH patients’ 
status is coded as “DOC” with MassHealth, requiring hospitals to submit a new application for 
them upon arrival. In the meantime, individuals experience a lapse in medical coverage. DMH 
administrators agreed that BSH submitting an SC-1 Status Change form to MassHealth upon 
patient discharge would decrease delays in coverage.  
 
 

 

124 DMH BSH Quarterly Meeting (January 8, 2026).  
125 Compiled from data shared at DMH BSH Quarterly Meetings from 2014 through 2026. 
126 Email from BSH Hospital Administrator to DLC (January 6, 2026). 
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B. Challenges with Continuity of Care: DOC and County 
Correctional Facilities 

 

Patients who transition between the BSH OCCC Units and other DOC prisons and between 
BSH and correctional facilities run by county Sheriff’s Departments experience different 
continuity of care challenges. Most patients who have decompensated or experienced a mental 
health crisis in custody are returning to the site of those experiences and the environment that 
contributed to their need for psychiatric evaluation and treatment. While some patients are 
desperate to leave BSH, others may be more frightened to return to the prison or county facility 
from which they came.  
 
Mental health care standards and staffing in other correctional facilities differ from BSH, with 
differences most stark for patients who transfer to county facilities, which may have different 
formularies – approved lists of drugs – and force former BSH patients to transition from 
psychiatric medications were prescribed at BSH.  
 
How other prison and county facilities handle incarcerated people in crisis also differs from BSH 
and varies widely, sometimes even by shift within the same facility or unit due to the corrections 
officers on duty. Correctional facilities generally order a mental health watch (MHW) – 
redesignated as “Therapeutic Supervision” by DOC in recent years127 – when individuals are in 
crisis, exhibit an immediate need for a higher level of care, express highly negative thoughts, or 
engage in self-harm. MHW is a common component of BSH patient continuity of care, as many 
patients are held on MHW while in crisis before coming to BSH and may be placed on MHW 
upon their discharge back to county facilities.  
 
DLC has conducted monitoring activities in 7 county correctional facilities, gathering information 
about mental health staffing, standards for mental health contacts, existing MHW policy and 
practice, and varying physical conditions in MHW cells. Our work 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 made the following 
recommendations:  
 

• The state must increase oversight of the mental health care in county correctional 
facilities and establish minimum standards of mental health care and MHW practices;  

 

• The Executive Office of Public Safety and Security should work with DMH and other 
important stakeholders on proposed amendments to current regulations, which currently 
include troublingly few requirements and guardrails to ensure that people in county 
facilities who have mental health disabilities and/or experience mental health crisis 
receive adequate care in humane conditions;128 and 

  

• DOC should utilize its authority to audit county correctional facility compliance with 
existing regulations129 to address disturbing conditions in county correctional facility cells 
used for MHW.  

 
DLC will continue this work in the next reporting period.  
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i. OCCC Residential Treatment Unit 
 
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 and “serves as a transitional level of 
care for incarcerated individuals discharged from higher levels of care.130  There are several 
RTUs operated in DOC facilities across the Commonwealth. OCCC RTU residents transfer with 
some regularity to the ISOU for evaluation and may be committed to the RU.131 RTU residents 
are limited to individuals with a “mental health classification of MH-4,” labeled as “Serious 
functional impairment due to a mental disorder.”132 DOC policy 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.”133 
 
In response to troubling reports from residents about treatment, DLC visited the OCCC RTU 
April 2025 and reported our observations in our August 2025 report.134 DLC continued to 
monitor the unit as part of our review of BSH continuity of care during this reporting period.   
 
DLC notified DOC in writing in June 2025 about several serious systemic concerns in the OCCC 
RTU.135 When DLC followed up 2 weeks later, DOC informed DLC that a “response is 
forthcoming.” After receiving no response during the following month, DLC inquired again about 
a response with no reply. As DLC reported in our August 2025 report, “Months later, DOC has 
not provided a substantive response to DLC, and residents report no meaningful change.” 136 
During this reporting period, RTU residents reported ongoing and new concerns. In January 
2026, DLC wrote to DOC regarding all of these systemic concerns. This time, DOC responded 
two days later and forwarded a written response to DLC’s June 2025 letter dated June 2025 
which had apparently been sent to DOC Legal, but not DLC. 137 
 
Below is brief discussion of serious issues RTU residents experience; responses provided by 
DOC are included where available. DLC will continue to engage with RTU residents and DOC.  
 

Use of the RTU as a Regular General Population Unit 
 
DLC understands that OCCC staff now refer to the RTU as A-4, and OCCC uses it to house 
people with and without RTU designations. In early December, DLC received information that 
the RTU’s census was 65 with only 40 RTU-designated individuals. Residents, who underwent 
an involved RTU referral and placement process set forth in DOC policy,138 report that they find 
introduction of people without RTU-designations harmful to the unit environment.  
 
DLC shares concerns about DOC’s choice to redesignate the unit for mixed residents, 
given that RTU residents are recognized to have significant mental health disabilities that 
result in an “inability to manage themselves appropriately within general population.”139 
DOC may place RTU residents at risk with this new model.  
 

Denial of Bathroom Access During RTU Off-Unit Programming 
 

The only groups offered to RTU residents within the unit are leisure or craft groups. All 
therapeutic programming takes place in the RTU program room outside of the unit. According to 
DOC policy, “[the primary mode of mental health treatment in the RTU shall consist of evidence-
based group programming that offers core treatment modules and elective groups.”140  
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RTU residents are not permitted to use the restroom located nearest to the RTU program room, 
gym, and chapel. Because of this, RTU residents – including older residents, residents with 
mobility disabilities, and those with gastrointestinal conditions or incontinence – are required 
to walk all the way back to the RTU if they need to use the toilet. Some RTU residents have 
difficulty making it to their cells without soiling themselves or experiencing dizziness, pain, or 
exacerbating an existing condition. Residents also have difficulty making the lengthy walk to 
their cell and back to the program area within the short period of time allotted. For example, 
during this reporting period, DLC received a report that one RTU resident who has a colostomy 
bag does not attend off-unit programming specifically because he requires prompt bathroom 
access to properly maintain his bag and prevent complications.   
 
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 
“the primary mode of mental health treatment in the RTU” 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. OCCC has a legal obligation to provide individuals with 
disabilities with reasonable accommodations to address disability-related barriers that 
deny them equal access to facility programs and services. DLC understands that the 
restrooms at issue were previously available to RTU program participants, undercutting 
any argument that making the bathroom available as an accommodation could constitute 
an undue burden or fundamental alteration.   

 
In its June 2025 response received by DLC in January 2026, DOC replied that while using the 
gym, “RTU individuals have access to the gym’s restroom, as any incarcerated individual 
would.” However, with regard to the restroom near the chapel and programming room, “the 
restroom is kept locked due to PREA and security concerns.” DOC’s response further noted that 
RTU individuals who have received a “medical accommodation,” presumably from VitalCore, will 
be permitted to use this restroom. To DLC’s knowledge, DOC’s proposed solution has not given 
rise to relief for RTU residents. 
 

Double-Celling of RTU Residents Who Require a Single Cell as a Reasonable 
Accommodation for Mental Health Disability 
 
A number of 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 cellmates. 
Residents reported in April 2025 that the Superintendent would assert that a cellmate was 
necessary – essentially to watch over them – due to their history of self-harm. RTU residents 
who submitted formal Requests for Reasonable Accommodation for single cells were denied 
without sufficient written explanation, in some cases against the opinion of their mental health 
team. Residents reported that being forced to live with a cellmate significantly exacerbated their 
mental health and led to increased friction on the unit.  
 

DLC remains concerned that this practice conflicts with mental health treatment goals, 
increases adverse mental health outcomes, and the likelihood of physical harm to 
individuals with mental health disabilities. In addition, this practice fails to comport with 
DOC’s responsibility to provide disability-based reasonable accommodations and 
modifications and suggests a transfer of unit staff responsibilities to cellmates. 
 
DOC responded that it would look into DLC’s concern regarding Request for Reasonable 
Accommodation denials lacking sufficient written explanation. DOC also asserted that, despite 
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double-celling being a potential “passive, individual-specific protective factor for certain 
individuals,” unit staff “remain fully accountable for the health and safety of all individuals on the 
unit.” To DLC’s knowledge, this practice remains in place. 
 
 

Assignment of RTU Residents Who Use Wheelchairs to Inaccessible Cells 
   
DLC has received recent reports that residents who use wheelchairs are being assigned to 
inaccessible standard cells in the RTU. To make matters worse, wheelchair users are being 
assigned cellmates in those standard cells. At the same time, reports indicate that residents 
who do not have mobility disabilities are being housed in the limited number of ADA-compliant 
cells. DLC was informed that this is a problem in multiple OCCC housing units, with OCCC 
seeing an increase in wheelchair users classified to the facility. As of a report in early 
December, the 2 ADA compliant cells in the RTU were inhabited by one wheelchair user and 
one non-wheelchair user, respectively.  
 
Any DOC failure to provide accessible cells to RTU residents who require them 
and double-celling residents whose physical accessibility needs warrant a single 
cell presents legal issues and may increase the likelihood of physical harm 
to residents with disabilities. If the population needs at OCCC are changing, DOC must 
invest in accessibility updates to cells to accommodate and protect the health and safety 
of individuals with disabilities.  
 

Harmful Corrections Officer Conduct 
 

DLC has received a high volume of reports regarding the conduct of one corrections officer 
assigned to the RTU, identified by name in our correspondence with DOC. Residents describe 
this officer as engaging in frequent harassment of residents, including: fabricating false 
disciplinary reports; encouraging and ignoring self-harm behaviors, targeting individuals for cell 
searches without justification; and antagonizing and provoking conflict with RTU residents. In 
one incident in late December 2024, driven by this officer’s behavior and the OCCC 
administration’s failure to intervene, an RTU resident self-immolated and required 
hospitalization. 
 
Based on recent resident reports, this corrections officer is still assigned to the RTU and 
continues to be the subject of troubling reports. These include that the officer has 
purposefully endangered residents by sharing personal information (pertaining to 
charges) and refused to act on multiple occasions when an RTU resident was self-
harming. DLC remains alarmed at the number and consistency of the complaints we have 
received, as well as the seriousness of many.  RTU resident accounts indicate that this 
officer is not suitable for continuing assignment to the RTU or any other specialized 
mental health unit.   
 
DOC responded only that it is “unable to investigate or address” these matters without the 
“identities of the impacted RTU residents and the dates of the alleged incidents.” DOC 
encouraged RTU residents to use “institutional reporting systems” to report staff misconduct. 
DLC is aware that certain RTU residents meticulously file grievances about happenings within 
the unit, including about this officer. Others are too afraid of retaliation. Given the recognized 
mental health and functional disabilities of RTU residents, DOC should take a more proactive 
approach. 
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ii. Bristol County Jail and House of Correction Investigation into the Death of a 
Former Patient on Mental Health Watch 

 

During the previous reporting period, DLC learned about the death of a former long-term BSH 
patient. This individual died while on MHW in the health services unit of the Bristol County Jail 
and House of Correction. DLC found probable cause and opened a P&A investigation into the 
circumstances of his death on April 7, 2025. DLC conducted an onsite visit to view the location 
of his death and other relevant areas. DLC has also requested several rounds of records from 
the Bristol County Sheriff’s Department and BSH and has been engaging with various 
witnesses. DLC’s investigation is ongoing.  
 
 

 

127 This change was as part of a 2022 settlement agreement between DOC and U.S. Department of 
Justice following damning November 2020 findings that DOC’s failure to provide adequate mental health 
care and supervision to prisoners in mental health crisis constituted an Eighth Amendment violation. 
Agreement Between the United States and the Massachusetts Department of Correction (December 20, 
2022), https://www.justice.gov/d9/2022-12/ma_doc_agreement_0.pdf;  DOJ, Investigation of the 
Massachusetts Department of Correction (November 17, 2020), https://www.justice.gov/opa/press-
release/file/1338071/download. The settlement includes compliance monitoring by Designated Qualified 
Expert Reena Kapoor, MD. According to the most recent report, improvements march on, but DOC has 
“reached substantial compliance with 43 of the Agreement’s 125 substantive provisions (34%).” 
Massachusetts Department of Correction Compliance Report #5, 7 (September 20, 2025) 
https://www.mass.gov/doc/dqe-report-9-20-25/download.  
128 See 103 CMR 932. 
129 See 103 CMR 901; 103 CMR 904.  
130 103 DOC 650.02.  
131 According to the statement of purpose for the RTU, residents 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”, 
e.g., “[m]ultiple transfers to an inpatient psychiatric setting, “[f]requent placement on therapeutic 
supervision, “[f]requent episodes of self-injurious behavior,” etc. 03 DOC 650.14. 
132 Criteria listed for this classification includes that the individual “requires structured daily activities and 

comprehensive mental health programming to maintain stability.”103 DOC 650.14; 103 DOC 650, Attachment #2.  
133 103 DOC 650.15.  
134 DLC August 2025 BSH Report at 44-47. 
135 Letter from DLC to DOC Re: Old Colony Correctional Center Residential Treatment Unit Concerns (June 4, 

2025). 
136 DLC August 2025 BSH Report at 45.  
137 Letter from DOC to DLC (June 18, 2025). 
138 103 DOC 650.15(B).  
139 103 DOC 650.15(A). 
140 103 DOC 650.15(C)(3). 

https://www.justice.gov/d9/2022-12/ma_doc_agreement_0.pdf
https://www.justice.gov/opa/press-release/file/1338071/download
https://www.justice.gov/opa/press-release/file/1338071/download
https://www.mass.gov/doc/dqe-report-9-20-25/download
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Appendix A: Glossary of Acronyms Used in the Report  
  

BSH  Bridgewater State Hospital  
DLC  Disability Law Center  
DMH   Department of Mental Health  
DOC   Department of Correction  
DPH  Department of Public Health 
ETO  Emergency Treatment Order  
ISOU Intensive Stabilization and Observation Unit at Old Colony Correctional 

Center  
IDO  Irreversible Deterioration Order 
MHW  Mental Health Watch 
OCCC  Old Colony Correctional Center  
P&A  Protection and Advocacy agency 
PERT  Psychiatric Emergency Response Team 
RTA  Recovery Treatment Assistant 
RTU  Residential Treatment Unit at Old Colony Correctional Center  
RU Residential Unit in the Bridgewater Annex located at Old Colony 

Correctional Center  
TST  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 BSH patients through a variety of activities, including:  
 

 Weekly onsite BSH visits;  
 BSH patient 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 patient video, phone, and in-person meetings;  
 OCCC BSH Annex Unit staff in-person meetings;  
 Meetings and correspondence with BSH administrators and Contracted 

Provider leadership, including emails concerning issues DLC discovered 
weekly onsite visits; 

 Meetings and correspondence with DOC administrators concerning facility 
and other issues;  

 Correspondence with DOC Legal concerning access to data, documentation, 
and video footage;  

 Attending BSH Patient Governance Meetings;  
 Attending BSH Governing Body meetings and quarterly BSH meetings with 

the Department of Mental Health;  
 Attending BSH Mandt System Recertification Training; 
 Requests for data and documentation to the Contracted Provider and DOC;  
 Review of BSH 24-Hour Nursing Reports;  
 Review of DOC video footage of patient restraints 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 BSH patient medical records; 
 Review and analysis of patient admissions and discharge data;  
 Onsite visits to DMH hospitals and units: Lemuel Shattuck Hospital, 

Worcester Recovery Center and Hospital, Tewksbury State Hospital, Taunton 
State Hospital, and the Western Massachusetts Unit at Mountain View to 
meet with facility staff and discharged BSH patients;  

 Phone interviews with discharged patients in DMH hospitals, county 
correctional facilities, other DOC facilities, and the community;  

 Regular meetings with fellow mental health advocates about BSH; and  
 Meetings and correspondence with the BSH friends and family group. 

 
DLC receives frequent complaints from BSH patients about everything from assistance 
with dietary requests to reports of physical abuse by staff. With patient consent, DLC 
regularly conducts advocacy with BSH leadership about these concerns. The BSH 
Hospital Administrator employed by the Contracted Provider consistently responds with 
further information and plans of action. In addition to the systemic issues discussed 



 

63 

 

throughout this report, DLC advocated for individual patients around the following areas 
of concern:  
 

Disability Benefits: 1 request on behalf of 1 BSH patient 
One patient requested assistance with signing up for disability benefits; the 
patient had been discharged by the time the request was received. 
  
Behavior plans and other restrictions: 1 complaint on behalf of 1 BSH patient 
A patient reported that he had been confined to his room for multiple days, and 
on days he was let out he only received a few hours of out-of-cell time; BSH 
leadership replied that “[h]is concerns were shared with his treatment team to 
address. Patients are permitted to leave their rooms voluntarily (unless there is a 
valid seclusion order).” 
  
Medical and Psychiatric Care: 18 complaints on behalf of 11 BSH patients 
DLC reported a range of patient medical concerns to BSH leadership including 
dietary concerns around food allergies; delays in MOUD administration and 
physical therapy requests; and patients injuries resulting from staff restraints. 
BSH leadership regularly responded informing DLC that a referral had been 
made, an appointment scheduled, or a matter followed up with unit nursing staff.  
 
Staff Abuse: 6 complaints on behalf of 2 BSH patients 
DLC relayed 3 complaints of verbal abuse and 3 allegations of physical abuse; 
BSH leadership reported that they had initiated an investigation about each. 
  
Other: 8 complaints on behalf of 6 BSH patients 
DLC relayed complaints regarding phone access, legal access, physical plant 
issues, grievance system issues, access to programming, staff compliance with 
privacy laws, among others. 

 
 


