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OVERVIEW AND RECOMMENDATIONS 
This report discusses the Disability Law Center’s (DLC) detailed findings from our monitoring of 
Bridgewater State Hospital (BSH), including the Bridgewater State Hospital Units at Old Colony 
Correctional Center (OCCC BSH Units), for the period from December 16, 2025 through June 
15, 2026. DLC is a nonprofit organization and the Commonwealth’s designated Protection and 
Advocacy agency (P&A).1 For a description of activities and individual advocacy on behalf of 
BSH patients during this reporting period, please see Appendix B. 

Since 2014, DLC has been monitoring conditions and treatment of BSH patients, investigating 
abuse and neglect, and advocating for the health, safety, and rights of BSH patients. At present, 
DLC has several pending investigations into abuse and neglect of BSH patients and another 
into the suspicious death of a former BSH patient at the Bristol County House of Correction & 
Jail. On August 28, 2026, DLC issued preliminary findings and recommendations for corrective 
action to DOC and its Contracted Provider, Recovery Solutions, concerning investigations into 
the violent assaults of three (3) BSH patients. DLC’s intensive work at BSH is made possible by 
the support and expanded authority of Line Item #8900-0001.2  

Despite its name, BSH is not licensed or accredited as a hospital of any kind. BSH is a state 
prison under the authority of the Department of Correction (DOC) and the only facility of 
its kind left in the nation – only Massachusetts still permits its correctional agency, 
rather than its mental health agency, to operate an ostensible forensic psychiatric 
hospital. Health inequity is on display at BSH, where patients predominantly have low-income 
backgrounds and identify as people of color.  

Consistent with previous reports, DLC found that rights violations, abuse, barriers to treatment, 
deficient staff training and oversight, and countertherapeutic conditions are fixtures at BSH 
under DOC oversight. Systemic noncompliance with established Massachusetts law limiting 
usage of restraint, seclusion, and involuntary medication persists. Efforts by DOC and the 
Contracted Provider to implement policy and practice changes that address certain illegalities 
and deficiencies that DLC has identified over the years have resulted in some improvements. 
However, progress is slow and it cannot adequately address the obvious and irretrievable 
incongruity of DOC’s control of a facility that serves people with some of the highest mental 
health needs in the state.   

DLC calls upon the Commonwealth to heed the evidence presented by over a decade of 
public and private reports,3 in addition to litigation4 and countless other efforts by 
dedicated advocates, and take necessary action to protect the rights, health, and safety 
of the current and future BSH population. Namely:  

1. The Commonwealth must immediately place BSH operations under the authority 
of the Department of Mental Health (DMH) to facilitate BSH patient access to 
trauma-informed, person-centered mental health treatment. Without a transfer to 
DMH, BSH patients will remain unprotected by DMH regulations, policies, and 
standards that require compliance with the law and guard against abuse; 5 and 

2. The Commonwealth must urgently allocate resources to 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 the current BSH facility. 
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1 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. 
2 The complete Line Item language is available at: https://malegislature.gov/Budget/FY2026/FinalBudget 
(FY 2026); https://malegislature.gov/Budget/FinalBudget (FY 2027).  
3 All of DLC’s public reports released since 2014 are linked on our website: https://www.dlc-
ma.org/bridgewater-state-hospital-advocacy/.   
4 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).   
5 See, e.g., M.G.L. c. 123, §§ 21, 23; 104 CMR 27; 104 CMR 32.  

https://malegislature.gov/Budget/FY2026/FinalBudget
https://malegislature.gov/Budget/FinalBudget
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 
In 1987, in response to illegal use of restraints at BSH, the Commonwealth convened a Working 
Group chaired by EOHHS Undersecretary and the Commissioners of DOC and DMH, as well as 
senior staff from EOHHS and both agencies to make recommendations which would improve 
the quality of mental health services at BSH.6 The Working Group found that BSH should be 
“staffed and operated as a mental health hospital with maximum security, consistent with the 
clinical and management standards established for the Commonwealth’s mental health 
hospitals.”7 The Working Group also “found deficiencies in the care and monitoring of patients in 
seclusion and restraint, which require[d] immediate action.”8 Almost forty years later, after 
multiple lawsuits, settlements, and findings of abuse, the Commonwealth is still plagued with 
BSH mental health treatment deficiencies and illegal restraint practices. 

Restraint, seclusion, and involuntary medication practices at BSH during this reporting 
period once again violated established state law and the constitutional rights of 
patients.9 DOC and the Contracted Provider authorized, or at the very the least, facilitated 
by10 a persistent failure to meaningfully address the clinical and security staff 
misconduct that gives rise to these illegal interventions, which constitute abuse.11 

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.12 “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.”13 

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.”14 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.”15 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.”16 
In addition, restraint and seclusion must be used only after less restrictive alternatives have 
proved ineffective or have been determined inappropriate under the circumstances.17 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.18 

 

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.19  
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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 available20 and “the statutory 
and regulatory conditions for the use of chemical restraints [are] followed”21; 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.’”22 

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 offered DLC information about its plan to 
implement important changes to involuntary restraint and involuntary medication practices to 
improve compliance with Massachusetts law, bolstered by new training, competency audits, and 
updated policy language aimed at educating staff and increasing accountability. The Contracted 
Provider summarized these updates as follows:  
 

Policy & Practice Changes 
1. Use of Seclusion and Restraint 

a. Updated Seclusion & Restraint Policy 
b. Updated Seclusion and Restraint Documentation Form 

2. Involuntary Administration of Psychotropic Medications 
a. Updated Involuntary Administration of Psychotropic Medication 

Policy 
b. Updated Irreversible Deterioration Order Form 

 Training & Competency Audits 
1. Comprehensive Training - all staff will be required to complete 

comprehensive training on the new policies and forms outlined 
above.  This training will be role-specific, ensuring each team member 
understands not only the policy itself, but also the associated forms and 
how to apply them properly within their particular role.  As a result, 
Recovery Solutions expects to validate procedural changes in day-to-day 
workflows once the training, policies, and corresponding forms are 
implemented. 

2. Competency Audits – periodic competency audits covering both subject 
matter areas will be done on an ongoing basis to verify all staff 
understand the updated materials and properly apply the same in their 
respective roles.  Audit findings will be used to inform any additional 
coaching, retraining, and policy refinement, as necessary to ensure 
compliance.  

DLC looks forward to seeing whether the Contracted Provider’s efforts will make a marked 
change in the illegal practices that have plagued BSH patients for years. 
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6 Report of the Working Group on Bridgewater State Hospital (August 10, 1987) at 6-7; 
https://archives.lib.state.ma.us/server/api/core/bitstreams/3433915c-4fed-4fff-ad61-
58f1d7917d5d/content.  
7 Id. at 11. 
8 Id. at 10. 
9 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).  
10 DOC has been on notice for years of the pattern of illegal acts by its Contracted Providers and 
particular BSH medical providers but has failed to take action. It is also important to recall that the DOC 
Commissioner receives “[c]opies of all restraint forms and attachments” and “shall review and sign them 
within 30 days,” maintain statistical records. M.G.L. c. 123, § 21.  
Responsibility and liability for the implementation of this section shall rest with the department, the 
superintendent or director of each facility or the physician or qualified advanced practice registered nurse 
designated by such superintendent or director for this purpose. 
11 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:  

Abuse means any act or failure to act by an employee of a facility rendering care or 
treatment which was performed, or which was failed to be performed, knowingly, 
recklessly, or intentionally, and which caused, or may have caused, injury or death to an 
individual with mental illness, and includes but is not limited to acts such as: rape or 
sexual assault; striking; the use of excessive force when placing an individual with mental 
illness in bodily restrains; the use of bodily or chemical restraints which is not in 
compliance with Federal and State laws and regulations; verbal, nonverbal, mental and 
emotional harassment; and any other practice which is likely to cause immediate physical 
or psychological harm or result in long-term harm if such practices continue. 

12 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.  
13 Id. 
14 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). 
15 M.G.L. c. 123, § 21. The statute also places obligations on the DOC Commissioner to review and sign 
restraint and seclusion documentation. Id.  
16 104 CMR 27.12(8)(b). 
17 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”).  
18 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). 
19 Rogers, 390 Mass. at 512-513. 
20 Id. at 490-491, 509-511; M.G.L. c. 123, § 21 (emphasis added).  
21 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. 
22 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.  

https://archives.lib.state.ma.us/server/api/core/bitstreams/3433915c-4fed-4fff-ad61-58f1d7917d5d/content
https://archives.lib.state.ma.us/server/api/core/bitstreams/3433915c-4fed-4fff-ad61-58f1d7917d5d/content
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. Serious Clinical Episodes Reviews 
Following DLC advocacy regarding lack of oversight and review after restraint events at BSH, 
Wellpath created a policy concerning a Serious Clinical Episode (SCE) Review Process in 2024; 
the Contracted Provider continues to apply this policy. BSH policy defines a SCE as “any event, 
or incident, within the hospital that may impact the safety of the person served, the staff, or the 
safe running of the hospital” and requires review and evaluation of documentation and video 
footage of SCEs for compliance with BSH policy and procedure.23 The policy applies to both 
BSH and the OCCC BSH Units. The policy and procedure create a laudable, involved review 
process. However, DLC has concerns about the level of scrutiny that the BSH administrators 
assigned with SCE review responsibilities apply. Where DLC’s review of records and video 
footage reveals acts that do not comply with state law and/or involve undue or unsafe methods 
of force, the SCE review often finds no issue. DLC fears that the correctional norms are so 
ingrained in BSH and its administrators that the review focuses on acceptable DOC facility 
practice, rather than acceptable conduct in a psychiatric hospital when responding to events 
involving people with mental health disabilities.  

The BSH Medical Executive Director once again reported that he has not identified patterns of 
improper usage of restraints this reporting period and touted that BSH reviews all their Serious 
Clinical Episode (SCE) events on video – “something only we do and something that no one 
else in the Commonwealth does.”24 Not only does DLC disagree with this analysis, DLC 
maintains that reviewing existing restraint videos is standard practice in facilities with the 
technology available to record. For example, at Worcester Recovery Center and Hospital, an 
Assistant Director of Nursing reviews all restraint videos and, if involved, campus security 
reviews as well, for quality control purposes.25  

i. Preservation of Audio Video Evidence and Completeness of Reviews  
During this reporting period, DLC reached out to DOC to request missing handheld footage from 
a planned event in which a BSH patient received a medication restraint. DLC had requested and 
received video footage months prior, but received only security camera footage though that 
footage showed a Contracted Provider staff member recording the incident with a handheld 
camera. DOC informed DLC that the Contracted Provider did not have the handheld camera 
footage.26 Approximately 3 weeks later, DOC informed DLC that the footage had not been 
downloaded from the handheld camera to the proper computer file in a timely fashion and was 
recorded with a new incident. Due to this error, the Contracted Provider reportedly reassigned 
this function to a different BSH staff member and changed the process by which footage is 
downloaded and saved, requiring that the footage be downloaded upon completion of an event 
and moved to the proper Serious Clinical Episode (SCE) file the next business day.27  
  
DLC understands that mistakes happen and appreciates the Contracted Provider’s corrective 
measures. However, we cannot help but be troubled. Out of the hundreds of “planned events” 
(See Section I.E), DLC reviewed footage of 22 incidents chosen based on documentation we 
review as reports we receive. The likelihood that the same mistake did not lead to spoilation of 
handheld video footage – the only footage that contains audio of staff and patient exchanges – 
seems low.  
 
At the same time, the error suggests deficiencies in the SCE review process. Because BSH 
staff failed to download handheld footage and recorded over them with other events 
unbeknownst to BSH administrators until DLC requested destroyed footage, it seems doubtful 
that those BSH administrators were in full compliance with dictates of the review process, which 
requires that BSH administrators review “100% of SCEs on a concurrent daily basis” including 
“CCTV/Video Footage.”28 
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ii. DLC and DOC Review of Restraint Incidents from February 2026 
Report  

On April 3, 2026, DLC sent a letter to DOC, DOC retained expert Dr. Debra Pinals, and the 
Contracted Provider proposing a meeting to review video footage of three (3) medication 
restraint administrations discussed in our February 2026 report “[i]n the interests of engaging in 
a dialogue aimed at addressing DLC’s ongoing concerns about BSH medication practices.” As 
DLC had not received any substantive response to our three most recent public reports, we 
hoped that the meeting would provide an opportunity to revive communication. Specifically, DLC 
identified the incidents involving BSH patients “Leon,” “Marc,” and “Nigel.”29  

DLC travelled to DOC Headquarters on June 2, 2026, to have the requested meeting. DLC and 
several DOC representatives were present; Dr. Pinals and the Contracted Provider were not. 
Together, DLC and DOC reviewed the footage of each video and engaged in a discussion of 
DLC’s concerns, the results of subsequent SCE review, and corrective action implemented in 
response. DLC and DOC agreed to additional information sharing concerning SCE review of 
incidents DLC identified as problematic following a video review going forward. DOC helpfully 
provided a letter after the meeting describing corrective action the Contracted Provider had 
implemented raised by the three incidents, some of which DLC had become aware through 
monitoring:  

1.  Regarding concerns about individuals being locked into the unit dayrooms 
during midday count without access to restroom facilities, on June 4, 2025, 
Recovery Solutions began piloting a new Major Recall Count protocol. As 
part of this protocol, during count, persons served will have the opportunity to 
return to their rooms or dorm or remain out in a designated unit program 
space. Any persons served who elect to remain in a designated unit program 
space shall remain there, outside of extenuating circumstances, until 
completion of count. The door to the designated program space shall not be 
locked unless an emergency arises. The new protocol was adopted shortly 
thereafter for all units. 

2.  Regarding your concerns about the time between when a medication restraint 
is ordered and when it is administered, beginning in January 2025, Recovery 
Solutions implemented a new protocol whereby a person served for whom a 
medication restraint is ordered is reevaluated after 20 minutes if the restraint 
has not yet been administered to determine if said restraint is still appropriate. 
This new process is addressed/refreshed by Recovery Solutions' leadership 
at their monthly psychiatry meetings. 

3.  Regarding concerns about a manual hold that was employed on patient 
served “Nigel” on [*], 2025,30 as noted at our meeting, on July 18, 2025, the 
therapeutic safety technician who was identified in the incident was given a 
refresher in MANDT and reviewed the video of the incident.31 

DLC appreciated the time that DOC devoted to preparing for, attending, and providing a written 
follow-up to the issues discussed in the meeting. At various points during the meeting however, 
it was clear that DOC’s and DLC’s stances on the threshold for restraint under state law and 
appropriate standards for BSH patient care differed, as did our interpretation of patient 
behaviors in video footage and documentation deficiencies. Even when we had agreement on 
improper or unjustified interventions and poor documentation, DLC had concerns with the level 
of scrutiny and corrective action taken to address it with Contracted Provider staff. DLC looks 
forward to further engagement with DOC in hopes of improving care and treatment for BSH 
patients. 
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23 BSH Policy and Procedure Manual, PC 300-13 Serious Clinical Episode – Review Process, §§ 5.1, 6.1. 
24 Seclusion and Restraint Report Discussion, BSH Governing Body Meeting (March 12, 2026). 
25 Email from Worcester Recovery Center and Hospital to DLC (July 16, 2026). 
26 Email from DOC Legal to DLC (June 1, 2026). 
27 Email from DOC legal to DLC (June 22, 2026). 
28 BSH Policy and Procedure Manual, PC 300-13 Serious Clinical Episode – Review Process, §§ 5.1, 6.1. 
29 DLC February 2026 Report at 20-22 (Leon), 22-24 (Marc), and 30 (Nigel).  
30 Exact date removed to in the interest of preserving Nigel’s privacy.  
31 Letter from DOC to DLC (June 22, 2026).  
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B. Pattern and Practice of Improper Irreversible Deterioration Orders 
In our 2025 reports, DLC highlighted the Contracted Provider’s practices around the use of 
Irreversible Deterioration Orders (IDO) that violate established Massachusetts law and 
constituted abuse of BSH patients.32 During the reporting period, the Contracted Provider has 
reported making practice changes and drafting new policy language to address IDO practices, 
including an updated Involuntary Administration of Psychotropic Medication Policy, Irreversible 
Deterioration Order Form, and training and competency audit requirements. 

As discussed above, IDOs are involuntary antipsychotic medications the provider may 
administer “in rare circumstances” to prevent “immediate, substantial, and irreversible 
deterioration of a serious mental illness.’”33 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.”34 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.”35 

Implemented in or around late 2024, the “IDO protocol” allows the Medical Executive Director to 
authorize “sustained” use of involuntary medication over an extended period of time without a 
court-ordered treatment plan;36 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 opted not to track the number of administrations per IDO and 
had no dedicated forms or documentation pertaining to the IDO approval process. 

 

BSH IDO PROTOCOL IMPLEMENTATION 
Although the Contracted Provider has reported changes in practices, the number of 
BSH patients on IDO Protocols increased again during this reporting period.  

• The Medical Executive Director approved IDO Protocols for nine (9) unique patients, 
compared to six (6) during the previous reporting period.  

• The length of time of each IDO remained extensive – ranging from 10 to 125 days. As of 
July 10, 2026, one IDO Protocol had been ongoing for 49 days.  

o Because the IDO protocol, once ordered by the Medical Executive Director, 
authorizes forced medication at any time without meeting any legal standard at 
the providers’ discretion, patients may be and have been involuntarily medicated 
multiple times per day.  

o Thus, the 125-day IDO protocol, for instance, may have authorized over 250 
intramuscular injections on one (1) BSH patient.    

• In three (3) out of the nine (9) IDO Protocols, BSH filed the court petition for an §8B 
anywhere from one (1) to six (6) weeks after the Protocol took effect.37  

o In a fourth case, a patient remained on the IDO protocol for two (2) months and 
an §8B petition was never filed because he had a probate guardianship. BSH 
discontinued the IDO because “an amendment/expansion to this guardianship 
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was approved… which allowed reasonable force to administer the medications if 
needed,” but it did not do so until a week after the amendment was approved.38 

 

DLC is encouraged that “[a]n updated IDO policy that includes a comprehensive protocol for 
handling the same has been drafted and is currently pending final review and approval by the 
DOC.” Further, DLC hopes this policy and protocol will be consistent with Massachusetts law in 
order to protect the rights of BSH patients.39  

While DLC is hopeful, we are appalled that neither DOC nor the Contracted Provider 
took action to address this illegal protocol sooner and stop the illegal and abusive use 
of forced medication authorized by the Medical Executive Director and his clinical staff. 
These medical professionals must be held accountable.  

 
32 DLC February 2025 Report at 21-23; DLC August 2025 Report at 24-25.  
33 Rogers, 390 Mass. at 503, 511-512. 
34 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.”). 
35 Rogers, 390 Mass. at 512; see M.G.L. c. 123, § 8B. 
36 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.  
37 Email from BSH Hospital Administrator to DLC (July 1, 2026). 
38 Email from BSH Hospital Administrator to DLC (July 10, 2026). 
39 Email from BSH Hospital Administrator to DLC (July 1, 2026). 
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C. Undocumented and Unauthorized Seclusion 
Because BSH is a DOC facility subject to state prison regulations and norms, patients are 
forced to spend long periods of time locked in prison cells every day. Although this time would 
constitute seclusion and require a clinical finding of emergency circumstances to justify it per 
M.G.L. c. 123, § 21 in an accredited psychiatric hospital, that is not the case in BSH.   

BSH must conduct an “inmate count” 
three (3) times per day. The 
Contracted Provider has worked to 
implement procedures to allow many 
BSH patients to stay locked in their 
unit day rooms during the 12:00pm 
and 5:00pm counts, rather than their 
cells, and shifted the night lock in 
time from 9:20pm to 10:00pm. At a 
minimum, this means BSH patients 
are locked in their cells daily from 
10:00pm to 7:20am, regardless of 
their diagnoses, treatment 
compliance, commitment status, 
behavior, or any consideration of the 
impact of isolation in a prison cell on 

their mental health. Even with adjustments by the Contracted Provider, BSH patients are 
subjected to excessive, undocumented seclusion that negatively impacts their mental health 
and violates the law. 

 

One (1) BSH patient committed to BSH for one (1) year would experience over 
3,000 hours of undocumented and unauthorized seclusion due to the 

mandatory nightly lock-in.
 

 
In addition to the 9 hours and 20 minutes of mandatory cell seclusion, BSH patients experience 
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, the Hadley unit, 
and the Lenox unit.  

As discussed below, the cumbersome prison environment also plays a role. When patients want 
to exit their cells, BSH practice is that staff must unlock their cells.40 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 – behaviors the providers may deem disruptive, and use as a basis to order 
seclusion or involuntary medication.  

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

During this reporting period, DLC again received troubling patient reports of unauthorized 
seclusion during the day in the two Bradford building units for patients recently admitted and 
under evaluation and the two maximum security units – Lenox and Hadley. Despite DLC’s 



 
15 

 

requests for the Contracted Provider to devise a system for documenting such seclusions, BSH 
records omit mention of the time patients spend in seclusion absent clinical orders.  

These reports included the following:  

• A BSH patient reported being locked in his cell in Bradford 1 for at least two (2) days but 
for one (1) hour out-of-cell time or less each day. He found it frustrating because he saw 
that other patients were getting out, and staff would not tell him why he was locked in. 

• A BSH patient in Bradford 2 reported that staff kept him locked in his room for days on 
end. This patient, who has at times of heightened stress smeared excrement in his cell, 
reported that staff would leave him in his unsanitary room for days despite him asking to 
come out.  

• A BHS reported that during his first two (2) weeks at BSH he received less than one (1) 
hour out of his cell per day in Bradford 1. He said, “it felt like I was a prisoner.” He was 
only permitted to shower once during that period. 

• A BSH patient in Hadley reported that he was secluded in his cell for at least a week, but 
it felt like he “was locked up for more than a year”. He would ask to come out, and staff 
would not tell him why he couldn’t come out.  

• A former BSH patient reported that he was locked in his cell for six (6) weeks while in 
Bradford 1. Staff never offered to let him out or informed him that he could come out. 
When BSH finally moved him to Lenox, he was able to come out of his cell. 

• A former BSH patient reported that he was locked in his cell for one (1) to two (2) weeks 
while in Bradford 1. The isolation in his cell made him feel more paranoid. When he 
would ask if he could come out, staff would say, “speak to the RTA,” but, as a new 
patient, he didn’t know who that was. 

DLC personally observed an unauthorized seclusion in violation of the Contracted Provider’s 
updated procedures allowing patients to spend midday count in the dayroom during a site visit 
during this reporting period. In May 2026, DLC observed in the Hadley unit that there were no 
patients in the dayroom during the 11:40am count time. One RTA told DLC that they weren’t 
sure whether Hadley had access to the dayroom at all because they were “floating” that day, 
and they believed the minimum units provided more dayroom access. Another RTA, who is 
assigned to Hadley consistently, was unsure whether patients had been offered dayroom 
access believing that to be the responsibility of other unit staff. When DLC addressed this 
matter with the BSH Administrator, she reported that it was “[a]ddressed with unit management 
and reminder notice sent out. I have also asked that video surveillance be reviewed to ensure 
all units are in compliance with the directive.” 41 

Behavior Plans 

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 with access to significantly less.42 
Behavior plans can also lead to more undocumented seclusion for the whole unit while the 
target of the behavior plan is outside of their cell. While onsite this reporting period, DLC 
observed first-hand two (2) incidents of improper unit seclusion for patients on behavior plans. 
Both incidents occurred on the Lenox unit.  
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In April 2026, DLC observed during the 11:40am count time that all Lenox patients were 
confined to their cells except for one patient locked on the unit’s C-corridor and another patient 
in the side yard. The dayroom, which should be available to patients during count times, was 
empty. An RTA informed DLC that patients were not permitted to utilize the dayroom if any 
patients are on “individual rec” because the dayroom must be available as an option for them. 
The approximately 20 secluded patients were not released from their cells until the patient in the 
side yard came back inside and was locked in his cell. This occurred at around 12:13pm, well 
after count had cleared. DLC notified the BSH administrator of this incident, highlighting that it is 
representative of a pattern in Lenox and the previous BSH Administrator affirmation that it is not 
an acceptable practice. On this occasion, the BSH Administrator wrote that she “personally 
directed” the BSH Director of Clinical Services to:  

[O]versee the practice of providing programming to patients on individualized 
behavior plans to ensure the plans are enacted without causing restriction to 
other patients on the unit. I reiterate my position that this is not an acceptable 
practice to keep patients confined while programming a patient on a behavior 
plan and I am implementing a higher level of oversight to ensure our clinical and 
safety practices are being followed in accordance with policy.43 

In May 2026, DLC again observed in the Lenox unit that, during the 11:40am count time, all 
patients were confined to their cells except for one patient locked in the dayroom and one 
patient on the C-corridor. Staff informed DLC that the reason was that both patients were on 
behavioral plans, which meant that all other patients were not permitted to use the dayroom. 
When DLC informed the BSH Administrator,44 she noted that the matter had been again 
referred to the Director of Clinical Services, “who has already implemented a plan to ensure this 
does not occur” and was “investigating what occurred on the date in question.” 45 

While DLC commends the Contracted Provider’s prompt replies to these concerns, repeat 
occurrences of all staff on a given unit improperly confining their patients continues to point to 
lapses in training and judgment, and a correctional culture at BSH. No seclusion documentation 
was produced because of this incident. 

Cabin Call 

Unlike patient rooms at DMH hospitals, BSH patients cannot move in and out of their rooms 
without staff assistance. Once 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. A flyer DLC observed in Lenox during this reporting 
period stated the rules of Cabin Call: “Every 30 minutes from the time you come out of your 
room for rec; Bring everything you need; No Exceptions.”  

Still, patients report staff locking them in their cells during cabin call and not allowing them to 
come out until the following cabin call. One patient in the Adams Unit reported that two (2) to 
three (3) times per week over the course of three weeks, staff locked him in his cell for 30 
minutes.  

ii. February 2026 Snowstorm 
On February 23, 2026, 31 inches of snow fell at BSH. On February 24, 2026, DLC received 
reports that BSH patients were locked in their cells from approximately 5pm on Monday, 
February 23 until 8am on February 24. During the storm and the aftermath, DOC reported that 
BSH and DOC staff continued “maintaining operations, including preparing and delivering 
meals, addressing medical and mental health needs, managing snow removal, and sustaining 
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critical services,” and learned a lot for future improvement.46 Additionally, BSH’s “Hazard 
Vulnerability Analysis is being updated to integrate response findings and further strengthen 
winter storm preparedness planning.”47 

On March 2, 2026, DLC visited BSH and received the following reports from staff and patients, 
most of whom opined that the lock-ins were due to weather-related understaffing: 

• A BSH staff member reported that patients on multiple BSH units were locked in their 
cells from approximately 10:00pm on Monday to 10:00am on Tuesday. 

• Patients in the two units of the Adams building reported that all patients were locked in 
their cells from 4:00pm on Monday until 11:00am on Tuesday. These patients also 
reported that Hadley patients told them that they were subject to similar lock-in hours. 

• A patient in Bradford 1 reported that Bradford 1 patients were locked in their cells from 
5:00pm on Monday to 8:00am on Tuesday. 

In the immediate aftermath of the snowstorm, all patients were unit restricted due to safety 
concerns regarding the snow. In response to DLC’s specific concerns related to cell seclusion 
during the snowstorm, the BSH administration provided the following information: 

• Patients in the Adams and Carter buildings remained locked in from 5:00pm on February 
23 to 8:00am on February 24 due to emergency codes in the Lighthouse unit and the 
Bradford building that required Adams building and Carter building staff to assist. 
According to a member of the BSH administration, the Lighthouse and Bradford 
buildings experienced “extended lock-in" while codes were addressed.  

• Meals were served in patients' cells rather than the cafeteria or day room. As a result, 
patients were locked in their cells from 5pm to 7pm, through both facility count time and 
dinner. 

After the storm, the BSH administrator reported reinforcing with staff and managers that they do 
not have the ability to decide whether to lock in an entire unit without a higher level of approval. 
The administrator informed DLC that Recovery Solutions was considering revising practices 
around staff deployment in similar events while maintaining safety. 48 

Extreme circumstances of a snowstorm notwithstanding, DLC remains troubled by BSH staff’s 
readiness to seclude patients without a clinical rationale or seclusion documentation. While BSH 
staff’s over-reliance on seclusion may in many ways be attributed to the prison cells of the BSH 
physical plant, the prison culture and practices of DOC oversight cannot be overlooked as a 
powerful factor. 

 
40 DLC February 2025 BSH Report at 40-41.  
41 Email from BSH Hospital Administrator to DLC (June 4, 2026). 
42 DLC August 2025 BSH Report at 30; DLC February 2026 BSH Report at 33. 
43 Email from BSH Hospital Administrator to DLC (May 1, 2026). 
44 Email from DLC to BSH Hospital Administrator (June 2, 2026). 
45 Email from BSH Hospital Administrator to DLC (June 4, 2026). 
46 Superintendent’s Dashboard, BSH Governing Body (March 12, 2026).  
47 Assistant Hospital Administrator’s Report, BSH Governing Body (March 12, 2026) at 2.  
48 DLC/Contracted Provider Meeting (March 27, 2026). 
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D. Pattern and Practice of Illegal Medication Restraint in Non-Emergency 
Circumstances 

For years, DLC has reported on BSH’s troubling practice of administrating medication restraints 
in non-emergency circumstances – including those in which there was no emergency 
circumstance to begin with and those where an arguable emergency had already passed.  
 
DLC continues to observe gross misinterpretations of established law, and misapplication of the 
BSH policy that mirrors it since 2024, in BSH providers’ determinations of the need and 
justification for medication restraint and regular failures by unit staff to report observations to 
providers making clear that any emergency circumstances have resolved. Assessment and 
reassessment for medication restraint must be a legitimate and informed ongoing process in the 
interest of de-escalation and harm reduction. 

DLC grounds our renewed finding in dozens of BSH patient interviews, review of restraint 
documentation, review of 6 sets of patient medical records, and review of video footage of 22 
different instances of restraints during this reporting period alone.  

i. New Twenty-Minute Reassessment Policy for Medication Restraint 
While BSH’s Seclusion and Restraint Policy is currently under review by DOC,49 the Contracted 
Provider informed DLC this reporting period that BSH staff have started implementing new 
medication restraint practices to promote compliance with the law following DLC’s February 
2026 report:  

(1) BSH began requiring providers to reassess patients 20 minutes after the restraint order 
to determine if the restraint is still necessary;50 

(2) BSH began tracking delays from the time of a medication restraint order to its 
administration; 51 and  

(3)  “Nursing Leadership is currently working with Safety Leadership to implement a timelier 
response for when medication restraints are ordered.”52  

DLC appreciates the Contracted Provider’s efforts, which address one layer of the systemic 
illegal restraint issues at BSH. Sadly, the legal and human rights violations with BSH’s 
medication restraint practices are many-layered, beginning with clinical provider’s failure – and, 
for some, a deliberate refusal – to abide by the dictates of Massachusetts restraint law and 
DOC’s and the Contracted Provider’s failure to hold those providers and the Medical Executive 
Director accountable.  

ii. Examples of BSH Medication Restraints that Violate Legal Standards  
The examples below illustrate the 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 “Saul”53 

Saul reported to DLC that, on his third day at BSH in March 2026, he disregarded “an order to 
not stand in the hallway.” In response, BSH staff put him in a manual hold and secluded him in 
his cell. After 70 minutes of calm, staff refused to reevaluate him, even as he repeatedly tried to 
de-escalate the situation. Staff entered his cell with full protective gear and forcibly administered 
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three (3) intramuscular injections in his buttocks. BSH staff did not offer Saul a PRN prior to the 
unjustified medication restraint. DLC reviewed video footage and records related to the incident. 

Saul described that he had calmed himself down within 15 to 20 minutes from the time he was 
secluded. He recalled that he was able to communicate effectively with the 1:1 staff outside his 
room. “De-escalation was not allowed because of the doctor’s order,” Saul reported, referring to 
the impossibility of de-escalating staff and their insistence on administering the medication 
restraint at the psychiatrist’s direction. The only option, as he put it, was “the team’s gonna 
come and stab you with an IM.” Saul reported that he believed the staff around him could tell 
that the medication restraint was unnecessary, but their “hand was forced” by the psychiatrist. 
Staff did not offer Saul a PRN. Saul mentioned that, during seclusion, his observer was great 
and they were communicating but that didn’t matter to other staff. They did not offer him any 
alternatives like sensory options, food, or anything less restrictive than the chemical restraint. 

 
VIDEO FOOTAGE REVIEW 

  

 
Bradford 1 Unit Dayroom and Foyer 

Video footage shows that Saul walked onto the Bradford 1 unit at 12:54pm, used the bathroom, 
and entered the dayroom. Gradually, two TSTs, two RTAs, and a nurse entered and stood in 
the dayroom observing Saul pace slowly and talking to him occasionally. They appear to ask 
another patient to sit in the side activity room so that custodial staff can clean the dayroom. Saul 
appears calm and composed.  

At approx. 12:58p, Saul walks out of the dayroom, pours himself a cup of water from the 
automatic fountain in the foyer, and then walks down a corridor towards the bathroom. At first, a 
TST extends his arm in front of Saul but removes it as he walks towards him. Twenty (20) 
seconds later, that same TST stretches out the front of his shirt to show a few damp spots to a 
nurse followed by a dismissive head shake as Saul enters the bathroom holding his cup upright. 
NOTE: How the TST’s shirt ended up damp was not recorded on footage provided to DLC. 

Bradford 1 Unit Bathroom 

In the footage, Saul stood calmly in the bathroom, occasionally smiling and laughing and taking 
multiple sips of water from his cup, while a rotating group of TSTs, RTAs, and a nurse spoke to 
him. At 12:59pm, he walks to the entrance of the bathroom. A clinician and another nurse both 
join and speak to him from behind a TST while two other clinicians and a psychiatrist watch from 
down the corridor.  

Bradford 1 Unit Foyer and Housing Corridor: Manual Hold 

Approximately one minute later, Saul walked out of the bathroom with 13 staff members behind 
him, including three (3) TSTs. At 1:00:30pm, at the threshold to the housing corridor, Saul 
stopped walking and spoke with staff members, including a nurse. A psychiatrist entered the 
unit and appeared to watch, followed by the TST Supervisor and another TST who moved 
towards Saul at the front of the large group. The TST Supervisor spoke with Saul, and at 
1:02:40pm, two (2) TSTs placed him in a manual hold and escorted him to his cell with the large 
group of 13 staff members following behind occupying the width of the corridor. A TST removed 
a blanket that was hanging from Saul’s cell window and exited the cell, and Saul was escorted 
inside his cell and the door was locked.  

Saul’s Cell: Seclusion and Medication Restraint 
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At 1:04pm, Saul is seen secluded in his cell. He looked out the window toward the yard, walked 
around his cell slowly, and brushed his teeth. At 1:08pm, he knocked on his cell door window 
several times, then did this two (2) more times with approximately four (4) seconds between the 
rounds of knocking. He returned to look out his window toward the yard. For the next 30 
minutes, Saul walked around slowly, drank water, spoke with the 1-1 staff seated outside his 
cell door, and looked out his window.  

From approximately 1:37pm until 1:40pm, Saul held a cup of water while speaking with the TST 
Supervisor who was standing outside his cell door. Saul appears calm, composed, and solid in 
his stance. The TST Supervisor left, and Saul continued talking with other staff.  

At 2:12:45pm (recorded as 2:14:30 on the handheld camera video), the TST Supervisor 
returned, and he and Saul stood on either side of the cell door window speaking to each other. 
Three (3) TSTs in full protective gear, including helmets and jumpsuits, stand behind and to the 
side of the TST Supervisor. Throughout the exchange, Saul appears calm and made direct eye 
contact with the TST Supervisor. The TST supervisor explained to Saul that the doctor had 
ordered intramuscular medication and asked Saul to lie on the bed.  

DLC recorded the following verbal exchanges from the handheld camera video:54 

Saul: Can we de-escalate the situation? 

TST Supervisor: I think everybody tried. I can’t change the doctor’s orders. 

The TST Supervisor again asked Saul to sit on the bed. Saul agreed to do so but said that he 
does “not wish to have the intramuscular injection.” The TST supervisor then turned around and 
addressed the large group of staff behind him.  

TST Supervisor: Nurse? Does the nurse want to explain to him what’s going on here? 

Saul: We can de-escalate the situation, it’s part of [inaudible] process. [inaudible]. 

TST Supervisor: Does anyone want to talk to him? He’s asking why this isn’t being 
deescalated. 

A nurse walked towards the TST Supervisor, and the TST Supervisor removed his keys from 
the door so she could stand at the cell door window. 

Nurse: [to Saul] You’re getting Ativan, Haldol, and Benadryl [inaudible]. 

Saul: [inaudible] 

Nurse: But I’m not the doctor [inaudible]. 

Saul: [inaudible].  

Nurse: You need it. You have to calm down, OK? 

Saul looked away from the nurse, appearing composed but frustrated. The TST Supervisor 
inserted his key back into the door. 

TST Supervisor: If you take the pills, we don’t have to do this … Listen. Please don’t resist. 
Nobody wants to put hands on you… Can you back up? Can you back up? 

Saul: I can back up. Saul moved back approximately 2 feet from the door. 
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TST Supervisor: Can you sit on the bed? 

Saul: I can sit on the bed. Saul sat down at the foot of the bed. 

TST Supervisor: Alright. Two guys are going to go in.  

At 2:16:40pm, the TST Supervisor unlocked the door and two (2) TSTs in protective gear 
entered and stood next to Saul as he sat on the bed. The TST Supervisor gestured for a third 
TST in protective gear to remain in the hallway.  

TST Supervisor: Can you lay down on your belly? 

Saul remains seated with his hands on his thighs. 

Saul: Am I going to receive intramuscular injections? 

TST Supervisor: Yes. 

Saul tilted his head slightly, looking confused and calmly explained that he is “not trying to get 
into an argument,” but engaged with the TST Supervisor who again explained that he is not a 
doctor and can’t discuss the medication. The TST Supervisor again asked Saul to comply by 
lying down “so nobody touches [him].” 

Saul: They’re going to stab me with a needle if I do that – that’s what you had told me. That 
would be touching me. 

The TST Supervisor again asked Saul to comply and confirmed, when Saul asked, that he 
would receive an intramuscular injection.  

Saul: I do not wish to do that. I’m not trying to fight you. I’m not trying to be violent – I’m calm. 

TST Supervisor: We’re gonna go manual holds. Saul put out both palms as if trying to elicit 
understanding or expressing disappointment in the TST Supervisor’s decision.  

At 2:17:43pm, two (2) TSTs grabbed Saul’s arms. Without the TSTs appearing to lift him, Saul 
stood and walked to the side of the bed with the TSTs holding his arms. Without the TSTs 
appearing to push him down, Saul sat on the side of the bed. He then lay on the bed on his 
back and, with one (1) TST’s assistance, started to roll towards the edge of the bed. Saul and 
the TSTs seemed confused as there was not enough space on the bed for this maneuver. Saul 
looked at the TST Supervisor. 

Saul: Which way do you want me to roll? That way? 

The TST supervisor and a TST both pointed toward the wall.  

TST Supervisor: Yah, that way. 

Saul rolled towards the wall and laid directly on his stomach. A TST held down his upper 
extremities while the other held down his lower extremities. The TST Supervisor called in the 
nurses. Two (2) nurses entered and, without speaking, pulled down Saul’s pants, exposing his 
buttocks. They administered three (3) injections of medication at approximately 2:19:00pm. The 
nurses then exited the cell. The TST supervisor told the 3 TSTs to “release the hold” and they 
exited, leaving Saul on the bed with his buttocks exposed.  

TST Supervisor: Thank you, [Saul]. 
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The TST Supervisor locked the door. Saul talked with staff at his door, got under his covers, and 
appeared to go to sleep at 2:35pm. 
 

This incident is an example of persistent and systemic failures by BSH staff under DOC 
oversight. At 2:14pm, when Saul had already been secluded in his cell for 70 minutes of non-
threatening, non-emergency behavior, he engages in a calm and logical manner in his 
discussion with the TST Supervisor in which the only point of contention is that he doesn’t want 
a medication restraint – one that was wholly unwarranted in the first place. Saul requested “de-
escalation,” stated that he does not mean to argue or intend to be violent, and his behavior 
confirmed it. Even when he seems to recognize the inevitably of the unwanted intramuscular 
injection, his compliance with staff further delegitimizes the medication restraint – an order the 
law dictates only issues when the authorizing clinician determines that “such chemical restraint 
is the least restrictive, most appropriate alternative available.”55  

In the face of a clear lack of requisite emergency circumstance for the medication 
restraint, both the TST Supervisor and the nurse proceed on the basis that they are “not 
the doctor” and “can’t change the doctor’s orders.” Shockingly, however, not a single 
staff member re-evaluates Saul or calls a psychiatrist to reassess Saul and the 
medication restraint order.  

The discussion below reviews documentation pertaining to Saul’s behavior prior to seclusion, 
during seclusion, and during the medication restraint.   

Seclusion and Manual Hold Orders 

In the initial seclusion order (S/R Initial Order – Provider Initiated), the psychiatrist, where asked 
to “Describe the Person Served’s behavior and/or elements of their presentation and mental 
status and they signify he presents a behavioral emergency,” described Saul as follows:  

[P]atient unable to follow unit rules; upon my assessment, pt was observed not 
allowing cleaning staff to access bathroom, yelling at staff, throwing liquids on 
TST staff, refused to return to room. [manual] hold was required to escort pt 
to room and he refused to engage in safety assessment, yelled, indicated 
hostility toward me, and declined offer of medication for agitation. Patient was 
secluded for safety of self and other. 

This description is not consistent with the video footage. DLC did not observe any instance of 
Saul “throwing liquids” on staff.” When the TST is seen quickly and casually showing another 
staff some damp areas on his shirt, Saul was still drinking from his cup, which was clearly not 
empty. Regardless, water on a shirt hardly meets the legal standard for seclusion or restraint. 
The same is true for “[y]elling at staff,” “indicat[ing] hostility,” refusing to move, refusing an 
assessment, and declining medication – none approach “the occurrence of, or serious threat of, 
extreme violence, personal injury or attempted suicide” required.  

A manual hold order (Nurse Initiation of Seclusion / Mechanical Restraint) issued by a nurse to 
escort Saul to his cell further describes him as “posturing aggressively and verbally 
disrespectful, stating staff “need to go to school” and “refusing to communicate appropriately 
despite multiple attempts by several staff members.” These additional vague descriptors lacking 
reference to any occurrence or threat of serious physical injury do not suffice as rationales for a 
physical restraint or support a subsequent order. 
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Medication Restraint Documentation 

Saul was secluded at 1:04. At 1:10, the psychiatrist ordered an intramuscular medication 
restraint of 10mg of Haldol, 2mg of Ativan, and 50 mg of Benadryl (BSH S/R – Medication 
Restraint) that included the following explanation for this clinical decision: 

The Type of Emergency: “Potential Harm to Others,” “Actual Harm to Others”  

Indication for Emergency Medication Order: “Treatment of acute symptoms”   

Patient’s Condition: “Disorganized behavior”  

Describe situation creating the risk: “pt agitated, throwing fluids on staff, yelling at 
staff, requiring manual hold and seclusion” 

Describe the Risk if Medication is Not Administered: “risk of violence to others” 

Least Restrictive Means Attempted: “Verbal de-escalation,” “PRN Medication”  

Response (or reason not attempted): “pt pacing, yelling, hostile” 

Among the many problems with this form, the fact that this psychiatrist checked solely the 
“treatment of acute symptoms” box demonstrates the illegality of the order, as well as a 
persistent and troubling deficiency with the BSH medication restraint form that BSH has been 
using for years despite DLC’s public discussion of concerns.56 Indeed, a medication restraint for 
that sole purpose is reminiscent of the illegal ETOs approved by DOC and BSH Medical 
Executive Director until the 2024 change in BSH policy to align it with state law.  

According to the psychiatrist, the “situation creating the risk” is the situation the psychiatrist 
documented as occurring prior to seclusion – in fact, it is essentially a paraphrased version of 
what they wrote on the seclusion order form above. Crucially, the psychiatrist cites no behavior 
after Saul was secluded to justify the further intervention of a medication restraint. This is of little 
surprise considering Saul had only been in seclusion for 6 minutes at this point – not enough 
time for the intervention to be effective in most cases. The psychiatrist’s omission of any of 
Saul’s behaviors after he was secluded demonstrates BSH psychiatrists’ serious and persistent 
misunderstanding, or lack of training, around the process of assessing the need for restraint.  

The psychiatrist further describes the “Risk if Medication is Not Administrated” as “risk of 
violence to others.” This is unfounded – Saul did not cause or threaten physical harm to anyone 
prior to seclusion, and there is physically no possibility of Saul committing violence against 
others from inside his cell. Of course, video footage recording Saul’s behavior in his cell is also 
objective proof that this is false.  

Although issued at 1:10pm, the psychiatrist signed this medication restraint order at 1:43pm. 
Staff did not arrive to administer the restraint until approximately 2:14pm.  

R/S Checklist 

While Saul was in seclusion, the 1-1 staff assigned to him noted the following observations in 
their R/S Checklist (339): 

13:04 Seclusion started  
13:14 P/S pacing quietly  
13:24 P/S pacing quietly  
13:31 P/S pacing quietly  
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13:41 P/S meeting with the treatment team  
13:46 P/S spoke with clinical team [new 1-1?]  
13:51 P/S engaging in conversation with staff  
14:01 P/S engaging in conversation with staff  
14:11 P/S pacing quietly  
 

Other than speaking with staff, Saul was pacing quietly throughout his seclusion prior to 
receiving the medication restraint, consistent with DLC’s observations of video footage. 

Additional Clinical Notes 

Other clinical notes include observations that are clearly inaccurate based on staff observations 
in the R/S Checklist and the video footage. For example, in a Behavioral Observation Progress 
Note, a nurse reported that he “was escorted to his room where he remained agitated and was 
secluded by the unit nurse for safety." In this same note, the nurse wrote that “PS continued to 
refuse verbal directives by lying prone” In reality, the TST Supervisor directed Saul to lay prone, 
and he complied.  

In a Social Services Progress Note, a clinician wrote, “Saul was involved in a previous code … 
and was ordered the medication due to his symptomatic presentation.” The clinician frames 
medication restraint as a direct response to Saul’s “symptomatic presentation” without including 
clinically significant information about his symptoms and why they required intervention. This 
Note shows the clinician’s lack of understanding or choice to ignore state law and BSH policy.  

Conclusions After Review 

Multiple aspects of BSH’s seclusion and medication restraint of Saul are highly troubling: 

1) The medication restraint on Saul, as well as the physical restraint to effect the 
illegitimate seclusion preceding it, was neither therapeutic nor legal. The records 
justifying them are replete with vague and even outright false claims that are not 
supported by video footage or the R/S checklist.  

2) Based on DLC’s review of records and video footage, Saul was in behavioral control 
throughout his seclusion before BSH staff administered the medication restraint. The 
psychiatrist ordered the medication restraint prematurely – just six (6) minutes after 
seclusion was initiated, relying on alleged behaviors prior to his seclusion and failing to 
consider that he was in a locked prison cell and demonstrating behavioral control per the 
BSH staff member monitoring him 1:1.  

3) Additionally, DLC highlights that staff did not offer alternative sensory or de-escalation 
tools for patients as required by Massachusetts law and readily available in DMH 
facilities. Comfort rooms were also available when the Contracted Provider first came to 
BSH almost a decade ago. The Contracted Provider is currently planning a Sensory 
Room refresh project57 that includes supplies, rooms, and staff training. The project is “in 
collaboration with the Department of Correction and represents a targeted environmental 
investment aimed at enhancing behavioral stabilization options.”58 DLC remains 
concerned that the decrease in utility of PERT and the lack of de-escalation tools 
beyond medication will lead BSH to continue to rely on forced medication and seclusion 
as the only tools for failed de-escalation interventions.  

4) Staff’s response was excessive, with approximately 13 BSH staff members, including 
multiple TSTs, following – and at points surrounding Saul – to coerce him into his cell, 
despite the lack of documented threats or violence. 
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5) Saul is the only party to the medication restraint who behaved appropriately. When staff 
arrived at Saul’s cell to administer the medication restraint, Saul plainly demonstrated 
through his engagement with staff that he was calm. Despite this, staff including nurses 
and clinicians present, failed to contact the psychiatrist to reassess Saul’s need for a 
medication restraint. Once Saul understands that all staff are unwilling to “de-escalate” 
or reconsider the medication restraint, he is fully compliant, even asking for clarification 
of directions. 

In response to DLC’s request for findings, actions, and follow-up taken regarding this incident, 
DOC reported: “Upon review by the Department of Correction and Recovery Solutions, no 
issues of concern were identified for this incident.” 59 

As DOC and the Contracted Provider continue to ignore illegal restraint, they reinforce 
the incongruity of DOC oversight. DOC, the Contracted Provider, and licensed BSH 
providers ordering and administering illegal medication restraints must be held 
accountable. 

BSH Patient “Tim” 

During the following incident, BSH patient, Tim, walked with a TST from the Hadley unit to the 
clinic in the Lighthouse Building for a medical appointment. Once he left the clinic, Tim 
disregarded orders and ran to the Attucks building because he wanted to get a Quran from the 
library. At the Attucks building, staff cornered Tim, and a large group of TSTs surrounded and 
violently tackled him, placed him in handcuffs, and walked him back to his housing unit. Once 
there, he was immediately placed in 4-point restraints and administered an intramuscular 
medication restraint. After that ordeal, BSH secluded Tim for nearly 3 hours. 

 
VIDEO FOOTAGE REVIEW 

  

 
Walking from the Hadley Unit to the Clinic  

At 9:04am, Tim and a TST left the Hadley unit. The TST first trailed behind Tim as they walked 
down the concrete path in the yard toward the Lighthouse building and then walked next to Tim.  

Clinic (Lighthouse Building): Patient is Calm, Reading and Attempts Connection with TST 

Tim and the TST arrived at the Lighthouse building at 9:07am. They walked down the clinic 
corridor and Tim walked into the first open room on the right. The TST redirected Tim down the 
corridor further and into the second open door on the right. At 9:10:10am, a TST assigned to the 
Lighthouse building closed the door to the booking hallway, which Tim would pass on his way 
out of the clinic. 

At 9:10:20am, Tim walked back toward the lobby with the initial TST escort behind him and the 
second TST in front of him. Tim briefly looked in an empty room, and the two TSTs directed him 
to the clinic lobby. Tim stood talking to the TSTs for about 10 seconds, then sat in a seat in the 
lobby. The TST escort directed him to get up and spoke to him while gesturing. At 9:11:30am, 
Tim pulled a large paperback book out of his pocket and read for 1 minute with the book 
approximately 4 inches from his face. The TST escort leaned against the unoccupied security 
trap behind him. 

Tim rose from the seat and approached the TST escort waiting for him. Tim extended a hand in 
an apparent attempt to initiate a handshake. The TST offered him his right fist in an apparent 
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attempt to fist bump instead. Following an awkward failure to connect, the TST walked toward 
the clinic exit while gesturing with his hand for Tim to follow him. At 9:12:40am, they walk out 
the door into the yard. 

Walking from the Clinic through the Yard 

Tim and the TST walked along the path through the yard toward the quadrant with the Hadley 
and Lenox buildings. The TST walked in front of Tim. At 9:13:25am, they stopped where the 
path splits between the Hadley and Attucks buildings. They appeared to speak and gesture with 
each other for 20 seconds. Then, Tim ran toward the Attucks building. The TST stood still for 10 
seconds, then walked to follow Tim. 

Attucks Foyer: Use of Force by Multiple TSTs  

At 9:14am, two (2) TSTs in the Attucks lobby seemed to observe Tim approaching the building, 
closed, and locked an interior gate that separates the Attucks foyer from the larger lobby within. 
The TSTs locked themselves and at least five (5) patients visible inside the lobby. Tim tried to 
open the gate, spoke briefly with a TST in the lobby, and then stepped back while continuing to 
talk. Other patients were milling around and watching the interaction from behind the gate. 

At 9:14:30am, the TST supervisor entered the foyer from the abutting equipment room just as 
the TST escort entered from the yard. Tim walked slowly toward a trash can next to a wall and 
pulled out his book again. By 9:15am, three (3) more TSTs arrived. The TST supervisor stood 
closer to Tim and spoke to him with his hands in his pockets, gesturing with his head toward the 
yard. By 9:15:30am, two (2) more TSTs arrived, making seven (7) security staff in the foyer. 

Tim started to read his book and, 20 seconds later, stood next to the interior gate and appeared 
to speak with a TST behind the gate while still looking at his open book. At 9:16:15am, nursing 
staff arrived and spoke to Tim. At 9:16:30am, Tim closed his book and the nurse gestured with 
his head toward the yard. Another clinician entered the foyer. Immediately after, a lead RTA and 
three (3) more TSTs arrived, totaling eight (8) security staff and three (3) clinical or support staff 
spread throughout the foyer, facing Tim.  

At 9:16:40am, Tim turned towards a TST and, standing calmly, spoke briefly, gestured with his 
hands, and then briefly waved them in the air twice before clasping them on top of his stomach. 
At 9:17am, a nurse appeared and stood near the TST supervisor. Multiple staff moved a few 
steps closer to Tim. The TST supervisor gestured to the yard, as if to tell Tim he wanted him to 
leave. Tim looked at the TST supervisor directly, walked forward a couple of steps, leaving 
about eight (8) feet between them, and gestured emphatically with one hand while speaking to 
him. At 9:17:30am, a TST finally opened the interior gate and allowed a patient waiting nearby 
to enter the Attucks lobby. 

A 9:17:35am, as Tim walked toward the interior gate and appeared to speak to an RTA in the 
lobby, five (5) TSTs out of 13 total staff in the foyer started to briskly walk up behind Tim. The 
initial TST escort gestured with his hand for others to join him. Another TST then gestured with 
a downward-facing palm, apparently signaling the others to wait. The group of TSTs slowed and 
backed away from Tim as the TST escort walked away, threw his hand in the air, then circled 
back to join the group of staff facing Tim.  

Nursing staff approached Tim, speaking and gesturing towards the yard again, now from 
approximately eight (8) feet away. The TST supervisor also moved towards Tim, doing the 
same. The nurse took another step towards Tim. Tim was then cornered by the nurse and nine 
(9) TSTs. Tim took two small steps toward the nurse, and she spoke to him from about five (5) 
feet away.  
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At 9:18:10am, a TST abruptly moved towards Tim and attempted to grab Tim’s right arm. At the 
same time, the TST escort snuck up behind Tim and attempted to grab him. Tim appeared 
startled and swiped the first TST’s hands away and rotated to defend himself from the other 
TST. Four (4) more TSTs throw themselves at Tim, attempting to grab him while pushing him 
into the metal interior gate and piling on top of each other in the process. The large gang of 
TSTs appeared to be both pushing Tim into the gate and pulling him off the gate. The mass of 
TSTs holding Tim appeared to buckle and sway. At 9:18:30am, the nurse also joined in and put 
his hands on Tim.  

At 9:18:35am, the entire group fell hard to the floor of the Attucks foyer in the direction of the 
interior gate. Tim was in the middle of at least six (6) TSTs. After the fall, two (2) TSTs were 
clearly on their stomachs on the floor; two (2) others were on their buttocks or sides. Some were 
stuck underneath their colleagues. A sizable crowd of staff and patients watched from the lobby 
as a clinician in the foyer casually shooed them away. 

Tim and at least six (6) TSTs remained on the floor for approximately a minute while they put 
Tim in handcuffs. At 9:19:20am, the TSTs maneuvered Tim toward the concrete wall. Some four 
(4) TSTs held Tim against the wall before they moved him towards the exit and escorted him out 
of the Attucks at 9:19:55am. Two (2) TSTs used a manual hold on him, and the rest walked 
ahead or behind. 

Escort from the Attucks Building to the Hadley Unit 

Approximately 15 BSH staff walked with the already handcuffed and physically restrained Tim 
across the yard to the Hadley building.  

Hadley Unit Seclusion Room: 4-point Restraints and Medication Restraint 

Once in the Hadley unit, the TSTs brought Tim to the seclusion room. At 9:22:30am, about 
seven (7) TSTs worked to remove his handcuffs and secured him to the 4-point restraint bed. 
Tim did not attempt to cause staff harm in any way. At 9:25am, Tim was secured to the 4-point 
restraint bed and TSTs removed multiple layers of his clothing using shears, including his 
sweatpants and a denim jacket. At 9:35am, the nurse entered and administered several 
intramuscular injections into Tim’s buttocks. At 9:39am, two (2) RTAs laid a blanket over his 
bare legs. Tim laid still, occasionally lifting his head and talking. At 10:04:30am, the initial TST 
escorted entered with a cup of water and held it to Tim’s mouth as he drank it. At 10:24:30am, 
the TST escort entered and removed the blanket from Tim’s legs. At 10:26am, the TST escort 
began removing the four restraint straps on the restraint bed. Tim got up and exited the room at 
10:27am, walked to his cell with no manual hold, and entered his cell at 10:28am. 

Tim’s Cell: Seclusion 

Beginning at 10:28am, Tim wrote on a piece of paper at his desk. He then alternately laid down 
on his bed, sat at the foot of his bed with his head resting against the wall, stood at his cell door 
appearing to speak to staff, and read his book. At one point he takes off multiple items of 
clothing and then puts them on again. He lies in his bed on his back from 11:56am to 12:06am, 
and again from 12:40pm to 1:06pm. BSH staff discontinue his seclusion at 1:17pm. 
 

The Contracted Provider reported that no handheld footage was taken for any portion of 
this event, including the 4-point restraints and administration of medication restraint, 
because it was not considered a “planned event.” 60 
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Documented Behavior Observations 

The records excerpted, in pertinent part, below are the only specific observations in Tim’s 
medical records describing his behavior between his leaving the clinic and this period in the 
Attucks foyer prior to the use of force:  

24-Hour Nursing Report:
A Code Green was initiated in Attucks following patients [Tim]’s refusal to return 
to his housing unit after lab work. After initially refusing to leave the clinic, he 
walked toward Attucks instead of Hadley and stated he wanted to retrieve 
personal property items that were not based in reality. He became increasingly 
agitated, yelled at staff, and demonstrated threatening posturing. Verbal 
redirection was unsuccessful.

Social Services Assessment: 
This writer responded to a code green called in the Attucks/request for Hadley 
treatment team. [Tim] had been escorted to labs by a TST. Following labs, he 
initially refused to leave the clinic. Once agreeable, [Tim] left the clinic and 
walked towards the Attucks rather back to the unit. He indicated he wishes to 
retrieve his property and began to run towards the [Attucks]. When this writer 
arrived, [Tim] was standing against the grate, seemingly praying in Arabic. [Tim] 
was instructed to return to his housing unit. He began demanding his “military 
bag,” “leather jacket”, and other items that he believes he has in property (that is 
not based in reality). [Tim] continued to refuse to return to the unit, becoming 
increasingly agitated, posturing towards staff, and yelling. 

Both notes describe that Tim became “increasingly agitated,” that he yelled, and that he 
“postured” towards staff. Neither explain what specific behavior entails “posturing” or the content 
of his yelling, nor did the 24-Hour Nursing Report author describe what was “threatening” about 
it in this instance. DLC cannot contest staff’s observations of yelling because, despite the 
overwhelming staff response to a patient who tried to go to the BSH library against staff 
directives, the Contracted Provider did not see fit to bring a handheld camera.  

During DLC’s review of video footage, DLC observed Tim in the Attucks foyer from 9:15am to 
9:17am reading his book, walking around slowly, standing calmly and occasionally putting his 
hands above his head. Considering that he was surrounded by more than 10 BSH staff 
attempting to redirect him into leaving the area, his behavior appears notably placid. DLC’s 
review did not clearly indicate agitation by Tim, nor any example of posturing consistent with our 
understanding of the term – body language or verbal displays intended to intimidate, project 
dominance, or signify intent to take aggressive physical action.  

Manual Hold Documentation 

The “Nurse Initiation of Seclusion / Mechanical Restraint” form provides the nurse’s rationale for 
a manual hold that consisted of multiple TSTs flailing at and attempting to restrain Tim, 
eventually leading to all of them falling on the ground, and TSTs applying handcuffs to Tim:  

Assessment:  
Describe the Person Served’s behavior and/or elements of their presentation and 
mental status and how they signify he currently presents a behavioral 
emergency, such as the occurrence or serious threat of extreme violence, 
personal injury, or attempted suicide:  
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PS required a manual hold after taking a swing towards a TST in the yard. The 
hold led to cuffs being applied at 0917-0925 
 

This order, written by a nurse, contains multiple discrepancies. First, it is the only instance in 
Tim’s documentation specifically alleging an attempted act of violence towards staff during this 
incident. Yet, DLC observed no such act on the video footage. In addition, had the alleged act 
occurred, BSH staff likely would have called per policy a Code Black (patient assault on staff). 
No such code was called or documented.   

The following excerpt from a “Social Services - Crisis Assessment” form, written by Tim’s unit 
director, demonstrates additional misleading language regarding his behavior:  

When staff placed [Tim] in a manual hold, he actively resisted and began to 
violently struggle with staff. Several TSTs were required to place [Tim] in a 
manual hold. Due to his ongoing resistance and violence, he was placed into 
handcuffs. Once in handcuffs, he agreed to walk to the Hadley housing unit, 
escorted by staff. 

The above assessment describes Tim’s behavior resisting staff as violent twice. Based on 
DLC’s review of video footage, Tim only resists staff putting their hands on him from all angles, 
trying to defend himself from the multiple forceful advances of staff and not attempting to harm 
staff. The language used in staff documentation attempts to justify their interventions from Tim’s 
human reaction once attacked. Regardless, DLC did not observe any violent or threatening 
behavior precipitating the chaotic manual hold staff initiated that rose to the level of emergency 
circumstances required for a physical restraint.61 

4-Point Restraint Documentation 

The assessment from another “Nurse Initiation of Seclusion / Mechanical Restraint” form below 
provides the nurse’s rationale for mechanical restraint, which in this case is 4-point restraints 

Assessment:  
Describe the Person Served’s behavior and/or elements of their presentation and 
mental status and how they signify he currently presents a behavioral 
emergency, such as the occurrence or serious threat of extreme violence, 
personal injury, or attempted suicide:  
PS agitated and assessed by PSY, deemed to be in need of IM medications to 
maintain safety. 

This excerpt from a “Social Services - Crisis Assessment” form indicates the unit director’s 
understanding of why 4-point restraints were indicated: 

Tim was placed into 4-point restraints due to his acute presentation and given a 
medication restraint. 

None of the available documentation, shown above, explains specifically why staff believed Tim 
needed to be placed in 4-point mechanical restraints, other than that he had an “acute 
presentation” and was “agitated.” Neither of these descriptors suffice as legal rationales 
according to the MA restraint law. Furthermore, the implication from these notes is that 4-point 
restraints were necessary primarily to facilitate still another even more intrusive restraint – an IM 
medication restraint. Rather than an intervention ordered because it was believed to be 
sufficient in and of itself, 4-point restraints served as a means to the end of chemical restraint. 
This is far too often the case at BSH. Massachusetts law requires that someone meet the 
restraint standard separately for each instance of restraint – a manual hold, a 4-point restraint or 
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a medication restraint. Staff should at least reassess the patient once in 4-points, not 
immediately chemically restrain in addition to being physically restrained, especially when the 
individual does not pose a threat of harm. 

In a “Seclusion/Mechanical Restraint Renewal Order, Assessment and Treatment Plan” form 
the unit psychiatrist wrote that Tim had “reportedly ran off to the Attucks despite him being on 
unit restriction due to safety reasons.” Notably, this is the only instance of documentation for the 
entire incident that mentions Tim being subject to “unit restriction.” 

Medication Restraint Documentation 

At 10:10am BSH psychiatrist ordered an intramuscular medication restraint of 15mg of Haldol, 
10mg of Valium, and 100mg of Benadryl (BSH S/R –Medication Restraint), given to Tim while 
he was in 4-point restraints on the following basis:  

Type of Emergency: “Potential Harm to Others,” “Actual Harm to Others” 

Indication for Emergency Medication Order: “Treatment of Acute Symptoms,” 
“Restraint to Prevent Harm” 

Patient’s Condition: “Disorganized Behavior,” “Disorganized Thinking,” Delusional 
Beliefs” 

Describe Situation Creating the Risk: “[Tim] was physically agitated and assaultive 
this morning towards staff who were attempting to re-direct him. Upon return to the unit, 
he continued to present as physically and verbally agitated, disorganized, and with 
delusional beliefs.” 

Describe the Risk If Medication Is Not Administered: “Ongoing risk of potential and 
actual harm to others” 

Least Restrictive Means Attempted: “Verbal de-escalation” 

Response (or reason not attempted): “[Tim] did not respond to verbal de-escalation. 
PRN PO medications were not indicated due to emergent nature of situation and high 
level of agitation and violence risk that [Tim] presented with (I considered that PO PRN 
medications would not act as rapidly to achieve the level of calm that was needed to 
mitigate Tim's acute violence risk).” 

 
Unlike in the previous orders for the manual hold and mechanical restraints which noted the 
“type of emergency” as “potential harm to others,” the psychiatrist recorded “actual harm to 
others” as well. Presumably, the “actual harm” links to the psychiatrist’s vague assertion that 
Tim was being “assaultive this morning toward staff who were attempting to re-direct him.” Yet, 
there is no evidence of any physical contact prior to the large group of BSH staff restraining him 
and no evidence that Tim’s behavior during and after his escort to the Handley unit justified a 
medication restraint. The present observations included in the medication restraint order, again, 
are wholly unspecific and as written do not constitute a serious threat of harm (“physically and 
verbally agitated, disorganized, and with delusional beliefs”), particularly for a patient already in 
a seclusion room and strapped to a 4-point restraint bed 10 minutes earlier. Indeed, the 
psychiatrist’s lack of acknowledgment of Tim’s status in 4-point restraints is alarming. 

The remainder of Tim’s time in 4-point restraints documented in the Restraint/Seclusion 
Checklist reads:  
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9:45 P/S is laying on his back in four points speaking to staff 
9:52 P/S told this writer “I feel like I’m bleeding from my wrist.” This writer asked 
P/S if it was too tight. P/S ignored the question.  
9:56 P/S asked nurse manager for water 
9:57 P/S speaking to doctor 
10:05 P/S received a cup of water fed to him by a TST 
10:15 P/S is laying down, calm 

 
Despite being noted as calm 10 minutes prior, at 10:25am the same psychiatrist ordered that 
Tim’s 4-point restraints be renewed in a Seclusion / Mechanical Restraint Renewal Order, 
Assessment and Treatment Plan. The psychiatrist says he was “placed in 4-point restraints due 
to fighting and resisting staff who were attempting to re-direct him from the Attucks back to the 
unit.” She further described him as “display[ing] psychotic symptoms including thought 
disorganization, delusional beliefs, and behavioral disorganization” and “remain[ing] verbally 
agitated and unable to engage in safety planning”  

At 10:30am, a different staff member submitted a Seclusion/ Mechanical Restraint 
Discontinuation Assessment and Treatment Plan to discontinue Tim’s 4-point restraint because 
he “displayed calmness and spoke with staff, verbalizing his ability to transfer safely to his room. 
PSY provider notified.” He was so calm in fact that, according to the 24hr Nursing Report, “he 
walked to his room without [a] manual hold.” While Tim’s demeanor may have changed in the 
five (5) minutes between these orders, they raise concerns regarding the clinical judgment 
underlying the prior order. 

Seclusion Documentation 

Once he returned to his cell for assessment by the psychiatrist, the Restraint/Seclusion 
Checklist notes Tim’s behaviors as follows: 

10:30 P/S is back into his room, pacing 
10:35 P/S sitting down on his desk 
10:37 Seclusion continues – Doctor spoke to P/S 

 
The following “S/R Initial Order- Provider Initiated” form shows how the psychiatrist 
documented Tim’s behavior and their rationale for ordering ongoing seclusion at 10:37: 

Type of Emergency:  
Potential harm to others,” “Actual harm to others” 

Assessment: Describe the Person Served's behavior and/or elements of their 
presentation and mental status and how they signify he currently presents a behavioral 
emergency, such as the occurrence or serious threat of extreme violence, injury, or 
attempted suicide: 
I assessed [Tim] for ongoing seclusion after his 4-point restraint were discontinued 

 and he was moved back to his room. During our face-to-face assessment, I observed 
 that [Tim] declined to engage with this writer in safety assessment. He continued to 
 exhibit symptoms of mental illness including thought disorganization and delusional 
 beliefs when speaking to others (e.g., his 1:1). Based on his current presentation and the 
 recent episode of violence, I believe he continues to pose a substantial risk of harm to 
 others. 

Despite Tim’s already-documented “calmness,” ability to “[verbalize] his ability to transfer safely 
to his room”, ability to walk to his room on his own, and the 1:1 observing him simply sitting and 
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pacing in his cell after an hour in 4-point restraints and a medication restraint, the psychiatrist 
ordered seclusion for Tim and highlighted “symptoms of mental illness” as the only current 
presentation justifying the order. This practice harkens back to DLC’s 2014 investigation 
findings about systemic legal violations and abuse regarding practices in BSH’s notorious 
Intensive Treatment Unit.  

Lastly, “substantial risk of harm to others” does not comport with the applicable language in the 
MA restraint law. “Risk” of harm is not contemplated, only “the occurrence of, or serious threat 
of, extreme violence, personal injury or attempted suicide”.62 

The remainder of the staff’s observations of Tim’s seclusion consisted of him standing at the 
door, talking to staff, sitting on his bed, reading a book, laying down in bed, and asking for food. 
Still, his seclusion was not discontinued until 1:17pm – a total of 2 hours and 40 minutes. 

Conclusions 

1) BSH staff’s approach to responding to a noncompliant patient who was not engaged in 
any assaultive or threatening behavior and in a contained area – the Attucks building 
foyer – displayed a failure of staff training on threat recognition, de-escalation, harm 
reduction, and safe methods of restraint. The 10-on-1 takedown against a metal gate in 
front of multiple patients was an abject failure and surprising diversion of staff resources. 
The risk of injury in this action alone should have been cause for reconsideration – 
rather, this group of TSTs seemed intent on using force on Tim.  

2) Documentation supporting the 4-point restraint, medication restraint, and seclusion was 
deficient. Some BSH clinical staff used vague behavioral descriptions to justify extreme 
interventions, while other descriptions – and video footage – portrayed very different 
behavior. The most restrictive interventions ordered by the psychiatrist, who referred to 
allegations of assaultive and violent behavior were based on a game of telephone, rather 
than direct observations. 

3) The rationales underlying the order to place Tim in 4-point restraints and administer a 
concurrent medication restraint 10 minutes later were legally insufficient. While the 
psychiatrist may have indicated that there was an emergency that necessitated a 
“restraint to prevent harm,” the R/S checklist observations and DLC’s review of video 
footage shows that this already-restrained young man was unable to effect harm. At 
BSH, once the medication restraint order issues, there is no stopping it, regardless of 
how immobilized, confined, or calm a patient is.  

In response to DLC’s request to findings, actions, and follow-up taken regarding this incident, 
DOC reported: “Upon review by the Department of Correction and Recovery Solutions, no 
issues of concern were identified for this incident.”63 
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62 M.G.L. c. 123, § 21. 
63 Letter to DLC from DOC (June 30, 2026). 

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.dlc-ma.org/wp-content/uploads/2026/03/DLC-BSH-Public-Report-February-2026-1.pdf
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E. Violence in Restraint and Involuntary Medication Administration 
As discussed throughout this report, patient care, treatment, and interactions with staff are 
heavily informed by the correctional practices and ethos. Not surprisingly, as a state prison 
under DOC authority, neither emulates accepted practices in accredited and licensed 
psychiatric hospitals. This may be most apparent when reviewing BSH’s acceptance of violent 
hands-on approaches to physical restraints and involuntary medication administration.   

Although the Contracted Provider has made notable changes to reduce staff violence, regular 
BSH procedures continue to condone “planned events” in which teams of security staff 
assemble outside cells of already secluded patients and enter to hold the patient face down on 
his bed while nurses administer involuntary intramuscular injections. As discussed in past 
reports, planned events, at times, have involved BSH staff assaulting patients under the guise of 
a restraint or planned event. On August 28, 2026, DLC issued preliminary findings and 
recommendations for corrective action to DOC and the Contracted Provider concerning 
investigations into the violent assaults of three (3) BSH patients – two (2) at BSH and one (1) in 
the OCCC BSH Units. We will provide an update concerning any input DLC receives and our 
final findings and recommendations at a later date.   

i. Changes in Equipment and Planned Use of Force Practices 
 

BSH PLANNED USES OF FORCE AND PROTECTIVE EQUIPMENT 
 

According to the Contracted Provider, from December 16, 2025, to June 15, 2026, 
there were:  

• 253 “planned events”  
• 71 “planned events” in which TSTs were approved to wear protective gear  
• 2 events in which TSTs were approved to utilize the shield64 

 
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  
• 7 events in which TSTs were approved to utilize the shield65 

 
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  
• 9 events in which TSTs were approved to utilize the shield66 
 

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 
• 9 events in which TSTs were approved to utilize the shield67 

 

Tactical Gear Replaced with Protective Clothing 

In response to DLC advocacy and public reports, the Contracted Provider continues to make 
much needed changes to the gear that BSH security utilize during planned uses of force under 
the guise of medication restraint administration. After previously updating the BSH policy on 
staff use of “protective gear,” in June 2026, the Contracted Provider implemented Bite Pro 
clothing gear and provided staff with enhanced training to “ensure the safety of [BSH] patients 
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and staff while promoting a trauma informed approach in the use of advanced techniques.”68 
The new equipment implementation marks the end of the tactical gear used at BSH since DOC 
began contracting out BSH services in 2017. As the Contracted Provider announced in 2025: 

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.69 

DLC is hopeful that this change in equipment will have the intended effect for BSH patients and 
staff. However, DLC cautions that even foam shields may be used dangerously and encourages 
use of physical force on patients. Any mitigation of violence depends entirely on staff training 
and application. Even with continued improvements, BSH deviates from standard practice in 
accredited psychiatric hospitals. Accordingly, DLC calls on DOC to cease to permit its 
Contracted Provider from utilizing the forceful cell invasions it has regretfully employed for 
years.  

Psychiatric Emergency Response Team 

During this reporting period, the Contracted Provider continued the Psychiatric Emergency 
Response Team (PERT) Steering Committee with new membership “focusing on reframing the 
service and educating staff on its benefits and appropriate utilization.”70 From December 16, 
2025, to June 15, 2026, PERT engaged in 65 total responses, down from 98 the previous 
reporting period. PERT’s successful de-escalation rate also declined, down to 71% “without the 
need for further intervention (emergency codes or restrictive measures),” as compared to 84% 
from the previous reporting period.71 DLC raises concerns on the sliding efficacy of PERT with 
both the responses and efficacy rate declining substantially from the previous reporting period. 
Additionally, DLC raises concerns that almost half of PERT calls seemed to reinforce 
correctional culture by responding to not following orders, rather than to serious threats of, 
extreme violence, personal injury or attempted suicide. Specifically, 42% of PERT calls were 
due to a patient “not following direction,” while 31% were due to “verbal aggression.”72 Topics 
that will be covered include “project overview, increased treatment team/PERT intervention, 
tenants of de-escalation, fear response and de-escalation.”73 

ii. De-escalation Initiatives and Staff Training 
BSH offers a variety of trainings on department- and skill-specific subjects on an ongoing basis: 
documentation of behavioral observations, leadership development, and emergency medical 
response, among others.74 During the reporting period, the Contracted Provider launched a 
year-long Trauma Informed Care education initiative series.75 The first of the series was 
presented at a Manager’s Meeting and will be shared with the entirety of the hospital. The 
Contracted Provider also began a De-Escalation Performance Improvement Project in March76 
with weekly on-unit discussions and opportunities for additional training provided by teams from 
the hospital-wide de-escalation work group.77 It is also a goal of the Nursing Department to 
increase “early detection and de-escalation tools for the staff to assist with decreasing the 
number of code greens for each unit” by providing “unit-based training and team building to 
improve the team approach.”78  

The Contracted Provider continues to renovate program space for the STARR program, an off-
unit program for patients experiencing particular challenges and needing additional 
interventions.79 At the same time, the Contracted Provider has discontinued the PAMM patient 
observation system80 that created significant tension on units as it required staff to regularly 
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take photos of patients to document observation; a new patient observation system not requiring 
photos “has been positively received by both patients and staff.”81 DLC encourages the 
Contracted Provider to continue these training efforts as well as interventions with “comfort 
rooms and sensory interventions, individualized safety lens, behavior planning and ongoing 
workforce development, including [Mandt] training at hire, annually and as needed.”82 This 
additional Mandt training is reportedly very welcomed by the union and staff.83

 
64 Email from BSH Hospital Administrator to DLC (December 16, 2025). 
65 Id. 
66 Email from BSH Hospital Administrator to DLC (June 18, 2025). 
67 Email from BSH Hospital Administrator to DLC (January 9, 2025). 
68 Hospital Administrator’s Report, BSH Governing Body Meeting (March 12, 2026) at 2; Email from BSH 
Hospital Administrator to DLC (July 10, 2026). 
69 Hospital Administrator’s Report, BSH Governing Body Meeting (December 11, 2025). 
70 Clinical Services Report, Governing Body Meeting (June 11, 2026); Email from BSH Hospital 
Administrator to DLC (June 11, 2026). 
71 Clinical Services Report, Governing Body Meeting (June 11, 2026); Email from BSH Hospital 
Administrator to DLC (June 11, 2026). 
72 Clinical Services Report, Governing Body Meeting (June 11, 2026); Email from BSH Hospital 
Administrator to DLC (June 11, 2026). 
73 Social Services Report, BSH Governing Body Meeting (June 11, 2026). 
74 Email from BSH Hospital Administrator to DLC (April 7, 2026). 
75 Clinical Services Report, BSH Governing Body Meeting (June 11, 2026). 
76 Social Services Report, BSH Governing Body Meeting (June 11, 2026). 
77 Clinical Services Report, BSH Governing Body Meeting (June 11, 2026).  
78 Nursing Services Report, BSH Governing Body Meeting (June 11, 2026). 
79 Hospital Administrator Report, BSH Governing Body Meeting (March 12, 2026). DLC notes that the 
former Intensive Treatment Unit used solely for restraint and seclusion, and closed when the Contracted 
Provider came on site, is currently being renovated for this program.  
80 DLC notes that BSH won the 1st Place Award for the Recovery Solutions Annual Healthcare Quality 
Improvement Initiatives with PAMM compliance on 15-minute safety checks. Performance 
Improvement/Compliance Report, BSH Governing Body Meeting (March 12, 2026). While safety is of 
utmost importance, patients found the PAMM system intrusive and disruptive to patients and DLC 
commends BSH for abandoning this system.  
81 Hospital Administrator Report, BSH Governing Body Meeting (March 12, 2026). 
82 Seclusion and Restraint Report, BSH Governing Body Meeting (June 11, 2026).  
83 Human Resources Vacancy Report Discussion, BSH Governing Body Meeting (March 12, 2026). 
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F. Data Regarding the BSH Population and Use of Documented Restraint 
and Seclusion on BSH Patients 

During this reporting period, BSH had 425 admissions.84 From 800 to 1,000 individuals with 
known or perceived mental health disabilities are admitted to BSH each year for evaluation and 
treatment. Over the course of calendar year 2025, the average daily BSH census was 211.85  

The most recent public data from DOC, as of July 1, 2026, placed the total facility count at 242 
patients, with only 4 of those patients serving a criminal sentence, all for governing sentences 
less than 3 years.86 Thus, the overwhelming majority of patients are at BSH as pretrial 
detainees or civilly committed with no pending criminal case.87 As of July 1, 2026, 60% of the 
population was committed to BSH for treatment; 40% were at BSH for observation during an 
evaluation period.88 The youngest patient was 18 years old, and the oldest patient was 77; the 
average age is 40.89  

Every change in rate in usage of a form of restraint discussed below, whether an 
increase or a decrease, should be viewed with the understanding that BSH had a 
significant reduction in overall census: the average daily census of 251 in 2024 dropped 
to 218 in 2025, a decrease of 13%.90 

i. Medication Restraint Data 
As in the past, 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 (Dec. 16, 2025 – June 15, 2026) 
Month Number of Days Number of Administrations 
December (16-31) 16 20 
January (1-31) 31 63 
February (1-28) 28 60 
March (1-31) 31 55 
April (1-30) 30 43 
May (1-31) 31 35 
June (1-15) 15 33 
Total (Dec. 16 – June 15) 182 309 
Unique Patients Subject to Medication Restraint 133 
Medication Restraints Per Day 1.7 

 
During this reporting period, BSH administered 1.7 medication restraints per day, versus 1.63 
per day during the previous reporting period (June 16, 2025, to December 15, 2025). This daily 
rate nearly matches the high of 1.71 medication restraints per day reached during the reporting 
period from June 16, 2024 – Dec. 15, 2024. Based on these rates, BSH’s rate of medication 
restraint usage increased by 4% during this reporting period compared to the last reporting 
period, increased by 11% compared to a year ago (Dec. 16, 2024 – June 15, 2025), and a 24% 
increase from the first reporting period of 2024 (Dec. 16, 2023 – May 25, 2024). With a 13% 
reduction in the census to 218, 309 medication restraints on 133 distinct BSH patients 
substantiate patient feelings that medication restraint is an ever-present specter at BSH. 
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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 
Dec. 16, 2025 – June 15, 2026 1.7 

 
ii. Data for Seclusion and Other Types of Restraint 

Table 3. Seclusions by Month (Dec. 16, 2025 – June 15, 2026) 
Month Number of Days Number of Administrations 
December (16-31) 16 45 
January (1-31) 31 122 
February (1-28) 28 88 
March (1-31) 31 129 
April (1-30) 30 133 
May (1-31) 31 97 
June (1-15) 15 68 
Total (June 16 – Dec. 15) 182 682 
Unique Patients Secluded 183 
Seclusions Per Day 3.75 

 
Data for this reporting period shows a slight decrease in the number of seclusions administered 
by BSH staff, with 3.71 seclusions per day compared to 3.76 seclusions per day during the 
previous reporting period. Still, given the census, the use of seclusion at BSH remains both 
alarming and ubiquitous. With every patient already in their cell for over nine (9) hours per day, 
BSH’s extreme reliance on seclusion signifies clinical failures. 

Table 4. Manual Holds by Month (Dec. 16, 2025 – June 15, 2026) 
Month Number of Days Number of Administrations 
December (16-31) 16 45 
January (1-31) 31 105 
February (1-28) 28 107 
March (1-31) 31 98 
April (1-30) 30 117 
May (1-31) 31 74 
June (1-15) 15 70 
Total (June 16 – Dec. 15) 182 616 
Unique Patients Subject to Manual Holds 179 
Manual Holds Per Day 3.38 
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Instances in which BSH use hands-on physical restraints on patients are known as manual 
holds. Data for this reporting period shows a decrease in the number of manual holds 
administered by BSH staff, with 3.36 manual holds per day at BSH compared to 3.64 manual 
holds per day during the previous reporting period. Staff used manual holds, which can 
resemble prison uses of force at BSH, on 179 different patients – with 616 total uses, this 
suggests that many of them were physically restrained regularly – and understandably impacted 
the mental health of the entire BSH population.  

 Table 5. Mechanical Restraints by Month (Dec. 16, 2025 – June 15, 2026)) 
Month Number of Days Number of Administrations 
December (16-31) 16 6 
January (1-31) 31 25 
February (1-28) 28 32 
March (1-31) 31 22 
April (1-30) 30 12 
May (1-31) 31 10 
June (1-15) 15 7 
Total (June 16 – Dec. 15) 182 114 
Unique Patients Mechanically Restrained 39 
Mechanical Restraints Per Day .63 

 
Data for this reporting period shows an increase in the use of mechanical restraints 
administered on BSH patients, with 0.65 mechanical restraints per day compared to 0.61 
mechanical restraints per day during the previous reporting period. Though it is difficult for a 
patient to present emergency circumstances while completely immobilized strapped to a 4-point 
restraint bed, mechanical restraints are regularly followed by medication restraints, which saw a 
similar rate increase. 

iii. Restraint and Seclusion Race/Ethnicity Data 
Given the overrepresentation of minority groups in the BSH population compared to the general 
population of the Commonwealth, a focus on healthcare equity at BSH is vital. The Contracted 
Provider has a Healthcare Equity sub-committee that meets regularly to focus on Implicit Bias 
Training (first training presented to nursing in May 2026) and translation of hospital documents 
including Patient Handbook (not currently translated into other languages).91 DLC supports 
these initiatives while emphasizing that they are long overdue.  

Notably, the percentage of BSH patients whose race/ethnicity is reported as “Unknown” 
increased from 3% in January 2026 to 16% in July 2026 (the “Unknown” percentage of DOC’s 
overall population is 1%). This marks the highest percentage of the BSH census with “Unknown” 
race/ethnicity since July 2024, when it reached 23%.92  DOC and the Contracted Provider’s 
failure to consistently gather and report patient data at BSH – and to do so as effectively as 
other DOC facilities – both hampers DLC’s oversight responsibilities and suggests BSH’s own 
failure to provide culturally-relevant care sensitive to the identities of its patients. 
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Table 6. BSH Population, Massachusetts, and DOC Populations by Race/Ethnicity 

Race/Ethnicity 
BSH 
Population93 

MA 
Population94 

DOC 
Population95 

White 38%  78.1% 35% 
White, not Hispanic or Latino Not tracked 68.8% Not tracked 
Black or African American 23%  9.9% 30% 
Hispanic/Latino  20%  14% 32% 
Asian or Pacific Islander 3%  8.4% 2% 
American Indian and Alaska Native 0% 0.6% 1% 
Two or more races Not tracked 3% Not tracked 
Unknown 16%  Not tracked 1% 

 

 Table 7. Medication Restraints by Race/Ethnicity ((Dec. 16, 2025 – June 15, 2026)  
Race/Ethnicity  BSH 

Population  
Number of 
Administrations  

Unique Patients with 
Med. Restraint 

White  38%   200 (65%)  59 (57%)  
Black or African American  23%   69 (22%)  28 (27%)  
Unknown/Did Not Specify  16%  32 (10%)  12 (11%)  
Hispanic/Latino  20%  N/A  N/A  
Asian or Pacific Islander  3%  2 (1%)  2 (2%)  
Other (American Indian and 
Alaska Native, two or more 
races)  

0%  6 (2%)  3 (3%)  

Total  100%  309 104 
 

Table 8. Seclusion by Race/Ethnicity (Dec. 16, 2025 – June 15, 2026) 

Race/Ethnicity  
BSH 
Population  

Number of 
Seclusions  

Unique Patients 
Secluded  

White  38%   407 ( 60%)  97 (53%)  
Black or African American  23%   200 (29%)  64 (35%)  
Unknown/Did Not Specify  16%  45 (6%)  14 (8%)  
Hispanic/Latino  20%  N/A  N/A  
Asian or Pacific Islander  3%  12 (2%) 4 (2%)  
Other (American Indian and 
Alaska Native, two or more races)  0%  18 (3%)  4 (2%)  
Total  100%  682 183 

  
Table 9. Manual Holds by Race/Ethnicity (Dec. 16, 2025 – June 15, 2026) 

Race/Ethnicity  
BSH 
Population  

Number of 
Manual Holds  

Unique Patients in 
Manual Hold  

White  38%   343 (55%)  87 (49%)  
Black or African American  23%   189 (31%)  64 (36%)  
Unknown/Did Not Specify  16%  54 (9%)  20 (11%)  
Hispanic/Latino  20%  N/A  N/A  
Asian or Pacific Islander  3%  12 (2%)  4 (2%)  
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Other (American Indian and 
Alaska Native, two or more races)  0%  18 (3%)  4 (2%)  
Total  100%  616 179 

  

Table 10. Mechanical Restraints by Race/Ethnicity (Dec. 16, 2025 – June 15, 2026)  

Race/Ethnicity   
BSH 
Population  

Number of Mech. 
Restraints  

Unique Patients in 
Mech. Restraints  

White  38%   74( 65%)  24 (62%)  
Black or African American  23%   32 (28%)  12 (31%)  
Unknown/Did Not Specify  16%  1 (1%)  1 (2%)  
Hispanic/Latino  20%  N/A  N/A  
Asian or Pacific Islander  3%  0 (0%)  0 (0%)  
Other (American Indian and 
Alaska Native, two or more 
races) 

0%  
7 (6%)  2 (5%)  

Total  100%  114 39 
  

iv. Use of Metal Restraints 
Since the last reporting period, metal handcuff usage by the Contracted Provider during 
interventions rose from 37 to 42. While the Contracted Provider initially identified zero uses of 
leg irons on the BSH main campus during this period,96 DLC identified 2 such usages in 24-
Hour Nursing Reports. The Contracted Provider has introduced a new recording mechanism for 
use of leg irons to ensure improved accuracy; this is a notable improvement.  

BSH patients were also brought on 802 external transports from December 2025 to June 2026, 
which include trips to court or medical appointments, in which they were placed in handcuffs, 
waist chains, and leg irons.97 

 
84 Email from BSH Hospital Administrator to DLC (July 1, 2026). 
85 DOC, July 2026 MA DOC Institutional Fact Cards, https://www.mass.gov/doc/institutional-fact-cards-
july-2026/download [hereinafter “July 2026 Institutional Fact Cards”].  
86 Id. 
87 See id. 
88 Id. 
89 Id. 
90 DLC February 2026 BSH Report at 54. 
91 Clinical Services Report, Governing Body Meeting (June 11, 2026).  
92 DOC, January 2024 MA DOC Institutional Fact Cards, https://www.mass.gov/doc/institutional-fact-
cards-january-2024/download.    
93 July 2026 MA DOC Institutional Fact Cards. Note that DLC and DOC Research & Planning Division 
collaborated on identifying incorrect BSH population percentages reported in the July 2026 MA DOC 
Institutional Fact Card. DLC uses the DOC corrected percentages in this report. 
94 U.S. Census Bureau, Quick Facts: Massachusetts, Population Estimates (July 1, 2025),  
https://www.census.gov/quickfacts/fact/table/MA/PST045224. 
95 July 2026 Institutional Fact Cards. 
96 Email from BSH Hospital Administrator to DLC (July 1, 2026). 
97 Safety Dashboards, BSH Governing Body Meeting (June 11, 2026). 
 

https://www.mass.gov/doc/institutional-fact-cards-july-2026/download
https://www.mass.gov/doc/institutional-fact-cards-july-2026/download
https://www.mass.gov/doc/institutional-fact-cards-january-2024/download
https://www.mass.gov/doc/institutional-fact-cards-january-2024/download
https://www.census.gov/quickfacts/fact/table/MA/PST045224
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G. Inconsistent Offers of Oral Medication Restraint Before Intramuscular 
Injection 

The Contracted Provider has continued to make efforts to improve staff adherence to offering 
patients oral medication restraint before subjecting them to painful injections, as required by 
Massachusetts law. The Contracted Provider reported psychiatry and nursing leadership 
training and individual coaching leading to a “consistent downward trend” in the use of 
medication restraints from January through April 2026.98 The Contracted Provider reported an 
increase in the use of oral medication restraints being offered/taken as opposed to just injecting 
patients with needles for forced intramuscular medication restraints. Namely, from May to 
October 2025, 36% of all medication restraints were oral and that rose to 49% from November 
2025 to April 2026.99 DLC encourages this reduction in the use of injectable medication 
restraints, as well as de-escalation and alternatives to forced medication.  

Despite these efforts, BSH patient experiences remain mixed. During the reporting period, DLC 
asked nine different patients who had a total of 12 medication restraints whether BSH staff 
offered them oral medication prior to those restraints. In five instances, staff offered oral 
medication. However, in seven out of 12 instances, staff failed to offer oral medication before 
the patients received intramuscular injections.   

One BSH patient who reported receiving two intramuscular medication restraints without staff 
offering oral medication said, “Instead of talking to me they sedated me.” He expressed 
frustration with staff’s failure to try to de-escalate and their reliance on the most severe and 
restrictive measures. A former patient reported that when staff do explain that refusal of an oral 
medication restraint will result in an intramuscular injection, they had told him that he would get 
“the booty juice” if he refused the oral medication. Another current patient described how the 
experience made him feel:  

“It was like I was a handbag carried and tossed into a room,  
then I get shot up. I felt like I had no voice. I definitely felt unsafe.” 

 

 
98 Psychiatry, Medicine and Dental Report, BSH Governing Body Meeting (June 11, 2026). 
99 Id. 



 
43 

 

H. Deficient Medication Restraint Documentation 
Under DOC oversight and the leadership of the Medical Executive Director, BSH medical staff 
continue to demonstrate serious and persistent misunderstandings of their own policies and MA 
state law while documenting instances of restraint and seclusion. Use of imprecise terminology 
and key omissions of medication restraint records raise concerns about, and even enable, 
noncompliance with the law in practice.  

In daily 24-Hour Nursing Reports, distributed to hundreds of facility staff, BSH nursing continues 
to make infrequent use of the term “medication restraint,” despite its official usage in BSH policy 
which comports with MA state law. In fact, during this reporting period, the term “medication 
restraint” only appeared 12 times in 24-Hour Nursing Reports out of 309 medication restraints. 
Instead, BSH nursing staff continue to use nonspecific language that obfuscate the category of 
restraint, such as “emergency medication order,” “NOW order,” “STAT order,” and “ETO” 
(Emergency Treatment Order), which was stricken from BSH policy in 2024 due to its illegality. 
The 24-Hour Nursing Reports also regularly omit the time of medication restraint administration 
and any rationale for the restraint, instead discussing the rationale for the preceding seclusion. 
DLC identified at least thirteen (13) instances in which 24-Hour Nursing Reports lacked a time 
for medication restraint administration and at least eighteen (18) when the Reports lacked an 
appropriate rationale for a restraint. 

As discussed above regarding BSH nursing staff, BSH psychiatrists likewise write insufficient 
rationales on Medication Restraint Order forms. They regularly omit legitimate bases for orders, 
such as current behavioral observations, to justify the escalation to medication restraint, instead 
relying on the rationale for the seclusion that preceded it. BSH policy and Massachusetts state 
law dictates that 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.  

Since September 2023, DLC has issued multiple public reports and raised concerns multiple 
times with the BSH administration regarding the legality of the BSH medication restraint form 
(“BSH S/R – Medication Restraint”), including providing feedback to the Contracted Provider on 
the form during the previous reporting period.100 This highly deficient form continues to allow 
BSH psychiatrists to regularly order illegal medication restraints solely for the “treatment of 
acute symptoms” or due to “potential harm,” neither of which rise to the standard of MA law. 
During this reporting period, the DLC learned that the Contracted Provider submitted “a draft of 
a revision” of the form to DOC’s Assistant Deputy Commissioner of Clinical Services for review 
and approval.101 

 
100 DLC February 2026 BSH Report at 19. 
101 Email from BSH Hospital Administrator to DLC (May 29, 2026). 
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I. 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.102 The ISOU and RU are 
supposed to provide psychiatric 
hospital-level evaluation and 
care. 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.103  

Most importantly, unlike the main BSH facility, DOC corrections officers (CO) control both units. 
The presence of officers in the ISOU is particularly imposing, with five (5) officers assigned 
during the first and second shifts to the 18-bed unit that is rarely near capacity.  

i. Increase in Transfers from the RU to the ISOU 
During this reporting period, DLC observed an increased incidence of individuals committed to 
the RU being temporarily transferred to the ISOU. Recovery Solutions has stated that, while 
there is no policy governing this process, it is a “clinically driven decision based on the patient’s 
needs.”104 Contracted Provider staff has further reported to DLC that these determinations are 
based on whether an RU patient is symptomatic and “could disrupt” other RU patients. DLC is 
concerned that, given the conditions and minimal level of clinical programming in the ISOU, 
these transfers are punitive and harmful to the transferred patient’s mental health. Indeed, the 
ISOU does not appear to offer anything to patients in need of a higher level of care relative to 
the RU. Moreover, the criteria for clinical decisions to transfer to the ISOU are opaque – not tied 
to specific behaviors causing or risking serious harm to self or others, as in the past – and 
permit both arbitrary and punitive transfers.  

DLC interviewed RU patients who had transferred from the RU to the ISOU:  

• Multiple RU patients have reported minimal contact with their clinician once transferred 
to the ISOU.  

o A particular patient reported that during his three (3) to four (4) weeks on the 
ISOU, he only saw his clinician and psychiatrist once, respectively. He also 
reported a lack of medical care for issues that were being addressed on the RU. 

• Multiple patients reported receiving no explanation of why they were transferred in the 
first place and how the ISOU was meant to be helpful.  

o One patient reported that they will transfer individuals simply when they are “off 
their baseline,” without any symptoms or level of risk mentioned. 

• Multiple patients reported to DLC that while on the RU their clinicians and psychiatrists 
both told them that if they didn’t take their medication, they would get sent to the ISOU. 

• Multiple patients reported to DLC that they felt the transfer was a punishment.  
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o A patient felt that being sent to the ISOU was a punishment because whenever 
he “does something bad” they would send him here, with no mention of 
symptoms.  

o A patient reported that COs placed him in restraints and brought him to ISOU as 
punishment for something he said to a CO.  

ii. Access to Programming and Mental Health Treatment 
According to the Contracted Provider, “[t]he Old Colony Correctional Rehabilitation and 
Programming team continues to work towards equity between services offered at BSH and 
OCCC.”105 Our guest lecture series continues to be successful... In March, the PS participated 
in their annual arts show, showcasing both visual and performative art. In May, for Mental 
Health Awareness Month, OCCC staff also facilitated the weekly Mental Health Discussion 
series and held the Strides for Strength Walk on May 28."  

ISOU patients report that they are supposed to receive a weekly check-in with their clinician, but 
actual meeting frequency varies. One patient reported that he sees his clinician almost every 
day; another reported seeing his clinician three times per week; while yet another reported that 
he had only seen his clinician once during three weeks on the unit. 

ISOU patients also continue to report that rehab staff come to the unit, but they do not offer 
consistent programming or hold groups. Rather, they sit at tables in the dayroom and play cards 
with patients. Patients in the RU give more positive reviews on the quality and frequency of 
programming compared to those offered on the ISOU. However, patients consistently reported 
to DLC that correctional staff on the RU have repeatedly denied their requests for unit-based 
vocational opportunities, despite the clinical team’s advocacy on their behalf.  

Patients on both ISOU and RU have also shared concerns regarding the Correction Program 
Officer (CPO), whose position is not security-based but facilitates important elements of prison 
life like phone access, grievances, and outside visits. One patient reported that the CPO is 
“difficult to work with” and you have to “push [the CPO] to do anything.” On more than one 
occasion, a patient chose to forego filing a grievance because of the burden of having to obtain 
a form from the CPO. Another patient reported that the CPO “rolls [their] eyes” at patients, is 
dismissive, and sometimes doesn't show up to the unit for days, which impedes patients’ ability 
to send and receive mail. 

iii. Corrections Officer Conduct and Assignments 
DLC continued to receive reports that COs engage in insulting, aggressive, and instigatory 
conduct on the ISOU, creating tension on the “stabilization” unit and exacerbating the strain on 
patients with serious mental health concerns. One patient reported that ISOU COs “talk shit” to 
PS, and that they need to be nicer, patient, respectful, and “treat us like patients.” Another 
patient reported to DLC that the ISOU COs are “egotistical”, “driven by favoritism,” take 
advantage of patients, and that their presence and actions create tension on the unit. 

Based on patient reports and DLC’s observations, the five (5) COs assigned to the ISOU - 
which has an 18-bed capacity but is rarely near capacity – typically sit behind a long desk at the 
front of the unit looking into the dayroom. One PS, who shared with DLC that he was sent to the 
ISOU for attempting suicide at another facility, reported that, upon approaching the desk with 
five (5) COs, a CO said to him, “fuck you” and “get away from the desk.”  

ISOU patients reported to DLC that COs yelled at non-native English speakers communicating 
with each other in their primary language to “Speak English.” In one case, this frustrated a 
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patient who just wanted to be able to speak with “[his] people” while on the unit and, as a result, 
staff secluded him in his cell. 

Several patients also report that COs use excessive force. Three patients reported that their 
wrists were injured when COs placed handcuffs on them roughly. Another patient reported that 
a leg injury was reinjured during the use of force by COs. 

It is DLC’s understanding that COs get to self-select and be placed in posts based on seniority. 
When DOC administrators receive repeated complaints of patient mistreatment, COs will not be 
reassigned to a more suitable unit unless DOC’s investigation into that conduct establishes just 
cause, as defined in DOC policy.106 DLC appreciates the importance of employee protections 
against unjust termination and demotion; however, the ability to transfer COs between units to 
prevent abuse of patients and other individuals with disabilities who live in specialized mental 
health and medical units is essential. If DOC refuses to staff the RU and ISOU with appropriate 
COs, it must instead commit to utilizing Contracted Provider security staff. 

After years of DLC advocating for increased mental health and de-escalation training for ISOU 
and RU COs, the Contracted Provider announced during this reporting period that it is “in the 
process of developing a new training curriculum for officers assigned to the ISOU and RU, set to 
be implemented in July 2026.  

The training will focus on providing education on recognizing signs and 
symptoms of mental illness and trauma informed principles as well as offering 
strategies for deescalation when interacting with individuals diagnosed with a 
mental health condition.107  

This training development harkens back to the BSH Working Group 1987 recommendations for 
mental health training for COs.108 

 
102 Women serving state prison sentences who require psychiatric evaluation or commitment for treatment 
go to DMH hospitals.  
103 VitalCore Health Strategies became the DOC-wide healthcare contractor on July 1, 2024, replacing 
Wellpath.  
104 Email from BSH Administrator to DLC (May 29, 2026). 
105 Rehabilitation and Programming Department Report, BSH Governing Body Meeting (June 11, 2026). 
106 103 DOC 230.03.  
107 Hospital Administrator’s Report, BSH Governing Body (June 11, 2026) at 3. 
108 Report of the Working Group on Bridgewater State Hospital, 9 (August 10, 1987) 
https://archives.lib.state.ma.us/server/api/core/bitstreams/3433915c-4fed-4fff-ad61-
58f1d7917d5d/content.  

https://archives.lib.state.ma.us/server/api/core/bitstreams/3433915c-4fed-4fff-ad61-58f1d7917d5d/content
https://archives.lib.state.ma.us/server/api/core/bitstreams/3433915c-4fed-4fff-ad61-58f1d7917d5d/content
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J. Patient with High Medical Needs 
It is well-recognized that many individuals with mental health disabilities experience poor health 
outcomes, particularly people who are diagnosed with persistent psychotic disorders and major 
mood disorders often labelled as “serious mental illness” or “SMI.”109 Put starkly, “[t]hose with 
SMI die earlier, have more medical illnesses, and receive worse medical care than those in the 
general population.”110     

BSH has a growing aging and frail population that requires hospital level of medical expertise, 
equipment, and services unavailable at BSH. As a correctional facility, Basic Life Support 
training is required but Advanced Cardiovascular Life Support training is not.111 BSH identified 
the need for additional medical expertise and training after a patient emergency medical event 
at BSH involving an elderly Lighthouse Unit resident who died within hours of transfer to an 
outside hospital. “As a result of a recent RCA/Mortality Review and subsequent action items, 
[BSH] nurse educator developed a Code Blue Training. This training was mandatory for all 
patient-facing staff members.”112  

The increasing medical needs of an aging population at BSH, coupled with lower certification 
and accreditation standards for the state prison – as compared to a hospital – are cause for 
great concern about access to timely and effective healthcare for this already vulnerable 
population. This is yet another reason why, in order to meet the needs of the patient population, 
BSH must be transferred from DOC to DMH. DMH already cares for older adults with serious 
medical and mental health needs and works with nursing facilities to transfer patients when 
appropriate.  

DLC is not aware of a single example of a direct transfer from BSH to a nursing facility. The 
closest situation of which DLC is aware – a BSH with a terminal neurodegenerative disease was 
transferred to Tewksbury State Hospital in 2017 for appropriate care – only occurred after his 
guardian filed a lawsuit alleging medical malpractice and civil rights violations  hours in 
seclusion he suffered while at BSH.113 This is, in part, because of the high stigma that attaches 
to BSH patients because the facility is a state prison.  

Concerns about BSH’s ability to meet the population’s medical needs also highlights two 
additional alarming long-term systemic issues that leave the aging population at BSH at risk. 

i. Application of the Undefined “Strict Security” Standard   
DLC has previously discussed at length,114 that BSH is the designated facility for the 
Commonwealth to provide psychiatric evaluation and treatment services to “male patients” when 
there has been a determination that “failure to hospitalize in strict security would create a 
likelihood of serious harm by reason of mental illness.” Yet, the term “strict security” is undefined 
by statute, and case law establishes no clear criteria for a strict security determination.  

The courts, county correctional facilities, DOC, the Contracted Provider, and DMH do not have 
an agreed upon definition either. Clinicians who review the same records and meet with the 
same person come to different conclusions as their need for strict security of BSH and, at times, 
clinicians agree that a judge’s determination of strict security was improper.  

Indeed, some judges are improperly basing strict security determinations on the availability of 
DMH beds for evaluations. As discussed above, people who need evaluations in DMH hospitals 
– and have been deemed by the court to NOT require strict security – suddenly meet the strict 
security standard when the court decides that the wait for a DMH bed is too long.  
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The presence of a growing population of elderly and medically frail patients at BSH, is in and of 
itself a clear indication that the Commonwealth’s application of the strict security standard is 
troublingly flawed. DLC has observed in the Lighthouse unit elderly patients who spend most of 
the day sleeping and rarely leave their beds.  The notion that they are so dangerous that they 
cannot be served in a more appropriate licensed and accredited medical facility is absurd. How 
can Massachusetts’ legally and morally justify keeping these individuals with multiple disabilities 
who are not serving state prison sentences in a state prison?  

ii. Lack of State Protective Services for Older Individuals in BSH and 
Other DOC Facilities  

Despite the clear vulnerability of older people with disabilities in state prison facilities like BSH, 
there is no oversight agency tasked with investigating and addressing abuse and neglect 
perpetrated against them.  

The Commission for the Protection of Persons with Disabilities (CPPD), formerly DPPC, does 
not serve or respond to complaints lodged by individuals over the age of 59.115 During this 
reporting period, DLC reviewed all CPPD reports concerning BSH patients from December 15, 
2025 to May 1, 2026. Out of 41 total CPPD reports, 5 were screened out based on the BSH 
patient being older than 59 years old.  

At the same time, Massachusetts’ Adult Protective Services program, administered by the 
Department of Elder Affairs, only provides services to individuals sixty or older “living in the 
community.”116 And, though the DMH investigates complaints in psychiatric hospitals and the 
Department of Public Health can investigate abuse and neglect in congregate care settings 
such as nursing homes, neither have authority in carceral settings.117 

As a result, BSH patients who are 60 and older are left with only the BSH grievance process 
and sick slips, both of which are inadequate, as discussed further below.  

 
109 DLC does not endorse identifying people with lived mental health experience as SMI due to the 
negative connotation the term carries but references it as a term of art with legal significance under 
federal and Massachusetts law that is also used in medical and academic literature. 
110 Mark J. Viron, Theodore A. Stern, The Impact of Serious Mental Illness on Health and Healthcare, 
PSYCHOSOMATICS, Volume 51, Issue 6 (2010), 458, https://doi.org/10.1016/S0033-3182(10)70737-4; 
see Kelly E. Irwin, David Henderson, Cancer Care for Individuals with Schizophrenia, CANCER, 323 
(February 1, 2014), https://acsjournals.onlinelibrary.wiley.com/doi/10.1002/cncr.28431.  
111 Nursing Services Report Discussion, BSH Governing Body Meeting (June 11, 2026). 
112 Nursing Services Report, BSH Governing Body Meeting (June 11, 2026) at 4. 
113 The lawsuit, Doe v. Spencer, Docket No. 1684CV02136 (Mass. Super.), resulted in a significant 
monetary settlement following a medical malpractice tribunal finding in favor of plaintiff. As noted above, 
BSH’s current Medical Executive Director and Director of Medicine were named defendants. 
114 See, e.g., DLC July 2024 Report at 6-10.  
115 See Commission for the Protection of Persons with Disabilities, https://cppdmass.gov. 
116 See Massachusetts Executive Office of Aging & Independence, Report Abuse of Adults Aged 60+, 
https://www.mass.gov/info-details/report-abuse-of-adults-aged-60. DLC believes that M.G.L. c. 19A, 
which establishes the Adult Protective Services program, need not and should not be interpreted to 
exclude incarcerated elders. Protective services are defined as “services which are necessary to prevent, 
eliminate or remedy the effects of abuse to an elderly person.” M.G.L. c. 19A, § 14. The definition of 
abuse in § 14, on which the current interpretation appears to rely, when read in keeping with the rules of 
statutory construction, includes any “Act or omission which results in serious physical or emotional injury 
to an older adult or financial exploitation of an older adult” unmodified by location. Id.  
117 See M.G.L. c. 111, §§ 72F- 72L. 

https://doi.org/10.1016/S0033-3182(10)70737-4
https://acsjournals.onlinelibrary.wiley.com/doi/10.1002/cncr.28431
https://cppdmass.gov/
https://www.mass.gov/info-details/report-abuse-of-adults-aged-60
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II. BARRIERS TO PATIENT ACCESS TO JUSTICE  
A. Access to Chapter 123 Proceedings and Counsel 
In the Administration building, a satellite session of the Brockton District Court, known as “inside 
court,” sits that handles civil commitment and § 8B substituted judgement (Rogers) proceedings. 
In 2015, the Commonwealth invested in renovations to create a formal courtroom in the space 
complete with a raised bench and counsel tables. Yet, since the public health emergency, 
judges who are off-site preside over the proceedings virtually via Zoom while BSH patients and 
counsel sit in front of a screen in the otherwise empty BSH courtroom. This, unfortunately, has 
not changed even as Massachusetts trial courts returned to normal operations, and other 
evidentiary hearings and trials returned to presumptively in person.118   

Because BSH is a DOC facility, phone access for patients is limited to outgoing calls during their 
out-of-cell time; another barrier that patients in DMH hospitals do not face. Patients cannot 
receive incoming phone calls, including 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; DOC asserts that, by design, BSH patients should not be able to 
leave voicemails at all. 

i. Notification of Court Hearings and Attorney Meetings 
Both BSH patients and counsel representing them reported, consistent with last reporting 
period, that BSH staff do not consistently inform patients when their hearings are taking place. 
This results in patients missing important court dates. 

ii. BSH Courtroom Functionality and Accessibility 
DLC has observed a number of virtual public court sessions for BSH patients, and several 
during this reporting period. Overall, our observations indicate that holding the proceedings over 
Zoom – with the judge in a separate space than the patient – creates barriers to BSH patients’ 
equal access to and effective participation in commitment and § 8B proceedings.119 
During the Zoom sessions, DLC has the same vantage point as the remote judge. One sees the 
BSH patient, typically accompanied by their attorney, seated in the BSH courtroom at a table 
with an accordion door behind them, which separates the courtroom area from a larger room 
where attorneys and others must gather to wait for their cases to be called. The accordion door 
is often partially open, allowing all on Zoom to see and hear the murmur of people moving 
behind it. Background noise contributes to persistent issues with poor sound quality with the 
feed from BSH, often making statements of BSH patients and counsel inaudible. DLC has 
observed inadequate volume and audio interruptions that appear to stem from microphone 
placement at the table. The poor sound quality and background noise can prevent hearing and 
easily distract from testimony and arguments that patients’ counsel present. 
DLC observed many specific instances of technological failures impacting the accessibility of 
the proceedings: in one instance, the screen of the judge participating remotely went blank; in 
another, the testimony of a forensic psychologist participating remotely was delayed by 6 
minutes due to technical issues with their video camera. Patients appearing onscreen from one 
of the Zoom rooms near the courtroom due to a treatment team determination are both difficult 
to hear due to technical issues and poor acoustics and to see due to scratched up video 
cameras and improper camera angles.  
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iii. Telephone Access to Counsel 
As DLC discussed in our February 2026 report, although most BSH patients must engage with 
counsel related to Chapter 123 or pretrial criminal matters, BSH patients often struggle to reach 
and communicate with their attorneys as a result of significant limitations on phone access 
imposed by DOC.120 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. The stress of not being able to communicate with counsel can exacerbate patients’ 
mental health condition and symptoms. 

During this reporting period, the Contracted Provider confirmed with DOC and Securus (the 
contracted correctional phone provider), that “the patient phones are not set up to leave 
messages on Attorney voicemail and that the phone will disconnect once a voice recording is 
detected.”121 DOC and the Contracted Provider have not informed DLC of any efforts by DOC or 
the Contracted Provider to remedy this situation to ensure patients’ phone access to their 
attorneys.  

Further, during this reporting period, DLC observed multiple unit phone lists posted above 
patient phones that contained vital legal services numbers such as Committee for Public 
Counsel Services and Prisoners’ Legal Services but listed incorrect information for contacting 
DLC. Unlike any other services listed, BSH posted limited hours for DLC (M, T, Th 9am-1pm). 
No such restrictions or limitations apply or have ever applied to patients at BSH. DLC reported 
these deficiencies to the Contracted Provider. 

iv. Email Access for Committed Individuals 
On June 23, 2026, the Contracted Provider implemented email access for patients who are 
committed to BSH through the use of kiosks and on tablets for patients who have in the Adams, 
Carter, and Lighthouse units. The Contracted Provider presented this as a measure to allow 
patients to contact their attorneys as well as family members at “fixed points” during the day.122 

Notably, this email access is no innovation. Known as CorrLinks, it has been available to other 
individuals incarcerated in DOC facilities for years. Most importantly, CorrLinks emails are not 
confidential and may be monitored by DOC and the Contracted Provider. This means that, if a 
BSH patient used it to email their attorney, their communication would not be protected by 
attorney client privilege. According to the Contracted Provider, the FAQs about CorrLinks 
posted on the units and available to anyone who registers an account on the CorrLinks website 
states that all emails are subject to monitoring. In response to DLC inquiries about how BSH 
patients are notified of this highly important distinction between prison and personal email 
accounts, the BSH Hospital Administrator reportedly “asked that Unit Director's update the 
FAQ's on the units and ensure that Atty communications are highlighted as also being subject to 
monitoring.”123 

This email is not a substitute for appropriate phone access and the ability to leave voicemails for 
attorneys. The vast majority of patients who come through BSH only for evaluation will not get 
access to email. When an attorney or law office phone number is formally registered as such 
with the phone provider, Securus, phone calls are confidential. 

 
118 The Committee for Public Counsel Services and DLC filed a petition in the Supreme Judicial Court 
single justice session in July 2026 concerning the widespread denial of access to in-person proceedings 
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for people subject to Chapter 123 proceedings. See CPCS Mental Health Litigation Division v. Chief 
Justices of District and Boston Municipal Courts, SJ-2026-0333. 
119 Disability Law Center, Public Report: The Commonwealth’s Treatment of Individuals with Mental 
Health Disabilities Committed to Bridgewater State Hospital and Patient Continuity of Care, 38 (February 
2026), https://www.dlc-ma.org/wp-content/uploads/2026/03/DLC-BSH-Public-Report-February-2026-
1.pdf. 
120 Disability Law Center, Public Report: The Commonwealth’s Treatment of Individuals with Mental 
Health Disabilities Committed to Bridgewater State Hospital and Patient Continuity of Care, 38 (February 
2026), https://www.dlc-ma.org/wp-content/uploads/2026/03/DLC-BSH-Public-Report-February-2026-
1.pdf. 
121 Email from BSH Hospital Administrator to DLC (May 29, 2026). 
122 Email from BSH Hospital Administrator to DLC (May 29, 2026); Hospital Administrator’s Report, BSH 
Governing Body Meeting (June 11, 2026); Email from BSH Hospital Administrator to DLC (July 10, 2026). 
123 Email from BSH Hospital Administrator (August 24, 2026).  

https://www.dlc-ma.org/wp-content/uploads/2026/03/DLC-BSH-Public-Report-February-2026-1.pdf
https://www.dlc-ma.org/wp-content/uploads/2026/03/DLC-BSH-Public-Report-February-2026-1.pdf
https://www.dlc-ma.org/wp-content/uploads/2026/03/DLC-BSH-Public-Report-February-2026-1.pdf
https://www.dlc-ma.org/wp-content/uploads/2026/03/DLC-BSH-Public-Report-February-2026-1.pdf
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B. Access to a Meaningful Grievance Process 
In our February 2026 report, DLC discussed concerns about the unreliable and burdensome 
nature of the BSH grievance process – one of the only ways that BSH patients can officially 
document their concerns and complaints about their care, conditions, and staff conduct. While 
some patients may have difficulty taking part in the grievance process, those who do strengthen 
problem solving skills and have an opportunity to seek relief from abuse and neglect. The 
Contracted Provider must prioritize ensuring that the BSH grievance process functions fairly and 
properly, particularly in consideration of the disability profiles of BSH patients.   

During the reporting period, patients at BSH filed 805 grievances. Out of those, 739 grievances 
were counted; 66 grievances from one BSH patient were not counted because he had his right 
to file grievances suspended. Similar to DOC’s treatment of incarcerated persons in other state 
prisons,124 if a BSH patient is deemed to file too many grievances, the Contracted Provider 
suspends their right to file any, regardless of the content or urgency of those grievances. 
Conversely, state law requires that all DMH operated and licensed psychiatric hospitals and 
programs, must process every patient complaint. Thus, in facilities with already higher licensing 
and accreditation standards, patients’ ability to lodge grievances cannot be suspended.   

Of the 739 counted BSH patient grievances, the BSH Patient Advocate responsible for 
handling all grievances determined that 247 were non-grievable for being “out of scope,” 
repeated/frivolous, or already resolved – over 30% of the grievances filed were 
immediately determined to be not counted or non-grievable. Of the remaining 492 
grievances, the Patient Advocate made the following determinations:  

• 156 were unsubstantiated  
• 63 were denied based on policy/procedure 
• 187 grievances were disposed as “resolved informally” 
• 23 were disposed of as “an alternative solution offered” 
• 28 were referred for further investigation 
• 29 were supported 
• 3 were unresolved  
• 5 were appealed to the Hospital Administrator 

In presenting these numbers, the Patient Advocate has mentioned that the numbers may not 
align completely because a grievance may fall within one category initially but switch to a 
different category, or a grievance may be combined with another to resolve an outcome. 

The Patient Advocate described grievances filed this reporting period as “‘high volume, low 
quality’ grievances, meaning that there [were] very few grievances that have been supported or 
that have needed substantive follow up compared to previous months/quarters.”125 As 
previously discussed, however, the categories the Patient Advocate uses 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.126 The divergence of Patient 
Advocate practice from the BSH Grievance Procedure raises serious concerns about the 
effectiveness of the grievance process and patients’ ability to be heard by the Contracted 
Provider and obtain relief.  

The Patient Advocate’s continuing noncompliance with the BSH Grievance Procedure’s 
requirement that patient grievances receive a written response is further cause for concern. 
Having no written response and written acknowledgment of the patient’s receipt thereof 
frustrates key purposes of a formal grievance process in an environment when DOC and the 
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Contracted Provider control all other record-keeping: documentation, accountability, and 
transparency.127  

DLC routinely asks BSH patients about their experiences submitting grievances. Out of seven 
(7) current BSH patients who recounted filing a grievance during their admission this reporting 
period, none reported receiving a single verbal or written response. One patient who filed 
multiple grievances did eventually receive a written response over a month after submitting his 
grievances after DLC had advocated on his behalf. One former BSH patient reported that he 
had filed over 35 grievances during his admission at BSH and did not receive a single verbal or 
written response. He said, “I got this prevailing sense they just don’t give a shit.” He also 
reported BSH “isn’t therapeutic of any nature; this is a torture chamber.”  

Access to Grievance Forms and Sick Slips 

During this reporting period, DLC regularly observed missing grievance forms and sick slips on 
multiple BSH units, both of which should always be available to patients in clear plastic hanging 
folders on or near the nursing station. When unavailable, BSH patients must request forms from 
Contracted Provider staff, causing an unnecessary barrier and chilling effect to some. Any 
barriers to self-advocacy are particularly troubling for this population, particularly while Peer 
Support at BSH is lacking. The Contracted Provider “is currently working on a project to re-
establish Peer Support”128 at BSH but patients do not have the benefit of well-established peer 
support programs or Human Rights Officers such as those at DMH facilities. DLC raised 
concerns about unavailable grievance forms and sick slips to the Contracted Provider, who sent 
out reminders to unit directors.  

The Contracted Provider has created a patient portal through its electronic medical records 
system.129 As part of this process, it loaded the Sick Call and grievance forms into the system 
and will create patient accounts. These are currently being tested and expected to be fully 
functional in the coming reporting period. This would allow patients to access Sick Call and 
grievance forms through a kiosk on their unit and allow for electronic tracking of submissions 
and replies. DLC will continue to monitor this as it develops.  

 
124 “Abuse of the Grievance Process,” per DOC regulations, allows for suspensions for various reasons 
and for various lengths of time up to six (6) months subject to additional extension, as determined by the 
Superintendent of the DOC facility. 103 CMR 491.21. Reasons, which assume that the person filing the 
grievance has an understanding of applicable regulations and policy, include: “filing five or more non-
grievable, clearly frivolous, and/or repetitious grievances in 180 consecutive day period” and “filing five or 
more grievances in a week or 20 or more in any 180 day consecutive period.” Id.  
125 Grievance/Patient Advocacy Report, BSH Governing Body (June 11, 2026) at 8. 
126 BSH Policy and Procedure Manual, RI 100-02 Bridgewater State Hospital Grievance Procedure, § 
5.10.  
127 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.” Id. at §§ 5.4.3.1, 5.4.4. After receiving the written response, 
the patient “shall sign the grievance response form” if the patient is “satisfied with the proposed 
resolution.” Id. at § 5.4.5. 
128 Rehabilitation and Programming Department Report, BSH Governing Body Meeting (June 11, 2026). 
129 Hospital Administrator’s Report, BSH Governing Body Meeting (June 11, 2026). 
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III. PATIENT CONTINUITY OF CARE 
The care and treatment within BSH has broad impact. In calendar year 2025, BSH had 967 
admissions.130 From Dec 16, 2025 to June 15, 2026, BSH had 425 admissions.131 Notably, in 
December 2025 through June 2026, DMH hospitals had 418 forensic admissions.132 With a high 
volume of people going through BSH each year, appropriate coordination during BSH patient 
transfers and sustained access to effective, humane mental health care impact the 
Commonwealth’s mental health system, the court system, and our communities.  

Continuity in mental health care is key. Finding effective medication or other treatment modes 
often involves trial and error, and maintaining and improving outcomes requires familiarity with 
their pharmacological, psychiatric, and social histories. Accordingly, 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, other DOC facilities and 
units, and county correctional facilities. During this reporting period, DLC conducted site visits in 
five (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 Hospital133 – and two county correctional facilities – Suffolk County’s South 
Bay House of Correction and the Hampden County Correctional Center. 

DLC also continued to engage with individuals in the OCCC RTU, and those transferred to other 
DOC prisons from the OCCC BSH Units. Former BSH patients report troubling, antitherapeutic 
conditions at all DOC facilities. DLC highlights that, according to a 2026 independent review, 
about the surge of completed suicides in DOC prisons in 2025 – five (5) out of the six (6) people 
who died by suicide had a history of placement in the Behavioral Assessment Unit (BAU). Three 
(3) were in the BAU at the time of death and one (1) person transferred out of the BAU to a 
general population unit the day prior to death.134 The BAUs, DOC’s alternative to Restrictive 
Housing, are where many former BSH patients with mental health disabilities may be housed as 
a result of disability-related behaviors. 

 
130 BSH DMH Quarterly Meeting (July 10, 2025); BSH DMH Quarterly Meeting (January 8, 2026).  
131 Email from BSH Hospital Administrator to DLC (July 1, 2026). 
132 BSH DMH Quarterly Meeting (July 9, 2026). 
133 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. 
134 Sharen Barboza, Ph.D., CCHP-MH, Evaluation of Calendar Year 2025 Deaths By Suicide Within The 
Massachusetts Department of Correction, 5 (January 30, 2026), 
https://malegislature.gov/Reports/30926/Dr.%20Sharen%20Barboza%20Report.pdf.pdf.  

https://malegislature.gov/Reports/30926/Dr.%20Sharen%20Barboza%20Report.pdf.pdf
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A. Continuity of Care: DMH Hospitals 
DMH hospital patients and BSH patients fall within three 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.  

From January through June 2026, 73 BSH patients transfers from BSH to DMH 
Hospitals.135 While the BSH census remains low, DMH hospitals continue to be over 
capacity. 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 limited number of beds that open each week. 

• 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 one (1) week based on requests for stays 
by DMH. 

• The Contracted Provider was able to identify four (4) individuals who were diverted 
from DMH hospitals to BSH for evaluation after the court changed its determination 
of strict security in response to a lack of available DMH beds, confirming the 
subjective and selective application of the standard. However, the Contracted 
Provider cautioned that the documentation it receives from the court, and court clinic 
does not always explicitly state when this has occurred, so four is an approximation.  

• Although down in the teens for time, recent numbers of individuals held in county 
correctional facilities while awaiting placement for pretrial inpatient competency 
evaluations in DMH facilities are back in the 40s.  

Despite the overcrowding, former BSH patients across the board cite their experiences at DMH 
hospitals as much better than those at BSH, finding the environment more therapeutic – they 
feel safer, staff are kinder, patient areas are cleaner, and the food is better. Many highlight the 
key difference of being able to speak with their families more easily and have reliable access to 
the outside world via the phone, internet, and access to personal devices. Former BSH patients 
also appreciate their ability to take showers whenever they want. One former BSH patient 
whose primary language is not English reported that their DMH hospital offered considerably 
better interpreter services than BSH, affording access to groups where BSH afforded none. 

 

One DMH hospital staff member observed that BSH patients stepping  
down to the hospital “all seem super traumatized” and, as a result,  

“some of them are very frightened” when they arrive at the hospital. 
 

 
During the reporting period, the average daily census remained at the lowest levels ever, 
trending downwards towards 200.136 Similarly, the average monthly admissions remain lower 
than any other time in the past.137 In fact, daily patient population at BSH fluctuated between 
405 to 520 patients in the late 1980s.138 The compounding effect of decreasing admissions and 
shorter lengths of stay mean that the Commonwealth is in fact treating more forensically 
involved patients in DMH facilities than the Contracted Provider is treating at BSH – at a 
significantly higher cost for the contract and for DOC maintenance and repair of the physical 
plant.  
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DLC interviewed 15 former BSH patients in DMH hospitals about their experiences stepping 
down from BSH. Seven (7) had meetings with their treatment teams prior to discharge and all 
found them helpful. Eight did not have meetings, and all reported that they would have found 
them helpful. Eleven (11) of the patients reported at least one week's notice prior to discharge to 
DMH; One was told two days before, one was told one day before, and one was told the 
morning of his discharge, while one could not remember how long he was told. Lack of 
transparency around discharge goals, plans and timelines are constant challenges for patients 
at BSH. one patient reported: “[i]t’s frustrating for me to be here against my will, have a clinician 
express that I’m ready to step-down, and being exposed to these conditions.” 

i. Transfer Issues Identified by DMH Hospital Personnel  
DMH hospitals continue to report inconsistent access to clinical information prior to patients 
being transferred from BSH. Administrators report that most of the clinical and medical 
information arrives within one day prior of patients’ arrival – sometimes arriving along with the 
patient. All agreed it would benefit their ability to provide transferring BSH patients timely and 
appropriate care if substantive clinical and medical records arrived at least a day or two prior to 
patient arrival.  

Information on stepping down from BSH 

DMH hospital administrators report to DLC that an ongoing issue for the last few years 
regarding the BSH transfer process is that BSH step-downs are regularly informed that they will 
only be at the DMH hospital for two weeks to two months. In reality, most BSH patients are 
stepped down to DMH hospitals on a 6-month commitment. DMH hospital administrators report 
that this has led to tension when BSH step-downs learn that their hospital stay may be longer 
than expected. DLC has not yet identified the source of this misinformation. 

MassHealth Reinstatement 

Multiple DMH hospital administrators again report challenges with reinstating patient 
MassHealth benefits after stepping down from BSH. DMH hospitals report that when patients 
are transferring to DMH, BSH fails to notify MassHealth of their discharge via the SC-1 form, 
thus step-downs are coded as “DOC.” This requires DMH hospitals to obtain the discharge 
certificate from BSH and send this to MassHealth. For those individuals whose MassHealth has 
expired while they were at BSH, DMH hospitals observe that BSH does not appear to work to 
renew their insurance.  

As a result of this frustrating pattern, DMH’s flagship hospital reports that it pays for patients' 
medical care itself, while other DMH hospitals reported BSH step-downs having to wait to 
receive care from community specialists for vision, dental, oncology, oral surgery, and others as 
a result of having no insurance due to deactivated MassHealth. One DMH hospital administrator 
described a former BSH patient whose discharge from DMH was delayed by a month due to 
complications from changing his coverage status from “DOC” to “community,” and even delayed 
his access to treatment once in the community. 

Funds, Property, and Documentation  

DMH hospitals reported inconsistent results when trying to get BSH step-downs access to their 
funds and property. A DMH hospital highlighted during a DLC visit an individual who had been 
there for two months and still hadn’t received their canteen money from BSH. Administrators 
agreed that BSH should ensure that all step-downs receive their belongings and canteen money 
without DMH social workers having to make requests. 



 
57 

 

In addition, DMH hospitals consistently report that the vast majority of BSH step-downs arrive 
with lost identification and other documents such as Social Security cards. Two administrators 
reported that this occurs “90%” or “95%” of the time, with BSH transfers losing documents 
somewhere during the custody transfer between BSH, county correctional facilities, court, and 
local police departments. DMH hospital administrators agree that this slows down multiple 
processes for patients – patients without ID cannot get employment experience through hospital 
work programming or in the community, they cannot obtain Massachusetts IDs due to a lack of 
other documentation, and their discharges are slowed down. Making matters more difficult, 
according to DMH hospital social worker, some police stations dispose of belongings if 
unclaimed after 30 days.  Another DMH social worker said, “None of my BSH step-downs have 
had their ID's and I have had to start from scratch with all of my BSH step-downs - birth 
certificate, social security card etc.”  

DMH Applications 

DMH hospital administrators all endorsed the proposition that BSH should help patients with 
applications for DMH services while at BSH, which can assist with expediting discharge. One 
DMH hospital administrator commented that DMH involvement among BSH transfers to DMH is 
low at approximately 25%, despite about 40 to 50% of transfers being eligible for DMH services. 
Another suggested that it would be helpful for DMH's Forensic Transition Team to establish 
connections with patients while they are at BSH, as this could assist BSH to begin addressing 
issues related to DMH involvement even before the patient is transferred to a DMH hospital.

 
135 DMH BSH Quarterly Meeting (July 9, 2026).  
136 Id.  
137 Id.  
138 Report of the Working Group on Bridgewater State Hospital (August 10, 1987) at 2; 
https://archives.lib.state.ma.us/server/api/core/bitstreams/3433915c-4fed-4fff-ad61-
58f1d7917d5d/content.  

https://archives.lib.state.ma.us/server/api/core/bitstreams/3433915c-4fed-4fff-ad61-58f1d7917d5d/content
https://archives.lib.state.ma.us/server/api/core/bitstreams/3433915c-4fed-4fff-ad61-58f1d7917d5d/content
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B. Continuity of Care: DOC and County Correctional Facilities 
BSH patients who transfer between BSH and correctional facilities run by county Sheriff’s 
Departments or between the BSH OCCC Units and other DOC prisons experience different 
continuity of care challenges. Mental health care standards and staffing in other correctional 
facilities differ from BSH. Medication formularies may differ, particularly in county facilities, 
requiring former BSH patients to stop taking medications prescribed at BSH. Staffing and 
mental health crisis management also varies widely, sometimes even by shift within the same 
facility or unit due to the officers on duty.  

Correctional facilities generally order a mental health watch (MHW) – redesignated as 
“Therapeutic Supervision” by DOC in recent years139 – 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 remains a common component of BSH patient continuity of care because 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 continuity of care monitoring activities in eight (8) county correctional 
facilities: Suffolk County’s Nashua Street Jail,140 Suffolk County’s South Bay House of 
Correction, Hampden County Correctional Center,141 Plymouth County Correctional Facility142, 
Bristol County House of Correction & Jail,143 Essex County Correctional Facility,144 Worcester 
County Jail and House of Correction,145 Middlesex Jail and House of Correction.146 DLC also 
has a pending investigation into the death of a former BSH patient at Bristol County. DLC 
returned to South Bay House of Correction (SBHOC) and the Hampden County Correctional 
Center (HCCC) this reporting period.  

With information DLC has gathered about physical conditions for individuals on MHW, mental 
health staffing and contact standards, and MHW policy and practice, DLC has for several years 
consistently called for increased oversight of mental health care in county correctional facilities. 
With this oversight must come several central reforms:  

• The state must 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;147  

• DOC should utilize its authority to audit county correctional facility compliance with 
existing regulations148 to address disturbing conditions in county correctional facility cells 
used for MHW.  

i. Transfer Issues Identified by County Correctional Facility Personnel 
During this reporting period, DLC revisited two county correctional facilities – South Bay House 
of Correction (SBHOC) and Hampden County Correctional Center (HCCC). Both reported an 
increase in the prevalence and acuity of mental health disabilities among their populations of 
incarcerated individuals. SBHOC reported the percentage of mental health cases among 
women to be 80% with men only slightly lower. At Hampden County Correctional Center, 
administrators reported 70% of their main facility and 81% across their facilities had mental 
health cases. SBHOC reported at the time of the DLC site visit that 4 individuals in the Suffolk 
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County Sheriff’s Department custody were waiting for DMH beds; over the course of 2025,155 
individuals were incarcerated at SBHOC while awaiting DMH beds. County correctional facilities 
also raised concerns about forensic evaluations at BSH, questioning whether forensic 
evaluators meet individuals in-person because they do not seem familiar with individuals they 
have evaluated.  

Denials of patient admissions 

Despite a decreasing census and length of stay at BSH, county correctional facility 
administrators report that BSH sends back individuals – and regularly sends them back too 
soon – because their issues are determined to be “behavioral.” Administrators are concerned 
that BSH only focuses on antisocial behaviors, not the underlying mental health disability. As 
one administrator said, to BSH, “Everything is a personality disorder” – meaning, their serious 
symptoms are not attributed to mental illness warranting hospital level care.  

As a result, individuals who county correctional facilities transfer to BSH for evaluation and 
treatment return from BSH without meaningful stabilization or signs of improvement. County 
correctional facilities consistently report that BSH’s standards mean that individuals with high 
needs end up getting transferred back and forth to BSH in an effort to get them appropriate 
care; at some point, some county correctional facility administrators report that they stop 
considering BSH as a resource and put them on a DMH waitlist to get “another set of eyes” on 
them.” With DMH hospitals full, this statewide concern is even more pronounced.  

Challenges with records transfer 

While there have been improvements, county correctional facility administrators continue to 
report delays in the receipt of clinical records for individuals returning from BSH after 
evaluations. If individuals return without staff receiving records ahead of time, it poses 
challenges to continuity of care including ensuring access to psychiatric and other medications 
in a timely manner. Administrators report that it is especially concerning when people 
transferred from BSH return without a “last dose letter” indicating what date and time their last 
MOUD administration occurred at BSH.   

BSH Continuity of Care Coordinator 

In July 2025, BSH added a Continuity of Care Coordinator position. County correctional facilities 
have reported positive feedback about the new Coordinator, who has increased communication 
with BSH and county correctional facilities and led to an increase in the speed of paperwork 
transfer. According to BSH, the Coordinator’s “primary role is to coordinate discharge planning 
for patients returning to county correctional facilities and/or the community,” assigning with 
applications for DMH services in the community, facilitating contact with BSH clinical staff, and 
serving as a resource for BSH clinical staff when trying to contact a DMH case worker. 149 

Still, county correctional facility administrators cited that more regular updates regarding the 
progress of individuals sent to BSH for evaluation and treatment would be helpful in preparing 
their return. They also reported that a liaison between county facilities and BSH, like the DMH-
BSH liaison, would further ease the transfer process. 
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ii. Mental Health Watch Experiences 
During this reporting period, DLC interviewed 19 current and former BSH patients about their 
experiences on MHW. They uniformly reported those experiences as negative and 
detrimental to their mental health. DLC highlights some of their reports below: 

• A current BSH patient reported that he was on MHW at Plymouth County Correctional 
Facility for three days. The facility gave him a smock, a flimsy mattress, and a single 
blanket. He described himself as “scared,” “delusional,” and “hypomanic.” Still, he 
reported that no one came and talked to him. He remembered that lights were on 24/7 
and he could not sleep well at all. 

• A current BSH patient described his few days on MHW at the Essex County Correctional 
Facility as “torture.” The lights in the mental health watch cell were on 24/7, mental 
health staff did not engage with him, and corrections officers antagonized him. 

• A current BSH patient reported that he was on MHW at Nashua Street Jail for 
approximately two weeks in conditions he found “disturbing,” including fecal matter that 
remained in the MHW cell prior to his arrival and through his MHW.  

• A current BSH patient reported that during his MHW at Middlesex House of Correction 
and Jail, lights were on 24/7, and he only had an anti-suicide smock to wear. During out-
of-cell evaluations, he was strapped to a restart chair – a stationary chair-desk 
combination secured to the floor. 

• A current BSH patient reported that he was on MHW at Hampden County House of 
Correction for five days in “horrible” conditions. The lights in the cell were on 24/7, and 
staff was “uninformed” and “unhelpful.” 

• A current BSH patient reported that he was on MHW at Nashua Street Jail for two 
weeks. Lights remained on 24/7, and he recalled no engagement with clinicians and no 
out-of-cell time during the first week. 

• A current BSH patient relayed that he was on MHW at HCCC for approximately one 
week. The lights were on 24/7, exacerbating his struggle to sleep. He found the 
conditions “appalling,” and he described the cell floor as resembling a dirt floor. 

• A former BSH patient reported that he was on MHW at Worcester County House of 
Correction and Jail for a week. He was “in a rough way, mentally.” The facility gave him 
a mattress but no pillow. The lights were on 24/7, which made it hard to sleep. 
Corrections officers taunted him, telling him, “You’re gonna get stabbed when you go to 
the block.” The only mental health care-related contact was medication distribution, as 
opposed to clinician engagement. 

• A former BSH patient reported that he was on MHW in Essex County for 3 days. It was 
the “bare minimum.” Staff hardly offered support. Lights were on 24/7. MHW was not 
helpful and in fact made him feel worse.  

• A former BSH patient reported that he was on MHW at SBHOC for a month. It was cold 
and he wore only a smock. Lights were on in the cell 24/7. Someone came by and spoke 
with him for 15 minutes once per day. 
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• A former BSH patient spent two days on MHW at SBHOC. All staff did was ask if he 
wanted to hurt himself. It was not helpful at all and he mostly tried to sleep. 

iii. South Bay House of Correction Mental Health Watch 
In March 2026, DLC conducted a site visit at South Bay House of Correction (SBHOC) in 
Suffolk County. At the time, the facility had a census of 1,046 individuals. DLC met with 
administrators to discuss the facility and continuity of care issues for former BSH patients, then 
was given a tour of the Medical Housing Unit, which houses MHW cells, multiple general 
population, and a specialized housing unit. 

From December 2025 through June 2026, the SBHOC placed 81 individuals on MHW per 
month, with an average of 5.3 days spent on MHW.150 SBHOC administrators reported that 
people are almost always on a MHW before transferring to BSH, and about 50% of the time 
they spend time in MHW for an assessment when they return from BSH. Individuals who return 
from BSH on an 18a go through a “Behavioral Health Transition Program” which entails housing 
in booking then MHW then general population 

The medical housing unit at SBHOC has 19 cells – mixed gender and pre- trial/sentenced status 
– five of which are designated as mental health observation cells for individuals on MHW, and 
additional cells can be used for this purpose as needed. The Medical Housing Unit has wide 
hallways, and its cells are sparse and worn with painted cinder block walls. There are single 
cells, double cells, and dorms. Single cells for MHW are 11’x10’.151 Other medical cells have 
cameras but are pixelated in the area over the toilet. Staff report that daytime lights are not on 
24/7 but that there are night lights in cells.  

Cells contain a separate toilet and sink, a mirror, a large window, and a slender metal bed-sized 
slab extending from one of the walls. The Unit also has a dayroom, which contains chairs and a 
circular metal cafeteria table arranged around a TV mounted at just below ceiling height.  

According to SBHOC administrators, the number of staff on the unit increases based on the 
number of individuals on MHW; for every three 15-minute watches added, they add another 
staff. Individuals incarcerated at SBHOC while they wait for §15b evaluations in DMH hospitals 
are housed in the MHU as well. Individuals on Q5 status due to acute suicidality, also known as 
Constant Observation, are fully restricted and do not come out of their cells. Individuals on other 
MHW levels may come out of their cells for recreation time, phone calls, or shaving. For 
individuals on the lowest watch level, they also receive some of their property. Unit staff 
reported that they try to get them out of their cells for 2.5 hours per day, still only 30 minutes 
more than is allowed for individuals in Restrictive Housing. According to administrators, 
individuals on MHW can meet with mental health staff in interview rooms outside of their cells.   

Per SBHOC policy, the levels of housing and monitoring for individuals on MHW in SBHOC are 
as follows: 

Constant Observation: For individuals deemed to be “acutely suicidal.” A correctional 
staff always has the individual in view. The individual is seen by a mental health clinician 
seven days per week. 

15-minute Mental Health Watch: For individuals deemed to not to be an acute suicide 
risk. A correctional staff sees the person at irregular 15-minute intervals. The individual 
is seen by a mental health clinician every day except Sundays and holidays.  
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Light Mental Health Watch: For individuals deemed to require monitoring of mental 
health symptoms and for stabilization, unrelated to immediate safety concerns. A 
correctional staff sees the person at least once every 30 minutes.152  

iv. Hampden County Correctional Center Mental Health Watch 
In May 2026, DLC conducted a site visit at Hampden County Correctional Center (HCCC), 
located in Ludlow. At the time, the facility had a census of 755. DLC met with administrators to 
discuss the facility and continuity of care issues, then took a tour of the general population and 
specialized units. HCCC’s Evaluation and Stabilization Unit (ESU) is one of two regional ESUs 
in the state operated under state budget line items and it is intended to serve Berkshire, 
Franklin, Hampden, Hampshire, and Worcester counties – the other is located at the Middlesex 
Jail and House of Correction.153 The ESU provides “intensive mental health treatment and 
services for inmates” and is internally referred to as “inpatient treatment.”154 HCCC also 
operates a Mental Health Unit, a 39-cell residential housing unit in which individuals who meet 
DMH criteria reside in single cells, remain part of the general population, and receive additional 
support and treatment. Notably, clinicians reported that, due to the high need across the state 
and the limited capacity of the Middlesex County ESU, the Hampden ESU has been taking 
admissions from across the state, not just the western half. 

DLC observed that HCCC units have a typical prison tier structure with additional “sub-
dayrooms” on most units. The sub-dayrooms function like an enclosed unit within the larger unit, 
separating individuals on MHW in a sub-unit enclosed by glass with a smaller day room area 
connected to four individual cells. These sub-units allowed for separation and enclosed quieter 
shared space but are still part of a larger unit.  

HCCC houses 25 cells that can be used for MHW: five beds each in the facility’s two restrictive 
housing units (C1 and C2), and 15 cells on the ESU. The 15 ESU MHW cells do have in-cell 
cameras. However, the 10 Restrictive Housing unit MHW cells do not have cameras; it is 
unclear why that protection is not in place. Each cell measures 80 square feet. 

DLC observed MHW cells on one of the Restrictive Housing units as well as where the ESU is 
currently located during construction of a permanent ESU location. The cells contained only a 
heavy plastic bed frame with small plastic-covered mattresses on top and metal combination 
sink/toilet fixtures. These cells were notably narrow and lacking natural light due to a single 
vertical slit window on the far wall. The floors appeared to be worn, stained concrete.  

During fiscal year 2025, HCCC had 738 emergency evaluations for individuals considered 
on RISK status and housed in Restrictive Housing MHW cells while waiting to be 
evaluated by a clinician and 504 admissions to MHW cells in the ESU. The average length 
of stay for ESU MHW is 9.3 days. 
 
Restrictive Housing cells are for those individuals who are determined to be at risk of harm to 
self or others – known as RISK status. Length of stay for these individuals is intended to be less 
than 24 hours, with a clinician evaluation being conducted promptly. They receive 15-minute 
wellness checks or 1:1 observation and receive a safety smock, 2 safety blankets, and “bag 
meals” that require no utensils. Once cleared by a clinician, they may return to their regular unit 
or be transferred to the ESU. 

Individuals placed in ESU MHW cells have access to progressive “privilege” levels: 
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Level I Full Suicide Precautions. Individuals have: a safety smock, 2 safety blankets, a 
bag meal or Styrofoam tray with paper utensils, no phone access, access to a shower 
every 3 days, no “therapeutic education and counseling time,” and 15-minute staggered 
wellness checks or 1-1 observation. 

Level II Precautions. Individuals have: a jumpsuit/uniform, two brown blankets, regular 
meals, phone access (if granted by the mental health supervisor), no “therapeutic 
education and counseling time,” daily showers, supervised electric razor access only the 
night before a court appearance, and 15-minute staggered wellness checks.  

Level III Precautions: Individuals have: a jumpsuit/uniform, two sheets and two brown 
blankets, regular meals, phone access, access to pencils and game pieces in the 
dayroom, “therapeutic education and counseling time,” daily showers, supervised 
electric razor access only the night before a court appearance, and 15-minute staggered 
wellness checks.  

 
 

 
139 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.  
140 DLC August 2025 BSH Report at 48-49; DLC July 2023 BSH Report at 41. 
141 DLC February 2022 BSH Report at 35-37. 
142 DLC July 2023 BSH Report at 43-44. 
143 DLC March 2024 BSH Report at 43-44.  
144 DLC February 2025 BSH Report at 46-47. 
145 DLC July 2023 BSH Report at 41-42. 
146 DLC July 2023 BSH Report at 42. 
147 See 103 CMR 932. 
148 See 103 CMR 901; 103 CMR 904.  
149 Email from BSH Hospital Administrator to DLC (July 2, 2026). 
150 Email from Suffolk County Sheriff’s Department to DLC (July 21, 2026). 
151 Email from Suffolk County Sheriff’s Department to DLC (July 21, 2026). 
152 Correctional Psychiatric Services Policy, J.B.5 Suicide Prevention and Intervention at 4. 
153 FY2026 Budget Line Items 8910-1010, 8910-1101.  
154 Hampden County Jall and House of Correction Policy, 4.5.12 Mental Health Services. 

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
https://budget.digital.mass.gov/summary/fy26/enacted/independents/sheriffs/hampden-sheriff/89101010/
https://budget.digital.mass.gov/summary/fy26/enacted/independents/sheriffs/middlesex-sheriff/89101101/
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Appendix A: Glossary of Acronyms Used in the Report  
  

BAU   Behavioral Assessment Unit 

BSH  Bridgewater State Hospital  

DLC  Disability Law Center  

DMH   Department of Mental Health  

DOC   Department of Correction  

DPH  Department of Public Health 

ESU  Emergency Stabilization Unit 

ETO  Emergency Treatment Order  

HCCC Hampden County Correctional Center 

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  

SBHOC South Bay House of Correction 

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;  
 BSH temperature and humidity readings; 
 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;  
 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, Taunton State Hospital, and the Mountain View Unit 
to meet with facility staff and former 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. 
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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 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 contacting SSA to obtain benefits necessary for him to 
secure stable housing in the community; BSH leadership informed DLC that the patient was 
scheduled to meet with the BSH continuity of care specialist to address these issues.  (NP) 

Programming: 1 request on behalf of 1 BSH patient 

One patient requested assistance with finding out why, after asking BSH staff for months, he 
had not been offered a patient vocational opportunity; BSH leadership reported that his 
treatment team would follow up with him to review options. (LB) 

Access to Legal Resources and Grievances: 1 complaint on behalf of 1 BSH patient 

One patient reported filing multiple grievances without receiving written or verbal responses 
from the Grievance Coordinator over a 3-month period; BSH leadership replied that he “meets 
regularly with the Grievance Coordinator regarding his concerns” and “did not request a copy of 
the written response to any of these grievances when he was provided the response verbally by 
the Grievance Coordinator.” 

Staff Abuse: 6 complaints on behalf of 4 BSH patients 

DLC relayed five complaints of verbal abuse and one allegation of physical abuse. In two 
instances, the complaint was forwarded to the patient’s treatment team; in two other instances, 
a reminder was sent out to at least one nurse manager; and in four instances, investigations 
were initiated. The investigations into allegations of physical abuse resulted in corrective action 
for a TST who was observed on video wrapping his hands and arms around a patient’s neck.155 

Seclusion: 2 complaints on behalf of 2 BSH patients 

One BSH patient reported that he had been locked in his cell for 3 days on the Bradford 1 unit; 
BSH leadership reported that the allegation would be investigated. Another patient reported that 
because of a behavior plan, unit staff only offered him to come of his cell for 4 hours per day; 
BSH leadership replied that the patient frequently refused to come out of his cell and engage in 
activities. 

Medical and Psychiatric Care: 7 complaints on behalf of 7 BSH patients  

DLC reported a range of patient medical concerns to BSH leadership including injuries 
sustained during interactions with law enforcement prior to admission; failures by BSH staff to 
follow up with a patient after treatment for a head injury; and BSH staff observed by DLC 
denying an involuntarily shaking patient with diabetes’s requests for a snack.  

BSH leadership regularly responded informing DLC that a referral had been made, an 
appointment scheduled, or that the matter had been addressed.  
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155 “Recovery Solutions’ Safety Director counseled the TST on proper Mandt technique.” DOC Letter to 
DLC (June 30, 2026). 
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