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Docket: ***REMOTE MEETING*** Wednesday, April 8, 2026 – 9:00AM


Note: The April 8 Public Health Council meeting will be held remotely as a video conference consistent with St. 2021, c. 20, s. 20, which provides for certain modifications to the Massachusetts Open Meeting Law.
Members of the public may listen to the meeting proceedings by using the information below:

Join by Web: https://zoom.us/j/93761797129?pwd=fbChAp1iqRfs3Xg5rUtqkUkCQrfCDa.1
Dial in Telephone Number: 929-436-2866 
Webinar ID: 937 6179 7129
Passcode: 231536

1. ROUTINE ITEMS
a. Introductions.
b. Updates from Commissioner Robert Goldstein.
c. Record of the Public Health Council Meeting held March 11, 2026 (Vote).

2. DETERMINATION OF NEED
a. Request by Dana-Farber Cancer Institute, Inc. for a Substantial Change in Service (Vote).

3. PRELIMINARY REGULATIONS
a. Overview of proposed amendments to 105 CMR 168.000, Licensure of Alcohol and Drug Counselors.
b. Overview of proposed new regulation 105 CMR 272.000, Standards Regulating the Care of Infants Identified as being Affected by Prenatal Substance Exposure.




The Commissioner and the Public Health Council are defined by law as constituting the Department of Public Health. The Council has one regular meeting per month. These meetings are open to public attendance except when the Council meets in Executive Session. The Council’s meetings are not hearings, nor do members of the public have a right to speak or address the Council. The docket will indicate whether or not floor discussions are anticipated. For purposes of fairness since the regular meeting is not a hearing and is not advertised as such, presentations from the floor may require delaying a decision until a subsequent meeting.

Attendance and Summary of Votes:
Presented below is a summary of the meeting, including timekeeping, attendance and votes cast. 
Date of Meeting: April 8, 2026                           
Start Time: 9:00 am. Ending Time: 11:20 am.
	Board Member
	Attended
	Approval of
March 11, 2026              Minutes              
(Vote)
	Table Discussion of Request by Dana-Farber Cancer Institute, Inc. for a Substantial Change in Service (Vote)
	Determination of Need
Request by Dana-Farber Cancer Institute, Inc. for a Substantial Change in Service (Vote to Postpone)

	Commissioner Robert Goldstein
	Yes
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	Yes
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	Damien Archer
	Yes
	Yes
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	Yes

	Lissette Blondet
	No
	Absent
	Absent
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	Kathleen Carey
	Yes
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	Yes
	Yes

	Emily Cooper
	No
	Absent
	Absent
	Absent

	Robert Engell
	Yes
	Yes
	Yes
	Yes

	Marcia Hams
	Yes
	Yes
	Yes
	Yes

	Stewart Landers
	Yes
	Yes
	Abstain
	Yes

	Tom Mackie
	Yes
	Yes
	Yes
	Yes

	Mary Moscato
	Yes
	Yes
	Yes
	Yes

	Ellana Stinson
	Yes
	Yes
	Yes
	Yes

	Ram Subbaraman
	Yes
	Yes
	Yes
	Yes

	Gregory Volturo
	Yes
	Yes
	Yes
	Yes

	Aria Zayas
	Yes
	Yes
	Yes
	Yes
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	12 Members Present
2 Members Absent

	11 Members Approved;
2 Members Absent
1 Member Abstained
	11 Members Approved;
2 Members Absent
1 Member Abstained
	11 Members Approved;
2 Members Absent
1 Member Abstained



PROCEEDINGS

A regular meeting of the Massachusetts Department of Public Health’s Public Health Council (M.G.L. c. 17, §§ 1, 3) was held on Wednesday, April 8, 2026, by the Massachusetts Department of Public Health, 250 Washington Street, Boston, Massachusetts 02108.

Members present were: Commissioner Robert Goldstein; Craig Andrade; Damian Archer, MD; Kathleen Carey; Robert Engell; Marcia Hams; Stewart Landers; Tom Mackie; Ellana Stinson, MD; Ram Subbaraman, MD; Gregory Volturo, MD; and Aria Zayas.

Also in attendance was Beth McLaughlin, General Council, and Jaclyn Gagne, Chief Deputy Counsel at the Massachusetts Department of Public Health.
Commissioner Goldstein called the meeting to order at 9:00 am and made opening remarks before reviewing the docket. 

1. ROUTINE ITEMS
b. Updates from Commissioner Robert Goldstein 
National Public Health Week
Commissioner Goldstein noted National Public Health Week. He relayed the history of Dr. John Snow, who was a physician in London in 1854 when a cholera outbreak raged through the Soho neighborhood with terrifying speed, killing hundreds of people within days. At that time, the conventional wisdom was that the disease was spread through miasma, or bad air. This was scientific consensus, taught in medical schools, and trusted by authorities, but of course, it was wrong. He plotted the cholera deaths in Soho by address and discovered that the cluster of them were around a public water pump. He suggested to officials to remove the handle of the pump, which they did. The outbreak subsided almost immediately. The single pump handle became a powerful symbol in public health. Public health has been built and advanced by people like John Snow, skeptics with data, courage, and good instincts about where and how to look for answers. The last 170 years of epidemiology all grew out of that moment in Soho when an audacious physician pulled on a thread that unraveled dogma and revealed a new field of science. 

Marathon Monday/Emergency Preparedness/FIFA World Cup
Commissioner Goldstein highlighted the upcoming Boston Marathon, an extraordinary undertaking which spans multiple communities and draws 30,000 runners and a half million spectators. DPH’s Office of Preparedness and Emergency Management (OPEM) plans and prepares for a wide range of issues that could arise during the race, including health problems, injuries, hydration needs, and the impacts of extreme heat or cold. Every Marathon Monday, DPH activates its incident command structure, maintaining real-time situational awareness across the course, and continuous communication with medical stations along the route and with its many partners. OPEM works closely with Emergency Medical Services, area hospitals, local health departments, and public safety to coordinate a unified, integrated, and responsive network of support and readiness. This year, coming on the heels of the Marathon, is a sequence of other large-scale, high-profile events. First is the FIFA World Cup. At last month’s Public Health Council meeting, the Commissioner offered a glimpse of our preparedness efforts for the seven matches and related fan activities that will take place from June 16 through July 9. Events will occur in many venues, from the matches at Gillette Stadium, to fan walks and watch parties in municipalities across the state, and Fan Festival gatherings on City Hall Plaza. On March 26, national teams from Brazil and France played a friendly match at Gillette Stadium. That event gave DPH an opportunity to test its incident command readiness for the big matches to come.
Toward the end of the World Cup period, OPEM will also be supporting the 250th Fourth of July celebration. DPH activates its incident command structure for the annual Harborfest, Boston Pops Esplanade performance, and Fireworks Spectacular, which are expected to attract up to a half million people. Sail Boston follows soon after, from July 11 to 16, during which the majestic Tall Ships will grace Boston Harbor, drawing several million people to the waterfront. The work of preparedness is essential, but it is also largely invisible. Preparedness is about anticipating and preventing crises before they happen. It is the planning that prevents foodborne illness, tracks weather and extreme heat, and monitors possible infectious disease outbreaks. When something does happen, effective preparedness and response can be the difference between a contained incident and a cascading crisis. 

Budget Process
Commissioner Goldstein said he testified last month before the Joint Committee on Ways and Means in Clinton, MA, to advocate for Governor Healey’s FY27 Budget. This hearing provided an opportunity to highlight the Department’s transformative work over the past year, from protecting access to vaccines, to updating Shield Law protections for reproductive health and gender affirming care, to the implementation of monumental legislation like SAPHE 2.0 and the maternal health law. This progress is a testament to DPH’s commitment to equity and the well-being of every resident across the Commonwealth. Beyond reflecting on these achievements, he underscored the critical need for the strategic investments proposed in the FY27 budget. These funds are essential for the successful, long-term implementation of the maternal health law and for providing the robust support our local public health system needs to thrive.

COVID-19 Update
Commissioner Goldstein shared a critical update to the COVID-19 landscape. An emerging subvariant BA.3.2, which has been informally nicknamed the 'Cicada' variant is being monitored. As of this week, BA.3.2 has been officially detected in Massachusetts through both clinical samples and wastewater surveillance, mirroring trends that are seen across all six New England states. The 'Cicada' moniker is quite apt; this lineage actually emerged in late 2024 but remained at very low levels globally, essentially 'underground', before showing a marked increase in detection recently. This variant is a newer branch of the viral family tree. While it has developed several mutations that make it look different from previous versions, this is a natural part of how viruses adapt over time. These changes mean the virus is slightly better at navigating the existing immune defenses, so an increase in mild infections or reinfections may be seen. However, the foundational protection most residents have from previous vaccines and infections remains a critical shield against the most serious outcomes. While the high mutation count is notable, there is no evidence, either from domestic cases or international data, that BA.3.2 causes more severe disease or higher hospitalization rates than the Omicron strains we have managed over the past year. While the variant may partially evade certain antibodies, the existing public health toolkit, including rapid testing and early treatment with antivirals like Paxlovid, remains the primary and highly effective line of defense. DPH continues to utilize information from routine case reporting, wastewater, and emergency department visits and hospital admissions to monitor the impact of this variant on residents of Massachusetts. In summary, while the 'Cicada' variant represents another evolutionary leap for the virus, the public health infrastructure is well-equipped to manage it without a shift in overall strategy.

RSV Update
Commissioner Goldstein highlighted a shift in clinical guidance regarding respiratory syncytial virus, or “RSV.” Typically, the monoclonal antibody immunization program for infants at risk for RSV is wrapped up at the end of March. However, the data being seen tells a different story this year. Because the current RSV season started later than usual, meaningful levels of viral circulation across the Commonwealth are still being seen well into this spring. In response, a clinical advisory has been issued extending the immunization window for eligible infants through April 30, 2026. This is a data-driven move to protect the most vulnerable residents. RSV remains the leading cause of infant hospitalization in the U.S., and by extending access to these monoclonal antibodies, DPH is providing a critical safety net against severe bronchiolitis and pneumonia. The specific populations this affects is infants under 8 months. DPH is urging clinicians to catch up on any eligible infants who haven't yet received protection, particularly if maternal vaccination didn't occur or happened close to delivery. And for high-risk children aged 8–19 months, including those with chronic lung disease, cystic fibrosis, or severe immunocompromise. These children are included in this extended access as well. This extension applies only to the infant monoclonal antibody. The window for maternal vaccinations remained unchanged, and the recommendations for adults 75 and older, and those 50-74 with underlying conditions, remain a one-time dose given at any time throughout the year. The team at the Bureau of Infectious Disease and Laboratory Sciences will continue to monitor these trends in real-time. 

Federal Update
Commissioner Goldstein said that public health depends on systems that are stable, evidence-based, and trusted. For more than a year, those systems have shifted, at times seismically. He highlighted several federal developments. On March 16, a federal court in Boston issued a ruling that halted changes to the Centers for Disease Control and Prevention’s vaccine advisory process. The case, brought by the American Academy of Pediatrics, found that HHS Secretary Robert F. Kennedy Jr., likely violated federal requirements for transparency, accountability, and fairness when he dismissed all members of the Advisory Committee on Immunization Practices (ACIP) and replaced them with individuals who largely share his anti-vaccine views. In the past year, ACIP had recommended vaccine changes that, in many cases, diverged from longstanding scientific consensus. ACIP’s decisions have raised serious concerns about whether actions were being guided by evidence or ideology. If the court ruling holds, it could reverse some of those troubling changes. Governor Healey had proactively taken steps to protect vaccine access in Massachusetts regardless of federal direction. And those protections remain in place. 

He noted a recent decision by the U.S. Supreme Court concerning a Colorado law banning conversion therapy for LGBTQ youth. The Court found that the law violated the free speech rights of the therapist who challenged it. This is a complex and evolving area of law, but the public health concern is clear. Major medical and behavioral health organizations have consistently found conversion therapy to be harmful, particularly for young people. Massachusetts remains firmly committed to supporting evidence-based, affirming care for all LGBTQ residents. 

He noted that immigration enforcement, and the violence and fear associated with it, continues to have a measurable impact on community health. Providers and community partners have reported that many people are delaying care, missing appointments, and disengaging from services because of the threat of detainment, arrest, deportation, and separation from families. The reluctance to seek care has implications not only for individuals, but for entire communities. Governor Healey in January filed legislation to prohibit ICE operations in sensitive locations like hospitals, community health centers, nursing homes, and substance use disorder programs without a judicial warrant. In response, the Department is working with providers, community-based organizations, and local public health partners to help reinforce the message that care is available in our Commonwealth, and that accessing it is confidential and safe. 

He mentioned that last week, the Trump Administration released its federal budget proposal, which would cut roughly $5 billion from public health-related programs as part of a broader $73 billion reduction in nondefense discretionary spending. Such cuts would affect areas like health care access, social services, housing, and environmental justice, the very conditions that drive health outcomes. This is just the beginning of a long, complex federal budget process, and much will change in the months ahead. 

These ongoing developments are a powerful reminder that public health does not operate in a vacuum. Federal decisions, legal, fiscal, and policy, shape the conditions of the work and the tools available to protect and promote health. But amid all this chaos, DPH’s mission, values, and resolve endure. In Massachusetts, we remain anchored in evidence and equity because it is what this moment demands, and it is what the people in this Commonwealth deserve.

Commissioner Goldstein asked if there were any questions. 
Mr. Landers appreciated the Commissioner’s acknowledgment of John Snow, the changes Massachusetts faces with ICE in local neighborhoods, the two very important court cases concerning HHS, and the mention of the conversion therapy case at the Supreme Court.
Mr. Engell asked if there was an update to the measles cases that the Commissioner mentioned in last month’s PHC meeting.
Commissioner Goldstein said there have not been any additional reported cases of measles in Massachusetts or of Massachusetts residents.
With no further questions, Commissioner Goldstein turned to the docket.
[bookmark: _Hlk127260176]1. ROUTINE ITEMS 
c. March 11, 2026 Minutes (Vote) 
Commissioner Goldstein asked if there were any changes to the March 11, 2026, minutes. There were none.
[bookmark: _Hlk80094312]Commissioner Goldstein asked if there was a motion to approve the March 11, 2026, minutes.
Dr. Engell made the motion, which was seconded by Mr. Landers. Dr. Carey abstained. All other present members voted to approve the minutes.

2. DETERMINATION OF NEED
a. Request by Dana-Farber Cancer Institute, Inc. for a Substantial Change in Service (Vote)
Commissioner Goldstein invited Torey McNamara, Senior Policy Advisor, to review the staff recommendation for Dana-Farber Cancer Institute, Inc.’s request for a substantial Change in Service. She was joined by Jaclyn Gagne, Chief Deputy General Counsel.
After the presentation, Commissioner Goldstein invited Dr. Susan Chi, representing the clinicians of Dana Farber Cancer Institute Ten Taxpayer Group, to address the Council. 
Commissioner Goldstein then asked if there were any questions from the Council.
Dr. Subbaraman said the report was convincing that there's a greater need for more PBT access in Massachusetts and for DFCI’s own patient panel. He was concerned that there was discordance between some of the justifications cited by the applicants and actual data they presented, particularly with regard to equity. They note that one justification is the need to provide greater access to PBT to address access and equity issues. They also imply that they're concerned about reducing barriers for local people and for mass health beneficiaries. But in reviewing their panel data, particularly for the patient groups 1 and 2 that would be served, there are problems across both payer mix, race and ethnicity in geographic location in terms of equity. Looking at the overall patient panel for DFCI, they have about 3 to 5% of people served by Mass Health as compared to greater than 30% in Massachusetts generally, and for their pediatric panel, it is about 4% compared to about 40% of children in Massachusetts generally. Most concerning in the report is the proportion of patients in group 1, those most likely to benefit from PBT, is only 4.4% Mass Health overall, and 2% for children. The final equity concern that he raised is the proportion from Suffolk County, which includes Boston and Chelsea where DFC is located in Suffolk County, is only 5% of their overall mix. He is aware that DPH’s monitoring plan is trying to address a more equitable payer mix and the goal of the monitoring plan for equity seems to be around ensuring that the PBT panels are comparable to the DFCI overall patient panel.
Peter Orio, Chair of the Department of Radiation Oncology at Dana Farber Cancer Institute, said he hoped through the state monitoring plan that they can bring equity and proton access.
Commissioner Goldstein asked the applicant to address Dr. Subbaraman’s concerns more specifically.
Magnolia Contreras, Vice President of Community Health for Dana Farber Cancer Institute, said that running this proton clinic is an opportunity to continue to collect data on this patient population as well as their ability to ensure that the right patients are getting this right therapy. In running the clinic, it will enhance the information they need to gather patient profiles including race and ethnicity. Their external advisory committee members recognize that it is an opportunity to bring this therapy to patients that may have had barriers to access. 
Dr. Subbaraman did not feel his questions were being addressed. He re-stated that his concern is that the patient mix is jarringly inequitable in alignment with the Massachusetts population and particularly with the Boston-Chelsea population where DFCI is located. Ideally, equitable access to PBT would be better than what the current payer mix is. It is a starting point that is a profoundly inequitable standard. He predicted that the percentage of MassHealth in Boston and Chelsea is higher, where the access is meant to be increased by the stated goals of the applicant.
Commissioner Goldstein summarized Dr. Subbaraman’s concerns that it is the condition of the requirement to stay at the current percentage which may not reflect a movement towards equity, but in fact a baseline that reflects inequities in the moment. He suggested they go through some additional questions while thinking if there's a way to refine that condition.
Mr. Engell requested clarification if in the other conditions where it was identified that they would be in place five years post-DoN approval. He asked if that should be post approval of the DoN or post-PBT project going online. If there is a gap between approval and the project going online as one would anticipate, then the period of reporting will be decreased accordingly.
Ms. McNamara confirmed that it would be after project implementation.
At this point, Commissioner Goldstein invited Suzy Amor, representing the Patients and Family Advocates of Dana-Farber Cancer Institute Ten Taxpayer Group to address the Council.
After Ms. Amor’s remarks, Commissioner Goldstein returned to questions from the Council.
Dr. Carey added to the concerns that Dr. Subbaraman raised. She said the need is clearly demonstrated and the capital funding factor has been met, but these factors don't guarantee cost effectiveness. As a new therapy, it is evidence limited, but it is known to be expensive. One factor that's important in any economic evaluation is how many people are going to benefit from this. In this case, it's small. It is only 216 patients a year, which is only 10% of the applicant's patient panel. When there's that much scarcity, then rationing of those 216 slots is inevitable. Her remaining concern is about access for patients, particularly the socioeconomically disadvantaged patients. 
Dr. Orio said they've chosen technology which may be the face of the future to democratize access to this treatment, which is a fraction of the cost of what other proton centers required in the past. Because the cost of construction is less, he believes proton pricing will normalize as every technology in radiation oncology. As a practicing radiation oncologist for the past 24 years, he has seen technological progress and their pricing always goes down in time. They consciously picked the technology, which they think is going to bring the pricing down, so there can be greater access to a larger population of patients.
Allison O’Neill, MD, Senior Physician and Clinical Director for the Solid Tumor Center at Dana Farber Cancer Institute in Boston Children’s Hospital, added that it is recognized in pediatric patients, which will be the bulk of patients treated, that proton beam therapy is the standard of care for solid tumors outside of the brain and spine and inside the brain and spine. There is enough accumulated data to know that that has evolved to be how we treat these kids and the access they truly need. In response to Dr. Subbaraman’s comments, they recognize that many pediatric patients do indeed fall under the MassHealth umbrella and that their care currently is fragmented. They haven't been able to provide the whole holistic care at the top standard without access to proton beam. With evolving access and the ability to work with Boston Children's, particularly for pediatric patients, those numbers will change, and patient population will change. With the future cancer hospital in the line of the BI Deaconess that referral patterns are likely to change too with regards to adult patients for whom this will become more of a standard as we progress with more data in that regard.
Mr. Landers was curious about the timing of this application and why it did not come sooner with the new popularity of this therapy. He wondered with the increase usage of proton therapy how many more applications will come to the Council. He asked if DFCI saw itself requesting more proton beams. He added that he concurred with Dr. Subbaraman and Dr. Carey in their concerns about race and ethnicity.
Dr. Orio said the current application has come about because of the needs for standard of care for many children is not being met. They have been tracking this technology while waiting for various FDA approvals, which have come recently to give them the confidence to move forward with these technologies. In terms of how many they need, they want to start slowly to contribute to the research but understand they are meeting only a small portion of demand that Massachusetts has.
Dr. Stinson asked if the applicant could include in their application methods, they will use to get more of Medicaid/Mass Health populations to their facility for treatment to reduce the existing disparities. 
Dr. Orio said they will be a center of excellence with their relationship with Boston Children’s Hospital, and they will define how proton therapy will be used for children. The center is supported by mass transit, making access easier and they have interpretive services for over 200 languages. Communication with the community and putting structures in place will decrease barriers to access which existed.
Dr. O’Neill added that from a pediatric oncology perspective, their department and division have put effort into better understanding social determinants of health, particularly related to cancer, with recent hires and a lot of resources. They recognize that there are several social determinants that yield inequities and outcomes despite the same exact therapy. There will be generated interest and better understanding to access not only comprehensive cancer care, but this tool proton beam therapy. They will have a better understanding whether social inequities remain when they can collect better data variables. 
Ms. Contreras said when they launch the new therapy it will demonstrate inclusivity with patients historically marginalized. They do not provide services based on insurance. They have considered expanding their patient family assistance policy and finding other opportunities to provide patient financial support to help reduce access barriers.
Ms. Hams said she too is concerned about the equity issues raised by Dr. Subbaraman and understands that the applicant has been reviewing access issues. She hoped to see more concrete planning to increase the number of patients with MassHealth to have access to this therapy.
Dr. Orio said patients will be seen based on need and they will prioritize patients of the Commonwealth and New England. He said to Dr. Subbaraman’s point, cancer data is going to skew to an older population, and the proton center pediatric patients will have a different payer mix than the institution at large.
With no further questions, Commissioner Goldstein understood the importance to the Council of crafting a condition that will provide the requested information for a proactive plan to increase diversity in the patient panel. He suggested tableting this discussion and return to it later, while the applicant drafts a proposal and move on to the next agenda item. 
Commissioner Goldstein asked if there was a motion to accept his proposal to table discussion for Dana-Farber Cancer Institute, Inc.’s request for a substantial Change in Service.
Mr. Andrade made the motion which was seconded by Ms. Hams. Mr. Landers abstained, and all other present members voted to postpone discussion.
Commissioner Goldstein moved to the next agenda item.
3. PRELIMINARY REGULATIONS
a. Overview of proposed amendments to 105 CMR 168.000, Licensure of Alcohol and Drug Counselors.

Commissioner Goldstein invited Deirdre Calvert, Director of the Bureau of Substance Addiction Services, to present an overview of proposed amendments to the Department’s regulations regarding licensed alcohol and drug counselors. She was joined by Erica Weil, Quality Assurance and Licensing Director, and Ginger Gates, Deputy General Counsel.
After the presentation, Commissioner Goldstein asked if there were any questions from the Council.
Mr. Andrade asked how long the Department has been working on this and what was the impetus to address some of these issues.
Ms. Weil said roughly two years were dedicated to this. They have seen licensed and alcohol drug counselors becoming more prevalent in treatment systems and wanted to make sure that regulations were in line with other clinical professions.
Mr. Andrade said it is for greater transparency and a robust understanding of all the different issues that our patients are looking for in terms of trauma-informed care and he appreciated the work invested to make this happen.
Dr. Volturo said it’s clear how the educational requirements are defined to obtain a license. There's a reference to continuing education, but the required number of annual hours for continual education for license renewal was not in the document.
Ms. Weil said the number of hours is not prescribed currently in the regulation. The regulation allows the departments to issue guidelines. Currently the hours are 40, but they issue this in terms of policy and communicate to the licensees through guidance.
Ms. Zayas also mentioned the unprescribed CEUs and asked if CEUs will be required in addition to established social work standards or other clinical training hours. 
Ms. Weil said social worker CEUs will be eligible toward RCUs. They would be transferable on a case-by-casebasis.
With no further questions, Commissioner Goldstein moved to the next agenda item.
b. Overview of proposed new regulation 105 CMR 272.000, Standards Regulating the Care of Infants Identified as being Affected by Prenatal Substance Exposure.
Before the presentation, Commissioner Goldstein provided some context: “For many years, our approach to infants affected by prenatal substance exposure has been one defined by traditional systems that, while well-intentioned, often defaulted to punitive measures rather than public health solutions. This new regulation is signaling a profound shift in that paradigm. It represents the concrete implementation of a recently passed piece of legislation, but more important than that, it is a primary pillar of our department strategy map. By formalizing these regulations, we are putting into practice our commitment to decriminalize substance use and to center our work around harm reduction. We are moving away from a culture of surveillance and toward a culture of support, ensuring that families are kept together, that birthing people are treated with dignity, and that our youngest residents receive the specialized, compassionate care they deserve from day one. This is a tremendous accomplishment, and in it there is a huge amount of hard data and advocacy. It's a reflection of who we are as a Commonwealth and who we strive to be as a Department of Public Health.
Commissioner Goldstein invited Dr. Elaine Fitzgerald Lewis, Director of the Bureau of Family Health and Nutrition, to present an overview of proposed regulations regarding the care of infants affected by prenatal substance exposure. She was joined by Dr. Christin Price, Administrative Director for the Perinatal-Neonatal Quality Improvement Network, and Desiree Rivera, Director of Women and Family Services for the Bureau of Substance Addiction Services. There were also colleagues from the Department of Children and Families available to help respond to questions. 
After the presentation, Commissioner Goldstein asked if there were any questions from the Counsel.
Mr. Andrade mentioned that the public hearing on this new regulation will be engaging and passionate. There is still stigma around this issue and change is hard. He asked they will support this work in the midst of resistance.
Dr. Fitzgerald Lewis agreed that this was complex. They have partners across sectors involved in this work. They will ensure that they are changing the system in a way that continues care from the prenatal all the way through the postpartum period.
Dr. Price said they’ve been speaking with frontline providers that will be directly affected by these regulations as well as bringing on people with lived experience. They have been engaged in a two-year in-depth technical assistance process that brought together folks from different state agencies, community-based organizations, people with lived experience and both obstetric and neonatal providers.
Dr. Eileen Costello, from the Department of Children and Families, pointed out that the collection of data on all infants with prenatal substance exposure in Massachusetts is required by CAPTA. DCF needs to report in aggregate the number of infants that are born substance-exposed in the state of Massachusetts.
Ms. Zayas asked about the safety protocols for the infants born addicted. If DCF is not getting specific names or activities of these babies being born, is there oversight for these babies that DCF formerly had?
Dr. Price said they are separating the treatment of infants that are born with prenatal substance exposure by making sure that they are safe from a medical perspective. If there is any concern for their safety around neglect or abuse, they will still need to be reported to DCF. They are separating the medical treatment of the infant from concerns around safety and neglect. The Family Care Plan is extremely important because families will still receive needed support even if they don’t fall under the guidance of DCF.
Dr. Costello said some of the major medical centers, particularly in Boston, had already implemented the policy of not reporting on families where they felt the mom was stable in recovery on her medication treatment for substance use. They have seen a dramatic reduction in reports of infants with prenatal substance exposure due to this policy. The new regulation is respecting  where this practice is already in place. There will continue to be DCF filings when the clinical teams around birth have concerns that this infant would not be going home to a safe environment.
Dr. Subbaraman said he appreciates the systematic screening of all birthing individuals. This eliminates haphazard screening and potentially discriminatory screening. He asked if DPH will provide guidance on types of screening tools that might be better for screening for various substance use disorders systematically so that there's some sort of comparability. He then asked if screening detects individuals that need help, what type of resources providers can refer to.
Dr. Price said that in terms of the screening they have prepared sub-regulatory guidance. They list validated screening tools for substance use and substance use disorder. They will be making recommendations about the ones that are most appropriate to be used in the perinatal period.
Ms. Rivera spoke to Dr. Subbaraman’s question about resources. She said they have already started to build out a family care plan coordination team via the Institute of Health and Recovery for additional supports such as a family care plan coordinator along with a recovery coach that will provide interim services while supporting families and offering them ongoing provider coordination meetings if they accept it. This is in response to hearing from providers’ concerns that if they don't file that the families will not have adequate support or may not access supports.
Request by Dana-Farber Cancer Institute, Inc. for a Substantial Change in Service 

With no further questions on this regulation, Commissioner Goldstein said that they have been working behind the scenes to draft a condition for the Dana Farber Determination of Need application that would be responsive to the Council's comments regarding mass health, payer mix, race and ethnicity in the patient and panel for proton beam therapy. We do not have final language on a condition and we're working with the applicant to determine what data would be available, and how we could use those data.
Mr. Andrade made a motion to postpone the vote to approve Dana-Farber Cancer Institute, Inc.’s request for a substantial Change in Service. Dr. Volturo seconded the motion and all present members voted to postpone the vote.
Commissioner Goldstein stated that this concluded the final agenda item for the day and reminded the Council that the next regular meeting is scheduled for May 13, 2026, at 9:00 am.
Commissioner Goldstein asked if there was a motion to adjourn.

Dr. Archer made the motion which was seconded by Ms. Hams. All other members present voted to adjourn.

The meeting was adjourned at 11:20 am.
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