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PUBLIC HEALTH COUNCIL MASSACHUSETTS DEPARTMENT OF PUBLIC HEALTH
Henry I. Bowditch Public Health Council Room, 2nd Floor 250 Washington Street, Boston MA


Docket: ***REMOTE MEETING*** Wednesday, February 11, 2026 – 9:00AM


Note: The February 11 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/97319186282?pwd=bOBw2anrSpCwZAFY7sdrLHatsFoL5N.1
Dial in Telephone Number: 929-436-2866 
Webinar ID: 973 1918 6282
Passcode: 819917

1. ROUTINE ITEMS
a. Introductions.
b. Updates from Commissioner Robert Goldstein.
c. Record of the Public Health Council Meeting held January 14, 2026 (Vote).

2. DETERMINATION OF NEED
a. Request by Mass General Brigham Ambulatory Surgery - Cambridge, LLC for an ambulatory surgery center (Vote). 

3. PRELIMINARY REGULATIONS 
a. Overview of proposed amendments to 105 CMR 270, Blood screening of newborns for treatable diseases and disorders.

4. INFORMATIONAL PRESENTATION
a. Update on the Department of Public Health Strategy Map. 



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: February 11, 2026                        Start Time: 9:02 am. Ending Time: 11:30 am.
	Board Member
	Attended
	Approval of
January 14, 2026              Minutes              
(Vote)
	Determination of Need Request by Mass General Brigham Ambulatory Surgery - Cambridge, LLC. for an ambulatory surgery center (Vote)

	Commissioner Robert Goldstein
	Yes
	Yes
	Yes

	[bookmark: _Hlk95398292]Craig Andrade
	Yes
	Yes
	Yes

	Damien Archer
	Yes
	Yes
	Yes

	Lissette Blondet
	No
	Absent
	Absent

	Kathleen Carey
	Yes
	Yes
	Yes

	Emily Cooper
	Yes
	Yes
	Yes

	Robert Engell
	Yes
	Yes
	Yes

	Marcia Hams
	Yes
	Yes
	Yes

	Stewart Landers
	Yes
	Yes
	Yes

	Tom Mackie
	No
	Absent
	Absent

	Mary Moscato
	No
	Absent
	Absent

	Ellana Stinson
	Yes
	Yes
	Yes

	Ram Subbaraman
	Yes
	Yes
	Yes

	Gregory Volturo
	Yes
	Yes
	Yes

	Aria Zayas
	Yes
	Yes
	Yes

	Summary
	12 Members Present
3 Members Absent

	12 Members Approved;
3 Members Absent
	12 Members Approved;
3 Members Absent;




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, February 11, 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; Emily Cooper; Robert Engell; Marcia Hams; Stewart Landers; Ellana Stinson, MD; Ram Subbaraman, MD; Gregory Volturo, MD; and Aria Zayas.

Also in attendance was Elizabeth Scurria-Morgan, First Deputy General Council at the Massachusetts Department of Public Health.

Commissioner Goldstein called the meeting to order at 9:02 am and made opening remarks before reviewing the docket. 


1. ROUTINE ITEMS
b. Updates from Commissioner Robert Goldstein 
Black History Month – Honoring Dr. Rebecca Lee Crumpler
Commissioner Goldstein reminded the council that February is Black History Month. He introduced the achievements and remarkable life of Dr. Rebecca Lee Crumpler, the first Black woman in the United States to earn a medical degree, having graduated from the New England Medical College in Boston in 1864, at the height of the Civil War. He provided a history of Dr. Crumpler’s life and unique career through insurmountable odds. He said that the work she began continues today in the work of DPH, protecting mothers and babies, strengthening communities, preventing disease, and confronting inequities that still persist.
Rural Health Transformation Program Award
Commissioner Goldstein shared the good news that last fall, the State Office of Rural Health in the Bureau of Community Health and Prevention was part of an application led by the Executive Office of Health and Human Services for funding through the new federal Rural Health Transformation Program. Last month, the Healey-Driscoll Administration announced that the application was successful and as a result, the Commonwealth will receive $162 million this year from the Centers for Medicaid and Medicare Services to improve health care access, quality, and outcomes in rural communities across the state. This is the first-year award of a five-year program, which will run from 2026 through 2030, which means the state could receive over $800 million dollars to support rural health care. Our State Office of Rural Health will be an integral part of putting those funds into action to best benefit the Commonwealth’s rural residents, and we’re very excited to collaborate with our colleagues throughout the Executive Office of Health and Services on these efforts. 
Governor’s Budget
Commissioner Goldstein said that last month Governor Healey submitted her proposed Fiscal Year 2027 budget. A year ago, the legislature passed the historic State Action for Public Health Excellence 2.0, also known as SAPHE 2.0, which equitably expands support for local public health across the state. This year, the Governor’s budget recommends a $5.7 million dollar increase in funding to the Office of Local and Regional Health, an overall increase of 63%. This funding would preserve the historic investments that Massachusetts has made in workforce development, technical public health infrastructure, and Public Health Excellence grants to municipalities in recent years and continue to fund career services and training programs for public health professionals at community colleges, UMass Amherst, and Boston University, and local public health training hubs. 
The Governor’s FY27 budget also recommends $4.3 million to further implement the 2024 Maternal Health Law, which would enable DPH to continue and expand coordinated programs to address inequities in pregnancy, birth, and postpartum outcomes. Additionally, this funding will support the establishment of a Universal Home Visiting System, which will be able to offer a postpartum home visit to all 68,000 families welcoming home a newborn each year in Massachusetts. The program will be designed so that that every family welcoming a new baby in Massachusetts will be able to receive the guidance, screening, and connection to services they need during the critical postpartum period. 
The Governor's budget also includes a provision that would give the Bureau of Substance Addiction Services, or “BSAS,” the ability to adjust their payer of last resort program. BSAS and the Department are committed to providing uninsured and underinsured residents in the Commonwealth continued access to high quality substance use disorder treatment. Recently we have seen unprecedented increases in our “payer of last resort” payment contracts, increasing strain on our ability to fund core substance use disorder services. This statutory update would allow BSAS to better manage limited resources so individuals can stay in care, even as Medicaid eligibility changes and the uninsured population grows.
State of the Commonwealth
Commissioner Goldstein said last month, Governor Healey delivered her annual State of the Commonwealth Address. The Governor highlighted how Massachusetts leads the nation in health care and health coverage, while acknowledging that challenges around affordability and timely access remain, as insurance premiums have increased nationwide and access to critical care can sometimes be delayed. 
Building on last year’s efforts, when the Governor capped what insurance companies can charge for deductibles and copays, Massachusetts is taking additional action this year by banning medical debt from being reported to credit agencies and eliminating the requirement of prior authorizations for medically necessary care. The removal of prior authorization means patients will no longer have to wait for insurance company approval to receive medically necessary care, a process that often delays treatment by weeks or even months. That timely access to care is critical and can lead to better health outcomes, strengthening public health and preventing problems from turning into emergencies. 
The Department of Public Health looks forward to working with the Administration in the upcoming year to help provide all residents across the Commonwealth with timely access to the care they need.
Respiratory Illness
Commissioner Goldstein reported two additional pediatric deaths from complications associated with influenza, bringing the total to six pediatric deaths statewide. He said vaccines protect against serious and potentially fatal diseases including flu and COVID. Massachusetts has made the decision to align with the childhood immunization schedule recommended by the American Academy of Pediatrics.
Hospital Capacity and Viral Respiratory Activity
Commissioner Goldstein noted that Massachusetts hospitals are continuing to see an overall decrease in the number of patients seeking care for respiratory illness as compared to the beginning of 2026. However, although unusual at this time of year, ED visits for RSV infection are increasing. DPH posts data on its website weekly on hospital admissions and emergency department visits related to acute respiratory diseases, including COVID-19, influenza, and RSV. The most recent data goes through January 31, 2026. Elevated respiratory viral activity generally continues through April and May, and DPH monitors it throughout the year.
Federal Updates – Public Health Funding
Commissioner Goldstein said last month, the Substance Abuse and Mental Health Services Administration, known as SAMHSA, moved to abruptly cancel $1.9 billion in federal grants for substance use disorder and mental health programs throughout the nation. This move would have terminated four awards to the Department, totaling nearly $5 million, which support critical harm reduction, substance use, and suicide prevention services. Less than a day later, the funding was reinstated without explanation. 
Similarly, late last month, Federal Health and Human Services notified public health departments across the country, on a Saturday morning, that the Centers for Disease Control and Prevention’s Public Health Infrastructure Grant program, or “PHIG” was paused. These grants fund health departments in 50 states, as well as Washington DC, eight territories, and 48 large localities across the nation, representing over $5 billion that these departments rely on to function. This pause was reversed only hours later. 
While the reversal of these cuts was good news, the uncertainty, confusion, panic caused by these federal actions and announcements takes a significant toll on our staff, and on the public health workforce across the country.
ICE actions in Minnesota and Massachusetts Response
Commissioner Goldstein said he wanted to acknowledge the unsettling times we are living in  and how we are responding. He said that public health is grounded in the promise of keeping those in our communities healthy and safe by supporting efforts that promote the well-being of families, and in lifting up the quality of life and opportunities for all people. 
Sadly, in too many communities across the nation, most recently and starkly in Minnesota, is the very antithesis of those core public health principles. The scale, intensity, and violence of recent federal immigration enforcement actions have drawn national attention and outrage. In Minneapolis, the fatal shootings of two U.S. citizens, Renee Good and Alex Pretti, who were exercising their constitutional rights to protest, ignited deep emotions across the country. These deaths shook our most basic expectations of safety, due process, justice, and human rights. Images and accounts from ICE operations have been frightening. People have been yanked out of cars, wrestled to the ground, pepper-sprayed, and seriously injured simply for being present, for protesting, or for documenting the unfolding events on their phones. The image of 5-year-old Liam in his bright blue bunny hat and Spiderman backpack is now seared into the national consciousness. Liam and his father spent two weeks in a Texas detention center before a federal judge ordered their release. 
At the same time, thousands of individuals and families in Minneapolis have shown up for one another, standing together in peaceful demonstrations, gathering in worship, singing, sharing food, and providing mutual aid, despite the risk. This response reflects the strength and resilience of community bonds, even under extraordinary stress. 
The public health impacts of such aggressive enforcement tactics extend far beyond the immediate disruption. Fear of encountering federal agents operating in so-called “sensitive locations” like hospitals, schools, and community spaces has driven people away from accessing important services like medical care. Patients are delaying treatment for serious conditions, missing essential prenatal visits, and foregoing routine care. These patterns have measurable consequences for morbidity, chronic disease management, maternal and child health, and health equity. 
Here in Massachusetts, ICE also has been targeting certain communities and detaining and arresting individuals in raids at apartment buildings, workplaces, and community sites. Building on our public health values, Governor Healey has taken action to protect the people of this Commonwealth from the harm that occurs when fear and intimidation replace trust and safety. Last week, the Governor filed legislation to keep ICE out of courthouses, schools, childcare programs, hospitals, and houses of worship; to make it unlawful for another state to deploy its National Guard here without the Governor’s permission, and to allow parents to pre-arrange guardianship for their children in the event of detention or deportation. 
The Governor also signed an executive order barring ICE from making civil arrests in non-public areas of state facilities without a judicial warrant and prohibiting the use of state property as staging areas for immigration enforcement. These measures restore and protect “sensitive location” safeguards that are essential to public health, public safety, and community trust. For hospitals, community health centers, nursing homes, and substance use treatment programs, this means protecting those who may hesitate to seek care fearing detention, arrest, deportation, or separation from loved ones. It means supporting policies and training that help health care providers and staff navigate interactions with federal immigration agents in ways that prioritize dignity and safety. 
DPH is engaged with partner agencies and health care systems to implement these protections and to support access to care for all. Public health can flourish where people feel safe seeking care, educating their children, worshiping, participating in community life, and caring for and supporting one another. That is the foundation in Massachusetts, and what continues to guide our work in public health every day.
Commissioner Goldstein asked if there were any questions.  
Mr. Landers praised the Governor and the new possible legislation.
Dr. Volturo asked if medically necessary care has been defined regarding new removal of pre-authorization legislation, otherwise he felt there would be confusion later with payment.
Commissioner Goldstein noted that policy decision does not need legislation and the removal of prior authorization for medically necessary care is being done through Division of Insurance  Regulation and Policy. He agreed with Dr. Volturo that defining what is medically necessary is important and believes that DOI is doing that.
With no further questions, Commissioner Goldstein turned to the docket.
[bookmark: _Hlk127260176]1. ROUTINE ITEMS 
c. January 14, 2026 Minutes (Vote) 
Commissioner Goldstein asked if there were any changes to the January 14, 2026 minutes. There were none.
[bookmark: _Hlk80094312]Commissioner Goldstein asked if there was a motion to approve the January 14, 2026 minutes.
Dr. Stinson made the motion, which was seconded by Dr. Volturo. All other present members voted to approve the minutes.
2. DETERMINATION OF NEED  
a. Request by Mass General Brigham Ambulatory Surgery – Cambridge, LLC’s  for an Ambulatory Surgery Center (Vote)
Commissioner Goldstein invited Teryl Smith, Director of the Bureau of Health Care Safety and Quality, to review the staff recommendation for Mass General Brigham Ambulatory Surgery – Cambridge, LLC’s request for an Ambulatory Surgery Center. She was joined by Susannah Arterian, Assistant General Counsel.
After the presentation, Commissioner Goldstein asked if there were any questions from the Council.
Mr. Engell had questions about factor one, the growth and utilization requirement for the additional capacity, if the analysis includes non-invasive options.
Tom Sequist, MD, Chief Medical Officer, MGB answered that they incorporate noninvasive approaches in their colon cancer screening programs. When the backlog numbers that they're presenting have built into them already their increased utilization of home based testing alternatives. But it’s important to remember that the final pathway of those tests as well is still colonoscopy.
Mr. Engell asked about the costs in factor four, with reference to the fact that Medicare reimbursement for the ASCs are a significant percent less than hospital based settings. He said the target age cohort for endoscopy is less than Medicare age for a large portion of that population and asked what other cost factors affect the non-Medicare end consumer.
Dr. Sequist said the majority of age eligible population for colon cancer screening is Medicare eligible although it’s shifting to newer guidelines of early colonoscopy at 45 or 50 years old and non-Medicare age.
CarolAnn Williams, President, Community Division, Senior Vice President of Operations, MGB said the payment for ASCs from Medicare as well as the other commercial payers is substantially less than the reimbursement rates for those same procedures done in a hospital setting.
Dr. Carey said there are many compelling arguments in favor of the need for more ASC capability, yet there's only one ASC in the Boston metro area that does endoscopy procedures, despite the dramatically lower cost in providing endoscopy procedures in ASCs. She asked about the decline in endoscopy procedures in 2024 due to the departure of several providers.
Ms. Williams said they agree that one of the strongest reasons for more ASCs across Massachusetts is they are at the top of the healthcare delivery on so many things. Working with their national partner Regent, this site (which existed as an ASC for pain) was identified because it actually lowered the overall construction costs and most importantly will allow them with the council's approval to start treating patients faster.
Dr. Stinson requested to review the proposed utilization numbers, concerned they may not meet the need, forcing MGB to come back in a few years. She also wanted to know with only 9% of their patient panel being from Cambridge, why are the choosing it as their location.
Dr. Sequist said this one ASC will not cover the backlog of 25,000 patients that need screening for colorectal cancer but it’s important to get even 100 of them screened. Home based testing screening as an initial screener is an important strategy along with their primary care practices making this an important focus.
Ms. Williams said the Cambridge location is just one piece of the overall strategy. Mass General  Brigham has started a plan over the last several years making sure that they can have the right care and the right location. They feel that every patient should have easy access to high quality and efficient care. ASCs will play a very important part of that strategy. While recognizing the staffing challenges in Massachusetts, the Cambridge location is easy access for their staff and providers while the existing structure was cost effective and easy to open for patients. She said it's a smaller population, but we think an important part of our population in Cambridge. The equity considerations in this space are really paramount. They set goals to reduce race, language, and insurance based gaps from colorectal cancer screening. For that, the physical location of the endoscopy center is important for a collection of social risk factors. The leading reason why these gaps exist is transportation issues.
Dr. Subbaraman said there are compelling aspects of this application, potential for reduction of wait times both for outpatient and for inpatient who may have urgent need for endoscopy and colonoscopy. He noted that reimbursement rates will be lower because this will now be an outpatient procedure rather than done in an inpatient setting but wanted to know about the actual cost that patients are paying in terms of co-pay or other costs.
Ms. Williams said they believe that patients will see the same direct reduction because of the reimbursement system in Massachusetts is set up. Co-pays, co-insurance, any of the patient obligations are set at the payer's fee schedule of that payment rate. Commercial payers follow the lower rates, driven by CMS. There is already a very robust reimbursement structure that values these procedures at the lower rate and will also translate them to the patients.
Commissioner Goldstein said DPH needs to understand if MGB has data on patient cost for each of these procedures, then the Department can think about how it would collect that information. He said it wasn't clear in their answer if they have data on the individual cost of care for each patient coming into the ASC.
Ms. Williams said to look to the payer fee schedules. The payer side sets the obligation. Mass General Brigham does not set the rate for the co-pays or the patient responsibility, their insurance does. All of the major payers, CMS Blue Cross, etc., have a separate fee schedule for hospital based procedures versus ASC procedures. The way, that the payers and the insurance company derive what is the patient responsibility is off of that rate.
Commissioner Goldstein was interested in obtaining the data of patient cost and suggested that MGB would have better access to it than DPH. He said this is not about holding MGB accountable for patient cost, but is about the importance of the data to DPH and the Council for future decisions about ASCs.
Ms. Hams asked if there is an opportunity with this shift from the current patient panel moving to the ambulatory setting, for the payer mix to increase the percentage of patients that are Medicaid eligible patients. She thinks this is an opportunity to look at this as an equity target to increase the numbers of patients that have access to this facility.
Dr. Sequist said that this is absolutely an opportunity to improve access to patients insured through MassHealth or other higher risk populations. They have 30,000 MassHealth patients who are age eligible for colorectal cancer screening with a rate of 67 percent getting screened and with commercial insurance, it’s around 82%. This ASC will help to close that equity  gap. He said everyone should be striving to increase access to care which ultimately comes through insurance products and  good data on mortality benefits of  Medicaid programs.
Mr. Landers asked what the role of Regent is in the MGB/Regent association and if the entity was for profit.
Dr. Sequist said Regent brings the expertise operationally in an efficient and effective way to run an ambulatory procedural area. The clinical expertise of MGB combined with the operational expertise of Regent will make the greatest degree of success possible.
Ms. Williams confirmed that the entity is for profit and it is the first collaboration with Regent.
Ms. Zayas said many high acuity patients will require an acute care setting and they won't be able to be served in an ACS. She asked if the cost savings number included this statistic of patients.
Dr. Sequist said that they looked at procedures that could safely be done outside the academic medical centers and they far outweighed those that could not.
Dr. Stinson asked the Regent representatives if they have operated in Massachusetts prior to this application.
Ms. Gibson said they a currently operating no ASCs in Massachusetts
Mr. Engell asked how the Department in partnership with MGB facilitates, is improving access in the high risk, underserved local areas.
Commissioner Goldstein said  in the details around Factor 1 and the identification of need, there is a significant amount of work that is put into understanding the demographics of a particular population in the service area where a new service is being proposed. That is compared with both our own cancer data that we have at the Department of Public Health, and then data that are provided to us by the applicant. The Council is aware there has been an increase in the number of, in particular, ambulatory surgical centers and hospital outpatient departments that have been proposed. It is the responsibility of the Department to continue to monitor the data and understand saturating in particular markets. The Health Policy Commission is also tasked with the overall job of healthcare planning for the state. 
Commissioner Goldstein returned to Dr. Subbaraman’s question about the patient cost experience from hospital to ASC. He proposed a voluntary reporting from the applicant to the DoN program, showing any co-pay amount by payer comparing service’s received at MGB and the ASC.
Dr. Subbaraman was satisfied with this voluntary reporting proposal, reiterating the importance of understanding the patient’s cost experience. 
Mr. Landers suggested utilizing the Health Policy Commission to help with this reporting.
Commissioner Goldstein said HPC or CHIA may already have data to satisfy this requirement.
With no further questions, Commissioner Goldstein asked if there was a motion to approve the staff recommendation for Mass General Brigham Ambulatory Surgery – Cambridge, LLC’s request for an Ambulatory Surgery Center with the addition of voluntary reporting..
Dr. Volturo made the motion which was seconded by Mr. Engell.  All other present members approved the application.
3. PRELIMINARY REGULATIONS
a) Overview of proposed amendments to 105 CMR 270, Blood screening of newborns for treatable diseases and disorders
Commissioner Goldstein invited H. Dawn Fukuda, Assistant Commissioner and Director of the Bureau of Infectious Disease and Laboratory Sciences, to present a request for proposed amendments to the Department’s regulations regarding blood screening for newborns. She was joined by Jim Ballin, Deputy General Counsel. 
After the presentation, Commissioner Goldstein asked if there were any questions and noted that joining them was Dr. Anne Comeau, from the Newborn Screening Advisory Committee, to help respond to questions.
Mr. Landers asked what criteria determines the inclusion of different diseases.
Ms. Fukuda referenced the criteria specified in regulation and said that part of the criteria that the committee considers is whether to recommend the condition for inclusion on the newborn screening panel. But many of these conditions are extraordinarily rare and the identification of them is important. The interventions that are available are so impactful that it makes sense to implement the screen. It's not always how rare they are, but in fact, how effective available interventions may be in order to support newborns and their families.
Mr. Andrade said the standards of care in today’s political atmosphere have been questioned, how do we make the average patient comfortable when they may not understand how medicine works. 
Ms. Fukuda said there are obligations assigned to UMass Chan Medical School, as our agent, to administer newborn screening in the Commonwealth, which includes assurances that newborns and families get connected to the appropriate care and treatment that is recommended following their identification. There's also an educational component about the program, including a brochure translated into multiple languages. There are staff available to answer questions from the newborn screening program and there's also education for the attending physicians who are serving the pregnant person and the newborn to make sure that information is clearly communicated. In addition to the mandatory panel, there are access to what are called voluntary pilot screens, which are additional conditions that are available for screening. 
Dr. Comeau said the RUSP, Recommended Uniform Screening Panel, is political in the sense that it still stands but the federal advisory group has been dismantled. There is still communication between clinical providers, clinical specialists, and newborn screening programs across the nation.
With no further questions, Commissioner Goldstein moved to the next item on the agenda.
4. INFORMATIONAL PRESENTATION
a) Update on the Department of Public Health Strategy Map.
Commissioner Goldstein invited Karen Cosmas, Senior Director of Strategy, to present on the Strategy Map.
After the presentation, Commissioner Goldstein asked if there were any questions. 
Mr. Andrade praised the Strategy Map, noting his own experience formerly working for the Department. 
With no further questions, 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 March 11, 2026, at 9:00 am.
Commissioner Goldstein asked if there was a motion to adjourn.

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

The meeting was adjourned at 11:30 am.
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