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Docket: ***REMOTE MEETING*** Wednesday, January 14, 2026 – 9:00AM


Note: The January 14 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/96891819211?pwd=PGxtnm9BzQv9xAb8qmrvoCGKs2YPXh.1 
Dial in Telephone Number: 929-436-2866 
Webinar ID: 968 9181 9211
Passcode: 068033

1. ROUTINE ITEMS
a. Introductions.
b. Updates from Commissioner Robert Goldstein.
c. Record of the Public Health Council Meeting held December 10, 2025 (Vote).

2. DETERMINATION OF NEED
a. Request by UMass Memorial Health Care, Inc. for a Significant Amendment (Vote). 

3. PRELIMINARY REGULATIONS
a. Overview of proposed amendments to 105 CMR 150, Standards for long-term care facilities and 
	105 CMR 153, Licensure procedure and suitability requirements for long-term care facilities.

4. INFORMATIONAL PRESENTATION
a. Update on the Community Health Initiative Program. 



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: January 14, 2026                        Start Time: 9:00 am. Ending Time: 11:31am.
	Board Member
	Attended
	Approval of
December 10, 2025              Minutes              
(Vote)
	Determination of Need Request by UMass Memorial Health Care, Inc. for a Significant Amendment
(Vote)

	Commissioner Robert Goldstein
	Yes
	Yes
	Yes

	[bookmark: _Hlk95398292]Craig Andrade
	Yes
	Yes
	Yes

	Damien Archer
	Yes
	Yes
	Yes

	Lissette Blondet
	Yes
	Yes
	Yes

	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
	Yes
	Abstain
	Yes

	Ellana Stinson
	Yes
	Yes
	Yes

	Ram Subbaraman
	Yes
	Yes
	Yes

	Gregory Volturo
	Yes
	Yes
	Recused

	Aria Zayas
	Yes
	Yes
	Yes

	Summary
	14 Members Present
1 Member Absent

	13 Members Approved;
1 Member Absent
1 Member Abstained
	13 Approved;
1 Member Absent;
1 Member Recused



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, January 14, 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; Lissette Blondet; Kathleen Carey; Emily Cooper; Robert Engell; Marcia Hams; Stewart Landers; Mary Moscato; Ellana Stinson, MD; Ram Subbaraman, MD; Gregory Volturo, MD; and Aria Zayas.

Also in attendance was Beth McLaughlin, General Counsel and Jaclyn Gagne, Chief Deputy General Counsel at the Massachusetts Department of Public Health.

Dr. Volturo recused himself for the Determination of Need discussion and vote.

Commissioner Goldstein called the meeting to order at 9:00 am and made opening remarks before reviewing the docket. 

1. ROUTINE ITEMS
a. Introductions
b. Updates from Commissioner Robert Goldstein 
Childhood Immunization Schedule
Commissioner Goldstein said that across Massachusetts, families and health care providers are grappling with confusion, fear, and uncertainty about something that should be one of the clearest, most trusted aspects of medical care; childhood immunizations. When public health guidance shifts suddenly, without transparent explanation and broad expert consensus, it does more than just create questions, it undermines trust.  And trust is the lifeblood of our work to protect children’s health. 
On January 5, the Centers for Disease Control and Prevention announced a sweeping revision of the federal childhood immunization schedule. Under the new guidance, the number of diseases for which vaccines are universally recommended for all children dropped significantly, from recommendations covering 17 diseases down to 11. Some vaccines that have long been part of routine childhood protection, including those for influenza, hepatitis A and B, rotavirus, RSV, meningococcal disease, and COVID-19, were shifted out of the “routine for all children” category and put into either a “high-risk” group or a classification called “shared clinical decision-making.”  This means that CDC no longer considers it “routine” or standard practice for a child to receive these life-saving protections. 
This transformation was announced without the usual, robust deliberative process that has characterized decades of vaccine policy. The change bypassed longstanding advisory structures and, rightfully, raised alarm among pediatricians, scientists, and public health leaders. No parent should ever feel abandoned by science or left to navigate these choices alone. The abrupt shift to the CDC recommendations for vaccines that protect against serious, and sometimes fatal,  diseases does exactly that.  It creates a burden on families and on clinicians. It raises questions and concerns, and it risks deepening the very vaccine hesitancy and skepticism that have grown significantly in recent years because of rampant misinformation, misinformation that is now coming from the highest levels of federal leadership. 
There are real-world consequences of declining vaccine confidence through the resurgence of measles and whooping cough. Right now, we are in the midst of a devastating respiratory virus season with preventable pediatric hospitalizations and deaths from influenza and COVID-19. Tragically, last week DPH reported that four children had died from complications associated with influenza. In addition, DPH reported two pediatric deaths associated with COVID-19, and one pediatric RSV-associated death. 
To understand why this moment feels so jarring, we can look back at how childhood immunization guidance developed in the first place. Long before the federal government played any formal role in national vaccine recommendations, pediatricians were leading the charge. In 1938, the American Academy of Pediatrics published its first infectious disease guidance booklet, known affectionately as the Red Book. In its eight pages, it offered recommendations to protect children from the most serious infectious diseases of the era, including routinely administering the vaccines that existed at that time for smallpox, diphtheria, tetanus, and pertussis. For the next quarter century, the AAP’s Committee on Infectious Diseases was the principal source of vaccine policy for pediatric practice. In 1964, as more vaccines were developed and administered, the Advisory Committee on Immunization Practices, ACIP, was established to bring multidisciplinary expertise to national schedules and to harmonize CDC recommendations with expert pediatric input. 
For decades, this process helped the United States achieve extraordinary victories, dramatic declines in polio, measles, Haemophilus influenzae, and other infectious diseases that once caused widespread suffering and death. At every step, this progress was grounded in rigorous evidence, transparency, and the shared goal of protecting children. Massachusetts has always listened to and aligned with evidence-based expert guidance. 
And it is precisely because we value robust science and clear communication that we have now decided to align with the schedule recommended by the American Academy of Pediatrics, a framework grounded in science, clinical judgment, and the real-world needs of children and families. DPH has communicated this decision to health care providers, hospitals, community health centers, and other community stakeholders across the state. And the Department is removing references to the CDC’s childhood immunization guidance from our website and other materials. 
DPH not alone in taking these actions. The Northeast Public Health Collaborative, of which Massachusetts is a member, voted last week to recommend the AAP schedule. The West Coast Health Alliance, which includes California, Oregon, Washington, and Hawaii has also decided to recommend the AAP schedule. Various other states have done so as well. 
Through the proactive actions taken last year by Governor Healey, and in conjunction with the Division of Insurance, all of these childhood vaccines remain free and accessible to families in Massachusetts. Parents expect and deserve public health leaders who protect their children with integrity and compassion, backed by transparent science and data. In Massachusetts, we hold ourselves to that standard every day and will not back away from this responsibility. DPH will continue working with health care providers, families, parents, caregivers, and communities to provide the protection that every child needs to live well, to be healthy, and to thrive. 
Gender-affirming Care
Commissioner Goldstein spoke about the effort to restrict access to medically appropriate, evidence-based care for transgender and nonbinary young people. Such an action represents a significant intrusion by the federal government into private medical decision-making. This is a sweeping and blunt move that ignores individual patients, overrides clinical judgment, and places politics above the health and well-being of children and families. This effort also undermines the ability of health care providers to treat each patient as an individual based on their specific needs and circumstances. 
As a physician, Commissioner Goldstein shared that he has cared for transgender and nonbinary patients across the lifespan. He has seen how compassionate, evidence-based, gender-affirming care can be lifesaving. This care is grounded in decades of clinical practice and supported by leading medical organizations. Gender-affirming care is health care, and decisions about it belong in the exam room, not in Washington. 
It is also important to be clear about the scope of this issue, which has been wildly overstated and misrepresented by federal officials. According to CDC data, about 3.3% of U.S. high school students identify as transgender or nonbinary. Fewer than one-tenth of one percent of adolescents with private health insurance receive gender-related medications. Gender-affirming surgical procedures for youth are exceedingly rare, approximately 2 per 100,000, and these have been limited to older adolescents and only after careful clinical review. 
The Trump Administration has proposed blocking hospitals that provide gender-affirming care from receiving Medicare and Medicaid funding. Federal officials also are seeking to bar both Medicaid and the Children’s Health Insurance Program from covering gender-affirming care for youth. Because hospitals depend on these federal funds to operate, the proposals place providers in an untenable position, threatening access to care that goes far beyond transgender patients. 
Twenty-one states, including Massachusetts, along with Washington, DC, have filed a lawsuit challenging these actions. Enforcement of these actions is currently paused while the case is pending. A court decision is expected this spring. 
At this time, gender-affirming care remains legal and accessible in Massachusetts. The Department’s  responsibility, morally, ethically, medically, and legally, is to protect the health and well-being of every person in this state. Transgender youth are valued and supported here, and DPH remains committed to protecting their health, dignity, and right to care.    
MLK Jr. Day
Commissioner Goldstein reminded us that sixty years ago, on March 25, 1966, Martin Luther King Jr. spoke at the second convention of the Medical Committee for Human Rights. There he said, “Of all the forms of inequality, injustice in health care is the most shocking and inhumane.”  This is evident in the ways that racism manifests as a serious public health threat in the Commonwealth, and across the country. Examples like the high maternal morbidity and mortality rates among Black birthing people, in the barriers to care faced by communities of color, and in so many other areas of health and health care. 
DPH is working every day to change those injustices by implementing the Department’s Strategic Plan to Advance Equity and by prioritizing and centering racial and health equity in our work. DPH is connecting with and gathering information from communities often underrepresented in public health data so that we can tailor our approaches and co-create solutions. On Monday, January 19, Martin Luther King Jr.’s legacy is honored and the lasting impact of his work in advancing racial equity in health care, in public health, and far beyond.   
Blood Donor Month
Commissioner Goldstein said January is also National Blood Donor Month, a time to recognize one of the most direct ways people can saves lives: by giving blood. As part of his own commitment to service in honor of both Martin Luther King, Jr. Day and the public health community, he will once again be donating blood. 
Blood donation is essential to our healthcare system. Every day, donated blood supports trauma care, cancer treatment, childbirth, chronic disease management, and emergency response. The need for blood is constant, but donations often decline during the winter months. That makes January an especially important moment to raise awareness and encourage eligible donors to step forward. 
As a public health community, we also have a responsibility to support a blood donation system that reflects the best available science and is as inclusive and equitable as possible. Expanding access to donation, while maintaining rigorous standards for safety, strengthens both the blood supply and public trust. He said he is proud of the progress made to modernize policies and remove unnecessary barriers so more people can participate in this lifesaving effort. 
He encouraged everyone who is eligible to join him and consider donating. Giving blood is a simple act with an extraordinary impact, and one of the most meaningful ways we can care for one another.   
Respiratory Illness/Vaccination
Commissioner Goldstein provided updates and reminders about respiratory illnesses. In the past few weeks, there has been a significant rise in seasonal influenza in Massachusetts, and nationally, with cases increasing more rapidly than they have in the past. On January 5th, the Department issued a press release reporting very high and rising levels of influenza activity statewide as the Commonwealth moves through peak flu season. 
The increase in flu cases may be the result of a new variant of influenza A, H3N2, known as subclade K, a fast-spreading mutation. There have already been 4 deaths in children associated with the influenza virus in Massachusetts. For reference, there were 10 pediatric flu deaths during last year’s respiratory illness season, and that was a record season. 
Hospitals across Massachusetts are continuing to see high numbers of patients seeking care for respiratory illness. DPH posts data on its website weekly, and the most recent data available go through January 3, 2026. While there was a slight decrease in the number of overall emergency department visits and the proportion of which were associated with acute respiratory illness, including influenza, RSV and COVID, it is too early to know if it is permanently past peak activity for this season. In prior years there have been multiple peaks of activity. 
With emergency department volume and wait times elevated, the Department encourages those experiencing respiratory viral symptoms to seek the right level of care, based on symptoms. If you have symptoms that are not severe, take steps to manage your illness at home by resting, staying away from others, staying hydrated, and taking over-the-counter medications for comfort. If you reach out to your provider with respiratory viral symptoms and need to be seen, but are unable to get an appointment, then consider going to a local urgent care center rather than the emergency department, if it’s clinically appropriate. 
The good news is there are actions you can take to help protect yourself and others from health risks caused by respiratory viruses. Vaccination can reduce the severity of symptoms and prevent hospitalization. It is not too late to get vaccinated for flu and COVID-19.  Vaccines are available in pharmacies, many primary care provider offices, community health centers, and local health department and community sponsored clinics. 
If you have signs or symptoms of respiratory illness, get tested.  Testing for flu, COVID-19, and other respiratory illnesses is widely available at doctors’ offices, pharmacies, or health clinics in your community. Treatments are available if you test positive for COVID, flu or certain other respiratory illnesses. Wash your hands, stay home if you are sick, and cover your cough. Also, consider wearing a mask when you are sick and have to be around others, if you are caring for someone who is sick, or if you have a weakened immune system.  
DPH Year in Review
Commissioner Goldstein took a moment to reflect on 2025 and celebrate the progress, resilience, and dedication of DPH staff and community partners that have shaped the health and well-being of our communities. From advancing public health initiatives to responding to misinformation, DPH has marked some key accomplishments, partnerships and advancements that demonstrate the ongoing commitment to protecting and improving the health of all residents across the Commonwealth. He pointed out the following accomplishments and said:
· “We began the year by highlighting the Community Health Equity Initiative’s rollout of our most recent Community Health Survey data. These include an interactive online dashboard, a community partner data request form, and a report on mental health in Massachusetts that draws on data from the survey and other sources. Collectively, these resources demonstrate DPH’s commitment to advancing health equity by expanding access to meaningful, actionable data.
· In the spring, we welcomed new members to the Public Health Council and commemorated the 250th Anniversary of Paul Revere’s Midnight Ride, a defining moment in history for both Massachusetts and our nation, that ushered in a new country and a new era of public health.
· This summer marked a major milestone in our public health efforts. In July, we reported a 36% decline in opioid-related overdose deaths across Massachusetts in 2024, a trend mirrored across the country. This achievement highlights years of dedicated work by our Department staff and by community partners.
· In August, in the midst of the confusion coming from Washington around vaccines, we hosted a vaccine roundtable where we discussed the state’s stance on vaccines, our challenges, and our path forward. Massachusetts built a state vaccine advisory infrastructure rooted in science, and developed the systems and processes needed to launch a statewide, state-run vaccine program quickly.
· As part of that effort, I issued a statewide standing order, enabling pharmacists in Massachusetts to dispense and administer COVID-19 vaccine to all eligible individuals in accordance with DPH recommendations. Then, the following month, at Governor Healey’s direction, DPH and the Division of Insurance issued a bulletin, requiring Massachusetts insurers to continue covering vaccines recommended by DPH, regardless of federal action. With these actions, Massachusetts became the first state in the nation to guarantee insurance coverage for state-recommended vaccines. Massachusetts residents have access to and coverage for COVID, flu, RSV, and routine childhood vaccines regardless of any federal actions or restrictions.
· In the fall, hundreds of our colleagues, legislators, local leaders, and friends from every corner of the state gathered at our Jamaica Plain campus to celebrate the naming of the site for Dr. Alfred DeMaria, Jr.  or as he is better known, simply, Dr. Al. The steps, pathways, and lawn in front of the State Public Health Laboratory overflowed with people whose lives and work were shaped by Dr. Al’s leadership through some of the greatest public health challenges of our time.
· And in December, for the first time ever, we welcomed a sitting Governor to our Boston office. Governor Healey joined me at our 250 Washington Street location, to speak out against federal misinformation about vaccines and autism. At this forum, DPH reaffirmed the importance of hepatitis B vaccination for newborns and brought together pediatric providers, community partners, and state leaders to discuss strategies for supporting childhood vaccination and countering misinformation.”
He said that we are fortunate to live in Massachusetts, where the Healey-Driscoll Administration continues to act decisively, urgently, and unapologetically to protect the health, safety, and well-being of all residents. The Commonwealth is boldly standing for science, grounding decisions in evidence and data, and standing firmly with the people we serve. Looking ahead, DPH carries this momentum forward and is ready to meet new challenges with the same courage, compassion, and commitment that defines this work, while continuing to protect the health and well-being of all residents across the Commonwealth. 
Commissioner Goldstein asked if there were any questions.  
Ms. Moscato asked for comment on the status of Norwood Hospital. 
Commissioner Goldstein said he would comment but may not yet have all the answers. He said a bill was filed in the legislature asking for the state to move forward with eminent domain, to take the Norwood Hospital campus and then move it to operate under the direction of another healthcare institution. The bill remains before the legislature. The Department has been engaged with the town providing data and the understanding of healthcare needs in the community. Any decision about the fate of the Norwood Hospital campus would come before this Council with a determination of need. At this point the Department does not have any applications for that.
Mr. Landers asked about the end of ACA subsidies.
Commissioner Goldstein said the Department is watching this closely and referred to DPH as the safety net to the safety net. As those individuals who are on Medicaid or on connector programs lose coverage because subsidies expire or of new work requirements or new changes to the Medicaid program, DPH is here to “catch” people and to provide them services in the community that they would need. This state has once again stepped forward and has done what is necessary to protect access to care. Governor Healey's leadership, and Audrey Morse Gasteier at the Health Connector, should be commended in this moment that they figured out the way to find resources and to use those resources appropriately to support those who benefited from connector care, and who benefited from the expansion of Medicaid.
Mr. Landers asked about the challenges of providing care to people whose legal status in the country may be uncertain and those that are forgoing care.
Commissioner Goldstein said DPH works very closely with the Mass League of Community Health Centers and the network of community health centers across the state. They are under significant pressure right now, financially and legally, because of everything that's happening at the federal level. DPH has a close relationship with them to identify what their particular needs are and how can we support them.  If there's something that can't be done at a Community Health Center because the federal government has changed policies and has applied additional scrutiny to the community health centers, DPH reviews which community based organizations around those health centers need support, so that DPH can make sure people continue to receive services even if it might not be in the same healthcare setting that they received them before. Each new policy change that comes out of the federal government requires DPH to change methods and to adapt to the new environment.
With no further questions, Commissioner Goldstein turned to the docket.
[bookmark: _Hlk127260176]1. ROUTINE ITEMS 
c. December 10, 2025 Minutes (Vote) 
Commissioner Goldstein asked if there were any changes to the December 10, 2025 minutes. There were none.
[bookmark: _Hlk80094312]Commissioner Goldstein asked if there was a motion to approve the December 10, 2025 minutes.
Dr. Archer made the motion, which was seconded by Ms. Moscato. All other present members voted to approve the minutes.
2. DETERMINATION OF NEED  
a. Request by UMass Memorial Health Care, Inc.’s for a Significant Amendment (Vote)
Commissioner Goldstein invited Teryl Smith, Director of the Bureau of Health Care Safety and Quality, to review the staff recommendation for UMass Memorial Health Care, Inc.’s request for a Significant Amendment to a previously issued Determination of Need. She was joined by Beth McLaughlin, General Counsel and Jaclyn Gagne, Deputy General Counsel.
Dr. Volturo recused himself.
After the presentation, Commissioner Goldstein asked if there were any questions from the Council.
Mr. Landers asked where the extra rooms will be located. He also asked about the growth in maternity care at UMass Memorial Hospital and if the applicant would be returning to the council requesting more beds.
Justin Precourt, President, UMass Memorial Medical Center said floors 2, 3, 4, and 5 will have six additional beds to make 24 beds around maternity. There has been a decrease in maternity and no need to come back to the council requesting more beds.
Ms. Moscato asked how the additional 24 beds would be staffed.
Mr. Precourt said they will increase staffing. They will add two additional physician teams within hospital medicine. They use their new graduate program to fill nursing vacancies.
Ms. Moscato said they stated in the application that some services have been implemented or established in that space that was identified for the 19 additional beds and asked if there is any planning going on now or in the future for that campus where the 19 beds may have been implemented. what purpose the addition of 19 beds will serve.
Mr. Precourt said the 19 beds from my perspective right now and anything that they have are most likely going to stay some type of inpatient Med surg or maternity type beds. Where that ends up landing they are still debating.
Dr. Subbaraman asked about patient composition at the two locations from an equity perspective. He wanted to know if there are differences in the levels of insured vs Medicaid and what that means for those who are being served with the shifting of beds.
Mr. Precourt said there will be no difference, and the beds are  hospital medicine at the memorial campus  almost exclusively fed from the emergency  departments.
Mr. Engell asked what the projected length of stay in the EDs with the addition of beds will be.
Mr. Precourt said they haven’t done the math on what the anticipated wait time outcome may be. He said prior to the North Pavillion opening, their rate for transfer request declined was around 35 percent and patients were transferred to Boston or Hartford. It is now roughly 8 percent.
With no further questions, Commissioner Goldstein asked if there was a motion to approve the staff recommendation for UMass Memorial Health Care, Inc.’s request for a Significant Amendment.
Ms. Moscato made the motion which was seconded by Mr. Engell. Dr. Volturo recused. All other present members approved the application.
3. PRELIMINARY REGULATIONS
a) Overview of the proposed amendments to 105 CMR 150, Standards for long-term care facilities and 105 CMR 153, Licensure procedure and suitability for long-term facilities. 
Commissioner Goldstein invited Marita Callahan, Director of Policy and Health Communications for the Bureau of Health Care Safety and Quality, to present an overview of proposed amendments to the Department’s regulations regarding standards, as well as licensure procedure and suitability requirements for long-term care facilities.  
After the presentation, Commissioner Goldstein asked if there were any questions.
Ms. Cooper pointed out a proposed section related to rest homes and “responsible persons.” She said this would be a significant change for rest homes that don’t have nurses on staff or CNAs that could become CMAs and hoped there would be an assessment prior to residents losing their access to their medications.
Commissioner Goldstein said that appropriate engagement across the healthcare system will be done to talk through the impacts of these changes. The revisions in these regulations are intended to align with the underlying statutory authority that exists for various settings. There is no statutory authority in rest homes for a responsible person to administer medications. However, there is an increasing number of health care providers that have that statutory authority, CMAs being the most recent one. It was important to make sure that DPH is adherent to the laws as written.
Dr. Subbaraman suggested that the proposed revision speaks specifically about isolation in regard to outbreaks but should possibly include access and implementation to diagnostic testing to identify early transmission. Also, he felt that treatment and prophylaxis for influenza is important. He felt that the outbreak response plan could be more robust.
Ms. Callahan said they would consider adding more language. The current proposed regulations have requirements for outbreak response plans, including: screening protocols, including the availability of laboratory testing; routine monitoring; and implementing evidence-based outbreak response measures. The language used for drafting the outbreak response requirements comes from CMS and their requirements for nursing homes are certified and have some familiarity with those infection control and emergency response procedures.
Dr. Volturo asked why if nurses’ aides now have to be certified in CPR, naloxone administration, and AED use, why don’t all patient care workers have to be certified?
Ms. Gagne said the other provider types that he was referring to have trainings necessitated by their licensure standards. It’s not necessary to specify them here in this regulation. The Board of Registration of Medicine and the Board of Registration in Pharmacy, for example, have those requirements built in, as opposed  to CNAs who don’t have this as part of their certifications in their regulations currently.
Ms. Zayas said that regarding the removal of responsible persons’ ability to administer medications in the rest homes, the updated regulation says that people who are clinically able to self-administer their medication will be able to do so. She asked who will administer medications for those that aren’t able to self-administer.
Commissioner Goldstein said that is part of the engagement that is necessary to do over the coming months during the public comment period, to help understand how rest homes could function under these updated regulations and what the implications may be for the staff that are in the rest home. Certified medication aids are part of these regulations, and these changes only have the authority to operate within a long-term care facility, and not within a rest home. So, a CMA would not be an acceptable alternative to a responsible person.
Ms. Gagne confirmed what the Commissioner said and added the oversight that's required and the statutory scheme for certified medication aids, which we don't have the ability to expand, absent amendments of that statute.
Ms. Hams asked if this proposal would bar family members from administering medication to the patient.
Commissioner Goldstein said he did not believe that was the case.
Ms. Gagne confirmed but offered to look into it. She said nothing is changing in that respect, but she is unclear on what the current regulations are around families administering medication.
Mr. Landers asked who would implement the training of prohibition of discrimination for the LGBTQI+ population.
Ms. Callahan said that the Bureau of Healthcare Safety and Quality has partnered with Family Health and is currently working on modules for this particular training. The first modules they are finalizing now are for long-term care leadership and will be out at some point this year. Later, modules for all long-term care facility staff will follow after the leadership modules are completed.
Mr. Andrade commented on the difficulty of approval for these new proposals.
Commissioner Goldstein said that most of the changes that are reflected in the draft regulations are directly from the new law that passed overseeing the long-term care industry, which was passed with significant support from the long-term care industry themselves. They asked for this type of shift in their regulatory structure. 
Mr. Landers asked if any other types of cultural training around different backgrounds, different countries, people with different English language skills or no English language skills was also being proposed.
Ms. Callahan said there was a requirement in the legislation for DPH to develop trainings, in addition to the LGBTQI+ trainings, for long-term care facilities. They have not yet started to engage with the industry to determine what those trainings may be.
Ms. Gagne added that we do require that trainings be appropriate for the population served by the facility and trainings must include cultural competency as appropriate.
Mr. Engell said the state has seen many rest homes leave the marketplace while there has been growth of assisted living facilities. He wanted his concern to go on record that patients are in both environments with different regulatory oversight and as residents of the Commonwealth, they deserve the same level of care and services. He then said that as the requirements for nursing homes to have a more robust infection control increases, he anticipates that there will be an increasing need and opportunity for facilities to be reaching out to the Department. He asked how the Department has contemplated the best way to support the industry as something like this goes into effect.
Ms. Callahan said that this is a new process and the Department has a role and responsibility from the legislation to review all of the outbreak response plans. The specifics are not known yet, but they have started talking internally about how this will be operationalized. They will work with their infection control colleagues and epidemiologists to come up with a plan to review the outbreak responses and to provide necessary feedback to the long-term care facilities to help them get to a robust plan.
Mr. Engell questioned how life safety code standards may or may not be different between nursing homes and hospitals in the Commonwealth and also how they may be different, or not from CMS and CMS standards associated with life safety code requirements. He had several examples of strong facility disparities within regulation standards.
Ms. Callahan said she would take the question to the life safety code team. The Life Safety Code is based on federal requirements.
Mr. Andrade asked, as DPH works toward a greater standardization of local public health, is this an opportunity to consider the relational element that could be beneficial to supporting these institutions in ways that local public health, with their relationships, find ways to support the Department?
Ms. Callahan said there are connections that can be worked toward. They sometimes receive outreach from local boards of health when they want to talk with the nursing homes or rest homes that are in their community. This was especially common during the COVID pandemic.
Ms. Moscato added that the intention of this Act was to be able to balance improving the quality in our nursing homes without administratively overburdening the nursing home at the same time. She commented on 105 CMR 153, saying this is a very important moment to look at the suitability requirements for owners of nursing homes and nursing home managers going forward for the state.
Commissioner Goldstein said that this will now move forward to public comments and will be returned to the Council with additional information.
With no further questions, Commissioner Goldstein moved to the next agenda item. 
4. INFORMATIONAL PRESENTATION
a) Update on the Community Health Initiative Program
Commissioner Goldstein invited Jennica Allen, Manager of Community Engagement Practices and Katelyn Teague, Community Health Practices and Engagement Specialist, both from the Bureau of Community Health and Prevention, to present on the Determination of Need Community Health Imitative process. 
After the presentation, Commissioner Goldstein asked if there were any questions.
Dr. Carey was interested in the process that is used to implement these initiatives.
Ms. Allen said currently the way that the program is structured is when they get any sort of report back, they have a checklist, including: have funds been submitted yet, are they on track, etc. 
Ms. Teague said they are working with a consultant who is very familiar with our type of work, including community engagement and racial and health equity. Through many meetings, many capacity building activities, they were able to see these impacts in the social determinants of health (SDOH) areas. They are working to set boundaries within their program scope to track in terms of evaluation and what would come after. Their focus is connecting an SDOH and then eventually getting into health outcomes.
Ms. Cooper was concerned that communities and the community process mentions housing as an issue and housing has become a crisis to the point where the process may need to be done differently. Housing is mentioned in the Community Health Needs Assessment (CHNA) in nearly every DoN but the money available in the CHI is split among many local investments leaving housing still underfunded. She felt that a large investment of funds directed to housing would help the crisis.
Ms. Blondet agreed with Ms. Cooper and felt large funds from CHIs focused at a specific need could really change the problem. She asked if there was a way to quantify the impact of investments that are being made to communities. She asked for advice in how the Council should proceed when a DoN is presented and a detailed plan for CHI funding is not set out to them. She also wanted to know who benefitted from the interest accrued from the large sums of money that is set aside for Community Health Initiatives.
Ms. Allen said every DoN application has their own way and means of doing an evaluation and there is information available in terms of how they have evaluated their impact for the statewide funds. The HRA has a very strong evaluation infrastructure. It is going to have a strong focus on impact, and they will be sure that it gets out to the members of the PHC. Every week Ms. Teague meets regarding this upcoming project and determines the local metrics and assesses where impact can be most valuable. They are trying to find a way that is more stabilized and provides some standard for how we assess impact. She encouraged the Council members to closely view the staff report because it is every document that the applicant has provided and then the preliminary information that has started to come out of that. If there is a shortcoming or a member feels like the applicant is falling short on the way that they presenting their factor 6, she encourages them, as PHC members, to ask questions. She pointed out that at the point that the application gets to PHC, they have not yet carried out the investment decision process. At this point they are engaging with them all of the time and at the point of PHC, what the members will have from the Community Engagement Practices is the report that says they submitted their needs assessment, and these are the needs that rose to the top. They have worked with them closely to understand how they plan to do ongoing community engagement. She encouraged the members to ask questions if they feel something is lacking.
Dr. Stinson said she feels like members have asked questions but don’t always get answers. She wanted to know if there is a way they can be kept up to date on how things are progressing. She asked if there are any metrics that they are using long term that follows sustainability over time and impact and are there any follow-ups 5-10 years later to make sure that the money invested is actually still serving that community.
Ms. Allen said they hope that this will become an annual report to the Council with ongoing updates about all of the projects that are in process, recently ended, or just starting at a certain point each year. They have consistent progress meetings which are opportunities that they could
share back or direct them to where they might be reporting on this themselves until they have the reporting structure up.
Dr. Stinson said that the details of the application’s factors 1 through 5 are detailed but factor 6 is not. Approval is difficult when she does not feel completely informed.
Ms. Allen said that when the PHC sees an application that includes a factor 6, they can be assured that the CHI team has seen the applicant’s CHNA, community engagement plan, self-assessment, and partner assessment. She suggested perhaps that would mean you're being there as part of along with the applicant so that we could really understand the background and, and, and what is involved in meeting Factor 6 and what, what, what your evaluation was that went into what you just said about it doesn't come to us until you've really thoroughly evaluated all these, all these factors.
Ms. Hams said she also agreed that at the point in which they're looking at a DoN and they're trying to evaluate the significance of factor 6, they don’t have enough information to make an educated determination. She said perhaps the CHI team should be with the applicant to help the members understand the background and what is involved in the factor 6. 
Dr. Subbaraman asked what he, as a member of the PHC, should be assessing in these applications. He reviewed what he believed was the process of the allocation of CHI funding with concerns of how the RFP process works and its transparency to the Council.
Ms. Allen said they would not approve or continue to work with the applicant and would raise concerns with the overall deal on approval if there were issues post PHC vote. There are necessary things that are in place before and up until the Council members see the DoN at the meeting with certain minimum standards. When the members see it at PHC, the applicant has not made an investment strategy decision yet. What is in place is an expectation that they engage in a transparent, appropriate stewardship of the funds. That process very often looks like an RFP because that is one of the clearest, most evidence-based ways to do transparent funding investment. When a CHI investment decision is made, there is an entire process that they worked through with the CHI team to make sure that it will be effective, transparent, and there is no other competing interests at play. She said a hospital can’t come to the PHC without a seated or planned advisory body that has minimum partner engagement which includes local Board of Health, transportation, and housing.
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 February 11, 2026, at 9:00 am.
Commissioner Goldstein asked if there was a motion to adjourn.

Dr. Carey made the motion which was seconded by Mr. Andrade. All other members present voted to adjourn. The meeting was adjourned at 1:31 am.
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