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Docket: ***REMOTE MEETING*** Wednesday, May 13, 2026 – 9:00AM


Note: The May 13 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/99743290147?pwd=gF199SB3yDX3NLsaNuf82c5WwKLEVK.1 
Dial in Telephone Number: 929-436-2866 
Webinar ID: 997 4329 0147
Passcode: 930805

1. ROUTINE ITEMS
a. Introductions.
b. Updates from Commissioner Robert Goldstein.
c. Record of the Public Health Council Meeting held April 8, 2026 (Vote).

2. DETERMINATION OF NEED
a. Request by Dana-Farber Cancer Institute, Inc. for a substantial change in service (Vote).
b. Request by Beth Israel Lahey Health, Inc. for a substantial change in service (Vote).
c. Request by Oasis at Dodge Park, LLC to extend authorization period for Project #2-1569 (Vote).

3. FINAL REGULATION
a. Request for amendments to 105 CMR 270, Blood screening of newborns for treatable diseases and disorders (Vote).

4. INFORMATIONAL PRESENTATION
a. Protecting Public Health During the World Cup.



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: May 13, 2026                           
Start Time: 9:04am. Ending Time: 11:46 am.
	Board Member
	Attended
	Approval of
April 8, 2026              Minutes              
(Vote)
	 Request by Dana-Farber Cancer Institute, Inc. for a Substantial Change in Service (Vote)
	Request by Beth Israel Lahey Health, Inc. for a substantial change in service (Vote)
	Request by Oasis at Dodge Park, LLC to extend authorization period for Project #2-1569 (Vote)
	Request for amendments to 105 CMR 270, Blood screening for newborns for treatable diseases and disorders (Vote)

	Commissioner Robert Goldstein
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	[bookmark: _Hlk95398292]Craig Andrade
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Damien Archer
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Lissette Blondet
	Yes
	Abstain
	Yes
	Yes
	Yes
	Yes

	Kathleen Carey
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Emily Cooper
	Yes
	Abstain
	Yes
	Yes
	Yes
	Yes

	Robert Engell
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Marcia Hams
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Stewart Landers
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Tom Mackie
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Mary Moscato
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Ellana Stinson
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Ram Subbaraman
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Gregory Volturo
	Yes
	Yes
	Yes
	Yes
	Yes
	Yes

	Aria Zayas
	No
	Absent
	Absent
	Absent
	Absent
	Absent

	Summary
	13 Members Present
1 Member Absent

	11 Members Approved;
2 Members Abstained
1 
Member 
Absent

	13 Members Approved;
1 
Member Absent
	13 Members Approved;
1 
Member Absent

	13 
Members Approved;
1 
Member Absent

	13 
Members Approved;
1 
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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, May 13, 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; Tom Mackie; Ellana Stinson, MD; Ram Subbaraman, MD; and Gregory Volturo, MD.

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

Commissioner Goldstein called the meeting to order at 9:04 am and made opening remarks before reviewing the docket. 

1. ROUTINE ITEMS
b. Updates from Commissioner Robert Goldstein 
National Nurses Week
Commissioner Goldstein said each year, National Nurses Week ends on May 12, which is Florence Nightingale’s birthday. This year was her 206th. It is a meaningful ending to a very important week and a reminder that nursing today has deep roots. Florence Nightingale transformed nursing into a respected, educated profession, laying the foundation for modern nursing and for modern public health. She demonstrated the life-saving importance of sanitation, hygiene, and ventilation, measures that reduced mortality rates dramatically. She also pioneered the use of data to drive policy and improve care. Nursing is often described as the backbone of health care. But in public health, it is also the bridge connecting clinical care to communities, meeting people where they are, and providing care that reaches those who might otherwise go without it. Across the Commonwealth, nurses show up every day in a range of settings and roles that connect with our public health system. In our public health hospitals, they care for some of our most vulnerable residents, those with complex medical, psychiatric, and social needs who require skilled, sustained attention. In health centers they offer primary and preventive care in neighborhoods that have long faced barriers to access. Through home visitation programs they reach families in the critical early years of life, supporting new parents, monitoring infant development, and helping to break cycles of poverty and poor health. In nursing homes and long-term care facilities, they deliver skilled care to older adults and those with disabilities. In every one of these settings, nurses do something vitally important and invisible. They quietly earn and build trust, one encounter, one home visit, one conversation at a time. And trust is foundational to public health. National Nurses Week each year begins May 6, which is recognized as National Nurses Day. This year, May 6 was also School Nurse Day, and we know that school nurses hold a special place in our communities. They manage complex medical needs, respond to behavioral health challenges, identify potential health issues, and help students stay healthy and ready to learn. Massachusetts has a long history of recognizing the importance of this role. In 1905, the Boston School Committee, concerned about high absentee rates, appointed Annie McKay as the first public school nurse in Boston, and in Massachusetts. She was assigned to work in three South End schools, teaching basic hygiene and caring for students who might otherwise have gone without attention or treatment. What makes her story so powerful is what she uncovered. In just her first eight weeks on the job, Annie McKay recorded 215 in-school cases of common childhood illnesses ranging from influenza to measles to scarlet fever to diphtheria, made 576 home visits, and helped more than 70 children obtain eyeglasses, interventions that allowed those students to be healthier, better prepared for learning, able to return to the classroom, and succeed. The results of her initial weeks on the job were so striking that the Boston School Committee quickly expanded the program, hiring 25 additional school nurses. In 1907, Massachusetts went further, requiring school nurses statewide, recognizing that access to health care was an essential part of public health and education. Today, that same work continues at a scale Annie McKay could hardly have imagined. Across Massachusetts, nearly 3,000 nurses work in more than 1,800 public schools, recording millions of student visits every school year. Each moment of care is an intervention or a connection that helps a child in a meaningful way. What Annie McKay demonstrated more than a century ago is something that continues to resonate in public health nursing. When you meet people where they are and connect care to the realities of their lives, you can change outcomes in profound and lasting ways. From schools. to hospitals, to clinics, to homes, to shelters, to the streets, and nurses are vital to the fabric of communities across our state. They reflect the arc of a respected and beloved calling grounded in science, guided by compassion, and vital to advancing health, equity, and dignity. The past week offered us a moment to pause and consider what nurses contribute and accomplish every day, the skill, the compassion, the presence, the trust. National Nurses Week may have ended yesterday, but our profound gratitude endures.

National Hospital Week
Commissioner Goldstein said this month also marks National Hospital Week, observed May 10 to 16. This year’s theme, “Healing Happens Here,” celebrates the full ecosystem of care, the clinical teams, support staff, administrative workers, and operations employees who together bring healing and hope to patients and families every hour of every day. He recognized the work of the four public health hospitals: Pappas Rehabilitation Hospital for Children, Lemuel Shattuck Hospital, Tewksbury Hospital, and Western Massachusetts Hospital. For many patients and families, these hospitals represent the last and best place for care and for hope. These hospitals serve individuals with the most complex medical, behavioral, and social needs, including those who have been turned away from other facilities. Many of the patients remain in care for months, or years. These are not easy cases. They are not quick victories. They are long, difficult journeys, and the staff in the four hospitals walk every step of that journey alongside them. The dedicated people who work in these hospitals have chosen a demanding and rewarding path. They provide not only skilled clinical care and essential services that keep our hospitals running, but also stability, dignity, and human connection. For many patients who have limited support or nowhere else to turn, DPH staff often become the most consistent, compassionate presence in their lives. The public health hospitals are more than facilities. They are places where people show up, day after day, to serve some of the most complex and vulnerable patients in the Commonwealth. They are places where healing is made possible through expertise, compassion, and persistence. And they are places where the unshakable commitment to never turn away from those who need us drives every decision and every act of care.

Women’s Health Month
Commissioner Goldstein said May is also Women’s Health Month. He highlighted that not long ago, the “default patient” was a man. Research and treatment were usually built around a 160-pound white, able-bodied, heterosexual male, the so-called “standard human” that shaped how we defined symptoms, determined medication dosages, and evaluated whether treatments worked. The assumption was that the results would simply apply to anyone. Until the early 1990s, women were routinely excluded from clinical trials, in part out of concern for protecting potential pregnancies, especially in the wake of the tragic impact of Thalidomide on fetuses in the 1960s. But the result was a different kind of risk, a system built on evidence that did not fully reflect the people it was meant to serve. It’s now known that women can experience different symptoms, respond differently to medications, and have health needs that are far more complex and nuanced than a one-size-fits-all approach allows. The National Institutes of Health Revitalization Act of 1993 marked a turning point. It required the inclusion of women and minorities in federally funded research and pushed science to examine differences rather than assume them away. It marked a shift in thinking and raised practical questions about cost, complexity, and study design. It ultimately changed the standard for what good science looks like. And it made clear that who is included in research shapes the care that people receive.
In many ways, Women’s Health Month speaks directly to DPH’s work in public health. Equity means making sure that everyone is seen in the data, reflected in the research, and considered in the solutions. Recognizing Women’s Health Month is one way of saying clearly, every life matters, every experience counts, and DPH’s work is stronger when it reflects the full complexity of the individuals and communities we serve.

Budget Process
Commissioner Goldstein said the FY27 budget process is well underway. Last month, the House of Representatives finalized their proposal, and on May 5th the Senate released their draft of the budget. The Senate’s version incorporated many of the Department's key priorities, including $4.3 million to support the implementation of the maternal health law and $15 million to support the Office of Local and Regional Health’s public excellence grants. As the Senate moves into debate next week, we remain committed to working with both chambers to ensure a final budget that fully supports the Department’s mission.

Measles Awareness and Rotavirus Update
Commissioner Goldstein said that though most viral respiratory diseases are on the decline, measles activity remains significant in the United States and globally. Following the report of a measles-infected traveler at Logan Airport’s Terminal C on April 14, DPH has worked closely with the Boston Public Health Commission on contact tracing and public notification for potentially exposed Massachusetts residents. The 21-day monitoring period for potential secondary cases from this exposure ended on May 5. To date, the number of confirmed measles cases in Massachusetts residents remains at two for 2026. We are also monitoring rotavirus activity, which typically peaks in the late winter and spring. Currently, Massachusetts is seeing seasonal activity consistent with expected levels for this time of year. Rotavirus is a very common virus that causes the "stomach flu" in young children, often leading to temporary vomiting and diarrhea. Because it spreads so easily through touch and shared surfaces, we are particularly concerned in childcare settings and during large-scale events where people are in close contact. Our goal is to encourage immunization and prevent dehydration that can sometimes follow these symptoms. Looking ahead to June and July, Massachusetts will host seven FIFA World Cup matches at Gillette Stadium. This historic event will bring hundreds of thousands of international visitors and dense crowds to our region, significantly increasing the potential for the transmission of infectious diseases. With summer travel increasing and major international events planned across the Commonwealth, DPH continues to urge residents to be up to date on all routine immunizations. Maintaining high community immunity through vaccines like MMR and the rotavirus series for infants is one of the primary tools for preventing outbreaks during these high-density periods.  

Tick-borne Disease Season Awareness
Commissioner Goldstein shared that as the weather warms and residents spend more time outdoors, we are shifting our preventive focus toward seasonal environmental risks, specifically the start of tick season and the emergence of Alpha-gal Syndrome. Massachusetts is officially entering the peak season for tick activity. Early surveillance data show that emergency department visits for tick bites have risen rapidly as residents return to outdoor activities. While adult ticks can be active whenever temperatures are above freezing, we are particularly concerned about the emergence of nymph-stage deer ticks in May and June. These are the size of a poppy seed and are responsible for the spread of at least five different infectious diseases: Lyme disease, babesiosis, anaplasmosis, borreliosis and Powassan virus. As of April 1, 2026, Alpha-gal Syndrome, often referred to as the "red meat allergy", is a reportable condition in Massachusetts. Collecting data on cases of Alpha-gal will help DPH track the expansion of the Lone Star tick and improve public awareness about this condition. Alpha-gal is a sugar molecule found in most mammals; in some people the bite of a Lone Star "re-wires" the human immune system to treat that sugar as a threat. When these individuals have subsequent exposure to this sugar molecule, usually through consumption of mammalian meat, the immune system responds triggering an allergic response. This manifests as gastrointestinal symptoms such as nausea, vomiting or diarrhea, or more typical allergic symptoms such as hives or even a life-threatening anaphylactic reaction. Historically these ticks have been a Southern concern, but warmer winters have allowed the Lone Star tick to establish populations in Massachusetts, particularly on Cape Cod and the Islands, with sporadic identifications of the tick species in other communities across
Massachusetts. Unlike typical food allergies, Alpha-gal reactions are usually delayed by 2–10 hours after eating mammalian products. The good news is that for many people, these allergic reactions may decrease over time if further exposures are avoided. We will be hearing more about Alpha-gal and our Department’s response at an upcoming Council meeting. DPH encourages everyone to "Check Yourself" daily. Simple steps like using EPA-registered repellents, wearing long sleeves and pants tucked into socks, and performing thorough tick checks after being outdoors are essential for preventing infections. Fortunately, these same prevention steps can also help reduce the chance of getting Alpha-gal syndrome.

Hantavirus Update
Commissioner Goldstein updated the Council about hantavirus. An outbreak of Andes virus, a hantavirus from South America, has been linked to the MV Hondius, a Dutch-flagged cruise ship that departed Argentina in April. As of today, there are 11 confirmed or suspected cases
connected to the ship. This includes three people who have died. Of the 18 American passengers on board, 16 are now at the University of Nebraska Medical Center’s National Quarantine Unit, a federally designated facility specifically equipped for exactly this kind of situation. Two additional passengers, one who had exhibited some symptoms and the partner of this person, were transported to Emory Medical Center in Atlanta for care. All individuals with potential exposure are being monitored and managed under established protocols. Hantavirus, unlike COVID, is not a new disease, and the United States and global public health authorities have well-established protocols for identifying and managing it. The Andes virus strain involved in this situation is notable because it is the only known hantavirus that can spread person-to-person. But that spread has consistently been limited to prolonged, close contact, such as household members, intimate partners, and, in some cases, healthcare workers without adequate protective equipment. The incubation period for hantavirus ranges from one to six weeks, with an average of about 18 days. Hantavirus can cause serious illness, including hantavirus pulmonary syndrome, a severe respiratory condition with a fatality rate of approximately 38% among those who develop respiratory symptoms. There is no specific antiviral treatment. Early identification and supportive care are critical to improving outcomes. The rodents that carry Andes virus are not found in the United States. This virus is endemic to South America, and the exposures related to the cruise ship are believed to have occurred during a wildlife excursion in Argentina before passengers boarded. Massachusetts has strong infectious disease surveillance systems, robust hospital preparedness infrastructure, and experienced public health teams that have managed complex situations before. Should any Massachusetts residents be identified as contacts of cases, DPH teams are prepared to act swiftly, thoroughly, and collaboratively.  For now, our message to the public is straightforward: be aware, but do not be alarmed. The risk to the general public is extremely low.

Federal Updates
Commissioner Goldstein updated the Council on a few issues at the federal level that affect the work in public health in Massachusetts. On May 1, the Fifth Circuit Court of Appeals granted Louisiana’s request to roll back the FDA’s rules that have allowed mifepristone to be dispensed without an in-person appointment. That legal decision would have reinstated a nationwide ban on prescribing mifepristone through telemedicine and distributing the medication through the mail. 
The drug manufacturers appealed this decision to the Supreme Court, and Massachusetts and 23 other states joined an amicus brief supporting the defendants and urging the reversal of the Fifth Circuit’s decision. On May 4, Supreme Court Justice Samuel Alito issued a one-week administrative stay, temporarily halting the Fifth Circuit’s order, and giving the Court more time for review. This litigation represents one of the most significant threats to abortion access since the Supreme Court’s June 2022 decision in Dobbs v. Jackson, which ended 50 years of the constitutional right to abortion. Last Friday, Governor Healey held a press conference reaffirming the Commonwealth’s commitment to protecting access to reproductive healthcare in our Commonwealth. Massachusetts has one of the strongest shield laws in the nation, protecting both those who seek reproductive care and those who provide it in this state. And that remains in full force. In addition, Massachusetts has stockpiled mifepristone to protect its availability in the event restrictions are placed on access to this medication. Mifepristone is a safe, effective, and essential medication that has been used for more than two decades for medication abortion and pregnancy loss care. It is used in approximately two-thirds of all abortions in the United States. 
Requiring in-person access only will disproportionately harm people already navigating significant challenges, people from marginalized communities who too often have no voice. 
For them telemedicine may be the only realistic pathway to care. That includes people with low incomes who live in states that have banned abortion and who cannot afford to take time off from work to travel to another state. It includes people in rural and underserved areas where the nearest clinic may be hours away. It includes people who lack reliable transportation or childcare. It includes survivors of domestic violence who are unable to travel for privacy and safety concerns. And it includes people with disabilities for whom accessing healthcare is challenging and who rely on telemedicine for medical needs. For these communities, and others, telemedicine is more than simply a convenience. It is a lifeline. And losing access to reproductive healthcare through telemedicine is a barrier that may be insurmountable. DPH remains committed to doing everything within its authority to protect access to the full range of reproductive health services in Massachusetts. 

Also, on April 24, the Substance Abuse and Mental Health Services Administration, or SAMHSA, issued two “Dear Colleague” letters that signaled additional shifts in federal substance use policy. One letter warned grantees against using federal funds to purchase harm reduction supplies, such as sterile syringes and pipes, or to distribute test strips used to detect dangerous additives, including fentanyl, xylazine, and medetomidine. A second letter emphasized that medications for opioid use disorder, including methadone and buprenorphine, should be viewed as part of a pathway to recovery and not as a “default sentence” to lifelong medication use. These letters run counter to longstanding evidence-based public health and medical consensus regarding harm reduction and medications for opioid use disorder. Harm reduction is not a philosophy at odds with recovery. It is the foundation that keeps people alive as they work to reach recovery. Harm reduction and medications have been shown to reduce overdose deaths and improve health outcomes. 

We are committed to evidence-based approaches and will work to identify every available pathway, state, local, and philanthropic, to sustain these services where federal funding is restricted.  

Commissioner Goldstein asked the Council members if there were any questions.
Mr. Engell mentioned that the week is also known for National Skilled Nursing Home Week, and he applauded the work of the nurses across the state and within the two Commonwealth veteran’s nursing homes in Holyoke and Chelsea.
Mr. Landers commended the Commonwealth on having a large number of school-based nurses as well as school-based health centers which provides more comprehensive on-site services including behavioral health services and can act as a bridge to additional services in the community.
Dr. Volturo asked everyone to remember that if you have pets that go outdoors, it is very easy for them to transfer ticks into the home.
Dr. Archer reiterated the importance of telemedicine, particularly as a provider in rural areas, and that the federal government denying the prescribing of mifepristone through telemedicine is a move in the wrong direction.

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 April 8, 2026, minutes. There were none.
[bookmark: _Hlk80094312]Commissioner Goldstein asked if there was a motion to approve the April 8, 2026, minutes.
Dr. Volturo made the motion, which was seconded by Ms. Hams. Ms. Blondet and Ms. Cooper 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 said that the Council is returning to an item that was discussed at the last meeting in April. At that time, the Council voted to defer a conversation about an additional condition pertaining to the request from Dana-Farber Cancer Institute, Inc. (DFCI) for a substantial change in service. He invited Teryl Smith, Director of the Bureau of Health Care Safety and Quality, to share the updates. She was joined by Jaclyn Gagne, Chief Deputy General Counsel. 
Following the presentation, Commissioner Goldstein offered the applicants a chance to speak.
Andy Place, Pediatric Chief Medical Officer of the Dana Farber Boston Children’s Cancer and Blood Disorder Center, said he oversees the clinical operations of the pediatric oncology and stem cell transplant programs at both Dana Farmer and Boston Children's. He addressed questions about DFCI’s MassHealth mix, and their commitments related to equitable access to care that were raised by the Council at April’s meeting. A central tenet of pediatric oncology is to achieve long-term cure while limiting the long-term side effects of cancer care, maximizing the patients’ lifespan and the quality of life. The proposed proton beam therapy program aligns perfectly with these goals as they will be able to minimize radiation exposure to healthy tissues and decrease side effects. 
He acknowledged that there are gaps in equity and particularly in oncology and have been documented in adults for decades. Pediatric cancer patients have similar, although less well known and documented disparities that negatively impact a variety of outcomes. Care of these patients requires a great deal of emotional, financial, and logistical support. For families already facing economic hardship or food insecurity, transportation challenges, or housing instability, a cancer diagnosis creates even more challenges. He said Dana Farber is committed to understanding the impacts of these challenges on their patients and families and developing the supports needed to ensure the best possible outcome for every child. Poverty and other social determinants of health can drive worse outcomes in childhood cancer, including higher relapse rates and lower survival. They believe that they should do whatever is necessary to ensure that every cancer patient can come and receive the expert care that they can provide. 
Regarding payer mix, he said that at least 36% of pediatric patients treated at Dana Farber are enrolled in Medicaid, a number that is reflective of the state average. Combining adults and children, their overall Medicaid mix is approximately 7%, rising to 11% when patients who have both Medicare and Medicaid are included. These numbers are similar to, and in some cases, higher than the payer mix of other hospitals, specifically cancer-only hospitals, across the country. Medicaid mix at Dana Farber appears lower than the state average because cancer remains primarily the disease of the aged, which for Dana Farber translates into a payer mix that reflects a large proportion of patients that are over the age of 65 and thus received Medicare. 
Understanding health equity and addressing disparities is a priority for them. The Joint Commission has acknowledged their work around health equity as exemplary. He said that they are committed to ensuring that every cancer patient in Massachusetts, regardless of insurance or ability to pay, has the opportunity to come to Dana Farber for their care. He added that decisions regarding access to proton therapy at Dana Farber will be made solely on clinical factors. Race, ethnicity and ability to pay will not be part of that calculus. Based on the Public Health Council's feedback, the Department has a proposed condition, which they just reviewed, designed to make sure they do that work and that we report back to the Department regularly on our progress. He said that they look forward to partnering with the Department in this key area and to demonstrate with data and with results that Dana Farber's leadership in cancer extends to leadership in equity.
Commissioner Goldstein then asked if there were any questions from the Council.
Dr. Subbaraman thanked the applicant for thinking critically about the questions from the Public Health Council regarding equitable access to the proton beam therapy.
Ms. Cooper, who works for MassHealth, pointed out that there are 32 different managed Medicaid and MassHealth programs. She said that Dana Farber may not have a contract with each of these programs and therefore may not be serving some who are in those programs. She noted also that the applicant’s numbers for people with “other” insurance includes many veterans, people coming out of correctional facilities, pediatrics from veterans’ families, and some on the health safety net. She suggested that they work with patients and move as many on to Medicaid that are eligible.
Rose Corwin, Director Payer Finance and Strategy for DCFI, answered that they are contracted with the majority of MassHealth ACOs across the state. They are not contracted with Health New England, an insurance provider whose service area is in Western Massachusetts, but they still occasionally see those patients and work with the plan to make sure the patients can be treated at Dana Farber. They are open to contracting with new payers.
Magnolia Contreras, VP of Community Health, DCFI, added that part of their access program is having a live counselor who speaks to the patient directly and assists with their financial planning. They help connect them also to a health facility for primary care.
Ms. Corwin added that they are part of the VA Community Care Network which gives veterans the opportunity to access civilian services.
Dr. Subbaraman felt that their data reflecting pediatric race and ethnicity could be improved so assessment of equity to access can be interpreted more clearly.
Dr. Stinson wanted to know how communities are going to be supported to overcome barriers once they have been identified, based on the yearly report that will be provided by DFCI,
Commissioner Goldstein said from the Department’s perspective, they hope to work closely with Dana Farber as they set goals and describe the work that they’re doing. As they come back on an annual reporting basis, if they see some progress, but not all the progress they had hoped for on a particular goal, our community health team both within the DoN program, but more importantly within the Bureau of Community Health and Prevention, will engage and talk through prior successful ways which hospital and health systems have increased MassHealth participation, and have increased their equity efforts.
Ms. Contreras said that DCFI has systems in place for annual reporting.
Mr. Landers asked if Dana Farber may be exempted from creating a community health needs assessment, and if not, would they speak about that process.
Ms. Contreras said it hasn’t come up because the needs assessment is focused on adult patients and their family needs, but they are looking forward to working with the Department to be further inclusive of the pediatric side. 
Commissioner Goldstein asked if there was a motion to approve the request by Dana-Farber Cancer Institute, Inc’s request for a substantial change in service.
Dr. Carey made the motion, which was seconded by Mr. Andrade. All members present voted to approve.

b. Request by Beth Israel Lahey Health, Inc. for a Substantial Change in Service (Vote)

Commissioner Goldstein said that the Council will review Beth Israel Lahey Health, Inc.’s request for a substantial change in service. He invited Teryl Smith, Director of the Bureau of Health Care Safety and Quality, to review the staff recommendation.
After the presentation, Commissioner Goldstein asked if there were any questions from the Council.
Dr. Carey felt that the applicant made a strong case for patient need based on lengthy endoscopy wait times. Regarding patient safety, she observed the report reviews some studies comparing HOPD-based, and ASC-based endoscopy, which finds higher unexpected hospitalizations following the procedure in ASCs. A key way to prevent complications and adverse outcomes in ASCs is to ensure that the right patients are going to the ASC and the right patients are going to the HOPD. The application notes a list of criteria that are used to determine who goes to the ASC versus the hospital, which is obesity, severe lung disease, heart disease, among others. What wasn't clear to her was the private physician groups like Atrius and CHA. She wanted to know if they are also compliant with these criteria. She also noted that the 10% cancellation rate is concerning in the face of severe capacity constraints. She wanted to know if there were steps that could be taken, other than reminder notifications, to bring this cancellation percentage down. 
Stephen Chandler, President of Winchester Hospital, answered Dr. Carey saying yes, CHA and Atrius also comply with the same clinical protocols for patient selection to go to the Winchester Endoscopy Center. To the second question, he said reducing cancellation rates is something that they strive to continue.
Catherine Robertson, VP of Ambulatory Services, added that general practice is to send out information reminders at least two weeks in advance of an endoscopy that will include insurance that the prep is being followed, and what that prep is. Their staff makes outreach calls to practices the day before and sometimes that's when those cancellations are noted.
Dr. Volturo questioned why the DoN shows that Medicaid patients have decreased at Winchester Hospital over the past few years, but at the BILH center, there is a 30% increase in Medicaid.
Mr. Chandler had no answer to that question.
Dr. Subbaraman wanted to know as a general question, because of wait times for endoscopy procedures, and the DoN requests from hospitals for endoscopy expansion, if the Department had a stance on alternative screening due to the high-volume need for endoscopy and colonoscopy. He mentioned that the US Preventive Services Task Force (USPSTF) says the best screening test is the one that gets done. From the public health standpoint, he questioned continued acceptance of long endoscopy wait times.
Commissioner Goldstein said there's ambiguity in the USPSTF recommendations for screening, but he agreed that the best test is the one that gives information that can be acted upon. In particular for colon cancer screening, there is an acknowledgement that fecal occult blood testing may result in additional colonoscopies that need to be scheduled because every positive needs to be followed up by a colonoscopy. Whereas a colonoscopy done well with adequate prep, can result in fewer screenings in the future. More evidence is needed to shift how we would act on particular applications because the evidence is clear that fecal testing is far superior or could decrease the need for operating rooms and suites to do these endoscopies.
Ms. Hams said the staff report stated that one of the goals was to increase the MassHealth payer mix whereas the condition calls for maintaining or increasing the MassHealth payer mix. She wanted to know if she interpreted that correctly and if so, should the condition be strengthened based on the staff analysis.
Commissioner Goldstein explained that the report does comment on a desire to increase MassHealth payer mix as reported to the Department by the applicant. The condition is written in a way that recognizes that despite best effort, sometimes the increase may not follow. The condition really does require maintenance, but with the hope that there will be an increase and the ability to follow that closely through the reporting requirements.
Mr. Engell questioned why the applicant’s timeline is five years to get up to 85% utilization, when currently wait times for the procedure is so high. He followed up by asking what wait times will look like when they are up and online.
Ms. Robertson said that once approved, they would fill them as quickly as possible. They are working in conjunction with their medical group, working to recruit physicians because they will need the physicians to fill the capacity.
Mr. Chandler followed up on future wait times, saying it is a difficult metric with many components, but it is their desire to reduce them as much as they can.
Commissioner Goldstein clarified that there is no national standard of wait time for a colonoscopy, making it difficult to benchmark. The Department is collecting data from DoN applicants that can be used to better analyze how quickly wait times can be lessened and what it means for health outcomes.
With no further questions, Commissioner Goldstein asked if there was a motion to approve Beth Israel Lahey Inc.’s request for a substantial change in service.
Mr. Engell made the motion which was seconded by Dr. Volturo. All other members present voted to approve.
c. Request by Oasis at Dodge Park, LLC to extend authorization period for Project #2-1569 (Vote)
Commissioner Goldstein stated that the third and final Determination of Need is an overview of Oasis at Dodge Park, LLC’s request to extend the authorization period for Project #2-1569. 
Commissioner Goldstein shared background on this item: “This application was first approved in May 2013. In 2016, the Department approved an extension request consistent with DoN regulations and phase one of two was completed in 2017. In April 2020, the first extension expired. The applicant is now asking for the original approval to be extended. Because the Council originally vetted and approved the merits of the project, it is appropriate that the Council, as the approving body, have the opportunity to review the progress to date and to weigh in on the request for additional time to bring the project to completion. The alternative would be for the applicant to submit a new application to evaluate and determine whether the need for additional rest home beds meets the requirements of the current DoN regulations to proceed with the project. To be clear, the ask to the Council today is not whether there's a need for additional rest home beds, but whether the request for the extension should be granted or a new application be submitted.” 
After a presentation by Teryl Smith, Commissioner Goldstein asked if there were any questions from the Council.
Micha Shalev, MHA, CDP, CDCM, Co-owner, Administrator Oasis at Dodge Park, LLC, said they provide the unique Level 4 memory care environment, designed specifically for the most vulnerable seniors in their community, those living with dementia and Alzheimer’s. They require more than traditional help in assisted living, and they want to avoid an institutional feeling like in a nursing home. He thanked the Council for taking the time to hear their request to move forward with phase two of the project to add 32 additional beds. He said their current facility is operating at capacity with a waiting list and backlog of clients looking for a qualified facility.
Dr. Carey said that they have been informed that the reason for the delay were circumstances outside the control of the applicant, but it hasn’t been made clear what those circumstances are. She asked to understand what the causes for the delays.
Mr. Shalev said their original contractor was sold to a new provider. They had trouble from the start, costing them $2M and needed help from their bank to borrow. They had to start from the beginning and hire a new sub-contractor. They hired a project manager, but this caused a large delay. The bank put a period on them with the current 50 beds for two years to prove stabilization. Then there was COVID-19. They are now stabilized with staff and ready to complete phase 2 of the project.
Mr. Andrade said that there is a lot of time that has passed since the original application. He wondered if there is any significant change in the details from the original application to now and is there a value in resubmitting versus just extending again.
Commissioner Goldstein said many things have changed. In 2017, there was a complete redrafting of the determination of need regulations and the requirements of applicants as they apply for determination of need from the Department. This project was originally submitted in 2013 before those updates. The six factors used to address the determination of need applications were not in existence in 2013. A new application submitted now would be required to comply with all six factors.
Ms. Gagne added that the reporting requirements that were referenced previously were not part of the pre-2017 regulations.
Mr. Andrade asked if it is reasonable to consider this an opportunity to realign this request with the current requirements.
Commissioner Goldstein said a new application would allow the Department and this Council to realign with current requirements.
Mr. Andrade said that he feels there is reasonable value in bringing a new application forward.
Emily Kretchmer, Counsel for the applicant at Krokidas & Bluestein, LL, gave perspective on what it would mean to go back and start over on this project that has been a work in progress since 2013. It will add time delay and cost. The project was approved for 82 beds originally. Phase 1 was completed for 50 beds. In this phase, they will put the remaining beds online to complete the 82-bed facility. She said here's a lot that goes into a DoN application and they're very important, but they're also very time consuming and there is a cost for the applicant. This applicant has had a long road with this application. She felt the applicant would likely not proceed with the remainder of the project if they would have to go back and start from scratch at this point.
Commissioner Goldstein acknowledged for the Council that the Department has done a lot of work to expedite DoN applications to get them quickly from submission to this Council to prevent prolonged delays.
Mr. Landers noted that the Council has not had too many applications for nursing home beds. He didn’t understand why.
Commissioner Goldstein said here are many reasons why we have not seen nursing home beds come before this Council. Some has been because of capacity that exists within the system demonstrating no need for new nursing home beds. Some is that many of the projects within nursing homes are so-called conservation projects, which are one for one replacements, necessary repairs and those do not come to the Council. They are reviewed by staff and then signed off by the Commissioner for the DoN regulations. There's some guidance and documentation during the COVID pandemic that put in specific requirements for new nursing home beds and many applicants have not met those requirements and therefore have not come before the Council.
Ms. Cooper understood that the Council is not assessing need, but was curious of the 50 beds they have, how many are private pay versus public pay. She asked if they expected the same ratio after expansion.
Mr. Shalev explained that they own two facilities. The Oasis is private pay with the intention to support the sister facility, Dutch Park. He said no one has ever been kicked out when they run out of money. He said with the status right now for a rest home and the reimbursement for the EADC, which is below the allowable cost per day, there's no way the Dutch Park can survive without the support of the Oasis at Dutch Park. That was their original model. Without the expansion of the Oasis, he is doubtful that they can continue to support Dutch Park which has a high volume of clients under the EADC rate.
Ms. Cooper clarified that Oasis is private pay and the only facility of the two with a special license for memory care. 
Mr. Shalev explained that in order to get the license as a dementia care special unit or even to advertise that, it is necessary to have the physical plan to support based on the 105 CMR 150. At Dutch Park, they provide the same level of care but cannot advertise as dementia care or memory care because the building is the whole building. Because of the support from the Oasis, they are able to provide the same higher level of care that is provided at Oasis at Dutch Park too.
Dr. Subbaraman said he thought it challenging to put the applicant through two different regulatory frameworks should they decide to not to approve the extension and make the applicant reapply.
Ms. Blondet said a new application would provide the Council with current information and put in context the need for this project today.
Commissioner Goldstein noted that because this was approved in 2013, the reporting requirements that would have provided the data that could be shared were not in place.
Mr. Engell asked the Department to explain the process in place in 2013 when the original application was approved. He also wanted to know the Department’s oversight of the long-term care industry.
Ms. Gagne said that they could confirm that there was a DoN process in 2013 and the applicant applied and was found that there was a need at that time for these beds. She didn’t think they can provide the robust data that usually would be included like a new applicant, given the passage of time and the difference in the regulatory processes.
Mr. Andrade said new beds in a facility like this will be a boon and benefit to the community as well as the organization. He felt if the extension process is less onerous than a new application, the importance of the additional beds outweighs the burden of a new application.
Commissioner Goldstein said if this Council approved an extension, then this matter would be closed, and the applicant would move forward with the project. The Department has tried to make this process as simple as possible for applicants. If there was a request for a new application to be submitted, what would be new is the focus on health equity and the focus on community engagement. It can be agreed that there's a need here and the “needs” part of the application was already submitted in 2013, and some updated data would need to be included. Because there was no reporting requirements then, it’s unclear from the applicant’s perspective what types of community engagement they've done over the past 10 years, or how they see themselves as is contributing to the state's health equity goals and therefore it’s unclear how much effort it would take for them to describe that in an application.
Ms. Blondet said it’s important to know the need for more beds in Worcester to determine approval. She said perhaps in thirteen years, other vendors have filled the need for more beds.
Dr. Volturo said that with the growth in Central MA and Worcester he can’t imagine there not being a need for more beds for dementia care in that area. He also felt that it’s a burden to put a small provider, for an additional 32 beds, through another regulatory process with new requirements.
Mr. Shalev wanted to address the concerns over community engagement and said he and his partner have very deep roots in the community. They started a hybrid support group that is open to members of the community. They have a hotline where people can call for services and they engage closely with Worcester Elder Services. He said the need for beds is still there as it was in 2013.
Mr. Engell asked the applicant if they had a waiting list for services.
Mr. Shalev said Oasis is at full capacity with seven names on the waiting list. Dutch Park is also at full capacity.
Ms. Hams understood that if the extension was not approved the Dutch Park facility’s financial stability would be at risk. 
Mr. Shalev confirmed that was true and explained the finances.
Mr. Mackie wanted to clarify that they are voting specifically to assess whether the good cause standard was met and the reasoning for the delay.
Commissioner Goldstein answered that the good cause criteria is a component of what the Council is being asked to evaluate, but not specifically. Had the good cause criteria been met in the renewal application and had been submitted prior to April of 2020, the Department would have acted absent the Council. As Ms. Smith described, it is acknowledged that there have been delays outside the applicant’s control that delayed implementation. What's really at question here is that the approval expired in April of 2020 and there was no application to the Department prior to that expiration and then a lapse of nearly six years before the renewal application came. So it's necessary to address that six-year gap and determine whether this Council feels that we should move forward with the renewal, absent a new application based on what they've heard and learned from the applicant.
With no further questions, Commissioner Goldstein asked if a member would like to make a motion.
Mr. Engell made a motion “to allow the applicant to proceed with the construction and funding of their proposed expansion of the memory support facility and completion of phase two as submitted in the modified DoN.” Mr. Andrade seconded that motion. All members present approved the motion.
3. FINAL REGULATION
a. Request for amendments to 105 CMR 270, Blood screening of newborns for treatable diseases and disorders (Vote).
Commissioner Goldstein invited Dawn Fukuda, Assistant Commissioner and Director of the Bureau of Infectious Disease and Laboratory Sciences, to present a request for 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 from the Council. He noted that they were joined by Dr. Anne Comeau, from the Newborn Screening Advisory Committee, to help respond to questions.
With no questions, Commissioner Goldstein asked if there was a motion to approve the request for amendments to regulation 105 CMR 270.
Dr. Archer made the motion which was seconded by Ms. Blondet. All other present members voted to approve the request for amendments to regulation 105 CMR 270.
4. INFORMAL PRESENTATION
a. Protecting Public Health During the World Cup.
Commissioner Goldstein invited Kerin Milesky, Director of the Office of Preparedness and Emergency Management, to provide an update on the Department’s preparedness work regarding the upcoming FIFA World Cup events.
After the presentation, the Commissioner asked if there were any questions from the Council.
Mr. Andrade credited the Department and the OPEM for the hard work they have contributed.
Ms. Milesky added that this work to prepare for the FIFA World Cup events an all-hands government response.
Dr. Subbaraman asked if there had been any planning around contact tracing should there be an infectious disease outbreak.
Ms. Milesky said they have robust systems to be able to support infectious disease follow-up and control and are leaning into and expanding those systems for this World Cup. They are working with local public health departments and healthcare across all New England states.
Commissioner Goldstein added that the expanse of state and federal cooperation extends throughout the Northeast and not just New England.
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 June 10, 2026, at 9:00 am.
Commissioner Goldstein asked if there was a motion to adjourn.

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

The meeting was adjourned at 11:46 am.
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