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Massachusetts Department of Public Health Office of the General Counsel / Regulations Unit 250 Washington Street
Boston, MA 02108 Reg.Testimony@mass.gov
February 7, 2026
Re: Public Comment on Proposed Revisions to 105 CMR 150.000 (Standards for Long-Term Care Facilities) and 105 CMR 153.000
Dear Commissioner and Members of the Department:
I submit these comments on behalf of myself, Richard T. Moore, former Massachusetts State Senator and long-time advocate for older adults, people with disabilities, and family caregivers. I appreciate the Department’s efforts to update nursing facility regulations to implement Chapter 197 of the Acts of 2024. The proposed revisions provide an important foundation; however, without stronger, enforceable standards and a clear commitment to rigorous oversight, they will fall short of materially improving resident safety, quality of care, and accountability.
The Legislature enacted Chapter 197 with the explicit expectation that Massachusetts would move beyond aspirational standards toward measurable, enforceable protections for residents. To fulfill that mandate, the Department should strengthen the proposed regulations in the following ways.

1. Raise minimum direct-care staffing to 4.1 HPRD and require 24/7 on-site RN coverage
Facilities should be required to maintain a minimum 4.1 hours per resident day (HPRD) of direct care staffing, calculated as the combined total of RN, LPN/LVN, and CNA hours, averaged weekly. In addition, facilities must provide 24-hour, 7-day per week on-site Registered Nurse coverage, with an RN physically present and responsible for clinical oversight on every shift.
Staffing plans and reporting alone are insufficient. The regulations must establish a clear floor below which staffing may not fall and must require timely submission of payroll-based staffing and census data to allow DPH to verify compliance. Failure to meet minimum staffing

standards should trigger immediate corrective action and escalating enforcement. A widely referenced CMS study on appropriate staffing levels found that a minimum of 4.1 HPRD (with RN, licensed and aide components) is necessary to meet residents’ clinical care needs and to reduce missed or delayed care episodes.

2. Require facilities to demonstrate adequate staffing on all shifts, including weekends
Average staffing levels can mask chronic understaffing on nights, weekends, and holidays. As part of licensure renewal and complaint investigations, facilities should be required to demonstrate — using payroll and scheduling records — that sufficient staff are retained and deployed on all shifts and weekends to meet resident care needs.
DPH should have explicit authority to require shift-level staffing disclosures and to impose remedies when staffing patterns systematically place residents at risk. Staffing levels, in real time, must be published on the facility website and reported regularly to the Department of Public Health.

3. Limit room occupancy, improve roommate matching, and incentivize single-resident rooms
No facility should house more than two unrelated residents per room. For shared rooms, facilities must implement a documented roommate-matching process that considers clinical needs, infection risk, behavioral compatibility, and resident preference, with written consent from residents or their legal representatives and periodic reassessment.
The Department should also adopt regulatory incentives to accelerate the transition to single-resident rooms, including priority technical assistance, capital planning support, or other regulatory benefits. Room configuration is not merely a quality-of-life issue; it directly affects infection control, safety, dignity, and autonomy. Funding for such capital improvements should be, at least in part, available through the Long-Term Care Workforce and Capital Trust Fund (Section 35TTT) established pursuant to the provisions of Chapter 197 of the Acts of 2024.

4. Hold nursing home administrators accountable for care quality and safety
Facility administrators exercise primary operational authority and must be accountable when care failures persist. The regulations should explicitly state that administrators are responsible for ensuring compliance with staffing, safety, and quality standards. Repeated serious deficiencies, immediate jeopardy findings, or sustained noncompliance should permit DPH to require administrator replacement as a condition of continued licensure. Facility ownership should be required to support the decisions of these on-site administrators.

5. Require transparency and accountability for medical directors
Facilities should be required to publicly disclose the names, credentials, licensure, and relevant long-term care experience of their medical directors. In addition, medical directors should be permitted to serve only one licensed nursing facility, absent rare, time-limited exceptions approved by DPH.
Medical directors play a central role in clinical oversight; diffusion of responsibility across multiple facilities undermines accountability and continuity of care.


6. Require a full-time licensed social worker in every facility
Each licensed nursing facility should be required to employ a full-time licensed social worker on site. Social workers are essential to resident assessment, care planning, family communication, behavioral health coordination, discharge planning, and abuse and neglect reporting. Reliance on part-time or itinerant social work coverage is incompatible with resident-centered care. Current regulations regarding social workers have not been improved in decades and must meet current professional standards.

7. Ensure that at least 75% of total revenues are dedicated to direct-care staffing — and make compliance measurable
The Legislature has clearly expressed its expectation that a minimum of 75% of total nursing facility revenues be dedicated to direct-care staffing. That expectation must be operationalized in regulation.
DPH should require facilities to:
· Report total revenues and direct-care staffing expenditures in a standardized, auditable format;
· Demonstrate annually that at least 75% of total revenues are devoted to direct-care staff compensation and benefits;
· Submit supporting documentation sufficient to verify compliance and distinguish direct care from administrative, related-party, or non-care expenditures.
Absent measurable compliance, the 75% expectation risks becoming symbolic rather than transformative. Transparent, facility-level reporting is essential to ensure public dollars are used for resident care.

8. Affordability, fiscal reality, and the false “cost” narrative
The nursing home industry may argue that these standards are unaffordable. That claim is inconsistent with the Commonwealth’s own fiscal data.
Fiscal Year 2026 appropriations for nursing facility services reflect substantial public investment, even as resident census has remained virtually static. Nursing home expense growth has been modest, and many facilities report non-patient revenue and positive margins, often supported by related-party arrangements that are not tied to resident care.
When payments to related parties are constrained to market rates, and when public dollars are prioritized for staffing rather than financial extraction, these reforms are affordable. The real question is not whether Massachusetts can afford safe staffing and accountability, but whether it is willing to value people over profits.

9. Enforcement is essential: regulations without oversight will not protect residents
Even the strongest regulations will fail without vigorous, timely enforcement. Delayed surveys, prolonged plans of correction, and insufficient follow-up have historically allowed unsafe conditions to persist.

The Healey-Driscoll Administration and the Massachusetts Legislature have an obligation to ensure that the Massachusetts Department of Public Health has sufficient surveyors, supervisory staff, and analytical capacity to implement and enforce both current and proposed regulations. Without adequate resources, even well-designed rules will not protect residents.

Conclusion
The Department’s proposed revisions are an important step, but meaningful reform requires enforceable staffing standards, transparent accountability, measurable financial commitments to direct care, and strong enforcement. Residents and families deserve more than well-intentioned rules; they deserve a regulatory system that works in practice, not just on paper.
I respectfully urge the Department to strengthen these regulations accordingly and to work with the Administration and Legislature to ensure that DPH has the resources necessary to implement and enforce them fully and without delay.
Thank you for the opportunity to comment. Please include this testimony in the official record. I would be pleased to provide additional technical assistance or clarification as helpful.
Respectfully submitted, Richard T. Moore
Former Massachusetts State Senator
235 Williams Street, Uxbridge, MA 01569 Dickmoore1943@gmail.com
(617) 413-7734
