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“There are a lot of heroes in that building.”
Son of a veteran at the Soldiers’ Home

Boston Globe, March 31, 2020

L. INTRODUCTION

The Soldiers’ Home in Holyoke is a long-term care facility operated by the Commonwealth of
Massachusetts. Its residents are veterans, all of whom served this nation with honor, and in many instances
were responsible for acts of heroism during wartime. The employees of the Home—some of whom are
veterans themselves—are mission-driven and regard caring for the veterans as a special form of service.
Prior to the COVID-19 outbreak,! the care provided at the Home was generally quite good, and the
veterans were treated consistent with the Home’s mission to provide “Care with Honor and Dignity.”

This investigation focuses on the COVID-19 outbreak at the Home in the spring of 2020. During
this tragedy, at least 76 veterans died withi COVID-19, and an additional 84 veterans and over 80 staff
tested positive.] Governor Baker retained us to investigate the causes of this outbreak, with a goal of
preventing similar tragedies in the future. We were also asked to investigate whether the Home complied
with rules for timely reporting of COVID-19 infections and deaths to the Massachusetts Department of
Veterans’ Services and the Executive Office of Health and Human Services (‘EOHHS”).

To be sure, COVID-19 has exacted an almost unimaginable toll of death and devastation
throughout the United States. Long-term care facilities such as the Soldiers” Home have been hit especially
hard: at least 80 long-term care facilities in Massachusetts alone had 20 or more COVID-19 deaths.? The
residents of any congregate living facility are at a heightened risk of contracting the disease, and when
those residents are elderly, the consequences of COVID-19 are substantially greater. The residents of the

Soldiers’ Home are indeed elderly, with an average age of 85,3 and many suffer from serious medical

i For simplicity, we will refer to the SARS-COV-2 coronavirus and the resulting COVID-19 illness together as
“COVID-19.”

i We say died “with” COVID-19 because the scope of our investigation did not include determining causes of
death. The concept of deaths “with” COVID-19 is also consistent with EOHHS’s reporting requirements for
facilities such as the Soldiers’ Home.



conditions. Under ordinary circumstances, the baseline mortality rate at the Home is 10 to 12 veterans
per month. In this setting, the veterans were particularly at risk during the COVID-19 outbreak.

Standing alone, neither the existence nor even the extensive scope of the COVID-19 outbreak at
the Soldiers’ Home demonstrate that the Home’s leaders—Superintendent Bennett Walsh and his clinical
and administrative teams—failed in their mission, or that the Commonwealth’s oversight of the Home
was insufficient. However, as detailed below, our analysis of the Home’s preparations for and response
to COVID-19 in light of existing public health recommendations has identified substantial errors and
failures by the Home’s leadership that likely contributed to the death toll during the outbreak. Indeed,
some of the critical decisions made by Mr. Walsh and his leadership team during the final two weeks of
March 2020 were utterly baffling from an infection-control perspective, and were inconsistent with the
Home’s mission to treat its veterans with honor and dignity.

Our investigation also reveals failures relating to the appointment and oversight of Superintendent
Walsh by the Massachusetts Department of Veterans’ Services. While the Home’s leadership team bears
principal responsibility for the events described in this report, Mr. Walsh was not qualified to manage a
long-term care facility, and his shortcomings were well known to the Department of Veterans’ Services—
yet the agency failed to effectively oversee the Home during his tenure despite a statutory responsibility to
do so.

The most substantial error by the Home’s leadership team was a decision on March 27, 2020 to
move all veterans from one of the two locked dementia units (2-North) into the other locked dementia
unit (1-North), where they would be crowded in with the veterans already living there. At the time, each
unit had some veterans who were COVID-19 positive, some who were suspected of having the disease,
and others who were displaying no COVID-19 symptoms. Rather than isolating those with the disease
from those who were asymptomatic—a basic tenet of infection control—the consolidation of these two

units resulted in more than 40 veterans crowded into a space designed to hold 25. This overcrowding was



the gpposite of infection control; instead, it put those who were asymptomatic at even greater risk of
contracting COVID-19.

Our interviews with the staff who were ordered to move veterans from 2-North into 1-North
were searing. One nurse described the move as “total pandemonium.”* A recreational therapist who was
instructed to help with the move said that she felt like she was “walking [the veterans] to their death” and
that the veterans were “terrified.”> A social worker “felt it was like moving the concentration camp—we
[were] moving these unknowing veterans off to die.”® After the consolidation was completed, one nurse
described 1-North as being “like a battlefield tent where the cots are all next to each other.”” An
experienced healthcare administrator sent in three days later to address the crisis described the unit as
resembling “a war zone,” with some veterans clothed, some unclothed, and some obviously in the process
of dying from COVID-19.8 A social worker vividly described the scene:

I was sitting with a veteran holding his hand, rubbing his chest a little bit. Across from

him is a veteran moaning and actively dying. Next to me is another veteran who is alert

and oriented, even though he is on a locked dementia unit. There is not a curtain to shield

him from the man across from him actively dying and moaning, or a curtain to divide me

and the veteran I am with at the time, from this alert, oriented veteran from making small

talk with the confused little fellow. He is alert and oriented, pleasantly confused, and

talking about the Swedish meatballs at lunch and comparing them with the ones his wife

used to make. I am trying to not have him concentrate on the veteran across from him

who is actively dying, or the one next to him who I am holding his hand while he is dying.

It was surreal . . . I don’t know how the staff over in that unit, how many of us will ever
recover from those images. You want to talk about never wanting this to happen again.’

It appears that when COVID-19 struck the locked dementia units, the Home’s leaders’ focus
shifted from any attempt to prevent the spread of the virus within those units to preparing for the deaths
of scores of residents. Social workers were assigned to contact family members to discuss end-of-life
preferences.!® On the afternoon of the consolidation, 13 additional body bags were delivered to the 1-
North unit.! A refrigerated truck, intended to supplement the limited capacity of the Home’s morgue,
arrived on Saturday, March 28.12

While decisions made by the Home’s leadership team contributed to this tragedy, and while Mr.

Walsh at times conveyed inaccurate or incomplete information about the Home’s response efforts, we do



not find a failure of reporting or an effort to conceal COVID-19 cases or deaths from the Department of
Veterans’ Services or EOHHS. During the period through Sunday, March 29 (the day before
Superintendent Walsh was placed on administrative leave) the Home substantially complied with reporting
requirements established by state leaders. Those requirements called for notifications about (i) positive
COVID-19 tests and (ii) deaths of people who tested positive for COVID-19, but explicitly did not require
disclosure of the deaths of people suspected of having COVID-19 but for whom a positive test result had
yet to be obtained.!? (The rules were soon updated to require the latter information).

This limitation on reporting, which was not understood by senior leaders in the executive branch,
contributed to the confusion on March 29, when—on a widely reported phone call—Health and Human
Services Secretary Marylou Sudders told Holyoke Mayor Alex Morse that he was wrong in claiming that
eight residents had died over the weekend, and that there had been only two recent deaths. Mayor Morse
was, in fact, correct: the information on which Secretary Sudders relied had been accurately reported by
the Home as of that morning, but did not reflect other veterans who had passed after the Home’s daily
report had been submitted, or those for whom COVID-19 test results were still pending. That evening,
once the correct death toll was confirmed, Secretary Sudders organized a response team to arrive the next

morning and take command of the Home.

I1. EXECUTIVE SUMMARY
This report has three primary components. First, in Section III (Scope and Approach), we describe
how we conducted the investigation and the questions we sought to answer. The key point: this is an
independent investigation, and although Governor Baker retained us, neither he nor his team made any
effort to prescribe the scope, methods, or conclusions in this report. No one in state government has
made or requested any changes or redactions to it.
In preparing this report, we conducted 111 interviews with 100 witnesses, and reviewed over

17,000 documents. No witnesses whom we deem ctitical to our work refused to be interviewed. This is



not a report based on anonymous sources: each material fact is cited to the references section on page 138,
identifying the documents and interviews we relied on.

Next, in Section IV (Fact-finding) we review the legal structure, licensing, funding, leadership,
oversight, and operations of the Soldiers’ Home. While our report is not a history of the Soldiers’ Home,
we endeavored to analyze the relevant factors and events of the past several years that may have
contributed to what happened in the spring of 2020. This section also includes a quantitative analysis of
staffing levels, and a qualitative discussion of long-standing disputes between the Home and labor unions
concerning staffing. It also reviews complaints and disputes regarding Mr. Walsh’s management style prior
to the COVID-19 outbreak. We then present a detailed chronology of what happened inside the Soldiers’
Home during the COVID-19 outbreak, and of the Home’s reports out to state leaders and other efforts
to seek external assistance and advice.

Finally, in Section V (Analysis and Recommendations) we present our findings and analysis of the
facts. The following is a brief summary of our analysis and recommendations:

A. The Soldiers’ Home leadership team made substantial errors in responding to the
COVID-19 outbreak. Even the best preparations and most careful response cannot eliminate the threat
of COVID-19. But this does not excuse a failure to plan and execute on long-standing infection control
principles and to seek outside help when it is required to keep patients safe—indeed, the extraordinary
danger of COVID-19 makes these steps all the more important. The following are the most important

errors and omissions that we identified on the part of the Soldiers’ Home leadership team:

e Combining two locked dementia units containing veterans with a mix of COVID-19
statuses, and failing to ensure an appropriate standard of care on the combined unit.

The worst decision made during the Soldiers” Home’s response to COVID-19 occurred on the
afternoon of Friday, March 27, 2020. On that afternoon, a number of staff members had called in sick
for the evening shift that was about to begin. Because of the looming staff shortage, the Chief Nursing
Officer, with Mr. Walsh’s approval, decided that one of the Home’s two locked dementia units (2-North)

would be closed and consolidated with the other (1-North).!* One social worker recalled raising concerns
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with the Chief Nursing Officer about the risk of COVID-19 spreading, and the Chief Nursing Officer
responded that “it didn’t matter because [the veterans] were all exposed anyway and there was not enough
staff to cover both units.”15

This decision was a catastrophe. Staff describe the move as “total pandemonium,” “when hell
broke loose,” and “a nightmare.”1¢ One staff member stated that she “will never get those images out of
my mind—what we did, what was done to those veterans,” and “thought my god, where is the respect and
dignity for these men?”17 Other witnesses, including a command-response leader brought in three days
later to stabilize the situation, report that this “hot” unit had veterans “crammed in on top of each other,”
some of whom “were clearly dying.”18 There were “chairs of people lined up, some were clothed, some
unclothed, some were wearing masks, some weren’t.”’! A number of witness accounts suggest that
veterans on the combined unit did not receive sufficient nursing care, hydration, or pain-relief medications
during the weekend of March 28 and 29, 2020.20 We also note that several days before and after the
consolidation, the Chief Nursing Officer instructed social workers to call veterans’ family members in an
effort to persuade them to change their end-of-life healthcare preferences, such that they would not be
transferred to the hospital.2!

During our interviews, no one apart from Vanessa Lauziere (the Chief Nursing Officer) would
admit to being involved in making the decision to consolidate the two units. Medical Director Dr. David
Clinton, who was present at the Home on the day of the consolidation, asserts that he “was not involved
in, or consulted” in this decision, and that he disagrees with it.22 We find this not to be credible, and at
the very least, that Dr. Clinton was aware (or should have been aware) of the move and did nothing to
stop it. The Assistant Director of Nursing and the Infection Control Nurse both report that they likewise
were not consulted about the decision, and believed it was a bad idea.?> Superintendent Walsh indicates
that he was advised of the decision in a short phone call with Ms. Lauziere, and did nothing to probe or
evaluate whether this dramatic step was appropriate, or to speak with Dr. Clinton, the Infection Control

Nurse, or outside public health resources to obtain their views on this dramatic step.?* Mr. Walsh knew
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that the 1-North and 2-North units contained a mix of residents who were COVID-19 positive, who were
awaiting test results, and those who were asymptomatic.?

Mr. Walsh and Ms. Lauziere argue that because of staffing shortages, they had no choice but to
combine these units.2 They are incorrect. Within hours of arriving on March 30, 2020, the
Commonwealth’s emergency response team assessed the acuity of the patients and quickly sent many of
them to hospitals and other acute-care facilities.?’” The same option was available to Mr. Walsh and his

team.

e Failure to promptly isolate patients suspected of COVID-19 using the rooms set aside for
isolation.

The first veteran (“Veteran 17) was tested for COVID-19 on March 17, 2020—after showing
symptoms for weeks and after testing negative for other common respiratory conditions.?® At the time,
testing guidelines authorized testing only of suspected COVID-19 cases, 2 and by any reasonable measure,
Veteran 1 represented a suspected case. But the Soldiers’ Home did nothing to isolate Veteran 1 at the
time of his test: he remained on the dementia unit, living in a room with three roommates, spending time
in a common room, and wandering the unit.3? Only when his result came back positive four days later did
the staff move his roommates out and make efforts (largely unsuccessful) to keep Veteran 1 in his room.3!

Isolation of suspected and confirmed cases is required under the written COVID-19 guidelines
that the Centers for Disease Control and Prevention (“CDC”) and Massachusetts Department of Health
promulgated earlier in March 2020. Here, the failure to promptly isolate veterans suspected of COVID-
19 is egregious because the Home had already moved other veterans to create designated negative-pressure
isolation rooms, and later emptied a hospice unit for use as isolation space. These empty rooms were
never used. Itappears that Dr. Clinton concluded that because Veteran 1 had already been walking around
the unit, the whole unit should be considered contaminated. Another factor was a perception that the
Home did not have enough staff to provide dedicated nurses or nursing aides to monitor veterans if they
were moved to the designated isolation unit.32 This too is an inadequate justification. Ifin a long-term

care facility with a capacity for 248 veterans, there were a staff shortage that made it impossible to comply
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with public health guidance and isolate oze veteran, this would have been the time for Mr. Walsh and his
team to sound the alarm and seek more staff.3> They did not do so until much later.

The failure to separate Veteran 1 from other asymptomatic residents was a mistake that was
repeated over and over again between March 17 and March 30, when Mr. Walsh was relieved of duty.
During that period, dozens of residents of the Soldiers” Home were tested because they were suspected of
COVID-19, but in every instance they were allowed to remain in their units, posing continued infection
risks to their asymptomatic neighbors. Even positive test results did not prompt meaningful changes in
approach, as such residents were still allowed to remain in their units.

e Delays in testing additional veterans for COVID-19 when they were showing symptoms.

Several witnesses report that the Soldiers’” Home leadership were reluctant to test Veteran 1, even
though he was showing COVID-19 symptoms.?* Even after he was tested on March 17, 2020, the
leadership team failed to test additional veterans on the same unit who were showing COVID-19
symptoms. Instead, they waited until Veteran 1’s test results came back positive, allowing the virus
additional days to spread unchecked.?> There is no justification for this delay, particularly where Dr.
Clinton had concluded earlier—at the time Veteran 1 was tested on March 17—that the whole unit had
likely been exposed to COVID-19.

¢ Delays in closing common spaces.

The Soldiers’ Home leadership team was inexcusably slow in taking steps to close communal areas
to reduce the spread of COVID-19. Veterans were permitted in common recreation rooms until at least
March 16, and even then the canteen remained open to veterans living on the floor where it was located.3¢
Likewise, staff members were permitted to gather in the canteen and other common rooms until late
March.3”  Veterans were permitted to congregate in indoor smoking rooms until March 28 (a senior
physician with MassHealth noted that these smoking rooms should have been closed “a while ago.”).38
And even in heavily infected units such as 1-North, veterans were not restricted to their rooms and were

permitted to congregate in common areas as late as March 27.39 One staff member saw Veteran 1 asleep
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on the common area couch the evening after he was tested, and another staff member said that Veteran 1
was “still out with the other veterans and in the common area” as late as March 26.40
e Failure to stop rotation of staff among units.

The leadership of the Soldiers’ Home failed to prevent the rotation or “floating” of staff members
from unit to unit. This floating presents a substantial and obvious transmission risk.

On March 29, 2020, as the crisis unfolded, Secretary Urena sent a series of text messages to Mr.
Walsh asking whether he had ensured that staff in the two infected units were not being “floated” to other
units.* Mr. Walsh replied: “We’ve done that for two weeks, attempt to keep same staff on same unit.”42
Mr. Walsh’s statement to Secretary Urena was false. For example, a registered nurse recalled that even
after Veteran 1 tested positive, nursing aides would be scheduled to work two hours on 1-North and then
directed to complete their shift on the third floor.#> Another nursing aide reports that he treated Veteran
1 during a night shift on March 16-17, and then worked a shift on the 4-Fast unit the next evening—where
he was given a written reprimand by the Chief Nursing Officer for wearing personal protective equipment
while treating another veteran (who was vomiting and had diarrhea) because his decision to wear protective
equipment was “causing panic/anxiety among other staff members.” 4

A number of staff members who floated from unit to unit later tested positive for COVID-19.4

¢ Inconsistent policies and practices with respect to personal protective equipment.

Upon her arrival at the Soldiers’ Home on March 30, 2020, the Interim Administrator observed
some staff with gowns but no masks; some with only masks; and some with only gloves on.*¢ Her initial
assessment was that there was “no understanding of what the infection control guidelines were.”47

Staff members also reported inconsistent policies for the use of personal protective equipment
(especially masks and gowns), and that the Soldiers’ Home took steps to make it more difficult to access
such equipment. As of early March, dispensers were removed from units based on concerns about
pilfering. The Soldiers’ Home’s approach to the use of personal protective equipment during the COVID-

19 crisis was inconsistent and unduly restrictive. Although healthcare facilities across the nation dealt with
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limited supplies of personal protective equipment during the COVID-19 crisis, the Soldiers” Home never
experienced a substantial shortage. Indeed, on March 19, 2020, the Soldiers’ Home in Holyoke provided
a supply of 60 extra N95 masks to the Soldiers” Home in Chelsea, to help with a shortage there.*8

At least 80 staff members at the Soldiers” Home in Holyoke tested positive for COVID-19, likely
due at least in part as the Home’s failure to provide and require the use of proper protective equipment.*

¢ Recordkeeping and documentation failures.

When the response team arrived to take command of the Soldiers” Home on March 30, 2020, they
found an organization in disarray. Upon arrival, “we did not know what patients were in the Home or
where they were.”0 The team began work to count, assess, and cohort the patients. The existing census
records were “incorrect” and “disorganize[d],” at best.5! It was “complete mayhem.” There were “not

2

assessments being made on all patients,” and the physicians working at the facility were reluctant to
conduct rounds and examine veterans because of the risk of COVID-19.>2 The records concerning
veterans’ advanced directives (i.e., whether they wished to be hospitalized, intubated, or resuscitated) were
incomplete and disorganized. As one member of the team put it, “in my 35 years of nursing, I have never
seen such a cluster . . . When we asked [them] to desctibe census/staffing, there was nothing.”%3 Tracking
where patients are within a facility and their medical conditions is, of course, a fundamental task in

healthcare administration. Reflecting long-standing failures of leadership and organization, the Soldiers’

Home failed this basic requirement.

These choices that Mr. Walsh made or approved show that he was unqualified to lead the Soldiers
Home. The clinical staff made the wrong clinical decisions, and Mr. Walsh failed in his duty to oversee
them and ensure a robust decision-making process.

Massachusetts law requires that those in charge of long-term care facilities be licensed nursing
home administrators. This is not to say that they must be clinicians, but rather that they must have a

baseline understanding of the operations of a healthcare facility, how to supervise clinical decisions and
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medical care, and how to ensure that the needs of patients are met. This is a difficult standard, and such
administrators are in high demand.

The Massachusetts Department of Public Health considers the Soldiers” Home to be exempt from
the requirement to have a licensed administrator, because it is a state-run facility.>* Indeed, Mr. Walsh
lacked such a license, or any experience whatsoever in managing a healthcare facility. When he began
searching for employment following the conclusion of his distinguished military career, Mr. Walsh initially
sought a position as a security consultant, and even pursued such a position at the MGM Casino in
Springfield, Massachusetts.>> He only pivoted his career search to long-term care when a state legislator
suggested he apply to run the Soldiers’ Home, and assured him that his lack of clinical experience would
not be an impediment.>°

Once in his role, Mr. Walsh saw his job as being the “outside man” while the Deputy
Superintendent was the “inside man.”>” Secretary Francisco Urena (head of the Department of Veterans’
Services) “had conversations with [Mr. Walsh] about spending more time at the Home versus political
engagements.”> When the Deputy Superintendent (a licensed nursing home administrator) resigned in
frustration with Mr. Walsh in June 2019 and the role sat vacant until March 30, 2020, the Soldiers” Home
faced a gaping leadership deficit. Making matters worse, there was extensive turnover among Mr. Walsh’s
leadership team during this period, including the Chief Nursing Officer, Agency Counsel, Operations
Manager, and others.

B. The Department of Veterans’ Services did not take steps to address substantial and
long-standing concerns regarding the leadership of the Soldiers’ Home. We find that the
Department of Veterans® Services failed in its responsibility to oversee the Soldiers” Home. Secretary
Urena recommended and approved Mr. Walsh’s appointment despite his lack of any healthcare
administration experience. Once Mr. Walsh was in the role, Secretary Urena and his Chief of Staff soon
developed concerns about his performance. They felt his communication skills were “poor” and he was

“cryptic” and “not forthright in his communications.”>® They thought he was “in over his head” and did
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not spend enough time at the Home.® They observed massive turnover in Mr. Walsh’s staff, including
clinical leadership positions. They had to hire an executive coach to work with Mr. Walsh on his anger
management, and then had to extend this appointment in response to more complaints. And they were
concerned that Mr. Walsh tried to control the flow of information in and out of the Home. Secretary
Urena asserts that at one point, Mr. Walsh asked the Secretary of EOHHS to bar Secretary Urena from
visiting the Home without giving Mr. Walsh prior notice.®! Despite all this, Secretary Urena did not take
sufficient action to address Mr. Walsh’s deficits, and allowed the Deputy Superintendent role to remain
open for nine months—including the period of the COVID-19 outbreak.

One resource that should have been available to bring healthcare oversight experience was the
Executive Director of Veterans’ Homes. In 2016, the Legislature created this role within the Department
of Veterans’ Services with reporting and oversite responsibilities for the Soldiers’ Home. The statute
requires that an experienced healthcare executive hold this role. But the position—mandated by statute—
was never filled, for budget reasons.

A key oversight function is to make sure the right people are in important jobs. Here—for good
reason—the Department of Veterans’ Services leaders did not believe Mr. Walsh was the right person for
the job, but they did not take action to assure that there was competent leadership in place at the Soldiers’
Home.

C. Although Mr. Walsh reported other information that was inaccurate and
incomplete, we have not identified any material violations of the reporting requirements
concerning COVID-19 test results and deaths. Mr. Walsh’s communications with the Department of
Veterans’ Services and the Department of Public Health omitted important information, and at times,
contained affirmatively inaccurate information. But we find no instances where the Soldiers’ Home
leadership committed material violations of the reporting requirements concerning COVID-19 test results
and deaths. Indeed, much of the confusion on this issue appears to be the result of evolving reporting

requirements including a policy (during the relevant time period) that only deceased veterans who were
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confirmed to be COVID-19 positive (rather than those awaiting test results) were to be included in certain
death tolls.®2 Thus, when the Home reported the number of “deaths” through March 30, this total—
consistent with the requirements—referred to the number of deaths of veterans who had tested positive
for COVID-19 as of the time of each report. However, it appears that leaders in EOHHS misunderstood
these reports, thinking that they reflected the total death toll including veterans who were symptomatic
and awaiting test results.

D. Finally, we suggest a number of staffing, technology, and physical plant
improvements, and recommend that the Soldiers’ Home should not be exempt from the
requirements for licensing and inspection that apply to other long-term care facilities in
Massachusetts. Our recommendations concerning licensing and inspections stem from a simple premise:
the veterans who served our country and spend the last years of their lives at the Soldiers” Home deserve—
at a munimum—the same standards and protections as residents at private long-term care and nursing
facilities. This is not to say that someone cannot do a good job as Superintendent without being licensed—
but licensure in this profession (like other professions for which Massachusetts requires licensure) is one
way to help ensure a baseline of competence. The same is true as to the Commonwealth’s licensing and
inspection regime for long-term care facilities. Again, we can think of no reason or explanation why the

veterans at the Soldiers” Home should not receive the same protections as residents at private facilities.

III. SCOPE AND APPROACH TO THE INVESTIGATION
On April 1, 2020, Governor Baker retained Mark W. Peatlstein of McDermott Will & Emery LLP
(“McDermott”) to investigate the COVID-19 outbreak at the Soldiers’ Home. We have been tasked with
answering three questions.
e First, what caused and contributed to the COVID-19 outbreak at the Soldiers’ Home?
e Second, did the Soldiers’ Home’s leadership comply with applicable requirements to provide

timely and accurate counts of the number of infected patients and staff, and the number of deaths
associated with COVID-19?
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e Third, what if anything can be done in the future to prevent or reduce the likelihood of a similar
outbreak?

In addressing these questions and preparing this report, we have focused on the period of the
COVID-19 outbreak during the tenure of Bennett Walsh as Superintendent of the Soldiers’ Home (i.e.,
from eatly March 2020 until Mr. Walsh was placed on administrative leave on March 30, 2020). However,
to understand the events of this time period, we have studied and will summarize events long before the
spring of 2020, as well as the work of the emergency response team that took command of the Soldiers’
Home after Mr. Walsh was placed on leave. That said, this report is not a comprehensive modern history
of the Soldiers’ Home. We do not purport to catalog all important events that occurred at the Home, and
focus instead on the facts, people, and issues relevant to the questions Governor Baker has assigned us to
answer.

It is important to emphasize the independence of our work. Although Governor Baker retained
us, neither he nor his team made any effort to prescribe the scope, methods, or conclusions of this
investigation. No one in state government has made or requested any changes or redactions to it.

We conducted this investigation based on interviews with witnesses and subject-matter experts (all
using video- and tele-conferencing), statistical analysis regarding staffing patterns, and an extensive review
of paper and electronic documents. We operated without the authority to compel testimony or the
production of documents. However, we are grateful that the witnesses we contacted were overwhelmingly
cooperative. Some of these interviews were extraordinarily difficult conversations: they included
discussions with staff members still battling COVID-19 and grappling with the trauma they observed and
experienced during the outbreak, as well as conversations with family members who had recently lost loved
ones whom they had been unable to visit from the time the outbreak began.

No witnesses whom we deem critical to our work refused to be interviewed or materially limited
the time that they made available to speak with us, or refused to answer any questions that we deem
material to our work. We did not agree to conduct any interviews about the events of March 2020 on an

anonymous basis. We have generally included the names of important actors within the body of our
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report, while referring to other witnesses based on their roles or titles. However, all sources of information
are identified by name in the compendium of references and citations that appears in Section VIII of this
report.

Likewise, a number of witnesses agreed to provide documents and records to aid our investigation.
In particular, we are grateful to the team at the Massachusetts Executive Office of Health and Human
Services (“EOHHS”), led by its General Counsel Sharon Boyle, who coordinated the collection and
production of hard-copy and electronic documents and communications from the Soldiers” Home and
other agencies and departments within the executive branch of state government (and did so on a highly
expedited basis). Among other things, we collected emails and text messages from a number of senior
EOHHS and Soldiers’ Home leaders.iii

EOHHS attorneys withheld 138 responsive documents based on an assertion of attorney client
privilege.

In all, the McDermott team reviewed over 17,000 documents and conducted 111 interviews with
100 distinct witnesses. We interviewed Mr. Walsh three times, each in the presence of his attorneys. Two
other witnesses (Assistant Director of Nursing Celeste Surreira and former Medical Director Dr. David
Clinton) also elected to have their personal attorneys present for our interviews. Ms. Boyle attended the
interviews of a number of witnesses in her role as General Counsel of EOHHS. Some members of the
labor unions that provide staffing at the Soldiers’ Home exercised their rights to have union representatives
attend their interviews.

We note that the labor unions in question—SEIU Local 888 and the Massachusetts Nurses

Association—cooperated with our investigation and indeed were vital in helping to identify their members

i The custodians from whom we collected emails or text messages include: Bennett Walsh, Vanessa Lauziere,
Vanessa Gosselin, Celeste Surreira, Mark Yankopoulos, Jessica Powers, Marylou Sudders, Catherine Mick,
Daniel T'sai, Catherine Starr, Marianne Dill, and Francisco Urena.
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who might have relevant information, and to coordinate and encourage their members to participate in
our interviews.

We also relied on statistical and subject-matter expertise from consultants at Berkeley Research
Group, LLC, whom we retained in support of our investigation. Greg Russo led the statistical analysis of
staffing patterns discussed in Section IV(C)(6). Karl Bartscht—an experienced skilled-nursing home
administrator and consultant—shared his expertise to give context to our observations and
recommendations.

Our investigation was one of several parallel investigations reviewing the COVID-19 outbreak at
the Soldiers’ Home. In addition to the McDermott team, investigators from the Office of the Attorney
General of Massachusetts and the United States Attorney for the District of Massachusetts are conducting
active investigations of this matter. Likewise, other state and federal government institutions have
announced their intent to investigate. There are also public reports that the Massachusetts Office of the
Inspector General is investigating Mr. Walsh and other matters related to the Soldiers’ Home.®> However,
with one exception, we conducted all of our interviews and research separately and independently from
the other investigations. The only exception was interviews with seven family members of Soldiers” Home
veterans. We conducted these interviews together with teams from the Office of the Attorney General
and the United States Attorney’s Office in order to avoid further traumatizing family members with
requests for repeated interviews about the same painful subject-matter. Earlier in the course of our work,
we conducted interviews with a number of other family members of veterans at the Home independently
from the teams conducting the other investigations.

In addition to Mr. Peatlstein, the McDermott team working on this investigation consisted of
attorneys Matthew Knowles, Elizabeth Rodd, Greer Griffith, Natasha Dobrott, Jeffrey York, Adam

Camiel, Dean Butkovich, and Rachel Lewis, as well as paralegal Alyse Mauro.
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IV. FACT-FINDING

A. Background: the Soldiers’ Home

1. Legal posture

There are two state veterans’ homes™ in Massachusetts: the Soldiers’ Home in Holyoke and the
Soldiers’ Home in Chelsea.v The legislature established the Soldiers’ Home in Holyoke in Chapter 475 of
the session laws of 1946, which authorized construction of a 200-bed veterans” home in which “hospital
and domiciliary care shall be provided in like manner as that provided” at the Soldiers’ Home in Chelsea,
which has been in operation from 1882.%4 The Soldiers’ Home in Holyoke opened and began accepting
veterans in 1952.6

Section 70 of Chapter 6 of the General Laws created a volunteer Board of Trustees to manage the
Soldiers” Home:

There shall be a board of trustees of the Soldiers” Home in Holyoke, consisting of seven

persons, who shall be residents of the counties of Berkshire, Franklin, Hampden and

Hampshire. Each of said counties shall be represented on said board by at least one trustee

who is a resident therein. Upon the expiration of the term of office of a member, his

successor shall be appointed by the governor, with the advice and consent of the council,

to serve for seven years. The governor shall designate one of the members as chairman.

The members shall serve without compensation, but shall receive their necessary expenses

incurred in the discharge of their official duties.
Mass. Gen. Laws ch. 6, § 70. The next section specifies the Board’s powers and those of the
Superintendent whom the Board is authorized to appoint:

The board of trustees of the Soldiers’ Home in Holyoke shall manage and control the

Soldiers” Home in Holyoke and all property, real and personal, of the commonwealth that

is occupied or used by the home. In the management and control of the home, the board

of trustees shall: (i) adopt reasonable rules and regulations governing outpatient treatment
at, admission to and hospitalization in the home; and (ii) appoint a superintendent. The

v A state veterans’ home is defined as “a home recognized and, to the extent required by this part, certified
pursuant to this part that a State established primarily for veterans disabled by age, disease, or otherwise, who
by reason of such disability are incapable of earning a living. A State home must provide at least one program
of care (i.e., domiciliaty care, nursing home care, or adult day health care).” 38 C.F.R. § 51.2.

v The formal name of the Chelsea facility is the “Soldiers’ Home in Massachusetts,” and it is referred to in this
way in the General Laws. See Mass. Gen. Laws. ch. 6 §{ 41. To avoid confusion, we will refer to the Chelsea
facility as the “Soldiers’ Home in Chelsea,” and the Holyoke facility as the “Soldiers” Home in Holyoke” or
simply the “Soldiers” Home.”
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superintendent shall be the administrative head of the home. The superintendent shall,
subject to the approval of the trustees, appoint and may remove a medical director, a
treasurer and an assistant treasurer . . . The medical director shall have responsibility for
the medical, surgical and outpatient facilities and shall make recommendations to the
superintendent regarding the appointments of all physicians, nurses and other medical
staff. The superintendent shall also appoint and remove such other persons as the
superintendent deems necessary for the proper and efficient operation of the facilities of
the home.

Mass. Gen. Laws ch. 6, § 71. However, Section 71 (last amended in 2016) should be read in conjunction
with Mass. Gen. Laws ch. 17 § 17 (“Commissions and boards serving under the governor”) (last amended
in 2013), which provides that:

the superintendent [and] the board of trustees of the Soldiers’ Home in Holyoke . . . shall
serve under the governor, and shall be subject to such supervision as the governor deems
necessary and propet.

There is no express statutory requirement that the Superintendent of the Soldiers’ Home be a
licensed nursing home administrator, or that the Superintendent have any health care or medical
experience.

The Department of Veterans’ Services, an agency within EOHHS, has supervisory and
administrative responsibility for the Soldiers” Home.% In 2016, the Legislature created an additional
position within the Department of Veterans’ Services with reporting and oversite responsibilities f