
Roadmap to Health Care Safety for Massachusetts

ABOUT THE MASSACHUSETTS 
HEALTH CARE SAFETY AND 
QUALITY CONSORTIUM
The Consortium is a public-private 
partnership of three dozen health 
care stakeholder organizations 
convened by the Betsy Lehman 
Center in 2019 in response to 
research showing tens of thousands 
of preventable harm events in a 
single year in settings across the 
Massachusetts continuum of care.

Through four task forces with 
more than 100 contributors, 
the Consortium produced the 
Roadmap to Health Care Safety for 
Massachusetts, a long-term plan 
to achieve a health care system in 
which providers — in partnership 
with patients, policymakers, payers, 
and others — continuously strive to 
eliminate preventable harm in every 
place where care is delivered in the 
Commonwealth.
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In recent decades, the United States health care system has made unprecedented strides 
in improving and extending the lives of patients, but these achievements have also 
resulted in care delivery that is more complex, time-pressured, insufficiently coordinated, 
and, ultimately, prone to error. 
Betsy Lehman’s death from an overdose of chemotherapy at a leading Massachusetts 
hospital in 1994 helped catalyze a national effort to improve safety. From the work of the 
last 25+ years, we now have a much better understanding of how to reduce risks of harm. 
But bringing new approaches to myriad health care settings and prioritizing health care 
safety at the provider, state, and national levels have proven challenging, and our health 
care system is still not nearly as safe as it could be.
To accelerate progress, the Roadmap to Health Care Safety for Massachusetts sets five 
goals that will be reached through a sustained, collective statewide effort among provider 
organizations, patients, payers, policymakers, regulators, and others. Strategies and action 
steps for advancing these goals adhere to seven guiding principles:

• Move the health care system toward a mindset of zero tolerance for defects that can 
result in physical or emotional harm to patients, families, and staff; 

• Support approaches to continuous, proactive safety improvement that break down silos 
and enable all stakeholders to carry out their respective roles;

• Promote a “just culture” by adopting a fair and consistent approach to safety 
improvement that fosters psychological safety in the health care workforce and holds 
leadership accountable for breakdowns and shortfalls; 

• Advance health equity through the elimination of disparities in safety and 
quality outcomes on the basis of race, ethnicity, age, disability, sex, gender, language, 
and economic factors;

• Encourage an approach to health care and safety that maximizes the benefits of co-
production, recognizing that patients and families provide expertise essential to person-
centered care; 

• Reduce low-value administrative burdens; and
• Remove all forms of waste from work, making it easier to do the right thing.  

Massachusetts has a long history of breakthroughs on intractable health system 
challenges. During this time of recovery from the disruptions of the pandemic, we are 
well-positioned to chart a new course through a public-private partnership that leverages 
proven strategies to advance not only safety but also progress on other priorities, 
including health equity, workforce well-being, operational efficiencies that improve care 
and lower costs, and patient experience.

WHAT DO WE MEAN BY HEALTH 
CARE SAFETY?
• Enabling conditions that foster 

safe practices and prevent harm to 
tens of thousands of people each 
year across the Massachusetts 
continuum of care

• Addressing disparities in 
safety outcomes, including those 
related to race, ethnicity, age, 
disability, sex, and gender

Examples of harm to patients include 
medication and surgical mistakes, 
infections, and missed or delayed 
diagnoses. Workforce harm includes 
injuries from hazards and violence, as 
well as stressful workplace conditions.
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All leaders of health care provider 
organizations across the continuum 
of care make safety a core value and 
enduring priority, continuously act to 
advance safety culture and operations, 
and are accountable for safety 
performance.   

WHY THIS IS IMPORTANT
• Leaders set the priorities, drive the culture, and are responsible 

for safety outcomes. 
• Reliably safe health care depends on commitment at the 

highest levels of an organization. 
• Leadership commitment to safety means better performance 

on safety and quality measures.

WHY THIS IS IMPORTANT
• Everyone plays a role in safety and must be enabled and 

empowered to carry it out.
• Safety work must be integrated with routine operations and 

other organizational priorities. 
• Continuous Improvement Systems can remove unnecessary 

tasks from workflows, promote teamwork and innovation, and 
activate staff.

• Patients and families are reliable observers of safety risks and 
can add to improvement efforts.

WHY THIS IS IMPORTANT
• Informed patients and families can take steps to reduce the risk 

of harm in their care.
• Errors and harm can have long-lasting emotional impacts, 

including loss of trust in health care providers.
• Transparent, structured, culturally competent communication 

and support can improve the well-being of patients and 
families in the aftermath of harm.

1.1 Increase the proficiency of board members, executive leaders, 
and owners on leading and sustaining safety culture and 
continuous improvement systems through curricula, peer 
learning opportunities, toolkits, and other resources. 

1.2 Establish educational standards on safety for leaders and 
governing bodies. 

1.3 Recognize board members, executive leaders, and owners 
who achieve high levels of competence and commitment to 
safety for patients, families, and the workforce. 

1.4 Reward exemplary performance and progress on continuous 
safety improvement through reduced liability insurance 
premiums and higher reimbursement rates.

STRATEGIES

All provider organizations have systems 
in place that enable leaders, managers, 
clinicians, and staff to continuously 
identify safety issues, resolve problems, 
integrate their operations with safety 
strategy and plans, and engage patients 
and families as partners in the work.  

STRATEGIES
2.1 Support provider organizations as they implement 

appropriately scaled Continuous Improvement Systems 
within a culture of safety through a coordinated program of 
education, technical assistance, and experiential learning. 

All patients and families are engaged 
and supported to avoid preventable 
harm in their own care, and receive 
timely, transparent, and continuing 
communication and support when 
things go wrong.  

STRATEGIES
3.1 Raise public awareness of health care safety challenges and 

initiatives.   
3.2 Boost health care literacy to enable patients, including 

members of historically underserved or marginalized 
communities, to avoid preventable harm in their own care 
and to participate in the safety improvement work of provider 
organizations. 

3.3 Assist patients and families who experience error, harm, or 
trauma in their care through programs offering culturally 
competent emotional support and communication, apology, 
and resolution as appropriate.  

3.4 Build the skills of health care professionals to communicate 
openly and effectively with diverse patients and families, 
especially in instances of medical error or harm.  

2.2 Establish standardized measure sets and self-assessment tools 
for use by provider organizations across the continuum of care 
in tracking their own safety outcomes and the effectiveness of 
their safety processes and structures.  

2.3 Leverage new technologies, such as automated electronic 
health records surveillance, to detect and enable a nimble 
response to safety risks and events, inform improvement 
work, and reduce future harm.  

2.4 Strengthen Patient and Family Advisory Councils (PFACs) 
to foster diverse representation, more patient and family 
involvement, and deeper partnership with the community on 
safety improvement.  

2.5 Establish educational standards on safety for managers, 
clinicians, and staff in clinical and nonclinical roles.  

2.6 Create an accessible statewide health care safety curriculum 
that fosters a shared understanding of fundamental principles 
and practices across diverse roles and care settings and 
enables greater engagement in improvement work by all 
members of the health care workforce.  

2.7 Advocate for health care safety to be integrated into the 
curricula of training programs for the health professions.  
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WHY THIS IS IMPORTANT
• Efforts to achieve major gains in safety in the state will be 

successful only if combined with new approaches to information 
gathering and management.

• A more complete view of the Massachusetts health care safety 
landscape will increase provider, policymaker, and public 
understanding of safety risks and trends and inform public and 
private investment in improvement.

• Access to relevant data will allow patients to make safety-
informed decisions in their care and take part in broader 
improvement initiatives.

All provider organizations strive to 
eliminate undue workplace stresses 
and conditions that impact patient 
safety and the safety and well-being 
of the workforce, and clinicians and 
staff have the psychological safety and 
support they need to continuously 
engage in safety improvement. 

WHY THIS IS IMPORTANT
• Healthy work environments and cultures of safety promote the 

delivery of safe, reliable care.
• Workplace stress impedes an organization’s ability to 

continuously improve.
• Workplace stress contributes to staffing disruptions and 

shortages that impact safety.

The state’s health care safety 
data systems are optimized and 
harmonized, and provide timely and 
useful information about providers’ 
safety performance for providers, 
policymakers, and the public.

STRATEGIES
4.1 Through provider organizations’ Continuous Improvement 

Systems, encourage routine clinician and staff observations 
and contributions to address patient and workforce safety 
risks including unsafe cultures and ineffective workflows.  

4.2 Support the development of a fair and just culture and 
psychological safety within a culture of safety to promote 
clinician and staff reporting of events and near misses.  

4.3 Expand programs that offer emotional support, learning, and 
well-being for clinicians and staff following safety or other 
traumatic events.  

4.4 Leverage current national and statewide health care 
workforce well-being efforts that advance a structured 
approach to reducing stress, moral injury, burnout, and 
compassion fatigue. 

STRATEGIES
5.1 Develop measure sets for benchmarking health care safety 

outcomes, processes, and structures in settings across the 
continuum of care. 

5.2 Improve state health care safety data systems by streamlining 
reporting processes, addressing data duplication and gaps, 
ensuring that data can be stratified by race, ethnicity, and 
other characteristics, and promoting appropriate data 
analytics and sharing. 

5.3 Publish dashboards containing timely, relevant, and actionable 
information about health care safety outcomes, processes, 
and structures in settings across the care continuum.  

5.4 Report annually on the state of health care safety in 
Massachusetts, assessing progress toward the five Roadmap 
to Health Care Safety goals and identifying opportunities for 
continuous improvement at the state and provider levels.  

Next steps
The Roadmap’s strategies and associated action steps are 
grounded in a three-dimensional approach to transformational 
change.

In the coming year, five initial foundational proposals 
will jumpstart the state’s investment in a long-term phased 
approach toward meaningful, sustainable safety improvement 
across the entire Massachusetts continuum of care.

Inform: Build essential awareness, knowledge, 
and skills to enable everyone to recognize and 
fulfill their roles in health care safety

Implement: Provide tools, peer learning 
opportunities, and other resources to support 
provider organizations in advancing safety

Incentivize: Motivate everyone to prioritize and 
invest in safety improvement with particular focus 
on those in leadership roles

READ THE FULL REPORT:  
BetsyLehmanCenterMA.gov/Roadmap

Leaders, managers, and frontline staff need a 
shared understanding of the foundations of safety 
to work as a team 

Knowledge alone is not enough to build a safety 
culture and improve outcomes

Accountability structures and incentives that reward 
leadership engagement will accelerate change

Why

Why

Why
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• 1199 SEIU (Tim Foley, MPA)
• Ariadne Labs (Susan Gullo*, RN, MS)
• Blue Cross Blue Shield of Massachusetts (Chrissy Allen, RN, 

CCM; Karl Laskowski, MD, MBA; Erika Wilkinson, JD; Katherine 
Dallow*, MD, MPH, CPE; Sandhya Rao*, MD)

• Board of Registration in Dentistry 
• Board of Registration in Nursing (Heather Cambra, RN, JD; 

Claire MacDonald, DNP, RN; Patricia McNamee MS, RN)
• Board of Registration in Pharmacy
• Center for Health Information and Analysis (Lisa Ahlgren, 

MPH; Ray Campbell*, JD, MPA)
• Coverys (Josh Hyatt, DHS, MBE, MHL, DFASHRM, CPHRM, 

HEC-C, CPPS; Robert Hanscom*, JD; Susan Montminy*, EdD, 
MPA, RN, CPHRM, CPPS; Lisa Simm*, RDN, MBA, CPPS, CPHQ, 
CPHRM, FASHRM)

• CRICO (Patricia Folcarelli, RN, MA, PhD; Mark Reynolds; Bessie 
Manley Szum, RN, MPA/HA)

• Disability Policy Consortium (Dennis Heaphy, DMin, MPH, 
M.Ed, M.Div)

• Department of Public Health Bureau of Health Professions 
Licensure: Multi-Boards (Steven Joubert, LMHC, LNHA)

• Executive Office of Health and Human Services (Lauren 
Peters*, JD)

• Greater Boston Interfaith Organization (Paul Hattis, MD, JD, 
MPH)

• Health Navigator Partners (Nicola Truppin, JD)
• Health Policy Commission (Kelly Hall)
• Healthcentric Advisors (H. John Keimig, MHA, FACHE)
• Latino Health Insurance Program, Inc. (Milagros Abreu, MD, 

MPH)
• Lown Institute (Paul Hattis, MD, JD, MPH)
• Massachusetts Association of Ambulatory Surgery Centers 

(Gregory DeConciliis, PA-C, CASC)
• Massachusetts Association of Behavioral Health Systems 

(Michael Krupa, Ed.D.)
• Massachusetts Association of Health Plans (Lynda Jackson, 

MS in Health Management; Lora Pellegrini, JD)
• Massachusetts Chapter of Pediatric Nurse Practitioners 

(Julianne Nemes Walsh, DNP, PNP-BC)
• Massachusetts Coalition for the Prevention of Medical Errors 

(Yvonne Cheung, MD, MPH, MBA; Paula Griswold, MS)
• Massachusetts Department of Mental Health (Teresa 

Anderson, PhD, MSW)
• Massachusetts Health and Hospital Association (Robert 

Haffey, MBA, MSN; Patricia Noga, PhD, RN, NEA-BC, FAAN; 
Sara Toomey, MD, MPhil, MPH, MSc; Jonathan Finkelstein*, 
MD, MPH; Valerie Fleishman*, MBA; Kim Hollon*, FACHE, 
MHA)

CONTINUOUS ORGANIZATIONAL LEARNING AND 
IMPROVEMENT
• Nicolas Argy, MD, JD (Co-Chair), Massachusetts Medical 

Society, Argy Consulting
• Tobie Atlas, M.Ed, Beth Israel Deaconess Medical Center
• Taruna Banerjee, MPH, CPPS, Cambridge Health Alliance
• Maryanne Bombaugh, MD, MSc, MBA, CPE, FACOG, 

Massachusetts Medical Society, Cape Cod Community 
Health Center

• Daniela Brown, MSN, RN, CIC, Quality and Patient Safety 
Division of the Board of Registration in Medicine

• Kena Drumgo, Patient Experience Representative
• Will Erickson, MPH, SHARE Union, UMASS Memorial Health 

Care
• Paula Griswold, MS (Co-Chair), Massachusetts Coalition for 

the Prevention of Medical Errors
• Dennis Heaphy, DMin, MPH, M.Ed, M.Div, Disability Policy 

Consortium
• Kim Hollon*, FACHE, MHA, Signature Healthcare 
• Cheralyn Johnson, FNP-BC, IA, MSN, RN (Co-Chair), 

Community Technology Cooperative, formerly South 
Boston Community Health Center

• Pamela Linzer, PhD, RN, NEA-BC, Brigham and Women’s 
Hospital

• Helen Magliozzi, BSN, Massachusetts Senior Care 
Association

• Margaret Quinn, ScD, CIH, Safe Home Care Project, 
University of Massachusetts Lowell

• Julian Robinson, MD, Newton Wellesley Hospital
• Lisa Simm*, RDN, MBA, CPPS, CPHQ, CPHRM, FASHRM, 

Emerson Hospital
• Lauge Sokol-Hessner, MD, CPPS, University of Washington 

Medicine, formerly Beth Israel Deaconess Medical Center
• Ellana Stinson, MD, MPH, New England Medical Association
• Bert Thurlo-Walsh, MM, RN, CPHQ, FABC, Milford Regional 

Medical Center
• David Tringali, MPP, Massachusetts Department of Mental 

Health
• Gail Tsimprea, PhD, RNPC-BC, McLean Hospital
LEADERSHIP AND GOVERNANCE
• Maryanne Bombaugh, MD, MSc, MBA, CPE, FACOG 

(Co-Chair), Massachusetts Medical Society, Cape Cod 
Community Health Center

• Jessica Calabrese, BSDH, MPA, Community Health Center 
of Franklin County

• Charles Cavagnaro III, MD, FACP, UMASS Memorial 
Community Hospitals

• James Colbert, MD, MBA, Memora Health
• Andy Colby*, R.Ph, MBA, formerly Health New England
• Connie Crowley Ganser, MS, RN, Quality Health Care 

Strategies 
• William Fischer, MBA, Marlborough Hospital
• Marcia Fowler, MA, JD, Bournewood Health Systems
• Arlan Fuller, MD, Winchester Hospital

MASSACHUSETTS HEALTH CARE SAFETY AND QUALITY CONSORTIUM
Member organizations and representatives

• Randy Gonchar, MBA, Beth Israel Deaconess Medical 
Center

• Paula Griswold, MS, Massachusetts Coalition for the 
Prevention of Medical Errors

• Dani Hackner, MD, MBA, Southcoast Hospitals Group
• Kim Hollon*, FACHE, MHA, Signature Healthcare
• Noreen Johnson Smith*, MPH, formerly Family Health 

Center of Worcester
• H. John Keimig, MHA, FACHE, Healthcentric Advisors
• Brian Kelly, MD, Sturdy Memorial Hospital
• Doug Salvador, MD, MPH (Co-Chair), Baystate Health
• Barbara Spivak, MD (Co-Chair), Massachusetts Medical 

Society, Mount Auburn Cambridge Independent Practice 
Association (MACIPA)

MEASUREMENT AND TRANSPARENCY
• Teresa Anderson, PhD, MSW, Massachusetts Department 

of Mental Health
• Ivyruth Andreica, PharmD, BSN, FISMP (Co-Chair), 

Medication Safety Consultant
• David Bates, MD, MSc (Co-Chair), Mass General Brigham, 

Brigham and Women’s Hospital, Harvard Medical School
• Akriti Bhambi*, M.Ed, formerly Massachusetts Health and 

Hospital Association
• Maryanne Bombaugh, MD, MSc, MBA, CPE, FACOG, 

Massachusetts Medical Society, Cape Cod Community 
Health Center

• Ray Campbell*, JD, MPA, Center for Health Information and 
Analysis

• Isaac Chua, MD, MPH, Harvard Medical School, Brigham 
and Women’s Hospital, Dana-Farber Cancer Institute

• Sonali Desai, MD, MPH, Brigham and Women’s Hospital
• Patricia Folcarelli, RN, MA, PhD, CRICO
• Paula Griswold, MS, Massachusetts Coalition for the 

Prevention of Medical Errors
• Robert Haffey, MBA, MSN, Signature Healthcare
• Robert Hanscom*, JD, Coverys
• Paul Hattis, MD, JD, MPH, Lown Institute
• Emily Herman, Patient Experience Representative
• Josh Hyatt, DHS, MBE, MHL, DFASHRM, CPHRM, HEC-C, 

CPPS, Coverys
• Amina Khan, PhD, Center for Health Information and 

Analysis
• Benjamin Kruskal, MD, PhD, FAAP, FIDSA, Blue Cross 

Blue Shield of Massachusetts, formerly Tufts Medicine 
Integrated Network

• Elizabeth Leahy, Esq., Massachusetts Association of Health 
Plans

• Patricia McGaffigan, MS, RN, CPPS, Institute for Healthcare 
Improvement

• Judith Melin, MA, MD, FACP, Massachusetts Medical 
Society, Beth Israel Lahey Health

• Elizabeth Mort, MD, MPH, Massachusetts General Hospital, 
Mass General Brigham, Harvard Medical School

• Christin Price, MD, Perinatal-Neonatal Quality 

Improvement Network of Massachusetts (PNQIN)
• Barbara Proffitt, RN, BHA, Massachusetts League of 

Community Health Centers
• Barbra Rabson, MPH (Co-Chair), Massachusetts Health 

Quality Partners
• Eric Reines, MD, FACP, Element Care PACE
• Frank Robinson, PhD, Baystate Health
• Matthew Salmon, PT, MHP, MBA, SALMON Health and 

Retirement
• Luke Sato, MD, CRICO
• Mark Schlesinger, PhD, Yale School of Public Health
• Michael Stanek, Health Policy Commission
• Lakshman Swamy, MD, MBA, MassHealth
• Susan Todd, M.Ed, Patient Experience Representative
• Huong Trieu, PhD, Center for Health Information and 

Analysis
• Sandra Wolitzky, JD, Massachusetts Attorney General’s 

Office
• Wei Ying, MS, MBA, Blue Cross Blue Shield of 

Massachusetts
SUPPORT FOR PATIENTS, FAMILIES, CLINICIANS, AND STAFF
• Emily Almeda-Lopez, MPP (Co-Chair), Disability Policy 

Consortium
• Michelle Anderson, RN, BSN, Patient Experience 

Representative
• Maryanne Bombaugh, MD, MSc, MBA, CPE, FACOG, 

Massachusetts Medical Society, Cape Cod Community 
Health Center

• Isaac Chua, MD, MPH (Co-Chair), Harvard Medical School, 
Brigham and Women’s Hospital, Dana-Farber Cancer 
Institute

• Nicole Croteau, BSN, SALMON Health and Retirement 
• Patricia Folcarelli (Co-Chair), RN, MA, PhD, CRICO
• Paula Griswold, MS, Massachusetts Coalition for the 

Prevention of Medical Errors
• Therese Hudson-Jinks, MSN, RN, NEA-BC, Tufts Medical 

Center
• Steven Joubert, LMHC, LNHA, Massachusetts Department 

of Public Health, Bureau of Health Professions Licensure
• Allison Lilly, LICSW, CEAP, Mass General Brigham Employee 

Assistance Program
• Beverly Loudin, MD, MPH, Patient Safety Expert
• Steven Metz, MD, PhD, Massachusetts Medical Society
• Patricia Noga, PhD, RN, NEA-BC, FAAN, Massachusetts 

Health and Hospital Association
• Lucilia Prates-Ramos, Massachusetts Senior Medicare 

Patrol (SMP) Program, AgeSpan
• Robert Roose, MD, MPH, Mercy Medical Center
• Laura Taylor, MBA, Caring Health Center
• Nicola Truppin, JD, Health Navigator Partners, Patient and 

Family Engagement at the Beth Israel Deaconess Medical 
Center

• Deborah Washington, RN, PhD, Massachusetts General 
Hospital

• Massachusetts League of Community Health Centers 
(Barbara Proffitt, RN, BHA)

• Massachusetts Medical Society (Maryanne Bombaugh, MD, 
MSc, MBA, CPE, FACOG; Yael Miller, MBA)

• Massachusetts Senior Care Association (Tara Gregorio)
• Massachusetts Society of Health-System Pharmacists 

(Shannon Manzi, PharmD, BCPPS, FPPA)
• Massachusetts Health Quality Partners (Andrew D’Amour; 

Barbra Rabson, MPH)
• Office of Consumer Affairs and Business Regulation (Edward 

Palleschi)
• Office of the Attorney General (Sandra Wolitzky, JD)
• Organization of Nurse Leaders (Amanda Stefancyk Oberlies, 

PhD, MBA, RN, FAAN)
• Patient and Family Engagement at the Beth Israel Deaconess 

Medical Center (Nicola Truppin, JD)
• Pappas Rehabilitation Hospital for Children, Department 

of Public Health (Mary Beth Miotto*, MD, MPH; Roberlyne 
Cherfils*, MPA)

• Quality and Patient Safety Division of the Board of 
Registration in Medicine (Daniela Brown, MSN, RN, CIC; Julian 
Robinson, MD)

TASK FORCE MEMBERS

*An asterisk denotes a former representative on one of the Task Forces or the Massachusetts Health Care Safety and Quality Consortium who contributed to the development of the 
Roadmap to Health Care Safety, but has since moved on in roles or organizations. 

http://www.betsylehmancenterma.gov

