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EXHIBIT A 



- EXHIBIT A -
Somerville Hospital ED Floor Plan

A: ED main entrance D: Sign for ED G: ED, nurse work area
B: ED ambulance bay entrance E: Security office
C: New ED entrance (added Sep. 2017) F: Doors to ED office and triage areas

ED Parking Lot

Tower Street
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- EXHIBIT B -
Paths of Ms. Levis, Nurse-1, and PSO-1

Tower Street

ED Parking Lot

Ms. Levis Nurse-1 PSO-1

4:21 a.m.

4:21:59 a.m.
4:23 a.m. (Ms. Levis called 911)4:25:30 a.m. (Ms. Levis collapsed)4:31:15 a.m. (Nurse-1 called Ms. Levis)4:33:19 a.m. (Firefighter arrived)4:28:10 a.m.

4:29:13 a.m.
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Board of Trustees Questionnaire
Summarized Answers
Privileged & Confidential
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Safety & Compliance Board Education

Q5



©  2015 Foley Hoag LLP. All Rights Reserved. 3©  2019 Foley Hoag LLP. All Rights Reserved. 3

Safety & Compliance Reports to Board

Q7
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Q5 Safety & Compliance Comments
On education: “We have struggled with finding good time for trustee 
education outside of meetings. And within our meetings there is not 
adequate time for significant trustee education.  More focus on PEOC
than safety.”

On presentations to the Board: “Quality committee work is 
highlighted in Board minutes but board members are looking for more 
explicit discussion.”
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Levis Event General Knowledge

Q8
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Levis Event General Knowledge

Q9
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Levis Event Staff Response

Q11
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Levis Event Staff Response contd.

Q12
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Levis Event Identity of Levis

Q13
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On Levis’s identity: “A few weeks after L.L. died and CHA was lauded by Peter for 
great care in the Cambridge ICU, there was mention of a woman who underwent 
cardiac arrest outside Somerville Hospital. This was in an RCA report. No one offered 
that this individual was the same person who died in the ICU. I and another Board 
colleague looked at one another as if to say this has to be the same person, and I asked 
the then Chief Risk Officer if the RCA report was referring to the woman who’d died in 
the ICU.  With a very troubled look, she nodded yes. No more was said or offered. I left 
that meeting that day quite troubled and confused.”

“At the Oct qual committee meeting, with [redacted] or myself asked directly “ARE YOU 
TELLING US THIS IS THE WOMAN FROM THE NYTIMES ARTICLE? The question 
was answered in the affirmative and that moment was the first time the two events got 
tied together. It bothers me still that we had to find out by asking a direct question … As 
I recall things were pretty much dropped after that.”

“I first made the connection at the Oct 2016 Quality Committee meeting … I had to ask if 
the person who died in the ICU at Cambridge Hospital was the same person noted in 
the brief RCA description provide to the quality Committee.” 

Q5 Levis Event Comments
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Root Cause Analysis
Q14
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Root Cause Analysis contd.

Q15
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Root Cause Analysis Comments

“The report to Board Quality Committee focused on the 
signage and lighting as contributing to the situation. We 
never heard about the acuity of ED pts.”

“I learned about the signage/lighting issue from the BQC 
RCA. I learned about the acuity of ED in December. I had 
not heard about culture before this survey.”
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NYT Thank-You
Q17
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NYT Thank-You
Q19
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NYT Thank-You contd.

Q20
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NYT Thank-You Comments

On the link to Levis event: “The information was
provided in response to a question posed to risk 
management staff during a board quality committee 
meeting.”

“I believe it was a couple days before the [Globe] article 
that we were told.”
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DPH/OIG Investigation
Q21
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DPH/OIG Investigation contd.

Q23
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DPH/OIG Investigation contd.

Q26
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DPH/OIG Investigation contd.

Q27
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DPH/OIG Investigation contd.

Q28
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Potential Legal Claims
Q30
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- EXHIBIT D – 
Board of Trustees Questions 
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Members of the Board of Trustless provided the Special Committee with a detailed list of questions 
for the Special Committee to address in its fact-finding review. We have attempted to answer these 
questions in our report. Below is a listed of references to sections of the report where we have 
addressed each of these questions. We note where we were either unable to answer a given question 
or where a specific question was outside the scope of our review. 
Notification, Root Cause Analysis, Process Improvement and Preparedness 
1) Upon being alerted to the event, what steps did CHA take to review the event and the root causes 
for what occurred? Where did this review process follow, or not follow, CHA policy and/ or best 
practice? If CHA did not follow its policy and/ or best practice, what are the underlying causes 
that explain why this did not happen? 

Reference: Section II.C.  
2) What improvements have been made to ensure that all event reviews conform to CHA policy 
and practice and that CHA policy and practice follows best practices? What further improvements 
need to be made? 
 Reference: Section III.B.  
3) What CHA policy exists relating to the sharing of instances of patient death or serious harm in 
connection with treatment received at CHA with either the Board or a Board sub-committee? 
 Reference: Section II.A.2, Section II.C, Section III.B. 
4) What internal notification policy is in place with provider team(s) who are involved in an 
incident of patient death or serious harm? What about notification to other providers who are 
involved in the care of a patient, but who are not necessarily involved in a particular event itself? 
What about notification to other staff, such as care managers, etc.? 
 Reference: Section II.B.2, Section III.C.1 
5) What improvements did CHA implement in response to the event and did they address the 
underlying causes of the event? What changes have been made with respect to signage, security, 
lighting, protocols for searching hospital grounds, staff training/education, etc.? 
 Reference: Section II.F, Section II.G 
6) What are CHA’s policies, procedures, and capabilities for implementing and analyzing 
underlying issues associated with patient death or serious harm? 
 Reference: Section II.A.2, Section II.C, Section III.B. 
7) Is there a single position/person/team for carrying out the analysis? How is this work checked 
to be sure it is complete? 
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 Reference: Section II.A.2, Section II.C, Section III.B. 
8) Has CHA had its incident analysis procedures evaluated by a qualified outside party? 
 Reference: Section II.G.3 
9) What will CHA do to address and improve communication protocols with 911 system and local 
police? How can CHA work with 911 system and local police to improve communication systems? 
 Reference: Section III.A.2 
10) Are police reports collected as part of incident analysis protocol? Are there police reports on 
other adverse incidents that CHA has not seen, sought out? How does CHA know if there is a 
police report or not? 

CHA obtained a copy of the police report in Ms. Levis’ case on July 24, 2017 once it 
became aware that a police report existed in the matter. A full review of other adverse 
events and related police reports would take significantly longer than the amount of time 
the Special Committee set to complete our report.  

11) Over the last five years, what are the other instances of patient death or serious harm in 
connection with treatment received at CHA? Are there other past adverse incidents that have not 
been handled as they should have? 

In our interviews, nobody raised any other adverse events that had been mishandled. A full 
review of other patient deaths or adverse events would take significantly longer than the 
amount of time the Special Committee set to complete our report.  

12) How does CHA use results of incident analysis to drive improvements including 
standardization, establishment of checklists, confirmation that new protocols are adhered to? 
 Reference: Section II.A.2, Section II.C, Section III.B. 
13) Are CHA’s emergency departments optimally staffed and resourced to be able to provide 
excellent care at all times? 
 Reference: Section III.B 
14) Is the organization equipped to respond to extraordinary circumstances as they unfold and what 
systems need to be put into place? 
 Reference: Section III 
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Disclosure and Apology, External Communication 
1) What are the best practices for disclosure and apology and does CHA policy and practice align 
with these? 
 Reference: Section III.C 
2) What were the root causes of the communications gaps with the family and internally within 
CHA? How have these been addressed and what further steps need to be taken? 
 Reference: Section II.B, Section II.C, Section, II.D, Section II.E, Section, III.C. 
3) Why didn’t CHA apologize to Laura Levis’s family in 2016? What decisions led to an apology 
to the family in following the article in the Boston Globe by Peter DeMarco, and did this reflect a 
change in CHA policy or was CHA policy not followed in 2016? Who was involved in these 
decisions and when were they made? 
 Reference: Section II.B, Section II.C, Section, II.D, Section II.E, Section, III.C. 
4) How and when were Board members notified of the outreach by Mr. DeMarco to CHA in 
October 2018, in which he requested to meet with CHA representatives and editors of the Boston 
Globe? 
 Reference: Section II.E.2 
5) How were decisions made about external communications with the press and stakeholders, and 
how did they fit with CHA policies and/or best practices. 
 Reference: Section II.E, Section III.D 
Board Notification, Governance, and Oversight 
1) What is the chronology of notification to the Board and/or Board sub-committee regarding 
events related to Laura Levis’s death? 
 Reference: Section II.B.3, Section II.C.4, Section II.D.2, Section II.E 
2) What information about the events, subsequent governmental reviews and actions, and legal 
action was communicated to the Board or Board committees, including, but not limited to any 
Department of Public Health surveys and findings; notice of potential EMTALA violation and 
offer to settle from CMS Office of Inspector General (OIG), and notice to preserve evidence from 
the family’s legal counsel. 
 Reference: Section II.D, Section III.C.1 
3) Was the potential EMTALA violation settlement described in any budget documents the Board 
or Board subcommittee reviewed or approved? 
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Examination of CHA’s budget was beyond the scope of this report. We recommend that 
the Board Finance Committee consider pursuing this issue. 

4) How was the information communicated to the Board, and was this the appropriate amount of 
information? More generally,  

a) What information should the Board receive?  
b) What process improvements can be made to ensure that the Board is timely and 
appropriately informed? 
c) What questions should the Board be asking and what inquiries should it be making? 
d) What is the Board’s role relative to executive leadership? What are the respective 
responsibilities of the Board and executive leadership? 

 Reference: Section II.A.1, Section II.B.3, Section II.D.2, Section II.E, Section III.D 
5) Generally, how are judgments and settlement payments captured in CHA budget review and 
approval process? Who approves payment of any judgement or settlement payment? 

Examination of CHA’s budget was beyond the scope of this report. We recommend that 
the Board Finance Committee consider pursuing this issue. 

6) Over the last five years, what other instances of state or federal regulatory findings and 
corrective/disciplinary actions and settlements have occurred? 

The report discusses a DPH survey that was ongoing at the time of the inquiry into Ms. 
Levis’ death. A full review of all regulatory findings, corrective actions, and settlements 
over the last five years would take significantly longer than the amount of time the Special 
Committee set to complete our report. 

7) At the time the Board celebrated Ms. Levis’ care at the Cambridge Hospital, was executive 
leadership aware of what occurred as part of her care at the Somerville Hospital emergency 
department? 
 Reference: Section II.B.3 
8) Does the Board have trust in executive leadership? If trust has been materially damaged, can it 
be rebuilt and how? How does the Board build trust among the whole organization? 
 Reference: Section III.D 
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Promoting Accountability and a Just Culture 
1) How can the Board better support a just culture that promotes openness, transparency, learning, 
accountability, and continuous improvement in quality and patient safety? 
 Reference: Section III.D 


