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Objectives

1. Identify conflicting notions of 
success and failure regarding 
CRPs

2. Discuss the relationship 
between incomplete CRP 
implementation and irregular 
application of CRPs

3. Describe barriers to and 
facilitators of successful CRP 
implementation and application



Disclosure 

I have no financial conflict 
of interest



Defining 
success 

and failure

CRP 
implementation

CRP 
application

Learning from 
successes



CRP S-curve?

?



Plan Do

StudyAdapt,
Adopt, or
Abandon



Application

Implementation









Application

Implementation



Defining 
success 

and failure

CRP 
implementation

CRP 
application

Learning from 
successes



Outcomes



Acceptable

Unacceptable

Outcomes



Defining 
success 

and failure

CRP 
implementation

CRP 
application

Learning from 
successes



Principle-related 
failure modes

•Punitive or unprofessional 
organizational culture

•Failure to appreciate the 
comprehensive nature of CRP
− Belief that CRP is a risk management 

program
− Taking the position that the 

organization is “already doing this” 
(premature self-congratulations)

•Disconnect from guiding 
principles
− Withholding proactive offers of 

compensation if patients seem 
satisfied with an apology or if costly 
litigation or damages seems unlikely

− Paying some patients for a 
disappointing clinical outcome even 
when there was no negligence 

Bell, et al., 2012; Mello, et al., 2014a; Mello, et al., 2014b; 
Mello, et al., 2016; McDonald, et al., 2018; Sands, et al., 2018



Prioritization-related 
failure modes

• Insufficient sense of 
organizational ownership
− Lack of visible support by executive 

and medical staff leadership
− Lack of board engagement

•Competing organizational 
priorities/major disruptions

Bell, et al., 2012; Mello, et al., 2014a; Mello, et al., 2014b; 
Mello, et al., 2016; McDonald, et al., 2018; Sands, et al., 2018



Practicality-related 
failure modes

• Insufficient personnel
•Absence of planned response
•Turnover/loss of key individuals or 
champions

•Active or passive opposition by a 
formal or informal leaders

•Lack of awareness of CRP among 
clinicians

•Lack of buy-in by practicing 
physicians when consent to settle 
is required

•Philosophical differences among 
insurers

•Financially stressed health 
systems may have a lower risk 
tolerance

Bell, et al., 2012; Mello, et al., 2014a; Mello, et al., 2014b; 
Mello, et al., 2016; McDonald, et al., 2018; Sands, et al., 2018
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Aggregate RCA

Neily, J., Ogrinc, G., Mills, P., Williams, R., Stalhandske, E., Bagian, J. & 
Weeks, W. (2003). Using aggregate root cause analysis to improve 
patient safety. Joint Commission Journal on Quality and Patient Safety, 
29(8), 434-439. DOI:https://doi.org/10.1016/S1549-3741(03)29052-3
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