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By Allen Kachalia, Kenneth Sands, Melinda Van Niel, Suzanne Dodson, Stephanie Roche, Victor Novack,
Maayan Yitshak-Sade, Patricia Folcarelli, Evan M. Benjamin, Alan C. Woodward, and Michelle M. Mello

Effects Of A Communication-AndResolution Program On Hospitals’
Malpractice Claims And Costs
To promote communication with patients after medical
injuries and improve patient safety, numerous hospitals have
implemented communication-and-resolution programs (CRPs). Through
these programs, hospitals communicate transparently with patients after
adverse events; investigate what happened and offer an explanation; and,
when warranted, apologize, take responsibility, and proactively offer
compensation. Despite growing consensus that CRPs are the right thing
to do, concerns over liability risks remain. We evaluated the liability
effects of CRP implementation at four Massachusetts hospitals by
examining before-and-after trends in claims volume, cost, and time to
resolution and comparing them to trends among nonimplementing peer
institutions. CRP implementation was associated with improved trends
in the rate of new claims and legal defense costs at some hospitals,
but it did not significantly alter trends in other outcomes. None
of the hospitals experienced worsening liability trends after CRP
implementation, which suggests that transparency, apology, and proactive
compensation can be pursued without adverse financial consequences.
ABSTRACT

C

ommunicating openly with patients
about adverse events and seeking
reconciliation are important components of medical professionalism
that can also promote patient safety.
Many health care facilities are adopting communication-and-resolution
programs
(CRPs),
through which they communicate with patients
about adverse events; investigate and explain
what happened; and, when appropriate, apologize, take responsibility, and proactively offer
compensation.1–6
Interest in CRPs has been spurred by recognition of the ethical mandate to disclose errors and
the push for greater transparency in health care.7
Impetus also derives from studies reporting substantial improvements in liability outcomes and
costs after CRP adoption.1–4 However, these studies have analyzed single sites and relied on pre/
post analysis without comparison groups.
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The limited evidence concerning CRPs’ cost
implications has left many institutional leaders
apprehensive. There is concern that offering
compensation in all cases of negligent harm
could increase compensation costs,8,9 especially
since most injuries are never litigated.10 Also,
some fear that admitting error is tantamount
to giving a patient a blank check and could
lead to inappropriately large settlements.11
These worries have chilled some institutions’
interest in adopting CRPs12 and kept some adopters from offering compensation as proactively
and consistently as envisioned by patient safety
advocates.13,14
To expand the evidence base on the liability
effects of CRPs, we examined trends in liability
outcomes at four academic and community hospitals in Massachusetts that implemented a CRP
and compared them to trends at peer hospitals
with no CRP.We found that CRP implementation
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was associated with some improvements in the
rates of new claims and defense costs, and no
implementing institution experienced any worsening of liability trends. In other words, CRP
implementation allowed these organizations to
fulfill their ethical obligations to disclose adverse
events and promote patient safety without encountering negative liability consequences.

The CARe Program And Context
Starting in late 2012, a CRP known as CARe
(Communication, Apology, and Resolution)
was implemented at two large, urban academic
medical centers (AMCs) in Massachusetts (Baystate Medical Center and Beth Israel Deaconess
Medical Center), and at two of each center’s community hospitals (Baystate Franklin Medical
Center, Baystate Mary Lane Hospital, Beth Israel
Deaconess Hospital–Milton, and Beth Israel
Deaconess Hospital–Needham).5 We evaluated
the liability outcomes at both AMCs and two of
the community hospitals (the other two community hospitals lacked Institutional Review
Boards) for the first four and a half years after
CARe implementation. Exhibit 1 shows the study
characteristics of implementing and peer comparison hospitals.
CARe was designed collaboratively by a coalition of participating Massachusetts hospitals
and stakeholders from the state medical society,
patient safety organizations, liability insurers,
the state bar association, and academic researchers that came together to form the Massachusetts
Alliance for Communication and Resolution following Medical Injury.5,12,15 Hospitals committed

to applying CARe in all clinical settings. (A detailed program description is in section A1 of the
online appendix.)16
The CARe protocol called for compensation
offers to be made when violations of the legal
standard of care (that is, negligence) caused significant harm. (Details and case examples are in
appendix section A2.)16 In general, a hospital
conducted an internal investigation and, if prespecified criteria were met, referred the event to
the liability insurer for possible compensation.
The referral criteria were that the investigation
indicated that a standard-of-care violation may
have caused significant harm, or the event entered CARe as a “prelitigation notice”—a legally
required written notification that a lawsuit
would be filed in six months.
Following the insurer’s review, a meeting was
held with the patient or their family (and their
attorneys, if desired) to discuss resolution. The
resolution elements offered were determined by
the CARe protocol and known needs or desires
of the family, and could include compensation
offers, waiver of medical bills, an apology, an
explanation of what occurred, or some combination of these elements. For instance, compensation was offered when the prespecified criteria
were met, unless family members had indicated
that they did not desire compensation.
Adhering to CRP protocol when handling adverse events has proved difficult at a number of
hospitals, but a recent evaluation found that the
CARe sites we evaluated implemented their CRP
with high fidelity.5 A review of 989 CARe events
concluded that adherence to the CARe protocol
was high with regard to the program’s key ele-
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Exhibit 1
Launch dates of a communication-and-resolution program (CRP) and pre- and post-implementation periods for
implementing and comparison hospitals
CARe launch date

Pre-implementation period

Post-implementation period

Dec. 1, 2012
Mar. 1, 2013
Apr. 1 and May 1, 2013

Jan. 2006–Dec. 2012
Jan. 2006–Mar. 2013
Jan. 2006–Jun. 2013

Jan. 2013–Jul. 2017
Apr. 2013–Jul. 2017
Jul. 2013–Jul. 2017 and
Jul. 2013–Jul. 2016b

—c
—c

Jan. 2006–Mar. 2013
Jan. 2006–Jun. 2013

Apr. 2013–Jul. 2017
Jul. 2013–Jul. 2017

Implementing hospitals
AMC 1
AMC 2
Community hospitalsa
Comparison hospitals
AMCsa
Community hospitalsa

SOURCE Authors’ analysis of data supplied by the hospitals’ liability insurers. NOTES The CARe (Communication, Apology, and
Resolution) program was implemented at two academic medical centers (AMCs) and two community hospitals affiliated with one
of the AMCs. The comparison hospital group consisted of three AMCs and two community hospitals. All AMCs were large, urban,
not-for-profit teaching hospitals, and all community hospitals were small, suburban, not-for-profit hospitals. For the claims
numbers and costs analyses, the beginning of the post-implementation period was set to the first day of the first quarter
following CARe implementation. For the time-to-resolution analysis, it was set to the launch dates. aPooled data. bThe end of the
post-implementation period for one community hospital was set to July 2016 because the hospital subsequently came under the
administrative control of another facility and stopped providing inpatient care. cNot applicable.

N ov em b e r 2 0 1 8
Downloaded from HealthAffairs.org on November 14, 2018.
Copyright Project HOPE—The People-to-People Health Foundation, Inc.
For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.

37:11

Health Affairs

1837

Legal

&

Regulatory Issues
ments: disclosing adverse events, relaying investigation findings to patients, and offering compensation when prespecified criteria were met.
The analysis also found that 74 percent of the
events did not involve violations of the standard
of care, which indicates that hospitals did not
selectively apply the process to events for which
they expected to be held liable. This is important
because if CARe were limited to cases of clear
negligence, we would not expect to see any
change in liability outcomes: Early settlement
offers are already common in such cases.
The current evaluation was led by academic
researchers outside of the implementing institutions. Institutional Review Board approval was
obtained at the researchers’ institutions and the
hospitals included in the analysis.

Study Data And Methods
Analytical Approach We used interrupted
time-series with comparison-group analysis to
estimate the effect of CARe on malpractice claims
volume, compensation and legal defense costs,
and time to resolution. We compared trends in
the six years before CARe implementation
(2006–12 or 2007–13 were defined as the preimplementation period, depending on when
hospitals implemented CARe) and the four to
four and a half years after implementation
(2013–17, the post-implementation period) at
two AMCs and two community hospitals with
CARe and three comparison AMCs and three
community comparison hospitals in Massachusetts with no CRP (exhibit 1). This approach
permits inferences about CARe’s effects independent of general changes in liability outcomes that
may have occurred in Massachusetts during the
study period.
Data from the comparison AMCs and community hospitals were pooled to avoid identifiability. Data were pooled across the two implementing community hospitals because the numbers
of claims at both hospitals were too small to
support quarterly models. The length of the
post-implementation period varied across hospitals because of different CARe implementation
dates and data availability (exhibit 1).
Outcome Measures Building on methods in a
previous analysis,2 we calculated several quarterly rates for each hospital or group of hospitals:
new claims, new claims receiving compensation,
compensation cost, defense cost, total liability
cost, and average compensation cost (the total
compensation cost divided by the number of new
claims receiving compensation). (Details are in
appendix section A3.)16 A claim was defined as
any written request for patient compensation
that was brought to the liability insurer, whether
1838
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Our findings suggest
that the main
mechanism for
preventing claims was
open communication
about events not
involving negligence.

initiated by the patient, family, or hospital. All
costs were inflation adjusted to 2017 dollars using the Consumer Price Index. All rates except
the average compensation rate are reported
per 100,000 clinical encounters (inpatient discharges and ambulatory, emergency department, and observation visits). Additionally, we
calculated the time to resolution for each claim,
defined as the amount of time (in days) between
the date the hospital’s safety or risk-management office or the insurer was first notified about
the incident (whichever was earlier) and the date
the claim was closed.
Data Hospitals’ insurers provided claims-level
information on physician and hospital claims
and lawsuits, including the date the insurer or
hospital’s safety or risk-management office was
first notified; the patient’s age and sex; compensation paid; defense costs; whether the claim was
filed as or became a lawsuit; and whether it was
closed—and if it was, the date and how it was
closed (for example, dismissal). We treated actions against multiple defendants relating to the
same incident as one claim.
Monthly data on mean patient age; percentage
of female patients; case-mix index; inpatient
discharges; and numbers of ambulatory, emergency department, and observation visits were
obtained from hospitals’ administrative databases. For a few months at some hospitals, annual means for age and sex data were substituted
for missing monthly data.
Statistical Analysis To provide a descriptive
view of trends, we fitted locally weighted scatterplot smoothing (LOWESS) curves for all outcomes except time to resolution. For purposes
of significance testing, we used interrupted timeseries analysis to measure the effect of CRP
implementation on claims volume and cost
outcomes.
For the implementing hospitals, we estimated
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classical quasi-Poisson regression models without a random intercept for each AMC separately
and for the community hospitals together. For
the comparison hospitals, we estimated quasiPoisson mixed regression models with random
intercepts for each hospital for the AMCs together and the community hospitals together. Because case-mix index was associated with most
outcomes tested (appendix section A5),16 we included it in all models. The post-implementation
period began at the start of the first calendar
quarter after the official CARe launch date at
each hospital. To allow for transition time in
implementation, our main analysis imposed a
one-quarter lag from the start of the post-implementation period. Claims were assigned to the
pre or post period based on the date a hospital or
its insurer first learned of the event.
In one sensitivity analysis we reran the models
without the lag. In a second sensitivity analysis
we addressed the fact that 16 percent of claims
remained open at the end of our observation
period. Our main analyses included those
claims, using insurer estimates as proxies for
compensation and defense costs (see appendix
section A3 for details),16 while the second sensitivity analysis excluded them.
We examined differences in time to resolution
between the pre and post periods at each site. For
open claims, it was not feasible to impute the
dates on which they would close. To address this
problem and create a fair comparison, for claims
initiated in the pre period, we defined the last
date of follow-up in our cumulative hazard analysis as the CARe implementation date. Time to
resolution was defined as the period between
first notification and the date closed, the last date
of follow-up, or thirty-six months, whichever
came first.We also restricted the post-implementation follow-up period to thirty-six months and
compared the cumulative rate of closure using
log rank tests.
All analyses were performed using R, version
3.3.2. Full regression results are in appendix section A6.16
Limitations Our study had several limitations. The most important relates to the fact that
some claims were still open at the end of our
observation period. Despite the relatively long
follow-up (four to four and a half years) after
implementation, 16 percent of claims remained
open, mostly in the post-implementation period.
As noted above, we adjusted our analysis to account for these open claims, but this conservative approach may have underestimated CARe’s
benefits.
A second potential limitation was confounding. Although we adjusted our models for patient
mix, they may have omitted other characteristics

that were also related to the outcome measures.
Other than mean patient age, no obvious candidates came to mind.
A third limitation was that more claims might
arise for both the pre- and post-implementation
periods. This is a greater concern for the latter
period because, at the time of our data collection,
Massachusetts’s three-year statute of limitations
for medical malpractice claims had not yet run
out for the entire post-implementation period.17
A fourth limitation arose from the general
drive for greater transparency in health care. If
the comparison hospitals practiced disclosure
and early settlement, even selectively and without a formal CRP, this could have made it harder
to detect differences in liability outcomes across
hospital groups. However, nothing suggested
that the comparison hospitals made significant
changes in their responses to adverse events during the study period.
Finally, our results might not be generalizable
to other settings. In November 2012 a pre-suit
notification law went into effect in Massachusetts, shortly before the studied CRPs were implemented.18 The law requires malpractice plaintiffs to give defendants 182 days’ notice of intent
to file a claim. It was designed to give defendants
time to investigate and work out a resolution.
All hospitals in our analysis were subject to the
law, so it could not explain differences across
the studied sites. However, hospitals in states
without pre-suit notification laws might be less
successful in avoiding lawsuits than the Massachusetts hospitals were. Furthermore, Massachusetts has a $100,000 total damages cap for
nonprofit hospitals (which does not extend to
health care practitioners at those hospitals) and
a $500,000 noneconomic damages cap (though
judges may waive this for serious injuries).19
These caps could affect claiming and litigation
dynamics and thus the impact of CRPs in Massachusetts.

Study Results
Characteristics Of The Claims Sample The
sample consisted of 2,300 claims (52 percent
at the comparison AMCs, 32 percent at the implementing AMCs, 14 percent at the comparison
community hospitals, and 2 percent at the
implementing community hospitals). Of these
claims, 1,463 (about 64 percent) arose in the
pre-implementation period. Approximately
92 percent of claims in the pre-implementation
period and 67 percent in the post-implementation period were closed.
Hospital Characteristics Before Program
Implementation All of the hospitals we studied
had similar patient mixes in terms of sex and age
N ov e m b e r 201 8
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(appendix exhibit A4).16 The case-mix index was
higher at the AMCs than at the community hospitals.
The rate of new claims per 100,000 clinical
encounters in the pre-implementation period
was similar across all hospital groups except
the comparison community hospitals, which
had a higher rate (appendix exhibit A4).16 The
rate of new claims receiving compensation was
comparable across all groups. The mean compensation, defense, and total liability cost rates
were higher at the comparison hospitals than at
the implementing hospitals and were especially
high at the comparison community hospitals.
The mean payment among paid claims varied
substantially across hospital groups.
Claims Volume And Costs LOWESS curves of
time trends indicated that new claims rates decreased over time in the comparison sites, while
trends differed among the implementing sites
(exhibit 2). Trends in the rate of claims receiving
compensation (appendix exhibit A5) and liability cost rates also varied across sites, but apparently not in a systematic way (exhibit 3; appendix
exhibit A6).16 Regression results testing the significance of changes over time are presented in
appendix exhibits A8–A24.16
▸ RATE OF NEW CLAIMS : After CARe implementation, there was a significant decrease in
slope for the rate of new claims at the implement-

ing community hospitals and AMC 2, which
means that a previous upward trend in the
rate of new claims had improved20 (exhibit 2;
appendix exhibit A9).16 AMC 2 also experienced
a significant increase in intercept, meaning an
upward shift in the new claims rate (appendix
exhibit A9).16 No significant changes in the trend
or intercept for their new claims rates were seen
at AMC 1 or the comparison hospitals.
▸ RATE OF PAID CLAIMS : Trends in the rate
of new claims receiving compensation did not
change significantly at any of the hospitals.
AMC 2 experienced a significant upward intercept shift.
▸ COMPENSATION COSTS : No significant
changes in compensation cost trends were observed at implementing or comparison hospitals. The only significant change was an upward
shift in the intercept for AMC 1.
▸ DEFENSE COSTS : Both of the implementing
AMCs experienced a significant downward slope
change for defense costs, meaning that trends in
defense expenses improved after CARe implementation. No significant changes in trend or
intercept were found for the implementing community hospitals or comparison hospitals.
▸ TOTAL LIABILITY COSTS : No significant
changes in total liability cost trends were observed at any of the hospitals. The only significant change found for total liability costs was an

Exhibit 2
Time trends in rates of new malpractice claims at implementing and comparison hospitals

SOURCE Authors’ analysis of data supplied by the hospitals’ liability insurers. NOTES “Implementing” hospitals are those that implemented the Communication, Apology, and Resolution (CARe) program in Massachusetts; details are in the exhibit 1 notes. Fitted locally
weighted scatterplot smoothing (LOWESS) curves show quarterly rates of claims per 100,000 clinical encounters (inpatient discharges
and ambulatory, emergency department, and observation visits) adjusted for clinical volume. The post-implementation period, which
begins at quarter 0, was standardized across sites for clarity of presentation. AMC is academic medical center.
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Exhibit 3
Time trends in total malpractice liability claim cost rates at implementing and comparison hospitals

SOURCE Authors’ analysis of data supplied by the hospitals’ liability insurers. NOTES “Implementing” hospitals are those that implemented the Communication, Apology, and Resolution (CARe) program in Massachusetts; details are in the exhibit 1 notes. Fitted locally
weighted scatterplot smoothing (LOWESS) curves show quarterly rates of claims as explained in the notes to exhibit 2. The postimplementation period, which begins at quarter 0, was standardized across sites for clarity of presentation. The first two rates
for the implementing community hospitals were less than zero. They are not plotted because they were not interpretable. AMC is
academic medical center.

upward shift in the intercept at AMC 1.
▸ AVERAGE COMPENSATION PER PAID CLAIM :
There were no significant changes in the average
compensation amount per paid claim at any of
the hospitals.
▸ SENSITIVITY ANALYSES : The results were
broadly similar in the models without the onequarter lag. For AMCs 1 and 2, some significance
levels were lower in the unlagged models, which
suggests that CARe’s effects occurred with a lag.
In the sensitivity analysis that excluded open
claims from the cost models, the outcomes for
the implementing sites were generally similar to
those in the main analysis, with the following
changes: AMC 1 joined the other implementing
sites in showing a significant improvement in
the new claims rate trend, while the improvement in defense costs at both AMCs was no longer significant. The comparison AMCs showed
significant improvements in trends for all cost
outcomes when open claims were excluded.
Time To Resolution No significant differences in time to resolution between the periods before and after CARe was implemented were seen
at the implementing or comparison hospitals
(exhibit 4). In other words, the survival rates
(that is, whether a given claim was still open)
at the end of the observation period were similar
for both periods.

Discussion
Implementation of a communication-andresolution program at four Massachusetts hospitals was associated with improved trends in
rates of new claims at most sites and in defense
costs at the two AMCs, favorable developments
that were not seen at comparison hospitals with
no CRP. CRP implementation was not associated
with significant changes upward or downward in
trends of new claims receiving compensation,
compensation costs, total liability costs, or average compensation per paid claim, nor was it
associated with a significant change in time to
resolution.
The evidence base pertaining to the effects of
CRPs on liability outcomes is limited to four single-site studies without comparison groups.1–4
Other evaluation attempts were unsuccessful
because of incomplete CRP implementation,
the unavailability of liability data, or a study period that was too short to properly assess liability
effects.13,14 We sought to strengthen the existing
evidence base in four ways.
First, our study evaluated CRP implementation at AMCs and community hospitals in two
different hospital systems. Second, we used comparison data from peer AMCs and community
hospitals in the same state to help determine
whether any observed changes after CRP impleNove m b er 2 018
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Exhibit 4
Time to resolution of malpractice claims at implementing and comparison hospitals
Implementing hospitals

Comparison hospitals

AMC 1

AMC 2

Community
hospitals

AMCs

Community
hospitals

Pre-implementation period
Number of claims
Number of claims closed at 36 months
Cumulative rate of closure at 36 monthsa

196
130
67%

246
169
70%

25
14
58%

764
531
70%

232
133
58%

Post-implementation period
Number of claims
Number of claims closed at 36 months
Cumulative rate of closure at 36 monthsa

137
74
65%

158
84
63%

12
6
62%

439
229
64%

91
49
69%

p value for difference in survival rateb

0.32

0.15

0.69

0.1

0.11

SOURCE Authors’ analysis of data supplied by hospitals’ liability insurers. NOTE “Implementing” hospitals are those that implemented
the Communication, Apology, and Resolution (CARe) program in Massachusetts; details are in the exhibit 1 notes. aThe cumulative
hazard function: 1 minus the survival probability at thirty-six months. bObtained from a log rank test that compared the survival
rates (that is, whether a claim was still open) at thirty-six months in the pre- and post-implementation periods.

mentation were attributable to the CRP or other
aspects of the local liability environment, such as
tort reform. Third, we sought to minimize bias
caused by missing outcomes data for still-open
claims (which tended to be concentrated in the
post-implementation period). Instead of dropping these claims from the analysis, we applied
cost estimates for them. Finally, we were able to
verify that the CRPs we evaluated were indeed
fully implemented,5 which imparted greater confidence that any observed absence of change in
outcomes was not due to incomplete implementation.
All of the implementing hospitals except AMC
1 saw a significant improvement in their new
claims rate trend. This finding is in line with
previous claims-level evaluations of CRPs at
the University of Michigan Health System, University of Illinois Hospital and Health Sciences
System, and Erlanger Health System in Tennessee.2–4 All reported decreases in the rates of new
claims and of new claims receiving compensation, and Michigan and Illinois also reported
improvements in claims rate trends.2–4
Although facilitating rapid settlements in situations where negligence caused harm is an important potential benefit of CRPs, our findings
suggest that the main mechanism for preventing
claims was open communication about events
that did not involve negligence. About 74 percent
of the CARe events did not involve a standardof-care violation.5 The downward trend in new
claims at the implementing sites could be related
to liability reforms enacted in Massachusetts
around the time CARe was implemented. But if
this were the case, we would have expected to see
a similar change in trend for the comparison
1842
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hospitals, and we did not.
Another potential advantage of CRPs is that by
reducing the need for litigation, they may lower
defense costs in at least three ways. In cases
without medical error, communication and explanation may prevent patients from filing suit.
In cases involving negligence, instead of practicing “deny and defend,” organizations with CRPs
proactively offer compensation. And in cases
where institutions with CRPs first learn of a negligent injury through a lawsuit, instead of litigating they work with patients to reach a speedy
resolution. Consonant with these theoretical
benefits of CRPs and the reported outcomes at
the University of Michigan and the University of
Illinois,2,3 we found improved defense cost
trends at both implementing AMCs that were
not observed at the comparison AMCs. Improved
defense cost trends were not seen at the implementing community hospitals, but that might
reflect their low volume of claims—which made
it statistically difficult to detect effects.
We observed no changes in overall liability cost
trends at any of the implementing or comparison
sites. In contrast, evaluations of CRPs at the University of Michigan, the University of Illinois,
and Erlanger Health System reported lower total
liability costs after implementation, with the former two systems also reporting significant improvements in total liability cost trends.2–4 There
are notable differences in methods and settings
across these studies that may explain the difference in cost outcomes.
The University of Michigan and University of
Illinois studies excluded open claims (which accounted for about 3 percent and 16 percent of the
samples, respectively) from their cost analyses,

37 : 11

Downloaded from HealthAffairs.org on November 14, 2018.
Copyright Project HOPE—The People-to-People Health Foundation, Inc.
For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.

CRP implementation
was expected to
reduce the time to
resolution of claims,
but we did not see
this effect.

Most important, the lack of difference in time
to resolution of claims may ironically be the result of an effective CRP process. If CRPs are preventing events that clearly do not involve negligence from becoming claims, such cases will not
appear in the claims data for the post-implementation period. That period would therefore have a
larger proportion of claims of debatable merit,
which likely take longer to resolve. If this were
the case, it would make it more difficult to identify a shorter time to resolution among claims,
although from the hospital’s perspective, things
have improved because only the toughest cases
proceed to claims.

and the Erlanger Health System study assigned
an average settlement cost to all open claims.2–4
If open claims are concentrated in the postimplementation period, excluding them could
understate costs in that period.We included open
claims and used claim-specific estimated costs
for them. A drawback to including open claims
is that if the estimated costs used are too high
(because they were based on pre-implementation experience), this could obscure the savings
from implementing CRPs. In our sensitivity analysis, excluding open claims did not affect the
significance of changes in cost trends for implementing hospitals, but it did for comparison
hospitals.
Another difference across studies is the length
of the observation period. The Michigan and
Illinois studies evaluated their CRPs seven years
after implementation, and the Michigan study
did not evaluate effects for the first two years.
If early CRP effects are more modest than later
ones, such differences might affect study outcomes. Finally, Massachusetts’s damages cap
for all of the hospitals in our analysis was raised
from $20,000 to $100,000 just before CARe implementation, which could have caused some
upward liability cost pressure on post-implementation settlements.21
CRP implementation was expected to reduce
the time to resolution of claims, but we did not
see this effect. In contrast to prior studies, ours
did not drop open claims and compare the average months to resolution, because of the large
number of open claims in the post-implementation period. Our alternative approach created a
more evenhanded comparison but used a less
granular measure of change. We analyzed the
proportion of claims that closed within three
years and compared the likelihood of claims remaining open at that time. This approach might
have missed capturing the benefit of CRPs, especially if time savings are driven by lawsuits that
take more than three years to resolve.

Conclusion
Our study results strengthen the growing evidence base indicating that implementing a communication-and-resolution program does not
expand liability risk and may, in fact, improve
some liability outcomes. Although in theory,
routinely offering compensation where negligence causes serious harm should mean that
more injuries are compensated, and although
the hospitals in our study adhered to the CRP
protocol faithfully,5 total liability cost trends did
not worsen, and trends in defense costs and rates
of new claims improved. Hospitals in the same
state without CRPs did not experience these
benefits.
The implementing hospitals in Massachusetts
did not see the dramatic reduction in claims costs
or trends that earlier CRP pioneers did.1,2 However, the Massachusetts hospitals were able
to change their approaches to medical injury
response to better comport with medical professionalism and foster patient safety improvement
without adversely affecting liability costs.
Claims-related expenses are not the only cost
of CRPs: These programs also bring administrative costs. Nor are reduced claims costs the only
benefit, because CRPs that improve patient safety may reduce lost revenue (for example, bill
waivers and Medicare nonpayment for services
related to avoidable adverse events). Institutions
weighing CRP adoption should consider the full
array of economic implications, along with the
ethical case for transparency.
Future research should focus on three more
pressing questions. First, how can institutions
ensure that CRPs are implemented as envisioned, having honest conversations with patients for every harmful event and proactively
offering compensation when it is due? Second,
how can communication and compensation
practices in CRPs be refined to better serve patients’ needs? Finally, how can the work of CRPs
more strongly drive patient safety improvement?
November 2018
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The real promise of CRPs will be achieved when
implementing institutions can consistently
show not only that the programs improve reconParts of the preliminary results were
presented at the Massachusetts Alliance
for Communication and Resolution
following Medical Injury’s (MACRMI’s)
fifth CARe Forum, May 15, 2018, in
Waltham, Massachusetts, which included
stakeholders from implementing
institutions and others interested in
implementing the Communication,
Apology, and Resolution (CARe)
program. With the editors’ permission,

ciliation after adverse events, but also that they
prevent avoidable events from recurring. ▪
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