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Introduction

June 2024

Adverse incident: Misinterpretation of Chest X-ray (CXR) after 

Nasogastric (NG) tube insertion.  Feeding was commenced on an 

incorrectly placed NG tube.

October 2024

Similar incident occurred at another hospital.

Both cases received significant media attention.

Rapid Response

Incident handling would require immediate action to enhance 

knowledge and skills for interns for interpreting CXR
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Objectives

Multi-disciplinary Collaboration

Foster rapid incident response through effective team 

coordination.

E-Learning Development

Create comprehensive training module for interns.

Skill Enhancement

Improve CXR interpretation abilities after NG tube placement.

Patient Safety

Prevent recurrence of similar incidents.
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Methodology

1. Immediate staff 

communication

Simple interpretation guide 

distributed to all staff via email.

Reference to NHS model (with 

assistance from cluster Q&S units)
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2. System Improvement

Modified Clinical Management System Investigation Ordering Module

Supported by COC Radiology

Added specific "NG tube" view option for CXR requests.

Reduced perceptual errors in interpretation.

a) New “view” options in GCRS CXR orders b) Display in Radiology Information System (RIS)  
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3. E-Learning Module Development

Collaborative Development

Joint effort with Human Resources (Staff Development & Communication team) 

and Medical Grade Unit HAHO.

Content Creation

Learning videos and case studies from Adverse incidents reporting system 

(AIRS) reports, local Q&S units and radiology units.

Assessment Design

Ten true-or-false questions about CXR positioning after NG tube insertion.

Follow-up Protocol

•Those unable to attain 100% score are required to repeat the test in 

second round at 1 week later

•Repeated failure would require counselling and direct supervision 

under intern supervisors to complete the test
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Result & Outcomes

529
Total Interns

Working in Hospital Authority during assessment period.

96.4%
Success Rate

Attained 100% marks in first or second assessment.  

19 interns needed retraining, and all completed by 1 November 2024.

100%
Completion Rate

All retraining completed by November 1, 2024.
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Way Forward

Test Refinement

Multiple-choice format aligned with real-life decision making.

Feedback from frontline users with active listening.

Expanded Audiences

Rolled out to junior doctors and future batches of interns.

Incident Response Model

Management support, multi-disciplinary collaboration, stakeholder buy-in.

Education on other common pitfalls for interns/ junior doctors
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Thank You
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