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Background
• Incidents require timely management and implementation of effective preventive measures

Problems

• Unclear understanding of reported incidents based on incident reports

• Most cases only had remote inquiries (emails / phone calls)

• Site visits only in selected cases

• Lack of understanding of real situation (environment and patient records) in clinical units

• Lack of face-to-face communication with and support to clinical units

• Leading to superficial root causes & ineffective recommendations

• Chance of recurrence was high
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What Do We Want to Change?
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Prompt 
Investigations

• Visit the incident sites by a 

designated team 

• Promptly review incidents

• Review records, understand the 

environment

• Talk with staff and patients

Direct 
Communication

• To allow immediate, two-way 

communication between 

management and frontline staff

• Discuss improvement actions

• Listen to clinical staff’s concerns

Hospital-wide 
Improvements

• Quick reporting to 

cluster/hospital management 

• Identify common problems

• Introduce hospital-wide 

improvements with senior 

support



NTWC Rapid Incident Management Team (RIMT) 
快速事故管理小隊
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• Established in Aug 2023 

• Members from 
Quality & Safety (Q&S) Division & 
Nursing Services Division (NSD)

• Work collaboratively to improve patient 
safety



What RIMT Do
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09:00 – Case Screening
• Review reported AIRS 

on every working day

• Identify cases requiring 
site visits

• Review electronic 
patient records

10:00 – On-site Visits

• Direct visits to involved 
wards/units
• Face-to-face 

communication with 
frontline staff
• Interview patients
• Review patient records and 

inspect environment 
• Identify preliminary root 

causes and discuss 
improvement actions
• Listen to frontline’s 

concerns

11:30 – Summarise Findings

• Consolidate investigation findings

• Analyse commonalities and recurrent 
incidents across departments to identify 
systemic patterns in the cluster

12:00 – Report to Cluster Management

• Cluster Daily Brief meeting 
chaired by Cluster Chief 
Executive

• Allows the "Board" to provide 
immediate directions and 
resource allocation to resolve 
systemic issues, 

• Effectively shorten response time 
and optimise decision-making



Our Actions and Achievements
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Quality & Safety Messages Redesigned the System

Patient Belongings Bag
• Prevent loss of patient belongings
• Expanded to other clusters
• No incident since introduction

Secure Device for 
Monkey Pull Handle
• Prevent dropping of handle
• No incident since introduction

Safety Vest with New Design
• Prevent patient injuries and falls from 

escaping from the vests
• No incident since introduction

Designated Denture Box
• Prevent loss of dentures
• Enhanced identification & checking
• Reduced incidents

Enhanced Falls 
Prevention Measures
• Improved fall assessment 

accuracy
• Improved patient 

education and 
communication
• Installed fall-prevention 

facilities
• Overall reduced hospital 

falls

• Promote important safety messages to 
frontline staff

• Promptly raise staff awareness to 
reinforce safe practices

• >5,000 NTWC staff joined
• >140 messages published



Outcomes – NTWC Clinical Incident Rates
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CONCLUSIONS
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Faster identification
of latent risks

Corrective actions 
implemented promptly

Visible leadership and 
rapid engagement

Shift from retrospective 
to real-time risk reduction.

From the board to the ward ….

Through the walk, share your thoughts



THANK YOU 
VERY MUCH!
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