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Abstract
Purpose – The purpose of this paper is to investigate the medical incident responses from two public
hospitals in Hong Kong, namely, Kowloon Hospital and Caritas Medical Centre, in order to improve the
strategic preparation for crisis management in hospitals.
Design/methodology/approach – The paper analyses two medical incidents using Situational Crisis
Communication Theory by Coombs (2007). The two case studies presented herein demonstrate the
importance of consistency in terms of crisis responses.
Findings – For the first case, the crisis responses from different parties after the incident, including
Hospital Authority, the doctor and the nurses from Kowloon Hospital, are contradicting to each other. First,
Hospital Authority confirmed that the incident is solely an accident which is a denial response. Second, the
doctor passed the responsibility to the nurses which is a scapegoating response. Third, the nurses tend to
reduce the responsibility for the death of patient by excusing strategy. As a whole, their responses are
inconsistent to each other. For the second case, Caritas had initially denied the responsibilities, but
finally had given partial apology under public pressure. That makes people think that Caritas does not
really regret.
Originality/value – Rebuilding posture should be used instead of denial and diminishment posture.
However, public organization and civil servants are reluctant to use a full apology due to possible legal
consequences. The apology ordinance would ease the pressure to express regret and sympathy.
Keywords Organizational learning, Crisis response, Situational Crisis Communication Theory (SCCT)
Paper type Research paper

Introduction
To manage a crisis more effectively and efficiently, public hospitals should have a crisis
management policy with clear definition of a crisis. Crisis is “a serious threat that can
disrupt organizational operations and has the potential to create negative outcomes such as
deaths, injuries, financial loss and reputation loss” (Coombs, 2007, p. 3). Violation of their
constituents or stakeholders’ expectation is also related to crisis as this may lead to
stakeholders’ disappointment about the public hospitals in Hong Kong which are managed
by Hospital Authority. When making an official announcement about the medical incident,
the management of the public hospital might need to seek prior approval from Hospital
Authority. It takes time to give a response after a crisis occurs. Media might obtain
information or seek for opinions from other unofficial sources when they produce news
about the incident. Stakeholders might get false or distorted information and affect their
perception about the case.
This paper investigates two public hospital medical incidents in Hong Kong to illustrate
how public hospitals can perform or respond better when they manage crises according to
the public relation theory – Situational Crisis Communication Theory (SCCT).
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Conceptual framework
The most commonly used crisis communication theories are Benoit’s (1995) Image
Restoration Theory and Coombs’ (2007) SCCT (Dhanesh and Sriramesh, 2018). Benoit (1995)
initially points out that an organization must be responsible for its action and need to
respond to accusations quickly. Coombs (2007) further proposes a more comprehensive
theory on crisis management – SCCT. His theory suggests that the crisis response of an
organization could affect how stakeholders perceive the organization in the crisis (Coombs,
2007). That is to say, an organization should be careful in giving a right response. Based on
the suggested response strategies by Benoit (1995), Coombs uses attribution theory to
account for his theory. When the organization manages the crisis, it is important for them
to find out if anyone needs to be responsible for the incident. SCCT tries to address the
crisis situation and organization responsibility in order to formulate the appropriate crisis
response (Coombs, 2007).
Coombs (2007) explains that there are “three crisis types: victim crisis cluster, accidental
crisis cluster and preventable crisis cluster. Examples for victim crisis cluster are natural
disasters, rumors, workplace violence and malevolence. Examples for accidental crisis
cluster are challenges, technical-error accidents, and technical-error product harm.
Examples for preventable crisis cluster are human-error accidents, human-error product
harm and organizational misdeeds. Victim crisis cluster has little attribution of crisis
responsibility; accidental crisis cluster has moderate attribution of crisis responsibility while
preventable crisis cluster has high attribution of crisis responsibility” (p. 142). Crisis in
public hospitals might belong to one of these three crisis types. So, the first step is to identify
which crisis type the incident belongs to.
The second step is look at the crisis history and prior reputation. If an organization or the
public hospitals in this study has a crisis history or negative prior reputation, people might
tend to think that the public hospital involved should take greater crisis responsibility. The
last step is to select the recommended crisis response strategy. Coombs provides crisis
response strategy suggestions based on the information obtained in prior steps. The
suggested strategy could be denial posture, diminishment posture, rebuilding posture and
bolstering posture depending on the crisis type and crisis history. There are three methods for
denial posture: attacking the accuser, denial and scapegoating; and two methods for
diminishment posture: excusing and justification. Rebuilding posture could be in the form of
compensation and apology. And, bolstering posture takes three different ways in reminding,
ingratiation and victimage. Coombs suggests that the affected organization like a public
hospital matches its response posture according to the level of responsibility (Coombs, 2007).
Methodology
Case study method examines a few cases. A number of different features of each case are
observed (Thomas, 2011). The process of doing case studies is to study the person, projects,
policies, institutions or others involved holistically in different ways and the subject case
will be an example of a class of phenomena (Thomas, 2011). In another words, case study is
aimed at understanding the details so as to find out what is happening. It is useful to answer
the research question in the study:
RQ1. To assess whether the public hospitals involved have made appropriate crisis
responses?
Case study is a suitable research tool in analysing crises as it provides an in-depth
examination in longitudinal way with information gathered through document collection
and analysis (Glesne, 2011), and the progress of the crisis is also captured. In contrast, the
quantitative approach usually examines a cross-sectional view of the picture which cannot
explain the evolution of the crisis.
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First case review
Kowloon Hospital in Hong Kong was established in 1920. It is a public hospital and was
previously operated by the Hong Kong Government. It now belongs to the Kowloon Central
Cluster and is managed by Hospital Authority. Hospital Authority is operated under the
Hospital Authority Ordinance and the Authority is to oversee all the services provided
by public hospitals in Hong Kong. Kowloon Hospital provides various medical services
including geriatrics, psychiatry, rehabilitation and respiratory medicine. The hospital also
provides acute and extended-care services like physiotherapy, occupational therapy,
prosthetic and orthopaedic clinical care, nutrition guidance service and speech therapy
(Kowloon Hospital, 2018).
The first case is about Mr X, a 73 years old cancer patient, who underwent total
laryngectomy surgery at Queen Elizabeth Hospital in June 2011. The patient had to breathe
through a surgical hole in his neck through the throat after the surgery. However, as Mr X
had suffered from stroke, he was then transferred to Kowloon Hospital for rehabilitation.
However, during Mr X’s stay at Kowloon Hospital, Mr X’s throat was covered by gauze with
tapes which had affected his breathing (Chan, 2013a).
According to Chan (2013a), Mr X’s death was caused by the breathing hole in his throat
being blocked by gauze. About one week before the incident, Mr X’s family members had
reported to the nurses a few times about problem with the gauze but no follow-up action had
been taken by the nurses.
The Coroner’s Court in Hong Kong concluded that Mr X’s death was an accident in
January 2013. The accident was not associated with any of the doctor or nurses. The court
did not state about any potential professional misconduct of the nurse or doctor leading to
the death of the patient in the accident.
After the Coroner’s Court delivered the judgement, family members of Mr X made a
complaint to the hospital for its negligence to the patient. However, the Medical Council of
Hong Kong rejected the complaint in August 2015 based on the coroner’s court’s judgement
delivered in 2013. Nevertheless, the family kept on collecting additional evidence in order to
prove the judgement from the Coroner’s Court was wrong. The Nursing Council of Hong
Kong started disciplinary hearing of the involved nurses in November 2015. All the three
nurses were found guilty of professional misconduct in March 2016 and were forbidden
from practicing for one month (Tsang, 2016) as penalties. The judgement of the Nursing
Council of Hong Kong about the gauze blocked the throat event was in disagreement to the
2013 judgement of the Coroner’s Court.
In May 2018, the Medical Council of Hong Kong conducted disciplinary hearing of the
doctor involved in the case. In the hearing, the doctor was accused of negligence and
violated the Rules of Professional Conduct, including failure to stop the patient’s permanent
tracheostoma – the opening in the windpipe – being managed or treated as a temporary
tracheostomy wound. As the doctor did not warn the nurses or other medical staff that the
wound was a permanent tracheostomy and finally found guilty of misconduct in fatal
blunder (Cheung, 2018).
Crisis type
There were at least two human mistakes committed in the event; and thus, the case could be
classified as under preventable crisis cluster. Preventable crisis refers to the situations when
organization placed people at risk, took inappropriate actions or violated a law or regulation.
The strong attributions of crisis responsibility will also lead to severe threat on
organizational reputation.
The first human mistake is that the doctor involved was found negligence of failing to
warn nurses or other medical staff that the wound was a permanent tracheostomy. This
might cause death to the patient.

Another human mistake is about the inappropriate treatment to the patient’s
permanent tracheostoma. The nurses wrongly put the gauze on the patient’s breathing
hole in his throat. The victim’s family had reported to the nurses few times about the
problem with the gauze. The nurses should have taken the responsibility to check and fix
the issue accordingly.
These two mistakes can be avoided as it was not related to any technical issue but
simply communication breakdown.
Crisis history
There are at least three negative prior reputation cases of Kowloon Hospital before Mr X’s
case. The first event occurred in May 2005. Kowloon Hospital had installed circuit television
cameras in the wards without consultation with patients. It made the patients
uncomfortable and raised issues of privacy (Apple Daily, 2005).
The second case happened in April of 2008. The nurses lost a USB drive stored with the
patient’s personal and medical records data in the hospital and the incident was
discovered one year later. It was a human error since the mistake was made by the nurse
(Apple Daily, 2008a).
The third case was that Kowloon Hospital has lost 300 student nurse data and affected
both their internal staff and the daily operation of the hospital. It also raised the public
concern about the information systems security of Kowloon Hospital. Hospital Authority
has demanded Kowloon Hospital to arrange immediate review of their information
technology system security in the hospital (Apple Daily, 2010).
Although the above cases had created a bad image for the hospital, it was lucky that no
human injury or death was involved. That is to say, the hospital does not have similar case
of suspected medical malpractice or professional misconduct involving doctors and nurses.
It is concluded that no similar crisis history relating to fatal blunder being happened in
Kowloon Hospital before Mr X’s case.
Analysis of actual responses
Crisis managers in the affected organization are advised to manage the crisis quickly.
Otherwise, people will turn to other sources to get the case information (Coombs, 2007).
There are a number of stakeholders in this case: the doctor and nurses relating to Mr X’s
death; and Hospital Authority as the one in charge of Kowloon Hospital. Therefore, the
response from Hospital Authority represented the standpoint of Kowloon hospital.
After the medical incident, Hospital Authority made a response that it was an accident
and no human error was involved. Their statement was based on the judgement from the
Coroner’s court in 2013. The spokesperson of Hospital Authority stated that there was no
crisis (Sun Daily, 2013). Denial posture and denial method were used in such response based
on the SCCT.
In the response of the doctor involved after the first judgement of Medical Council of
Hong Kong, he has pointed out that this was the fault of the nurses since changing gauze for
the patient is the nurses’ job duty. He was not involved in the process (Ming Pao, 2018). The
job duty of the doctor is to diagnose, follow up and treat the patient. Scapegoating method
under the denial posture was used by the doctor. It seems to the author that nurses were
blamed for the case.
The doctor’s counsel said, “He was extremely regretful about the loss of a patient. He was
also a victim of the breakdown of the system of Hospital Authority” (Cheung, 2018). This
was not a formal full apology. Instead, it was a partial apology. It avoids bearing full
responsibility and legal consequence of the case. The counsel also used victimage method
under bolstering as part of the response. However, it might be in the wrong direction
according to SCCT since the case does not belong to the victim cluster.
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During the disciplinary hearing of nurses, the nurses involved were trying to
minimize their responsibility for the case. The nurses might be responsible because
changing gauze is their duty. The nurses did not follow up the complaints from Mr X’s
family members relating to the problem about the gauze and did not actively seek
clarification on the unclear terms (Chan, 2013a). In this case, the nurses argued that they
are inexperienced in taking care of the patient after total laryngectomy surgery in
Kowloon Hospital; and the hospital has not provided them with any training or instruction
for handling such kind of patients (Chan, 2013b). They have followed the normal
procedure and the medical notes prepared by the doctor. An incorrect term
“tracheostomy” was used in the notes, which made the nurses believe that the medical
hole is a temporary tracheostomy only (Tsang, 2016). From this statement, excusing
method under diminishment posture was used because the nurses tried to reduce their
responsibility for the crisis.
Response according to SCCT
The SCCT theory suggests that organization uses appropriate response strategy according
to the levels of responsibility which determined by the crisis type and crisis history.
According to the analysis of the case, Kowloon Hospital does not have any similar crisis
before and the case belongs to a preventable crisis cluster. According to SCCT, the hospital
should use rebuilding posture for preventable crisis. Under rebuilding posture, Kowloon
Hospital should take up the crisis responsibility and ask for forgiveness by using full
apology and/or compensation method. Kowloon Hospital may consider holding a press
conference for a quick and complete settlement of the above crisis.
Rebuilding posture may combine with diminishment posture according to
SCCT (Coombs, 2007). In this case, Kowloon Hospital could consider using excusing
method to minimize the organization’s responsibility. Since the nurses and doctor have to
take care of a lot of patients in the hospital and human resources shortage in the
healthcare and medical sector is always an issue, a common example is that a few nurses
have to take care of the whole ward. Mistakes may occur easily, although no one wants
it to happen.
Last but not least, bolstering posture can be adapted as supplements to the other
response postures. Since Kowloon Hospital has a rather long service history, they should tell
the stakeholders about its past good work under reminding method. Ingratiation method
can also be used since it is common to see heavy workload and stress for those working in
public hospitals.
Organizational learning
Organizational learning is vital for crisis prevention as people can learn from mistakes. New
measures might need to be adopted in order to prevent the same incident from happening
again. Thus, the learning ability of the organization needed to be nurtured. There are
different learning outcomes to justify the levels of learning after a crisis; the outcome level
can be judged by three criteria, including similar mistake, new policy and areas of
improvement (Crandall et al., 2010).
For this case, the level of learning after the crisis is midrange outcomes. Kowloon
Hospital has not committed similar mistakes after the case. Since there is no precedent of
fatal blunder like gauze blocking the breathing hole and caused death to the patient,
Kowloon Central Cluster’s spokesman said that the Hospital had implemented some
improvement measures after the accident, such as organizing staff training to distinguish a
permanent tracheostomy from a temporary one (Chan, 2013c). A comprehensive measure in
improving ward communication is expected.

Second case review
Caritas Medical Centre (CMC) is one of medical services provider under Caritas
Hong Kong. The centre is established in 1964 located at Sham Shui Po. The centre is now
one of the members in Kowloon West Cluster managed by Hospital Authority and serves
360,000 people in the northwestern part of Kowloon. The centre is an acute general
hospital with 1,019 beds. The centre provides 24-h accident and emergency (A&E)
services, full range of acute, extended care, ambulatory and community medical service
(Caritas Hong Kong, 2009).
Since CMC is under Caritas Hong Kong with strong Catholic culture, the centre maintains
Caritas motto “Love in the Service of Hope” to provide service. And the centre’s mission is
“to provide a continuum of the best possible, comprehensive health care for the community
in a setting which recognizes and supports the physical, emotional and spiritual needs of
patients and their families” (Caritas Hong Kong, 2009).
Medical incidents in Hong Kong hospitals are generally rare; however, different levels of
medical incidents have occurred in CMC in the past.
For the period from 7 to 16 November 2006, unsterilized surgical knives were used in 13
cataract operations at CMC (Hospital Authority, 2006).
On 12 August 2011, another incident incurred relating to blood transfusion for a 64 years
old female patient (Hospital Authority, 2011).
On 2 May 2014, a 59 years old male patient died in a medical incident. He had a history of
diabetes, and serious coronary disease with completed Percutaneous Coronary Intervention
in 2000; and received regular follow-up treatment in the Specialist Outpatient Clinic of
Medicine (SOPC) and Geriatric Department (M&G) in CMC. However, after examining
the patient’s medical record, it was found that the SOPC and M&G did not allocate the
prescribed drugs to the patient since 11 March 2014 (Apple Daily, 2014).
On 20 December 2008, it is suspected that a 56 years old man, Yeung Tak Cheung,
suffered from heart attack while delivering goods with his son by truck. His son then drove
the truck to CMC, parked outside the entrance of Wai Ming Block of CMC and asked for help
at the lobby. However, the Caritas staff asked him to call the emergency number 999 as a
proper procedure and refused to help. After receiving the report, the Fire Service
Department assigned Mong Kok Fire Station to send an ambulance to the location.
Unfortunately, there was traffic jam on the way and another ambulance was sent. That
caused a delay of 26 min for sending the patient to the A&E Department and the victim died
finally (Hospital Authority, 2008a).
On 21 December 2008, the Executive Director of CMC, Ma Hok Cheung, described this
incident as “unfortunate”. He admitted that the hospital is lack of clear guideline for their
staff to deal with emergencies outside the hospital. However, he insisted that the staff who
asked the son to call 999 had already “act according to the guidelines” and had no dereliction
of duty. He said that “Our guidelines are just for the accidents inside the hospital.
Our hospital has no clear guidelines for our staff if accidents occur outside the hospital”.
On 22 December 2008, Chow Yat Ngok, Secretary for Food and Health of Hong Kong,
condemned that the way that the Hospital Administrator had handled this case was “far
from satisfactory”. He pointed out that the staff who first arrived the scene has the
responsibility to notify emergency department or the person in charge. On the other hand,
staff can call 999 for help if they really believe that there is a need to do so. Guidelines should
be able to provide direction in dealing with most of the situations, but it is still unable to be
applied in all cases. In the hospital, lots of emergencies might happen and the guidelines
might not necessarily cover all cases. Chow requested CMC to submit the report of this
accident within one week (Hospital Authority, 2008b).
On the same day, the Executive Director of CMC, Ma Hok Cheung; Hospital Authority
Chairman, Wu Ting Yuk; and the Chief Executive Officer, Shane Solomon apologized
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for the incident. Hospital Authority released the report of the incident on 5 January 2009.
The Executive Director of CMC, Ma Hok Cheung, admitted that their employees and his
treatment process were inadequate including lack of awareness, unclear expression, lack
of compassion, etc. Hospital Authority will set up an ad hoc committee to follow up the
case. After about six weeks from the report release day, the details of punishment
announced. The Executive Director of CMC, Ma Hok Cheung and the A&E Director, Wu
Kui, were prohibited from promotion and pay rise for 14 months. The staff who worked at
information desk need retraining. However, Wu Kui appealed to Hospital Authority. The
allegations and punishment were taken back at last (Hospital Authority, 2009).
On 7 May 2010, the Coroner’s Court ruled that the victim’s death was due to natural
causes and not belonged to other categories. The evidence was insufficient to support the
hypothesis of other classification of death. While the man had potentially fatal disease, there
was no evidence to suggest that he was died because of other causes (Headline Daily, 2010).
Actual response
After this incident, CMC had different responses to the stakeholders at different times.
At first, they claimed that no one or any department needed to be responsible for the
incident as it was an unfortunate event. On the next day, Ma Hok Cheung, the Executive
Director of CMC, modified the previous remark and admitted that the action took was
inconsistent to public expectations. Also, apology was given to public after being asked
by the reporter. However, he emphasized that the staff involved had followed the guidelines
of the hospital and worked hard. He also emphasized that this incident happened at the area
outside the hospital which their guidelines had no such coverage for their staff to follow in
handling such situation. CMC Chief of Service of A&E Department, Dr Ng Fu claimed that
calling 999 was the best solution because transferring patient to the hospital was the
responsibility of the Fire Service Department’s ambulance (Apple Daily, 2008b).
Response according to SCCT
CMC responses show that they seemed to have applied rebuilding strategy as they gave out
apology. In theory, their apology is just a partial apology because they expressed their
concern and regret only. Apology under rebuilding strategy is a full apology, which the
organization should admit to the crisis, accept the responsibility and express their concern
and regret. Although they had given out partial apology, it was not made immediately and
not at a right timing. Moreover, there is no sign that they had combined other strategies
with rebuilding strategies to avoid reputation threat. They also used scapegoating under
denial strategy because they claimed that Fire Service Department’s ambulance has the
responsibility of transferring patient to the hospital. It was unwise to use it as this was not a
victim crisis. All these led to reputation threat to CMC.
In this case, crisis is preventable as it is a human-error accident. CMC should use
rebuilding strategy. Diminishment strategy and bolstering strategy could also be used.
They should use a full apology first, together with excuses that they have limited control to
the incident and mainly focus on reminding stakeholders of their past good work.
Organizational learning
For the level of learning, CMC reached a midrange outcome from the learning from this
crisis. After this crisis, although CMC might have committed other medical error it never
committed the same type of mistake and no one died or injured caused by delay of treatment
outside A&E Department. Therefore, it is not a failure outcome; it can be either a midrange
outcome or success outcome.

CMC has then followed the new guidelines from Hospital Authority and implemented
“General principles for handling persons requiring emergency medical assistance in the vicinity
of HA hospitals and clinics” after this crisis. As a result, CMC adapted a policy change. All along,
there was no change to the leadership of the hospital due to the incident, and the two managerial
persons only received a penalty of refrain from promotion and pay rise for a short period of time
(Hospital Authority, 2008a). This may be regarded as ineffective learning outcome. But since
CMC did not make the same mistake again, CMC is viewed as achieving a midrange outcome.
An organization which achieved a midrange outcome had a number of learning
outcomes. Due to the incident, the organization has made various improvements, such as
implementing new guidelines; provision of five sets of portable Automatic External
Defibrillator within hospital premises, with training to all the hospital staff; renovation of
A&E Department for the purpose of serving more patients and strengthening the training
and manpower in A&E Department (Hospital Authority, 2008b) The above actions are able
to improve the operation and services of CMC.
Last but not least, study of strategy posture towards crisis management is also important
in different levels of learning. CMC showed a positive attitude as it has disclosed the full report
to the public. The investigation report was attached as a Legislative Council paper and allows
public access. Enough transparency could help reputation recovery. CMC is willing to learn,
but outcome is not ascertained. This is because the guidelines of Hospital Authority and other
improvements actions implemented are all new to CMC and their staff need time to pick up
and to demonstrate whether such new measures could be executed effectively.
To summarize the case, the crisis of CMC achieved a midrange outcome, with new
policies and remediation actions implemented within the organization. However, it really
takes time for CMC to better demonstrate that the new measures and policy can be
implemented effectively and properly.
Recommendations and conclusion
The crisis type for the first case is preventable crisis cluster since there were at least two
human errors. The doctor was found negligence and had not told the nurses that the wound
was a permanent tracheostomy. Also, the nurses wrongly put the gauze covering the
patient’s throat and blocked his breathing hole (Chan, 2013a; Cheung, 2018).
Based on the analysis for the second case, Hospital Authority, the doctor and the
nurses had responded in the crisis. Hospital Authority confirmed that the event is an
accident which is a denial response. The doctor passed the responsibility to the nurses
which is a scapegoating response. The nurses tended to reduce the responsibility for the
death of patient by excusing strategy. According to the principles in SCCT, it is wrong to
use denial and diminishment posture at the same time. It gives stakeholders a bad
impression that the organization contradicts itself in crisis response. It is because
stakeholder outside the organization may find the responses from different parties within
the same organization not consistent.
Kowloon Hospital does not have crisis history before and the case here is a preventable
crisis. Rebuilding posture should be used instead of denial posture and diminishment
posture. In addition, bolstering posture could be used to reduce the damage to its reputation.
Kowloon Hospital should tell the stakeholders about its past contributions to the society
under reminding method to regain trust.
It is suggested that a minor revamp is needed on the ward communication in Kowloon
Hospital. Situation, Background, Assessment and Recommendation communication tool
could be used to reduce the barrier during the communication process. It has been used in
different healthcare setting (Kallestedt et al., 2015).
As regards the second case, it is recommended that Caritas should do the rebuilding
work first and give apology. The expression of concern and regret for the situation might
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make people feel that Caritas is irresponsible. Caritas can also take diminishment strategy
which is excusing. Caritas can try to minimize the responsibilities of the organization, for
example, it emphasizes that although the staff of Caritas can do better, they do not have the
intention to hurt anyone and the development of the situation is out of their control.
Moreover, Caritas can take bolstering strategy at the same time; and use reminding method
to tell people about their past good work. For example, it can emphasize that Caritas has
already made a lot contributions to the society and helped many people in need in the past
44 years. Emphasizing positive things can alleviate the negative impact of the crisis.
Caritas should respond quicker and be consistent. In the case, the accident occurred at 2:00
p.m. on 20 December, but they made the first declaration only in the following early morning
(Hospital Authority, 2008a). They missed the news deadline of some media like TV, online.
People had already received the message from the media in the evening and midnight. The
author points out that if Caritas was able to give a response quickly, the news would not focus
only on the victim’s son accusing Caritas on the first day. In the first statement, Caritas denied
the responsibilities, but provided partial apology later under public pressure (Hospital
Authority, 2008a). It made people think that Caritas did not really regret and handled
improperly for the case. Second, they should improve the work of controlling claims. As the
claims may affect the reputation of the organization, it should investigate the circumstances
surrounding the claims. In this case, Caritas did not clarify the rumour about what their
clerical staff said. It was claimed that the staff said that “it is not my work”; however, the
report by Hospital Authority shown that it is not the fact. Therefore, if Caritas can clarify the
claim immediately, the negative feeling from the public could probably be reduced.
In conclusion, for public organizations like public hospitals, the first response the
spokesperson makes about the crisis should be as quickly as possible. That can avoid people
forming bad first impression from the media based on sources other than official spokesperson.
If possible, continuous updates should be released from time to time so that the public hospital
can control the mindset of the receivers. Consistency is also an important consideration. It
builds up the credibility of the organization’s response. Finally, attention should be paid to the
openness of the public hospitals. It means availability to the media, willingness to disclose
information and honesty. In short, respond quickly, respond with one voice and show openness
will be able to make the crisis response more believable and convincing.
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