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ABSTRACT

Risk management is significant for improving quality of healthcare services. The
objective of this study was to explore the situation of risk management in the medical out-patient
clinic at Lamphun Hospital, and to develop guidelines to solve problems. Population and sample
consisted of risk managers, as well as personnel working in the medical out-patient clinic
including professional nurses, patient helpers, and hospital porters. The data were collected from
documentary review, semi-structured interviews, and a group brainstorming meeting. Data were
analyzed using descriptive statistics and information categorization.

The results of the situational analysis of risk management are presented based on the
Donabedian concept (2003), which consists of structure, process and outcome. For structure,
problems were found as follows: lacking coordination in the screening system, narrow workspace,
too few bathrooms which were too far away, risk management policy was not clearly known in
some personnel as well as knowledge and skills in using the risk program were not sufficient
among responsible persons for risk management; not enough number of computers; the incapable
program for reporting risk through the internet, too few computers contained risk program; not
enough number of chairs; and few personnel did not follow the guidelines. For process, problems

were found as follows: delayed or non-report of incidents; the person involved in the incident was



not the one who filled out the report; personnel did not know the evaluation criteria, and had
insufficient skills in classifying severity level and risk management, and did not comply with
guidelines; insufficient knowledge in using quality development tools; and did not know of the
objectives of the implementation. For outcomes, problems were found as follows: some incidents
were reported and there was quality improvement going on for some risk management.
Recommended guidelines include improving the screening system, encouraging personnel to
report incidents, stimulating personnel to follow the guidelines and enhancing skills in risk
management of personnel. Therefore, risk managers and nurse administrator can use results of

this study as a foundation to improve risk management in the unit.



