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ABSTRACT

Risk management is important for quality of health services, especially patient safety. The
objective of this descriptive study was to describe the situations of risk management and to propose
ways to solve risk management problems in the Sub-Neonatal Intensive Care Unit (Sub-NICU),
Nakornping Hospital, Chiang Mai Province. The subjects included 25 medical and nursing staff
members. Data were collected using semi-structure interviews, brainstorm group meeting and
documentation reviews. Content analysis approach was applied for data analysis under Donabedian
(2003)’s quality assessment as a conceptual framework which includes 1) structural aspect,

2) processing aspect, and 3) outcome aspect.

The results were as follows:

1. Structural aspects. The Sub-NICU has managed risks by using the hospital-risk-
management policies as the guideline: the patient safety policies. The unit had no specific policy
itself. The problems were that the implementing was unclear. Also, the new risk-management-team
staff members were inexperienced, unspecialized and over-worked, loaded with routine work and
risk -management jobs. Additionally, there were insufficient budgets and a shortage of well-
prepared plans, lack of medical equipment and other, inconveniences within the workplace, and the

complexity of quality tools. Suggestions included having the specific risk- management policy



itself, integrating risk management to routine work, raising awareness of nursing personnel to
participate in risk management, and managing staffs appropriately.

2. Processing aspect. The Sub-NICU has managed risks through a four-step process: risk
identification, risk assessment, risk management, and risk evaluation. It was found that nursing
personnel were unskilled in finding and identifying risks. Fewer documented incidents were
reported than the actual incidents. The severity of the risk incidences was not identified or leveled.
In addition, there were inadequate risk preventions, unclear guidelines, and no continuous
monitoring. Suggestions were that there should be a program to improve personnel’s ability in risk
finding. Nurse administrators should encourage nursing personnel to be aware of and to practice risk
reporting and monitor them continuously.

3. The outcome aspect. It was found that the outcomes of risk management were not
achieved. The problem-solving activities were carried out but documented records were not found.
Also, the improvement process of risk management was not continuously practiced. Nurse
administrators should encourage nurse personnel to report risk incidences in order to know the
actual risk management outcomes and used the evidence to improve quality of nursing care

continually.

The study revealed that the risk-management situation in the Sub-Neonatal Intensive Care
Unit, including structural, processing, and outcome aspect. The finding of this study were
advantageous for hospital and nurse administrators to use it as the basic data to improve risk

management



