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Introduction

When discussing patient identification it is in regards to a person who is going to
receive medical treatment and the act of identifying that person [1, 2]. Therefore, we
are going to follow what happens in identification of a patient during admission,
hospital stay, and procedures.

Identification of patients occurs multiple times per day [3]. Any error during these
processes may result in wrong diagnostic tests being ordered [4], wrong medication
administered [5], wrong transfusions [6] or even wrong surgeries on a patient [7].

Patient admission

Errors can occur during registration of the patient, which can lead to any number of
mistakes from wrong medication to wrong surgeries. They can be due to human error,
especially in emergency circumstances where the staff is rushing and may make
simple mistakes such as spelling the patients name wrongly [8,9]. Not asking the
patient if they had visited the institute and making a duplicate record. Untrained staff
using the registration system can cause problems to arise [8]. Alternatively, if staff
focuses only on entering the data and not verifying it, it may result in error [9].
Furthermore, it may be due to circumstantial error, when patients register with similar
names, or register at the same time resulting in mixed up records [10].

Electronic health records

Storing patient data electronically has number of benefits, it takes less room for
storage of files, access to patient’s files is faster, and transfer of files between
departments is easy.

Electronic Health Record systems (EHRs) are currently in use at hospitals to improve
care and quality of patients and this involves have the correct patient information.
They help with reminding doctors of duplicating reports and are able to interpret
patient results and provide a warning if necessary [11]

Personnel at the hospital were reported to find the use of EHRs very useful. They
thought that it improved the care of patients. This was the consensus with staff that
was competent of using the system [12]. However, there were negative reviews from
staff that were not used to using the system {13}. This suggests better training of how
to use the system effectively.

Patient identification wristbands

During any hospital stay, a patient must wear a wristband on their arm for
identification. Correct wristband leads to correct patient identification, which leads to
the correct treatment. A report showed that from 2006 to 2007, 3000 patients have
received the wrong treatment due to incorrect wristbands [14]. To decrease the error
in patient care associated with wristbands, there are rules for standardizing



wristbands. There might be small differences in design of the wristbands from country
to country however; they all share a similar theme. The wristband must be
white/clear, the patients’ information is written in black on a white background
(Name, D.O.B and hospital number), wristbands should be good size, and able to fit
all individuals, they should be waterproof and not interfere with medical procedures,
and they should be an appropriate sized label for recognition [14, 15, 16].

Color-coding introduced into wristbands so staff can identify patients at risk more
easily. However, there has been little standardization of colors by any organizations.
In the UK only red is standard for allergy or patient at risk [15]. Hospitals are using
other colors such as yellow for falls, green for receiving blood and yellow/black for
radioactive [15]. There are multiple colors used for the same risk, which can cause
confusion especially when staff works in multiple hospitals using different color
schemes [16].

The American Health Association standardized three risks red for allergy, yellow for
falls and purple for do not resuscitate, however not all healthcare systems adopted this
scheme and it still leaves many other colors available to represent multiple risks [17,
18].

Another method used to increase patient identification is radio frequency
identification (RFID) [19]. RFID integrated into objects by placing tabs on them
witch emit radio frequency; RFID when used with other technology can assist in
locating where the patient is [19].

Medicine administration and identification

If it is unable to identify patients correctly, they can end up receiving the wrong
medication.

There are medical guidelines for administering medication to decrease the risk of
patients receiving the wrong medication. The medication order must be correct and
the drug should be in date [20].

The five rights of administration [20]:

1) The right medication must match the prescription with the medication
2) Right patient must be confirmed by medical number, name and age

3) The patient is administered the correct dose for their size/sex/age

4) The correct form and route of drug is administered

5) Medicine must be administered at the correct time

Double-checking is to prevent medication errors. Is when a second member or
staff independently calculates the medication dose for a patient, then compares it
with the first person who calculated it [20].



Nurses administer most of the medicines and they are mainly responsible for errors
occurring here. Nurses are going to make mistakes at some point and it found that
they only report major incidences where patients are in danger [21]. A questionnaire
was developed to find out what nurses thought were the most likely causes to cause
error for medication of patients and the following results in order from most likely to
least likely: Distractions during administration, similar medication packaging,
medicines that sounded/looked alike.[22]. Ways to decrease the error occurring were
suggested such as protected drug administration time (decreased distractions), better
distinct packaging between drugs, training in mathematics and pharmacy to better
nurses knowledge [22].

Medication reconciliation introduced to hospitals to decrease medication errors [23].
This is where a clinical pharmacist is introduced into the hospital setting to go over
patients medication lists so they won’t react with any medications they are already
taking [23].

In a study examining the effect of medication reconciliation it was found that there
were fewer drugs used and that less patients returned to the health care due to drug
related problems [24, 25, 26].

Computer Provided Order Entry (CPOE)

CPOE is where a clinician enters medication orders or tests into a computer system,
which then orders, directly to the pharmacy.

A study took place to test how many errors occur when sending out a CPOE. They
then added a few precautions such as having to click on a tab to verify the correct
patient, which had the patient’s details showing. Then another measure where the
clinician would have to enter the patients details to verify the order. With the added
precautions error decreased by up to forty one percent [27]

Miscommunication errors

Patient information sometimes delivered by telephone. Especially lab reports of tests,
which are of important value, so those, that are in dangerous ranges need to be
delivered as soon as possible so the patient can be treated. In a study focusing on the
type of errors made were as follows from highest to lowest: Wrong name, wrong test
result, wrong sample/repeated test, and refusal of the receiver to repeat the message
[28, 29]. The Joint commission on Accreditation of Health Care Organization made it
mandatory so that any important lab tests will require a read back from the recipient,
which will decrease communication errors [28, 30].

You do not have to be taking notes over the phone to have miscommunication errors.
In a surgery if proper communication is not prompted then simple mistakes can occur.
A study in a surgery measured all the errors that happened with labeling of specimens.
The following errors were no label, empty sample container, wrong patient name, no
description of site, no name [31, 32].



Mislabeling of specimens

Investigation took place on patient specimen samples that were erroneous [32].
Highest error of samples was where there were many small procedures taking place
and resulted in mixing of two samples [32]. The result can be devastating as patients
will receive the wrong data about their condition and may even end up having further
treatment for something they do not have.

Transfusion errors

Blood transfusions are crucial to the patients’ survival or the other way around, the
wrong blood transfusion can result in death to the patient. [33]. Wrong transfusions
can occur due to improper checks. If the incorrect sample is tested, then a mismatched
transfusion occurs [33]. It is easy to forget simple bedside manner administration, but
it happens. It can be just simply identifying the patient’s details, which will stop errors
from occurring [33, 34, 35.]. A method to prevent mistakes in transfusion integrates
the use of barcodes. Here a patients’ blood sample matched to a barcode, which then
placed on the wristband. Then the same barcode placed on the transfusion, just before
the transfusion the wristband. Comparison of transfusion barcodes occur, if they are, a
match you get the green light, if not then an alert sounds to stop the procedure [33,
34].

Wrong site surgery

Wrong site surgery is considered a never event, which means that it should never
happen. However, we know wrong site surgeries are still occurring [36]. They happen
in all departments and a high number of them occur in ophthalmology while the
lowest occurs in the orthopedic department [37]. The reason of to why they occur is
hard to pinpoint but the following have been presumed to be causes, misplacing of
marking/bad marking, in a busy day with switches of staff between or even during
procedures, doctors simply confusing the side on which to operate, and time out
problems. Communication problems seem to play a big factor in it. [36, 37, 38, 39].

The WHO developed guidelines to prevent this from happening referred to as safe
surgery [40]:

“The Universal Protocol is a three-step process in which each step is

Complementary and adds redundancy to the practice of confirming the correct patient,

site and procedure.

Step 1. Verification: This consists of verifying the correct patient, site and procedure
at every stage from the time a decision is made to operate to the time the patient

undergoes the operation. This should be done:



* When the procedure is scheduled;
* At the time of admission or entry to the operating theatre;

* Any time the responsibility for care of the patient is transferred to another person;

and

* Before the patient leaves the preoperative area or enters the procedure or surgical

room.

Step 2. Marking: The Universal Protocol states that the site or sites to be operated on
must be marked. This is particularly important in case of laterality, multiple structures
(e.g. fingers, toes, ribs) and multiple levels (e.g. vertebral column). The protocol

stipulates that marking
Must be:
* At or next to the operative site; non-operative sites should not be marked;

» Unambiguous, clearly visible and made with a permanent marker so that the mark is

not removed during site preparation

(Health-care organizations may choose different methods of marking, but the protocol
should be consistent in order to prevent any ambiguity. The guidelines of the National
Patient Safety Agency in England recommend use of an arrow drawn on the skin and
pointing to the site, as a cross could denote a site that should not be operated and
introduces an element of ambiguity. The American Academy of Orthopedic Surgeons
endorses a ‘sign your site’ protocol in which surgeons write their initials or name on

the operative site.

* made by the surgeon performing the procedure (To make the recommendations
practicable, however, this task may be delegated, as long as the person doing the

marking is also present during surgery, particularly at the time of incision.

» completed, to the extent possible, while the patient is alert and awake, as the

patient’s involvement is important.

Step 3. ‘“Time out’: The time out or ‘surgical pause’ is a brief pause before the

incision to confirm the patient, the procedure, and the site of operation. It is also an



opportunity to ensure that the patient is correctly positioned and treat any necessary
implants or special equipment is available. The joint commission stipulates that all
team members be actively involved in this process. Any concerns or inconsistencies
must be clear at this stage. Documentation of the checks during the ‘time out’ is
necessary, potentially in the form of a checklist, but the Universal Protocol leaves the
design and the delivery to individual organizations. The ‘time out’ also serves to

foster communications among team members.”

Discussion

A problem with patient identification is in all aspects of medical care. As we saw in
the registration process, patient data entry and processing can occur more than once in
the system making duplicate records, they can be confused with family members who
have similar names or even strangers with the same last name. Instead of focusing on
just entering data, there has to be a proper system checking the identity of the patient
before data entry occurs [7]. In addition, there should be multiple methods of
checking a patient’s identity such as a driver’s license, date of birth and hospital
number when registering a patient [10].

Wristbands also pose a risk for wrong identification of patients as we mentioned.
There is no rule that patients have to wear their wristband it is only strongly advised
which lead to problems if patient can remove it which does happen as patients find
them irritating. In addition, the fact that there is no universal standard for wristbands
and their different colors is going to keep causing patient error. A universal system
needs to be in place. Multiple patient checks done; the acceptable ways are name, date
of birth, photo id, and wristband. There are other places, which display patients’
details, such as outside the door; above the bed but these are not standard ways to
check [10].

There are guidelines put in place but even with them errors are still occurring [21, 36].
It might be a good idea to have a refresher course. Therefore, that staff can carry out
the guidelines properly.

Errors are also occurring during communication and sampling of specimens, tougher
protocols delivered to minimize these errors [28, 29, 30, 31, 32]. The use of barcodes
might be able to help in reducing these types of errors as all information is contained
in the barcode.

Conclusion

Patient identification errors are bound to happen somewhere along the line. However
with more safety systems employed, such as guidelines, barcodes, EHRs we are able
to catch the errors before any serious harm can come to the patient. As technology



advances and all information systems are improved, the error rate should decrease

with it.

References

1)

2)

3)

4)

5)

6)

7)

8)

9)

Oxford Online Dictionary
http://www.oxforddictionaries.com/definition/english/patient (Accessed 17th
August 2014)

Oxford OnlineDictionary
http://www.oxforddictionaries.com/definition/english/identification (Accessed
17th August 2014)

Australian commission on safety and quality in health care: Patient
Identification. http://www.safetyandquality.gov.au/our-work/patient-

identification/ (Accessed 12/6/2014)

Makary MA, Epstein J, Pronovost PJ, Millman EA, Hartmann EC, et.al:
Surgical specimen identification errors: A new measure of quality in
surgical care. Surg 141, no. 4 2007: 450-455

Margaret M, Dacey C: Factors contributing to incidents in medicine
administration. Part 1. British Journal of Nursing 16, no. 11 2007:676-681
http://www.magonlinelibrary.com/doi/abs/10.12968/bjon.2007.16.9.23435
(Accessed 8 August 2014)

Stainsby D, Jones H, Asher D, Atterbury C, Boncinelli A, et.al: Serious

Hazards Of Transfusion: a decade of hemovigilance in the UK.
Transfusion medicine reviews 20, no. 4 2006: 273-282

Seiden S, Barach P: Wrong-side/wrong site, wrong-procedure, and wrong
patient adverse events: are they preventable? Arch of Surg 141, no. 9 2006:
931-939

Forogh HA, Green RA, Sayan OR, Zhang J and Patel VL: The nature and
occurrence of registration errors in the emergency department. Int J Med
Inform 77, no. 3 2008: 169-175

Dimick C: Exposing Double Identity at Patient Registration. Journal of
AHIMA 80, no. 11 2009



10) Schulmeister L: Patient misidentification in oncology care. CJON 12, no. 3
2008: 495-498

11) Carroll SS, Edwards JN, and Rodin D: Using Electronic Health Records to
Improve Quality and Efficiency: The experiences of leading hospitals.
Commonwealth Fund Pub, 1608, Vol. 17 July 2012

12) De Veer A and Francke AL: Attitudes ofnursing staff towards electronic
patient records: A questionnaire survey. Int J Nurs Stud Vol. 47 no. 7 July
2010: 846-854

13) Stevenson JE, Nilsson GC, Petersson GI, Johansson PE: Nurses’ esperience
of using electronic patient records in everyday practice in acute/inpatient
ward settings: a literature review. Health Inf J 2010 16: 63-72

14) National Patient Safety Agency: Standardizing hospital wristbands improves
patient safety: NHS July 2007: 24
http://www.nrls.npsa.nhs.uk/resources/?entryid45=59824 (Accessed
12/06/14)

15) Dr. Norris B. Standardising wristbands improves patient safety. Safer
Practice Notice, NHS, National Patient Safety Agency, July 2007

16) Australian Commision on Safety and Quality in Health Care: Specification
for a standard patient identification band
http://www.safetyandquality.gov.au/our-work/patient-identification/a-
national-standard-for-patient-identification-bands-in-australia/ (Accessed
12/6/2014)

17) Ananny, L. Colour-coded wristbands confusing. CMAJ 180.2 2009: 161

18) Patient Safety Advisory: Use of colour coded patient wrist bands creates
unnecessary risk Vol 2. Sup. 2 2005
http://patientsafetyauthority.org/ADVISORIES/AdvisoryLibrary/2005/dec14 _
2%28suppl2%29/Documents/dec14:2%28suppl2%29.pdf (Accessed 12/06/14)

19) Ajami S, Rajabzadeh AH: Radio Frequency Identification (RFID)
technology and patient safety. J Res Med Sci 2013;18:809-13



20) Guidance to Nurses and Midwives on Medication Management, An Bord
Altranais, Dublin, JULY 2007, 9-11
http://www.nursingboard.ie/en/publications _current.aspx?page=3 (Accessed 8

August 2014)

21) Margaret M, and Dacey C. Factors contributing to incidents in medicine
administration. Part 1. British Journal of Nursing 16, no. 9 2007: 556-559.
http://www.magonlinelibrary.com/doi/abs/10.12968/bjon.2007.16.9.23435
(Accessed 8 August 2014)

22)Margaret M, and Dacey C. Factors contributing to incidents in medicine
administration. Part 2. British Journal of Nursing 16, no. 11 2007: 676-681.
http://www.magonlinelibrary.com/doi/abs/10.12968/bjon.2007.16.11.23690
(Accessed 8 August 2014)

23) Fiona C, Karnon J, Murray C, and Jones R. A systematic review of the
effectiveness and cost-effectiveness of interventions aimed at preventing
medication error (medicines reconciliation) at hospital admission. Report
for the National Institute for Health and Clinical Excellence as part of the
Patient Safety Pilot 2007

http://www.nice.org.uk/euidance/psg001/resources/systematic-review-for-

clinical-and-cost-effectiveness-of-interventions-in-medicines-reconciliation-

at-the-point-of~admission4 (Accessed 10 June 2014)

24) Hellstrom, LM., Bondesson A, Hoglund P, Midl6év P, Holmdahl L, et.al:.
Impact of the Lund Integrated Medicines Management (LIMM) model on
medication appropriateness and drug-related hospital revisits. Eur J Clin
pharmacol 67, no. 7 2011: 741-752.
http://link.springer.com/article/10.1007/s00228-010-0982-3#page-1 (Accessed
10 August 2014)

25) Bergkvist A, Midlév P, Hoglund P, Larsson L, and Eriksson T. A

multi-intervention approach on drug therapy can lead to a more

10



appropriate drug use in the elderly. LIMM-Landskrona Integrated
Medicines Management. J Eval Clin Pract 15, no. 4 2009: 660-667.
http://onlinelibrary.wiley.com/doi/10.1111/].13652753.2008.01080.x/abstract?

deniedAccessCustomisedMessage=&userlsAuthenticated=false (Accessed 10

August 2014)

26) Midlov P, Deierborg E, Holmdahl L, Hoglund P, and Eriksson T. Clinical
outcomes from the use of Medication Report when elderly patients are
discharged from hospital. Pharmacy world & science 30, no. 6 2008: 840-
845.

27) Adelman J., Kalkut GE, Schechter CB, Weiss JM, Berger MA, et.al:
Understanding and preventing wrong-patient electronic orders: a
randomized controlled trial. ] Amr Med Inform Assn 20, no. 2 2013: 305-
310. http://jamia.bmj.com/content/20/2/305.short (Accessed 12 August 2014)

28) Barenfanger J, .Sautter RL, Lang DL, Collins SM, Hacek DM et.al:
Improving patient safety by repeating (read-back) telephone reports of
critical information. Am j clinl pathol 121, no. 6 2004: 801-803.
http://ajcp.ascpjournals.org/content/121/6/801.short (Accessed 11 August
2014)

29) National Coordinating Council for Medication Error Reporting and
Prevention. Recommendations to reduce medication errors associated with
verbal medication orders and prescriptions: adopted February 20, 2001.
Available at:http://www.nccmerp.org/council/council2001-02-20.html.
Accessed March 29, 2004

30) Joint Commission on Accreditation of Healthcare Organizations. 2004
National Patient Safety Goals. Available at:
http://www.jcaho.com/accredited+organizations/
laboratory+services/standards/revisions/npsg_lab.htm. Accessed March 29,
2004.

31) Makary MA, Pronovost EJ, Millman PJ, Hartmann EA, Freischlag JA et.al:
Surgical specimen identification errors: A new measure of quality in
surgical care. Surg, 141, no. 4 2007: 450-455.

11



32) Layfield LJ, and Anderson GM. Specimen Labeling Errors in Surgical
Pathology An 18-Month Experience. Am J Clin Pathol 134, no. 3 2010:
466-470. http://ajcp.ascpjournals.org/content/134/3/466.shortb (Accessed 9
August 2014)

33) Dzik WH. Emily Cooley Lecture 2002: transfusion safety in the hospital.
Transfusion 43, no. 9 (2003): 1190-1199.
http://onlinelibrary.wiley.com/doi/10.1046/j.15372995.2003.00523 .x/abstract?

deniedAccessCustomisedMessage=&userlsAuthenticated=false (Accessed 4

June 2014)

34) Love EM, Soldan K, The Serious Hazards of Transfusion Steering Group.
SHOT Annual Report 2000-2001. London: The Serious Hazards of
Transfusion Group, 2002:1-239

35) Stainsby, D., Jones, H., Asher, D., Atterbury, C., Boncinelli, A., Brant, et.al:
Serious hazards of transfusion: a decade of hemovigilance in the

UK. Transfusion medicine reviews, 20 no. 4, 2006: 273-282.

36) Seiden S, and Barach P. Wrong-side/wrong-site, wrong-procedure, and
wrong-patient adverse events: are they preventable?. Arch of surg 141.9
2006: 931-939 http://archsurg.jamanetwork.com/article.aspx?articleid=398954
(Accessed 5™ August 2014)

37) Stahel, P., Mehler P, Clarke T, and Varnell J. The 5th anniversary of the"
Universal Protocol': pitfalls and pearls revisited. Patient Saf Surg 3, 2009
no. 1: 14. http://www.biomedcentral.com/content/pdf/1754-9493-3-14.pdf
(Accessed 10 August 2014)

38) Tzyy-Nong L, and Nussenbaum B. Wrong site surgery in otolaryngology—
head and neck surgery. The Laryngoscope 124, no. 1: 2014: 104-109.
http://onlinelibrary.wiley.com/doi/10.1002/lary.24140/full (Accessed 8 July
2014)

12



39) Sukhmeet P., Noble D, Mirza S, Patel B, Mann B,. et al: Can the surgical
checklist reduce the risk of wrong site surgery in orthopaedics?-can the
checklist help? Supporting evidence from analysis of a national patient
incident reporting system. J Orthop Surg Res 6, no. 1 2011: 1-7
http://link.springer.com/article/10.1186/1749-799X-6-18 (Accessed 28 June
2014)

40) WHO guidelines for safe surgery : 2009 : safe surgery saves lives. 11-12
http://whqlibdoc.who.int/publications/2009/9789241598552 eng.pdf?ua=1
(Accessed 12 August 2014)

13





