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Executive Summary 
Positive patient identification is a process which when followed will promote good patient 
identification practice and reduce the risk of misidentification from occurring. This process 
should be an integral part of patient care. Checking the patient’s identity should not only 
take place at the beginning of a care episode but continue at each patient intervention 
throughout the patient’s entire episode of care to maintain the patient’s safety. 
 
In addition, as per the Patient Safety Alert  NHS/PSA/RE/2018/008, each Trust must have a 
mechanism to temporary identify unknown patients who attend Emergency departments and 
where care and treatment is delivered for patients unable or unwilling to give their identity. 
This includes people who are unconscious or who have a critical illness, people with a mental 
health condition or delirium, and people affected by drink or drugs. Several unidentified 
patients may arrive together after an accident, or in mass casualty situations. Giving a unique 
identity to each unknown patient ensures safe and prompt diagnostic testing and treatment. 
. 
The National Patient Safety Agency (NPSA) recommend that where possible, the patient’s 
NHS number is used as standard. However, an individual hospital number can be used locally 
for individual identification. Within Ashford and St Peter's Hospitals NHS Foundation Trust, 
the hospital number is used as standard but the NHS number must be used on all 
correspondence leaving the trust relating to individual patients (see Trust Information 
Governance Policy). 
 
All identification procedures will use a minimum of three mandatory descriptors: 

 Full name of the patient (minimum first and last names), no abbreviations or pet name. 
 Date of birth. 
 The unique identifying number (i.e. the hospital identification number). 

 
The patient/parent/carer/partner should verify patient identification details entered into the 
patient health records by being asked (where possible) to repeat the information back. 
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There are FOUR steps to identifying patients. They should be undertaken in the following 
order of preference (if the first is not possible, undertake the second and so on.): 

 By asking the patient to tell you their name, date of birth and/or address. Remember 
to ask an open question that needs more than a ‘yes or ‘no’ answer, i.e. “What is your 
name?” rather than are you “Mrs Smith?” Check this is compatible with the patient 
identification wristband; and confirm the patient’s details against their record. 

 If the patient is unable to tell you their name, refer to the identification band and, if 
possible, verify the information by asking family, relatives or another member of the 
clinical staff who knows the patient or by using the services of an appropriate 
interpreter. 

 By asking that the patients relative identify the patient by name, date of birth and/or 
address. 

 By the A&E Department identification number. 
 
When identifying patients it is the responsibility of the practitioner to make sure there could 
be no misidentification with another patient. To reduce the risk of error, the clinician should 
use all patient identifiers and not rely solely on a name. This applies not only to any treatments 
and procedures to be carried out on the patient but also when requesting any investigations 
for them or administering prescribed medication. 
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1. Introduction 
 

The NPSA has recognised that failure to correctly identify patients constitutes one of the 
most serious risks to patient safety and cuts across all sectors of healthcare practice. 
Correct identification, incorporating the NHS number as directed by the NPSA, will reduce 
and, where possible, eliminate the risk and consequences of misidentification and as a 
result improve patient safety. 
  
2. Scope 
 
This policy applies to all permanent, locum, agency, bank and voluntary staff of 
Ashford & St Peters NHS Foundation Trust who encounter inpatients and outpatients, 
including patients visited in their own homes or clinic’s during the course of their duties. 
 
3. Purpose 
 
The purpose of this policy is to ensure that at all times, the identity of each patient is 
known with a high degree of certainty and that all inpatients wear Identity bands that identify 
them and match them to their care. This policy has been produced to ensure that all staff 
have guidance and standardisation on the appropriate management of patients and 
potential situations where the safe identification of patients is primary to patient safety. 
 
4. Explanation of Terms Used 
 
 4.1 Inpatient 

An inpatient is a patient who is admitted to a hospital ward for a procedure and is 
expected to remain in hospital for more than one day, e.g. for surgery, or for treatment 
of an acute period of illness. 

 
 4.2 Day case 

A day case patient is a patient who is admitted to a ward for a procedure and is 
expected to be discharged from hospital the same day. 

 
4.3 Outpatient 
An outpatient is a patient who attends hospital for a clinic appointment under the care 
of a consultant or specialist nurse or who attends for a procedure or treatment to a 
department where it is unlikely they will need to be admitted to a ward. 
 
4 .4  DATIX  
Datix is the incident reporting system the Trust utilises. 
 

5. Duties & responsibilities 
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5.1 Trust Board 
The Trust Board is responsible for implementing a robust system of risk management 
within the organisation. This includes having a system for the identification of 
patients. 

5.2 Chief Executive 
The Chief Executive has ultimate accountability for ensuring there are appropriate 
processes in place for the effective and reliable identification of patients but 
delegates this responsibility through the Chief Nurse. 

5.3 Chief Nurse  
The Chief Nurse has the responsibility for monitoring the effectiveness of the 
processes for patient identification.  

5.4 Divisional Management Teams, Clinical Directors, Heads of 
Department, Ward Managers 
All Managers are responsible for adequately disseminating and implementing this 
policy within their areas of responsibility. They are also responsible to ensure staff 
are adequately trained and inducted to ensure they are competent to undertake 
consistently accurate patient identification requirements. To also implement any 
required action to address areas of noncompliance, as identified through completion 
of a Root Cause Analysis Tool (RCA), adverse incidents and near misses 

5.5 All Staff 
All staff are responsible for complying with this policy and ensuring that when 
performing any procedure, investigation or providing care they assume responsibility 
for checking the identification of a patient, in order to prevent the occurrence of 
adverse incidents or near misses arising from misidentification. 
 

6. NHS/Patient numbers 
 
The NPSA recommend that where possible, the patient’s NHS number is used as 
standard. However, an individual hospital number can be used locally for individual 
identification. Within Ashford and St Peter's Hospitals NHS Foundation Trust, the hospital 
number is used as standard but the NHS number must be used on all correspondence that 
leaves the trust relating to individual patients (see Trust Information Governance Policy). 
All identification procedures will use a minimum of three mandatory descriptors:  
 

 Full name of the patient (minimum first and last names), no abbreviations or 
pet names. 
 Date of birth. 
 The unique identifying number (i.e. the hospital identification number). 

 



 
Volume 8 

Patient care 

Current version is 
held on the 

Intranet 

First Ratified 
January 2008 

Next Review 
September 2021 

Issue 4 Page 8 of 24 

 
 

The patient/parent/carer/partner should verify patient identification details entered into the 
patient health records by being asked (where possible) to repeat the information back. 
. 

6.1  Unique Identification Number allocation for ‘unknown’ patients 
There may be occasions when a patient attends ED, without adequate identifying 
information, including:  
 Patients unable or unwilling to give their identity,  
 Patients who are unconscious or who have a critical illness,  
 Patients with a mental health condition or delirium, 
 Patients affected by drugs or alcohol  

 
Giving a unique identity number to ‘unknown patient’ ensures safe and prompt 
diagnostic testing and treatment. Following a Safety Alert (Dec 18) there is now a 
requirement to enhance the current Temporary identification (ID) given to patients. 
The below guidance is now used by the Trust to ensure adherence to the safety alert; 
thereby reducing any potential harm to unknown patients.  

 
Names - a distinctive method is to randomly generate combinations of first and 
surname from an edited phonetic alphabet e.g. Foxtrot Whisky 
Temporary numbers - a distinctive method is to prefix a randomly generated seven-
digit number (see resources) with the relevant standard NHS trust code (e.g. ASPH).  
DOB - the convention of using 01Jan1900 for adults and 01Jan2000 for children has 
become impractical: pathology systems can reject 1900 as implausible and 2000 no 
longer indicates a child. Using the same DOB for any unidentified patient may also 
lead to misinterpretation of pathology results (as normal ranges are given by age and 
does not meet age-related transfusion guidelines).  
 
Best practice is to combine 1 Jan with an estimated year of birth, e.g. 01Jan1950, 
01Jan2015. While unlikely to be the patient’s true age, this approach is safer than 
using a standard DOB. 

 
Staff caring for such patients will be responsible for ensuring that the unique identity 
number are used at all times (during the patients episode) including ‘Taking blood 
samples, ordering investigations, administering parenteral medicines’ etc. 

 
6.2  Merging medical records, once a patient’s identity is confirmed. 
When the patient’s identity is confirmed the Trusts data base will be checked for 
any previous records, these will be merged together with the temporary unique  
number. This will only be completed on discharge. 
 
6.3 Positively identifying patients 
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Positive patient identification is a process which when followed will promote good 
patient identification practice and reduce the risk of misidentification from occurring. 
This process should be an integral part of patient care. Checking the patient’s 
identity should not only take place at the beginning of a care episode but continue 
at each patient intervention throughout the patient’s entire episode of care to 
maintain the patient’s safety. 

 
Misidentification of the patient can result in wrong diagnosis, treatment, procedure, 
medication, blood transfusion (as examples), all of which can result in minor or major 
morbidity and even death. 
When identifying patients it is the responsibility of the practitioner to make sure there 
could be no misidentification with another patient. To reduce the risk of error, the 
clinician should use all patient identifiers and not rely solely on a name. This applies 
not only to any treatments and procedures to be carried out on the patient but also 
when requesting any investigations for them or administering prescribed 
medication. 
Special care does need to be taken if communication with the patient is not possible, 
i.e. unconscious patient, incapacitated patient, under anaesthetic or sedation or the 
patient’s first language is not English. 
It is the responsibility of any operating Surgeon to check the patient’s identity and a 
signed consent form before commencing surgery. This is just as pertinent if a 
Surgeon was not involved from the beginning of the operation, but called on to assist 
during surgery. 

 
Each practitioner is responsible for any intervention with the patient. Assumptions 
must not be made by word of mouth from colleagues regarding patient identity as 
each individual must check the patient details and be sure the patient is the intended 
subject of the intervention they are performing. 
If requesting a referral for a patient it is the responsibility of the referrer to ensure 
he/she is contacting the correct team for the location of the patient. All patient 
identifiers must be given to the receiver of the referral to ensure the correct patient 
will be identified. 
 

 6.4 Identifying the patient (4 steps) 
There are FOUR steps to identifying patients. They should be undertaken in the 
following order of preference (if the first is not possible, undertake the second and so 
on.): 

 
 By asking the patient to tell you their name, date of birth and/or address. 

Remember to ask an open question that needs more than a ‘yes or ‘no’ answer, 
i.e. “What is your name?” rather than are you “Mrs Smith?” Check this is 
compatible with the patient identification wristband and confirm the patient’s 
details against their record. 
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 If the patient is unable to tell you their name, refer to the identification band and, 
if possible, verify the information by asking family, relatives or another member 
of the clinical staff who knows the patient or by using the services of an 
appropriate interpreter. 

 By asking the patients relative to identify the patient by name, date of birth 
and/or address. 

 By the A&E Department identification number*. 
 *NB. This number indicates the episode of patient stay/treatment. This is not 

linked to identification of a specific patient but to the identification of a specific 
episode of stay. The hospital number is the only number that can be used to 
identify a particular patient and should always be used in preference to the A&E 
number. 

 
 6.5 Patient Identification Bands  

All patients undergoing treatment / care at the Trust must have a standardised Trust 
wristband applied. Three sizes are available adult, child and neonates. This includes; 
 All Hospital in-patients 
 All day case patients, excluding dialysis out-patients except when they are to 
 receive blood transfusions or any other intravenous therapy or medication, 
 then a patient identity band must be applied. 
 All outpatients undergoing diagnostic or invasive procedures and/or 
 treatment that impair their conscious levels during the appointment excluding 
 dialysis outpatients as above. 
 Any outpatient who is cognitively compromised and/or impaired. 
 Patients undergoing a transfusion of blood or blood products. (As well as 
 ensuring the correct identification of the patient, the wearing of an ID band for 
 transfusion of blood or blood products is also required for compliance). 

The current European Union Directive on blood safety requires the  tracking 
of all blood products to the point of patient transfusion. If an appropriately 
completed identification band is not attached the transfusion will not be 
permitted until the patient’s identification is verified. 

 All infants at the time of birth must wear 2 identification bands at all times 
 whilst an inpatient. 
 All patients who attend A&E.  
The patient’s NHS and/or hospital number may not be immediately available at the 
time of initial assessment. However, patients must still be fitted with an identification 
band containing other available information and a new one attached when the NHS 
and hospital number has been confirmed. The attachment of this new identification 
band must be recorded in the patient’s records. 

 
 6.6 What information should wristbands contain? 
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There are two types of identification, band type 1 for babies and type 2 for adults and 
children. Please note that for type 1 identification bands the details may vary 
depending upon the location of the baby. Table 1 summarises what information 
patient identification bands must contain; 
 
Type Areas of use Patient 

group 
Information required Number of 

identification 
bands to be worn 

Type 1 Delivery suite  
Maternity Wards 

For new-born  
babies only 

TWIN/TRIPLET I/II/III if applicable 
Mother’s LAST NAME, baby boy/girl 
Date of birth 
Time of birth 
Baby’s NHS Number( and/or local 
hospital number MRN until this is 
available) 

2 

Type 1 SCBU 
NICU 
All Children’s Services 
Wards/ED 

For premature 
babies 
OR For babies 
moved from 
maternity 

TWIN/TRIPLET I/II/III if applicable Infant 
Male/Female (and baby’s forename if 
birth registered) SURNAME (Mother’s 
name if baby born in the Trust and 
remained an in-patient since birth and 
birth is not yet registered. Babies 
admitted to the Trust who have had their 
birth registered under a surname different 
to that of the mother must use their 
registered surname) 
1. Time of birth (it is recognised that 
this may be unknown) 
2. Date of Birth 
3. Baby’s NHS Number (and/or local 
hospital number MRN until this is 
available) 

2 

Type 2 All adult wards 
All Children’s Services 
Ward 

  1.     Last name 
2.     First name 
3.     Date of birth 
4.     NHS Number (if the NHS         
Number is not immediately available, 
a temporary number should be used 
until it is.) 
 
 

1 

 

For adults a single patient identification band is only allowed; the use of multiple 
patient identification bands increases the risk for the patient and is therefore not 
permitted. The only exception to this rule is new born babies or babies cared for on 
Special Care Baby Units (SCBU) or Neonatal Intensive Care Units (NICU) who must 
wear two identification bands, attached to two limbs. 
 
An identification band MUST be produced for the patient as soon as they are 
admitted, attend for treatment and care, or born and worn throughout their hospital 
stay. It is the responsibility of the person admitting the patient/attending midwife to 
provide an appropriately sized identification band. Emergency admissions are no 
exception as the patient is already at risk in an emergency without the added problem 
of being misidentified. 
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 6.7 Immediate security following birth 

 The mother and/or partner should confirm that the information on the labels is 
correct prior to their being secured around the baby’s ankles. When parents are 
unable to check the labels, checking will be carried out by two members of staff 
and shown to the parents as soon as possible. The first label should be applied 
before the midwife leaves the room after the birth. At least one label must be 
applied as a minimum prior to transfer of the baby to NICU if this is necessary. 
Label 2 is completed prior to weighing the baby. Ensure that both labels are 
fastened securely on the baby’s ankles prior to leaving the Labour ward. The 
label should have the following information documented on it 

o Mother’s surname 
o Mother’s hospital number 
o Baby’s date and time of birth 

 On arrival at Joan Booker ward the receiving midwife shall check the details with 
the transferring midwife and this action shall be documented in the maternity 
record. 

 Babies requiring admission to NICU must have the first name band in situ as a 
minimum transfer requirement. 

 
 6.8 On-going checks throughout the patient’s episode of care 

Correct identification of a patient is paramount throughout the course of their care, 
to ensure their safety and minimise occurrence of any misidentification. To support 
this: 
 Frontline staff must always verify that the patient they are attending to is the 

patient for whom the treatment is intended and match the treatment to that patient. 
 Should any alteration to the content of a wristband be required, the wristband 

should be replaced in its entirety by a newly provided band with the correct 
 information. Written alterations to the content of the wristband are not permitted. 
 In the event of name bands being obscured or removed due to theatre restrictions, 

arrangements must be in place to safely identify the patient during the procedure. 
This may include other methods such as the marking on the skin of the patient’s 
identity with an indelible marker. 

 If a wristband is removed by a member of staff, e.g. to gain venous access, then 
it is their responsibility to ensure it is replaced correctly as soon as is reasonably 
possible. Clear alternative arrangements for the patient’s correct identification if 
the wristband cannot be applied immediately must be documented. 

 If a member of staff discovers a patient does not have a wristband, they must 
assume responsibility for correctly identifying the patient and replacing the 
wristband or inform an appropriate registered nurse who must assume the 
responsibility for replacing the wristband and for raising an adverse incident 
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reporting form, in line with the Management and Reporting of Accidents and 
Incidents Policy 

 Each time a patient is transferred to another ward or department, e.g. ED to ward, 
ward to X-ray etc. the wristband must be checked for accuracy by both the 
transferring and the receiving registered nurse or a member of the clinical team. 

 Patients must not leave their base ward or department until a wristband has been 
correctly applied. 

 Except in emergency situations, should the verification process fail at any stage, 
all activities for the patient must be halted until the patient’s identity can be 
accurately determined. In these circumstances, an Incident Report should be 
completed and actioned in accordance with the Trust Policy. 

 In normal circumstances, a patient’s identification band must only be removed on 
discharge home. As many patients use the discharge lounge, the identification 
band must not be removed until the patient leaves the hospital premises. Note: 
Identification bands must not be removed if a patient is ‘discharged’ to another 
hospital, into social service or private nursing care. Note: In the event of death, 
the identification band must not be removed from the patient’s body 

 
6.9 Exceptions to the application of patient identification wristbands 
 Outpatients (with the exception of patients who are cognitively impaired, receiving 

blood transfusions or are undergoing invasive procedures or investigations which 
could impair cognitive ability). 

 Where wristbands cannot be worn for clinical reasons other strategies must be 
used to match the patient to the correct care. Examples of clinical reasons which 
could prevent an identification band being applied include; dermatology patients 
or those with allergies whose skin integrity is compromised at the site where an 
identification band would be applied, patients without limbs or burns to their limbs, 
patients with multiple venous access sites where an identification band would 
normally be situated. It is NOT a recognised clinical reason to exclude neonates 
just because they are small. All attempts must be made to apply an appropriate 
identification band “comfy band” for this patient group. 

 6.10 High Risk Patient Groups 
 

Patients who refuse to wear an identification band 
The patient MUST be informed of the potential risks of not wearing an identification 
wristband however they do have the right to refuse. An appropriate alternative should 
be discussed. This discussion and the reason for the patient not wearing an 
identification wristband MUST be documented in the patient’s health record. 
 
Patients who cannot wear an identification band 
For patients who cannot wear an identification band, because of their condition or 
treatment and who are unable to identify themselves, i.e. an unconscious patient 
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suffering severe burns, or major multiple trauma, a risk assessment must be carried 
out by a registered nurse, and all measures taken to reduce the risk of patient 
misidentification. Following initial identification by the patient one or more of the 
following measures must be taken: Labelling of the patient’s bed area (confirm patient 
is in agreement with this, if patient refuses this must be documented in the patient’s 
record) 
The following measures may be used to support the above interventions: 
 Confirmation of patient’s identification with the patient or their relative 
 Correct patient identity details displayed on the vital signs monitor correlating  to 

the patient’s bed-space 
 Reconfirmation of the patient’s identity with staff at each shift change: this must 

be recorded in the patient’s records 
 Cross-referencing of all identifying information 
 When in theatre, if a limb is not accessible to enable an identification band to be 

applied; then the band may be fixed temporarily to the patient’s forehead. The 
identification band must be re–applied correctly to a limb before leaving the 
theatre to go to recovery, after being checked by two members of staff. 

 
 6.11   Anaesthetised and sedated patients  
 

Theatre Reception 
Wherever possible the patient must be positively identified by reception staff, by 
asking for a full name and date of birth which must be checked against their 
identification wristband. Patients arriving in theatre reception without an identification 
band should have an identification band applied unless they have a clinical condition 
which prevents the application of an identification band in which case a Check List 
Alert Sign should be attached to the front of the patient’s notes. All patient details 
must be checked against the theatre list, patient notes, X rays etc before proceeding. 
Please refer to Safeguards for Invasive Procedures Policy. 
 
 
Prior to Induction of Anaesthesia/Sedation 
It is the responsibility of the Anaesthetist to positively identify the patient, by asking 
for a full name and date of birth, prior to induction. This must be checked against their 
ID wristband. All details must be checked against the theatre list, patient notes, X 
rays, etc., before proceeding. 
 
Patients in Theatre 
Prior to commencement of surgery one final patient identification check is undertaken 
as part of the “time-out” check. For further details see WHO theatre checklist. 
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6.12 Patients with communication problems, i.e. children, confused, non - 
English speaking Patients, Patients with a hearing impairment 

 If the patient is unable to communicate for themselves, as they are too young, 
confused, or don’t have English as a first language, it is especially important 
these patients wear an identification wristband to assist identification. 

 An accompanying reliable adult, e.g. parent or relative, may be asked to confirm 
the patient’s details. 

 Where language is the problem an interpreter MUST be used: Please refer to 
Interpreter Services. 

 Use the BSL services for patients with a hearing impairment. 
 
 6.13  Patient’s receiving Blood Products 

All patients receiving blood products must wear an identification wristband. 
 
Patients receiving medication 
Prior to the administration of any drug staff must verify the patients identification. 
Any medication given to the incorrect patient can have a detrimental effect on the  
patient and staff should remain vigilant. Drugs frequently associated with serious 
events include potassium, insulin, chemotherapy drugs, opioids and sedatives.  

 
6.14  The deceased patient 
It is vitally important that the deceased patient is identified properly to prevent a 
misidentification later on in the mortuary. Misidentification will cause a great deal of 
upset for the family and can also lead to litigation. All deceased patients MUST be 
properly identified with an identification wristband. 
A patient identification bracelet must be attached around one wrist, and if this is not 
possible around the patient’s ankle. This must be legible and contain details of name, 
date of birth, and hospital number. 

 
 
 
 6.15  Major incident patients 

In the event of a major incident, all involved patients will be identified as per the A&E 
Major Incident Plan, until such time as their identity is confirmed. At which time the 
involved patients will be identified as per this policy. 

 
 6.16  Documentation 
 

Request Forms: 
All request forms completed for the patient should be checked with the patient’s name 
identity band to ensure the request is made for the correct patient. Where possible 
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the patient should be asked to give name, date of birth and address to check there is 
correct identification. 

 
Addressograph labels: 
 When new “addressograph” labels have been printed they must be checked 

by/with the patient, where possible, to ensure that they correspond with all the 
identification information before being filed in the health records. 

 Addressograph labels must be checked with the patient details on the health 
records to ensure they are the correct labels before using them. 

 New labels must be printed if any information changes. Old labels must be 
removed from health records and destroyed in a confidential waste bin as they 
contain confidential information. 

 New labels must be reapplied to all current documentation including any at the 
bedside. 

 
Specimen Containers: 
 Specimen containers should not be labelled in advance of receiving the 

specimen. Once the specimen is received into the container, the patient’s 
identity band must be checked before completing the details on the container 
to ensure the correct details are matched to this specimen. It may be 
insensitive to label a specimen at the patient’s bedside (e.g. foetus). Staff 
should therefore be sensitive to the needs of the patient. 

 The person taking the sample must label the specimen container. The 
minimum information such as either “Unique identifier” or a “name and DOB” 
must be on both request form and accompanying specimen. 

 Containers must not be labelled with the patient information taken from the 
handwritten request form but from the patient’s identity band. 

 If a patient is not wearing an identity band (as in the case of an outpatient) 
then details must be checked with the patient or the carer to ensure accuracy. 

 
 

 6.17  Transferring Patients 
Before transferring a patient to another unit or hospital all relevant documentation 
must be gathered (case notes, x-rays, prescription charts) and the patient 
identification checked before sending with the patient. The patient’s identity band 
must be in place to allow other units to confirm identity of the patient. 

  
 6.18  Incident Reporting 

Misidentification of the patient can result in wrong diagnosis, treatment, procedure, 
medication, blood transfusion, all of which can result in minor to major incidents, even 
death. For any incident where a patient does not have a wristband and has been 
misidentified or injured due to the absence of a wristband, employees should report 
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this to the person in charge, supervisor or senior manager straight away and 
complete online Datix form on Datix web as soon as possible. Managers should 
investigate the incident and ensure that where necessary actions are completed 
following investigation. This may include a full review of tests, treatment and 
medications and informing ward and clinical staff. Examples may include: 
 
 Wrong addressograph labels in case notes 
 Wrong information on identity band 
 No identity band 
 Misidentification of documentation within the case notes 
 Incorrect spelling of first name or surname 
 Misidentification of x-rays 
 Misidentification of investigation requests 
 Misidentification of appointments 
 Duplicate registration on PAS, these must be reported immediately to Health 
 Records, as this constitutes a clinical risk. 
 
In addition to reporting incidents of misidentification other actions may be necessary 
for example: 
 If the patient’s details are wrong on their e-record it is essential that this is 
 updated immediately and identification produced using the correct 
 information. 
 If a patient has an investigation using the wrong patient details, as soon as the 

error is discovered the Laboratory/X-ray/Medical physics, etc., must be 
informed of the incident and the investigation repeated wherever possible, or 
the record updated with the correct information. The Duty of Candor must be 
conducted with an apology made to the patient and/or the relative/carer where 
appropriate. An investigation, involving a root cause analysis, must take place 
to find out how the error occurred. Where applicable the incident must be 
reported to any appropriate regulatory body. 

 Where the patient receives the wrong treatment, drugs, blood, etc., the 
treatment/drugs/blood must be stopped immediately and the patient must 
receive any treatment appropriate to that specific situation. In addition the Duty 
of Candor must be undertaken with the patients and in the case of blood 
transfusion, the lab and the transfusion nurse must be informed as soon as 
possible. An apology must be made to the patient and/or relative/carer where 
appropriate. A full investigation must be carried out, involving a full root cause 
analysis, to establish exactly what happened and an action plan be 
implemented to prevent the same thing occurring again. 

 
7. Training 
Training will be provided within wards. 
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8. Stakeholder Engagement and Communication 
The contents of this policy has been discussed with the relevant stakeholder including 
medical and nursing staff. 
 
9. Approval and Ratification 
Approval and ratification from the Nursing, Midwifery & Allied Health Professional Board, 
chaired by the Chief Nurse. 

 
10. Dissemination and Implementation 
Policy will be circulated through ASPIRE and located on the Trust intranet site, 
within the patient care section of Trust policies. 
 
11. Document Control and Archiving 
The current and approved version of this document can be found on the Trust’s intranet 
site. Should this not be the case, please contact the Corporate Quality team. 
Previously approved versions of this document will be removed from the intranet by 
Corporate Quality team and archived on the Corporate Quality shared drive. Any requests 
for retrieval of archived documents must be directed to the Risk and Safety team. 

12. Monitoring compliance with this Policy 
The Trust will use a variety of methods to monitor compliance with the processes in this 
document, including the following methods: 
 
 
 
 
 
 
 
 
 

 
Measurable Monitoring/ Frequency of Responsibility Monitoring 
Policy Audit monitoring for performing reported to 
Objective method   the monitoring which groups/ 

committees, inc 
responsibility for 
reviewing action 
plans 

All policies will Audit At least Deputy Chief NMAHPB 
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be reviewed by 
the author at 
least annually to 
ensure that 
they remain valid 
and in date. 
 

  annual Nurse – 
Corporate 
Services 
 
Quality Lead 

  

  

The Trust may undertake additional monitoring of this policy as a response to the 
identification of any gaps, or as a result of the identification of risks arising from the policy 
prompted by incident review, external reviews or other sources of information and advice. 

This monitoring may include commissioned audits and reviews, detailed data analysis 
or another focused study, for example. Results of this monitoring will be reported to the 
committee and/or individual responsible for the review of the process and/or the risks 
identified. 

Monitoring at any point may trigger a policy review if there is evidence that the policy 
is unable to meet its stated objectives.  

13. Supporting References / Evidence Base 

 
The underlying aims, beliefs, statutes, regulation, papers, website, etc. upon  which 
the policy has been based: 
 
NPSA (2005) Wristband for hospital inpatients improves safety. Safer Practice 
Notice No.1, November. 

NPSA (2007) Standardising Wristbands Improves Patient Safety. Safer Practice 
Notice No.24, July. 

Patient Safety Alert NHS/PSA/RE/2018/008: Safer temporary identification criteria for     
 unknown or unidentified patients December 2018. 

Alexander MA, Henderson J and Embrey D (2004) Mismatching between Planned and 
Actual treatments in Medicine – Manual Checking Approaches to Prevention. Available at 
www.npsa.nhs.uk/EasysiteWeb/getresource.axd?AssetID=3453 [accessed 8 December 
2010] 

National Patient Safety Agency. (2004) Right patient – right care (Framework for Action). 
Improving patient safety through better manual and technology-based systems for 
identification and matching of patients and their care. London. Available at 
www.npsa.nhs.uk [accessed 8 December 2010] 

National Patient Safety Agency Safer Practice Notice Number 24, (2007) Standardising 
wristbands improves patient safety, Available via www.npsa.nhs.uk [accessed 6 
December 2010] 
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www.nrla.nspa.nhs.uk/resources/?entryid45=59824 [accessed 6 December 2010] 

National Patient Safety Agency (2007) Standardising Hospital Wristbands (Patient 
Briefing) Available at www.nrla.npsa.nhs.uk/resources/?entryid45=59824  

Stainsby D, et al, on behalf of the Serious Hazards of Transfusion (SHOT) Steering Group 
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Background 
 Description of the aims of the policy 
 Context in which the policy operates 
 Who was involved in the Equality Impact Assessment 

  Purpose 
The aim of this policy is to ensure that at all times, the identity of each patient is known with a high 
degree of certainty and that all inpatients wear Identity bands that identify them and match them to 
their care. Patients in our care should be able to have confidence that procedures and guidance are 
in place to ensure that they are correctly identified. National guidance from the National Patient 
Safety Agency provides the framework for this local guidance to ensure that inpatients are correctly 
identified thus reducing the risk of incorrect treatments and documentation. 

Methodology 
 A brief account of how the likely effects of the policy was assessed (to include race and 

ethnic origin, disability, gender, culture, religion or belief, sexual orientation, age) 
 The data sources and any other information used 
 The consultation that was carried out (who, why and how?) 

The policy is unlikely to have a direct effect on a patient’s ethnic origin, disability, gender, culture, 
religion or belief, sexual orientation or age. 
The use of identity bands is an accepted way of correctly identifying patients and all patients should 
be informed of the rationale for their use on admission. Patients should be particularly advised that 
the use of identity bands reduces risk and helps to improve safety across the spectrum of care 

Key Findings 
 Describe the results of the assessment 
 Identify if there is adverse or a potentially adverse impacts for any equalities groups 

N/A 

Conclusion 
 Provide a summary of the overall conclusions 

There is no effect on ethnic origin, disability, gender, culture, religion or belief, sexual orientation, 
age 

Recommendations 
 State recommended changes to the proposed policy as a result of the impact assessment 
 Where it has not been possible to amend the policy, provide the detail of any actions that 

have been identified 
 Describe the plans for reviewing the assessment 

No changes required  
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Guidance on Equalities Groups 

Race and Ethnic origin (includes gypsies and 
travelers) (consider communication, access to 
information on services and employment, and 
ease of access to services and employment) 

 Religion or belief (include dress, individual 
 Care needs, family relationships, dietary 
 Requirements andspiritual needs for  
 consideration) 

Disability (consider communication issues, 
access to employment and services, whether 
individual care needs are being met and  
whether the policy promotes the involvement of 
disabled people) 

  Sexual orientation including lesbian, gay 
and bisexual people (consider whether the 
policy/service promotes a culture of openness 
and takes account of individual needs 

Gender (consider care needs and employment 
issues, identify and remove or justify terms  
which are gender specific) 

 Age (consider any barriers to accessing 
services or employment, identify and remove or 
justify terms which could be ageist, for example, 
using titles of senior or junior) 

Culture (consider dietary requirements, family 
relationships and individual care needs) 

 Social class (consider ability to access services 
and information, for example, is information  
provided in plain English?) 
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Appendix 2. 

Checklist for the Review and Approval of Documents  

To be completed (electronically) and attached to any document which guides practice 
when submitted to the appropriate committee for approval or ratification. 

Title of the document: 

Policy (document) Author:  

Policy (document) Owner: 

    Yes/No/  
Unsure/  

NA 
Comments 

1. Title     

  Is the title clear and unambiguous? Y   

  Is it clear whether the document is a 
guideline, policy, protocol or standard? 

Y 
  

2. Scope/Purpose     

  Is the target population clear and 
unambiguous? 

Y 
  

  Is the purpose of the document clear? Y   

  Are the intended outcomes described? Y   

  Are the statements clear and 
unambiguous? 

Y 
  

3. Development Process     

  Is there evidence of engagement with 
stakeholders and users? 

Y 
  

  Who was engaged in a review of the 
document (list committees/ 
individuals)? 

Y 

  

  Has the policy template been followed 
(i.e. is the format correct)? 

Y 
  

4. Evidence Base     

  Is the type of evidence to support the 
document identified explicitly? 

Y 
  

  Are local/organisational supporting 
documents referenced? 

Y 
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    Yes/No/  

Unsure/  
NA 

Comments 

  
Does the document identify which 
committee/group will approve/ratify it? Y 

The Nursing & Midwifery Leadership 
Committee, following consultation with 
medical and nursing staff 

  If appropriate, have the joint human 
resources/staff side committee (or 
equivalent) approved the document? 

n/a 

  

5. Dissemination and Implementation     

  Is there an outline/plan to identify how 
this will be done? 

Y 
  

  Does the plan include the necessary 
training/support to ensure compliance? 

Y 
  

6. Process for Monitoring Compliance     

  Are there measurable standards or KPIs 
to support monitoring compliance of the 
document? 

Y 

  

7. Review Date     

  Is the review date identified and is this 
acceptable? 

Y September 2021 

8. Overall Responsibility for the Document     

  Is it clear who will be responsible for 
coordinating the dissemination, 
implementation and review of the 
documentation? 

Y 

  

9.  Equality Impact Assessment (EIA)     

  Has a suitable EIA been completed? Y   
 

Committee Approval: Nursing, Midwifery & Allied Health Professional Board 

If the committee is happy to approve this document, please complete the section below, date it and return 
it to the Policy (document) Owner 

Name of  
Chair 

Sue Tranka Date October 2019 

 


