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Concept and importance of patient identification

for patient safety

Hokee Yum, MD

Department of Internal Medicine, Seoul Paik Hospital, Inje University College of Medcine, Seoul, Korea

Patient identification (PI) errors have been one of the most serious global healthcare quality issues for patient safety.
Errors in Pl are the root causes of many adverse events. Patient identification is the very first International Patient Safety
Goal; however the current healthcare system is not culturally or structurally organized for preventing Pl errors. The
general procedures for the prevention of Pl errors include using at least two identifiers, checking of accurate wristbands,
standardizing the Pl process, and eliminating shortcuts. Standardized protocols such as a good surgical site mark, a
surgical checklist, the mandatory ‘time-out’, and the rule of the five rights for safe medication should be applied.
For example, the surgical checklists have significantly improved mortality and decreased complications from surgery.
During patient interactions, patients should be treated as partners in efforts to prevent all avoidable harm in healthcare.
For example, patients should state their identifiers rather than be asked to confirm their identifiers. All healthcare
professionals should receive training in patient safety concepts and strategies to enhance patient participation.

For the future prevention of Pl errors, patient photographs on wristbands, barcodes, biometric markers, fingerprints,
retina scans, radiofrequency identification chips, and framework checklists for identifying a range of clinical care
processes will ideally be available to healthcare professionals for improving patient safety and clinical outcomes. , The
changes are sometimes not pleasant but if we have to accept the changes, the changes should be started from me for

the safety of everyone and every time in all healthcare services.
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Table 1. Causes of patient identification errors

Causal factor Content

Human factors High workload environment

Fatigue

Multiple team members

Diffusion of authority/lack of accountability
Team communication

Change of personnel

Haste

Inexperience

Incompetence

Other cognitive factors

Patient factors Sedation or anesthesia

Patient not consulted before block or anesthesia
Patient confusion of side, site, or procedure

Inability to engage patient (e.g., young child or
decreased competence)

Patient ignorance

Patient has common name or same name as another
patient in hospital

Procedure factors  Wrong side draped/prepped
Similar or same procedures back to back in same room

Patient position or room changed prior to initiating
procedure

Not observing marked site/marking wrong site

Not cross-checking for consistency in consent form,
patient chart, or operation room booking form

From The Joint Commission. Improving patient and worker safety: opportunities
for synergy, collaboration and innovation [Internet]. Oakbrook Terrace: The Joint
Commission; 2012 [9].
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Yum H - Who's who in the patient safety?

Admission

v

Using at least two identifiers

Standardized protocol and process

Eliminating work-arounds or shortcuts

Let the patients tell us their identifiers rather
than asking them identifiers

Accurate and checking wristbands, biometric
chip

Patient
identification

O

Feedback

Error reporting and learning system
Continuous quality improvement system

Figure 1. Protocol of patient identification in health care organization.
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Table 2. The Speak up campaign of the Joint Commission

Actions How to do actions

Speak up Speak up if you have questions or concerns. If you still
don’t understand, ask again. It's your body and you have

a right to know.

Pay attention Pay attention to the care you get. Always make sure you’re
getting the right treatments and medicines by the right
health care professionals. Don’t assume anything.

Educate Educate yourself about your illness. Learn about the

medical tests you get, and your treatment plan.

Ask Ask a trusted family member or friend to be your advocate
(advisor or supporter).

Know Know what medicines you take and why you take them.
Medicine errors are the most common health care

mistakes.

Use Use a hospital, clinic, surgery center, or other type of health
care organization that has been carefully checked out. For
example, The Joint Commission visits hospitals to see if
they are meeting The Joint Commission’s quality
standards.

Participate in all decisions about your treatment. You are
the center of the health care team.

Participate

From The Joint Commission. Facts about Speak Up initiatives [Internet]. Oakbrook
Terrace: The Joint Commission [19].
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