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CORRECT PATIENT IDENTIFICATION PRIOR TO ANY  
CARE INTERACTION 

 
Ensuring correct patient identification prior to any episode of care is fundamental to the delivery of safe 
health care.  Using person-specific identifiers to confirm that patients receive the service or procedure 
intended for them can prevent harmful events such as administering the wrong medication or blood product 
to a patient, or performing the wrong surgery or diagnostic test on a patient.   
 
In February 2017, a similar Patient Safety Alert (16/17 – 04) was issued, specifically related to the 
identification of patients prior to blood transfusion.  Failure to correctly identify patients prior to any 
intervention continues to result in harm to patients.  

 

RECOMMENDATIONS  
 

The Ministry of Health recommends all regional health authorities and health care 
organizations: 

 Have a process in place to ensure correct patient identification prior to performing 
any care or procedure.  The process will require at least two person-specific 
identifiers are used to confirm the patient receives the service or procedure 
intended for them.   

 Ensure the process is in accordance with applicable standards from Accreditation 
Canada, and that staff are trained and comply with the process.  

 Encourage patients and their families to be active participants in correct 
identification of the person and procedure.  Organizations should encourage 
patients to discuss concerns about their care with staff prior to any procedure or 
investigation.   

 

Supporting Documents: 

1. Accreditation Canada Required Organizational Practices 2017 (v2) – Client Identification.   
 

2. Patient Safety Solutions Volume 1, Solution 2/May 2007.  The Joint Commission, The Joint 
Commission International, and The World Health Organization.   
http://www.who.int/patientsafety/solutions/patientsafety/PS-Solution2.pdf 
 

http://www.who.int/patientsafety/solutions/patientsafety/PS-Solution2.pdf
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Ministry of Health, Regional Health Authorities  
and Saskatchewan Cancer Agency 

3. Association of Surgical Technologists – Standards of Practice for Patient Identification, Correct 
Surgery Site and Correct Surgical Procedure.  
http://www.ast.org/uploadedFiles/Main_Site/Content/About_Us/Standard%20Patient%20Identifi
cation,%20Correct%20Site%20Surgery,%20Correct%20Surgical%20Procedure.pdf 
 
 

Background of Critical Incidents 
 
Critical incident #1 - A patient booked for left cataract surgery received the wrong intraocular lens during 
the surgery.  At the time of surgery, there were two charts in use for each patient – one belonging to the 
health region, and one belonging to the surgeon’s office.  The error was recognized by the surgeon when 
the surgeon’s office chart for the next patient scheduled for surgery could not be located.  The patient who 
received the wrong intraocular lens received a second surgery to remove the incorrect lens and implant the 
correct one.   
 
Critical incident #2 - A staff member in ambulatory care called out the first name of a patient into a waiting 
room full of patients awaiting a medical procedure.  A patient with that first name came into the treatment 
area where the wrong procedure was performed on the patient.  The patient’s name band was not 
checked, nor was there confirmation of the last name prior to the procedure.  There was no sedation or 
anesthetic administered prior to the procedure.  The error was identified following the procedure.  The two 
patients that were scheduled for different medical procedures shared the same first name, but not the last.   
 
 
Contributory Factors and Analysis 
 
In critical incident #1, the Surgical Safety Checklist was completed, but checked against information from 
only the health region chart.  The surgeon’s office chart was also used in the operating room, however this 
chart did not undergo identification and verification with the patient’s name band. The wrong lens was 
implanted during the surgery when the surgeon’s office chart belonging to a different patient was used for 
reference.   
 
In critical incident #2, the last name of the patient was not called out and the patient did not question the 
procedure performed.  The patient identification should have been verified at the point of care.  
 
 
 
 
 
Patient safety alerts may be issued by the Ministry of Health following the review of at least one critical incident reported to the Ministry.  A 
critical incident is defined as a serious adverse health event including, but not limited to, the actual or potential loss of life, limb or function 
related to a health service provided by, or a program operated by, a regional health authority, Saskatchewan Cancer Agency or health care 
organization.   
 
The purpose of a patient safety alert is to recommend actions that will improve the safety of patients who may be cared for under similar 
circumstances.  Recommendations are intended to support the development of best practices and to act as a framework for improvement and 
can be adapted to fit the needs of the health service organization.  When possible, policies or initiatives that have been developed by RHAs or 
the Saskatchewan Cancer Agency will be shared, to encourage adoption of similar policies or actions. 

http://www.ast.org/uploadedFiles/Main_Site/Content/About_Us/Standard%20Patient%20Identification,%20Correct%20Site%20Surgery,%20Correct%20Surgical%20Procedure.pdf
http://www.ast.org/uploadedFiles/Main_Site/Content/About_Us/Standard%20Patient%20Identification,%20Correct%20Site%20Surgery,%20Correct%20Surgical%20Procedure.pdf
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REQUIRED ORGANIZATIONAL  
PRACTICES 2017  (v2) 

CLIENT IDENTIFICATION 
This ROP is found in most service-based sets of standards, see table on page 71. 

Working in partnership with clients and families, at least two person-specific identifiers are used to 
confirm that clients receive the service or procedure intended for them. 

GUIDELINES 
Using person-specific identifiers to confirm that clients receive the service or procedure intended for them can avoid 
harmful incidents such as privacy breaches, allergic reactions, discharge of clients to the wrong families, medication errors, 
and wrong-person procedures.  
 
The person-specific identifiers used depend on the population served and client preferences. Examples of person-specific 
identifiers include the client’s full name, home address (when confirmed by the client or family), date of birth, personal 
identification number, or an accurate photograph. In settings where there is long-term or continuing care and the team 
member is familiar with the client, one person-specific identifier can be facial recognition. The client’s room or bed number, 
or using a home address without confirming it with the client or family, is not person-specific and should not be used as an 
identifier.  
 
Client identification is done in partnership with clients and families by explaining the reason for this important safety 
practice and asking them for the identifiers (e.g., “What is your name?”). When clients and families are not able to provide 
this information, other sources of identifiers can include wristbands, health records, or government-issued identification. 
Two identifiers may be taken from the same source.  

TESTS FOR COMPLIANCE 
Major At least two person-specific identifiers are used to confirm that clients receive the service or procedure intended for them, in 

partnership with clients and families. 

REFERENCE MATERIAL 
 Allworth, S., Lapse, P., Kelly, J (2008). Technology Solutions to Patient Misidentification - Report of Review. Australian Commission on 

Safety and Quality in Health Care. Sydney, Australia. www.safetyandquality.gov.au/wp-content/uploads/2012/01/19794-
TechnologyReview1.pdf  

 World health Organization (2007). Patient Identification. Patient Safety Solutions. 
www.who.int/patientsafety/solutions/patientsafety/PS-Solution2.pdf 
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WHO Collaborating Centre for Patient Safety Solutions Aide Memoire

Statement of Problem and Impac t:
Throughout the health-care industry, the failure to correctly 
identify patients continues to result in medication errors, trans-
fusion errors, testing errors, wrong person procedures, and the 
discharge of infants to the wrong families. Between November 
2003 and July 2005, the United Kingdom National Patient 
Safety Agency reported 236 incidents and near misses related 
to missing wristbands or wristbands with incorrect informa-
tion (1). Patient misidentification was cited in more than 100 
individual root cause analyses by the United States Department 
of Veterans Affairs (VA) National Center for Patient Safety from 
January 2000 to March 2003 (2). Fortunately, available in-
terventions and strategies can significantly reduce the risk of  
patient misidentification.

▶

Patient  Ident i f icat ion

Patient Safety Solutions 
| volume 1, solution 2 | May 2007

Associated Issues:
The major areas where patient misidentification can occur 
include drug administration, phlebotomy, blood transfusions, 
and surgical interventions. The trend towards limiting working 
hours for clinical team members leads to an increased number 
of team members caring for each patient, thereby increasing 
the likelihood of hand-over and other communication prob-
lems (3). Because patient misidentification is identified as a 
root cause of many errors, the Joint Commission, in the United 
States of America, listed improving patient identification accu-
racy as the first of its National Patient Safety Goals introduced 
in 2003, and this continues to be an accreditation requirement 
(4). While in some countries wristbands are traditionally used 
for identifying hospitalized patients, missing bands or incor-
rect information limit the efficacy of this system. Colour cod-
ing of wristbands facilitates rapid visual recognition of specific 
issues, but the lack of a standardized coding system has lead 
to errors by staff who provide care at multiple facilities (5). 

▶

There are newer technologies which can improve patient iden-
tification, for example, bar coding. Some of these have proved 
to be cost-effective (6-11).

Regardless of the technology or approach used for accu-
rately identifying patients, careful planning for the processes 
of care will ensure proper patient identification prior to any 
medical intervention and provide safer care with significantly  
fewer errors.

Suggested ac tions:
The following strategies should be considered by WHO 
Member States.

Ensure that health-care organizations have systems in 
place that:

Emphasize the primary responsibility of health-care 
workers to check the identity of patients and match 
the correct patients with the correct care (e.g. labora-
tory results, specimens, procedures) before that care  
is administered.

Encourage the use of at least two identifiers (e.g. name 
and date of birth) to verify a patient’s identity upon ad-
mission or transfer to another hospital or other care set-
ting and prior to the administration of care. Neither of 
these identifiers should be the patient’s room number.

Standardize the approaches to patient identification 
among different facilities within a health-care system. 
For example, use of white ID bands on which a stand-
ardized pattern or marker and specific information (e.g. 
name and date of birth) could be written, or 
implementation of biometric technologies.

▶

1.

a.

b.

c.
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Provide clear protocols for identifying patients who 
lack identification and for distinguishing the iden-
tity of patients with the same name. Non-verbal 
approaches for identifying comatose or confused 
patients should be developed and used.

Encourage patients to participate in all stages of the 
process.

Encourage the labeling of containers used for blood 
and other specimens in the presence of the patient.

Provide clear protocols for maintaining patient sam-
ple identities throughout pre-analytical, analytical, 
and post-analytical processes.

Provide clear protocols for questioning laboratory 
results or other test findings when they are not con-
sistent with the patient’s clinical history.

Provide for repeated checking and review in order 
to prevent automated multiplication of a computer 
entry error. 

2.	 Incorporate training on procedures for checking/
verifying a patient’s identity into the orientation and 
continuing professional development for health-care 
workers. 

3.	 Educate patients on the importance and relevance of 
correct patient identification in a positive fashion that 
also respects concerns for privacy.

Looking Forward:
Consider implementation of automated systems (e.g. 
electronic order entry, bar coding, radiofrequency 
identification, biometrics) to decrease the potential for 
identification errors, where feasible.

Strength of E vidence:
Expert consensus and reports of significant error reduc-
tion from individual facilities after implementing revised 
patient identification processes. 

Applicabilit y:
In all health-care settings.

Opportunities for Patient and 
Family Involvement:

Educate patients about the risks related to patient 
misidentification.

Ask patients or their family members to verify identifying 
information to confirm that it is correct.

Ask patients to identify themselves before receiving any 

d.

e.

f.

g.

h.

i.

▶

▶

▶

▶

▶

▶

▶

▶

▶

▶

medication and prior to any diagnostic or therapeutic 
interventions. 

Encourage patients and their families or surrogates to be 
active participants in identification, to express concerns 
about safety and potential errors, and to ask questions 
about the correctness of their care. 

Potential Barriers:
Difficulty in achieving individual behaviour change to 
comply with recommendations, including the use of 
short cuts and workarounds.

Process variation among organizations within a geo-
graphic area.

Process variation where there may be regional facilities 
staffed by the same practitioners (for example, colour-
coded wrist bands with different meanings in different 
organizations).

Costs associated with potential technical solutions.

Integration of technology within and across 
organizations.

Perception by health-care providers that relationship 
with the patient is compromised by repeated verification 
of patient identity.

Technological solutions that fail to consider the reality of 
clinical care settings.

Increase in staff workload and time spent away from  
patient care.

Typing and entry errors when registering patients on 
computerized systems.

Cultural issues, including:

Stigma associated with wearing an identification 
band.

High risk of patient misidentification due to name 
structure, close similarity of names, and inaccura-
cies in birth dates for elderly patients.

Patients using health cards belonging to other indi-
viduals, in order to access services.

Clothing that conceals identity.

Lack of familiarity with local names for increasing 
number of foreign health-care workers.

Insufficient generally accepted research, data, and 
economic rationale regarding cost-benefit analy-
sis or return on investment (ROI) for implementing  
these recommendations.

▶

▶

▶

▶

▶

▶

▶

▶

▶

▶

▶

▶

►

►

►

►

►

▶



EXAMPLE OF
Patient Identifi cation

Policy

Admission

Patient

Patient 
Identifi ers

Intervention

Emphasize that health-care providers have primary responsibility for checking/verifying a 
patient’s identity, while patients should be actively involved and should receive education on 
the importance of correct patient identifi cation.

Upon admission and prior to the administration of care, use at least two identifi ers to verify a 
patient’s identity, neither of which should be the patient’s room number.

Standardize the approaches to patient identifi cation among different facilities within a 
health-care system. For example, use white ID bands on which a standardized pattern or 
marker and specifi c information (e.g. name and date of birth) would be written.

Develop an organizational protocol for identifying patients without identifi cation or with 
the same name.

Use other non-verbal approaches, such as biometrics, for comatose patients.

►

►

►

Even if they are familiar to the health-care provider, check the details of a patient’s 
identifi cation to ensure the right patient receives the right care.

Involve patients in the process of patient identifi cation.

This example is not necessarily appropriate for all health-care settings. 

Risks for Unintended 
Consequences:

Not assessing the basic processes for care while be-
coming preoccupied with technical and non-technical  
devices or solutions.

Reliance on technical solutions without adapting the 
workflow process related to the new support systems.

Reliance on imperfect technical solutions as if they  
were perfect.

▶

▶

▶

▶

Elimination of human checking processes when auto-

mated systems are implemented.

Rapid replication of errors in linked computer systems 

masking patient identification errors.

Possible compromising of patient confidentiality and  

privacy by standardized identification systems.

▶

▶

▶
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