THE LEEDS TEACHING HOSPITALS NHS TRUST

POLICY FOR THE 

POSITIVE IDENTIFICATION OF PATIENTS
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1. 
INTRODUCTION
This policy aims to assist all staff to positively and safely identify patients while taking account of key principles relating to privacy and confidentiality.

The clinical professions have stringent requirements in their codes of ethics and conduct with regard to confidentiality (NMC 2002, NHSE 1999). Each patient must be treated with respect for his/her right to privacy, dignity and confidentiality. However it is important that confidentiality issues do not hinder the provision of prompt and effective patient care (NHSE 1999). In practice this is often a difficult balance. 

This policy also confirms the requirement for effective communication, care planning and comprehensive documentation. 

2.
POLICY STATEMENT
· All staff must positively identify a patient prior to delivery of care or treatment
· All inpatients/daycases must wear a Trust agreed identification bracelets (wristband) for the duration of their stay
· The principles of positive identification apply equally to outpatient settings. There are some instances when an identification bracelet must be used (see section 3.3)
· It is the responsibility of the admitting nurse/midwife to positively identify the patient and issue the identification bracelet. If a member of staff removes the identification bracelet, it is their responsibility to make sure it is replaced
· Any member of staff that discovers a patient does not have an identification bracelet, has to assume responsibility for correctly identifying the patient and take responsibility for ensuring an identification bracelet is issued
· The identification bracelet should be placed, where possible, on the dominant arm (eg arm used for writing) as it is less likely to be removed when, for example, intravenous access lines are inserted (NPSA, 2005)
· Within Maternity Units and Neonatal Units, babies must have two identification bracelets

· The identification bracelet must state:
Patient’s forename & surname

Unit number

Date of birth

Ward (or equivalent)

See paragraph 3.14 for identification of new born babies

· A red alert band must be used for patients with an allergy or sensitivity (see paragraph 3.11)
· Information on the bed head and/or communication boards should be the patient’s forename and surname and medical consultant
· The principles of positive identification of the patient apply equally to the completion of request cards
· In the event of a major incident, the Major Incident Plan will initially apply (see 3.17)
3.
POLICY EFFECT
Roles and Responsibilities

3.1  
All staff must positively check the identification of the patient prior to the delivery of any treatment or care. Positive identification involves asking the patient ‘What is your name?’ and ‘What is your date of birth?’. This should be cross-referenced with either the medical or nursing notes or an identification bracelet worn by the patient.
3.2
Whenever a patient is transported from a ward or department for investigations or treatment, a positive identification must take place and be confirmed by a member of staff responsible for the care of the patient. The receiving area should confirm the identification of the patient.   

3.3
All of the following LTHT patients must wear an identification bracelet for the duration of their stay:
· inpatients 

· day cases

· outpatients when receiving blood transfusions or invasive treatments
· outpatients where it is professionally judged there is a risk of injury or harm to patients that would be reduced by the use of an identification bracelet 

eg patients receiving sedation 
· non-ambulatory patients attending Accident & Emergency department with Glasgow Coma Score of less then 15
· ambulatory patients attending Accident & Emergency department where it is professionally judged to be appropriate eg patients with confusion

· all patients in Accident & Emergency department where a decision to admit has been made
3.4
On admission to the hospital or transfer within clinical areas, it is the responsibility of the admitting nurse/midwife to positively identify the patient. This should be done both verbally with the patient (as far as possible) by asking ‘What is your name?’ and ‘What is your date of birth?’ and by reference to the medical notes. For patients who are unable to verbally confirm their own identities, confirmation may be gained from relatives or carers. When required, an up-to-date identification bracelet should be issued and applied to the patient’s wrist or ankle. Thereafter it is the responsibility of any nurse/midwife caring for the patient to ensure that the patient is wearing an identification bracelet.

3.5
If the identification band is removed at any time during the patient’s stay, it is the responsibility of whoever has removed it to ensure it is replaced. Where the patient has removed it, it is the responsibility of the nurse/midwife caring for the patient to ensure that the patient is wearing an identification bracelet.

3.6
All patient information must be handwritten in capitals on the Trust agreed identification bracelets using black ballpoint pen.

3.7 If a patient transfers ward/department, the identification bracelet must be checked on admission to the new clinical area and updated with the new ward/department details.
3.8 
The following information is all that is required on the bracelet:

· Patient’s forename and surname

· Unit number

· Date of birth

· Ward (or equivalent)

3.9 
In an emergency, if the hospital unit number is not available the Accident & Emergency number should be used.  In circumstances where the patient’s name is not known, the identification bracelet must state ‘Male (or Female) Unknown’ and state the Accident & Emergency number. (NB: in this situation and if the patient requires a blood transfusion, the identification bracelet should not be removed until a new transfusion sample with the hospital unit number has been taken)
3.10  The use of red alert bands is compulsory if the patient has a history of or develops an allergy or sensitivity. The allergy or sensitivity should be recorded on the alert band.

3.11  
Medical conditions that could cause an unexpected clinical emergency                eg ‘Diabetic’ should only be written on the red alert band with the informed agreement of the patient or parent. In patients without the capacity to agree, the nurse/midwife should make the decision on behalf of the patient by considering his/her best interests in respect of having this information easily available. There is a risk of stigmatising patients when using red alert bands to specify medical conditions. This risk needs to be carefully considered and balanced against the risk of an unexpected clinical emergency that could harm the patient.

3.12  There may be instances where a patient already wears a medic-alert.  In these cases, there should not be a need for an additional alert band unless the medic-alert has to be removed, for example if the patient is undergoing surgery or MRI scan.

3.13
If the patient or parent has any objections to the wearing of an identification bracelet, the nurse/midwife should ensure the patient is informed of the risks. Any communication issues should be addressed to ensure the patient or parent fully understands eg interpreter may be necessary.   The patient’s preference should be documented in the patient’s record. The patients’ consultant should be informed. 

Identification of the new born

3.14 Two identification bracelets must be used to identify newborns. Each one should state the baby’s mother’s name and hospital number, sex of the baby and the date and time of birth.

3.15 
The identification bracelets should be placed on each ankle of the baby at birth with the details having been checked by the mother or father of the baby.

3.16 
If transferred to the neonatal unit, the baby will have two identification bracelets applied with his/her own name, date of birth and individual hospital number. If the baby is transferred back to the post-natal ward he/she will retain these identification bracelets until discharge.
Major Incident (MAJAX)
3.17
In the event of a major incident all incident patients will be identified as per the A&E Major Incident Plan, until such time as their identity is confirmed.  At which time incident patients will be identified as per this policy.
Bed or cot head labels

3.18 The information on any bed head label should be made with due regard for the patient’s privacy, dignity and confidentiality and balanced with the safety of the patient.
3.19 The only information required on the bed head label is:

· Patient’s forename and surname

· Medical Consultant’s name

3.20
The only information required on the cot head label is:

· Baby/Mother’s surname

· Date and time of the birth 

· Sex of baby.

3.21 
If the patient is being prepared for anaesthesia or sedation, a ‘nil by mouth’ sign should be displayed for the duration of the fasting period.

3.22 
In some instances, symbols may be appropriate, with the agreement of the patient eg patients who are visually impaired may wish to have this depicted.  

Completion of request cards

3.23 
The need for the correct identification of patients also applies to request cards for clinical investigations. Ideally, the person signing the request card should complete all the fields on the card themselves. Where this is not possible, the signatory (who must be an authorised referrer as defined in Trust IR(ME)R Procedures and Protocols) will be held responsible for the accuracy of all the data on the card, including the patient identification details.

3.24 
The person completing the request card is responsible for ensuring that the patient identification information on the card is correct and that the identified patient is the one for whom the investigation is intended.  

3.25 
The practice of bulk pre-signing blank request cards is dangerous and unacceptable. 

3.26 
The standards for labelling of request cards and specimens for pathology investigations should be adhered to (available on the intranet).  

Patient information/communication boards

3.27 
Other than the patient's name, no patient identifiable information may be written on ward whiteboards, notice boards or other systems on public view.

3.28 
Where possible whiteboards should be positioned out of direct public view.

4.
EQUALITY AND DIVERSITY STATEMENT

The Leeds Teaching Hospitals NHS Trust is committed to ensuring that, as far as is reasonably practicable, the way we provide services to the public and the way we treat our staff reflects their individual needs and does not discriminate against individuals or groups on any grounds.  
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8.    EQUALITIES IMPACT ASSESSMENT – Trust policies are required, where relevant, to meet the statutory equality duties 

Policy Title:   Policy For The Positive Identification of Patients 

	Section 1 Screening

	Does this policy or procedure impact on staff patients or public?
S    = Staff 

PA = Patients

PU = Public  

(enter below)
	How relevant is the policy to achieving the duties under race legislation? 
0 = none

1 = a little

2 = some

3 = very

 (enter below)
	How relevant is the policy to achieving the duties under disability legislation

0 = none

1 = a little

2 = some

3 = very

(enter below)
	How relevant is the policy to achieving the duties under gender legislation

0 = none

1 = a little

2 = some

3 = very

(enter below)
	Could this policy   disadvantage any group due to Race, Disability or Gender 

R = Race

D = Disability

G = Gender
N = None

(enter below)

	S, PA


	0
	0
	0
	N

	Section 2 Assessing impact

	Please specify  in the relevant box any thing that you have included in the policy which helps to  meet the Race Disability or Gender Equality Duties* 

Please put NA if this is not applicable


	Race
	Disability
	Gender

	· 
	The policy is inclusive and applies to all patients

	The policy is inclusive and applies to all patients

	The policy is inclusive and applies to all patients



* The equality duty is to eliminate unlawful discrimination and promote equality of opportunity and good relations between different groups. 
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