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Introduction 

The success of many treatments and activities within the trust depends on ensuring that correct patient identity has been established.  These guidelines have been developed to provide guidance for achieving this.  Patient identification is an essential stage in care processes as there could be significant consequences if an error is made.  

Patient misidentification is increasingly recognised as a problem within healthcare.  Between February 2006 and January 2007, the National Patient Safety Agency (NPSA) received over 24,000 reports of patients being wrongly identified and mismatched with their care.  Missing ID bands increase the risk to patients being incorrectly identified and then given the wrong care (NPSA 2005).  The Serious Hazards of Transfusion (SHOT) annual report 2000/2001 identified incorrect blood component transfused as the most frequently reported incident related to blood transfusion.  Reducing and, where possible, eliminating these errors is central to improving patient safety. Many of these errors result in little or no harm but can be distressing for patients and for staff. Some result in serious, lasting harm, such as chronic pain, undiagnosed cancers, blindness and even death. 

ID bands however do not remove individual clinician’s responsibility to check patient’s identity.  They are an important way of validating identification.  

If a patient is unable to wear an ID band due to their clinical condition an alternative method of identification, where possible, should be sought, e.g. label affixed to the patient’s gown.  

If a patient refuses to wear an ID band a risk assessment should be undertaken and the patient should be clearly told the risks associated with not wearing an ID band.  The discussion and reason should be clearly documented in the patient’s records.  

· Never be complacent, always check the patient’s identity 

· Do not rely on patient’s to correctly identify themselves.  Some patients will agree to anything you say to them 

· Take care how you use addressograph labels 

· Check legibility of ID band each time, replace if incorrect or illegible

· Do not perform two tasks at the same time that require patient identification, e.g. Intravenous drugs, venepuncture.

It is the responsibility of all managers in the Trust to ensure that all their appropriate staff are aware of this policy and implement what it says.  This policy will be taught on relevant training and education programmes.  

Identification bands
The ID band minimum dataset must contain the following clearly printed, legible information of the patient in black text on a white background:


1st and 2nd name 
                   E.g.

Date of birth 

Hospital Number

The same layout should be used on all ID bands, to make them easier to read and avoid errors.
Hospital number

This dataset has been updated to reflect the required information in the NPSA safer practice notice 24 (July 2007).  Although NHS number is recommended, following a risk assessment, it has been decided that hospital number will remain the main identifier at this trust until the NHS number is more widely available in paper medical records/notes.  When ID bands are printed electronically both the NHS number and medical records notes number will be available.
First name, Second name

Priority should be given to the patient name.  First name and last name should be clearly differentiated by using lower case letters for the first name and UPPER CASE for the last name, and should be presented in the order: LAST NAME, First name e.g. SMITH, John
Date of birth 

Date of birth should be recorded in the short format, in the style recommended by connecting for health common user interface design guide: DD is the two digit day, (days with a value of less than 10 should be prefixed with zero).  Mmm is the abbreviated month name (e.g. Feb) YYYY is the four digit year, e.g.07-Jan-1978.
When to apply ID band
The patient’s ID band must be applied on admission to hospital, or once the patient has entered a department for treatment.  This includes patients in the Emergency Department who have been through Triage and are receiving treatment.  It also includes patients who are undergoing an Endoscopy.  

The information on the ID band must be checked with the patient and the patient’s records before application.  Information must be clearly printed in indelible black ink, on a white background.  The patient’s full name must be displayed as in the health records – no abbreviations or pet names.  When attaching the ID band explain the importance of it to the patient and ask them to report to staff if it falls off, if it is removed and not replaced or if it becomes illegible.  

Patient information leaflets on ID bands are also available; please ensure all patients have access to the leaflets.  

When a patient is registered on the A&E system the information is automatically fed through to PAS which issues a hospital number, however on rare occasions if a hospital number is not available the A&E number may be used instead.  The ID band should be updated to display the hospital number at the earliest opportunity.  

The information on the ID band should be displayed to provide easy reading for health professionals.  

If ID band requires to be changed, e.g. writing becomes illegible, the original ID band must remain in place until the new band is attached and then the incorrect band removed.  

The ID band must not be removed until discharge procedure is completed.  

Staff responsibility
· The nurse, i.e. registered nurse, midwife, competent HCA or student who is primarily responsible for admitting/meeting the patient is responsible for applying an ID band.  
· Each time the patient is transferred the ID band should be checked with the patient and/or records for accuracy, this may be from A&E to ward, ward to ward or ward to department.  If the wearing of an ID band is not possible for a particular patient (multiple lines in ICU) they should not be sent out of the unit without some form of ID on their person (e.g. around the ankle, taped to the gown).

· Any clinician (doctor, scientist or healthcare professional) who removes an ID band (perhaps to perform a procedure) is responsible for ensuring another is applied.  
· The clinician performing any treatment is responsible for checking the ID band beforehand to ensure the correct patient. 
· See choosing the correct patient.
· It is the responsibility of all staff who use the various electronic systems within the Trust to update patient details as these are used to track inpatient and outpatient activity and results.  
· If a limb is not available, bands must be securely attached to the patients clothing using strapping, on an area of the body which is clearly visible.  The band must be reattached as clothing is changed, and must accompany the patient at all times.  In emergency or operative situations where clothing is removed, identification must be attached to the patient’s skin using see-through plastic adhesive film.  
Choosing the correct patient 

· When identifying patients it is the responsibility of the practitioner to make sure there could be no mix up with another patient.  To reduce the risk of error, the clinician should use all patient identifiers and not rely on just 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 needs 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.  

Identifying the patient (4 steps)
There are FOUR steps to identify patients.  They should be undertaken in the following order (if the first is not possible, undertake the second etc):

1. By asking the patient to tell you their name, date of birth and/or address.  Check this is compatible with the patient ID band.  

2. If the patient is unable to tell you their name, refer to the ID band and, if possible, verify the information by asking family, relatives or another member of the clinical staff who knows the patient.  

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

4. 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.  

Procedures requiring positive identification of patients 
The list below is not exclusive.  In-patients should always wear an identification band.  

· Blood sampling 

· Blood transfusion 

· Collecting of patient bodily fluid samples

· Confirmation of death

· Administration of all medicines 

· Surgical intervention and any invasive procedure 

· Transport / transfer of the patient

· X-rays and imaging procedures 
ALERT!

DO NOT PROCEED with any procedure if the patient has no ID band
The ID band must be replaced by the nurse/midwife caring for the patient before the procedure can begin

Extreme emergencies 
In extreme emergencies and possibly life threatening situations (such as in the A&E department), clinical care may take priority over attaching an ID band to the patient.  Where this has occurred, the accountable nurse responsible for patient care MUST take appropriate steps to identify the patient using the hospital number and/or the E.D. number.  

Once the surname, forename, date of birth, gender and hospital number are confirmed, a new ID band MUST be attached to the patient IMMEDIATELY and the ED number should then be written in brackets i.e. (E.D no…….).

Transfer to the ward from the A&E department

Patients who have been admitted to the wards following treatment in A&E must have a hospital number and NOT their Emergency Dept number of their ID band 
Transfer between wards 
Patients who are transferred from one ward to another should have their ID band checked as part of the admission/transfer process.  If details are incorrect/missing they must be given a new ID band with the correct details and the old one must be removed, an incident form should also be completed (see section on if an error occurs).  Do not write over the old ID band.

Patients who do not wear identification bands
There are some situations where a patient may not wear an ID band:

· The patient refuses to wear the band
· The band causes skin irritation

· The patient removes ID band
The patient MUST be informed of the potential risks of not wearing an ID band.  This discussion and the reason for the patient not wearing an ID band MUST be documented in the patient record.  

Maternity 
Mothers’ ID band
The mother’s ID band should include all the mother details as per policy statement

Babies’ ID band
· Two ID band should be applied to two separate baby limbs and checked daily.

Information to be read:

· Male/Female infant of (mother’s surname)

· Date of Birth 

· Time of Birth 

· Baby’s hospital number
· Mode of delivery 

Blood transfusion (Please refer to blood transfusion guidelines)
To all Nurses and Doctors initiating the transfusion of Blood and Blood Products.

The bedside check is a vital step in preventing transfusion error.  Two practitioners are responsible for positive patient identification.

· Check verbally
· Check ID bracelet

If you are not sure – DO NOT give blood until the patient has an accurate ID band.  If you have any doubts, DO NOT give the blood.  

Imaging 
It is the ultimate responsibility of the operator to ensure that the correct patient is being examined according to the request that has been made.  

If the patient details stated on the request form are incomplete or have not been completed correctly, further information must be obtained before an exposure is performed.  The exposure must not be performed until the patient’s identification has been verified.  
Outpatients 
The operator must correctly identify the patient prior to performing any exposure:

· Ask the patient to state their full name and date of birth.  Do not ask them to confirm the details against those expected according to the request form.  

· Check these details against those given on the request form.  If the details match, proceed with the exposure.  If there is more than one patient on the radiology information system with the same name double check identity against address.  

Inpatients
· When collecting an inpatient from a ward, portering staff must ask the ward staff to identify the patient.  Details of the patient to be collected are then checked against the patient’s identification band.  Patients without bands MUST NOT be moved from the ward until an ID band has been supplied and fitted.  

· At the imaging department the patient identity on the form must be checked against the ID band prior to any exposure. 

· If an inpatient arrives for a radiographic/radiological examination without an ID band, an accompanying ward nurse may confirm the patient’s identity.  A record must be made on the patient’s request form including the nurse’s name if this procedure is followed. 

· If an appropriate ward nurse is not available, the patient must be retuned to the ward and the nurse-in-charge informed of the situation.  

· Do not examine any inpatient on the ward that is not wearing an ID band.  Request that a ward nurse who is familiar with the patient fits an ID band. 

· The patient’s details on the request form must be checked against those on the patient’s band before the exposure.  

Specific situations in imaging
· The procedures outlined below will be followed in all other situations.  A record must be made on the patient’s request form if these additional procedures are followed.  

Uncomprehending patients 
An accompanying capable adult must answer on behalf of patients who are incapable of confirming their own identity (too young, unconscious, incoherent, language difficulties).

An interpreter must be used if there is a language problem.

Unknown patients
For unknown and unconscious patients (such as trauma patients), identification is made by Resuscitation or A&E staff until a unique identification has been made by means of a number on a band, or until the patient’s true identity is established.  

Theatre/sedated patients
Patient identification is confirmed by theatre staff prior to being anaesthetised according to operating theatre procedures.  A member of this team identifies the patient prior to the medical exposure.  
Deceased patients (Please refer to the deceased patient and their family guidelines)
 

All deceased patients MUST be correctly identified with 2 identification bands - one attached to the wrist and one attached to the ankle. If a limb(s) is missing then attach one label to an available limb and the other to the patient’s skin using transparent tape.

 

PRINT the patient's name, hospital number, date of birth and religion (if known).

 

In the event of the patient's name not being known then the identification band should state UNKNOWN MALE/FEMALE. It should also include the Date of Admission. 
Completion of the Notification of Death Book RF 203

· There are three copies (carbon paper is required)

· Pink - to be given to the porters – for bereavement officer

· Blue - to be given to the porters – for mortuary

· White - to remain in the book

Completion of death (last office) labels RF781 

· Two labels are required. One will be taped to the shroud over the chest and one taped over the chest on the sheet or placed in the pocket on the body bag.

Transfer to Mortuary
· The Mortuary Register must be accurately completed in legible handwriting. All details known about that patient should be entered.

Documentation 
Request Forms:

All request forms completed for the patient should be checked with the patient’s ID band to ensure the request is made for the correct patient.  Where possible 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 patients records. 

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

· New labels must be printed if any information changes and all old labels must be removed from the patient records and destroyed in a shredder bag as they contain confidential information.

· Reapply new labels 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 ID 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 patient’s specimen at the 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.

If an error occurs 

If you have discovered a patient identification error please report it as soon as possible to the ward/department person in charge.  Complete and submit an incident report form.  This would include an incident that has occurred as a result of misidentification and also ‘near miss’ situations where the error has been detected before an incident has taken place.  Examples may include:

· Wrong addressograph labels in case notes

· Wrong information on name band

· No ID 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 

It is crucial that weaknesses in systems involved in patient identification are identified so that the Trust can eliminate or reduce risk.  (See Trust Policy for Adverse Incident Reporting).  

Do’s and Don’ts to help prevent errors occurring 

Never be complacent.  Patient misidentification probably happens to a greater or lesser degree every day within NHS Trusts.  

Always take a little extra time to satisfy yourself that you have the correct patient for whatever intervention you plan to carry out.  

Do not rely on patients to correctly identify themselves.  Some patients may agree to absolutely anything you say to them!

Take care in the way that you use addressograph labels.

Do
· Do identify the patient correctly on admission.  The first most important step is to correctly identify the patient as soon as they make contact with the hospital.  As far as patient identification is concerned, the data is only as good as the information that is captured on registration.

· Do ensure that you have the full birth-registered name of the patient.  Many patients will give you the name that they are known by e.g. Mary, known to her friends as Molly.  This is not acceptable.  As far as the Master Patient Index is concerned Mary Smith and Molly Smith will be two different people, even if they share the same D.O.B.  Have you got the right patient notes?  What if Mary comes into the Emergency Department after an accident and later becomes unconscious in need of urgent surgery?  Molly’s notes when they arrive in error, state that she is a Jehovah’s Witness and must not be given any blood products.  
· Do check again with the patient that all the details are correct, when you apply an ID band. 

· Do regularly check the legibility of ID bands.  Replace any bands, in which any part of the patient’s details has become illegible. 

· Do initial the addressograph label to demonstrate that you have checked that the patient’s details are correct. 

· Do always check the details of patients even if you think you know them well.  Someone may just have placed the wrong medication chart at the foot of the bed. 

· Do double check verbally and physically that the details of a patient matches the details on a fully completed request form, especially if another member of the healthcare team has completed the form.  

· Do take care in outpatients.  Some people might admit to being someone else to jump the queue.  So when you call Mary Ann Smith (and full demographic details), make sure that it is Mary Ann Smith (and full demographic details) who goes in to see the Consultant.  Also make sure if Molly is in outpatients (after recovering from her RTA) that she responds to the name Mary.

· Do label samples taken from the patient straight away.  The safest way is to label the bottles after the sample has been taken and before leaving the patient’s bedside.  

Do not
· Do not read the patients details to them and allow them to passively agree with you.  Ask the patient to give you their full details.  

· Do not accept a patient’s pointing to the name board above their head as a signal that it is correct for that patient.  Speak to the patient and check. 

· Do not take bloods from a patient without checking the patients’ details against a fully completed request form.  

· Do not label a sample bottle before you take blood.  You may get distracted before you have completed the task. 

· Do not perform two tasks at the same time e.g. taking bloods from several patients and labelling them afterwards or filling out request forms for several patients at the same time.  

· Do not perform tasks remotely from the patient if at all possible.  Try to fill out request forms and complete tasks at the patient’s bedside. 

· Do not print off more addressograph labels than are required at any given time.  They also have a sneaky habit of finding their way into other patient’s clinical notes.  

 Important!
Check for multiple patient registrations

Patients can give more than one name and date of birth/naming date, especially non-English speakers
Dissemination
RFH NHS Trust ensures that all staff who make decisions about patient identification bands, have the appropriate knowledge to do so. This is achieved through:

· Managers in the Trust to ensuring all appropriate staff are aware of this policy and implement what it says

· Policy availability on Freenet

· The policy being taught on relevant training and education programmes

Audit
Each area should undertake a regular audit of patient identification bands.  Audit and evaluation should focus not just on the number and percentage of patient’s wearing ID bands, but also the accuracy and reliability of the information, the reasons why a patient might not be wearing an ID band ,legibility and observation of the process of how patients are identified. Local procedures for audit or survey approval should be followed.
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Appendix A - Checklist for the review and approval of procedural document

To be completed and attached to any document which guides practice when submitted to the appropriate committee for consideration and approval.

	
	Title of document being reviewed:
	Yes/No/
Unsure
	Comments

	1.
	Title
	
	

	
	Is the title clear and unambiguous?
	
	

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

	2.
	Rationale
	
	

	
	Are reasons for development of the document stated?
	
	

	3.
	Development Process
	
	

	
	Is the method described in brief?
	
	

	
	Are people involved in the development identified?
	
	

	
	Do you feel a reasonable attempt has been made to ensure relevant expertise has been used?
	
	

	
	Is there evidence of consultation with stakeholders and users?
	
	

	4.
	Content
	
	

	
	Is the objective of the document clear?
	
	

	
	Is the target population clear and unambiguous?
	
	

	
	Are the intended outcomes described? 
	
	

	
	Are the statements clear and unambiguous?
	
	

	5.
	Evidence Base
	
	

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

	
	Are key references cited?
	
	

	
	Are the references cited in full?
	
	

	
	Are supporting documents referenced?
	
	

	6.
	Approval
	
	

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

	
	If appropriate have the joint Human Resources/staff side committee (or equivalent) approved the document?

	
	

	7.
	Dissemination and implementation
	
	

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

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

	8.
	Document control
	
	

	
	Does the document identify where it will be held?
	
	

	
	Have archiving arrangements for superseded documents been addressed?
	
	

	9.
	Process to monitor compliance and effectiveness
	
	

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

	
	Is there a plan to review or audit compliance with the document?
	
	

	10.
	Review date
	
	

	
	Is the review date identified?
	
	

	
	Is the frequency of review identified?  If so is it acceptable?
	
	

	11.
	Overall responsibility for the document
	
	

	
	Is it clear who will be responsible for co-ordinating the dissemination, implementation and review of the document?
	
	


	Individual approval

	If you are happy to approve this document, please sign and date it and forward to the chair of the committee/group where it will receive final approval.

	Name
	
	Date
	

	Signature
	

	Committee approval

	If the committee is happy to approve this document, please sign and date it and forward copies to the person with responsibility for disseminating and implementing the document and the person who is responsible for maintaining the organisation’s database of approved documents.

	Name
	
	Date
	

	Signature
	


Acknowledgement: Cambridgeshire and Peterborough Mental Health Partnership NHS Trust
Appendix B - Plan for dissemination of procedural documents

To be completed and attached to any document which guides practice when submitted to the appropriate committee for consideration and approval.

Acknowledgement: University Hospitals of Leicester NHS Trust.

	Title of document:
	Patient Identification policy

	Date finalised:
	
	Dissemination lead:
print name and contact details
	

	Previous document already being used?
	Yes 
	
	

	If yes, in what format and where?
	Electronic via Freenet

	Proposed action to retrieve out-of-date copies of the document:
	Email directorate nurse managers to distribute to own directorates.  Ask to remove any old paper copies and replace with new version.  Ask to put on staff meeting agendas

	To be disseminated to:
	How will it be disseminated, who will do it and when?
	Paper
or
electronic
	Comments

	All directorate nurse managers for distribution to their own directorates
	Email

Naomi Walsh
Once ratified and on Freenet
	Electronic
	

	Freenet
	Email

Naomi Walsh

Once ratified and on Freenet
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Dissemination record - to be used once document is approved.
	Date put on register / library of procedural documents
	
	Date due to be reviewed
	


	Disseminated to: (either directly or via meetings, etc)
	Format (i.e. paper or electronic)
	Date disseminated
	No. of copies sent
	Contact details / comments

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Appendix C - Equality impact assessment tool

To be completed and attached to any procedural document when submitted to the appropriate committee for consideration and approval.

Equality Impact Assessment Matrix

	Name of policy/service


	Patient Identification policy

	Name of Manager responsible for completing impact assessment
	Naomi Walsh

	Is this a new policy/service or a review of an existing policy/service?
	Policy review

	What is the purpose of the policy/service?


	To provide guidance for staff on safe, effective patient identification

	Who is intended to benefit from the policy and in what way?


	Staff and patients

	Date commenced 
	February 2008
	Date completed
	February 2008

	Policy/service review date
	February 2010
	


Using the matrix below, review the policy/service under consideration, in relation to the six equality strands, for differential impact upon service users or trust staff and identify what these might be:
	Group (highlight relevant groups)
	Age 
	Race/ethnicity
	Gender 
	Disability 
	Religion/belief
	Sexual orientation

	1. Is there any evidence that groups have different needs, experiences or priorities in relation to this policy and if so, what?
	Newborns unable to identify them selves


	No evidence seen
	No evidence seen
	Patients without limbs
	No evidence seen
	No evidence seen

	2. Is the any evidence/ concern that this proposal could result in a qualitative or quantitative differences in impact on any group and if so what?
	The policy promotes principles of good care and safety for all groups
	The policy promotes principles of good care and safety for all groups
	The policy promotes principles of good care and safety for all groups
	The policy promotes principles of good care and safety for all groups
	The policy promotes principles of good care and safety for all groups
	The policy promotes principles of good care and safety for all groups

	3. Does the proposal promote equality of opportunity/ access/good relations within the organisation and the wider community and how is this evidenced?

	Patient information leaflets may need to be presented in different formats e.g. large print, easy read
	A patient information leaflet has been prepared and the trust has a robust interpreting service, enabling patients to access information in different languages.

Language and communication requirements are routinely recorded in the nursing documentation
	The policy promotes equality of opportunity and access to all groups
	Patient information leaflets may need to be presented in different formats e.g. large print or easy read, pictures/diagrams
	The policy promotes equality of opportunity and access to all groups
	The policy promotes equality of opportunity and access to all groups

	4. Who are the key stakeholders in relation to this policy and how are they being consulted?

	Clinical practice group, TNMC, clinical risk committee, risk and safety department, clinical directorates.

The policy was developed in response to NPSA guidance (NPSA, Nov 07 and July 07) and their consultation and involvement programme with national groups.
	Clinical practice group, TNMC, clinical risk committee, risk and safety department, clinical directorates.

The policy was developed in response to NPSA guidance (NPSA, Nov 07 and July 07) and their consultation and involvement programme with national groups.
	Clinical practice group, TNMC, clinical risk committee, risk and safety department, clinical directorates.

The policy was developed in response to NPSA guidance (NPSA, Nov 07 and July 07) and their consultation and involvement programme with national groups.
	Clinical practice group, TNMC, clinical risk committee, risk and safety department, clinical directorates.

The policy was developed in response to NPSA guidance (NPSA, Nov 07 and July 07) and their consultation and involvement programme with national groups.
	Clinical practice group, TNMC, clinical risk committee, risk and safety department, clinical directorates.

The policy was developed in response to NPSA guidance (NPSA, Nov 07 and July 07) and their consultation and involvement programme with national groups.
	Clinical practice group, TNMC, clinical risk committee, risk and safety department, clinical directorates.

The policy was developed in response to NPSA guidance (NPSA, Nov 07 and July 07) and their consultation and involvement programme with national groups.

	5. Are there any concerns that the policy/service development could have a differential impact on any group(s) and how might this be evidenced?
	No evidence of potential differential impact.
	No evidence of potential differential impact.
	No evidence of potential differential impact.
	No evidence of potential differential impact.  
	No evidence of potential differential impact.
	No evidence of potential differential impact.

	6. Do you anticipate any areas where there may be inconsistencies in application and are there alternative arrangements that could reduce/eliminate impact?
	No evidence of inconsistencies found.
	No evidence of inconsistencies found.
	No evidence of inconsistencies found.
	No evidence of inconsistencies found.
	No evidence of inconsistencies found.
	No evidence of inconsistencies found.


Using the information from the matrix complete the following action plan:
	Area of concern
	Groups likely to experience differential
	Action planned to minimise discrimination/promote equality of access
	Monitoring arrangements
	Review date

	1. Provision of accessible information for patients and staff
	· Patients and staff with a disability the impacts on vision or comprehension

· Patients and staff for whom English is not the first language

· Patients and staff who are unable to or have difficulty with reading
	· Staff to read and explain the guidance to patients, carers and colleagues as required

· Interpreting service to be accessed through the PALS team as required

· Guidance to be sought from the learning disabilities link nurse with regard to provision of easy read and pictorial guides
	· Yearly wristband audit
· Audit of referrals to PALS 

· Audit of referrals to nursing disability link nurse
	February 2010


	Name/signature of manager completing assessment


	Naomi Walsh

	Date assessment sent to Equality and Diversity Manager


	February 2008

	Name/signature of Equality and Diversity Manager


	Jennifer Kenward

	Date of publication of Impact assessment


	February 2008





ROYAL FREE POLICY STATEMENT








All inpatients (including those waiting in the trolley area of the A&E Department undergoing assessment and investigations prior to admission) MUST wear an identification (ID) band for safety purposes unless the Sister/Charge Nurse or nurse in charge of the shift believes that this is contrary to the patient’s well-being or the patient refuses to wear one.  








Whenever possible the patient should be asked to read the details on the ID band and confirm they are correct. 








The ID band should be worn on the dominant arm, that is the side used for writing, it is then less likely to be removed when for example, intravenous access lines are inserted.








The named nurse/midwife responsible for providing the patient’s care will ensure that each patient has an ID band throughout their stay in hospital. 








If this is removed outside the ward/department the responsibility for prompt replacement lies with the person who removed the ID band or the staff member that first notices that the ID band is missing.  








Where the ID band is attached to the patient’s wrist will compromise patient safety (e.g. frequent checking of identification during surgery, the ID band should be applied to the patient’s ankle by the ward named nurse/ midwife known to the patient prior to going to theatres.  








For all new born babies in the Maternity Department, The Maternity Department guidelines will be followed.  








For all babies admitted to the Neonatal Unit, The Neonatal Department guidelines will be followed.  








SMITH		John
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