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delivery. This study aimed to determine the implementation of
patient identification. The research used descriptive analytic with a
cross-sectional approach. A total of 134 nurses was selected to be the
samples trough purposive sampling at a hospital in Temanggung
Regency. The data were collected using questionnaires and
observation sheets. The data were analyzed using a frequency
distribution. The results showed that the application of patient

New Normal identification was categorized as low (<100%). Nurses need to
Covid-19 improve the implementation of patient identification according to
Patient Safety standards so that it will improve the quality of services that focus on
Nurse patient safety.
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ABSTRAK

Kesalahan identifikasi diawal pelayanan akan berdampak pada
kesalahan pelayanan tahap berikutnya. Perawat memiliki peran
sentral dalam pemberian obat yang aman. Penelitian ini bertujuan
mengetahui penerapan identifikasi pasien. Desain penelitian yang
digunakan adalah deskriptif analitik dengan pendekatan cross
sectional. Teknik pengambilan sampel menggunakan purposive
sampling dengan jumlah sampel sebanyak 134 perawat di sebuah
rumah sakit di Kabupaten Temanggung. Pengambilan data
menggunakan kuesioner dan lembar observasi. Data dianalisis
menggunaan distribusi frekuensi. Hasil penelitian menunjukkan
bahwa penerapan identifikasi pasien dikategorikan rendah (<100%).
Perawat perlu meningkatkan penerapan identifikasi pasien yang
sesuai stadar sehingga akan meningkatkan kualitas layanan yang
berfokus pada keselamatan pasien.

This open access article is under the CC-BY-SA license.

INTRODUCTION

Patient safety is defined as activities which minimize and

communication failures, infections related to health services,
and errors due to carrying out an action or not taking the
action that should be taken (Permenkes RI, 2017).

eliminate the possibility of errors and injury to patients
(Kosiek et al., 2021). Incidents of injury can also occur from
various aspects such as medication errors, therapy failures,

Misidentification at the beginning of service will have an
impact on service errors at the next stage (Fatimah et al.,
2018).
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Research data stated that patient identification was still
low. Recent studies found that patient identification is the
step that carries the highest risk with regard to patient
safety. The results of the study revealed that there were
16.1% of cases where patient identification was carried out
incorrectly and 56% of patient identification errors were
caused by poor labeling practices (Cornes et al., 2019). This is
in agreement with Fatimah et al (2018) who mentioned that
71.9% of patients were identified and 28.1% were not
identified. Patient identification before blood transfusion
was 100%, before the treatment was 75.5%, before blood
collection was 75%, and before drug administration was
64.1%.

Patient safety incidents in Indonesia continue to increase
reaching to 1647 incidents in 2017, 1489 incidents in 2018,
and a sharp increase of 7465 incidents in 2019. The
presentation of the number of incidents in 2018 was KNC
33%, KTC 37%, KTD 30%, and in 2019 KNC 38%, KTC 31%, KTD
31%. Number of cases based on incident in 2019 was death
171 (2.3%), serious injury 80 (1.7%), minor injury 372 (5%),
minor injury 1183 (16%), no injury 5659 (75%) (Daud, 2020).
The cause of the incident was 46% related to incorrect
identification, 36% due to ineffective communication
resulting in medication errors, and 18% due to the
incomplete procedures (Fatimah et al., 2018).

A number of factors affects patient safety management
including facilities available in practice, communication and
collaboration, and education about patient safety and general
conditions (Kosiek et al., 2021). Non-standard patient
identification may increase the risk of wrong treatment so
that incidents related to patient safety will be quite high.
Misidentification of patients can be fatal which can cause
minor injury, severe injury, and even death. Various forms of
patient identification errors include drug administration to
the wrong patient, surgery on the wrong patient, anatomical
pathology examination in the wrong patient, imaging
examinations in the wrong patient, giving transfusions to the
wrong patient, and taking specimens from the wrong patient
(Swastikarini et al., 2019)

A preliminary survey was performed at the research site
through interviews with the Infection Prevention and
Control team. They stated that patient identification was not
optimally implemented. They also mentioned that they had
not been able to implement patient identification according
to standards. One of the obstacles was the limited manpower
so that the results obtained were not valid.

Therefore, it is very important to carry out a patient
identification study. There are three main reasons why it is
important to conduct this study. The first is that the
assessment of patient identification has not been optimal.
The second reason is the hospital’ s obligation to implement
patient safety in hospital services. The third reason is that
the quality improvement, especially in implementing patient
identification must be an evidence-based activity. Finally,
this study aimed to analyze the application of patient
identification in a hospital in Temanggung Regency.

METHODS

The design used in this study was a descriptive analytic
study with a cross-sectional approach. The study was carried
out in one of the hospitals in Temanggung, a regency in the
Central Java, from February to August 2022. The population
was all nurses who provided services to patients. A total of
134 nurses were obtained by purposive sampling technique.
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The data were collected using an observation sheet. The data
obtained were analyzed using a frequency distribution. This
research was approved by the Commission of Research
Ethics No. 221/EC/KEPK-52/01/2022.

RESULTS AND DISCUSSIONS

The following table shows the characteristics of
respondents in a hospital in Temanggung.

Table 1
Respondents’ Characteristics

Variables Results
Age
Mean 39.32
SD 7.41
Min-max 26-57
Years of service
Mean 12.42
SD 8.76
Min-max 2-26
Education level, 3 (%)
Nursing Diploma III 74.7
Bachelor of Nursing 25.3
Gender, 5 (%)
Male 349
Female 65.1

The data in Table 1 show that the average age of the
respondents is 39.32 years. The average years of service was
found to be 12.42 years. The majority of the respondents
(74.7%) were Nursing Diploma III graduates. Most of the
respondents (65.1%) were women.

Table 2
The Results of Patient Identification by Nurses

Variables Results Standard
Stage 1, (%) 100
Implemented 75.4
Not implemented 24.6
Stage 2, (%) 100
Implemented 79.5
Not implemented 215
Stage 3, (%) 100
Implemented 84.7
Not implemented 15.3

Based on Table 2, the assessment of patient identification
was carried out in 3 stages and the results were below
standard (<100%). This means that nurses did not carry out
assessment according to standards. The observations found
that nurses identified patients using 1 identity only, did not
use open-ended questions, did not identify the patients
according to standards prior to administration of drugs,
incorrect prescriptions were attached to other patients,
patients were not attached wristbands, incorrect injection
labeling, did not identify the patients prior to follow-up
examination. Some factors that influence patient
identification are age, years of service, education level, and
motivation. The previously mentioned factors affected good
patient safety implementation (Nugroho & Sujianto, 2017;
Swastikarini, 2018).

According to the researchers, the mean age of the
respondents in this study was 39.32 years, so this may have
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implications for enforcing patient safety standards. This is
consistent with the findings of Setyani et al., (2017) found
that nurses under the age of 35 may perform patient safety
goals well. This statement is also corroborated by by
Handayani et al. in 2018 which affirmed that there was a
relationship between age and the performance of nurses.
Nurses under the age of 35 perform better than nurses over
the age of 35 (Handayani et al., 2018). Those who are aged
under 35 will have better activities because as they are
getting older, the quality and productivity of work will
decrease. This statement is corroborated by Robbins &
Coulter which states that as age increases, physical quality
will decrease and will result in decreased quality of work
productivity. (Robbins & Coulter, 2015).

The researchers also analyzed that patient identification
in a hospital room at Temanggung was influenced by nurse
tenure. Respondents in this study had an average working
period of 12.42 years. Miladiyah et al. stated that a person’s
performance will be good if the work period is under 10
years (Miladiyah et al., 2015). This is because years of service
can provide a description related to one’s work experience
and quality and productivity of work, so it will affect
performance. The head of the room needs to implement
various innovations to improve the implementation of
activities that are in accordance with standards at all levels
of years of service, so that all nurses will be able to carry out
their duties and work well according to standards, especially
in the provision of care services related to patient
identification.

Years of service give nurses good experience in providing
optimal care services to patients, especially regarding patient
safety and patient identification. This is consistent with a
study by (Setyani et al.,, 2017) which found a correlation
between years of service and achievement of patient safety
goals. Experienced nurses typically implement better patient
safety goals (Setyani et al., 2017).

The researchers argue that the results of patient
identification in inpatient wards of hospitals in Temanggung
are also due to the education level of nurses. This is
supported by a study by Fadriyanti & Suryarinilsih (2018)
who found a correlation between educational level and
implementation of patient safety goals. Research shows that
higher levels of nursing education lead to better quality of
service when implementing patient safety and patient
identification. A person with higher education level will have
broader knowledge so that they can provide better services
to patients according to patient needs. A good level of
knowledge will be related to a person's level of education
(Nur et al., 2019).

The results are parallel to Lombogia et al (2016) which
stated that 74.2% of nurses in Manado identified the patients
appropriately and 25.8% did not identified the patients
appropriately. Another research by Fatimah et al (2018)
found that 71.9% of the nurses identified the patients
properly while 28.1% of them did not do it properly.

Patient identification is to match the patient’s identity
bracelet on the left/right wrist that contains the full name,
date of birth, and medical record number with the identity of
the person to be given, performed the action/procedure,
taken blood/sample, given blood or blood products, and
administered treatment (Permenkes RI, 2017).

Patient identification errors can occur in all aspects of
diagnosis and treatment. If the patient is anesthetized,
disoriented, completely unconscious, comatose, or if the
patient changes beds, changes bedrooms, changes location
within the hospital environment, or loses identity.
Forgetfulness or sensory deficits that lead to other

experiences can lead to misidentification (Permenkes RI,
2017).

The identification process used by the hospital requires
at least 2 (two) of 3 (three) forms of identification which
include the patient’s name, date of birth, medical record
number, or other forms such as population identification
number or barcode. Patient room numbers cannot be used
for patient identification. These two forms of identification
are used in all areas of hospital service, such as outpatients,
inpatients, emergency departments, operating rooms,
diagnostic service units, and others. Two forms of
identification must be carried out in every situation related
to intervention to the patient. For example, patient
identification is useful before administration of radiation
therapy, the administration of intravenous fluids,
hemodialysis, the collection of blood or other samples for
clinical evaluation, cardiac catheterization, radiological
diagnostic procedures, and the identification of comatose
patients (KARS, 2017). Therefore, nurses must be able to
ensure that the nursing services provided must prioritize
patient safety. In accordance with six patient safety goals,
one of which is to identify correctly (Herlina et al., 2019).

From the results of the above incidents related to patient
safety, hospitals must learn from incidents. Hospitals must
continue to improve incident reporting and analysis
(Permenkes RI, 2017). This is because several studies have
found that incident reporting rates are very low. Research in
South Korea found reporting of very low incidences ranging
from 6.3% to 29.9%, regardless of whether the nurse
recognized the incident as a medication error. These findings
may have important implications for improving the safety of
care in hospitals, and further management efforts are needed
to improve incident reporting by nursing staff (Lee, 2017).

Medication errors are known as a real problem for all
health systems worldwide and are the most common
category of nursing errors. The results of this study are also
corroborated by the research by Intas et al in 2021 which
found 63.0% of nurses made errors in administering drugs,
more often the time of administration (34.4%), dose (22.8%),
and wrong dose ( 21.7%) (Intas et al, 2021).

Increasing the role of nurses in patient identification is
very important. Nurses must continue to increase capacity in
services so that they provide safe services to patients. Nurses
play a central role in the safe administration of medications,
including but not limited to recognizing the risks of potential
medication errors. Nurses have a duty to evaluate patients
and their treatments and use clinical knowledge and
reasoning to administer medications safely. Nurses need to
increase the use of safe drugs so that the incidence of errors
can be reduced (Rohde & Domm, 2018).

LIMITATION OF THE STUDY

The limitation of this study is that the results of the study
cannot be generalized so that it only describes the
application of patient identification by nurses at the study
site.

CONCLUSION AND SUGGESTION

To sum up, the application of patient identification is still
low in a hospital in Temanggung. Hospital administrators
should support improved use of proper patient
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identification. For this reason, there is a great need to
develop work programs related to patient identification so
that problem-solving strategies can be implemented to
improve its use among nurses. The results of this study can
be used as a starting point for further research and
development on patient identification by nurses, ultimately
improving patient safety practices for nurses in the health
sector.
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