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AIM AND SCOPE OF PROCEDURE: 

 

 

 

 

 

 

 

 

PROCEDURE: 

➢ Identifying a patient should be an active process rather than passive. Staff should ask open questions as 
opposed to closed questions i.e. can you please tell me your name, DOB and Address as opposed to are you 
Mr XXXXX and live at XXXXXXXX.  

➢ The patient should be asked a minimum of 3 point ID check i.e. to provide their full name, date of birth, and 
address. If they are wearing a wrist band this should also be correlated with the request as per trust policy - 
POLICY TO IDENTIFY ALL PATIENTS - available on Key Documents site. 

➢ In addition, as part of the “Pause and Check” process, the patient must also confirm the area under 
examination and any relevant previous imaging examinations.  These details should be correlated against 
those recorded on the request. 

➢ We ask that ID checks are correlated against the relevant Radiology request or other available 
documentation/systems on a patient’s arrival by the receiving individual, i.e. administrative staff, Radiology 
Department Assistants or equivalent Radiology representative.    

The Operator: 

The Operator is responsible for initiating the radiation exposure or performing the exam and is the person 
undertaking the eventual examination (i.e. Radiologist, Radiographer, Sonographer, Assistant Practitioner). For 
Nuclear Medicine procedures, the Operator is the person responsible for administering the radioisotope. Where 
multiple operators are involved, the responsibility for administering the radioisotope should be delegated prior to 
patient contact. 

They are ultimately responsible for checking the identity of the patient by checking the information against CRIS 
and/or other available documentation, this should be performed prior to any radiological procedure, including the 
administration of the radioisotope. 

Radiology Department Assistants:  

The Radiology Department Assistant (RDA) may support with the ID process by asking the required open questions 
to determine patient’s identity prior to an exam being undertaken, however, this must be performed with the 

In-line with schedule 2 requirements within IRMER 2017, the purpose of this procedure is to ensure staff 
correctly identify individuals prior to being exposed to ionising radiation. The procedure describes the required 
process for radiology staff to follow in order to correctly identify patients prior to imaging within all imaging 
modalities at WAHT.   

This procedure follows nationally recognised guidance for patient identification procedures according to 
IR(ME)R procedures, The Society of Radiographers’ (professional body) and CIB (clinical imaging board; SoR & 
RCR) guidelines.  

This procedure is in place to provide reassurance that should staff be unable to correctly identify the patient in-
line with the below requirements, they must not proceed with the examination.  This will also ensure that there 
is a standardised process in place to confirm it is the correct patient that receives the correct examination, 
undertaken by the correct imaging modality at the correct point in time, selecting the correct patient details and 
exposure factors.  

http://whitsweb/KeyDocs/KeyDocs/DownloadFile/2899
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responsible individual (Operator) present, so they can correlate responses at the same time. It is not acceptable for 
RDAs to perform an ID check which is not then correlated by the responsible Operator. 

Post Examination: 

➢ The person completing the ID check must complete the ID box (in green).  
➢ The RDA can complete the required mandatory details on CRIS.  

▪ In cases where the identification check is completed by a student or RDA the Operator must 
be documented (in red) with an associated ‘I’ (blue box) as they are the responsible 
Operator for this exam. 

 

• Particular care needs to be taken when correctly identifying patients with the same or similar names to 
others on the exam list.   

• For any exam, when taking over from another Operator, you must ensure that patient specific details and 
the associated request card correlate as you become the responsible Operator for the exam.  

In-Patients: 

➢ Where possible, the previously identified procedure for identification should be adopted. Where inpatients 
are being examined, it is also required, as per the trust policy (Policy To Identify All Patients) for staff to 
confirm the correct details on the patient’s wrist band in addition to the standard ID checks.  

➢ If the patient has no or an incorrect ID band, the relevant ward must be contacted. A registered healthcare 
professional that can positively ID the patient must be asked to attend the Radiology department where 
they must place a correct ID band on the patient’s wrist. 

▪ In this instance an incident report should be entered on DATIX.  
▪ Only once the patient’s ID can correctly be confirmed should the Operator continue with the 

exam. 

Unknown identity patients: 

➢ Patients with an unknown identity will be given a unique ‘Unknown Person’ number (UP number) by the 
referring department. This number will be used as the patient’s identity for all investigations until a positive 
ID can be made. This should be the ONLY instance where the full pause and check is not completed and it is 
accepted that Radiology staff will only confirm the unique UP number prior to imaging.  

➢ Once the correct identity has been established, the Radiology Information System will be amended with the 
correct patient demographics and where required record merged. 

Theatre, Interventional Radiology and Cardiac catheter laboratory patients: 

➢ Where possible, the Radiographer will ascertain the patient’s ID prior to being anaesthetised as part of the 
WHO/LocSSIP, however as on occasions the Radiographer may not be present for these safety checks. 
Therefore, it is also appropriate for the Radiographer to confirm the identity of the patient using the 
patient’s notes and verifying with the responsible anaesthetist, theatre nurse or surgeon. 
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Young Persons (i.e. patients under 16 years): 

➢ Where the patient can provide informed consent, correctly identify themselves and provide appropriate 
answers to relevant questions, follow the previously identified procedure.   

➢ For young people who cannot identify themselves, it is appropriate to refer to the accompanying individual/ 
responsible person who can verify the patient’s identity. 

Patients with Communication Problems: 

➢ In these circumstances, the ID check can be carried out with an accompanying individual, who can provide 
accurate details or via an alternative appropriate communication method. 

o e.g. use of trust recognised interpreter service or language line.  

Unconscious Patients: 

➢ The patient must have an ID band in place and be accompanied by a registered Healthcare professional who 
can positively identify the patient by providing matching demographics to the ID bracelet. The exposure 
must not be undertaken if the patient identification cannot be accurately verified. 

➢ MRI: There are additional requirements for MRI exams the MRI safety questions MUST be completed prior 
to entering the scan room. For these patients refer to ‘Guideline MRI patients – Unconscious/ confused/ lack 
metal capacity’, which can be found via the following link.  
 

o SOP MRI PATIENTS - UNCONCIOUS -CONFUSED - LACK MENTAL CAPACITY.pdf 
 

Contingencies: 
 

➢ Any failure in compliance with this procedure must be reported to the line manager and recorded on the 
Trust incident reporting system (Datix). 

 
Comments: 
 

➢ Any relevant comments / information should be recorded in the event comments box on CRIS. 
 
Incorrect referrals:  
 

➢ If during the patient ID check it is confirmed that the patient attending for the exam is the ‘wrong patient’, 
the exam must not be performed and the referrer must be contacted.  

➢ An incident form must be entered onto the Datix system. 
➢ If an incorrect referral results in a radiation incident, please follow the Radiation Incident Flowchart 

(Appendix A) 
 
PAUSE & CHECK 
 
The Society and College of Radiographers provides guidance on ‘Pause and Check’ (Appendix B). The Radiology 
Directorate require radiography staff to adhere to the ‘Pause and Check’ prior to undertaking a medical exposure or 
any imaging examination. 
 
There is a specific Nuclear Medicine Pause and Check poster which includes a check that the correct 
Radiopharmaceuticals are used. This is also included in Appendix B. 
 

file://///whits.local/data/shared/Acute/Radiology/Radiology%20Team%20Share%20Point/SOPs/MRI/SOP%20MRI%20PATIENTS%20-%20UNCONCIOUS%20-CONFUSED%20-%20LACK%20MENTAL%20CAPACITY.pdf
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Appendix A: 
 
Radiation Incident Flowchart 
 
M:\Acute\Radiology\Radiology Team Share Point\RADIATION PROTECTION inc LOCAL RULES\RADIATION INCIDENT 
FLOWCHART.pdf 
 
 

  

file://///whits.local/data/shared/Acute/Radiology/Radiology%20Team%20Share%20Point/RADIATION%20PROTECTION%20inc%20LOCAL%20RULES/RADIATION%20INCIDENT%20FLOWCHART.pdf
file://///whits.local/data/shared/Acute/Radiology/Radiology%20Team%20Share%20Point/RADIATION%20PROTECTION%20inc%20LOCAL%20RULES/RADIATION%20INCIDENT%20FLOWCHART.pdf
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Appendix B: 
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REFERENCES: 

Paused & Checked – operator checklist 
Paused & Checked Operator/ US/ MRI 
practitioner checklist  

Society of Radiographers 

IPEM Clinical imaging board / patient 
identification & advice medical Ultrasound 
examinations  

(SoR / RCR) 

https://www.rcr.ac.uk/clinical-radiology/service-
delivery/clinical-imaging-board/clinical-imaging-board-
projects 

WAHT Policy to identify all patients POLICY TO IDENTIFY ALL PATIENTS 

 

https://www.rcr.ac.uk/clinical-radiology/service-delivery/clinical-imaging-board/clinical-imaging-board-projects
https://www.rcr.ac.uk/clinical-radiology/service-delivery/clinical-imaging-board/clinical-imaging-board-projects
https://www.rcr.ac.uk/clinical-radiology/service-delivery/clinical-imaging-board/clinical-imaging-board-projects
http://whitsweb/KeyDocs/KeyDocs/DownloadFile/2899

