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INTRODUCTION
Among the 4 million live births in the United 
States annually, hospitalized newborns and 
infants are at high risk for identification 
errors.1 In Pennsylvania, a prior study 
estimates that nearly 2 newborn mis-
identification events occur daily, which 
equates to one misidentification error for 

every 217 live births.1 Hospitals traditionally 
assigned newborn names using a temporary, 

nondistinct naming convention, such as 
Babyboy/Babygirl and retained the tem-
porary name throughout the hospital stay. 
Yet, similar names may significantly con-
tribute to identification errors between 
newborns.2 More recently, the use of a 

distinct naming convention incorporating 
the mother’s first name, such as Wendysboy/

Wendysgirl, has been associated with a 36% 
decrease in wrong-patient orders in the neonatal 

intensive care unit (NICU) compared with a nondistinct 
naming convention.3 Based on this finding, The Joint 
Commission requires hospitals to use a distinct method 
of identification for newborns as part of its National 
Patient Safety Goals (Fig. 1).4

However, the recommended naming convention may 
not be protective for multiple-birth infants. Multiples 
pose unique identification challenges, having the same last 
name, nearly identical first names (eg, Wendysboy1 and 
Wendysboy2), the same birth date, and sometimes, sequen-
tial medical record numbers (MRNs).2 Prior research 
demonstrated that multiple-birth infants in the NICU had 
nearly twice the risk of wrong-patient orders than patients 
in general pediatric units (odds ratio, 1.84; 95% confi-
dence interval, 1.41–2.42).5 Furthermore, in the NICU, 
multiple-birth infants were at significantly higher risk of 
wrong-patient orders compared to singletons (adjusted 
odds ratio, 1.75; 95% confidence interval, 1.39–2.20), 
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suggesting that the excess risk may be attributable to iden-
tification errors between siblings.6 Failure to identify hospi-
talized newborns correctly can delay care and compromise 
patient safety in a population that is particularly vulnerable.

Other types of errors are associated with temporary 
newborn naming conventions. Previously reported new-
born identification errors include medication errors, 
unintended procedures, and diagnostic tests; breast milk 
administration errors; inaccurate clinical documentation; 
and errors due to incomplete or missing wristbands.1,2,7 
The Institute for Safe Medication Practices issued a safety 
alert that described several cases in which The Joint 
Commission compliant newborn naming convention 
resulted in errors between mother and newborn.7 Long 
temporary newborn names were truncated in the elec-
tronic health record (EHR) and on identification brace-
lets, eliminating the distinguishing features and resulting 
in identical names.7,8 In one case, a mother and her twin 
girls all had the same first and last name in the EHR and 
on their identification bands because the system truncated 
long names. Most hospitals’ registration protocols do not 
permit changing an infant’s temporary name when the 
given name is available,9 providing greater opportunity 
for naming discrepancies if readmitted or returning for 
care. Human error, including wrong data input or wrong-
patient record retrieval, can ultimately delay care or cause 
unintended harm.1,2 A “lapse,” “slip,” or confusion during 
the registration process can lead to a missing or incor-
rect character used to distinguish multiple-birth infants 
from their siblings, leaving this population at a higher risk 
for identification, therapeutic, and diagnostic errors.1,2,5,6 
Despite these known issues, we report 2 cases of identi-
fication errors during the registration process involving 
sets of twins that were related to name assignments con-
sistent with the current Joint Commission–recommended 
temporary naming convention.

CASE PRESENTATION
Case 1: Female Twins Assigned the Same 
Temporary Name
A woman presented at 38 weeks pregnant with female 
twins for an elective cesarean section in the setting of 

breech malpresentation. Both infants emerged healthily and 
were transferred to the newborn nursery for routine care. 
During the registration process, each infant was assigned 
a unique MRN in the EHR system for hospital admission. 
However, the infants were inadvertently assigned the same 
temporary name in the EHR system per the hospital’s new-
born naming convention, sharing the same last name, sex 
(FC, female child; MC, male child), a character used to dis-
tinguish birth order, and mother’s first name (eg, Jackson, 
FC A Anita). Due to the naming error, staff were delayed 
in placing electronic orders and documenting both infants’ 
clinical information. Within 1 hour after delivery, the clini-
cal team contacted multiple hospital departments and per-
sonnel (ie, admitting and registration departments, clinical 
staff) to resolve the naming error. Twin B was assigned 
a distinct temporary name corresponding with her birth 
order (eg, Jackson, FC B Anita) and assigned a new MRN, 
resulting in duplicate records. Clinical notes referred to 
Twin B with the correct newborn naming convention. Both 
infants were discharged 72 hours after birth. House staff 
submitted an incident report of the event.

Case 2: Male Twin Missing Birth Order 
Distinction in Temporary Name
A woman presented at 25 weeks pregnant with male–fe-
male twins. After delivery, both infants emerged under-
weight and were transferred to the NICU for respiratory 
support and continuous monitoring. A cord blood spec-
imen was sent from labor and delivery for Male Twin A. 
The blood bank notified a NICU nurse practitioner that 
the sample obtained from Twin A was missing the label’s 
birth order distinction. Therefore, testing could not be 
performed with the incomplete patient name (eg, Smith, 
MC Brenda). The label was updated with the full distinct 
name (eg, Smith, MC A Brenda) to proceed with specimen 
testing. A nurse submitted an incident report of the event.

DISCUSSION
Hospitals rely on incident reporting systems to cap-
ture patient safety events. Yet, voluntary reporting by 
staff is known to underestimate the frequency of events 

Fig. 1.  The Joint Commission Requirement for Newborns.
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because staff involved in the event fear retribution, 
have limited time or unfamiliarity with reporting sys-
tems, or doubt that meaningful action will be taken.10 
Likely, newborn naming errors occur frequently, 
but we suspect that they are underreported. These 2 
patient safety events illustrate the potential for iden-
tification errors related to the use of temporary names 
for newborns, particularly for multiple-birth infants. 
In case 1, both newborns were assigned the same tem-
porary name. In case 2, a blood specimen label did 
not include a single character to distinguish a multi-
ple-birth infant from their sibling. These naming errors 
resulted in a duplicate record, inaccurate documenta-
tion, and delayed care. Notably, both cases occurred 
at an institution that has a Joint Commission compli-
ant distinct naming convention in place to minimize 
wrong-patient errors. These cases suggest that existing 
naming convention safeguards are not fully protec-
tive. Results of a national survey conducted before The 
Joint Commission requirement went into effect suggest 
that only 30% of hospitals used distinct naming con-
ventions, an increase from a prior report of 20%.8 As 
hospitals adopt more distinct newborn naming conven-
tions to meet The Joint Commission requirement, these 
cases highlight the need for additional safeguards to 
protect multiple-birth infants.

Human and systems-based newborn identification 
errors continue to occur throughout healthcare delivery, 
including medication and breast milk administration, 
procedures (ie, laboratory, diagnostic, radiology, surgi-
cal), documentation, labeling, and registration.1,2 Across 
healthcare systems, there is a lack of adoption of safety 
practices and standardization regarding the responsi-
bilities of hospital admission, registration, and medical 
records departments that assign newborn temporary 
and given names. Some EHR systems are unequipped 
to provide a hard stop or visual cues to prevent these 
errors when caring for patients with look-alike names. 
Organizations must assess their system compatibility to 
support integrated EHR changes to prevent and reduce 
the risk of identification errors.

Further research on reliable newborn identifica-
tion methods, particularly for multiple-birth infants, 
is needed to protect this vulnerable population and 
reduce the risk of identification errors. Potential strat-
egies include improving the design of newborn iden-
tifiers, automated systems-level interventions, such as 
verification alerts for multiple births, and improved 
registration processes when inputting temporary new-
born and given names in the EHR.1,2 These solutions 
require changes to health information technology sys-
tems, workflows, and training, which may incur addi-
tional costs. Future strategies need rigorous evaluation 
methods to determine their effectiveness in reducing 
identification errors and in identifying any unintended 
consequences.

CONCLUDING SUMMARY
Newborns are at risk for identification errors, partic-
ularly siblings of multiple-birth infants. These 2 cases 
illustrate potential errors during the registration process 
related to the use of temporary naming conventions for 
multiple-birth infants: in case 1, twins were inadvertently 
assigned the same name; in case 2, an infant’s temporary 
name was incomplete. Further safeguards are needed to 
reduce this risk. To mitigate these errors, hospitals must 
improve and evaluate newborn identification methods, 
system identification alerts, and registration processes to 
ensure the safety of this vulnerable population.
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