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Potential Threat to Patient Safety
The wider patient safety goal has remained addressing emerging complexities within healthcare environments and conquering the rising cases of patient harm in institutions charged with patient care. Patient identification errors adversely affect patient safety from all healthcare dimensions with diagnostic testing, administration of medicine and billing issues making the biggest casualties of this patient safety issue. In the healthcare organization under focus in this recommendation report experienced patient identification errors in the areas of drug administration, blood transfusion services, errors with laboratory results, problems in proper diagnostic imaging, unexplained delays, unnecessary radiation and amplified levels of patient safety (K Johnson, Haskell & Barach, 2016). 
These errors pose grievous danger to patient safety in the following ways: Improper drug administration, representing the possible threats of identification errors to patient safety, causes pain, unfactored expenses, rise of new medical condition and in extremely adverse situations, death. These are the kind of challenges the healthcare organization faces and all of them eventually dilute its core mandate of quality provision of healthcare services to patients. 
Implications of not Addressing Threat
	Patient identification errors have varied but diverse implications on healthcare administration. Many healthcare actors have heavily ignored the implications of patient identification errors in a manner that has complicated the threat and led to its rise as a major issue of concerns in US healthcare organizations. The immediate implication of patient identification errors is the rise of an excessively expensive healthcare environment in the US (K Johnson, Haskell & Barach, 2016). All identification errors consume unnecessary time thus diluting the intensity of attention needed in provision of healthcare services. More resources are required to correct the errors by reattending to patient needs. Wrong blood transfusion due patient identification errors imply losing the volume of blood wrongly administered and sourcing for the correct blood sample. The anxiety caused by medical identification errors in patients has heavily effected psychological anxiety and forced many patients to seek for mental therapy and counselling attention. Improper diagnostic processes call for a review of officers’ skills and an analysis of equipment effective. All these effects arise at a heavy material, mental and time risk. 
Patient Safety Officer’s Role
	The primary role of a patient safety officer in any healthcare environment focuses on ensuring patients receive quality healthcare services to recommended standards. The patient safety officer should prioritize his work around ensuring that all hospital staff carry the necessary skills that are sufficient to always guarantee patient safety. This officer should also understand all the working dimensions of the processes employed in a healthcare organization, the operational capacity of equipment applied and quality assurance standards present in all healthcare activities (Callum, Etchells & Shojania, 2019). A patient safety officer primarily focuses on patient safety and should not receive any extra duty designation. 
Recommendations
	Based on the patient safety realities present in the organization, this report recommends the following change processes:
1. The organization must shift from a single patient identifier system to a two or even three identification mechanism. The procurement of two-dimensional barcoded wristbands can effectively answer to this need. 
2. The healthcare facility must intentionally make patients active participants in the identification process. The installation of signage in all public areas or patient spaces can highly drive the message home.
3. Inclusion of the patient officer into the management board as a way of increasing their decision-making influence on possible changes to existing patient safety issues.
4. Provision of customized education on patient safety issues to all members of staff. Further, it’s necessary that the healthcare organization facilitate an empowered staff to ensure confidence to suggesting, absorbing and implementing patient safety issues. 
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