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[Abstract] Objective The application of RCA2 in identity identification security management was introduced
through the analysis of one potential neonatal identification error event. Methods The root cause of a potential
neonatal identification error in Mianyang Central Hospital was analyzed retrospectively by means of root cause
analysis. . Results The electronic wristband printing with the mother's name as the newborn's identity was helpful to
prevent the occurrence of the neonatal identification error. Conclusion The electronic wristband printing with the
mother's name as the newborn's identity is helpful to prevent the occurrence of the neonatal identification error.
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