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Classification—the process of sorting 
people or things into groups according 
to shared qualities or characteristics—is 
increasingly used within healthcare as a 
means of identifying patients with partic-
ular needs and/or risks. This is important 
because receiving care in hospital can 
expose some particularly vulnerable 
groups of patients to increased risk of 
harm and poor outcomes, for example, 
the systemic safety inequities experienced 
by people with learning disabilities.1

IDENTIFYING AND RESPONDING TO 
PATIENTS WITH ADDITIONAL NEEDS
In order to deliver care that meets indi-
vidual patients’ needs, health services 
must, first, be able to identify those with 
additional needs and, second, be able 
to mobilise an appropriate response to 
these. Various ways of identifying patients 
with additional needs and/or risks have 
been developed. One obvious example 
is the use of wristbands for those with 
drug allergies, although the potential for 
confusion between different schemes at 
different hospitals has been recognised.2

The paper by McVey and colleagues 
in this issue of BMJ Quality & Safety 
focuses on patients who are identified 
as being at increased risk of falling while 
in hospital,3 and is a welcome contribu-
tion to this literature. Inpatient falls are 
the most common type of safety inci-
dent reported by acute hospitals world-
wide.4 McVey and colleagues focus on 
spoken communication about patients’ 
falls risk in hospital. Drawing on qual-
itative data from interviews and ethno-
graphic observations of a range of formal 
and informal spoken communication (eg, 

ward meetings, handovers), the authors 
highlight how such talk was at times: (1) 
categorical talk, focused on a patient’s 
risk level; (2) multifactorial talk, focused 
on seeking to modify identified risks or 
(3) hybrid talk, that both referenced ‘high 
risk’ patients and actions that could be 
taken to modify individual risk factors. 
Hybrid talk went beyond merely cate-
gorising patients in terms of their level 
of falls risk, and extended to exchanges 
about multifactorial falls prevention prac-
tice, but the nature of the communication 
could support or constrain multifactorial 
falls prevention activity.

In this editorial, we reflect on the poten-
tial benefits and possible harms of clas-
sification within healthcare by drawing 
together McVey and colleagues’ paper 
on falls prevention and our own recent 
work published in this journal on the 
use of visual identifiers for people with 
dementia in hospital.5 Evidence suggests 
that people with dementia experience 
greater numbers of safety incidents and a 
higher risk of mortality while in hospital 
than those without dementia.6 The use 
of visual identification schemes to iden-
tify this group of patients is widespread 
within the UK 7 and there is some uptake 
internationally.8 9

In our earlier paper, we reported a 
qualitative study seeking to understand 
the potential mechanisms of action 
underpinning the use of visual identifiers 
(eg, a butterfly or flower on patients’ 
notes and/or at the bedside) in hospitals.5 
Such symbols are increasingly used in 
an effort to signal to staff that a patient 
may have additional needs. We identified 
potential benefits of identifiers for the 
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implementation of dementia- specific interventions, 
in informing decision- making about allocation of 
resources, and acting as a quick reference cue for staff. 
However, for such potential benefits to be realised, the 
use of identifiers needed to be supported meaningfully 
through staff training, the availability of resources and 
efforts to develop a supportive culture for caring for 
this patient group.

We were struck by the similarities between our paper 
and that by McVey and colleagues in terms of what 
they highlight about the limitations and potential 
unintended consequences of approaches to identifying 
patients with additional needs in practice. We frame 
such identification and/or risk management tools as 
‘classificatory devices’. According to Bowker and 
Star,10 classification involves segmenting the world 
in order to conduct some form of work, whether for 
bureaucratic purposes or in order to produce knowl-
edge. Classification matters (as Bowker and Star note) 
because it ties the person being labelled ‘into a set of 
work practices, beliefs, narratives and organisation 
structures’.

THE LIMITATIONS AND POTENTIAL UNINTENDED 
CONSEQUENCES OF CLASSIFICATION
While classification can signal the need for addi-
tional support, classification alone does not ensure 
that patients are safer and/or receive higher quality or 
more person- centred care. Ensuring appropriate care 
requires more than the mere act of classifying patients 
into groups; this does not in and of itself do anything 
meaningful to improve care or reduce risk. Acting 
meaningfully to address the issues raised by an act of 
classification (such as identifying a patient as at high 
risk of falling or the application of a dementia symbol) 
is likely to require time and expertise. McVey and 
colleagues conclude that a person- centred approach 
is key to meaningful engagement with individual 
patients’ needs and risks, but recognise that this takes 
time and capacity to achieve and that both may be in 
short supply on busy hospital wards. Similarly, we high-
lighted concerns that staff may not have the required 
time and specialist skills to meaningfully support a 
patient with dementia even if they had been identified 
to them through the use of a visual identifier.

When assessing the use of such classificatory inter-
ventions in practice, it is important to consider and 
evaluate how, why and under what circumstances 
such well- intended actions might lead to negative 
unintended consequences, either on the outcomes 
of interest (‘paradoxical effects’) or other outcomes 
(‘harmful externalities’).11 Classification can be 
misleading and/or lead to inappropriate assumptions 
about and responses to individual patients’ needs and 
capabilities. Classifying someone as a ‘falls risk’ or 
‘person with dementia’ could result in assumptions 
about individual patients’ abilities, for example, that 
all high risk falls patients need supervising or that all 

patients with dementia will be unable to feed them-
selves. Such assumptions could lead to an approach 
to care that impacts negatively on a person’s indepen-
dence and functional ability.12

There is also a danger that homogenising patients 
into a single classificatory group (‘falls risks’ or 
‘persons with dementia’) can lead to de- personalisa-
tion and the very opposite of person- centred care, 
threatening personhood and reducing individual 
agency.13 This may be especially likely when patients’ 
family members and carers, who often know most 
about the patient’s history and context, are prevented 
from supporting them in hospital (such as during the 
COVID- 19 pandemic).14 15 Classification can serve 
to limit the exploration and discussion of alternative 
means through which risk can be managed and/or 
person- centred care delivered. The use of supervision 
was a key intervention for patients identified as at high 
risk of falling within McVey and colleagues’ study, but 
while this may address some of the consequences of 
mobility problems (eg, acting to steady a patient when 
walking) it does not address the underlying causes, 
which may be modifiable.

HARNESSING THE POTENTIAL POSITIVES OF 
CLASSIFICATION, WHILE MINIMISING UNWANTED 
CONSEQUENCES
We do not suggest there is no scope for positive benefit 
as a result of using classificatory devices to identify 
patients who have particular needs. Such classifica-
tion has potential value in coordinating healthcare 
work to effectively identify and support patients with 
additional needs and/or risks. McVey and colleagues 
illustrate how classification around falls risk enabled 
decision- making about allocating nursing supervision. 
Our work demonstrated the potential value of visual 
identifiers in directing resources to patients with addi-
tional needs as a result of dementia, and acting as a 
quick reference cue that a patient may have communi-
cation difficulties.

Many of the limitations and potential unintended 
consequences we highlight arguably have their roots in 
the fact that responding appropriately and sensitively 
to a patient who has been classified as having addi-
tional needs or being at risk is more complex than, 
for example, identifying someone who is allergic to 
a particular drug and ensuring they do not receive it. 
In the latter case, the identifier (eg, a coloured wrist 
band) is standing in for knowledge of a specific risk 
and the required action as a result is clear (do not 
administer the drug). In contrast, while the forms 
of classification differ in the two papers we have 
discussed, both position patients as potentially at risk 
but leave the level and scope of that risk, along with 
the appropriate response, open to interpretation by 
healthcare staff. Such classifications ‘short- cut and 
package common sense knowledge about category 
members and their actions’,16 and healthcare staff may 
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lack time, appropriate training or resources, and/or 
detailed knowledge about the patient in front of them. 
It is perhaps not surprising, therefore, that assess-
ments of risk and approach to care may sometimes be 
based on normative understandings of ‘people with 
dementia’ or ‘people at risk of falls’, and not the actual 
needs and capacities of the individual patient.

Actions to mitigate such potential limitations and 
unintended consequences are relatively easy to iden-
tify but may be harder to achieve in practice. They 
are likely to include: staff training in the specialist 
skills needed to support patients; availability of staff 
with such specialist skills when and where patients 
need them; time and the necessary resources to meet 
patients’ needs; and more effective involvement of 
family and carers. In addition, McVey and colleagues 
draw attention to the key role that leaders within 
organisations can have in encouraging a more person-
alised approach, for example, by actively questioning 
why particular interventions are or are not in place for 
individual patients.

In conclusion, while the use of classification to iden-
tify patients who have additional needs and/or are 
at increased risk of harm has potential benefits, care 
needs to be taken to avoid possible harm and unin-
tended consequences. We have highlighted above 
several actions that would help ensure the benefits 
of classification are maximised, but none of these 
are necessarily easy to achieve in practice, especially 
in the context of overwhelmed and under- resourced 
health services. However, ensuring that patients with 
additional needs and/or risks have these appropriately 
identified and responded to while receiving healthcare 
must be a priority. The need for healthcare to be equi-
table, that is, not vary in quality because of a patient’s 
personal characteristics, is recognised as an important 
quality dimension,17 and this issue has received 
increased attention in recent years.18–20 If used well, 
classification can be part of the move to ensuring more 
equitable care for those with additional needs.
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